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The analysis adds to the body of Bourdieusian research by showing how
the effects of objective social class on health are partially mediated by
perceived social status. It also adds to substantive research on the
relationship between class and health by suggesting that class-related
health inequalities do persist for older people, even for those who are not
in paid employment. It suggests that a large amount of the effect of
occupation on the health of older people is not direct but indirect - through
their personal wealth and lifestyle.
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Epidemiology has set the agenda for health inequalities research, with work based on a
conception of class as labour relations, operationalised through measures of occupational
class (Higgs and Scambler 1998; Bolam, Murphy and Gleeson 2004; Roelfs et al. 2011).
Occupational class is less theoretically robust in defining life chances once people reach state
pension age and a majority cease to be in paid employment. Indeed, the retired have been
excluded from much class analysis, including that exploring health inequalities (Borrell et al.
2010; Kavanagh et al. 2010; Lahelma et al. 2010; Malmusi, Borrell and Benach 2010;
Vanroelen et al. 2010; Nishimura 2011; Rosenfield 2012), although recent class analysis does
include retired people (Demakakos et al. 2008; Huijts, Eikemo and Skalicka 2010; McMunn
et al. 2009; Prus 2011; Zimmer and Prachuabmoh 2012).

It is reasonable to suppose that, in addition to the effects of material circumstances and
the specific occupational characteristics that marked their social position during working life,
the lifestyle characteristics of retired people affects their health status (Poortinga, Dunstan
and Fone 2007; Schau, Gilly and Wolfinbarger 2009; Scherger, Nazroo and Higgs 2011). The
aim of this investigation is to explore whether lifestyle characteristics are important to the
health status of people in later life, using panel data from the English Longitudinal Study of

Ageing (ELSA).

BACKGROUND

Objective Social Class

Our analysis is influenced by Bourdieu (1979). Bourdieu argues that status in the class
structure is dependent not only on relations within labour markets but also has a symbolic
dimension that is related to consumption patterns (Chan and Goldthorpe, 2007:169). He drew

a distinction between the “pertinent” occupational characteristics by which people are
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classified (Bourdieu, 1979:102) and secondary properties of class that relate to social
background and lifestyle.

These secondary properties exist as economic, cultural and social capitals (Bourdieu
1986). Economic capital comprises assets that can be directly converted into money (such as
houses and stocks and shares). In the context of health “possibilities” (Bourdieu 1992:206),
the possession of sufficient wealth may determine the material conditions of life and make it
possible for individuals to access private health-related services that may improve their health
or mitigate disease.

Cultural capital is embodied in highbrow cultural and material tastes (Bourdieu, 1986:47). To
“appropriate” cultural capital, one must possess the means to “consume” cultural and material
goods, including sufficient physical energy, knowledge and competencies (Bourdieu
1986:50). Lifestyle habits link cultural capital to health status and: “the body is the most
indisputable materialization of class taste” (Bourdieu, 1979:190). The link between exercise
habits and class was tested by Engstrom in her Swedish longitudinal research (2008). She
found that habits of middle age were related to cultural capital acquired in childhood.

Social capital is gained through membership of social groups, personal and formal.
Bourdieu (1986:51) argues that “durable” social networks give access to the collective capital
of recognition and support. Supportive networks may have a direct link to health status
through the mutual support and shared experience between members that they bring.
Networking activities may also confer high perceived social status and, in this way, affect
health indirectly. In research, intensity of participation in social and civic networks are
widely used as a measure of social capital (Putnam 1993; Carpiano 2006; Ellaway and
Macintyre 2007; Murayama, Fujiwara and Kawachi 2012; Nyqvist and Forsman 2012) and
there is some evidence that this is directly beneficial to health (Helliwell and Putnam 2004;

Schultz et al. 2008; Snelgrove 2009; Giordano and Lindstrom 2010).
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Subjective Social Status

Following Cockerham (2005:55), the consumption patterns reflected in cultural and social
capital may be linked to health at least in part through the perception that individuals have of
their social status. This connects to Bourdieu’s own argument. He suggests links between
economic capital, cultural capital and perceived social status in his discussion of the “natural
distinction” of the bourgeois (1979:57).

We include a measure of subjective social status (SSS) that derives from the psychosocial
hypothesis that relative socioeconomic status is important for health in addition to absolute
socioeconomic circumstances (Wilkinson 1996). In research, SSS is linked to health status
through the low grade chronic stress (“status syndrome”) of those at the bottom of the social
hierarchy (Marmot, 2004) and is significantly associated with health status, independently of
objective economic indicators (Adler et al. 2000; Ostrove et al. 2000; Singh-Manoux 2003;
Demakakos et al. 2008; Rablen and Oswald 2008; Theodossiou and Zangelidis 2009; Sakurai
et al. 2010; Shankar, McMunn and Steptoe 2010; Reitzel et al. 2011; Netuveli and Bartley

2012).

Research Questions
We formulated the following research questions:
e How far is the relationship between occupational class and health direct and how far
mediated by cultural, social and economic capitals?
e s the association between occupational class and health mediated via SSS?
e Is the association between wealth and health mediated, at least in part, via cultural
and social capital?

e Are cultural and social capitals associated with health status via SSS?
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DATA AND METHODS
Data
ELSA is a panel study of men and women aged 50 or older drawn from sample members
from the Health Survey for England. The first wave of ELSA (2002-3) had an individual
response rate of 67 percent and sampled over 12,000 men and women. We used data from the
first five waves (2002 to 2011 inclusive). The sample was refreshed at waves 3 and 4 to
maintain the representation of people aged 50-53 years (Steptoe et al. 2012).

This is a longitudinal analysis of the same respondents at different time points so that the
predictor variables are at an earlier time point than the health outcome variables. The sample
includes all respondents who took part in ELSA Wave 1 who were still respondents in Wave

5 (n=6241).

Outcome Variables

Our aim was to choose variables that expressed different aspects of health. We rejected
measures of specific physical conditions (such as diabetes or ischaemic heart disease) or that
were absent in some waves. Our measures were: self-rated health; number of difficulties with
activities of daily living (ADLs); and number of symptoms of depression.

Response categories for self-rated health were ‘excellent’, ‘very good’, ‘good’, ‘fair’, and
‘poor’. The ADL score aggregated responses from dichotomous measures of difficulties with:
bathing or showering; dressing; getting in and out of bed; walking across a room; using the
toilet; and eating meals. The symptoms of depression score aggregated responses from
questions in the CESD-8 depression scale about whether, within the last week, respondents
felt: depressed; that things were an effort; slept badly; were happy; were lonely; enjoyed life;
felt sad; and could not get going (for details of CESD-8: Blazer et al. 1991; Kohout et al.

1993).
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These variables were treated as continuous in the path models. However, they were
dichotomised for the descriptive analysis of their relationship with occupational class. For
self-rated health, fair or poor health became one category and excellent, very good and good
health became the other category. For ADL difficulties, respondents with no difficulties were
separated from those with difficulties (Lynch, Brown and Harmsen 2003). For depression,
respondents with four or more symptoms were separated as depressed from those with fewer

symptoms (Blazer et al. 1991; Kohout et al. 1993; Steffick 2000).

Predictor Variables
Social class was assessed in this analysis using: occupational class; wealth; five measures of
cultural capital; three measures of social capital; and a measure of SSS. For occupation, NS-
SEC (National Statistics Socio-Economic Classification) was chosen because it classifies in
terms of working relations and conditions and corresponds to the primary aspect of social
class for Bourdieu (see Goldthorpe 2000:206). We used the three class version of NS-SEC
with categories of: managers and professionals; intermediate; and routine. This is the only
derivation of NS-SEC that “may be assumed to involve a sort of hierarchy” and allows
comparison between high and low occupational class (ONS 2010:Section 7) . Many
researchers use it (for example: Henz, 2004; Croxford and Paterson, 2006; Csedo, 2008;
Rowe et al, 2008; Jackson, 2012; Khattab, 2012; Thomas et al, 2012 and Scourfield et al,
2013 although it has been criticised for its lack of detail by Rose et al (2005:22). The measure
used for work status is: paid work (Y/N).

Economic capital is operationalised as total non-pension wealth for the benefit unit. It
includes all wealth held by a household in financial assets, property, other physical assets and
the assets of any business they own and is measured net of any outstanding debts (Crawford

and Tetlow, 2010:15). We hypothesise that wealth may be linked to health status directly,
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through material benefits and indirectly via SSS. It may also give access to cultural goods
that must be privately financed, such as theatre-going. The wealth variable was scaled using
£100,000 units to make the unstandardised effects easier to discern.

Cultural capital includes both tastes and activities. Participation in highbrow cultural
activities is often used as a proxy for cultural capital in quantitative studies (Wildhagen,
2009; Meier Jaeger, 2011; Byun et al. 2012). In this secondary analysis, we are limited by the
variables available in ELSA. Measures include engagement in both cultural and health
behaviours. Cultural participation is measured by the frequency of visits to museums and
galleries, to theatres and opera, and to the cinema. Responses were categorised within a six-
point scale, ranging from ‘never’ to ‘twice a month or more’. We also include health
behaviours: smoking (Y/N); and frequency of alcohol consumption (a six-point scale from
‘not at all’ to ‘twice a day or more”).

Social capital is measured using three different networks: the number of close
relationships with family and friends, excluding spouse and children; committee membership,
Y/N; and frequency of volunteering measured using a four-point scale from ‘less than once a
year or never’ to ‘twice a month or more’. Again, this range of variables is dependent on the
available secondary data.

SSS was assessed using the MacArthur scale, conceptualised as a ten-rung ladder.

Respondents were asked to mark a cross on a rung:

Think of this ladder as representing where people stand in our society. At the top of the
ladder are the people who are the best off — those who have the most money, most
education, and best jobs. At the bottom are the people who are the worst off — who have

the least money, least education, and the worst jobs or no jobs.

Ladder score ranged from 1 (bottom rung) to 10 (top rung).
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Attrition

Our sample of respondents who continued from Wave 1 to 5 was slightly different in profile
to respondents who dropped out. The retained cohort was slightly younger than the full Wave
1 sample (mean age of 62.78 years compared to the full sample mean age of 65.27 years).
They were also of higher occupational class (34.1% in managerial and professional
occupations compared to the full Wave 1 sample of 29.8%) and also slightly healthier in
Wave 1, with a higher proportion who rated their health as “excellent” (15.4% compared to

13.2% in the full sample).

Analytic Strategy

We used path analysis to explore the total, direct and indirect effects of predictor variables on
a range of health outcomes. In this analysis, the predictor variables were lagged at an earlier
time point than the outcome variables (Mertler and Vannatta 2001:199) and were taken from
ELSA wave 1. For the outcome variables, we focussed on the worst outcome regardless of
recovery between waves 2 to 5 (in the case of self-rated health the wave 3 variable was not
used because it had different response options).

We expected that the most important pathways linking the cultural participation variables
to the health outcome variables would be mediated by their effect on the SSS of respondents.
We did, however, add paths directly to the health outcome variables in order to cover every
possible option in terms of effects.

There is an issue about the direction of causality between predictors in the model, because
the predictors are all from the same time point. We theorise that the secondary characteristics

of objective class, such as wealth, cultural participation and social participation, derive from
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occupational class rather than the reverse. Following Bourdieu, we also suggest that people’s
perceptions of their social status are the result of their objective social class.

In whichever direction/s causality is theorised to run, it remains the case that the most
important associations in this analysis are those between the predictors and the health
outcome variables. In this longitudinal analysis, the direction of causality is largely resolved
because the health outcomes are from a later time point than the predictors and models are
adjusted for baseline health scores.

The control variables of sex, age, age” (to take account of the quadratic relationship of
age with health status), and baseline health status, were lagged from wave 1. This
longitudinal approach provides a “parsimonious estimate” of the effect of the predictors on
health status, because it removes any prior effect of the predictors on health, as well as any
prior effect of health on the predictors (Nazroo 2011:234). It understates effects in two ways:
by attending to health change over a short time period only; and by controlling for some of
the effect of occupational class on health that may have occurred earlier in the life course.

A correlation matrix was produced to check for multicollinearity between variables.
There was no substantial multicollinearity (>.7 or <-.7) except between age and agez. In the
path models, double-headed paths were added between these two variables and this improved
model fit.

This analysis was done using Amos. Amos computes path coefficients based on linear
regression. This assumes that measured variables are continuous. In this analysis, some
variables are measured at an ordinal level and the assumption is made that they are latent
continuous variables in which each category is a threshold, based on Fidell and Tabachnick:
“the trick is to produce reasonable values for these types of variables for analysis”

(2007:729).
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We used Bollen-Stine bootstrapping to correct for non-normality in the sample data. This
will not work with missing data so missing values were imputed (regression imputation). We
estimated goodness of fit using the root mean square error of approximation (RMSEA). This
compares the model to the saturated model. It is the only index appropriate to sample sizes
greater than 2000. RMSEA values larger than .10 are considered to be indicative of poor-
fitting models, although opinions do vary (Browne and Cudeck 1993; MacCallum, Browne
and Sugawara 1996; Steiger 2000; Chen et al 2008). The Bentler-Bonett normed fit index
(NFI) was used as a comparator. It compares the chi-square value of the model to the
independent model. High values (greater than 0.95) are indicative of a good-fitting model.

There were large residual variances between the cultural capital variables and between the
social capital variables. It is reasonable to allow the residual covariances for the cultural and
social capital variables to be estimated, because the observed variables may be viewed as
indicators of underlying latent variables. Double-headed paths were, therefore, added

between these residual covariances.

RESULTS
Predictor profiles
The sample was fairly equally distributed between the three occupational classes with 34%
managers and professionals and 41% routine workers. The median wealth of households in
2002/03 was £152,711. 20% of respondents had household wealth below £50,000 and 10%
had wealth over £500,000. Over one-third of the sample was in paid employment.

For SSS, responses clustered around the middle of the scale. Over one-quarter of the
sample visited the theatre or opera every few months or more frequently. Fewer respondents
went to museums or galleries, or visited the cinema over the same time period. Just over one-

third were committee members and nearly thirty percent volunteered at least once a year. The
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mean size of respondents’ personal networks was just under five persons. One-sixth of the

sample smoked and under ten percent abstained from alcohol.

Class Inequalities

Table 1 shows that significant class inequalities in health persist in later life. People whose
main occupation during their working lives was routine were more than twice as likely as
people from managerial or professional backgrounds to report fair to poor health, with
slightly smaller class differences for ADL difficulties and symptoms of depression. Forty
percent of the sample reported their worst health score to be poor or fair, over one-third
reported having difficulty with one or more ADLs, but only one-twentieth of the sample had
four or more symptoms of depression.

///TABLE 1 ABOUT HERE///

Unstandardised direct Effects

Figure 1 shows regression coefficients for each of the paths in our models. The positive
coefficients reflect associations between ‘good’ values for predictors and outcome variables.
For example, symptoms of depression (0-8 symptoms) is coded inversely and high scores
reflect few or no symptoms.

As expected, the control variables, age, agez, gender and health status at wave 1, had the
largest effects on the health outcome variables. For this sample, occupational class has an
independent small direct effect on subsequent self-rated health, when controlling for baseline
health. In contrast, class had no independent relationship with the number of ADL difficulties

that respondents had, or their symptoms of depression.

10
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Class showed independent effects on wealth, on SSS, on cultural and civic participation
and on smoking. When occupational class rose by one category, respondent total wealth rose
by over £100,000.

Museum/gallery-going rose by nearly one-sixth for respondents from the managerial and
professional class when compared to those from routine occupations, with similar effects for
theatre/opera-going and for cinema attendance. The same pattern was found for volunteering,
although the effect was weaker. Managers and professionals in the sample were twenty
percent more likely to be committee members than were routine and manual workers. The
SSS of managers and professionals was eight percent higher overall than for routine workers.
They were also ten percent less likely to smoke but more likely to consume alcohol
frequently.

Wealth had independent direct effects on a range of variables. It had a small positive
effect on self-rated health and was likely to reduce the number of symptoms of depression
that respondents had. It had no direct effect on in the number of ADL difficulties. Wealthier
respondents were more likely not to smoke, to consume alcohol more frequently, to have
higher SSS, to engage in cultural activities more frequently and to be volunteers or committee
members.

Work also had an independent effect on health, overall. The greatest effect for the three
health outcomes was on self-rated health. Having a job increased self-rated health by two
percent and conferred a four percent increase in SSS.

SSS had a direct independent effect on all health outcomes when controlling for health at
baseline. Respondents at the top of the status ladder had nine percent better self-rated health
overall than those at the bottom. They also had four percent fewer ADL difficulties and five

percent fewer symptoms of depression.

11
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The cultural and social participation variables had few independent direct associations
with health outcome. Going regularly to museums, art galleries, or the cinema had positive
effects on respondents’ self-rated health. Volunteering and the size of social networks had
positive effects on the number of symptoms of depression reported.

Cultural participation also had an independent effect on SSS. Increasing the frequency of
theatre-going and museum attendance by one category predicted just over one percent
increase in SSS. Being a committee member increased SSS by just under two percent. The
size of the social network of respondents also had a very small independent effect on SSS.

Smoking, as one might expect, had an independent effect on health. It accounted for over
three percent of self-rated health score and around one and a half percent of the scores for
ADL difficulties and depression. Respondents who smoked were likely to have two and a
half percent lower SSS than non-smokers.

///FIGURE 1 ABOUT HERE//

Standardised Effects

Table 2 compares standardised direct and indirect effects on health. The path model for self-
rated health explained 36.3 percent of its variability and was a moderately reasonable fit with
RMSEA =.081 and NFI =.961. The path model for ADL difficulties accounted for 39.2
percent of variance with a RMSEA score of .074 and NFI of .967. For depression, the
predictors accounted for 27 percent of variance and the model was a reasonable fit with
RMSEA = .077 and NFI = .963. In general, the predictors had the strongest total effects in
relation to self-rated health. They had a slightly weaker effect on the number of symptoms of
depression that respondents had and the weakest effects were on their number of ADL

difficulties, when controlling for health at baseline.

12
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Class was the most important predictor of health status overall. It had a significant direct
effect only on self-rated health, where the direct path accounted for one-third of the total
effect. Most of the effect of class for all three health outcomes was indirect, with the most
important paths operating via wealth, cultural participation and SSS. Class had a much
greater indirect effect on self-rated health than it did on the other two health outcomes.

Wealth had a similar profile in its effects to class, but with important direct effects on all
three health outcomes - around one half of its total effect. The direct effect of wealth
presupposes indirect effects via a range of material factors that promote good health, but are
missing in this model (such as good housing and diet). The most important indirect effect of
wealth on all three health outcomes in this model was via SSS.

Working status had a total effect on health that was comparable to wealth, but most of its
effects were direct. SSS was an important predictor of changes in health with a direct effect
around one-quarter greater than wealth for all health outcomes. Most of the other predictors
had non-significant direct effects. An exception is smoking, with a total effect on all health
outcomes that was only slightly less than that of wealth.

The cultural participation variables had moderate effects on the self-rated health of
respondents that ranged from 30 percent to 55 percent that of wealth and 18 to 55 percent of
class, when controlling for health at baseline. Their separate effects on number of ADL
difficulties and number of symptoms of depression for this sample were less consistent and
generally weaker. In combination, the total effect of these cultural participation variables on
health was relatively large. For self-rated health and the number of ADL difficulties of
respondents, the total effect of cultural participation was more than the effect of wealth and
nearly as much as the effect of class. The effect on the number of symptoms of depression

was similar but smaller.

13
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The effects of social participation on health were smaller. Being a volunteer and having a
larger personal network did have a moderate direct effect in reducing symptoms of
depression. These effects were half the direct effects of working, but larger than those from
any other predictor.

///ITABLE 2 ABOUT HERE//

DISCUSSION

This longitudinal path analysis of health change in older people includes measures of
objective and subjective social class. It adds to research on the links between occupation and
health (Foraker et al. 2011) and to work that found subjective measures of class to be equally
or more strongly related to health than objective measures of socioeconomic position (Dunn,
Veenstra and Ross 2006) or more (Adler et al. 2000; Ostrove et al. 2000; Singh-Manoux,
Adler and Marmot 2003; Demakakos et al. 2008).

The analysis suggests that class-related health inequalities do persist for people who are
near or in retirement. For this group, occupational class appears to have most effect via
accumulated material resources that are used to arrange their lives. There is also a strong
independent link between wealth and health inequalities via SSS. This suggests that the
relationship seen here between SSS and health has some of its origin in material inequalities.
As Freund (2006) has argued, material environments may influence the body both materially
and as a source of psychosocial stress (also Hoffman 2011). Davidson, Kitzinger and Hunt
(2006) have shown how awareness of class and material living circumstances impact on
perceptions of status, hierarchies and social comparisons at the individual level (also Bolam,
Murphy and Gleeson, 2004).

In this analysis social capital appears to be less important for health than economic and

cultural capital. Volunteering and having a large network of family and friends do appear to

14



Page 15 of 28

O©CoO~NOUTA,WNPE

Sociology of Health and lliness

have a protective effect in relation to depression and this is confirmed by previous research.
Song (2011) found a strong inverse relationship between social participation and
psychological distress. De Jong Gierveld and Dykstra (2008) found an inverse relationship
between the number of family generations supported and loneliness in older people.

This analysis of pathways between health and economic and social inequalities adds to
research that explores multiple aspects of stratification and health inequalities (McDonough,
Worts and Sacker 2010; Mackenbach 2012). We have assessed effects from predictors
relatively using comparators that have well-evidenced relationships with health status, such
as economic class and wealth. Our findings point to a conception of social class that goes
beyond economic class, one that is the product of processes of stratification operating across
social domains, such as the economy, culture and civil society. In order to understand
inequalities in health we need to come to terms with this wider nexus of material and social
inequalities and to explore further these processes of stratification.

If the health status of older people is partly the result of structural factors that operate in
cultural and civic domains then the provision of public resources to encourage cultural and
social participation more widely will have positive health effects. There are ten million
people in the UK over 65 years old (one in six people). In 2007/08, the average care bill for
NHS services to retired households was over £5,000 per household per year

(www.parliament.uk). In this context, if the government want to reduce costs to the NHS

from ill-health in the elderly, it might be good policy (even in a recession), to reconsider the

evidence for cutting subsidies to museums, theatre groups and sports activities.
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Table 1!

NS-SEC (ref. cat. = MA&P)

Managerial, Intermediate Routine & manual
administrative &
professional
% 25.8 239 50.3
OR 1.00 1.38 2.37
95% ClI 1.522-1.236 2.499-2.245
% 27.5 24.3 48.2
14 iffi ith 1+
15 2;;‘:°”'ty with 1 OR 1.00 131 1.94
16 95% Cl 1.447-1.177 2.060-1.820
17 4+ symptoms of % 25.5 22.0 52.5
yme OR 1.00 1.18 1.88
18 depression
19 95% Cl 1.396-0.960 2.060-1.696
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11 Reporting fair or
12 poor health

95 ! Source: Marmott, Michael, Z. Oldfield, S. Clemens, M. Blake, A. Phelps, J. Nazroo, A. Steptoe, N. Rogers and J.
g? Banks. 1998-2011. The English Longitudinal Study of Ageing UK Data Service [distributor]. Pi. 10.5255/UKDA-
SN-5050-5.
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3 health outcomes = self-rated health, ADL difficulties, depression
2 health behaviours = alcohol frequency, smoking
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Table 2'
ADL Symptoms o
Self-rated health difficulties Ze:ressionf
Class
Direct .040 .004 .022
Via wealth .016 .009 .012
Via subjective social status .018 .010 .014
Via theatre/opera-going .006 .007 .004
Via museum/gallery-going .010 .002 .004
Via cinema-going .009 .005 .004
Via volunteering .004 .003 .006
Via committee membership .003 .001 .000
Via social networks .000 .000 .000
Via alcohol frequency .004 .002 .005
Via smoking .007 .004 .005
Via work .000 .000 .000
Total 117 .048 .076
Wealth
Direct .032 .017 .027
Via subjective social status .016 .008 .012
Via theatre/opera-going .002 .003 .001
Via museum/gallery-going .005 .001 .002
Via cinema-going .003 .002 .002
Via volunteering .001 .001 .002
Via committee membership .002 .001 .000
Via social networks .000 .000 .001
Via alcohol frequency .003 .002 .004
Via smoking .005 .003 .004
Total .069 .038 .054
Work
Direct .057 .027 .067
Via subjective social status .009 .005 .007
Total .066 .032 .074
Subjective social status
Direct .086 .046 .066
Theatre/opera
Direct .012 .022 .007
Via subjective social status .009 .005 .007
Total .021 .027 .013
Museum/gallery
Direct .031 .003 .008
Via subjective social status .007 .004 .005
Total .038 .006 .014
Cinema-going
Direct .034 .022 .015
Via subjective social status .004 .002 .003
Total .038 .024 .018
Committee
Direct .011 .005 -.004
Via subjective social status .004 .002 .003
Total .015 .007 .000

' Source: Marmott et al., ibid.
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ADL Symptoms of
Self-rated health difficulties depression

Volunteer

Direct .019 .016 .029

Via subjective social status .001 .000 .001

Total .020 .016 .029
Social network

Direct .000 -.004 .026

Via subjective social status .008 .004 .006

Total .008 .001 .032
Alcohol frequency

Direct -.017 -.011 -.027

Via subjective social status -.007 -.004 -.005

Total -.024 -.014 -.032
Smoking

Direct .058 .033 .042

Via subjective social status .005 .003 .004

Total .063 .033 .046




