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Introduction  

 

Socioeconomic health inequalities 

Socioeconomic position (SEP) refers to the societal position of individuals, 

households or neighbourhoods within a society. These positions can be re-

source-based (e.g. income, wealth or education), more prestige-based (i.e. refer-

ring to a status in the social hierarchy) or based on the structural position within 

the economy (i.e. social/occupational class) (1, 2). Regardless of which SEP 

indicator is used, worldwide differences in health are found between people 

with a high SEP and people with a low SEP; in general, people with lower SEPs 

report poorer general health, die earlier, live a shorter life in good health, and 

suffer more often from diseases and mental health problems (3-8). These gaps 

in health tend to follow a social gradient; each step on the socioeconomic ladder 

is related to better health outcomes (9).  

In the Netherlands, life expectancy between people in the highest in-

come quintile and people in the lowest income quintile differs 8.2 years for men 

and 6.7 years for women. The differences are even more pronounced when 

looking at healthy life expectancy, namely 17.5 years for men and 18.8 years for 

women (10). At the same time, people in the lowest income quintile more often 

report less than good health (30% vs. 13%) and mental complaints (22% vs. 

7%) than their higher income counterparts (11). 

 

Explanations for socioeconomic health inequalities 

Causes of socioeconomic health inequalities can be looked at from two different 

perspectives: the causation and selection perspective (Figure 1). The causation 

perspective suggests that low SEP negatively affects health and thereby causes 

socioeconomic health differences (12, 13). The factors that underlie the associa-

tion between SEP and health can be clustered into material, behavioural and 

psychosocial factors. The lack of financial resources (i.e. material factors) limits 

access to goods that are promoting health (e.g. good housing or healthy foods) 

(14-16). People in lower SEP groups are also more often exposed to health risks 

related to occupation, housing or the living environment (17-20). At the same 

time, behaviours with negative health effects, such as smoking, alcohol con-

sumption, physical inactivity and inadequate diets are more prevalent in lower 

SEP groups (13, 21-23). Furthermore, living in an unequal society is stressful 

because people in low SEP groups are more exposed to psychosocial stressors, 
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such as accumulating negative life events, the lack of (financial) resources, the 

lack of control over life and work, and relative deprivation (24-28). These 

stressors affect health through biological effects (e.g. chronic stress responses) 

or through unhealthy behaviours (26, 29).  

 

 
Figure 1 Causation and selection perspective 

 
Although material, behavioural and psychosocial factors explain a large part of 

the health inequalities between different SEP groups, they cannot fully explain 

these gaps (4, 30, 31). The selection perspective might help to explain another 

part (Figure 1). The selection perspective suggests that health or health-related 

determinants will determine both someone’s SEP and future health (12, 13, 32). 

Unhealthy people might have fewer opportunities for upward mobility and 

might even move down the socioeconomic hierarchy, while for healthy people it 

might be easier to move upwards (i.e. direct health selection). Indirect health 

selection is possible via health-related determinants like personality and cogni-

tive functioning (33-35). These determinants are hypothesised to affect both 

SEP and future health. A simultaneous upward mobility of healthier people with 

higher abilities and “favourable” personalities and downward mobility of less 

healthy people with lower abilities and “unhealthy” personalities might create 

more homogeneous SEP groups. The lowest SEP group might increasingly be-

come a group of unhealthy people with lower cognitive abilities and less fa-

vourable personalities (i.e. unhealthy homogenisation), while the highest SEP 

group might increasingly consist out of healthy people with higher cognitive 
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abilities and personalities that favour health. This process might widen the 

health gap between SEP groups (12, 13, 34, 36-38).  

More recently, the life-course perspective became more popular: causa-

tion and selection are not hypothesised to be two independent mechanisms, but 

to interact with each other starting at birth with an accumulation of risks and 

disadvantages towards adulthood and older age (13, 39).  

 

Persisting health inequalities within Europe  

The explanations for socioeconomic health inequalities, particularly related to 

the causation perspective, led to varying approaches aimed at reducing socioec-

onomic health inequalities (12, 40, 41). Countries, for example, attempted to 

reduce income inequalities and (childhood) poverty, to improve living and 

working conditions and health and life chances of children, and to implement 

health behaviour interventions. In 1997, the UK started to work on some sub-

stantial policy changes in order to reduce their worrying socioeconomic health 

inequalities. However, the efforts were only partially successful. Even though 

health of all SEP groups improved, it was difficult to reduce the persisting and 

sometimes still widening health inequalities between the SEP groups (42).  

In 1997, Mackenbach presented his findings of wider than expected 

health inequalities in the Nordic countries, known by their advanced welfare 

arrangements and social mobility (43). However, it was not until ten years later 

that new results showed similar findings and received more attention: not only 

Mackenbach (Figure 2), but also others showed that the Nordic countries came 

out less favourable than expected (44-48).  

After this paradoxical finding, researchers suggested some explanations 

that could explain why countries with well advanced welfare arrangements still 

had socioeconomic health inequalities that sometimes were even wider com-

pared to countries with less advanced welfare arrangements (34, 49-51). One of 

the most likely proposed explanations was health selection during social mobili-

ty. In countries with more social mobility, such as the Nordic countries, there 

might be more room for an influence of health or health-related determinants on 

individual social mobility (33, 36, 37, 50). In these countries, lower SEP groups 

might thus be negatively affected by unhealthy homogenisation, creating wider 

health inequalities. Revisiting the selection hypothesis might thus be needed to 

further explain country differences in health inequalities and thereby also to 
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help to develop other interventions that are not solely based on the causation 

perspective.  

 Below we explore the wider socioeconomic context in European socie-

ties and propose an additional hypothesis for the explanation of wider than ex-

pected health inequalities in more socially mobile countries, such as is common 

in more advanced welfare arrangements. 

 

An additional hypothesis on classism  

In the 1970s, neoliberal ideologies started to affect many European societies. 

This entailed a focus on an international free market economy with minimal 

interference by the state in economic and social activities (52, 53). The stronger 

emphasis on individualism, self-reliance and individual responsibility, together 

with cuts in welfare arrangements, increased poverty and larger income inequal-

ities, had substantial consequences for the more vulnerable groups in the society 

(e.g. those in need for care or financial support) (52-57). While income ine-

quality until that time by many was seen as unfair, the neoliberal ideology saw 

income inequality not as a bad thing, but as an incentive for citizens to work 

harder and achieve more (58). At the same time, the meritocratic ideology of 

equal opportunities in achieving an economically successful life, based on per-

sonal merits (i.e. effort and abilities), became more popular and societies be-

came more ‘open’ regarding the SEP someone could achieve (59, 60). Living in 

an individualised society with prevailing neoliberal and meritocratic beliefs, a 

strong focus on self-reliance and own responsibility, and increased opportuni-

ties for social mobility (59, 61, 62), might have consequences that further ex-

plain the link between low SEP and poor health (63-65). Therefore, we propose 

that in the context as described here, not only unhealthy homogenisation might 

become salient. Classism might be an additional downside of the increased op-

portunities for social mobility in current Western societies (37, 59, 66).  

 Even in countries with well advanced welfare arrangements, the in-

creased influence of neoliberal or meritocratic ideologies and increased oppor-

tunities for social mobility, can have psychosocial consequences for people 

ending up at the bottom of the socioeconomic hierarchy (59, 67). In socially 

mobile societies, permeated by meritocratic ideologies, people might increas-

ingly think that inequality is justified because economic success is based upon 

individual merits, such as having the right talents and having worked hard. 

These beliefs create—often unrealistic—expectations of upward mobility and 
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negative stereotypes about the ones who cannot meet these expectations (59, 67, 

68). Classism might therefore be the downside of the increasingly accepted 

belief in earned success, individual responsibility, and increased opportunities 

for social mobility (59, 69, 70).  

Classism refers to the marginalisation (i.e. labelling, prejudice, discrim-

ination, and stigmatisation) of those who are perceived to be in a different class, 

most often lower class (71). People in lower SEP groups are often labelled as 

lazy, incapable or unmotivated (72-75). Perceived classism refers to how this 

stigmatisation/discrimination/unequal treatment is perceived and experienced by 

an individual (76). Just as other forms of ‘-isms’ (e.g. racism), perceived 

classism can have serious physical and mental health consequences (77-85) and 

may therefore contribute to the persisting and even widening health inequalities 

(37, 82, 86). However, research into the health effects of perceived classism is 

scarce, especially in European countries. Part of this thesis aims to provide a 

first exploration of the role of classism in socioeconomic health inequalities.  
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Research model and research questions  

More knowledge is needed about the role of unhealthy homogenisation and 

perceived classism in explaining country differences in socioeconomic health 

inequalities, as we think these might be two understudied explanations for the 

country differences in socioeconomic health inequalities. In this thesis, we ex-

plored classism as a possible candidate downside of social mobility and possible 

contributor to socioeconomic differences in health. We thought that first more 

knowledge is needed about its prevalence, health effects and potential role in 

socioeconomic health inequalities within countries.     

Therefore, the aims of this thesis were to 1) better understand the role of 

unhealthy homogenisation during social mobility and its contribution to ex-

plaining country differences in socioeconomic health inequalities and 2) to get 

an in-depth understanding of perceived classism in the Netherlands and its asso-

ciation with health and health inequalities. Figure 3 shows the research model of 

this thesis. This model illustrates how country-level social mobility within mod-

ern Western societies might contribute to health inequalities.  

 

 

 
Figure 3 Research model. Numbers indicate the chapters of 

this thesis. 
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The research questions derived from this model: 

1) Can unhealthy homogenisation during social mobility help to explain coun-

try differences in socioeconomic health inequalities? (Chapter 2 and 3) 

a. Do countries with more social mobility have wider socioeconomic 

health inequalities than countries with less social mobility? (Chapter 

2) 

b. Does direct health selection play a role within countries? (Chapter 3) 

c. Are direct health selection effects stronger in more socially mobile 

countries? (Chapter 3) 

2) What are the health effects of perceived classism in the Netherlands? 

(Chapter 4- 6) 

a. Do people in lower SEP groups perceive more classism than people in 

higher SEP groups? (Chapter 4- 6) 

b. What are the consequences of perceived classism for people in low 

SEP groups? (Chapter 5 and 6) 

c. Does perceived classism mediate the association between SEP and 

health? (Chapter 4) 

 

Outline of this thesis  

To answer the research questions, five different studies were performed using 

both qualitative and quantitative methods, cross-sectional and longitudinal data, 

and country- and individual-level data.  

Chapter 2 describes a study in which we examined the associations be-

tween country-level social mobility and socioeconomic inequalities in mortality, 

using country-level secondary data from 12 European countries. Data on health 

inequalities came from a previous study of Mackenbach (2008) and social mo-

bility was derived from occupational data of the International Social Survey 

Programme (2009).  

Chapter 3 elaborates on Chapter 2 and describes a study in which we 

examined unhealthy homogenisation on the individual level and the moderating 

role of social mobility in explaining country differences in health-related in-

come mobility. Longitudinal data on income and health were used from EU-

SILC (2007-2010) and country-level social mobility was used from the first 

study (ISSP). 

Chapter 4 describes a longitudinal study in which we investigated the 

role of perceived income-related discrimination within socioeconomic health 
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inequalities by using representative survey data of the Dutch Longitudinal In-

ternet Studies for the Social sciences (LISS 2008-2010). 

Chapter 5 describes a cross-sectional study in which we further investigated 

perceived classism in the Netherlands and its association with self-assessed 

health and health behaviours, by using data from LISS (2013).  

Chapter 6 gives a more detailed insight into perceived classism and its 

consequences, by describing a qualitative study (2014) in which we conducted 

semi-structured interviews with people from lower SEP groups in the Nether-

lands.    

Finally, chapter 7 provides a summary of the main findings and discus-

sion about the implications of the results.  
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Abstract  

 

The larger than expected socioeconomic inequalities in health in more egalitari-

an countries might be explained by a heightened social mobility in these coun-

tries. Therefore, the aim of this explorative study was to examine the associa-

tions between country-level social mobility, income inequality and socioeco-

nomic differences in all-cause mortality, using country-level secondary data 

from 12 European countries. Both income equality and social mobility were 

found to be associated with larger socioeconomic differences in mortality, par-

ticularly in women. These findings suggest that social mobility and income 

equality, beside their shiny side of improving population health, might have a 

shady side of increasing socioeconomic health inequalities.  
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Introduction 

 

Egalitarian countries, such as the Nordic countries, often show better health 

outcomes as compared to countries with wider income distributions (1, 2). 

Nonetheless, they do not necessarily have smaller socioeconomic health ine-

qualities (3-5). The expected greater social mobility in these egalitarian coun-

tries is hypothesised to leave behind an increasingly homogeneous group of 

people that lack the physical and mental characteristics needed for getting 

ahead; this might underlie the wider than expected socioeconomic inequalities 

in health (6-8). This hypothesis of country-level social mobility underlying so-

cioeconomic health inequalities has, however, not yet been empirically tested. 

Therefore, we examined 1) the patterns of association between social mobility 

and socioeconomic health inequalities and 2) the association between social 

mobility and income inequality.   

 

 

Methods  

 

Country-level data of 12 European countries were collected on socioeconomic 

inequality in mortality, income inequality, and social mobility. We sought data 

on hypothesised causes that – in time – were preferably measured prior to the 

data on hypothesised outcomes. Former communist countries were excluded 

because of their confounding contexts and histories, particularly in the early 90s 

(9), and because of missing data. Relative and absolute socioeconomic inequali-

ty in mortality were measured by, respectively, the relative index of inequality 

(RII) and slope index of inequality (SII) regarding educational differences in 

all-cause mortality in the 90s (4). These data were only available for men and 

women separately. Income inequality was measured by the Gini coefficient 

(after taxes and transfers) in the mid-90s (10). Social mobility was measured by 

1- the correlation of participant’s and father’s International Socio-Economic 

Index of occupational status score (ISEI-08; International Social Survey Pro-

gramme, Social Inequality IV 2009; www.issp.org). Father’s occupational sta-

tus, on average, referred to the status in 1975. Pearson’s correlations (r) were 

used to examine the associations between income inequality, social mobility, 

and socioeconomic inequalities in all-cause mortality. Since the study samples 

in the analyses were rather small, we mainly focussed on patterns in our find-
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ings and less on the significance of the results. Therefore, our results have to be 

interpreted with caution.  

 

 

Results 
 

Social mobility correlated positively with relative and absolute educational ine-

qualities in all-cause mortality, particularly in women (Figure 1, A and B). In-

come inequality was negatively correlated with relative and absolute education-

al inequalities in all-cause mortality (Figure 1, C and D). The association be-

tween income inequality and social mobility was negative (r = -.700); the more 

egalitarian Nordic countries were more socially mobile than less egalitarian 

countries, such as Belgium, France and Spain.  

 

 

 

 
Figure 1 Associations between income inequality, social mobility and relative and absolute soci-

oeconomic health inequalities in all-cause mortality, for men and women separately.   
Dashed line = men, solid line = women 

A. Social mobility a – relative inequality in all-cause mortality (4): women r† = .534, men r = .108 

B. Social mobility – absolute inequality in all-cause mortality (4): women r = .702 men r = .143 

†Pearson’s correlation, * P-value < 0.05, a ISSP 2009. 
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Figure 1 (Cont.) Associations between income inequality, social mobility and relative and abso-

lute socioeconomic health inequalities in all-cause mortality, for men and women separately.   
Dashed line = men, solid line = women 

C. Income inequality (10) – relative inequality in all-cause mortality: women r = -.559, men r = -.280 

D. Income inequality – absolute inequality in all-cause mortality: women r = -.694*, men r = -.449 
†Pearson’s correlation, * P-value < 0.05, a ISSP 2009. 

 

 

Discussion 

 

Our findings suggest that egalitarian countries were more socially mobile, and 

that these more egalitarian and socially mobile countries had larger relative and 

absolute socioeconomic inequalities in all-cause mortality, especially in women. 

The finding that country-level income inequality is not positively associated 

with socioeconomic health inequalities confirms previous findings of Macken-

bach and colleagues (3, 4). However, to our knowledge, we are the first to show 

that, at country-level and particularly in women, heightened social mobility is 

associated with larger relative and absolute socioeconomic health inequalities in 

all-cause mortality.  

One could have expected smaller absolute socioeconomic health ine-

qualities, given the better general population health in egalitarian countries, 

such as the Nordic countries (1, 2), but our findings were about similar for abso-

lute and relative inequalities in all-cause mortality. Hence, even though more 

egalitarian and socially mobile countries have a shiny side of better general 

population health, as indicated by, for example, lower infant mortality rates (2) 
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and better self-rated health (1), there might be a more shady side of larger soci-

oeconomic health inequalities. These findings might be two sides of the same 

medal; in more egalitarian and socially mobile countries, all socioeconomic 

status groups might on average enjoy good health, but the highest groups might 

enjoy even better health, resulting in larger than expected socioeconomic differ-

ences in health (11). Noteworthy is that, using Mackenbach’s data on average 

all-cause mortality (4) and similar data from the European Detailed Mortality 

Database (12) as an indicator of general population health, we could not con-

firm better population health in the more socially mobile and egalitarian coun-

tries (not tabulated). The higher general all-cause mortality in more egalitarian 

and socially mobile countries might be the result of their successful prevention 

of infant mortality, resulting in an increased group of ‘vulnerable’ people sur-

viving childhood (2). The larger than expected socioeconomic health inequali-

ties in more egalitarian and socially mobile countries might also be explained by 

‘unhealthy homogenisation’ and class-related stigmatisation (6-8). First, when 

upward and downward social mobility depend on health and health-

determinants, such as personal characteristics like intellectual abilities, it might 

result in an ‘unhealthy homogenisation’ of the lower status groups (8). Second, 

perhaps because of their heightened social mobility, egalitarian countries may 

promote the meritocratic belief that being upwardly mobile is primarily deter-

mined by a person’s efforts and abilities and less by the socioeconomic position 

of the parents. This might result in stigmatisation of people who stay behind in 

the socioeconomic ranking: they are blamed for not getting ahead due to their 

low efforts and poor abilities. Feeling stigmatised or discriminated against may 

have serious (stress-related) health consequences (13). Future studies should try 

to unravel the relative contribution of ‘unhealthy homogenisation’ and class-

related stigmatisation to the association between country differences in social 

mobility and socioeconomic health inequalities.  

Some limitations of this study must be considered. First, the sample size 

was small and varied between analyses; this had its implications for significance 

testing. The small sample size also limited the possibilities to correct for possi-

ble important confounders, such as region- and country-differences in (health) 

policy (i.e. welfare state), gross domestic product (GDP), lifestyle (e.g. Mediter-

ranean diet), and phase in the epidemiological transition (e.g. cardiovascular 

disease epidemic or smoking epidemic) (3, 4). Second, the measurements of 

socioeconomic health inequalities had some limitations. We combined measures 
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based on different indicators of socioeconomic status; we used occupation (so-

cial mobility), education (health inequalities), and income (income inequality). 

Using different indicators of socioeconomic status may have biased our results 

to an unknown extent. More in-depth analyses with social mobility, based on 

education, showed the same pattern of results as social mobility based on occu-

pation (14). 

 

 

Conclusion  

 

This study shows that more egalitarian countries are associated with heightened 

social mobility. It suggests that social mobility and income equality, beside their 

shiny side of improving population health, might have a shady side of increas-

ing socioeconomic health inequalities. The findings emphasise the importance 

of taking into account country-level social mobility when interpreting between-

country differences in socioeconomic health inequalities.  
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Abstract   

 

Background. Health-related selection during social mobility was suggested as 

an explanation for the paradox of wider than expected socioeconomic health 

inequalities in the Nordic countries. In these countries the heightened opportuni-

ties for upward mobility might have the drawback of creating a larger scope for 

health selection processes, which might lead to unhealthy homogenisation of the 

groups with the lowest socioeconomic positions and a wider health gap. In this 

study we examined the effect of self-assessed health on income mobility and 

compared these effects in 19 European countries which were different in respect 

to social mobility.  

 

Methods. Ecological and multilevel analyses were performed using data of 

more than 55,000 individuals on self-assessed health and income, from 19 Eu-

ropean countries (EU-SILC 2007-2010). Country-level social mobility was 

extracted from occupational data from the ISSP (2009).  

   

Results. Significant health-related income mobility was found in over half of 

the included countries and the multilevel analyses showed a significant effect of 

health on income mobility (B= 759.41, SE= 51.88); better health was associated 

with higher income growth. However, health-related income mobility was not 

stronger in more socially mobile countries. Corrections for country-specific 

characteristics (GINI, GPD, and even social protection expenditures) did not 

change our results.  

 

Conclusions. Our findings suggest that, although significant health-related in-

come mobility has been found in more than half of the countries included in this 

study, unhealthy homogenisation of lower SEPs was not more common in more 

mobile countries. Future research might need to assess both homogenisation in 

terms of cognitive abilities or personality and classism as possible explanations 

for the remaining puzzle regarding cross-country differences in socioeconomic 

health inequalities.  
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Introduction 

 

It is well-known that people at the bottom of the socioeconomic hierarchy face 

shorter life expectancies and more health problems than people with higher 

socioeconomic positions (SEP) (1, 2). These health inequalities are found 

worldwide, however, the size of the gaps differ between countries. Mackenbach 

and colleagues (3) showed—against all expectations— that health inequalities 

in Europe were not necessarily smaller in more advanced welfare states, such as 

the Nordic countries; they found the smallest health inequalities in more South-

ern countries. Later, Mackenbach found similar findings using more recent data 

(4), just as some other researchers (5-8). To explain the country differences in 

socioeconomic health inequalities and the paradoxical findings of larger than 

expected health inequalities in more advanced welfares states, different hypoth-

eses were suggested (9-15). One of these relates to health-related selection dur-

ing social mobility.  

Higher social mobility might indicate that individual SEP becomes less 

strongly affected by parental SEP and increasingly depends on individual char-

acteristics like one’s own health, but also on other, often health-related abilities 

(e.g. cognitive abilities) and efforts. To the extent that these individual charac-

teristics are health-related, this may cause unhealthy homogenisation of people 

in the lower socio-economic groups (15-17). Unable to benefit from the provid-

ed opportunities that stimulate upward mobility, unhealthy people might end up 

in a lower SEP than their parents and/or face a loss of income or have less in-

come growth compared to others in better health. At the same time, people with 

better health might be more often upwardly mobile (e.g. ending up in a higher 

SEP than their parents or themselves start to earn more money) (9-18). 

Social mobility differs between countries, for example, depending on 

economic development, income inequality, educational policies and social poli-

cies (19-21), and therefore the scope for unhealthy homogenisation might differ 

between countries and welfare states (15, 17). Especially in the more advanced 

welfare states with more social mobility, social stratification might be less a 

product of reproduced social positions, but more of personal health and health-

related characteristics, creating a larger health gap between high and low SEP 

groups (14).  

Using longitudinal cross-country data from the EU-Statistics on Income 

and Living Conditions (EU-SILC) (22) and the International Social Survey Pro-
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gramme (23), we 1) examined the effect of self-assessed health on income mo-

bility (i.e. change in income; individual level) and 2) compared these health 

effects in 19 European countries which are different with respect to social mo-

bility (Figure 1). We expected that, on the individual level, there would be a 

direct health effect on individual income mobility in all countries. Furthermore, 

we hypothesized these direct health effects to be stronger in more socially mo-

bile countries—assuming to be the countries with more advanced welfare ar-

rangements—since the scope for health-related selection might be larger in 

these countries.  
 

 
Figure 1 Health-related income mobility and the moderat-

ing effect of social mobility 

 

Methods 

 

Study population 

EU-SILC collects cross-sectional and longitudinal comparative data on income 

distribution and social inclusion at the household- and individual-level. The 

research population consist of a representative sample of households and indi-

viduals from 27 European countries. EU-SILC has a rotational design; each year 

a new panel starts and participates for a maximum of four years (22, 24). For 

this study, we included 19 of 27 countries based on their availability of social 

mobility data. Participants were selected based on their participation in 2007 

(n= 97,785). Longitudinal data on personal and household level (2007 & 2010) 

was available for 65,287 participants (n= 66.8%), but 8,984 participants 

(13.8%) had to be excluded because of missing data on important variables. The 

final study population consisted of 56,303 participants (26,118 men (46.4%)) 

from 19 countries. The mean age in the population was 47.61 years (SD= 17.37, 

range= 17 to 78 years).  
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Measures 

 

Health  

Self-rated health was measured using a 5-points Likert scale in 2007. The ques-

tion was ‘How is your health in general?’, scored very bad (1), bad (2), fair (3), 

good (4), or very good (5) (22, 24).  

 

Socioeconomic position and individual income mobility  

Individual SEP was based on equivalised income and was measured annually; 

disposable income was collected at household level, corrected for household 

size and composition. Individual income mobility was measured by the change 

in equivalised income between 2007 and 2010 (i.e. equivalised income 2010 

minus equivalised income 2007).  

 

Country-level social mobility  

Social mobility data were extracted from the International Social Survey Pro-

gramme (ISSP) of 2009 (12, 23). Data of participant’s (2008) and father’s 

(±1980) occupational status were coded in International Standard Classification 

of Occupations 1988 scores (ISCO-88) and recoded into the International Socio-

Economic Index of occupational status 2008 (ISEI-08) with use of a conversion 

tool developed by Ganzeboom and Treiman (12, 25). Country-level social mo-

bility was calculated by 1- the log correlation of participant’s and father’s ISEI-

08 score (12, 26); higher scores indicate higher social mobility within a country.   

 

Covariates 

Potential confounders on the individual-level were: age in 2007 (in years) and 

sex. Income inequality in 2007 and 2010 (Gini coefficient) (27) and gross do-

mestic product in 2007 and 2010 (GDP per cap constant US $)(27) were con-

sidered separate covariates. 

 

Statistical analysis 

First, for the ecological analysis, country-specific individual effects of health 

(2007) on income mobility (2007-2010) were assessed by using linear 

regression analysis, adjusted for equivalised income in 2007, age, and sex. 

Second, by using the coefficients of the regression above, associations between 

country-level social mobility and health-related income mobility were plotted 
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and a Pearson’s correlation was computed. Third, the moderating effect of 

country-level social mobility on the relation between health and income 

mobility was assessed using multilevel analyses with individuals (n=56,303) as 

level 1 and country (n=19) as level 2. These analyses were adjusted for 

individual covariates age, sex and equivalised income in 2007. Separate 

adjustments were made for country-level GDP (2007+2010) and GINI 

(2007+2010). Fourth, we performed sensitivity analyses to check the robustness 

of our findings, by using a dichotomised health outcome ‘less than good health’ 

and SEP outcomes ‘ending up in lowest income quintile 2010’ and ‘less than 

median change in income’ in the ecological analyses, and by using standardised 

variables in both ecological and multilevel analyses. All analyses were 

performed with IBM SPSS Statistics for Windows, Version 24.0 (IBM corp., 

Armonk, NY).  

 

 

Results 

 

The sample size in the 19 selected countries ranged from 518 participants in 

Iceland to 9,766 participants in France (Table 1). The distribution of men and 

women and mean age were similar in all countries. Mean equivalised income 

differed between countries, with Iceland and Norway having the highest mean 

income and Bulgaria and Latvia the lowest. Iceland was the only country with a 

negative mean change in income between 2007 and 2010. On average, people 

assessed their own health as better than fair (3); people in Latvia reported the 

poorest health status (M= 3.14, SD= 0.86) and people in Iceland the best (M= 

4.25, SD= 0.86).  
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Country-level descriptives are shown in Table 2. In Portugal and Cyprus were 

the least socially mobile countries, while Estonia and the Nordic countries were 

the most mobile countries. 

 
Table 2 Country-level descriptives 

 Social mo-

bility 

GDP 

2007 

GDP 

2010 

GINI  

2007 

GINI  

2010 

Austria 0.582 47240.53 46657.06 30.60 30.30 

Belgium 0.625 45013.07 44380.24 29.20 28.40 

Bulgaria 0.657 6625.03 6843.26 36.10 35.70 

Cyprus 0.518 32236.59 30818.46 31.10 31.50 

Czech Rep.  0.690 20104.77 19764.02 26.00 26.60 

Denmark 0.748 61174.55 58041.41 26.20 27.30 

Estonia 0.820 17627.03 14638.60 31.20 32.00 

Finland 0.780 49239.19 46202.42 28.30 27.70 

France 0.628 41696.69 40703.34 32.40 33.70 

Hungary 0.577 13648.64 13025.53 27.90 29.40 

Iceland 0.734 46695.21 41676.45 29.50 26.20 

Latvia 0.725 13590.50 11326.22 37.50 35.00 

Norway 0.759 91594.18 87646.75 27.10 25.70 

Poland 0.615 11322.05 12599.52 33.50 33.20 

Portugal 0.511 22817.32 22538.65 36.80 35.80 

Slovakia 0.727 15868.80 16600.61 24.70 27.30 

Slovenia 0.660 24673.44 23437.47 24.40 24.90 

Spain 0.605 32459.92 30736.00 33.10 35.30 

Sweden 0.754 53421.02 52076.26 26.40 26.50 

 

 

Ecological analyses 

Table 3 shows the unstandardized regression coefficient of the association of 

self-rated health with income mobility between 2007 and 2010 (i.e. health-

related income mobility), adjusted for income, sex and age in 2007. Except for 

Iceland, all health effects went in the same direction; better health was related to 

a higher income growth between 2007 and 2010. These direct health effects 

were statistically significant for more than half of the countries and were 

strongest in Cyprus, Austria and Norway. The smallest health effects were 

found in Czech Republic, Estonia and Latvia.  
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Table 3 Unstandardized regression coefficients self-rated health on income mobility 2007-2010, 

EU-SILC  

 Health-related income mobility ab                            

 B  (SE) 

Austria 1750.80 ** (275.61)  

Belgium 957.74 * (334.79)  

Bulgaria 206.61 ** (46.87)  

Cyprus 1528.83 ** (298.35)  

Czech Rep.  33.08  (56.79) 

Denmark 879.98  (573.54) 

Estonia 132.62  (76.27) 

Finland 798.02 * (401.53)  

France 1479.32 ** (212.78)  

Hungary 193.19 ** (29.04)  

Iceland -166.72  (528.08) 

Latvia 137.85  (88.57) 

Norway 2446.40 ** (381.99)  

Poland 269.11 ** (42.47)  

Portugal 267.24  (141.17) 

Slovakia 161.80 * (64.53)  

Slovenia 159.84  (105.16) 

Spain 717.58 ** (127.97)  

Sweden 497.35 * (219.10)  
*P-value <0.005, ** P-value <0.001, a Income mobility =equivalised income 2010 – equivalised income 2007,  
b corrected for age, gender and income 2007 

 

Based on the estimated coefficients for the health-related income mobility and 

the level of social mobility in Table 2, Figure 2 shows the scatterplot of the 

association between both characteristics. The association was negative, indicat-

ing less health-related income mobility in more mobile countries, but not statis-

tically significant (r= -0.147, p-value = 0.55).  

 

Multilevel analyses 

Table 3 shows the results of the multilevel analyses examining the effect of 

health on income mobility and the moderating effect of social mobility. In mod-

el 1, the effect of health on income mobility between 2007 and 2010 was statis-

tically significant (B= 759.41, SE=51.88): better health led to more income 

growth. Model 3 tested whether health had a different effect depending on 

countries’ social mobility; this interaction was not statistically significant. Sepa-

rate adjustments in the analyses for GDP (2007 and/or 2010) and GINI (2007 

and/or 2010) did not affect the results. 
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Figure 2 Scatterplot of social mobility with health-related income mobility (r= -0.147, p-value = 

0.547 ).  

 
Table 4 Multilevel model on Income mobility 2007-2010. 

  Income mobility 2007-2010 a 

B  (SE) 

Model 1bc Health  759.41 ** (51.88) 

Model 2d  Health  759.29 ** (51.88) 

 Social mobility  5593.58  (12724.90) 

Model 3e Health  388.45  (391.54) 

 Social mobility  3456.01  (12909.97) 

 Health*Social mobility 573.48  (600.15) 
*P-value <0.005, ** P-value <0.001, aincome mobility= equivalised income 2010 – equivalised income 2007, 
bModel 1: health 2007, age, gender and equivalised income 2007, eInterclass Correlation = 18%, dModel 2: 

model 1 + social mobility, eModel 3: model 2 + interaction health*social mobility  

 

Sensitivity analyses 

Using standardised variables confirmed that health selection was not stronger in 

more socially mobile countries. Additional ecological analyses with dichoto-

mous outcomes showed that in most countries the probability of ending up in 

the worst income quintile in 2010 or having a change of income of less than the 
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median change in income (country-specific) was higher for people who reported 

less than good health in 2007. Again, the corresponding odds ratios were, how-

ever, not stronger in countries with more social mobility.  

 

 

Discussion 
 

The aim of this study was 1) to examine the effect of self-assessed health on 

income mobility (individual level) and 2) to compare these health effects in 19 

European countries differing in social mobility. As expected, in 12 out of 19 

countries we found significant direct health effects on income mobility after 

three years of follow-up (2007-2010): better health was associated with higher 

income growth, less healthy people were less upwardly socially mobile than 

their healthier counterparts. Although we expected that this effect would be 

stronger in more socially mobile countries, our results did not confirm our ex-

pectations; country-level direct health selection effects were not stronger in 

more socially mobile countries. Our findings thus seem to suggest that country 

differences in direct health selection (i.e. unhealthy homogenisation) are an 

unlikely explanation for the paradox of wider than expected socioeconomic 

health inequalities in more socially mobile countries, such as the Nordic coun-

tries.  

Bambra (10) and McCartney et al. (9) earlier already questioned the hy-

pothesis of health selection during social mobility as an explanation for the 

wider than expected health inequalities in the more advanced welfare states. 

They argued that more advanced welfare states also have better social protec-

tion arrangements (e.g. protection against income loss for sick employees) that 

might suppress the effects of poor health and disadvantaged health-determinants 

(e.g. cognitive abilities) on income mobility. Also Campos-Matos and Kawachi 

found that the Nordic countries had the lowest health-related upward mobility 

and suggested that their finding could be explained by the protective policies in 

these countries (28). In, a post hoc analysis, we therefore adjusted in both the 

ecological analyses and the multilevel analysis (Table 3, interaction model 3) 

for countries’ public spending on social protection of sick employees—

measured as public spending on incapacity-related benefits as a percentage of 

GDP (29). Our findings indicated that the association between social mobility 

and health-related income mobility was not suppressed by social protection. 
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This was possibly due to an unexpected positive correlation (not significant) 

between spending on social protection and health-related income mobility 

(r=0.372).  

In this study we looked at the relation between social mobility and un-

healthy homogenisation. We did not assess the effects of unhealthy homogeni-

sation on socioeconomic health inequalities. Although we assumed that health 

inequalities would widen because of health selections processes, in the literature 

there is no consensus about selection processes widening health inequalities. 

Some authors suggested that selection processes would even narrow the health 

gap (13, 30): upwardly mobile people will be healthier than the group they 

leave, but less healthy than the group they end up in, and downwardly mobile 

people will be less healthy than the group they leave but healthier than the 

group they end up in.  

Although our results seemed to suggest that unhealthy homogenisation 

(i.e. direct health selection) is an unlikely explanation for the paradox—when 

assuming that health selection effects widen health inequalities—we think that 

the selection mechanism could still explain part of the paradox via indirect 

health selection effects. This process of indirect health selection might cause a 

homogenisation of people with lower cognitive abilities, less favourable per-

sonalities or other disadvantaged health-related determinants in the lower SEP 

groups. Since these determinants (e.g. low cognitive ability or IQ) are related to 

poor health outcomes, homogenisation of these determinants in the lower SEP 

groups might widen the health gap (14-17, 31, 32). Next to the selection mech-

anism, we would like to suggest classism as a possible explanation for the para-

dox. Classism (i.e. the marginalisation of lower SEP groups) might be more 

common in countries with more advanced welfare arrangements and more equal 

opportunities for social mobility; when society offers you all opportunities to 

live a successful life, ending up at the bottom of the socioeconomic ladder be-

comes a personal issue and individual responsibility (17, 33-35). Experiencing 

classism can have serious consequences for health (34) and individual mobility 

(e.g. lower educational achievements because of stereotype threats) (36). There-

fore, it might also play a role in the persisting and even widening socioeconom-

ic health inequalities and explain part of the paradox. Further international com-

parative studies into indirect health selection effects and classism, and their 

relation with county differences in socioeconomic health inequalities are need-

ed. 
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Methodological considerations 

The strength of this study is its longitudinal design and the comparability of 

individual data from 19 countries with sample sizes mostly over 1000 people. 

However, some limitations of this study must also be considered. First, because 

of missing data on health and income in 2007 and 2010 we lost 42% of the ini-

tial sample. The largest part of this loss was due to the rotational design of EU-

SILCs data (33.2%). The final sample differed from the participants that were 

excluded and may therefore not be fully representative anymore: compared to 

the excluded participants, the final sample was older (47.61 vs 45.23 years), 

included fewer men (46.4% vs 49.4%), reported better health (3.70 vs 3.66) and 

had a higher mean income growth (2273.79 vs 1812.89). Although these differ-

ences were statistically significant, we do not think they affected the conclusion 

of our results; the health effects might have been stronger, but we are unsure 

about how it might have affected the moderating effect of social mobility. Sec-

ond, the unavailability of international comparable data limited the possibilities 

of our study. We would have preferred to include measures to also assess indi-

rect health effects (i.e. personal characteristics like personality or cognitive abil-

ity), to additionally assess individual intergenerational social mobility (i.e. pa-

rental SEP), and to assess other health measures and indicators of SEP (e.g. 

health in childhood and education).  

 

 

Conclusion 

 

Our findings suggest that, although significant health-related income mobility 

has been found in more than half of the countries included in this study, un-

healthy homogenisation of lower SEPs was not more common in more mobile 

countries. Future research might need to assess both homogenisation in terms of 

cognitive abilities or personality and classism as possible explanations for the 

remaining puzzle regarding cross-country differences in socioeconomic health 

inequalities.  
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Abstract 
 

Background. Because of their meritocratic ideology, Western countries might 

promote the belief that every individual is responsible for his or her socioeco-

nomic position. These beliefs might enhance discrimination which, in turn, 

might affect health. Therefore, the aim of the study was to investigate the role of 

perceived discrimination within income-related health inequalities.  

 

Methods. Two-year follow-up data (2008-2010) from the Dutch Longitudinal 

Internet Studies for the Social sciences panel (N= 2,139) were used to examine 

the relation between income, perceived discrimination, and self-rated health and 

feeling hindered by health problems.  

 

Results. Results showed that poor health was more prevalent in the low income 

and in the discriminated group. Participants from the low income group were 

also more likely to perceive discrimination (OR= 1.57, 95% CI= 1.03-2.42). 

However, there was no substantial evidence for a mediating effect of perceived 

discrimination on the income-health association. 

 

Conclusions. The results emphasise the importance of a more in-depth study of 

discrimination in relation to socioeconomic health inequalities. Since ethnicity 

was a major confounder it is recommended to take account of the complex in-

terplay between discrimination and both the socioeconomic and ethnic back-

ground.  
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Introduction 

 

Health inequalities between people from lower and higher socioeconomic status 

(SES) groups are a persisting worldwide problem (1-5). Researchers have 

sought to explain the differences by studying the contribution of behavioural 

risk factors (e.g. smoking), psychosocial factors (e.g. perceived control), unfa-

vourable material factors (e.g. housing conditions), and biological factors (e.g. 

inflammation markers). However, these factors cannot fully explain the health 

gap between low and high SES (6, 7). Given that lower SES groups might per-

ceive themselves more stigmatised and discriminated against than higher SES 

groups, a largely neglected psychosocial pathway might be via discrimination 

and stigmatisation (8-13).  

Based on the premises that financial success go to the ones who demon-

strate the largest efforts and capabilities (i.e. merits), living in Western merito-

cratic countries might promote the belief that people at the bottom of the socio-

economic hierarchy are themselves responsible for their adverse position: they 

just ‘did not work hard enough’ or ‘did not have the personal skills’ to climb up 

the social ladder (12, 14-16). Believing in such internal attributions might pos-

sibly enhance discrimination and stigmatisation of people at the bottom of the 

socioeconomic hierarchy (13, 17). Status anxiety which concerns the fear of 

what others think of us when we do not meet the ideal that is expected by socie-

ty (e.g. to be successful, to have a good job or to earn enough money) is closely 

related to these discriminatory and stigmatising processes (16). Stigmatisation 

and discrimination are also ways of symbolic violence by demonstrating superi-

ority and preventing people with lower financial resources from improving their 

situation (18), thus contributing to a self-fulfilling prophecy by keeping people 

in stigmatised and discriminated positions (e.g. by withholding well-paid jobs to 

people from lower status groups); this, in turn, will further “confirm” their 

stigma (14).  

Discrimination and stigmatisation can cause serious physical and psy-

chological health problems (10, 19-22). One of the mechanisms through which 

perceived discrimination might affect health might be via chronic stress and its 

direct physiological consequences, such as increasing stress response hormones 

secretion (‘allostatic load’), hypertension, impairing cognition, and inhibiting 

digestion, tissue repair, and immune function (23, 24). Additionally or alterna-

tively, perceived discrimination - perhaps because of reduced self-control and 
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self-regulation (25) - might promote poor health behaviours, such as smoking, 

overeating, physical inactivity, and severe alcohol consumption (23, 26, 27). 

These behaviours, in turn, can further promote stigmatisation and discrimination 

(e.g. stigmatisation of smokers and people with overweight) and result in a gen-

uine negative spiral relating low socioeconomic status, discrimination, and poor 

health (behaviours) (28).  

For this study, longitudinal data from 2,139 Dutch participants from the 

Longitudinal Internet Studies for the Social sciences panel (LISS panel) were 

used to answer the following research questions: 1) do people with low incomes 

more often perceive themselves discriminated against? 2) do people with low 

incomes and people who perceived themselves discriminated against more often 

report poor health?, and 3) can perceived discrimination explain the health gap 

between the lowest and highest income group? 

 

 

Methods 
 

Study population 

The LISS panel is the core element of the Measurement and Experimentation in 

the Social Sciences project (MESS) of CentERdata. This panel is a representa-

tive sample of Dutch individuals (age 16 years and older), who participate in 

monthly Internet surveys (29). More information about the LISS panel can be 

found on www.lissdata.nl. In November 2008, 5,961 LISS panel members, in-

cluding members of the same household, completed a baseline questionnaire. In 

December 2008, one household member per household (n= 4,788) was random-

ly selected to participate in a questionnaire including questions about perceived 

discrimination. The questionnaire was completed by 3,217 participants (67.2%). 

After two years of follow-up, 867 participants were lost to follow-up (27%) and 

longitudinal data were available for 2,350 participants, of whom 211 partici-

pants (9%) were excluded because of missing data on important variables. The 

final study population consisted of 2,139 participants (969 (45.3%) men and 

1170 women). The mean age in the population was 50.45 years (SD= 15.28, 

range= 18 to 88 years), 57.5% of the participants were married, and 1,905 

(89.1%) participants were of Dutch origin.  
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Measures 

 

Health outcomes 

In November 2008 and 2010 self-rated health was measured using a 5-point 

Likert scale with the question ‘How would you describe your health, generally 

speaking?’ (1= poor, 5= excellent). Self-rated health was dichotomised defining 

poor and moderate health as ‘less than good health’ (1). Three additional ques-

tions were ‘To what extent did your physical health or emotional problems hin-

der your daily activities over the past month?’, ‘To what extent did your physi-

cal health or emotional problems hinder your social activities over the past 

month?’, and ‘To what extent did your physical health or emotional problems 

hinder your work over the past month, for instance in your job, the housekeep-

ing, or in school?’ (1= very much, 5= not at all). These variables were combined 

in a ‘feeling hindered by health problems’ scale (Cronbach’s alpha = .88 in both 

2008 and 2010). ‘Feeling hindered by health problems’, computed as the mean 

across the three items, was dichotomised by defining those scoring 3 or lower as 

feeling hindered by health problems (1). 

 

Income 

The net monthly household income was based upon the sum of the personal net 

incomes of all household members (30). Equivalent net income, which takes 

account of the number of adults and children that had to live from the household 

income, was computed by dividing the net household income by an equivalence 

factor (31). The equivalence factor was: 1 (the first adult) + 0.5 * the number of 

extra adults that had to live from the household income + 0.3 * the number of 

children below the age of 18 that had to live from the household income. Equiv-

alent net income was divided into three categories based on tertiles (< €1333.33 

= low income group, €1333.33 - €1937.83 = moderate income group, and > 

€1937.83 = high income group (reference category)). 

 

Perceived discrimination 

In 2008, participants were asked: ‘Would you describe yourself as being a 

member of a group that is discriminated against in this country?’ (yes= 1, no= 

0).  

 

 



Chapter 4 

-60- 

 

Covariates 

Potential confounders were: age as measured in November 2008 (in years), 

gender (0= man, 1= woman), ethnicity (Dutch (= reference category), immi-

grant with Western background, and immigrant with non-Western background) 

and marital status (1= married, 0= not married). Additional analyses were ad-

justed for: smoking (1= yes, 0= no) and body mass index (BMI) calculated as 

weight (kg) divided by height (m) squared, and categorised into four categories 

(<18.5= underweight, 18.5-24.9= normal weight (reference category), 25-29.9= 

overweight, and >30= obese).  

 

Statistical analysis 

First, Chi2 tests were computed to examine differences in self-rated health and 

feeling hindered by health problems by income and perceived discrimination. 

Second, logistic regression was performed to examine the effect of income on 

perceived discrimination. To find out why perceived discrimination was more 

common in lower income groups, separate analyses were done to examine the 

separate contribution of age, gender, ethnicity, and marital status. This was done 

by looking at the extent to which the odds ratio for low and moderate income 

decreased after introducing these covariates into the model. Mediation was as-

sessed by comparing the odds ratio before and after control for covariate of 

interest: (ORModel1 – ORModel2) / (ORModel1 – 1) * 100. More than 10% change in 

effect was used as a criteria for mediation (32). Additionally, separate analyses 

were done to examine the contribution of the health indicators, smoking and 

BMI to the income - perceived discrimination association. Thirdly, logistic re-

gression analyses were done to estimate the effect of perceived discrimination 

on self-rated health and feeling hindered by health problems. Separate analyses 

were carried out to examine the contribution of income, age, gender, marital 

status and ethnicity to the perceived discrimination - health outcome associa-

tion. Fourthly, the effect of income on self-rated health and feeling hindered by 

health problems, controlling for age, gender, ethnicity, and marital status, was 

estimated, as well as the mediating effect by perceived discrimination. Finally, 

sensitivity analyses were performed by using five income groups based on quin-

tiles instead of three (to create more extreme contrasts), by using linear regres-

sion analyses with continuous outcome measures, by examining the extent of 

mediation in 2008 cross-sectional data, by examining whether findings were 

similar when using persons’ educational level instead of their income level, and 



Health inequalities and perceived discrimination 

-61- 

 

- to test the robustness across sub-groups - by testing interactions between in-

come, ethnicity, age, gender, and perceived discrimination. Statistical Package 

for the Social Sciences (SPSS) version 17 was used for the analyses. 

 

Results 

 

In the total sample, 135 (6.3%) participants perceived themselves discriminated 

against (Table 1). Reports of perceived discrimination varied across income 

groups: 7.9% of the low income group, 5.8% of the moderate income group, 

and 5.2% of the high income group (not tabulated). Participants from the low 

income group and participants who perceived themselves discriminated against 

were twice as likely to report less than good health and feeling hindered by 

health problems than participants from the high income group or participants 

who perceived no discrimination, respectively (all p-values < .05).  

 
Table 1 Distribution of less than good health and feeling hindered by health problems within 

income groups and discriminated groups. Longitudinal Internet Studies for the Social sciences 

panel, the Netherlands, 2008-2010 

 

 

 

Less than good 

health 

Feeling hindered by health 

problems 

Total N N % N % 

Total sample  2,139 387 (18.1) 333 (15.6) 

Income (2008)      

 High   713 91 (12.8)a 69 (9.7) 

 Moderate  720 135 (18.8) 109 (15.2) 

 Low  706 161 (22.8) 155 (22.0) 

Perceived discrimination (2008)      

 No  2,004 346 (17.3) 292 (14.6) 

 Yes  135 41 (30.4) 41 (30.4) 
a Bold = P-value < .05 (Pearsons Chi-square) 

 

The low income group had a 1.57 higher odds of perceiving discrimination 

(95% CI 1.03-2.42) than the high income group (Table 2). The adverse effect of 

income on perceived discrimination was mainly due to the higher number of 

immigrants in the low income group. After control for ethnicity, the odds ratio 

for low income was still 1.33, but lost its significance (95% CI .86-2.07). De-

tailed, not tabulated analyses revealed that there were more immigrants with 
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non-Western backgrounds in the lower income groups and more perceived dis-

crimination in immigrants compared to the non-immigrants. A higher preva-

lence of health problems, particularly feeling hindered by health problems, in 

the lower income group also contributed substantially to the relation between 

income and perceived discrimination (Table 2), even when corrected for eth-

nicity (not tabulated). Although smoking was more prevalent in the lower in-

come group (p= 0.010), it did not contribute to more frequent reports of per-

ceived discrimination in the low income groups. BMI was not associated with 

income group and thus could not “explain” why perceived discrimination was 

more prevalent in the lower income group.  

 Over a two-year follow-up period, participants perceiving discrimina-

tion had a 1.58 higher odds (95% CI 1.00-2.48) of feeling hindered by health 

problems (Table 3). For feeling hindered by health problems, controlling for 

covariates decreased the effect of perceived discrimination by more than 30%. 

This decrease of effect was mainly due to the higher number of immigrants in 

the discriminated group: the effect of perceived discrimination decreased by 

37.3%. Perceived discrimination was not significantly related to self-rated less 

than good health. 

Over a period of 2 years, participants from the low income group were 

significantly more likely to rate their health as less than good (OR= 1.56, 95% 

CI 1.11-2.19) and to report feeling hindered by health problems (OR= 2.15, 

95% CI 1.52-3.04) (Table 4). Mediation as assessed by comparing the income 

effect before and after control for perceived discrimination was small. The in-

come effect on self-rated health in the low income group decreased by 0.9% and 

the effect of income on feeling hindered by health problems decreased by 0.3%.  

 Using continuous health outcome measures in linear regression analyses 

showed similar results. Furthermore, the main finding of only minor evidence 

for mediation by perceived discrimination in the low income - poor health asso-

ciation was also substantiated when equivalent net income was divided into five 

categories based on quintiles, when education instead of income was used, and 

when models in 2008 cross-sectional data were estimated. Finally, no consistent 

statistically significant interactions between the main variables in the model 

were present, indicating similar findings across sub-groups. Hence, there was 

also no evidence for major mediation in either immigrants or non-immigrants.  
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Discussion 

 
Even over a relatively short follow-up of two years, our study among Dutch 

men and women between 18 and 88 years of age was able to find evidence for 

income-related health inequalities, income-related perceived discrimination and 

perceived discrimination-related health inequalities. However, as immigrants 

were more common among the lower income groups, among the persons who 

perceived themselves discriminated against, and among those with poor health, 

ethnicity appeared an important confounder. After control for ethnicity, people 

from the lower income groups still had a 1.33 higher odds of perceiving dis-

crimination, but this was no longer statistically significant. In addition, poor 

health partly “explained” why lower income groups were more likely to per-

ceive discrimination. Possibly, these participants perceive themselves discrimi-

nated against because of their health status, and with perceived discrimination 

leading to poor health, this points to the possibility of a negative spiral between 

health and perceived discrimination. Most importantly, however, there was no 

substantial evidence for a mediating effect of perceived discrimination on the 

relation between low income and poor health. Although we only found small 

effects, the results were in line with a small number of previous studies (Kessler 

et al. 1999, Fuller-Rowell et al. 2012; Gamarel et al. 2012).  

Results of this study showed that ethnicity is strongly related to low in-

come, perceived discrimination, and poor health reports. Previous studies on 

racial health inequalities and discrimination already emphasised the importance 

of unravelling how low socioeconomic position, perceived discrimination, and 

ethnic background hang together in their influence on health outcomes (33, 34). 

Based on an extensive review, Myers (35) describing the SES - ethnicity inter-

action and the complex relation with health, concluded that it is still unclear 

whether there are additive or synergistic effects of ethnicity: the health damage 

caused by SES-related stressors might or might not be exacerbated for individu-

als with different ethnic backgrounds (35). Future studies should thus take ac-

count of the complex interplay between socioeconomic position and ethnic 

background underlying perceived discrimination and its consequences for 

health. The interplay even becomes more complex if one takes into account that 

adverse socioeconomic conditions (in the country of origin) might be the cause 

of being an immigrant in addition to the immigrant status influencing further 

socioeconomic attainment processes (in the country of destination). 



Health inequalities and perceived discrimination 

-67- 

 

Income-related perceived discrimination might vary between countries regard-

ing its prevalence and impact on health and the socioeconomic differences 

therein. In more meritocratic countries, where there are many “objective” op-

portunities for upward (income) mobility, the stronger belief in such opportuni-

ties might also be related to stronger stigmatisation and discrimination of those 

who (still) end up in the lower economic ranks of society (36). It would thus be 

interesting to study whether in countries with stronger meritocratic beliefs than 

the Netherlands, discrimination of lower income groups would be more com-

mon and would have more substantial consequences for health and income-

related differences in health.  

The precise processes that are involved in how society looks at people 

at the bottom of the social hierarchy probably deserve a much broader concep-

tualisation and operationalisation than the single item that we had to rely on. 

Asking participants whether or not they belong to a discriminated group might 

not fully correspond with the participants’ perception of themselves being dis-

criminated against. Neither did this single item specifically measure income-

related perceived discrimination. Our findings, for example, suggest that ethnic-

ity and poor health might also be a reason why the lower income groups more 

often perceive discriminated against. Perhaps the concept should even be broad-

ened to encompass social class-related discrimination, in which discrimination 

is also considered regarding the other aspects of social class, such as occupa-

tional and educational achievements and prestige. The ‘Everyday Discrimina-

tion Scale’ (Williams et al. 1997), for example, allows the measurement of dif-

ferent reasons for discrimination. In adapted form, this questionnaire has been 

used to examine the role of perceived discrimination within socioeconomic 

health inequalities (e.g. Kessler et al. 1999; Fuller-Rowell et al. 2012). Further-

more, conceptually and empirically, the discriminatory processes could addi-

tionally be looked at from the perspective of stigmatisation. Stigmatisation more 

explicitly includes negative attitudes towards and stereotyping of people from 

lower social classes and can be conceptualised from the perspective of either the 

“subordinated” groups (“felt stigma”) or the whole society (“enacted stigma”), 

or both (37). In short, classism (class-related discrimination and stigmatisation) 

and its relation to socioeconomic differences in health need more theoretical 

consideration and better measurements.  
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Further methodological considerations 

Because of the many self-reported measures, reporting bias could be a problem. 

Negative affectivity could have inflated our findings, although its bias would 

have been attenuated due to the longitudinal approach (controlling for baseline 

health). Furthermore, income has the drawback of being unreliable (38). By 

categorising income, however, the influence of (unreliable) extreme incomes 

was restricted. Finally, the LISS panel generally is a good representation of the 

Dutch society (39), e.g. participants without computer and Internet connection 

received a computer and Internet connection from CentERdata. However, the 

study population underrepresented immigrants: 19.9% of the Dutch population 

had an immigrant status (45% non-Western background) (40), while only 

10.9% of the LISS panel members had an immigrant status (31.6% non-Western 

background). Non-Western immigrants were also more likely to be lost during 

the two-year follow-up. Being younger, however, was the dominant predictor of 

dropout. Baseline self-reported health, income, and perceived discrimination 

were not independently related to drop-out (not tabulated). It is unclear how this 

pattern of attrition might have biased our findings. 

 
 

Conclusion 

 

Although the lower income groups perceived themselves more often discrimi-

nated against and perceived discrimination heightened risks of poor health re-

ports, perceived discrimination had only a small contribution to the higher risks 

of poor health reports in the lower income groups. This was mostly due to the 

complex interplay between socioeconomic status and ethnicity. By reflecting on 

possible between-country differences in meritocratic beliefs, this study empha-

sises the importance of a more in-depth study of stereotyping, stigmatisation, 

and discrimination in relation to socioeconomic health inequalities.  
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Abstract  

 

Background. Classism might be the downside of the prevailing ideologies of 

individual responsibility for success. However, since studies into perceived 

classism have mainly been qualitative, little is known about its association with 

socioeconomic status, health, health behaviours and perceived inferiority, 

especially in more egalitarian countries. This study therefore examined the 

associations of perceived classism with socioeconomic status, health, health 

behaviours and perceived inferiority.  

 

Methods. We used cross-sectional data (2012/2013) from the Dutch 

Longitudinal Internet Studies for the Social Sciences (LISS) (n=1540; age 16-

90; 46.9% men).  

 

Results. We found that classism was perceived by 18.2% of the participants, 

with the lowest income and occupation group most likely to perceive classism 

(22.0% and 27.5%, respectively). Perceived classism was significantly 

associated with poor health (e.g. self-rated health OR=2.44, 95% CI=1.76-3.38) 

and feelings of inferiority (e.g. shame OR=4.64, 95% CI=3.08-6.98). No 

significant associations were found with health behaviours.  

 

Conclusions. To further examine the role of perceived classism for 

socioeconomic differences in health and its association with country-level 

socioeconomic inequalities, prevailing ideologies, and objective opportunities 

for social mobility, we recommend more longitudinal and international studies 

with comparable measures of perceived classism.  
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Introduction  
 

Western societies are increasingly permeated by both the meritocratic ideology 

(e.g. the ‘American Dream’) and the ideology of individual responsibility. 

According to this ideology, economic success is based upon individual merits, 

such as having the right talents and working hard (1). Simultaneously, many 

people think that modern life has yielded increased opportunities for upward 

mobility for children from lower socioeconomic backgrounds (2). Whether 

these ideologies are based on facts or myths is debatable, but, as a downside, 

these ideologies might induce people to negatively judge and stereotype those 

ending up at the bottom of the socioeconomic hierarchy (3).  

Classism refers to the marginalisation (i.e. labelling, prejudice, 

discrimination, stigmatisation) of those who are perceived to be in a lower 

social class (4). People’s experience of such classism (perceived classism) has 

been mainly investigated in qualitative studies. These studies found that people 

in poverty or low socioeconomic status groups feel negatively judged, degraded, 

isolated, devalued, put down, blamed and looked down on by others (5-9). 

Quantitative studies have been scarce and most studies into perceived classism 

have been conducted in the Anglo-Saxon context (e.g.(10)). Little is known 

about whether classism is also experienced in countries that are more egalitarian 

and perhaps less pervaded by the above ideologies, and whether perceived 

classism, just like other forms of stigmatisation and discrimination (e.g. racism) 

(11, 12), is also associated with poorer physical and mental health (13-17), 

perceptions of inferiority (15, 18-23) and unfavourable health behaviours (16).  

Using cross-sectional data on more than 1,500 Dutch men and women, 

we assessed how, in the more egalitarian Dutch context (24), perceived classism 

relates to socioeconomic status (SES), health outcomes, perceptions of 

inferiority and health behaviours.  

 

 

Methods 

 

Study population 

Data were collected from individuals participating in the Longitudinal Internet 

Studies for the Social sciences (LISS) panel (CentERdata, Tilburg, the Nether-

lands). This is a representative sample of the Dutch population (aged 16 years 
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and older) who participate in monthly Internet surveys. Every year, a longitudi-

nal survey is fielded among a panel, covering a large variety of domains includ-

ing work, education, income, housing, time use, political views, values and 

personality (25). More information about the LISS panel can be found at 

www.lissdata.nl. Ethical approval was not necessary for this study. LISS panel 

members have given informed consent to participate in monthly questionnaires. 

In February 2013, 2656 randomly selected panel members, including 

multiple members of the same household, were invited to participate in a 

‘perceived classism’ survey. Non-responders received two reminders for the 

questionnaire. The questionnaire was completed by 2096 participants (78.9%). 

After excluding participants because of missing data on SES, outcome 

variables, or covariates measured between November 2012 and May 2013, the 

final sample consisted of 1540 participants (73.5%). The mean age of the 

sample was 53.5 years (SD= 15.6, range 16-90), 722 participants (46.9%) were 

men and 172 participants (11.2%) were of non-Dutch origin. The design of the 

current study was cross-sectional. 

 

Measures  

 

Perceived Classism  

Perceived classism was measured with eight statements about perceived class-

related stigmatisation within the last six months: (1) I feel that I am odd or 

abnormal because of my financial situation, educational level or occupation; (2) 

There have been times when I have felt ashamed because of my …; (3) I never 

feel self-conscious in public (R); (4) I never feel embarrassed about my … (R); 

(5) I feel that others look down on me because of my …; (6) People treat me 

differently because of my …; (7) I have found that people say negative or 

unkind things about me behind my back because of my … and (8) I have been 

excluded from work, school and/or family functions because of my …. 

Participants reported the extent to which they agreed or disagreed with each 

statement on a five-point Likert scale (1=definitely disagree to 5=definitely 

agree) (15). The questionnaire was translated in to Dutch and slightly adjusted 

to cover a broader definition of socioeconomic grouping. On the basis of factor 

and reliability analyses, we excluded two items from the original scale (items 3 

and 4; these were the only negatively worded items that loaded onto a different 

factor). The Cronbach’s alpha of the six-item scale is 0.83. Scores were 
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dichotomised by categorising those scoring 4 or 5 on at least one of the six 

items as ‘perceiving classism’ (n=280, 18.2%). 

 

Socioeconomic status  

Participants’ equivalent household income was defined as the net monthly 

household income in Euros corrected for the number of adults and children 

living in the household (26). Equivalent household income was categorised, 

based on tertiles, into high (>€2000, reference category), moderate (€1426–

€2000) and low income (<€1425). Education was divided into three categories: 

(1) higher vocational education and university (reference category; n=523, 

34%), (2) higher secondary education and intermediate vocational education 

(n=529, 34.4%) and (3) primary school and intermediate secondary education 

(n=488, 31.7%). Occupational level was also divided into three categories: (1) 

higher academic or independent profession, and higher supervisory profession 

(reference category; n=236, 15.3%), (2) intermediate academic or independent 

profession, and intermediate supervisory or commercial profession and other 

mental work, and skilled and supervisory manual work (n=1064, 69.1%) and (3) 

semi-skilled manual work, and unskilled and untrained manual work (n=240, 

15.6%).  

 

Health outcomes  

Self-rated health was measured with the question ‘How would you describe 

your health, generally speaking?’ (scores ranging from 1=poor to 5=excellent) 

and dichotomised by categorising poor and moderate health as ‘less than good 

health’. Perceived difficulties because of health problems were measured with 

three questions asking the participants to what extent their physical or emotional 

problems had impeded their daily activities, social activities and work (e.g. in 

their job, housekeeping or at school) over the past month (scores ranging from 

1=very much to 5=not at all, Cronbach’s alpha=0.89). These variables of per-

ceived difficulties were averaged. Scores were dichotomised by categorising 

those scoring 3 or lower as ‘impeded by health’. Participants were also asked to 

indicate whether their health was better or worse than last year (scores ranging 

from 1=considerably poorer to 5=considerably better). Scores were dichoto-

mised by categorising those scoring less than 3 as ‘worse subjective health’. 

Perceived negative emotions were measured with five items asking how often 

participants felt anxious, down, depressed, calm (reversed) and happy (reversed) 
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(scores ranging from 1=never to 6=continuously, Cronbach’s alpha=0.86). The 

five items were averaged and dichotomised by categorising those scoring 4 or 

higher as ‘perceiving negative emotions’.  

 

Perceived inferiority  

Generalised shame was measured by the three-item subscale of the Differential 

Emotions Scale (DES) (27) (Cronbach’s alpha=0.83). One of the items was: ‘In 

your daily life, how often do you feel embarrassed when somebody sees you 

make a mistake’ (scores ranging from 1=never to 5=very often). Scores were 

dichotomised by categorising those scoring 4 or 5 on one of the items as ‘per-

ceiving shame’. Social anxiety was measured by 15 items of the Social Inade-

quacy subscale of the Dutch Personality Questionnaire (28) (Cronbach’s al-

pha=0.87). One of the items was: ‘I get nervous when I’m going to meet peo-

ple’ (true/not true/?). Scores were dichotomised using gender-specific norms for 

sum scores (28); scores above the norm were categorised as ‘perceiving social 

anxiety’. Self-esteem was measured with Rosenberg’s ten-item Self-Esteem 

Questionnaire (n=1397; Cronbach’s alpha=0.90). Participants reported the ex-

tent to which they agreed or disagreed with ten statements with seven-point 

Likert scales (scores ranging from 1=totally disagree to 7=totally agree). One of 

the items was: ‘I feel I do not have much to be proud of’ (reversed). Scores 

were dichotomised by categorising those with sum scores less than 53 as ‘low 

self-esteem’ (lowest tertile).  

 

Health behaviours 

Alcohol use was measured with the question ‘On how many of the past seven 

days did you have a drink containing alcohol?’ More than two times a week was 

categorised as ‘alcohol use >2 days a week’. Participants who reported to be 

current smokers were categorised as ‘current smokers’. Physical activity was 

measured by two questions ‘Looking back on the last 7 days, on how many of 

those days did you perform a strenuous physical activity such as lifting heavy 

loads, digging, aerobics or cycling?’ and ‘Looking back on the last 7 days, on 

how many of those days did you perform a moderately intensive physical activi-

ty such as carrying light loads, cycling at a normal pace or a doubles game of 

tennis?’. Participants scoring zero (= no physical activity in the past seven days) 

on both items were categorised as ‘inactive’. Obesity was defined as a body 
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mass index (BMI) ≥30, calculated as self-reported weight (kg) divided by height 

(m) squared. 

 

Covariates 

Covariates were age (years), sex and ethnicity (Dutch (= reference category) or 

first or second-generation immigrant with Western or non-Western 

background).  

 

Statistical analyses 

Firstly, associations between socioeconomic status (income, education and 

occupation) and perceived classism were examined by χ2 tests and by logistic 

regression analyses adjusted for the covariates age, sex and ethnicity. Secondly, 

the effect of perceived classism on health outcomes, perceived inferiority and 

health behaviours was examined using logistic regression analyses with 

additional adjustments for age, sex, ethnicity (model 2) and income (model 3). 

Finally, sensitivity analyses were performed (e.g. adjustments for education and 

occupation instead of income, an assessment of dose–response associations of 

perceived classism). All analyses were performed with IBM SPSS Statistics for 

Windows, Version 22.0 (IBM corp., Armonk, NY). 

 

 

Results  

 

Almost one fifth of the participants perceived some form of classism (280 

(18.2%) out of 1540 people; Table 1). The two groups differed in age and sex; 

the group perceiving classism was, on average, younger (49.5 years vs. 54.4 

years) and included more men (53.6% vs. 45.4%). Participants who perceived 

classism were also more likely to report health problems and feelings of 

inferiority than their counterparts (e.g. 26.4% vs. 15% reporting less than good 

health, and 23.6% vs. 14.3% reporting social anxiety). As regards health 

behaviours, the groups only differed significantly in smoking behaviour, as 25.7 

% of the participants who perceived classism smoked, compared to 19.0% of 

the participants who perceived no classism.  

 Respondents in the lowest income and occupation group were 

significantly more likely to experience classism than those with the highest SES 

(22.0% vs. 13.3%, and 27.5% vs. 19.1%, respectively) (Table 2). Adjusted for 
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age, sex and ethnicity, the lowest income and occupation group had 1.88 (95% 

CI=1.34-2.63) and 1.57 (95% CI=1.00-2.46) times higher odds of perceiving 

classism than their better-off counterparts. Associations with education were not 

statistically significant. A gradient-like association was found for income.  

 
Table 1 Baseline characteristics. Source: Longitudinal Internet Studies for the Social Sciences 

panel, the Netherlands, 2013. 

 Total 

(n=1540) 

Perceived classism 

(n=280) 

No perceived 

classism 

(n=1260) 

Age, mean (SD)  53.47 (15.56) 49.46 (15.47) 54.36 

(15.45)** 

Men   46.9 53.6 45.4* 

Non-Dutch   11.2 14.3 10.5 

Incomea High 33.2 24.3 35.2* 

Moderate 33.1 35.0 32.7 

Low 33.7 40.7 32.1 

Occupational level High  15.3 16.1 15.2** 

Moderate 69.1 60.4 71.0 

Low  15.6 23.6 13.8 

Educational level  High  34.0 36.4 33.4 

Moderate 34.4 33.9 34.4 

Low  31.7 29.6 32.1 

Less than good health  17.1 26.4 15.0** 

Impeded by health  14.4 23.9 12.2** 

Worse subjective health  18.6 23.6 17.5* 

Negative emotions  4.8 10.4 3.6** 

Shame  8.1 20.4 5.3** 

Social anxiety  16.0 23.6 14.3** 

Low self-esteema  30.8 40.9 28.7** 

Currently smoking  20.2 25.7 19.0* 

Alcohol use > 2 days a week  38.1 35.7 38.7 

Inactivity   25.0 24.3 25.2 

BMI >30  15.1 16.8 14.7 
a Tertiles, b Agricultural professions (n=26) excluded, because it was unclear whether they were farm workers 

(i.e. low status) or independent farmers (i.e. high status), * p-value χ2 < 0.05, ** p-value χ2 < 0.001 
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Table 2 Association between socioeconomic status and perceived classism, n=1540. Source: 

Longitudinal Internet Studies for the Social Sciences panel, the Netherlands, 2013. 

 Perceived classism  

 Model 1  Model 2  

 %a OR  95% CI OR 95% CI 

Total   18.2     

Income High 13.3 Ref  Ref  

Moderate  19.2 1.55 (1.11-2.17) 1.53 (1.09-2.15) 

Low 22.0 1.83 (1.32-2.55) 1.88 (1.34-2.63) 

Occupational level  High  19.1 Ref  Ref   

Moderate 15.9 0.80 (0.56-1.15) 0.87 (0.59-1.26) 

Low  27.5 1.61 (1.05-2.48) 1.57 (1.00-2.46) 

Educational level  High  19.5 Ref   Ref  

Moderate 18.0 0.90 (0.66-1.23) 0.87 (0.64-1.19) 

Low  17.0 1.01 (0.73-1.40) 1.01  (0.73-1.40) 
Model 1= unadjusted OR, Model 2=model 1 + adjustment for age, sex and ethnicity, apercentage agreed with 

at least one of the items 

 

Table 3 shows that, adjusted for age, sex, ethnicity and income (model 3), 

people who perceived classism had 2.44 times higher odds (95% CI=1.76-3.38) 

of reporting less than good health, 2.43 times higher odds (95% CI=1.74-3.41) 

of feeling impeded by health problems, 1.71 times higher odds (95% CI=1.24-

2.36) of reporting worse health compared to a year ago, and 2.97 times higher 

odds (95% CI= 1.80-4.90) of reporting negative emotions, compared to those 

who perceived no classism.  

 
Table 3 Association between perceived classism and health outcomes, n=1540. Source: Longitu-

dinal Internet Studies for the Social Sciences panel, the Netherlands, 2013. 

 Health 

 Less than good 

health 

Impeded by health  Worse subjective 

health  

Perceived negative 

emotions  

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) 

Model 1 2.04 (1.50-2.77) 2.26 (1.64-3.12) 1.45 (1.06-1.98) 3.12 1.92-5.07 

Model 2 2.53 (1.83-3.50) 2.59 (1.86-3.62) 1.66 (1.21-2.29) 3.22 1.96-5.29 

Model 3 2.44 (1.76-3.38) 2.43 (1.74-3.41) 1.71 (1.24-2.36) 2.97 1.80-4.90 
Model 1=unadjusted OR, model 2=model 1 + adjustment for age, sex and ethnicity, model 3=model 2 + 

adjustment for income  

  

Similarly, Table 4 shows that, adjusted for age, sex, ethnicity and income 

(model 3), people who perceived classism also had significantly higher odds of 

reporting feelings of shame (OR=4.64, 95% CI=3.08-6.98), social anxiety 
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(OR=1.69, 95% CI=1.22-2.34) and low self-esteem (OR=1.65, 95% CI=1.23-

2.22) than those who did not report perceiving classism.  
 

Table 4 Association between perceived classism and perceived inferiority, n=1540a. Source: 

Longitudinal Internet Studies for the Social Sciences panel, the Netherlands, 2013. 

 Perceived inferiority 

 Perceived shame  Perceived social anxiety  Low self-esteem  

OR (95% CI) OR (95% CI) OR (95% CI) 

Model 1 4.55 3.11-6.66 1.85 1.35-2.54 1.72 1.29-2.29 

Model 2 4.68 3.12-7.00 1.72 1.28-2.45 1.75 1.31-2.35 

Model 3 4.64 3.08-6.98 1.69 1.22-2.34 1.65 1.23-2.22 
Model 1=unadjusted OR, model 2=model 1 + adjustment for age, sex and ethnicity, model 3=model 2 + 

adjustment for income, a Self-esteem n=1397 

 

The association between perceived classism and smoking was significant in the 

unadjusted model and in the model adjusted for age, sex and ethnicity 

(ORunadjusted=1.48, 95% CI=1.09-2.00), but lost its significance after adjusting 

for income. Associations between perceived classism and alcohol use, inactivity 

and BMI were not statistically significant (Table 5, model 3).  

 
Table 5 Association between perceived classism and health behaviours, n=1540. Source: Longi-

tudinal Internet Studies for the Social Sciences panel, the Netherlands, 2013.  

 Health behaviours 

 Alcohol use >2 

days a week 

Current smokers  Inactive  BMI ≥30  

OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) 

Model 1 0.88 0.67-1.16 1.48 1.09-2.00 0.95 0.71-1.29 1.17 0.83-1.66 

Model 2 0.99 0.74-1.31 1.40 1.03-1.90 1.02 0.75-1.39 1.25 0.88-1.79 

Model 3 1.05 0.78-1.40 1.35 0.99-1.84 0.99 0.73-1.36 1.21 0.85-1.74 
Model 1=unadjusted OR, model 2=model 1 + adjustment for age, sex and ethnicity, model 3=model 2 + 

adjustment for income 

 

In additional analyses, we first examined the interactions between perceived 

classism and age, sex, ethnicity and SES; these were not statistically significant 

(all p>0.10). Secondly, we alternatively adjusted for occupation and education 

(instead of income) in the associations between perceived classism and the 

outcomes (not tabulated). These analyses did not yield different results, 

although the association between perceived classism and smoking remained 

statistically significant after adjusting for education (OR=1.43, 95% CI=1.05-

1.95). Thirdly, dose-response associations were found between perceived 



Perceived classism and health 

-83- 

 

classism (categorised into three groups based on sum score tertiles) and health 

outcomes and perceived inferiority measures (not tabulated). Finally, analyses 

with only one randomly selected participant per household (n =1352) confirmed 

the pattern of findings presented above. 

 

 

Discussion 

 

Almost one in five of the participants of a Dutch internet panel perceived some 

kind of classism, with the lowest income and occupation group most likely to 

report it (22.0% and 27.5%, respectively). Low education was not associated 

with perceived classism. Perceptions of classism were strongly associated with 

poor physical and mental health and perceptions of inferiority. Perceived 

classism was not associated with unhealthy behaviours. 

Our results might provide support for the relevance of the relative 

deprivation theory in social epidemiology (29). Inequalities in society, whether 

large or small, together with prevailing ideologies of social mobility and 

individual responsibility, might nourish feelings of inferiority and perceptions 

of classism in lower SES groups (1, 16). The concept of relative deprivation 

might also explain why we found no differences in perceived classism between 

groups based on educational level. When comparing one’s status with that of 

relevant others, one might typically look at the more visible indicators of status, 

like someone’s possessions (e.g. expensive cars as an indicator of someone’s 

wealth) or occupation (1). More visible indicators of status, or in this case the 

visible lack of it, might be more prone to stigmatisation, and these might be 

more difficult to conceal to others than a low level of education (30).  

In view of its relation with poor physical and mental health, and its 

highest prevalence in the lowest SES groups, perceived classism might even be 

a relevant but largely neglected factor in social epidemiology and particularly in 

research to explain the persistent socioeconomic health inequalities (14, 17, 31, 

32). Moreover, if classism, as an antecedent of perceived classism, is a relevant 

factor, it will be very difficult to achieve its prevention by public health 

programmes aimed at tackling socioeconomic inequalities in health, as classism 

is embedded in hard-to-change, ingrained ideologies. A more practical approach 

might be to create opportunities for individuals to cope differently with the 

experience of classism. Our next, as yet unpublished, qualitative work will 
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highlight the most important healthy and unhealthy ways of coping with 

classism. Intervention measures may take these into account in trying to reduce 

health inequalities. Most importantly, however, social epidemiology needs more 

longitudinal research on how exactly classism (enacted or perceived) is linked 

to socioeconomic inequalities in health and how much it contributes to these 

inequalities. 

There is a lack of comparable international data on classism; most data 

stem from qualitative studies or from studies among specific populations (e.g. 

students (10)). We therefore cannot conclude that people in a rather egalitarian 

country, such as the Netherlands (24), perceive more or less classism than 

people in, for example, the US. More research is needed to study the prevalence 

of classism in different parts of the world, using the same measurement 

instruments. In addition, by measuring perceived classism worldwide, it would 

for example be possible to assess how the prevalence of perceived classism and 

its relation to health vary between countries differing in terms of socioeconomic 

inequality (e.g. income inequality), ideologies (e.g. meritocratic vs. egalitarian) 

and opportunities for social mobility (3, 17, 33-38).  

Moreover, if the role of classism and its experience in individual and 

population health is further substantiated, time trends in classism within 

countries also become relevant. If perceived classism were measured regularly, 

unintended effects of changing national policies could become clear. For 

example, the Dutch welfare state is changing into what politicians call a 

‘participation society’, which emphasises taking individual responsibility. This 

might increase negative attitudes towards people who are not able to participate 

(39), resulting in more people perceiving stigmatisation, because of their lack of 

participation, education, income or employment.   

Although our study confirmed the association between perceived 

classism, health and perceived inferiority, we could not confirm the association 

between perceived classism and unhealthy behaviours. This might indicate that 

unhealthy behaviours are not included in the pathways relating perceived 

classism to poor health. An alternative pathway by which perceived classism 

affects health might involve physiological stress responses, related to 

neurochemical, endocrine and immunological functioning, which are associated 

with both physical and mental health problems (16, 19, 31, 32, 40). This also 

needs further examination in future studies. 
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The major strength of our study was the use of a large representative Dutch 

Internet panel (41). Where necessary, computers and an Internet connection 

were provided to people – most often people from low SES groups, elderly 

people or people with non-Dutch ethnic backgrounds. Nevertheless, some 

methodological issues have to be discussed. First, as we used cross-sectional 

data, we cannot draw any causal conclusions. Poor health and feelings of 

inferiority could be causes of perceived classism, rather than consequences. 

Similarly, there might be personality characteristics, e.g. relating to negative 

affectivity, that are confounders of the cross-sectional associations, particularly 

as measures were based on self-reports. Hence our recommendation to 

corroborate our hypotheses in longitudinal research, which would enable us to 

more validly study the relevant causal processes. Secondly, the non-responders 

in our study (21%) differed significantly from the respondents in terms of age 

(M=39.20, SD=16.17 vs. M=50.79, SD=17.24), and participants who were 

excluded from the analyses because of missing data were also significantly 

younger (M=43.40, SD=19.37 vs. M=53.47, SD=15.56), and were more likely 

to perceive classism (24.3% vs. 18.2%) and to belong to the lower income and 

education group (49.5% vs. 33.7%, and 40.3% vs. 31.7%, respectively). This 

pattern may have resulted in underestimated associations.  

 

 

Conclusion 

 

Despite living in a rich and relatively egalitarian country, almost 20% of the 

participants in a Dutch Internet panel perceived some kind of classism. The 

lowest income and occupation groups were most likely to perceive classism. 

Comparable international data are needed to assess between-country differences 

in perceived classism and the role of country characteristics, like the prevailing 

ideologies or the opportunities for social mobility. Furthermore, because of the 

strong associations we found between SES, perceived classism, poor health and 

perceptions of inferiority, future longitudinal research should shed further light 

on the role of perceived classism in social epidemiology.  
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Abstract  

 

Background. In-depth qualitative research into perceived socioeconomic posi-

tion-related stigmatisation among people living at the lower end of our socioec-

onomic hierarchy is necessary for getting more insight in the possible downside 

of living in an increasingly meritocratic and individualistic society 

 

Methods. Seventeen interviews were conducted among a group of Dutch people 

with a low socioeconomic position to examine their experiences with stigmati-

sation, how they coped with it and what they perceived as consequences.  

 

Results. Social reactions perceived by participants related to being inferior, 

being physically recognisable as a poor person, and being responsible for their 

own financial problems. Participants with less experience of living in poverty, a 

heterogeneous social network and greater sense of financial responsibility 

seemed to be more aware of stigmas than people with long-term experience of 

poverty, a homogeneous social network and less sense of financial responsibil-

ity. Perceived stigmatisation mainly had emotional consequences. To maintain a 

certain level of self-respect, participants tried to escape from reality, showed 

their strengths or confronted other people who expressed negative attitudes to-

wards them.  

 

Conclusions. Despite the good intentions of policies to enhance self-reliance, 

responsibility and active citizenship, these policies and related societal beliefs 

might affect people at the lower end of our socioeconomic hierarchies by mak-

ing them feel inferior, ashamed and blamed, especially when they cannot meet 

societal expectations or when they feel treated disrespectfully, unjustly or une-

qually by social workers or volunteers of charity organisations.  
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Introduction 

 

Despite all the efforts to reduce the (health) gaps between rich and poor, modern 

Western societies are still being challenged by socioeconomic inequalities and 

significant health inequalities (1, 2). At the same time these societies are in-

creasingly permeated by the belief that economic and social success can be 

achieved through talent and effort (3, 4). The downside of this increasingly ac-

cepted meritocratic belief in earned success and individual responsibility might 

be that people at the lower end of Western societies are stigmatised (3-5); they 

might be regarded as lazy, incapable or unmotivated (6-9). Stigmatisation oc-

curs when, within social interactions, a personal attribute is recognised as dif-

ferent (e.g. not wearing the right brand or being unemployed), and the person is 

devalued because of this attribute. Perceived stigmatisation is the stigmatised 

person’s subjective experience of this devaluation (10). In this paper, perceived 

stigmatisation will refer to perceived devaluation based on attributes related to 

someone’s socioeconomic position (SEP) (e.g. low income, unemployment, 

being a social benefit recipient, and/or living in poverty/poor material circum-

stances).  

Previous research has shown that social benefit recipients and people 

living in poverty often perceive negative judgements and feel degraded, isolat-

ed, devalued, blamed and looked down upon (11-17). We found that over 18% 

of the general Dutch population perceived some kind of SEP-related stigmatisa-

tion, and that people in the lowest income and occupational groups were signifi-

cantly more likely to perceive stigmatisation (respectively, 22.0% and 27.5%) 

(18). However, further in-depth research into perceived SEP-related stigmatisa-

tion and its consequences is necessary to understand this possible downside of 

living in an increasingly meritocratic and individualistic society.  

Research into various forms of stigmatisation (e.g. racism) has shown 

that perceived stigmatisation can have serious physiological and psychological 

health consequences for the stigmatised individual (19-26). Some studies found 

that perceived SEP-related stigmatisation is also associated with poor self-rated 

health, negative emotions and feelings of inferiority (16, 23). The consequences 

of stigmatisation (e.g. for health) depend, inter alia, on how people perceive 

social situations and how they cope with these perceptions (21, 25, 27, 28). 

Different coping strategies for both material deprivation (i.e. poverty) and relat-

ed stigmatisation were found in a number of studies: overcompensating positive 
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behaviours, violence out of self-protection, not caring about what others think, 

withdrawing or self-isolating, concealing poverty (e.g. by purchasing expensive 

items to keep up appearances), and cognitive distancing (27, 29-32). Sometimes 

it even seemed that people who experienced long-term poverty appeared to be 

quite satisfied with the situation (the ‘satisfaction paradox’ (33)). Studies into 

poverty showed that to protect themselves from the stress related to living on a 

low income or being unemployed for a long time, people may adapt their stand-

ards in order to lessen dissatisfaction and disappointments in life and to become 

more satisfied with their situation (33, 34).   

 ‘Who is born for a dime, will never be worth a quarter’ was the main-

stream idea in Dutch society for a long time. However, in the 1960s the Dutch 

government developed a generous welfare system and a more egalitarian and 

easier accessible educational system. As a consequence, inequalities decreased 

and educational levels rose (35, 36). Society became more open and individual-

ised, and meritocratic beliefs started to arise: ‘who was born for a dime, could – 

with some talent and effort – become worth a quarter’ (37-39). In the 1980s the 

decrease in inequalities came to an end and increased again (40). At the same 

time some changes were made to the welfare system: financial cuts were neces-

sary and free market policies/market competitiveness were introduced, which 

strengthened the meritocratic way of thinking and increased the focus on self-

reliance (41). A large-scale benefit fraud in the 1990s strengthened the negative 

beliefs about the (undeserving) poor (42). In the following years, just as in 

many other European countries, responsibility for one’s own situation, self-

reliance and active citizenship became increasingly important (43, 44). The 

strengthened meritocratic beliefs, individualisation of society, and the growing 

emphasis on own responsibility, self-reliance and participation, all might have 

strengthened the negative beliefs about people in lower SEP groups. Therefore, 

the present study aims to provide more insight into the understudied experience 

of SEP-related stigmatisation from the perspective of low-SEP groups in the 

Netherlands (18, 45).  

Knowing more about the experiences of these people at the lower end of 

our society might provide tools to enhance the effectiveness of policies (e.g. 

regarding employment) and professional help to, for example, social benefit 

recipients or people with financial problems. Since the perception of stigmatisa-

tion is a subjective experience, a qualitative study is the most appropriate ap-

proach to study perceived stigmatisation in low-SEP groups. Therefore, this 
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qualitative study sought to address the following research questions: (1) What 

are the experiences of people from lower-SEP groups with SEP-related stigma-

tisation? (2) How do people from lower-SEP groups cope with SEP-related 

stigmatisation? and (3) What are the perceived consequences of SEP-related 

stigmatisation?  

 

Methods 

 

Design 

A qualitative design with semi-structured individual interviews was used to 

examine the experiences of SEP-related stigmatisation in a lower-SEP group. 

  

Participants and context  

In 2014, a convenience and purposive sample of people from lower-SEP groups 

(varying in age, gender and source of income/social benefits) was recruited via 

a charity organisation that supports poor and often unemployed people by offer-

ing easily accessible financial, material or informational support, in a middle-

sized city in the southern part of the Netherlands. People in this city are more 

likely to live on a minimum income than the average Dutch population (46). 

People were eligible for this study if they lived on a low income (e.g. had a low-

paid job, lived on social benefits or were unemployed), were 18 years or older, 

and spoke Dutch or the regional dialect. We conducted 16 interviews with 17 

persons (one married couple was interviewed). For more information about the 

sample characteristics, see Table 1.  

 All interviewees were dependent on social benefits and most of them 

received disability benefit or work and social assistance. Four people were cur-

rently in debt rehabilitation. In the Netherlands, people are eligible for debt 

rehabilitation when they are no longer able to handle their debts. A personal 

administrator is then assigned by a court for a certain period to control their 

finances and help them pay off their debts. After this period, the remaining 

debts are waived and if necessary people may receive ongoing support from a 

personal administrator (47).  

 The life courses of most of our interviewees can be described as ‘hard’: 

interviewees spoke about growing up in large families or orphanages, being 

exposed to family problems (e.g. poverty, psychiatric problems, child abuse, 
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divorce and loss of a spouse), earlier debts in adult life and struggles with (psy-

chiatric) illnesses. At the moment of the interviews, none of the interviewees 

had a job and most of them were long-term unemployed. Jobs of interviewees 

who had recently worked could be categorised into the lower occupational clas-

ses/ working class (48). Although most interviewees see themselves as ‘poor’ 

and think to be seen as ‘poor’, we could not judge if they really lived under the 

poverty line, however they almost all lived in a quite poor financial situation in 

which they lacked the resources to afford basic necessities (e.g. food, clothes, 

and health care).  
 

Table 1 Sample characteristics (n=17) 

Characteristic  N (%) 

Men 7  (41.2) 

Age (range) 32-83 years  

Household type   

 Single 11  (64.7) 

 Single with child(ren) 3  (17.6) 

 With partner 1 (5.9) 

 With partner and child(ren) 2 (11.8) 

Having a job  - - 

Receiving social benefits 17  (100) 

 Unemployment Benefit  1  (5.9) 

 Disability benefit  6  (35.3) 

 Old-Age Pension 3  (17.6) 

 Work and Social Assistance  6  (35.3) 

 Unknown  1  (5.9) 

Debt Rehabilitation   

 Currently 4  (23.5) 

 Requested   1  (5.9) 

 In the past 3 (17.6) 

 Never  9 (52.9) 

Additional support from financial administrator (currently)   

 Yes  5  (29.4) 

 No 12 (70.6) 

 

Procedure and data collection  

Participants were recruited by means of posters and flyers with easy-to-read 

information in the shop and coffee corner of the charity organisation. They re-

ceived detailed information after signing up for the study, or on request. The 

interviews took place at a location chosen by the participant (e.g. at the partici-

pant’s home or at the charity organisation), and all participants gave their in-
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formed consent. The semi-structured interviews were conducted by the first 

author and lasted on average 70 minutes (ranging from 25 to 150 minutes). Dur-

ing the interviews a topic list was used, which was based on the research ques-

tions and literature, and included demographics, family composition, living 

situation, financial situation, social reactions, dealing with social reactions and 

health. Interviewees also had the opportunity to tell their own story. Topics like 

stigmatisation and shame were not primed during the interviews. As an incen-

tive, the participants received a shopping voucher of 25 euros. The charity or-

ganisation received 250 euros for their collaboration. All interviews were audi-

otaped and the records were transcribed verbatim. The study protocol was ap-

proved by the medical ethics committee azM/UM in Maastricht, the Nether-

lands (reference number METC 13-4-077, November 2013).   

 

Analysis  

The transcripts were analysed thematically by the first author, using the six 

phases described by Braun and Clarke (49). To ensure valid results, the mem-

bers of the research team participated in a number of peer review sessions, in 

which several transcripts were read in advance and codes, themes and other 

important observations were discussed. Analysis was supported by NVivo soft-

ware.  

 

 

Results 

 

Figure 1 shows the four themes that emerged from the data and the relation 

between the themes: stigma awareness (1) was an overarching theme that influ-

enced the perceived negative social reactions (2) and feelings of shame (3) 

among the participants, and the ways in which they tried to maintain self-

respect (4) when perceiving social reactions or feeling ashamed.  
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Fig. 1 Relation between the themes: Stigma awareness, perceived 

social reactions, feeling ashamed and maintaining self-respect. 

 

1. Stigma awareness 

Not all participants seemed equally aware of the existing stigmas related to pov-

erty, unemployment or social benefit recipients or of the stigmatising social 

reactions they got related to their SEP. Differences in participants’ socioeco-

nomic background (A), composition of their social network (B) and the respon-

sibility they took for their financial management (C) seemed to influence how 

aware they were of social reactions regarding their financial situation and how 

they expressed feelings of stigmatisation within their stories.    

 

A. Not being used to living on a low income  

Interviewees had different socioeconomic backgrounds. About half of the inter-

viewees had grown up in poverty and were used to living on a low income. A 

number of older interviewees had been born in or just after the Second World 

War, and grew up in orphanages. Others had never had severe financial prob-

lems in the past and had to learn how to cope with these new circumstances. 

This last group seemed to be more aware of negative social reactions in their 

environment and the injustice of society, and perceived negative social reactions 

more often. Interviewees who were more used to living on a low income 

seemed to have got used to their way of living and, although their stories told us 
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that they were aware of stigmas, they perceived less negative reactions – or 

were less aware of them – and felt less shame.  

 

“When I was young we went to the nuns and fathers at the hospital to get food, 

then you were ‘that kind of a family’ […] You know, I grew up like that and 

that’s why I fight, I don’t feel ashamed, because I already went through it as a 

child.” (A, f68, grew up in poverty) 

 

Besides their socioeconomic background, the participants’ present social net-

work also seemed to influence the degree of awareness of negative social reac-

tions.  

 

B. Being confronted with better-off people 

Adjusting to living on a low income was also reflected in the social networks of 

the interviewees. Interviewees who had grown up in poverty seemed to have a 

more homogeneous network of other people on low incomes, and were less 

confronted with people who were better off, while interviewees with a more 

heterogeneous network experienced more confrontations with people who were 

better off and were more aware of social reactions or feelings of inferiority.  

“And so, like my friends [on higher incomes], they think that I’m a capitalist, 

because I bought a cupboard for 35 euros, but they don’t know that I then have 

to live on peanut butter sandwiches for a week. They don’t need to know.” (G, 

f56) 

 

For interviewees with a heterogeneous network it also seemed more difficult to 

feel part of a group; they did not belong to the group of people with no financial 

worries, but neither to the group of people who were in debt and/or debt rehabil-

itation.  

 

C. Managing finances on one’s own  

Living on a low income seemed even harder when interviewees took full re-

sponsibility for their own financial management. It was particularly those par-

ticipants who managed their own payments and savings who mentioned ‘the 

injustice of society’. Having to struggle with their financial problems on their 

own – while others got financial, material or informational support – felt unfair, 

even though they felt proud about managing everything themselves. They some-
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times even felt punished for their efforts to prevent debts; they were denied 

access to additional financial help (e.g. ‘no debts, no problems, no help’) and 

perceived a lack of understanding, especially from people working at the munic-

ipality, local credit bank or Employee Insurance Agency (i.e. social workers, 

with often a higher professional education in Social work or Social Legal Ser-

vices) or from volunteers of charity organisations. It was frustrating for inter-

viewees who were free of debts but who were living on a low income without 

additional support, to see people in debt rehabilitation who received more sup-

port (e.g. foodbank, clothes bank, getting things for free or getting interest-free 

loans) and in the end had more to spend each month than they had. They also 

felt more stress because of all the bills that had to be paid and the lack of finan-

cial support. 

 

“I think…I mean people who work hard to stay on their feet, to stay out of debt, 

pay for everything, but live on almost nothing…they are not being noticed.” (G, 

f56) 

“You [people in debt rehabilitation] should be glad for all the help you get; I 

have to do it all myself, and you get so tired of it.” (R, f52) 

 

Interviewees who had financial assistance seemed to give up part of their own 

responsibility. They admitted that having financial assistance was sometimes 

‘easy’ and relieved them of the monthly payment stress.  

“I’ll go on receiving financial support. You get 85 euros each week and you 

don’t have to do anything. They pay for things, that’s easy.” (E, m50) 

 

Thus, participants who took a lot of responsibility and tried to cope with 

all the financial difficulties themselves were disappointed about the way 

they were treated by social workers and volunteers.     

Interviewees’ socioeconomic background and social network also seemed 

to play a role in the barrier to giving up financial responsibility and asking for 

financial support. Participants who had grown up in a more financially stable 

situation perceived a high barrier to asking for help, and they were more in-

clined to try to cope with the situation themselves.  

 

“I don’t want to be dependent, that’s what I fight for, not being dependent. I 

don’t want that.” (G, f56) 
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This overarching theme of differences in stigma awareness also played a more 

or less important role in the next three themes and subthemes. 

 

2. Perceived social reactions 

Almost all participants perceived social reactions regarding their financial situa-

tion, although in different ways. While some interviewees mentioned negative 

social reactions explicitly, most of them did not mention negative reactions or 

perceived stigmas directly, but expressed for example how hard they always 

worked. This could indicate that they were aware of stigmas relating to poor 

people or people on social benefits, for example about ‘the poor being lazy’, but 

were less aware of the social reactions based on these stigmas. As described in 

the first overarching theme, this could depend on peoples’ experiences with 

poverty or living on a low income. Perceived social reactions were categorised 

into three subthemes.   

   

A. ‘Poor people are inferior’ 

In contacts with people in society (e.g. neighbours or people in the street), social 

workers and volunteers of charity organisations (e.g. at the foodbank), partici-

pants experienced reactions or treatments that made them feel they were worth 

less than others because of their financial situation – sometimes even less than 

others who were also living on a low income – and they felt looked down upon. 

It was particularly those who were struggling with living on a low income, tak-

ing responsibility for their own financial affairs and without receiving additional 

financial support (e.g. special benefits), but were able to avoid debts, who expe-

rienced unequal treatment at the foodbank, the second-hand shop of a charity 

organisation or the municipal authorities.  

 

“…that month that I went [to the foodbank], you go along the tables and they 

put food on it and I get a carton of yogurt and a carton of pudding from the 

‘Aldi’ [cheap supermarket] while someone else gets, for example, 3 or 4 car-

tons of ‘Mona’ pudding [premium brand]…Why? Why don’t they distribute it 

fairly?” (M, f53) 

 

Interviewees felt looked down on in social situations, but could not always men-

tion why or what was happening at the moment. It was more like a feeling, 

without something actually happening.  
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 “When you visit people with nice pearl necklaces, you feel that…without them 

talking about it, you feel it, I at least do. I feel it…” (G, f56) 

 

For some participants the ‘status’ of their neighbourhood was important; living 

in a ‘good’ neighbourhood made them feel better because people saw them dif-

ferently, more favourably. 

 

“People do ask ‘where do you live?’ but simultaneously they think they can tell 

you where you live. Telling where you come from can have a different impact, 

in conversations or at work for example. I notice that. […] Yes, people give you 

different ‘looks’. Yes different…pleasant.” (D, f57, living in a ‘good’ neigh-

bourhood)  

 

Sometimes, interviewees also felt that others believe they did not deserve luxury 

or nice things because of their financial situation, although they themselves 

think they did, especially because of all the personal and financial struggles.   

 

“I got this apartment, and I took over the tiled floor and the washing machine, 

so I got a real nice apartment, but the people in the hallway they’re jealous, but 

I can’t help I’m the lucky one, but then I think ‘I’ve lived in a shelter for 4 

years, so what’s wrong with this?” (R, f52) 

 

In addition to direct experiences of negative social reactions regarding inferiori-

ty, participants often anticipated and feared getting negative reactions. The same 

is true for the next subtheme.  

 

B. ‘Poor people don’t look good’  

Interviewees expressed how they took care of their appearance (e.g. clothes) to 

avoid negative social reactions, to fit in with peers, or to feel better about them-

selves.  

 

“In the evening, I washed my clothes and then I put them on again the next day 

[…] nobody would notice, as long as they were clean and I showered” (A, f68) 

 

Some expressed a lack of interest in wearing appropriate or expensive 

clothes themselves: they would rather use the money for other things, like 
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clothes for their children to prevent bullying or going out with friends, or 

they argued that their lack of interest in wearing appropriate clothes was 

not because of their financial situation but because they found new 

clothes unnecessary.    

 

“I can wear the same trousers for 2 years, I don’t care. But it’s different for my 

children, they go to school and might be bullied you know.” (L, f?) 

 “I don’t care [about clothes]… I always think ‘you guys, go ahead and spend 

your money on them…I can’t, but I have enough clothes, I don’t need new 

clothes every two months, that’s not necessary’ [..] I just wear my work 

clothes.” (O, m60) 

 

Interviewees also proudly showed or told how good their homes looked, even 

with second-hand furniture.   

 

 “I furnished my whole house with stuff from [the shop of the charity organisa-

tion] and from second-hand shops and I furnished it very nicely.” (C, m61) 

 

For some it was frustrating and sometimes shameful that they could not afford 

furniture, wallpaper, paint, or decorations to make their house into a home, but 

they put their circumstances into perspective and said they were glad to have 

place of their own.  

 

“I had a nice house, you know, with everything, television, bedrooms…a wide-

screen TV on the wall and now I’m watching a small one. It doesn’t hurt, be-

cause I saw the other side of the medal too […] I’m thankful for having a roof 

over my head and I eat and drink every day.” (B, m51) 

 

Participants’ stories showed that their financial situation and the awareness of 

the necessity to keep up appearances was often a difficult combination, as they 

wanted to take care of their appearance, but did not always have the financial 

means to do so. The participants’ background or social network seemed to play 

a less important role in these experiences than in those regarding inferiority; 

they all seemed to be aware of the necessity of trying to look presentable.  
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C. ‘It’s poor people’s own fault’  

Participants mentioned negative reactions regarding their unemployment. Some 

emphasised how hard they were working at the moment (e.g. as a volunteer) 

and how active they were, or they wanted to show how hard they had always 

worked by listing all the jobs they had in the past. Or they emphasised that their 

current situation (e.g. unemployment) was not their fault (e.g. not because of 

laziness or not being willing to work).  

 

 “I’m always busy. I worked before, because I took every job that I could, I even 

worked in industry, at a fast food restaurant, in shifts, I worked there for a few 

months. I also worked for a farmer harvesting asparagus and a little bit in the 

catering industry. […] Because I’m always busy, I won’t get comments like 

‘they’re always sitting around doing nothing’.” (D, f57) 

 

Participants often felt blamed and felt the pressure to justify why they were not 

in work; although they wanted to work, they often felt unable to work because 

of health problems or family commitments.  

 

 “I’ve been on benefits since 2007, first my children were small and I had to 

cope with a lot myself because of my problems in the past. Then I got two chil-

dren and I was unable to work, that’s how it went.” (L, f?)  

 

Another group of interviewees seemed to show the fear of being blamed by 

ascribing the cause of their financial problems and lack of work to bosses, the 

government, low benefits, the euro or foreigners taking their jobs.  

“The euro, health insurance and the taxman cause problems for a lot of people, 

not only for me […] It was not my fault that I got into debt, that’s the worst part 

of it. If I had just gone on holiday, bought cars, etc., then you know why you’re 

in debt, but I got into debt another way…and that’s difficult to say.” (K, f36) 

 

Some interviewees also expressed their negative attitude towards working 

(for money or for a boss), especially after some negative experiences with 

former employers. 

 

“I will never work for the high and mighty in the Netherlands again. This is the 

third employer here in the Netherlands who has fired me, even though I also put 
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in 100% effort. […] I have to apply for a job four times a month… and I do 

that! I apply, send off the applications, done…but I won’t work anymore.” (B, 

m51) 

 

Interviewees also experienced social reactions that gave them the feeling that 

they were responsible for their own financial situation, or they perceived a lack 

of understanding of their financial hardship and the support they were receiving.  

 

“My daughter was ill […] she didn’t work, so yeah I paid for her medication, I 

paid her rent and all other expenses, so my savings were gone…then the people 

at the municipality [when applying for additional social benefits] told me ‘You 

shouldn’t have done that’. I shouldn’t have helped my daughter, I should have 

saved up the money.” (M, f53) 

 

Although most of the participants described experiences of or the fear of experi-

encing negative social reactions regarding their own responsibility, those with 

long-term experience of living on a low income or being unemployed seemed to 

be more likely to blame others for their situation.  

 

3. Feeling ashamed.  

Participants’ feelings of shame also seemed to differ with their background and 

the composition of their social network; those with long-term experience of 

living on a low income and those with a more socially homogeneous network 

(in terms of SEP) expressed less shame.  

Shame was reported to occur in various situations: for example when re-

membering their successful past:  

 

“Shame…yes… think of it this way…I always worked on my career [being a 

successful DJ] […] …then going down [in income/status], while people know 

you had bags of money in the past.” (E, m50) 

 

Or when others uncovered their previous or current poor financial situation: 

 

“On television they [the interviewers] would just say ‘O I heard you also used 

to beg in the street?” (A, f68) 

 



Chapter 6 

-106-  

 

Or when they were unable to pay for gasoline, when people saw their homes or 

when they could not give something in return after being given something. 

 

“I used to live in a very dirty apartment, I had no money to do it up [for the film 

crew]. I got a stand from the second-hand shop, put a vase from the second-

hand shop on top, with roses in it that I couldn’t really afford […] bought a 

poster. And I said ‘would you please film me in that corner there, cause I don’t 

have the money to do it up. I’ve only just moved in here. Would you please film 

that part?’” (A, f68, who was interviewed for TV) 

 

It was also embarrassing when they had to tell their story over and over again.  

 

“…you have to tell your story again and again and explain what’s the matter 

[…]. But after a while it stops you from doing things because you get fed up, 

you’re tired of telling your story once again, explain your situation again, as 

you’re seen as a beggar, you’re just begging in fact.” (R, f52)  

 

Some also expressed that they did not feel ashamed or that it was not necessary 

to feel ashamed about their financial situation, because they were used to it, did 

not care, said they were lucky with all the help, or because it was not really a 

problem since many people had debts.   

 

“… I don’t care about that [wearing second-hand clothes], I’m not ashamed 

about it. There are people who feel ashamed about that. But I’m not.” (H, f82) 

 

4. Maintaining self-respect 

Having to tell their story over and over again to justify why they need help, 

losing their autonomy in life because of their limited resources and dependence 

on others, being deprived of privacy, and being treated unequally or without 

respect appeared to affect interviewees’ self-respect. This was most noticeable 

in the strategies interviewees used to cope with social reactions; maintaining 

self-respect appeared to be the main goal of their strategies. Their strategies 

seemed to differ with participants’ backgrounds and social network. For exam-

ple, those who were more used to living on a low income and who had a more 

homogeneous social network (in terms of SEP) seemed to be more likely to 

cope by denying, playing tough and attaching less value to certain aspects of 
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life, whereas those who were not used to living on a low income and had a more 

heterogeneous network were more likely to try to conceal their situation and 

maintain their self-respect by showing how proud they were of their achieve-

ments and emphasising their positive characteristics. They were also more like-

ly to actively confront people who show negative attitudes. The coping strate-

gies could be roughly categorised into three subthemes:  

 

A. Escaping reality  

Interviewees tried to deny or conceal their difficult situation, to themselves or to 

others; they would conceal their financial problems to family and friends, deny 

perceiving negative social reactions and attach less value to status symbols to 

protect themselves from feeling bad.  

 

Concealing financial problems 

Most interviewees tried to conceal their financial problems by taking care of 

their appearance and behaviour in public, by living in a better neighbourhood, 

or by just not telling family members and friends about their financial problems. 

 

“I never really talk about my, err, finances, you know. Because, well, I want to 

feel like I still have a bit of pride about myself, you know.” (G, f56) 

 

They also tried to hide their situation by looking for excuses, by staying at home 

and avoiding social contact, or by avoiding shops.  

 

“It regularly happens that we say ‘we don’t feel like it’ even though we really 

would like to do it, but we can’t.” (P, m50) 

 

Denial of negative social reactions  

Some interviewees denied perceiving negative reactions regarding their finan-

cial situation when they were asked about negative social reactions. However, 

indirectly, and perhaps also unconsciously, they mentioned the need to look 

good or appropriate or blamed others for their financial situation. For example, 

one man when asked if he got any reactions regarding his living situation, since 

he was living on small income in a quite high SEP neighbourhood, denied this. 

However, a few seconds later he told about a conflict with his neighbour who 

had complained about him not taking care of his animals:  
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“No, not really. […] You don’t come into contact with people there [in his 

neighbourhood]. […] And I had a cat and a dog, and then the woman next 

doors started to feed my cat. And at a certain moment I got a note through the 

letterbox saying I should feed my cat better. […] I got angry and I didn’t speak 

to her again.” (C, m61)  

 

Attaching less value to SEP indicators  

During the interviews some participants expressed a negative attitude towards 

working (again) or money, and denied the importance of a high educational 

level. 

  

“Yeah, she was advised to take HAVO (a higher level of secondary school) but 

that was doubtful, so she went for MAVO (a lower level). She knowns what she 

wants to be in the future anyway. […] When you take HAVO, that means you 

can go into HBO (a higher level of tertiary education), which would be nice, but 

MBO (a lower level, accessible with a MAVO diploma) will also get her there.” 

(K, f36) 

 

They seemed to attach less value to aspects in life that are important for a high 

position in society.  

 

B. Showing strengths 

By playing tough, emphasising positive characteristics, showing pride, and col-

lecting objects, participants seemed to cope with the lack of status symbols like 

money or big cars.  

 

Playing tough 

A few male interviewees did not mention feelings of inferiority directly, but 

their behaviour during the interviews seemed to show otherwise; they showed 

‘macho behaviour’, aggression or emphasised how strong, self-confident or 

smart they were.  

 

“Then my employer fired me and I ran away to avoid killing him, […] I had 

already come across him once before, when he was a bit drunk and I looked for 

a piece of wood … and struck at him, but fortunately I didn’t hit him.” (B, m51) 
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By ‘playing tough’ they seemed to protect their self-respect from being dam-

aged by others.  

 

Emphasising positive characteristics and showing pride 

Interviewees also seemed to try to maintain their self-respect by emphasising 

their positive characteristics (e.g. being loved, sociable and empathic). 

 

 “I know lots of people and they all love me. So that’s nice, right?” (Q, f73) 

 

Some were proud of their achievements (past or present), of how they handled 

their difficult financial situation, and of how they furnished their homes with 

things they found, bought in second-hand shops, or were given by others. 

 

“Honestly, can’t I be a bit proud of the fact that I have avoided that [i.e. getting 

into debt]” (G, f56) 

 

A number of interviewees also proudly told about or showed their collections of 

music (e.g. CDs or DJ equipment), books, statues and figurines, or pets. And 

although it sometimes cost them a lot of money, their collections or pets meant 

a lot to them. These material things seemed very important to them, especially 

when they had only few possessions.   

 

 “You might get rid of it, but then somebody else will get the credits. So I’m not 

gonna do that.” (E, m50, about his DJ/music collection) 

 

Emphasising positive characteristics and showing pride made interviewees feel 

good about themselves and seemed to improved their self-respect.  

 

C. Confronting people who show negative attitudes  

Besides trying to escape reality or trying to maintain self-respect by showing 

their strengths, some interviewees also tried to confront others regarding their 

negative social reactions or negative attitudes. One man challenged people to be 

more specific regarding statements they made or opinions they expressed.    
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“’Just tell me where?’ if they say ‘There’re enough jobs!’ ‘Well then, just give 

me an address and I’ll go there.’ ‘Well, I can’t.’ So well, there’s no work then, 

is there?!” (P, m50) 

One woman wanted to start a radio program to give homeless people a voice 

and enable them to share their experiences and stories, with the intention of 

opening up listeners’ eyes.  

 

“So people will understand if they see somebody walking by, that it’s not just 

…” (R, f52).  

 

She even went to the town council to talk with politicians about the une-

qual treatment at the foodbanks.   

 

“I can’t stand injustice. […] I’m very quiet and calm, but when I see injustice, 

[…] I get angry. […] I went to the town council and I know this woman and 

then I tell her about it, hoping she’ll do something about it [i.e. injustice at the 

foodbank].”(R, f52)  

 

Another woman wanted to go on participating in society so she could show that 

people who were unemployed were not lazy or unwilling to work and prevent 

negative reactions. 

 

“No, not as such [about social reactions to her unemployment], but that’s be-

cause I’m always busy, you know, so I don’t get these comments like ‘Well, 

they’re sitting around all day doing nothing’.” (D, f57)  

 

Confronting people regarding their attitudes or beliefs seemed to be an effective 

way of coping for some interviewees; however, it also seemed hard for partici-

pants to confront people, especially when social reactions were not expressed 

very directly.  
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Discussion 

 

The aim of this study was to examine in greater depth the experiences of SEP-

related stigmatisation in Dutch social benefit recipients. From the 17 individual 

semi-structured interviews, four themes emerged: (1) awareness of stigma, (2) 

perceived social reactions, (3) feeling ashamed, and (4) maintaining self-

respect. These themes enabled us to answer our research questions: (1) What are 

the experiences of people from lower-SEP groups with SEP-related stigmatisa-

tion? (2) How do people from lower-SEP groups cope with SEP-related stigma-

tisation? and (3) What are the perceived consequences of SEP-related stigmati-

sation? 

Our study showed that people at the lower end of the social hierarchy in 

the Netherlands feel stigmatised because of their SEP. Participants perceived 

the stigma of being inferior, being physically recognisable as a poor person, and 

being responsible for their own financial problems. Participants often talked 

(directly or indirectly) about perceived or anticipated negative social reactions 

regarding their SEP, or they used compensation strategies to cope with (real or 

anticipated) negative reactions and to maintain their self-respect. Similar results 

were found in recent studies by Kampen, Elshout and Tonkens (39, 50), who 

found that long-term unemployed Dutch people struggled with self-esteem and 

self-respect, and that they also felt inferior, looked down upon and ashamed.   

Our interviewees differed in their awareness of negative reactions re-

garding their SEP. This is also called stigma consciousness: they might all be 

aware of their stigmatised status, however people might focus more or less on 

their stigmatised status and expect more or less stigmatising social reactions 

(51). Participants seemed more aware if they had had less experience of poverty 

or living on a low income in the past, had a heterogeneous social network (in 

terms of SEP) and tried to manage their own finances. Injustice in society was 

particularly felt by participants who wanted to be independent and took respon-

sibility for their own finances. They felt that their efforts were not being recog-

nised and that they were treated unequally by social workers and volunteers of 

charity organisations, particularly compared to other people who lived on a low 

income but who did not take responsibility for their own financial matters. Par-

ticipants who had experienced poverty or living on a low income in the past and 

those with homogeneous social network (in terms of SEP) seemed to be more 

used to living on a low income. The ‘satisfaction paradox’ can explain why we 
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found less stigma awareness among participants with long-term experience of 

living on a low income. Learned helplessness, low control beliefs and the cogni-

tive dissonance of wanting a more satisfying life but being unmotivated because 

of disappointments in prior unsuccessful attempts can explain this satisfaction 

paradox in this group. (33, 34, 52). When people become less active and lose 

motivation (e.g. not looking for work, not taking responsibility for their finan-

cial management) because they found out that their efforts had no effect, they 

may adjust to their situation by resolving the cognitive dissonance through low-

ering their standards, and this lowering of standards could result in less stigma 

awareness. On the other hand, when people see ‘satisfied poor people’ in socie-

ty this might also enhance stigmatisation, as their circumstances might be per-

ceived as being their own choice (e.g. not being in work or living in poverty) 

(33). Another issue that could make participants less aware of negative social 

reactions regarding their socioeconomic situation could be the high prevalence 

of other problems in the family. Most interviewees’ families could be catego-

rised as multi-problem families; they were struggling not only with financial 

problems but also with severe health problems, psychiatric problems, behav-

ioural problems of family members, children being taken into care, or tensions 

between family members. It is possible that they were more aware of negative 

social reactions (stigmas) regarding these other problems (e.g. being bad parents 

or psychiatric patients) than of reactions regarding their financial situation) (16).  

The goal of participants’ strategies to cope with classism was to main-

tain some level of self-respect, which could have been damaged by living at the 

lower end of the social hierarchy in a meritocratic society. Swierstra and 

Tonkens (4) and Elshout (39) described a number of ways of maintaining self-

respect in a world where self-respect of people in lower positions is undermined 

because it is believed that they deserve their low SEP and have to be ashamed 

of themselves. We recognised some of them in our study: criticising ideology 

(e.g. blaming others for not having equal chances in life), shortcuts and chang-

ing the rules (e.g. stealing to earn respect and to have money), and refusing to 

take part in the competition (e.g. no longer being willing to work). The coping 

strategies found in our study are consistent with strategies found in previous 

research into coping with poverty and related stigmatisation, for example com-

pensating behaviour like aggression, denial and concealing and withdrawing or 

self-isolating (27, 29-32). The ‘satisfaction paradox’ can also explain some of 

the coping strategies we found in participants with long-term experience of 
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poverty, for example, attaching less value to certain aspects of life resembles 

lowering one’s standards in life, making a disadvantaged life easier to accept.  

In our study the consequences of perceived SEP-related stigmatisation were not 

directly mentioned. Perceived stigmatisation affected emotions (e.g. anger, frus-

tration, shame, stress etc.) and self-respect, but they did not mention conse-

quences to physical health. When physical health consequences were men-

tioned, they were often related to stress, lifestyle and their financial situation 

(e.g. smoking because of stress, not being able to buy fruits and vegetables or to 

pay for necessary healthcare). Nevertheless, it is known that emotions like anger 

and frustration, feelings of stress and lack of social participation can also nega-

tively affect people’s physical health (19, 24). Participants’ interpretations of 

social situations and their coping strategies determined how stressful a situation 

was to them. This might also explain the role of the participants’ socioeconomic 

background: people with long-term experience of poverty may have learned 

better how to cope with stigmatisation in order to reduce the stressful conse-

quences (28, 33, 34).  

During the interviews it also became obvious that participants compared 

their situation and the way they were treated with people in similar circum-

stances. Participants felt frustration and injustice when they were treated une-

qually by social workers or volunteers of charity organisations. There was a 

strong focus on who gets what and how much (e.g. food from the foodbank or 

additional benefits from the government). These observations were consistent 

with De Botton’s theory of status anxiety, which focuses on comparisons be-

tween close peers instead of people who are more different (3).   

SEP-related stigmatisation is also known as classism: the marginalisa-

tion of those who are perceived to be in a different social class (53). However, 

we chose not to use this term in this study because it refers especially to stigma-

tisation and discrimination based on ‘class’, although it is used in a broader 

sense in other studies (54, 55). In this study, we did not focus on class as the 

most important SEP indicator. Interviewees’ experiences with stigmatisation 

were related to different indicators of SEP (56): being unemployed, receiving 

social benefits, being poor, living in poor material circumstances, having an 

inferior status in society. Further, people often do not know why they are stig-

matised (16). Moreover, to experience stigmatisation, their stigmatised identity 

has to be disclosed: becoming visible to or known by others (e.g. living in poor 

material circumstances, visiting the food bank or being unemployed) (57). Only 
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looking at ‘class’ would narrow our view on the experiences with stigmatisation 

too much.       

 

Implications 

Although interest in and awareness of the struggles characterising the daily lives 

of people living in (long-term) poverty or unemployment is rising (58), this 

might be one of the first scientific studies into perceived SEP-related stigmatisa-

tion in the Netherlands. We discussed what our results meant for society, how-

ever, our ideas about the implementation need further support by additional 

studies into SEP-related stigmatisation in the Netherlands (e.g. a study into the 

prevailing SEP-related stigmas in the Dutch society). 

Just as in many other Western societies, there has been increasing em-

phasis on individualisation and self-reliance in Dutch society in recent years; 

people are expected to take responsibility for themselves and to participate in 

society (44), These expectations will increase the stigmatisation of people who 

are unable to take full responsibility in this respect (39). As our participants’ 

stories showed, the lack of money or work is not the only problem in their lives, 

and the pressure to work, participate and take responsibility will not lead to a 

solution for their situation: it will in fact increase participants’ struggles with 

feelings of inferiority and blame. Policies aiming at activating citizens and en-

hancing self-reliance have good intentions, but can also create collateral damage 

in the already difficult lives of people at the lower end of our socioeconomic 

hierarchy; they might feel treated disrespectfully, unjustly or unequally by so-

cial workers who base their approach on policies and societal beliefs (39, 59). 

Finding a balance between helping and impairing the situation of people at the 

lower end of our socioeconomic hierarchy in Western societies requires think-

ing about ways to motivate them to participate and take responsibility while 

simultaneously ensuring a respectful, just and fair approach and avoiding stig-

matisation (59). Thereby, social workers and volunteers working in charity or-

ganisations should also be aware and act upon varying abilities of people in 

taking own responsibility and to comply with regulations and agreements; fi-

nancial problems are often not the only problem they face and failures to com-

ply may be due to more than a lack of motivation or ability (59). 

 This study also underlines the need for further research into perceived 

SEP-related stigmatisation as a possible explanation for the hard-to-change 

socioeconomic health inequalities in modern Western societies. When our be-
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liefs affect how we as society, including social workers and other professionals, 

approach people at the lower end of the socioeconomic hierarchy, interventions 

aimed at reducing the health gap might be unsuccessful or hurt people in low-

SEP groups even more, especially when interventions (unintentionally) enhance 

stigmatisation. SEP-related stigmatisation might be a refractory problem in 

Western societies, but creating awareness of our (unconscious) stigmatising 

beliefs and its consequences will be the first step towards changing how we 

think about and approach this vulnerable group (60). 

 

Methodological reflections  

The strength of this study was the interviewing method. Even though there was 

a topic list, participants had the opportunity to tell their story, which provided 

rich data. Perceived SEP-related stigmatisation was not primed in the inter-

views, in order to prevent socially desirable answers or fierce denial.  

This study had some limitations as well. First, due to our open method 

of interviewing we did not gather detailed information on life course and em-

ployment history of the interviewees (as this was not the main research ques-

tion). It is important to collect this information in future research to be able to 

relate their experiences with stigmatisation and their background more accurate-

ly. Second, since most of the participants were also clients of the charity organi-

sation–four participants were only recruited via the charity organisation but not 

clients–they may already have broken through a barrier of shame. We assume 

that experiences of SEP-related stigmatisation might be even worse in low-SEP 

groups which are not visible to charity organisations, because they might avoid 

charity organisations due to perceived stigma and shame. This group might be 

the working poor (61); over 40% of people living in poverty in the Netherlands 

have a paid (part-time) job or are self-employed (62), however they make less 

use of financial support offered by the government (61, 63). Because we missed 

this group, we cannot generalise our results to all low SEP groups. Third, since 

this study was conducted in the Netherlands, our results cannot be simply gen-

eralised to other countries. However, trends of individualisation and a focus on 

self-reliance are found in many Western societies (43, 44), so the stories of our 

participants could well resemble those found in other parts of Europe. Fourth, as 

we found during the interviews, only a few participants told us directly or with-

out priming about the negative social reactions they had encountered. During 

the analysis we were aware of the risk of our subjective interpretation of the 
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participants’ stories; our backgrounds and values as researchers may have been 

quite different from those of our participants and may have led to biased inter-

pretation of the data. However, we tried to minimise our subjectivity by discuss-

ing the interviews in our research team (i.e. peer review).  

 

 

Conclusion 

 

On top of all the daily struggles of living on a low income with severe family 

problems, our participants had to deal with the experience of SEP-related stig-

matisation. Almost all participants perceived social reactions related to being 

inferior, being physically recognisable as a poor person, and being responsible 

for their own financial problems. They also experienced feelings of shame. The 

awareness of SEP-related stigmatisation differed with participants’ SEP back-

ground, social network and sense of responsibility. Maintaining self-respect in 

an increasingly meritocratic society was an important goal for them when deal-

ing with SEP-related stigmatisation. It will be important to remember that, de-

spite the good intentions, policies enhancing self-reliance, everyone’s own re-

sponsibility and active citizenship can affect people at the lower end of our so-

cioeconomic hierarchy by making them feel inferior, ashamed and blamed. This 

will be even worse in situations where they cannot meet the high societal expec-

tations or when they feel treated disrespectfully, unjustly or unequally by social 

workers and charity organisations.  
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In this chapter, the main findings and some conceptual and methodological con-

siderations will be discussed. Furthermore, related implications and recommen-

dations for future research will be addressed.  
 

 

Aims  

 

Previous research showed that socioeconomic health inequalities were not the 

smallest in countries with advanced welfare arrangements, such as the Nordic 

countries (1-5). Different factors were suggested as possible explanations for 

this puzzling paradox (6-9). In this thesis, we examined the role of unhealthy 

homogenisation and did a first exploration of the role of perceived classism and 

thus of its potential as an additional explanation for above paradox. More spe-

cifically, the aims of this thesis were, first, to better understand the role of un-

healthy homogenisation during social mobility and its contribution to country 

differences in socioeconomic health inequalities and, second, to get an in-depth 

understanding of perceived classism in the Netherlands and its association with 

health and health inequalities.  
 

 

Reflection on main findings  

 

Unhealthy homogenisation unlikely to solve the puzzle 

The first research question of this thesis was to understand whether unhealthy 

homogenisation during social mobility could partially explain the country dif-

ferences in socioeconomic health inequalities. In Chapter 2, we assessed the 

associations between social mobility and socioeconomic inequalities in mortali-

ty in a number of European countries. The results showed that more socially 

mobile countries and countries with smaller income inequalities had wider rela-

tive and absolute socioeconomic inequalities in all-cause mortality, particularly 

among women. Our findings thus confirmed the suggested positive association 

between social mobility and socioeconomic health inequalities (6, 7). In our 

second study, we found significant health effects on income mobility in our 

multilevel analyses: income growth was less for unhealthy people (Chapter 3). 

However, we did not find stronger selection effects in more socially mobile 

countries. Unhealthy homogenisation is thus important, but from our data we 
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cannot conclude that unhealthy homogenisation was stronger in more socially 

mobile counties. 

Since the Black Report in the 1980s, interest in the role of the selection 

perspective raised (10). However, there is still debate about whether, in addition 

to the causation perspective, this selection perspective actually plays a relevant 

role in explaining health inequalities (11). Results of studies into the health 

effects on inter- and intragenerational mobility and health inequalities have been 

inconsistent (12, 13); some studied showed that (childhood) health affected 

changes in (adult) SEP and/or health inequalities (14-16), while other studies 

showed no or only limited effects of health or health inequalities, or reported 

inconsistent findings (17-19) . This probably also depends on the different de-

signs and the outcomes (e.g. inter- or intragenerational mobility, different SEP 

indicators like class, income or occupational level) that were used in these stud-

ies (10). Although we did not examine whether health selection actually ex-

plains country-level socioeconomic health inequalities, our results still indicate 

that direct selection should not be neglected so easily as a candidate explanatory 

factor for socioeconomic differences in health within countries. 

 We expected unhealthy homogenisation to be stronger in more socially 

mobile countries, since their increased opportunities for upward mobility might 

have increased the scope for health selection (3, 7, 20). Our results, however, 

did not confirm our expectation. Country differences in policy and welfare ar-

rangements might have simultaneously affected the scope for health selection. 

In countries with good social protection measures, employees would be better 

protected against loss of income (or work) due to health problems (6, 9, 21). 

More mobile countries, such as the Nordic countries, might somehow have been 

protected by these measures. Social protection might thus have suppressed the 

unhealthy homogenisation in more mobile countries. When we controlled for 

social protection measures, this could, however, not be confirmed. However, 

findings have to be interpreted carefully, as we used a rather crude measure of 

social protection and the variation between the selected countries might have 

been too small.  

We cannot fully rule out health selection and unhealthy homogenisation 

as a possible explanation for wider socioeconomic health inequalities in coun-

tries with advanced welfare arrangements. We only looked at direct health ef-

fects. There is still the possibility that the unhealthy homogenisation of low SEP 

is manifested in other ways. Recently, Mackenbach once more suggested that, 
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because of increased mobility, the current low SEP groups might be smaller and 

more socially disadvantaged, but also have a more unfavourable composition of 

personality traits and cognitive abilities (22, 23). It might be that this type of 

homogenisation still contributes to the socioeconomic differences in health in 

more mobile countries, including the Nordic countries (22). An important issue 

that we did not examine yet relates to our assumption that health selection wid-

ens health inequalities: healthy people are upwardly mobile and less healthy 

people are downwardly mobile (24). Other scholars, for example Bartley and 

Plewis, however, suggest that selection might equally well narrow the socioec-

onomic gap in health (25, 26). They argue that the health status of mobile peo-

ple still differs from the health status of the group they join: upwardly people 

are less healthy and downwardly people are healthier than they group they join.  

 

Perceived classism as an additional burden 

The second research question addressed the health effects of perceived classism 

in the Netherlands. We found that the lowest SEP groups more often perceived 

classism than people in higher SEP groups. In Chapter 4, 7.9% of the lowest 

income group and 5.2% of the highest income group perceived themselves dis-

criminated against. In Chapter 5, we found that 18.2% of the Dutch society per-

ceived some kind of classism, while 22% of the lowest income and 27.5% of 

the lowest occupation group perceived classism. In Chapter 6, our qualitative 

study, people from low SEP groups got the opportunity to tell their experiences 

with SEP-related stigmatisation. Our participants experienced social reactions 

that related to them being inferior, being physically recognisable as a poor per-

son, and being responsible for their financial problems. Participants also experi-

enced feelings of shame related to their SEP.  

The consequences of perceived classism were studied in Chapter 4, 5 

and 6. In Chapter 4, the health consequences of perceived discrimination were 

quite small; people perceiving discrimination had a 1.58 higher odds of feeling 

hindered by health problems, but no significant higher odds of reporting less 

than good health. This effect appeared confounded by the higher number of 

immigrants in the group that perceived discriminated against. Chapter 5, a 

cross-sectional study looking deeper into the associations between perceived 

classism and health outcomes, however, indicated significant health conse-

quences of perceived classism. People who perceived classism reported poorer 

physical and psychological health and feelings of inferiority. We did not find an 
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association with health behaviours; only smoking showed an association with 

perceived classism (only unadjusted).   

Physical health consequences were less obvious in our qualitative study 

(Chapter 6). Perceived stigmatisation caused negative emotions (e.g. anger, 

shame, and frustration) and stress, and negatively affected self-respect in our 

participants. This in turn might have had negative health consequences, for ex-

ample via physical stress responses or poor health behaviours (27-29). Different 

coping strategies were used to maintain some level of self-respect; people tried 

to escape reality (e.g. concealing their financial problems, denying negative 

social reactions), showed their strengths (e.g. pride, ‘macho behaviour’) or they 

tried to confront others with their negative or blaming social reactions. Despite 

the associations found between SEP, perceived classism, and health, we could 

not find substantial evidence for a mediating contribution of perceived discrimi-

nation to the association between low SEP and poor health (Chapter 4). Im-

portant to note is that perceived discrimination in that Chapter might have been 

a less valid proxy for perceived classism.  

Our results are in line with previous research on stigmatisation of peo-

ple in lower SEP groups, such as conducted in the Netherlands by Kampen and 

colleagues (30), Swierstra and Tonkens (31), Elshout (32), Theunissen (33), and 

in in other countries (e.g. in the UK (34) and the Nordic countries (35, 36)). 

Classism and self-respect in low SEP are thus important issues in the Nether-

lands and, in all probability, in other European countries as well. These issues 

will not become less important in the future. With a further individualisation of 

society, a stronger focus on self-reliance, own responsibility, and participation 

(e.g. via mandatory activation projects), and prevailing expectations of social 

mobility on the one hand and cuts in welfare arrangements and a less personal 

approach on the other hand, people at the lowest rungs of our socioeconomic 

ladder will have to face even harder times.  

 When the opportunities for upward mobility are only dependent on 

one’s own efforts and cognitive abilities and not on one’s socioeconomic—or 

cultural family background—there might be some truth to the negative labelling 

of low SEP. However, ascription still cannot be ruled out: the family that you 

grew up in and particularly the educational and income level of your parents are 

still important enabling factors for a successful path into the future (37, 38). In 

such circumstances, classism is certainly not necessarily based on true circum-

stances. Next to that, however, negative stigmas do not become less damaging 
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when part of them is based on the truth; they still contain devaluing messages 

and even when they apply to some people (e.g. people who really unwilling 

work), they do not apply to all people in low SEP groups (39).  

 

Intertwining of unhealthy homogenisation and classism  

Unhealthy homogenisation and classism are studied in this thesis as two differ-

ent pathways to health inequalities (see Figure 1 in Chapter 1). However, they 

could be more intertwined than we first expected. Discrimination, stigmatisa-

tion, and social exclusion related to poor health and low SEP could cause a neg-

ative spiral for the most disadvantaged groups in our societies (40). For exam-

ple, when people end up in a lower SEP group because of health problems, they 

have to deal with classism affecting self-respect and (psychological) health, and 

they will be hindered by health problems and classism in getting ahead on the 

socioeconomic ladder (e.g. when finding a job). In a negative spiral, unhealthy 

homogenisation and classism might ultimately keep lower SEP groups stuck 

into their disadvantaged and unhealthy position. Classism can limit social mo-

bility in different ways, from teachers expecting less of low SEP students to 

stereotype threats causing people to underperform because they are stressed and 

afraid of confirming prevailing stereotypes (41-44). 

 

 

Further considerations  

 

When interpreting our results, a number of conceptual and methodological limi-

tations have to be considered  

 

Concepts and definitions 

Some terminology regarding SEP and classism differed between the chapters in 

this thesis. While conducting and publishing the results of our studies, new in-

sights made us overthink the use of some concepts. We started using socioeco-

nomic status (SES). However, when studying classism, we eventually preferred 

the more neutral term socioeconomic position (45, 46) and thereby avoided a 

possible reference to status and prestige conceptualisations of socioeconomic 

grouping. This was especially important in our studies into classism in which 

we were interested in all kinds of SEP indicators, not only status or prestige-

based ones. Based on a reviewer comment, we also changed ‘classism’ (chapter 
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5) into SEP-related stigmatisation in Chapter 4 to make it more clear that we 

include stigmatisation regarding all kinds of SEP indicators (i.e. education, ma-

terial deprivation, being a social benefit recipient, etc.), not only regarding so-

cial class in a strict sense. The use of ‘discrimination’ in Chapter 4 was due to 

the restrictions of the dataset measuring discrimination instead of stigmatisa-

tion.  

 

Design  

In three of our studies into unhealthy homogenisation (Chapter 3 using EU-

SILC data) and classism (Chapter 4 and 5 using LISS data), we used data from 

international and national representative surveys, with large samples: over 

56,000 European participants in EU-SILC and over 1,500 Dutch participants in 

LISS. In our studies into health selection, the major drawback was that not all 

data-resources (EU-SILC (47), ISSP (48) or Mackenbach’s results (3)) included 

the same selection of countries. As a consequence, we ended up with a smaller 

number of countries in these studies, which could have made our results more 

sensitive to the composition of the included countries.  

 The generalisability of our studies varied. The large representative sam-

ples of EU-SILC and LISS made it possible to generalise our result to all people 

in the selected countries. However, as mentioned above, the studies into un-

healthy homogenisation were based on a small group of European countries. 

Generalising our results to countries outside Europe (e.g. the US) might also be 

difficult, because countries might have very different welfare arrangements. 

This even accounts for countries within Europe, especially since we missed 

some relevant countries (e.g. the UK). Our studies into perceived classism 

(Chapters 4-6) were all conducted among Dutch participants and therefore it 

could be difficult to generalise our results to other countries. On the other hand, 

relevant trends regarding an increasing individualisation, a stronger focus on 

self-reliance, and intensifying neoliberal and meritocratic policies and ideolo-

gies are not typical of the included countries in our study (49, 50). It is thus 

unclear to what extent the findings remain restricted or not to the included coun-

tries and participants. In our qualitative study, we recruited people from low 

SEP groups via a charity organisation. Because the charity organisation was 

overrepresented by (long-term) unemployed people receiving social benefits, 

we missed the working poor and precariat in our sample. The working poor and 

precariat were hard-to-reach groups; they are less visible by social workers be-
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cause they make less use of financial support because of shame and anticipated 

negative social reactions (51, 52). Therefore, our results could probably not be 

generalised to this group.  

 In this thesis, both cross-sectional and longitudinal studies were used. 

One study using LISS data (Chapter 4) was based on cross-sectional data exam-

ining the associations between perceived classism and health. We therefore 

cannot draw decisive conclusions about causality. Furthermore, negative affec-

tivity could have been a problem by overestimating the relevant associations 

(53). In our longitudinal studies, attrition could have biased our results in an 

opposite direction. Attrition was more prevalent among younger participants, 

immigrants, participants from lower SEP groups and people who more often 

perceived discrimination. This could have led to underestimated results. 

Our qualitative study was designed as an interview study with semi-

structured interviews, following a topic list that was primarily based on litera-

ture. The interviews had a quite open structure. By allowing participants to fo-

cus on what they found was important in their life (related to SEP), we collected 

quite in-depth stories. Because it was impossible to get such in-depth data on all 

topics, it is possible that we sometimes missed important information (e.g. their 

work history).  

  

Measures  

The use of secondary data in this thesis has some drawbacks. We had to rely on 

the availability of data and how they were measured. When studying unhealthy 

homogenisation, we were not able to include childhood SEP and childhood 

health to assess intragenerational mobility, because EU-SILC did not allow 

linking these data. Furthermore, data on (perceived) classism were lacking, both 

on a national and international level, or were not measured as we would like to. 

It was thus impossible to make international comparisons of (perceived) 

classism, and to study its associations with social mobility, health and health 

inequalities. 

Because of this scarcity of data on classism, our first study using LISS 

data was based on a single item measuring whether people thought they be-

longed to a discriminated group. This item had some drawbacks: we could not 

be sure whether people really felt discriminated against and why they felt dis-

criminated. Ethnic background became thus an important confounder. However, 

we might have missed some other relevant confounders. Our qualitative study 
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showed that many participants of low SEP groups had to deal with multiple 

problems within their families, for example being a single mum or being a psy-

chiatric patient, which are often associated with low SEP, health and stigmatisa-

tion as well. For our second study into classism we were able to add our own 

questionnaire about perceived classism to the existing survey of the LISS panel 

(54). To our knowledge, this was the first questionnaire implemented in the 

Netherlands to validly measure perceived classism.  

We might have also missed some confounders in our studies into un-

healthy homogenisation. Confounders could have been country-level policies 

(e.g. level of neo-liberal policies, level of social protection, income inequalities 

and GDP). We adjusted for GDP, GINI and spending on social protection in our 

study using EU-SILC data. In Chapter 2, using ISSP and Mackenbach data, no 

adjustments were made because of the already small sample of included coun-

tries. We do not know how this affected our results.  

Finally, in our qualitative study, the experiences of stigmatisation and 

shame were not primed to avoid socially desirable answers. As a consequence, 

we had to search for both implicit and explicit experiences of stigmatisation in 

their stories, and since we all had a background in social science and belonged 

to a higher SEP group, this could have led to biased interpretations of the data. 

We tried to be aware of this problem as much as possible, but cannot exclude a 

bias. 
 

 

Implications and future research 

 

Unhealthy homogenisation 

Our studies on unhealthy homogenisation showed a significant direct effect of 

health on income mobility in most countries. Simultaneously, we know SEP 

also has considerable consequences for health (12, 55-68). The selection and 

causation perspectives therefore should not be viewed as separate pathways to 

health inequalities (10). Interventions should thus also not be solely based on 

one of the pathways. The selection perspective has often been neglected in in-

terventions aimed at tackling socioeconomic differences in health (69, 70). Such 

interventions might benefit from, for example, preventing health selection in the 

labour market by raising awareness and disseminating information about disa-

bility- and health-related discrimination in the labour market (10). The austerity 
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measures after the financial crisis often negatively affected the disabled, ill and 

poor people. Austerity measures should be avoided when these result in finan-

cial cuts in welfare arrangements aimed at the protection of vulnerable groups 

(71). 

 Future studies are needed to assess homogenisation of “unhealthy” per-

sonality traits and lower cognitive abilities in the lower SEP groups as a con-

tributor to health inequalities. We also need to assess the selection and causation 

perspective, including the behavioural, material and psychosocial mediators, 

simultaneously. Preferably, studies should start in childhood and follow-up 

people during the life-course. Our study in chapter 3 only focused on intragen-

erational mobility, however, future studies—to even better assess the effects of 

health selection—should include both intra- and intergenerational mobility. 

There are already some promising developments. For example, a health inequal-

ity module was recently included in the European Social Survey, including 

childhood circumstances (72). Furthermore, more insight is needed into the role 

of policy changes in European countries in explaining country differences in 

health inequalities (e.g. the neoliberal influences on social policies). Many stud-

ies examining country differences in health inequalities are using welfare typol-

ogies to group countries. However, even within the same welfare type, countries 

differ in policies and they might have undergone policy changes in the last dec-

ades that have affected health inequalities differently (6, 73, 74).  

 

 

Perceived Classism 

‘Show people the truth, then the world will change…I think’ 

This was a quote of one of our participants in Chapter 6 and she might be right. 

Our results showed that perceived classism is a burden for Dutch people at the 

bottom of our socioeconomic ladder. Reducing classism on a macro-level and 

its effects for the lower SEP groups will be challenging. Such distal social trend 

and its possible connection with wider and global economic, political, and ideo-

logical developments, such as neoliberalism, meritocracy, and individualisation, 

indicate that classism might be difficult to tackle. To the extent that it contrib-

utes to the persistence or widening of socioeconomic differences in health, such 

differences might thus be less amenable to change. As a distal factor on the 

macro-level, it might even be responsible for the sometimes disappointing out-
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comes of interventions that are often aimed at solely changing lifestyles of peo-

ple in lower SEP groups (34). Still, we want to suggest some strategies to tackle 

the negative beliefs about lower SEP groups and to limit the negative effects of 

classism for stigmatised individuals as much as possible. 

It will be necessary that the Dutch society in general, volunteers at char-

ity organisations, professionals working with low SEP members and policy-

makers become aware of the existence of classism and its negative effects for 

people in lower SEP groups (75). On a societal level, making people aware of 

the existence of classism, the effects of classism, and their own (negative) be-

liefs should already start at (primary) school by educating about diversity, form-

ing positive beliefs and challenging stereotypical beliefs (44, 76). Preventing 

stigmatising messages in the media and providing more thought-provoking pro-

grams about SEP-related topics will also be necessary (77). Ingrained and 

strong-held beliefs might be changed only when correct information is provided 

(e.g. regarding the causes of poverty), while at the same time people are trig-

gered to discuss the topic with others and to challenge their own beliefs (77, 

78). More importantly, diversity, classism and challenging beliefs, have to be 

recurring topics in the education of professionals working with low SEP groups. 

Next to making others aware of classism and their own (negative) SEP-related 

beliefs, people from low SEP groups need to be more often involved in educa-

tional programs of professionals, and in the development of public health pro-

grams and social policies (34, 44, 75).  

Instead of changing macro-level beliefs, it might be easier to help peo-

ple in lower SEP groups to better cope with perceived classism and to maintain 

their self-respect. A personal and respectful approach by professionals might 

already help clients to keep their self-respect and to limit the negative effects of 

perceived classism (79). Interventions focussing on how to deal with stress due 

to financial hardship might help people to better cope with different stressors 

related to their disadvantaged position in society, including perceived classism. 

Interventions should also focus on children in low SEP families. They not only 

have to deal with material deprivation, but also with the financial stress of their 

parents and anticipation of SEP-related bullying at school (80, 81). However, 

we have to be aware that by too much focussing on ‘learning how to cope with 

classism’, we run the risk of blaming the victim: we should simultaneously look 

for measures that tackle the underlying societal problem and its damaging influ-

ences (75).  
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Although this thesis provided a good first insight into perceived classism and its 

consequences for health, we still lack knowledge about its mediating role within 

socioeconomic health inequalities. Therefore, we recommend further research 

into the mediating role of perceived classism using longitudinal studies, prefer-

ably international studies. Likewise, reliable and valid measures of classism—

both enacted and perceived—needs to be included in studies that simultaneously 

measure health, health determinants, SEP indicators, social mobility patterns, 

and prevailing ideologies (e.g. meritocratic beliefs). These studies will help to 

better understand whether classism contributes to the explanation of the para-

doxical finding of wider socioeconomic health inequalities in countries with 

more advanced welfare arrangements.  
  

   

Conclusion  

 

As possible downsides of social mobility and the increasing meritocratic and 

neoliberal ideologies, we explored whether unhealthy homogenisation and per-

ceived classism might contribute to socioeconomic differences in health within 

and between countries. In various European countries, we showed that poor 

health affected individual income mobility, indicating that direct selection 

should not belittled as a possible contribution to socioeconomic differences in 

health. Although socioeconomic differences in health were larger in more mo-

bile countries, we could not confirm that direct selection caused low SEP 

groups to become more homogeneous regarding their health status in these 

countries. Perceived classism was common among Dutch lower SEP groups and 

had substantial negative consequences for their health. As direct selection, 

classism is thus clearly also an understudied health determinant in relation to 

socioeconomic differences in health. To better understand the persisting socio-

economic differences in health and the differences between countries therein, 

further studies into unhealthy homogenisation and classism are still needed, 

especially addressing mobility-related homogenisation regarding cognitive 

abilities and personality characteristics and addressing classism, for how it is 

enacted and perceived, for how it bridges the wider macro context with damag-

ing individual experiences and for how and why countries might differ in these 

developments. 
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Summary  
 
All over the world, people with a less advantaged socioeconomic position (SEP) 

are less healthy, die earlier and live shorter in good health compared to people 

in a more advantaged SEP. These inequalities are not only found between the 

extreme SEPs, but follow a social gradient in which the difference is found be-

tween all SEP groups. A lot of research is carried out to explain inequalities in 

health and different perspectives in explaining socioeconomic health inequali-

ties are possible. The causation perspective assumes that a SEP influences 

health via material, behavioural and psychosocial factors. The selection per-

spective on the other hand assumes that health or health-related determinants 

(e.g. cognitive abilities or personality) affect SEP and future health. According 

to the selection perspective, unhealthy people might have fewer possibilities for 

upward mobility and might even move down the socioeconomic hierarchy, 

while for healthy people it might be easier to move upwards (i.e. direct health 

selection). Indirect health selection is possible via health-related determinants. 

A simultaneous upward mobility of healthier people with higher abilities and 

“favourable” personalities and downward mobility of less healthy people with 

lower abilities and less “favourable” personalities might create more homoge-

neous SEP groups in terms of health, cognitive ability and personality (i.e. un-

healthy homogenisation). This might widen the health gap between SEP groups.  

 Although socioeconomic health inequalities are found all over the 

world, they are expected to be the widest in countries with large income ine-

qualities and less advantaged welfare arrangements. However, previous research 

showed that health inequalities were not smallest in countries with the most 

advantaged welfare arrangements, such as the Nordic countries. Different ex-

planations were suggested to explain this paradox. A proposed explanation was 

health selection during social mobility; since countries with more advanced 

welfare arrangements often also have more opportunities to social mobility, 

there might be more room for unhealthy homogenisation.   

 In this thesis, we also suggest an additional hypothesis explaining the 

paradox. The increased opportunities for social mobility combined with a 

stronger emphasis on self-reliance and individual responsibility, and a stronger 

societal belief in meritocracy (i.e. equal opportunities in achieving an economi-

cally successful life, based on personal merits like effort and abilities) might 
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lead to classism. Classism is the marginalisation (i.e. stigmatisation, discrimina-

tion, labelling or prejudice) of those who are perceived to be in a different class, 

most often lower class. Perceived classism might have serious physical and 

mental health consequences and may therefore contribute to socioeconomic 

health inequalities, even in countries with well-advanced welfare arrangements. 

  

The aims of this thesis were to 1) better understand the role of unhealthy ho-

mogenisation during social mobility and its contribution to explaining country 

differences in socioeconomic health inequalities and 2) to get an in-depth un-

derstanding of perceived classism in the Netherlands and its association with 

health and health inequalities. The research questions were: 

1. Can unhealthy homogenisation during social mobility help to explain country 

differences in socioeconomic health inequalities?  

a. Do countries with more social mobility have wider socioeconomic health 

inequalities than countries with less social mobility?  

b. Does direct health selection play a role within countries?  

c. Are direct health selection effects stronger in more socially mobile coun-

tries?  

2. What are the health effects of perceived classism in the Netherlands?  

a. Do people in lower SEP groups perceive more classism than people in 

higher SEP groups?  

b. What are the consequences of perceived classism for people in low SEP 

groups?  

c. Does perceived classism mediate the association between SEP and 

health?    

 

Chapter 2 describes a study in which we examined the associations between 

country-level social mobility, income inequality and socioeconomic inequalities 

in mortality in 12 European countries, using country-level secondary data from 

Mackenbach and the International Social Survey Programme (ISSP). The re-

sults showed that social mobility was associated with larger socioeconomic 

differences in mortality, particularly in women. This study suggested that wider 

socioeconomic health inequalities might be a downside of increased social mo-

bility in Western countries.     
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Chapter 3 describes a study in which we examined unhealthy homogenisation 

on the individual level and the moderating role of social mobility in explaining 

country differences in health-related income mobility in 19 European countries. 

Longitudinal data from the EU-statistics on Income and Living Conditions (EU-

SILC) and ISSP data were used. The results showed that significant health-

related mobility was found in over half of the included countries and the multi-

level analyses showed that health had a significant effect on income mobility. 

However, the results did not show unhealthy homogenisation to be stronger in 

more socially mobile countries.  

 

Chapter 4 describes a longitudinal study in which we investigated the role of 

perceived income-related discrimination within socioeconomic health inequali-

ties by using representative survey data of the Dutch Longitudinal Internet Stud-

ies for the Social sciences (LISS). The results showed that poor health was more 

prevalent in the low income and discriminated group. Participants from the low-

er income were also more likely to perceive discrimination. However, no sub-

stantial evidence for a mediating effect of perceived discrimination on the in-

come-health association was found. This study emphasised the importance of 

further studies into perceived classism.  

 

Chapter 5 describes a cross-sectional study in which we further investigated 

perceived classism in different SEP groups in the Netherlands and its associa-

tion with health and health behaviours, by using data from LISS. The results 

showed that over 18% of the Dutch population perceived some kind of classism. 

The lowest income and occupation groups perceived classism most often (re-

spectively 22% and 28%). Perceived classism was significantly associated with 

poor health, perceived negative emotions, feelings of shame, social anxiety, and 

low self-esteem. No associations were found with health behaviours (alcohol 

use, smoking, physical activity and BMI). This study showed the importance of 

perceived classism and its significant associations with health in the Nether-

lands.  

 

Chapter 6 gives a more detailed insight into perceived classism and its conse-

quences, by describing a qualitative study in which we conducted 17 semi-

structured interviews with people from lower SEP groups in the Netherlands. 

The results showed that participants perceived social reactions related to them 
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being inferior, being recognisable as a poor person and being responsible for 

their own financial problems. Differences were found depending on their expe-

rience with poverty and the composition of their social network (in term of 

SEP): people with less experience with poverty and a heterogeneous network 

seemed more aware of negative social reactions. Perceiving negative social 

reaction mainly had emotional consequences. People used different coping 

strategies to maintain some level of self-respect, for example by concealing 

financial problems, by showing their strengths, or by confronting others with 

their negative attitudes.   

 

Finally, chapter 7 provides a summary and discussion of the main findings. 

Furthermore, some conceptual and methodological limitations are considered 

and recommendations for implications and future research are made. We con-

clude that in various European countries, poor health affected individual income 

mobility, indicating that direct selection should be considered a possibly im-

portant contribution to socioeconomic differences in health. Although we found 

that socioeconomic differences in health were larger in more mobile countries, 

we could not confirm that unhealthy homogenisation was stronger in these 

countries. Perceived classism was common among Dutch lower SEP groups and 

had substantial negative consequences for their health. As direct selection, 

classism is thus clearly also an understudied health determinant in relation to 

socioeconomic differences in health. To better understand the persisting socio-

economic differences in health and the differences between countries therein, 

further studies into unhealthy homogenisation and classism are still needed. We 

especially need studies addressing mobility-related homogenisation regarding 

cognitive abilities and personality characteristics and addressing classism, for 

how it is enacted and perceived, for how it bridges the wider macro context with 

damaging individual experiences and for how countries might differ in these 

developments. 
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Samenvatting 

 
Wereldwijd zijn mensen met een lagere sociaaleconomische positie (SEP) min-

der gezond, sterven ze op jongere leeftijd en leven ze minder lang in goede ge-

zondheid dan mensen met een hogere SEP. Deze verschillen in gezondheid 

worden niet alleen gevonden tussen de extreem lage en extreem hoge SEP groe-

pen, maar deze verschillen volgen een sociale gradiënt. Hierbij worden verschil-

len in gezondheid gevonden tussen alle SEP groepen, ongeacht hoe hoog beide 

groepen in de sociaaleconomische hiërarchie staan. Er is veel onderzoek gedaan 

naar verklaringen voor sociaaleconomische gezondheidsverschillen en verschil-

lende verklarende perspectieven zijn hierbij mogelijk. Het causatieperspectief 

gaat ervan uit dat de sociaaleconomische positie invloed heeft op gezondheid 

via materiële zaken, leefstijl en psychosociale factoren. Het selectieperspectief 

daarentegen, gaat ervan uit dat gezondheid en gezondheid-gerelateerde determi-

nanten (bijvoorbeeld cognitieve functies of persoonlijkheid) invloed hebben op 

SEP en gezondheid op lange termijn. Volgens het selectie perspectief hebben 

ongezonde mensen minder mogelijkheden tot opwaartse mobiliteit—ze kunnen 

zelfs afzakken in de sociaaleconomische hiërarchie—terwijl opwaartse mobili-

teit makkelijker zal zijn voor mensen met een goede gezondheid. Directe selec-

tie vindt plaats wanneer selectie is gebaseerd op gezondheid, indirecte selectie is 

mogelijk wanneer selectie plaatsvindt op basis van gezondheid-gerelateerde 

determinanten. Een gelijktijdige opwaartse mobiliteit van gezonde mensen met 

goede cognitieve functies en gunstige persoonlijkheden en neerwaartse mobili-

teit van minder gezonde mensen met minder goede cognitieve functies en min-

der gunstige persoonlijkheden, kan leiden tot homogene SEP groepen qua ge-

zondheid, cognitieve functies of persoonlijkheden. Deze ongezonde homogeni-

sering van de lage SEP groepen kan hierdoor bijdrage aan de toenemende soci-

aaleconomische gezondheidsverschillen.  

 Hoewel sociaaleconomische gezondheidsverschillen overal ter wereld te 

vinden zijn, wordt verondersteld dat gezondheidsverschillen in landen met gro-

tere inkomstverschillen en minder goede sociale regelingen groter zijn. Echter 

hebben eerdere studies onverwachte resultaten laten zien: anders dan verwacht 

bleken de sociaaleconomische gezondheidsverschillen helemaal niet het kleinst 

te zijn in landen met goede welzijnsregelingen, zoals de Noordse landen. Selec-

tie-effecten lijken hierbij een mogelijke verklaring; landen met goede sociale 
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regelingen hebben vaak ook meer mogelijkheden tot opwaartse mobiliteit; dit 

geeft mogelijk meer ruimte voor selectie op basis van gezondheid (of gerela-

teerde determinanten), met ongezonde homogenisering van de lage SEP groe-

pen als gevolg.  

 In dit proefschrift willen we een additionele verklaring voor de paradox 

introduceren. De toename in mogelijkheden tot sociale mobiliteit, de toegeno-

men maatschappelijke nadruk op zelfredzaamheid en eigen verantwoordelijk-

heid, en een steeds sterker geloof in meritocratie kan klassisme in de hand wer-

ken. Klassisme is de marginalisering (stigmatisering, discriminatie, stereotype-

ren, uitsluiten) van mensen die behoren tot een andere klasse, veelal een lagere 

SEP groep. Het ervaren van klassisme kan negatieve gevolgen hebben voor 

zowel fysieke als mentale gezondheid, waardoor ervaren klassisme kan bijdra-

gen aan het verklaren van sociaaleconomische gezondheidsverschillen, zelfs in 

landen met goede welzijnsregelingen.  

 

De doelen van dit proefschrift waren om 1) meer inzicht te verkrijgen in de rol 

van ongezonde homogenisering door sociale mobiliteit en de mogelijkheid van 

ongezonde homogenisering als verklaring voor internationale verschillen in 

sociaaleconomische gezondheidsverschillen, en 2) meer inzicht te krijgen in 

ervaren klassisme in Nederland en de associaties met gezondheid en gezond-

heidsverschillen. De onderzoeksvragen waren: 

1. Kan ongezonde homogenisering door sociale mobiliteit bijdragen aan de 

verklaring van internationale verschillen in sociaaleconomische gezond-

heidsverschillen? 

a. Hebben landen met meer sociale mobiliteit grotere sociaaleconomische 

gezondheidsverschillen dan landen met minder sociale mobiliteit? 

b. Speelt directe gezondheidselectie een rol binnen landen? 

c. Zijn directe gezondheidselectie effecten sterker in landen met meer soci-

ale mobiliteit? 

2. Wat zijn de gezondheidseffecten van ervaren klassisme in Nederland? 

a. Ervaren mensen in lagere SEP groepen meer klassisme dan mensen in 

hogere SEP groepen? 

b. Wat zijn de gevolgen van het ervaren van klassisme in de lagere SEP 

groepen? 

c. Medieert ervaren klassisme de associatie tussen SEP en gezondheid? 
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Hoofdstuk 2 beschrijft een onderzoek waarin we de relaties onderzocht hebben 

tussen sociale mobiliteit en sociaaleconomische verschillen in mortaliteit op 

landsniveau, in 2 Europese landen. Hierbij is gebruik gemaakt van secundaire 

data van Mackenbach en de International Social Survey Programme (ISSP). De 

resultaten lieten zien dat sociale mobiliteit geassocieerd werd met grotere ver-

schillen in mortaliteit, vooral in vrouwen. Dit onderzoek suggereert dat grotere 

verschillen in gezondheid een keerzijde kunnen zijn van de toegenomen sociale 

mobiliteit Westerse landen.  

 

Hoofdstuk 3 beschrijft een studie waarin we onderzocht hebben in welke mate 

ongezonde homogenisering op individueel niveau een rol speelt in 19 Europese 

landen en of sociale mobiliteit op landsniveau een modererende rol speelt bin-

nen de associatie tussen gezondheid en inkomensmobiliteit. Hierbij werd ge-

bruik gemaakt van longitudinale data van EU-statistics on Income and Living 

Conditions (EU-SILC) en ISSP data. De resultaten lieten zien dat gezondheid-

gerelateerde inkomensmobiliteit een significante rol speelt in meer dan de helft 

van de geïncludeerde landen. Resultaten lieten zien dat gezondheid een signifi-

cant effect heeft op inkomensmobiliteit. Echter bleek uit dit onderzoek niet dat 

ongezonde homogenisering sterker was in meer mobiele landen.  

 

Hoofdstuk 4 beschrijft een longitudinaal onderzoek naar de rol van ervaren 

inkomens-gerelateerde discriminatie binnen sociaaleconomische gezondheids-

verschillen in Nederland. Hierbij werd gebruik gemaakt van longitudinale, re-

presentatieve data van de Longitudinal Internet Studies for the Social Sciences 

(LISS). De resultaten lieten zien dat een slechte gezondheid vaker voorkwam bij 

mensen met een laag inkomen en mensen die zich gediscrimineerd voelden. 

Mensen met een lager inkomen voelden zich ook vaker gediscrimineerd. Er 

werd echter minder bewijs gevonden voor een mediërend effect van ervaren 

discriminatie binnen de relatie tussen inkomen en gezondheid. Dit onderzoek 

benadrukte echter wel het belang van verder onderzoek naar ervaren klassisme. 

 

In hoofdstuk 5 is ervaren klassisme verder onderzocht. Dit hoofdstuk beschrijft 

een cross-sectionele studie waarin we gekeken hebben naar ervaren klassisme 

binnen verschillende SEP groepen in Nederland en de relaties met gezondheid, 

en gezondheidsgedragingen. Hierbij werd gebruik gemaakt van LISS data. Uit 

het onderzoek kwam naar voren dat 18% van de Nederlandse bevolking enige 
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mate van klassisme ervaart. In de laagste inkomens- en beroepsgroep werd klas-

sisme vaker ervaren, respectievelijk 22% en 28%. Significante associaties met 

ervaren klassisme werden gevonden voor slechte gezondheid, negatieve emo-

ties, schaamte, sociale angst en laag zelfvertrouwen. Er werden geen significan-

te associaties gevonden met gezondheidsgedragingen (alcohol gebruik, roken, 

bewegen en BMI). Deze studie liet zien dat klassisme ook in Nederland wel 

degelijk wordt ervaren en dat het negatieve gevolgen kan hebben voor gezond-

heid 

 

Hoofdstuk 6 beschrijft een kwalitatief onderzoek waarin we ervaren klassisme 

en de gevolgen nader onderzocht hebben. Er werden 17 semigestructureerde 

interviews met mensen uit lage SEP groepen afgenomen. De sociale reacties die 

mensen ervoeren hadden betrekking op: het minderwaardig worden geacht, 

herkend worden als ‘arm’ en het zelf verantwoordelijk worden geacht voor fi-

nanciële problemen. Er werden verschillen gevonden in het ervaren van klas-

sisme afhankelijk van de ervaring die mensen hadden met armoede of financiële 

problemen en de samenstelling van hun sociale netwerk (op gebied van SEP): 

mensen met minder ervaringen met armoede of financiële problemen in het 

verleden en een heterogeen netwerk leken zich meer bewust van negatieve soci-

ale reacties. Het ervaren van negatieve sociale reacties had voornamelijk emoti-

onele gevolgen. Verschillende copingstrategieën werden gebruikt om hun zelf-

respect te behouden, bijvoorbeeld het verzwijgen van financiële problemen, het 

benadrukken van hun sterke punten of het confronteren van anderen met hun 

negatieve reacties.  

 

In Hoofdstuk 7 worden de belangrijkste bevinden samengevat en bediscussi-

eerd. Verder worden conceptuele en methodologische beperkingen besproken 

en aanbevelingen gedaan voor de implicaties van de resultaten en voor verder 

onderzoek. Ondanks de beperkingen van de verschillende studies in dit proef-

schrift, kunnen we concluderen dat een slechte gezondheid een negatief effect 

heeft op inkomensmobiliteit. Dit wijst erop dat de bijdrage van directe selectie 

aan sociaaleconomische gezondheidsverschillen niet onderschat mag worden. 

Ondanks dat we vonden dat sociaaleconomische gezondheidsverschillen groter 

waren in meer mobiele landen, konden we niet bevestigen dat directe selectie 

voor een sterkere ongezonde homogenisering van de lagere SEP groepen zorgt 

in meer mobiele landen. Ervaren klassisme kwam vaker voor binnen de lagere 
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SEP groepen in Nederland en had wezenlijk gevolgen voor de fysieke en menta-

le gezondheid. Evenals directe selectie is klassisme dus duidelijk een onderbe-

studeerde gezondheidsdeterminant binnen sociaaleconomische gezondheidsver-

schillen. Meer onderzoek naar ongezonde homogenisering van de lagere SEP 

groepen en ervaren klassisme is nodig om de aanhoudende sociaaleconomische 

gezondheidsverschillen en de internationale verschillen beter te kunnen begrij-

pen. Er is vooral ook onderzoek nodig naar de homogenisering van gezondheid-

gerelateerde determinanten (bijvoorbeeld cognitieve functies en persoonlijk-

heidsaspecten) en naar (ervaren) klassisme in de maatschappij, hoe klassisme 

samenhangt met de macrocontext en naar hoe landen hierin verschillen. 
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Valorisatie 

 
Valorisatie is het benutten van kennis. In dit proefschrift hebben we gekeken 

naar sociale mobiliteit, ongezonde homogenisering en ervaren klassisme als 

mogelijke verklaring voor sociaaleconomische gezondheidsverschillen. Hoewel 

de opgedane kennis in dit proefschrift niet direct relevant zal zijn voor de sa-

menleving in termen van producten, instrumenten of interventies, kan deze ken-

nis wel handvaten bieden voor de toekomstige ontwikkeling van interventies of 

besluitvormingen.  

 

Sociale mobiliteit en ongezonde homogenisering  

Uit onze studies bleek dat veranderingen in inkomen in de meeste landen wel 

degelijk afhankelijk is van gezondheid. Deze directe selectie op basis van ge-

zondheid bleek echter niet sterker te zijn in meer mobiele landen. Ongezonde 

homogenisering kan op basis van ons onderzoek dus geen verklaring zijn voor 

de groter dan verwachte sociaaleconomische gezondheidsverschillen in de 

Noordse landen. Hoewel Nederland niet geïncludeerd was in onze studies naar 

sociale mobiliteit en ongezonde homogenisering, is het hoogstwaarschijnlijk 

dat, wanneer we kijken naar vergelijkbare landen in onze studies, ook in Neder-

land selectie op basis van gezondheid plaatsvindt.  

 Dit zal voor de praktijk betekenen dat Nederlandse werknemers be-

schermd moeten worden tegen selectieprocessen op basis van gezondheid. Voor 

de ‘gezonde’ werknemer is dit al grotendeels geregeld door de Wet verbetering 

poortwachter waarbij zowel werkgever en werknemer bij ziekteverzuim een 

vastgelegd stappenplan volgen met als doel het voorkomen van langdurig ziek-

teverzuim, en daarbij dus ook verlies van inkomen, en/of re-integratie. De 

werkgever is daarnaast verplicht twee jaar een groot deel van het loon door te 

betalen (Wet Uitbreiding Loondoorbetalingsplicht Bij Ziekte) (1), echter zal 

ziekte dus wel een (tijdelijke) invloed hebben op de hoogte van het inkomen 

van de werknemer. Voor mensen met een arbeidsongeschiktheidsuitkering zijn 

er verschillende regelingen die zowel hen als werkgevers beschermen. De re-

cent ingevoerde Participatiewet moet er voor zorgen dat mensen met een ar-

beidsbeperking die kunnen werken (bijvoorbeeld mensen met Wajong uitkering; 

Wet arbeidsongeschiktheidsvoorziening jonggehandicapten), maar daarbij on-

dersteuning nodig hebben, aan het werk gaan zonder het recht op een uitkering 
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te verliezen. Er geldt tevens een ‘no-risk’ polis voor de werkgever bij ziektever-

zuim van een werknemer wanneer deze vanuit een arbeidsongeschiktheidsuitke-

ring aan het werk gaat (in de vorm van looncompensatie) (2). Hierdoor wordt 

zowel de positie van de werkgever als werknemer grotendeels beschermd tegen 

de nadelen van ziekteverzuim.  

 Sommige wijzigingen in wet- en regelgeving hebben echter ook nega-

tieve gevolgen voor mensen met een arbeidsbeperking of arbeidsongeschikten. 

Er is de laatste decennia veel bezuinigd op sociale zekerheid. Om het aantal 

mensen dat gebruik maakt van een arbeidsongeschiktheidsuitkering terug te 

dringen en kosten te besparen zijn er verschillende wijzigingen doorgevoerd; de 

periode dat men een uitkering kan krijgen werd verkort en de hoogte van de 

uitkering verlaagd. Daarnaast komen mensen na de invoering van de WIA (Wet 

werk en inkomen naar arbeidsvermogen), als vervanger van de WAO (Wet op 

de Arbeidsongeschiktheidsverzekering), nu minder snel in aanmerking voor een 

arbeidsongeschiktheidsuitkering. Steeds meer mensen worden ook gezien als 

‘gedeeltelijk arbeidsongeschikt’ en daarom toch geschikt bevonden voor be-

staande functies op de arbeidsmarkt (3). Deze wijzigingen hebben echter tot 

gevolg dat gezondheid steeds negatievere gevolgen heeft voor het inkomen.  

 Voor mensen die onder de participatiewet vallen hebben een aantal 

wijzigingen ook negatieve gevolgen. Tot op heden hadden werkgevers bijvoor-

beeld de mogelijkheid om loonkostensubsidie aan de vragen indien een werk-

nemer in verband met zijn beperking minder productief kn zijn: de werkgever 

kreeg dan een vergoeding voor het verschil tussen het betaalde minimuminko-

men/cao-loon en de daadwerkelijke loonwaarde (afhankelijk van iemands pro-

ductiviteit) (4). Deze regeling zal mogelijk vervangen gaan worden door de 

mogelijkheid tot loondispensatie: de werkgever betaalt de werknemer naar 

loonwaarde (productiviteit), niet naar de geldende cao. Als de werknemer hier-

bij minder verdient dan het minimumloon kan er een aanvulling mogelijk zijn 

tot minimumloon via het UWV of de gemeente (5). Nadeel voor de werknemer 

is dat deze altijd minder zal verdienen dan iemand in een soortgelijke functie, 

daarnaast zullen de opbouw van pensioen en de hoogte van WW beperkt wor-

den. Deze regelingen zorgen ervoor dat dat gezondheid nog steeds een sterke 

invloed heeft op de hoogte van het inkomen en beperkte mogelijkheden tot posi-

tieve inkomensveranderingen. Het College voor de Rechten van de Mens (6) 

waarschuwt dan ook terecht dat deze nieuwe regeling niet alleen gevolgen gaat 

hebben voor werknemers met een arbeidsbeperking op financieel gebied, maar 
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dat het ook gevoelens van minderwaardigheid zal gaan veroorzaken doordat ze 

niet dezelfde behandeling krijgen als hun collega’s zonder arbeidsbeperking. 

Het is daarom van groot belang om te anticiperen op de gevolgen die wijzigin-

gen in wet- en regelgevingen hebben voor werknemers in geval van ziekte of 

arbeidsbeperking. Naast deze regelingen bestaat er in Nederland, net zoals in 

veel andere Europese landen, een wet die de positie van werknemers moet be-

schermen tegen discriminatie op basis van gezondheid (Wet gelijke behandeling 

op grond van handicap of chronische ziekte). Voor deze regelingen en wetten 

geldt echter dat er toegezien moet worden op het naleven en correct uitvoeren 

van bestaande wetten en regelingen zodat selectie op basis van gezondheid 

voorkomen wordt.  

 Naast de aandacht voor selectieprocessen bij werknemers, zal er wel-

licht ook meer aandacht moeten komen voor het effect van deze selectieproces-

sen op jongere leeftijd. De jeugdgezondheidszorg zal in samenwerking met het 

onderwijs moeten voorkomen dat op jonge leeftijd selectieprocessen op basis 

van gezondheid (zowel fysiek als psychisch) en gezondheidsdeterminanten (bij-

voorbeeld persoonlijkheid, maar ook de sociale/sociaaleconomische leefomge-

ving) al een grote rol gaan spelen. Dit vereist gelijke kansen voor alle kinderen, 

zowel in gezondheid als in onderwijs. Professionals binnen het onderwijs zullen 

voldoende kennis moeten hebben over hoe gezondheid en de sociaaleconomi-

sche achtergrond van leerlingen schoolprestaties kunnen beïnvloeden, hoe dit 

beperkt kan worden en wat hun rol daarin is (bijvoorbeeld het niet laten beïn-

vloeden van beoordelingen van leerlingen door eigen vooroordelen). Echter 

zullen tevens wijzigingen in het schoolsysteem nodig zijn om te voorkomen dat 

(vroege) selectie op basis van gezondheid of achtergrond plaatsvindt en daarbij 

kansenongelijkheid, bijvoorbeeld door een latere selectie op onderwijsniveau 

waardoor kinderen meer ruimte krijgen om op de goede plek terecht te komen.  

 

Klassisme  

De samenleving waarin we op dit moment leven, verwacht van iedereen partici-

patie, eigen regie, eigen verantwoordelijkheid en zelfredzaamheid, echter niet 

iedereen kan aan deze verwachtingen voldoen. Daarnaast geloven steeds meer 

mensen in sociale mobiliteit en meritocratie: iedereen krijgt gelijke kansen op 

een succesvol leven, afhankelijk van inzet en talent. Tezamen zijn het de ingre-

diënten voor klassisme. Onze studies laten zien dat in Nederland mensen met 

een lagere sociaaleconomische positie (SEP) klassisme ervaren en dat het con-
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sequenties heeft voor hun gezondheid. In dit proefschrift hebben we niet uitge-

breid kunnen onderzoeken in hoeverre (ervaren) klassisme de sociaaleconomi-

sche gezondheidsverschillen kan verklaren. Desondanks laten onze resultaten 

zien dat de attitudes en stigma’s over mensen in lagere SEP groepen op macro-

niveau, zoals ervaren door lage SEP groepen, negatieve effecten hebben voor de 

gezondheid. Het veranderen van deze attitudes/stigma’s op macroniveau zal 

echter niet eenvoudig zijn.  

 Om iets te kunnen veranderen aan de bestaande stigma’s over bijvoor-

beeld mensen in armoede, uitkeringsgerechtigden of werklozen, verdient ‘klas-

sisme’ allereerst erkenning. Hoewel ‘klassisme’ in de laatste jaren af en toe naar 

voren komt in de Nederlandse media, staat het niet in de Dikke van Dale (7). 

Erkenning alleen al voor het bestaan van het begrip ‘klassisme’ zou al een eer-

ste stap zijn om mensen bewust te maken van het bestaan van klassisme, om 

klassisme aan te kunnen pakken en de gevolgen van klassisme voor de lagere 

SEP groepen te kunnen beperken. Klassisme, de stigmatisering van lagere SEP 

groepen, en de gezondheidseffecten ervan verdienen ook meer (media) aan-

dacht. In september 2016 heb ik de resultaten van het kwalitatieve onderzoek 

naar ervaren klassisme gepresenteerd bij een vrijwilligersorganisatie in Roer-

mond die mensen bijstaat in armoede. Bij deze presentatie waren zowel cliënten 

als professionals vanuit de gemeente, zorg- en maatschappelijke sector aanwe-

zig. De presentatie ging deels over de ervaringen van cliënten met een vrijwilli-

gersorganisatie zoals die in Roermond, maar ook over de ervaringen van klanten 

met andere professionals en mensen in hun omgeving: de sociale reacties op 

hun financiële situatie. Naar aanleiding van mijn presentatie is er een interview 

geweest en dit interview is uitgezonden op een regionale zender van Roermond 

(RTV, 30-09-2016). Daarnaast zijn de resultaten van de studies naar klassisme 

onder de aandacht gebracht op (inter)nationale congressen en symposia.  

 De kennis uit dit proefschrift kan in combinatie met kennis over (de-) 

stigmatisering en (anti-)discriminatie van andere doelgroepen wel gebruikt wor-

den om praktische toepassingen te ontwikkelen waarmee klassisme bespreek-

baar gemaakt kan worden in de samenleving en waarmee bestaande vooroorde-

len/stigma’s aangepakt kunnen worden. Deze praktische toepassingen zullen 

zich moeten richten op verschillende doelgroepen: de algemene bevolking, pro-

fessionals en vrijwilligers die werken met mensen uit lage SEP groepen, (poli-

tieke)besluitvormers en mensen die werken in de media (bijvoorbeeld journalis-

ten). Het is daarbij belangrijk dat mensen zich bewust worden van het bestaan 
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van klassisme, hun eigen vooroordelen over bepaalde SEP groepen, hoe ze er 

naar handelen en wat de gevolgen van klassisme zijn. Dit kan aangepakt worden 

door anti-stigma programma’s te integreren in het onderwijs.  

 Op jonge leeftijd, wanneer kinderen nog geen sterke vooroordelen ge-

vormd hebben, is onderwijs in diversiteit belangrijk (niet specifiek klassisme). 

Kinderen leren daarbij dat iedereen anders is (dik/dun, getint/blank, arm/rijk, 

groot/klein, enz.). Een methode die hierbij gebruikt kan worden is ‘anti-bias 

communication’ (8). Hierbij worden kinderen uitgenodigd om onderwerpen 

zoals diversiteit te bespreken aan de hand van voorleesboeken of wanneer de 

situatie zich voordoet. De leraar speelt hierbij een belangrijke rol en daardoor 

moeten zij zich ook bewust zijn van hun eigen vooroordelen en moeten zij we-

ten hoe ze diversiteit bespreekbaar kunnen maken.  

 Tijdens de opleiding van leraren, hulpverleners in de zorg- en maat-

schappelijke sector of mensen die werken in de media, ongeacht hoe ze in con-

tact gaan komen met mensen in lage SEP groepen, is aandacht voor klassisme, 

of stigmatisering/discriminatie in bredere zin, ook gewenst. Anders dan bij kin-

deren, hebben volwassenen al attitudes gevormd en zullen vooroordelen over 

mensen met een lage SEP al bewust of onbewust aanwezig zijn. Tijdens de op-

leiding is het belangrijk dat het onderwerp bespreekbaar wordt gemaakt en dat 

er actief nagegaan wordt wat hun vooroordelen zijn en hoe dit hun handelen 

beïnvloedt of zou kunnen beïnvloeden. Naast feitelijke informatie en positieve 

voorbeelden, zorgen discussies ervoor dat vooroordelen getriggerd en uitge-

daagd worden. Bij beroepen die veel cliënten- of patiëntencontact gaan hebben 

is contact met de doelgroep, in dit geval dus toekomstige cliënten/patiënten uit 

lage SEP groepen, ook een manier om positieve ervaringen op te doen en voor-

oordelen aan te pakken. Contact met toekomstige cliënten/patiënten uit lage 

SEP groepen kan professionals ook leren hoe ze empathie kunnen opbrengen 

voor deze doelgroep (bijvoorbeeld hoe ze mensen op een respectvolle manier 

kunnen benaderen). Daarnaast kunnen toekomstige professionals ook getraind 

worden in het reguleren van impulsief gedrag voortkomend uit vooroordelen of 

attitudes (9).  

 Voor mensen die in de media gaan werken, bijvoorbeeld als program-

mamaker, verslaggever of journalist, is het belangrijk om te leren hoe je stigma-

tisering in de media kunt voorkomen; bijvoorbeeld door bewust te zijn van je 

eigen vooroordelen, door te leren hoe je een programma kunt maken of artikel 

kunt schrijven zonder je eigen vooroordelen daarbij te laten beïnvloeden en 
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door wetenschappelijke kennis als basis te gebruiken. Attitudes van de algeme-

ne bevolking worden beïnvloed door wat ze lezen in de krant, op social media 

en wat ze zien op tv. Daarom is het belangrijk dat de boodschap die uitgezonden 

wordt geen stigma’s bevat. Het betrekken van mensen uit lage SEP groepen in 

het onderwijs van professionals, bij het maken van mediaprogramma’s 

/schrijven van artikelen en in (politieke) besluitvorming zorgt ervoor dat ze 

gehoord worden en persoonlijk contact kan zorgen voor positieve ervaringen en 

minder vooroordelen (9).  

 Het voorkomen van stigmatiserende boodschappen is echter niet alleen 

belangrijk in de media. Stigmatisering moet ook voorkomen worden in gezond-

heidspreventieprogramma’s. Zo kan een interventie die gericht is op het gebrek 

aan kennis binnen een lage SEP groep stigmatiserend werken: bijvoorbeeld 

wanneer deze doelgroep wel weet wat ‘gezond gedrag’ is, maar bijvoorbeeld 

door hun financiële situatie geen gezonde voeding kan veroorloven of de priori-

teit even niet heeft liggen bij ‘gezond gedrag’ maar bij ‘het hoofd boven water 

houden’.  

 Het aanpakken van klassisme op macroniveau is belangrijk, echter moet 

er ook aandacht zijn voor de ervaring van klassisme binnen lage SEP groepen 

en de negatieve consequenties die het voor hen kan hebben. Onze studies naar 

ervaren klassisme benadrukken het belang van het voorkomen van (psychische) 

gezondheidsklachten door ervaren klassisme. Binnen de hulp-/zorgverlening 

aan mensen uit lagere SEP groepen, bijvoorbeeld door huisartsen, maatschappe-

lijk werkers of psychologen, dienen professionals daarom rekening te houden 

met de invloed die ervaren klassisme kan hebben op iemands gezondheid. Het 

ervaren van klassisme moet bespreekbaar worden binnen de hulpverlening. 

Wellicht kunnen de resultaten van ons onderzoek fungeren als aanzet voor in-

terventies die mensen uit lage SEP groepen leert omgaan met stress van het 

hebben van financiële problemen en het ervaren van klassisme. Naast interven-

ties zou er ook meer aandacht kunnen zijn voor het bespreekbaar maken van 

ervaren klassisme binnen lage SEP groepen, bijvoorbeeld in buurthuizen of bij 

sociale projecten die zijn opgezet voor mensen met een afstand tot de arbeids-

markt of voor mensen met een kleine beurs. Bij deze benadering zal er echter 

rekening gehouden moeten worden met het gevaar van ‘blaming the victim’: 

klassisme is immers vooral een maatschappelijk probleem, niet een individueel 

probleem.  
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Wetenschappelijke bijdrage 

De studies in dit proefschrift zijn gepresenteerd op zowel internationale als na-

tionale congressen en gepubliceerd in internationale wetenschappelijke tijd-

schriften. Op deze manier hebben ze bijgedragen aan de kennisvermeerdering 

binnen de wetenschap en bieden ze de basis voor toekomstig onderzoek naar 

(ervaren) klassisme en ongezonde homogenisering.  
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Dankwoord 
 

Oh Lord 

This is so much harder than I thought 

But I will give them everything I've got 

One day I am gonna prove them wrong 

 

(Lost Frequencies & Zonderling, Crazy, 2018) 

 

 

Er zijn veel momenten geweest de afgelopen jaren waarop ik dacht dat dit mo-

ment er nooit zou komen, maar het proefschrift is klaar! Maar alleen was mij 

dat nooit gelukt. Daarom wil ik een aantal mensen graag bedanken voor hun 

bijdrage.  

 

Als eerste wil ik mijn promotieteam bedanken: mijn promotor Hans, copromo-

tor Annemarie, maar ook Daniëlle die mijn copromotor was in de eerste jaren 

van het promotietraject. Hans, als HSRM-student klopte ik bij je aan met de 

vraag of je mijn begeleider wilde zijn bij het schrijven van mijn onderzoeks-

voorstel en afstudeerscriptie. Dit deed je graag, mits ik wel voor een promotie-

plek wilde gaan na mijn master. Met een volmondige ‘ja’ dacht ik wel even 

‘waar heb ik me nu op vastgelegd?!’ Maar het heeft goed uitgepakt. Ik wil je 

bedanken voor je grote betrokkenheid bij het promotieproject, deskundigheid, 

kritische blik op zowel inhoudelijke als tekstuele punten, maar vooral ook voor 

de mogelijkheden en vrijheid die je mij geboden hebt. Annemarie, na het ver-

trek van Daniëlle werd jij mijn copromotor. Met een frisse blik keek jij naar de 

geplande onderzoeken en artikelen. Jouw inbreng zorgde er dan ook voor dat 

we weer eens kritisch keken naar wat we aan het doen waren. Daarnaast wil ik 

je bedanken voor je deskundige inbreng, zeker wanneer het ging over statisti-

sche analyses, je waardevolle feedback en persoonlijke betrokkenheid. Daniëlle, 

je werd mijn tweede thesis begeleider, en later dus ook copromotor, toen je nog 

in America zat; ons eerste contact was dus via e-mail, maar daarom niet minder 

persoonlijk. Doordat het promoveren voor jou ook nog niet zo lang geleden 

was, vond ik het fijn om te kunnen leren van jouw ervaringen en kennis. Helaas 

hebben we het niet samen af kunnen ronden, maar dat doet niks af aan hoe 
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dankbaar ik ben voor je bijdrage. Hans, Annemarie en Daniëlle, ik weet zeker 

dat dit proefschrift er nooit was gekomen met een ander promotieteam, een 

ander project of andere vakgroep. 

 

Daarnaast wil ik ook Inge graag bedanken voor haar waardevolle bijdrage aan 

het kwalitatieve artikel. Je hebt me wegwijs gemaakt in het doen van kwalitatief 

onderzoek en zeker bij het analyseren van de grote hoeveelheid aan transcripten 

was jouw kennis en gemeende interesse in de verhalen van de participanten zeer 

waardevol.  

 

De leden van de beoordelingscommissie, prof. dr. Horstman, prof. dr. Huisman, 

prof. dr. van de Mheen, prof. dr Kempen en dr. Oenema, wil ik bedanken voor 

hun bereidheid zitting te nemen in de commissie en voor de tijd en energie die 

zij hebben gestoken in het beoordelen van mijn manuscript. Ook de overige 

leden van de corona wil ik graag bedanken voor hun inzet.  

 

Dit proefschrift was er niet gekomen zonder de deelname van onze participan-

ten. Ik wil hen dan ook graag bedanken voor hun inzet. Daarnaast wil ik de 

Vincentius Vereniging bedanken voor hun medewerking.  

 

Dan zijn er nog mijn kamergenootjes, Yvonne, Karina, Ivon, Yvette, Marie-

José, Angelique Vermeiren en Jeroen die ik wil bedanken. Of het nu ging over 

onze onderzoeken/artikelen/analyses, over promoveren, over persoonlijke din-

gen of gewoon even over koetjes en kalfjes, het was altijd gezellig. Yvonne, we 

zagen elkaar niet elke dag, dus soms moest er even goed bijgekletst worden. Ik 

vond het altijd heel gezellig en ik wil je bedanken voor je steun in de afgelopen 

jaren. Karina, ‘Oooo no, now I have to speak English all day!’ that was my first 

thought when I heard that you were going to be my roommate for a year. But 

luckily that was not a problem at all and I enjoyed our time together. We had a 

very special goodbye in 2015, knowing that we were both pregnant and due in 

the same week! Thank you for all your personal support. One day we will meet 

again! Angelique, ik vond het fijn dat ik mijn laatste loodjes met jou heb kun-

nen delen. Dankjewel voor je interesse, je openheid en steun.  

 

En dan hebben we natuurlijk nog alle overige collega’s van de vakgroep Sociale 

Geneeskunde. Wat ben ik blij dat ik op deze vakgroep terecht ben gekomen. Ik 
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kijk met heel veel plezier terug op de vakgroepuitjes en -etentjes. Een aantal 

collega’s wil ik in het bijzonder bedanken. Isel, jij was degene die het afronden 

van mijn proefschrift durfde te vergelijken met een bevalling. Nou, niks was 

minder waar. Maar geef mij toch maar een gewone bevalling hoor, deze duurde 

veel te lang! Ik wil je bedanken voor alle praktische hulp en gezellige kletsmo-

menten. Frans, bedankt dat je als vakgroepvoorzitter mij de mogelijkheid hebt 

gegeven bij Sociale Geneeskunde te promoveren. Ik zal je humor zeker niet 

vergeten! De buurtjes Elisabeth en Nicole, bedankt voor jullie persoonlijke be-

trokkenheid en gezelligheid. Angelique de Rijk, bedankt voor je openheid, ge-

zelligheid en interesse in mijn werk. Natuurlijk ook bedankt voor je bereidheid 

zitting te nemen in de corona.   

 

Mijn studentenleven begon niet in Maastricht, maar in Eindhoven. Aan die tijd 

heb ik een gezellig clubje vriendinnen overgehouden: het verpleegkunde-clubje. 

Ik wil jullie bedanken voor jullie steun in leuke en minder leuke tijden. Tijdens 

de opleiding koos ik ervoor om een andere weg in te slaan, maar desondanks 

hebben jullie altijd achter me gestaan, welke keuze ik ook maakte. Daarom heb 

ik jullie, Cheyenne en Tracy, ook gevraagd als mijn paranimfen; jullie wil ik 

achter me hebben staan tijdens de verdediging. Tracy, jouw welgemeende inte-

resse en goede doorvraagtechnieken zorgden voor veel interessante gesprekken 

die mij vaak ook weer nieuwe inzichten gaven. Cheyenne, goede of slechte 

tijden, jij was/bent er altijd, zelfs nu we beide een eigen gezinnetje hebben en 

we niet bij elkaar in de buurt wonen. Dankjewel dames!  

 

Dan hebben we nog de dames en heren van het kokkerelclubje. Dankjewel voor 

jullie gezelligheid, luisterend oor en adviezen. De Guido’s wil ik in het bijzon-

der bedanken voor hun steun in de afgelopen jaren: van weekendjes weg vol 

goede gesprekken tot het uit de brand helpen met verdwenen manuscripten.  

 

‘Beter een goede buur dan een verre vriend’, helemaal waar hè Margriet en 

Herman? Wat ben ik blij dat jullie onze buurtjes zijn. Dankjewel voor jullie 

hulp, zoals het verzorgen van de hondjes wanneer wij weer eens een lange dag 

maakten op het werk, maar vooral voor jullie betrokkenheid bij ons gezin.  

 

Dankjewel Lisa voor het uit de brand helpen met het fotograferen van de cover. 
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Voor iedereen die ik niet bij naam heb genoemd, maar die direct of indirect wel 

betrokken is geweest: dankjewel voor jullie steun!   

 

Familie ‘de Moes’, Mam en pap, Ashley en Miranda, Arjan en Berit, ‘One day I 

am gonna prove them wrong’, jaren geleden hadden we niet kunnen bedenken 

dat ik ooit zou gaan promoveren, maar hier ligt nu toch echt hét boekje! Maar 

dit boekje was er zonder jullie nooit gekomen. Dankjewel dat jullie er al die tijd 

voor ons zijn geweest; niet alleen voor mij, maar ook voor Gerrion en Quinn. 

En inderdaad Ashley, het zijn allemaal best normale mensen hier op de uni!   

 

De ‘Op het Veldjes’, Tilly, Pierre en Nancy, wil ik ook bedanken voor alle 

steun de afgelopen jaren, van het werken in de tuin tot het kunnen aanschuiven 

met eten na een lange werkdag. Wellicht heb ik vanaf nu tijd om zelf wat meer 

te klussen ;) 

 

Last but not least, Gerrion en Quinn. Gerrion, voor jou zijn de afgelopen jaren 

misschien wel pittiger geweest dan voor mij: ik moest dealen met de promotie-

stress, jij met mij. Dankjewel dat je ondanks alles mij bent blijven steunen en 

motiveren, zelfs op momenten dat ik de handdoek in de ring wilde gooien en 

geen zonnetje in huis was. Ik zie uit naar de komende jaren: zonder alle stress 

door verbouwingen en promoveren, lekker genietend van ons gezinnetje in òs 

Putbrooks paradieske. Quinn, voor jou heeft mama doorgezet, zodat we daarna 

‘boetuh’ kunnen spelen zoveel als je wil. Mama is eindelijk ‘klaaaar!’ 
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