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Summary. Data from the Office for National Statistics Longitudinal Study are used to inves-
tigate the effect of mobility between occupationally defined social classes between 1991 and
2001 on health inequality in men and women. Logistic regression models related movement
into more or less advantaged employment conditions to limiting long-term illness in 2001, con-
trolling for social class in 1991 and 2001. When class in 1991 was controlled (‘class of origin’)
those who moved into more advantaged social classes were least likely and those moving into
less advantaged classes most likely to report a limiting illness. However, when social class
in 2001 (‘class of destination’) was controlled, those moving from less to more advantaged
positions were most likely to report limiting illness. The same patterns were seen in women.
This means that social mobility did not increase the extent of health inequality over the time
period that was observed, but rather served to constrain or dilute it. The results are inter-
preted in terms of an accumulation model of health inequality, and the policy implications are
discussed.
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1. Introduction

In the early years of the 21st century the UK governing party discovered social mobility
(Aldridge, 2001; de Lorenzi et al., 2005). Several high level meetings have been held, begin-
ning with one in September 2003 which was attended by the Chancellor of the Exchequer,
and several Government statements have been made about the desirability of increasing social
mobility. Greater possibility for those born into less privileged social and economic circum-
stances to move into a more favourable socio-economic position is of course highly consistent
with the philosophy of many political parties of ‘opportunity for all’. Dismay has accord-
ingly been expressed over recent findings indicating that movement between the social clas-
ses is, if anything, decreasing. The social class of their father now has a stronger influence
on a person’s own adult social class than was so 20 years ago. The relative importance of
parental social class and the individual’s own abilities have shifted to give more weight to
parental origins (Feinstein, 2003; Galindo-Rueda and Vignoles, 2003; Blanden and Gregg,
2004).

For many years it was believed that social mobility, although politically desirable, would
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act to increase the degree of health inequality in the population (Glendinning et al., 1992;
MacIntyre, 1997). It seemed quite plausible that, as society became more ‘meritocratic’, health-
ier people, or those with greater ‘health potential’ arising from their psychological character-
istics such as intelligence and coping skills, would be more likely to move from less to more
privileged social groups (Stern, 1983; Fox, 1990; Blane et al., 1993). Likewise, those with less
favourable personal and health characteristics would be selected by the competition for social
advantage into positions of less advantage. Thus the effect of social mobility would be to allow
individuals to find their ‘natural’ social level, based on their abilities, which in turn influence
health potential. Most studies of social mobility and health find that health tends to be bet-
ter, regardless of the measure that is used, in those who experience mobility towards a more
favourable situation in terms of income, prestige or conditions of employment, compared with
others in their social class of origin who remain ‘socially stable’, or whose circumstances deteri-
orate (Power et al., 1986; Fox, 1990; Nystrom Peck, 1992; Faresjo et al., 1994; Karvonen et al.,
1999).

Since the early 1990s, a data set has been available in the UK that makes it possible to observe
intragenerational social mobility over several decades in a fully representative sample of the
population of England and Wales. This is the Office for National Statistics Longitudinal Study
(ONS LS) (Hattersley and Creeser, 1995). The LS links census data and vital events (births,
deaths and cancer registrations) for 1% of the population of England and Wales, about 500000
people between the censuses of 1971 and 2001, and so offers a unique opportunity for the study
of social mobility and health. In 1991 and 2001, the census has included additional questions
on long-term illness.

In 2001, three simultaneous coding and classification changes were made: an update of the
standard occupational classification that happens at the time of each decennial census; changes
to the coding rules for employment status and the introduction of a new measure of socio-
economic position, the National Statistics socio-economic classification (NS SEC), to replace
the Registrar-General’s social classification (RGSC) that had been used in previous studies of
health inequality (Fitzpatrick and Dollamore, 1999a; Donkin et al., 2002; Fitzpatrick, 2003;
Rose and Pevalin, 2003a). The NS SEC, unlike the RGSC, is theoretically based, indepen-
dently validated, identifies the self-employed and does not have the disadvantage of containing
small groups at the upper and lower extremes of the class distribution (Rose and O’Reilly,
1997; Rose and Pevalin, 2003b), and it has been seen to discriminate health outcomes more
finely than the older system (Fitzpatrick and Dollamore, 1999a). The question therefore arises
of the extent to which previous studies on the links between socio-economic conditions and
health will be replicated by using the newer measure. A version of the NS SEC using the 1990
occupational codes and a version of the RG classes using the 2000 occupational codes were
developed specifically for comparative longitudinal work using the LS at the time of the 2001
census link. It is therefore possible to compare the different measures of socio-economic position
directly, owing to the development of a dual coding of 2001 occupations to the 1990 coding
scheme, which has allowed a version of the RGSC to be derived for 2001 (Blackwell et al.,
2005).

This paper has three objectives:

(a) to examine the relationship in this data set between social mobility and limiting long-
term illness (LLTI), building on previous work with the data set (Bartley and Plewis,
1997; Blane et al., 1999);

(b) to investigate the effect of the new social classification on this relationship;
(c) to investigate the relationship in women.
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2. Sample and methods

2.1. Sample
The ONS LS is a record linkage study of approximately 1% of the population initially based
on those who were enumerated in the 1971 census of England and Wales (approximately
500000 people). Sample members are those who were born on any of four dates evenly spread
throughout the year. Sample members were traced in the National Health Service central reg-
ister and record linkage was used to add information from subsequent censuses and from vital
registration, including births to sample mothers, death of spouse and death. The LS has been
maintained through the addition of 1% of new births and immigrants who were born on the
chosen dates (Office for National Statistics, 2006). Data in this paper include men and women
aged 16–50 years in 1991 (and therefore 26–60 years old in 2001). Sample members had to be
present in the UK on the census days of 1991 and 2001, as residents rather than visitors to
the UK, and resident in private households. Certain other individuals were excluded owing to
discrepancies in sex or age in the linked data.

2.2. Measures
Socio-economic position was measured by the NS SEC (Rose et al., 1997). The NS SEC opera-
tionalizes social class on the basis of employment relations and conditions. The basic underlying
notion is that of variations in the nature of the contract of employment. Employers and the self-
employed are first distinguished from employees. Within the group of employees the classifica-
tion distinguishes further according to the form of employment regulation. There are two types
of employment regulation: the service contract and the labour contract. The service contract is
typical of employees who must exercise delegated authority or exercise specialized skills in the
interests of their organization and clients. It is characterized by greater levels of job security,
an incremental pay scale, opportunities for promotion and a high degree of power to decide
the work schedule (O’Reilly and Rose, 1999). The labour contract is described as a ‘relatively
short-term exchange of money for effort’ (Rose and Pevalin (2003c), page 32). It entails higher
levels of supervision, lower job security, no automatic pay increments and no automatic routes
for promotion. Other occupations have ‘mixed’ labour contracts and are grouped according to
typical degrees of autonomy, job security and responsibility for one’s own and other people’s
work.

The NS SEC has been developed by a careful process in which occupations were classified
into groups by using seven explicit criteria: monthly or more frequent payment of wages or
salaries; regular pay increments; length of notice required; degree of influence over the start and
end times of the working day; opportunities for promotion; degree of influence over planning in
the workplace; influence over daily employment tasks, that were included in the British Labour
Force Survey of 1996–1997 (Coxon and Fisher, 2003). The NS SEC was allocated to both men
and women on the basis of their own present or most recently held occupation as stated at the
time of the 1991 and 2001 censuses. There were, as is always the case, some changes in occupa-
tional codes between the two censuses, and also a change in the way in which employment status
(whether a person was a manager or supervisor) was recorded (Donkin et al., 2002). Dual cod-
ing of 2001 occupations to the 1990 coding scheme allows researchers to establish longitudinal
patterns in the data (Blackwell et al., 2005).

LLTI was measured according to the census question. The ‘Household reference person’
(who fills out the census form) answers, for each person in the household

‘Does the person have any long-standing illness, health problem or handicap, which limits his/her activ-
ities, or the work they can do? Include problems that are due to old age.’
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This measure was first used in a census of England and Wales in 1991 and is based on questions
that have been used in British General Household Surveys every year since 1971. ‘LLTI’ is a
broad category which may contain a wide variety of diseases and conditions of different severity.
Like all self-reported measures, which are the most common measures of morbidity that are
used in population health studies, this will be to some extent influenced by subjective factors.
However, it has been shown that responses to this type of question are most strongly influenced
by the presence of limiting physical diseases rather than psychological health problems (Cohen
et al., 1995).

Social mobility: as the NS SEC is not a hierarchical measure of social status or prestige, it is
no longer appropriate to follow the previous convention of referring to ‘upward’ or ‘downward’
social mobility (Rose, 1999). Here we use the terms ‘movement from more to less favourable
(or advantaged) employment conditions’, or vice versa, as appropriate. In other words, social
mobility as used here has three categories: more favourable, stable and less favourable. It is
slightly more problematic to characterize movement between self-employment and employee
status. Generally speaking such a move would be characterized as follows: movement from SEC
4 (self-employed and small employers) into SECs 1 or 2 would represent an improvement in
job security and authority over the work of others, though not in autonomy, and would be
regarded as ‘more favourable’. Movement to SECs 5, 6 and 7 would represent movement into
lower levels of all these employment features and therefore would be regarded as ‘less favour-
able’. Self-employment is the most stable social class, with over 60% of those in this group in
1991 remaining there in 2001.

2.3. Methods
Logistic regression was used to model the probability P of LLTI for case i. In the first model, we
estimate the odds of poor health in the mobility categories conditional on the NS SEC groups
that they left 10 years previously (the ‘class of origin’), i.e.

logit.Pi/= log
(

Pi

1−Pi

)
=α+

7∑
j=2

βjxji +
3∑

k=2
γkzki + δai

where xji and zki are respectively dummy variables for 1991 NS SEC categories j and mobility
categories k and a is age, which is included to control for the fact that LLTI increases with age
and that the social class and mobility experiences might be different for older compared with
younger members of the sample. Hence exp.α/ is the odds of being in poor health for cases in the
higher managerial and professional NS SEC category (j =1, the reference category) and in the
‘to more favourable’ mobility reference category .k =1/ when ai is 0, and γ2 and γ3—the coeffi-
cients of real interest—are, when exponentiated, the multiplicative effects on the odds of LLTI
of being in the ‘stable’ and ‘to less favourable’ mobility categories for fixed 1991 NS SEC and
age. The second model is the same as the first except that the xji are now the 2001 or ‘destination’
NS SEC dummy variables. We estimate the two models separately for men and women.

3. Results

Table 1 shows the numbers and percentages of men and women in the categories of RGSC and
NS SEC. Because of problems in the reporting of women’s occupations at the time of the census,
more women than men are missing from this analysis, as would have been so regardless of the
method that is used to classify occupations into social class groups.

Table 2 shows the extent of social mobility in men and women by using both the NS SEC
and the RGSC. Mobility from less to more advantageous employment conditions between the
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Table 1. Distribution of men and women among the RGSC and NS SEC at the 1991 census†

RGSC Men % Women % NS SEC Men % Women %

I, professional 5967 6.9 1591 1.9 1, high managerial 10025 12 3012 3.7
and professional

II, managerial 24714 29 21763 26 2, low managerial 18646 22 17336 21
and professional

IIIN, routine 10396 12 35097 42 3, intermediate 8494 9.9 24598 30
non-manual

4, self-employed 11319 13 3468 4.2
IIIM, skilled 28373 33 6054 7.2 5, lower supervisory, 12142 14 2670 3.2

manual higher technical
IV, semi-skilled 12945 15 14533 17 6, semiroutine 11610 13 18889 23

manual
V, non-skilled 4007 4.6 4585 5.5 7, routine 14022 16 12652 15

manual
All included 86402 83623 86258 82625

(85%) (76%) (85%) (75%)
Missing 15521 26872 15665 27870

(15%) (24%) (15%) (25%)

Total 101923 110495 101923 110495

†Source: ONS LS.

Table 2. Distribution of men and women according to social
mobility 1991–2001 between the RGSC and NS SEC†

Direction of Results for men Results for women
mobility
1991–2001

NS SEC RGSC NS SEC RGSC

To more 22519 19795 22692 19577
favourable

% 26 23 27 23
Stable 51294 53801 47420 50710
% 59 62 57 61
To less 12445 12806 12513 13336

favourable
% 14 15 15 16

Total 86258 86402 82625 83623

†Source: ONS LS. The version of the RGSC using the occupa-
tional codes for the 2001 census that was used in this comparison
was provisional.

censuses of 1991 and 2001 was more common than mobility in the opposite direction, and there
were few differences between men and women. The RGSC suggests a slightly more stable picture
than the NS SEC does. The most common forms of mobility are between adjacent classes, but
longer-range mobility was by no means uncommon. Using the NS SEC (which is the measure
to be used in the rest of this paper), around 36% of men and 44% of women who moved into
more advantaged employment conditions moved by more than two classes, and around 30%
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Table 3. NS SEC in 1991, social mobility and NS SEC in 2001 in relation to LLTI in 2001 for men†

Results for model 1 (NS SEC 1991) Results for model 2 (NS SEC 2001)

Odds ratio 95% confidence Odds ratio 95% confidence
interval interval

Age 1.066 (1.064–1.069) 1.064 (1.062–1.067)
1, higher professionals 1 (reference group) 1 (reference group)

and managers
2, lower professionals 1.38 (1.26–1.50) 1.34 (1.24–1.45)

and managers
3, intermediate 2.25 (2.02–2.50) 2.23 (2.01–2.49)
4, self-employed 1.87 (1.71–2.06) 1.94 (1.78–2.10)
5, lower supervisory, 2.24 (2.04–2.46) 2.35 (2.16–2.56)

higher technical
6, semiroutine 3.20 (2.91–3.52) 3.27 (2.99–3.58)
7, routine 3.86 (3.53–4.22) 3.47 (3.20–3.77)

Social mobility
To more favourable 1 (reference group) 1 (reference group)
Stable 1.21 (1.15–1.28) 0.71 (0.68–0.75)
To less favourable 1.45 (1.35–1.56) 0.52 (0.48–0.56)

Model fit χ2 =4049:6, 9 χ2 =4026:4, 9
degrees of freedom degrees of freedom

†Source: ONS LS.

of men and nearly 40% of women who moved towards less advantaged employment conditions
moved by an equivalent amount.

Table 3 shows the results of the two logistic models for men’s mobility, comparing the risk of
LLTI with a base-line group. The base-line group was chosen to be those who had moved from
less to more favourable employment conditions (‘upwardly mobile’), as we hypothesized that
this group would have the lowest risk of illness. In the first model, social class is allocated in 1991,
i.e. ‘class of origin’, the social class from which individuals moved in the subsequent decade. In
the second model social class is allocated in 2001 and is the ‘class of destination’, into which
individuals had moved in the previous decade. In model 1, the odds of LLTI in each mobility
group are compared with those of the upwardly mobile, adjusting for social class in 1991 (class
of origin), whereas in model 2 the odds of illness in each other mobility group are compared
with those of the upwardly mobile, adjusting for social class in 2001 (class of destination).

The odds ratios in the first model show that, within each NS SEC group of origin, those who
moved to more advantaged occupations were the least likely and those who moved to less advan-
taged occupations (1.45) as well as socially stable men (1.21) were more likely to report LLTI in
2001. In contrast with the first model, model 2 shows that, when class of destination is adjusted
for, relative odds of LLTI were actually significantly lower in those who had moved ‘downwards’
from more to less favourable employment conditions (0.52), and in socially stable men (0.71),
than in those moving into more favourable conditions of employment, i.e., when compared with
others in their class of destination, those who moved from previous occupations that are more
characterized by a ‘labour’ type of employment contract towards occupations approximating
more to the ‘service’ contract appear at a higher risk of illness than those who had remained
in the classes that are more characterized by a service type of employment regulation during
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Table 4. NS SEC in 1991, social mobility and NS SEC in 2001 in relation to LLTI in 2001 for women†

Results for model 1 (NS SEC 1991) Results for model 2 (NS SEC 2001)

Odds ratio 95% confidence Odds ratio 95% confidence
interval interval

Age 1.059 (1.056–1.061) 1.058 (1.055–1.060)
1, higher professionals 1 (reference group) 1 (reference group)

and managers
2, lower professionals 1.35 (1.17–1.56) 1.35 (1.21–1.51)

and managers
3, intermediate 1.57 (1.36–1.81) 1.42 (1.27–1.60)
4, self-employed 1.60 (1.34–1.90) 1.50 (1.31–1.72)
5, lower supervisory, 2.42 (2.03–2.88) 2.24 (1.97–2.56)

higher technical
6, semiroutine 2.35 (2.04–2.88) 2.20 (1.96–2.46)
7, routine 2.89 (2.50–3.34) 3.10 (2.75–3.48)

Social mobility
Up 1 (reference group) 1 (reference group)
Stable 1.28 (1.22–1.35) 0.92 (0.87–0.98)
Down 1.40 (1.30–1.51) 0.72 (0.66–0.78)

Model fit χ2 =3193:8, 9 χ2 =3273:4, 9
degrees of freedom degrees of freedom

†Source: ONS LS.

1991 and 2001. Those moving from service towards labour contracts had a relatively low risk
of illness, compared with others who were already in social classes with employment condi-
tions that are more characterized by a labour contract, i.e., overall, the health of those moving
into more advantaged social positions is somewhat worse, and that of those moving into less
advantaged positions is somewhat better, than that of other members of each of the classes of
destination.

Table 4 shows the same analysis for women, classified by the NS SEC according to their own
occupations. As for men, the first model shows the relative odds of LLTI in all three mobility
groups adjusted for the class of origin in 1991. Those who were socially mobile into more favour-
able employment conditions between 1991 and 2001 (the base-line group) were least likely to
report LLTI in 2001 compared with others remaining stable in the same class of origin (1.28).
Worst health adjusted for class of origin was seen in those who moved to less advantaged cir-
cumstances (1.40). However, when adjusted for class of destination (model 2), women who were
socially mobile into less advantaged employment conditions had the lowest risk of LLTI (0.72),
followed by the socially stable (0.92), and those who had moved from less to more favourable
circumstances had the highest risk.

4. Discussion

This paper replicates earlier studies using the ONS LS (Bartley and Plewis, 1997; Blane et al.,
1999) in the most recently updated version that links social and health information from the
census of 2001. There are important differences between the studies that indicate the robustness
of the previous findings. This analysis uses the new social classification that was developed for
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use in British official statistics from 2001: the NS SEC. A derivation of the NS SEC from the
1990 standard occupational classification, which was developed to test and validate the NS SEC
before its use in the 2001 census (Donkin et al., 2002), has been used rather than the RGSC,
but yielding very similar results, and in particular showing exactly the same pattern of ‘gradient
constraint’. When the analysis was repeated using the original RGSC for 1991 and a special
derivation of this variable for 2001, the result remained essentially the same (the results are not
shown).

The analysis has been extended to women for the first time. There is considerable debate
about the extent to which a woman’s own occupation reflects her own ‘human capital’ (educa-
tion, skills and work experience) because women’s occupational histories are so strongly affected
by parental responsibilities (Arber and Ginn, 1995; Warren et al., 1998; Joshi et al., 1999). A
woman’s own occupation may also be a weaker indicator of the standard of living in her own
household, as women often earn less than men, even for the same work (Davies and Joshi, 1998;
Joshi, 1998). Despite these differences, the data that are presented here show that social mobility
acts to dilute health inequalities in women in a very similar manner to what is found in men.

The analysis that is presented here is not intended as an exercise in causal modelling of the
determinants of LLTI in 2001. Rather, it is intended to address a persistent issue in medical soci-
ology and social epidemiology (Illsley, 1955; Stern, 1983; West, 1997), namely whether social
mobility could be one reason for the persistence of health inequality by ‘sorting’ fitter individ-
uals into more advantaged social positions and the less fit into situations of less advantage. To
test this idea in a large nationally representative data set, we have used the ONS LS, which is the
largest data set available in the UK with repeated measures of social class. If social mobility were
to act to increase social class differences in ill-health, such mobility would have to contribute to
poorer health in the less advantaged classes and to better health in the more advantaged. For
this to be so, the probability of illness in those moving to less advantaged class positions would,
at the very least, need to be no lower than that in their class of destination (and vice versa). In
fact we find the very opposite of this: that the probability of illness in men and women who move
into more favourable employment conditions is actually higher, and the probability of illness
in those who move to less favourable conditions is lower than that in other members of the
destination class. Because of this, we concluded from our previous analysis (Bartley and Plewis,
1997) that mobility did not increase class differences in health. That result is now replicated here
for the period 1991–2001 and with a different measure of social position. Social mobility in fact
contributes to a somewhat lower probability of illness in the less advantaged social classes, and
to a higher probability in the more advantaged.

The paper is not intended as a test of the relative merits of the different social class schemas
that were used in 1991 and 2001. It is generally agreed that the strength of the relationship
of social class to health should not be used as a test of the validity of a class measure (Rose
and O’Reilly, 1997; Rose and Pevalin, 2003c). If a more conceptually valid measure were less
strongly related to health, this would merely provide evidence that previous estimates of ‘health
inequality’ may have been exaggerated; not that the measure was in some sense inferior.

The main importance of the findings is that, despite the difference in time periods and in
measures of socio-economic position, a pattern of gradient constraint is clearly seen in both
men and women. The term gradient constraint merely refers to the implication of the models
that inequality in health is diluted rather than increased by social mobility. In a society with
no mobility, there would be more, rather than less, health inequality. It has been important
to replicate previous work that showed this pattern (van de Mheen et al., 1999; Elstad and
Krokstad, 2003; Cambois, 2004; Claussen et al., 2005) because the finding has caused consid-
erable surprise. At one time, when it was thought that the post Second World War welfare state
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and taxation regimes had greatly reduced social inequality, social mobility was regarded as the
most likely reason for the persistence of health inequality. More recently, when an international
comparative study of health inequality caused surprise by showing that health inequality was
at least as great in egalitarian Sweden as in the UK (Mackenbach et al., 1997), greater social
mobility in Sweden was proposed as one possible reason for this. It should be emphasized that
social mobility does not inevitably result in a gradient constraint (a claim which our previous
work has been mistakenly believed to make). If the risk of illness in those moving from more to
less favourable conditions of employment were higher than that in existing members of the less
advantaged social class (and vice versa), then social mobility would indeed increase the ‘health
gradient’. The analysis that is presented here merely shows that this was not so in England and
Wales between 1991 and 2001; not that it never could be.

If it were the case that social mobility increased health inequality by greater efficiency in
sorting ‘fitter’ individuals into the more socially advantaged and rewarded occupations, and the
less fit into less advantaged positions, we would expect the recent decrease in social mobility to
have a favourable effect on health inequality. And yet all the evidence is that health inequality
increased through the 1980s and 1990s, although at a rate that has recently begun to slow some-
what (Hattersley, 1999; White et al., 2003). Health differences between those in the most and
the least socio-economically advantaged situations do not, therefore, seem to have decreased at
a time of lower social mobility.

An alternative model of the relationship between health and the ‘social trajectory’—the indi-
vidual’s experience of movement in the social structure over time—is the ‘accumulation model’
(Hart et al., 1998; Bartley and Plewis, 2002; Ferrer and Palmer, 2004; Singh-Manoux et al., 2004).
This explanation sees health at any one time as the outcome of exposures to material, biological
and psychosocial hazards up to that time. An accumulation model would predict something
rather different from changing patterns of social mobility. The effect of mobility would depend
on the conditions that are experienced within each social position that is occupied by the individ-
ual, and the amount of time exposed to those conditions. So in fact a society where fewer people
experienced a mixture of socio-economic circumstances over their life course would in this view
be one with greater health inequality. This is a more complex model, requiring more detailed
data to be fully tested (Sacker et al., 2005). However, with simple measures of social position
at different time points some simple predictions could be made. The most important of these
is that an individual who moved from less to more favourable socio-economic circumstances
would be expected to have worse health than one who had never experienced exposure to a less
advantaged social position. So, if we observe within, let us say, higher managerial occupations,
a group of people who have held that position since the beginning of their working lives and
another group who had attained managerial status after social mobility from the factory floor,
the latter group would not be expected to enjoy as good health as the former. What would be
expected to influence health status in the managerial group would not be solely their innate
abilities and personal resources, but a combination of these with the conditions to which they
had been exposed over their life course.

Since the late 1990s, several papers have appeared using this and other data sets which have
suggested that social mobility may act to decrease rather than to increase health inequality in
a population. Analyses of birth cohort data found little influence of social mobility on the size
of health gradients (Power et al., 1996; Rahkonen et al., 1997). As more data from the British
birth cohorts became available, it was noticed that health inequalities between cohort members
in different social classes did not increase as these cohorts grew older (Power et al., 1997). This
was a puzzle in two ways. If social mobility (of which there is still much; see Table 2) is increas-
ingly sorting fitter individuals into more favourable social positions over time, should health
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differences not increase as members of the cohorts age? And even if there is no such sorting
mechanism at work, and health inequalities are entirely due to behavioural differences (such
as smoking and diet) between the social classes, how can it be that an additional 10 years of
differential exposure to behavioural hazards that vary between classes at all adult ages fail to
widen the health gradients?

One answer seems to be that social mobility has the effect of mixing up people with different
combinations of hazard exposure histories within the same social class. Studies have begun to
show that, in various ways, not just health but also health resources, such as height (Power et al.,
2002) and body mass (Langenberg et al., 2003), of socially mobile individuals fall somewhere
in between those of socially stable members of their ‘origin’ and ‘destination’ classes (Bartley
and Plewis, 1997; Blane et al., 1999; Kuh et al., 2002).

A model of accumulation of risk over the life course (Mann et al., 1992; Blane et al., 1993;
Holland et al., 2000; Ben-Shlomo and Kuh, 2002; Davey Smith and Hart, 2002) is a plausible
approach that has developed rapidly in recent years. The simple notion of accumulation can
do no more than begin the development of a full explanation of the complex phenomena being
observed, and it will not fit every case (Hallqvist et al., 2004; Singh-Manoux et al., 2004). How-
ever, it would go some way towards explaining the paradox of good health in the upwardly
mobile relative to their class of origin combined with poor health relative to their class of des-
tination. Those who are at risk of mobility from social classes with labour to those with service
modes of employment regulation have, by definition, experienced at least some degree of expo-
sure to the hazards that are associated with less favourable employment conditions. Likewise,
by definition those who move from service towards labour forms of employment contract have
experienced at least some period of time in a more advantaged, lower hazard environment.
There is also evidence that socially mobile individuals change their health behaviours, to ‘fit
in’ with the group that they join (Glendinning et al., 1992, 1995; Burrows and Nettleton, 1995;
Karvonen et al., 1999). This will, for example, mean that mobile smokers may accumulate fewer
pack-years than socially stable smokers, although we know rather little on this topic.

An ‘accumulation’ model of this kind accounts for the failure of social gradients in health
to increase very much as members of cohorts age (Power et al., 1997). As around 35% may
be expected to move into a different social situation over a 10-year period, each social class
contains quite a high proportion of people who have originated somewhere else, and who bring
with them the effects of prior hazard levels, whether these be material, psychosocial or behav-
ioural. Such a model also does make sense of the co-existence of decreasing social mobility
with increasing health inequality. Social mobility means that individuals are exposed to a mix
of socio-economic hazard exposures. When individuals are more constrained to remain within
the same social groups over the majority of their life course, health experiences of these groups
will be more divergent.

There are considerable implications of the research for health and wider social policy. This
and a growing number of other studies provide consistent evidence that the overall effect of
social mobility on population health and health resources appears to be one of decreasing the
amount of health inequality, by exposing individuals of various social origins to more of a ‘mix’
of experiences over time. The implication of this is, likewise, that increasing social mobility
would make a positive contribution to the policy objective of reducing health inequality.
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