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Introduction 
There is a well-established research literature documenting large, persistent, and 

expanding socioeconomic disparities in health (Lynch and Kaplan 2000; Adler and 

Ostrove 1999; Preston and Elo 1995). Much effort over the past decade has focused on 

understanding the causal processes underlying these disparities (Link and Phelan 1995; 

Haas 2006). Two important and related, though rarely integrated, lines of research on 

the causes of health disparities are a) cross-national investigations of disparities and the 

impact of social welfare state structures and policies and b) life-course/developmental 

perspectives that have investigated the long-term impacts of childhood health and 

socioeconomic disadvantage. Each of these lines of research has provided important 

insights into the social and life course processes that generate socioeconomic 

disparities in health. However, researchers working in each of these areas have tended 

to pay scant attention to the other. The current project seeks to integrate these two 

approaches. Using cross-national data from the US Health and Retirement Study 

(HRS), the English Longitudinal Study of Aging (ELSA), and the Survey of Health, 

Aging, and Retirement in Europe (SHARE) I investigate cross-national differences in 

socioeconomic disparities in health among the older population in 17 countries. I then 

explore the extent to which the impact of poor childhood health and socioeconomic 

disadvantage vary across societies and how much variation on the lingering effects of 

childhood help explain cross-national differences in the magnitude of socioeconomic 

disparities in health.  

Background 
Cross-National Studies of Health Disparities 



An important area of research on health disparities of late has been the 

increasing focus on international comparisons. The growing availability of high-quality 

and internationally comparable population-based data has made cross-national 

comparisons easier than ever before. Examination of such differences can provide 

important perspective on the social processes that generate disparities. Much of this 

research has focused on the European context, with occasional comparison made to 

the US (Banks et al. 2011; Avendano et al. 2009a-b; Mackenbach et al 2008; Avendano 

et al. 2005). However, studies have also looked across the Latin American/Caribbean 

context (Casas Dachs, and Bamas 2001) and conducted global comparisons 

(Subramanian et al. 2009; Witvliet et al. 2012).  

This body of research has documented large and significant cross-national 

heterogeneity in within-country health disparities across various dimensions of SES and 

health. Comparisons with the US, England, and Europe have found that for many health 

outcomes socioeconomic disparities are larger in the US than they are in either England 

or Europe as a whole (Avendano et al. 2009a). Within the European context disparities 

are generally smallest in Northern Europe and the Nordic/Scandinavian countries, 

middling in Central and Western Europe and largest in Southern Europe/Mediterranean, 

Eastern Europe/the Baltics, and the UK and Ireland (Jürges 2009; Avendano et al. 

2009b). There also is little evidence of trade-off between the overall level of population 

health and the equity as countries with the narrowest disparities also tend to be those 

with best health outcomes writ large (Jürges 2009).  

In addition to documenting variation in socioeconomic disparities in health, 

research has begun to investigate the sources of this cross-national heterogeneity. This 



has included studying the effects of compositional differences between populations in 

such characteristics as smoking, employment, income, wealth, age, sex, and marital 

status (Jürges 2009; Avendano et al. 2009a). As is the case with within-country 

disparities, cross-national differences cannot be attributed exclusively to differences in 

behavioral and lifestyle factors (Jürges 2009; Avendano et al. 2009b). However, Jürges 

(2009) decomposed the between-country variation in education-health gradients due to 

differences in the distribution of a number of individual-level covariates including age, 

sex, income, wealth, marital status, employment, immigration status, and smoking. 

Counterfactual analysis demonstrates that if other European countries and the US could 

achieve distributions in those variables similar to that of the country with the smallest 

education gradient (Switzerland) then they could achieve similarly narrow gradients 

(Jürges 2009).  

In addition to looking at individual level covariates, others have looked at the 

differential impact of welfare state regimes. (Witvliet et al. 2012; Bambra 2011; 

Brennenstuhl et al. 2011; Avendano et al. 2009a-b; Bambra and Eikemo 2009; Eikemo 

et al. 2008a-b). Nation states vary widely in the degree to which they buffer populations 

from the vicissitudes of the market (decommodification, employment/income protection), 

provide public/social services, are active agents of economic opportunity and resource 

redistribution, are centralized/fragmented, and universal or exclusionary. In addition, 

there various typologies that attempt distill the essential elements that differentiate 

welfare state regimes (Esping-Anderson 1990; Ferrera 1996; Wood and Gough 2006). 

While different studies employ different welfare state typologies making cross-study 

comparison difficult, prior research has shown that health disparities are larger in the 



US with its less generous, more limited and fragmented liberal welfare state. Within the 

European context, those countries with what Ferrera describes as Bismarkian welfare 

states (Austria, Belgium, France ,Germany, Luxembourg. Netherlands, Swizterland) 

have the narrowest health disparities, followed by the Scandinavian (Esping-Anderson’s 

Social democratic) welfare states (Denmark, Finland, Norway, Sweden), and Anglo-

Saxon (liberal) have the largest disparities (Ireland, UK) (Witvliet et al. 2012; Bambra 

2011; Brennenstuhl et al. 2011; Avendano et al. 2009; Bambra and Eikemo 2009; 

Eikemo et al. 2008a-b).        

Childhood/Developmental Influences on Adult Health 

A second important thread of research seeks to integrate the study of health 

disparities within a developmental/life course perspective. This perspective begins with 

the premise that the health of individuals is not static, nor can it be divorced from the 

cumulative impacts of lived experience, which include exposures associated with 

individual placement within social and economic hierarchies. Social scientists are 

beginning to investigate how adult health and physical functioning are linked to early life 

exposures with the goal of assessing what Hayward and Gorman have called ‘the long 

arm of childhood’ (Hayward & Gorman 2004). This literature suggests that substantial 

gains in understanding adult health can be made from better knowledge of its 

determinants over the life course. It also suggests that the broad parameters of health 

trajectories and socioeconomic disparities therein may, in part, be forged very early in 

life, as unhealthy and socioeconomically disadvantaged children become unhealthy and 

socioeconomically disadvantaged adults. 



Two general theoretical perspectives have been offered to describe how health 

unfolds over the life course. The critical period approach posits that negative events 

occurring during developmentally salient periods may permanently alter the trajectory of 

health over the life course (Ben-Shlomo & Kuh 2002). While health insults may occur at 

very early ages (even in- utero), it is not until much later that these effects manifest 

themselves in disease pathologies. The most well-known and controversial example of 

critical period effects are the fetal-origins of diabetes and cardiovascular disease 

proposed by Barker (1994). Barker hypothesizes that poor maternal nutrition at critical 

periods during gestation results in fetal growth retardation, which alters the structure 

and function of important tissues associated with insulin, blood pressure, and lipid 

regulation. In turn this increases the risk of adult chronic disease most notably 

cardiovascular disease and diabetes.  

In his concept of “biological embedding” Hertzman (1999) provides a similar 

though much less reductionist perspective which posits that the conditions under which 

early cognitive, emotional, and psychosocial development occur are critical to health 

over the life course. If the early childhood environment is not conducive to healthy 

development this may lead to developmental delays, poor psychosocial adjustment, and 

higher lifetime levels of stress and poor health. As childhood and adolescence are vitally 

important periods of both physical maturation and social and cognitive development, the 

experience of poor childhood health and socioeconomic disadvantage may be 

especially detrimental to later life health trajectories regardless of subsequent adult 

health-related and socioeconomic factors.  



Alternatively, the cumulative insult model suggests that exposures accumulate 

over the life course and that it is this lifetime accumulation that is important. The 

cumulative insults approach posits that there are social, environmental, and behavioral 

exposures over the life course which alters an individual’s risk of disease in addition to 

any critical period effects (Ben-Shlomo & Kuh 2002). Under this conception, poor health 

and socioeconomic disadvantage in childhood represent two of many possible health-

related insults over the life course, the effects of which may be either compounded by 

continued social, economic, and physical deprivation or partially or wholly ameliorated 

by upward social mobility and or healthy adult lifestyle.  

Previous research has explored the connections between the socioeconomic 

characteristics of family of origin and adult health. Such studies have found that those 

from disadvantaged backgrounds have more health-related risk factors (Blane, Davey 

Smith, Gillis, Hole, & Hawthorne 1996) and increased risk of chronic diseases, including 

depression (Gilman, Kawachi, Fitzmaurice, & Buka 2002), cardiovascular disease 

(Notkola, Punsar, Karvonen, & Haapakoski 1985; Wannamethee, Whincup, Sharper, & 

Walker 1996), and stroke (Hart, Hole, & Davey Smith 2000). Those from disadvantaged 

social backgrounds also tend to have worse self-rated health (Rahkonen, Lahelma, & 

Huuhka 1997), higher mortality rates (Davey Smith, Hart, Blane, Gillis, & Hawthorne 

1997; Peck 1994) low physical functioning at midlife (Guralnik, Butterworth, Wadsworth, 

& Kuh 2006 Lou and Waite 2005) and disability trajectories (Haas 2008).  

There is also an extensive body of research linking childhood health status to 

adult health outcomes. Much of the early research in this area was based on the use of 

height as a proxy of early life health and nutrition (Floud, Wachter, & Gregory 1990). 



Such studies typically found a negative association between achieved adult height and 

adult morbidity and mortality (Fogel & Costa 1997).  

A few studies have directly investigated the relationship between childhood and 

adult health using various population-based surveys. Among these are a small number 

of prospective investigations using the British cohort studies (Colley, Douglas, & Reid 

1973; Kuh & Wadsworth 1993; Kuh et al. 2002; Kuh et al. 2006). More recently studies 

have investigated this relationship using retrospective reports of childhood health in US-

population-based studies finding significant associations between serious infectious 

disease in childhood and various adult chronic diseases including cardiovascular 

disease, cancer, and lung conditions (Blackwell, Hayward, and Crimmins 2001). 

Similarly, previous research has found that poor childhood health to be associated with 

poor self-rated health, work-limiting disability, and chronic disease (Haas 2007), 

functional health trajectories (Haas 2008), and physical performance (Haas et al. 2012), 

and helps explain socioeconomic and race-ethnic disparities in health (Haas 2008; 

Haas and Rohlfsen 2010).  

The Current Project 
Though both of these recent strands of research have provided important insights into 

socioeconomic disparities in health, there has been essentially no work integrating 

them. This is somewhat puzzling given that much of the underlying logic and function 

modern welfare states involves the investment in health, human capital and other early 

childhood inputs as a means of ensuring high quality developmental outcomes from 

conception onward, increasing social and economic opportunity and mobility, and 

ameliorating the negative impacts of social and material disadvantage. It would 

therefore seem impossible to fully understand the role of poor childhood health and 



socioeconomic disadvantage in generating health disparities without examining the 

larger welfare state policy context, which may actively or passively work to ameliorate 

such insults or conversely may magnify them. Similarly, integrating childhood and 

developmental inputs to later-life health into studies of the impact of welfare state 

regimes may provide specific insights in the particular policy mechanisms that matter 

most in regards to minimizing and eliminating disparities. Accordingly, the current study 

seeks to leverage and integrate these two lines of research by investigating cross-

national disparities in health in the US, England, and Europe. Specifically, the study 

addresses two research questions.  

1. To what extent does the impacts of poor childhood health and disadvantaged 

socioeconomic background on later-life health varies across countries and 

different welfare state regime? How do these effects compare to the impact of 

later adult socioeconomic circumstances? 

2. To what extent do differences in the prevalence of poor childhood health, specific 

childhood conditions, and socioeconomic disadvantage explain cross-national 

heterogeneity in the magnitude of later-life socioeconomic disparities in health? 

 
DATA 

Data for the empirical analysis will come from three sources. For the US data will 

come from the Health and Retirement Study (HRS). The HRS is an ongoing panel study 

of Americans begun in 1992 and designed to investigate economic and health 

transitions associated with retirement (Juster & Suzman 1995). Follow-up takes place 

every second year. The original HRS cohort was composed of 12,652 individuals, of 

which 9,814 were born between 1931 and 1941 and the rest are spouses born before 



1931 or after 1941. Beginning in 1998 HRS began collecting retrospective data on 

childhood health and socioeconomic circumstances. In 2008 an extensive childhood 

health histories was collected (Smith 2009). 

 Data for England come from the English Longitudinal Study of Aging (ELSA). 

Begun in 2002/2003, ELSA is a longitudinal, household-based, representative sample of 

12,001 individuals aged 50 and over living in England. Follow up interviews were 

conducted in 2004/2005, 2006/2007, and 2008/2009. ELSA was modeled on the HRS 

and there is substantial overlap in the content and structure of the questionnaire. At 

wave 3 (2006/2007) a special Life-History module was administered that included 

complete childhood health histories. 

 Data for 15 European countries come from the Survey of Health Aging and 

Retirement in Europe (SHARE). Like HRS and ELSA, SHARE is a household-based 

longitudinal study of individuals aged 50 and over in 2004. The initial wave collected 

data on 31,115 individuals from 12 countries (Austria, Belgium, Denmark, France, 

Germany, Greece, Israel, Italy, Netherlands, Spain, Sweden, Switzerland). Wave 2 

(2006/2007) added 2830 individuals from the Czech Republic, 1134 from Ireland, and 

2467 from Poland. 
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