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Changes in social inequalities in health in the

Basque Country

Cecilia Anitua, Santiago Esnaola

Abstract

Study objective—To determiine the extent
of the inequalities in self reported health
between socioeconomic groups and its
changes over time in the Basque Country
{Spain).

Design—Cross sectional data on the as~
sociation between occupation, education
and income and three health indicators
was obtained from the Basque Health
Surveys of 1986 and 1992. Representative
population samples were analysed. In 1986
the number of respondents was 24 657 and
in 1992, 13 277.

Setting—Basque Country, Spain.

Main outcomme measures—The effect of
socioeconomic position on health and the
magnitude of social inequalitics in health
were quantified using the odds ratios
based on logistic regression analysis, and
the Relative Index of Inequality.
Results—As was expected, social inequali-
ties in self reported health existed in both
surveys, but the social gradient was
greater in 1992. Social differences varied
according to gender and health indicator.
According te education an increase in
social inequalities was observed consist-
ently in all the health indicators except
long term conditions in women. A consist-
ent increase in inequalities in limiting
longstanding illness was also observed
according to all socioeconomic indicators.
Conclusions—These results agree to a
large extent with those of previous studies
in other countries. In this context the
unequal distribution of material circum-
stances and working conditions between
socioeconomic groups seem to play a
major part in health inequalities. The
worsening of the labour market during
this period and the onset of a new
economic recession may explain the in-
crease in social inequalities over time.

(¥ Epidemiocl Community Health 2000;54:437-443)

The existence of inequalities in health between
socioeconomic groups has been largely
reported.’™ Studies of this issue are infrequent
in Southern Europe, partly because of the
scarcity of health statistics including socioeco-
nomic variables.” Particularly, in Spain the
quality of socioeconomic data in the register of
mortality has been questioned,® and infor-
mation on inegualities in health has been made
available just recently.”™

Traditionally, most attention has been given
to inequalities in mortality. However, it can be
argued that, when absolute rates of premature

mortality are low, lifelong experience of health
and illness differentiate more clearly between
those who are more or less fortunate.”® The
interest in a person’s assessment of his own
health status has been rising, both because it
might be a useful measure to assess the overall
health of a community, and because of the cur-
rent concern with behavioural and psychoso-
cial factors in the incidence, prognosis and
mortality of chronic diseases.” Moreover,
health services now are increasingly concerned
with non-life threatening conditions; so even
though mortality data are more available, the
analysis of self perceived health is relevant to
the provision of health services.

Reducing social inequalities in health is a
major goal expressed in the health policies of
most Buropean countries." ¥ Nevertheless, no
effective policies have been carried out, and in
some BEuropean countries social differences in
health have even increased.”® **' Unfortmu-
nately, only very few studies centred their
attention on trends in social inequalities in
morbidity,’ ' and only one focused its atten-
tion on Southern European countries.” In fact,
there is a great need for studies of trends in
social inequalities with both mortality and
morbidity data in these countries. The interest
in monitoring trends is even greater when costs
containment is on the agenda of health services
planners throughout Europe, and important
social structural changes have been taken place
in the Basque Country.

The Basque Country (North of Spain) is
currently considered to be a declining indus-
trial region. During the period 1986-1991,
coinciding with entry into the European Com-
mon Market, there was sharp increase in the
economy, larger than the one observed in Spain
or in Europe. The absolute number of
emploved people rose continuously, and gov-
ernment welfare expenditures contributed to
the redistribution of income. Despite the
decrease in the number of students, education
expenditure rose from 4.39% of the gross
domestic product in 1982 to 5.73% in 1993,
and this increase being especially important at
2 university level® (the number of university
students rose from 46 446in 1986 to 75 521 in
1992).”° In 1992-1994 a new recession cycle
took place, and unemployment rose from 17%
in 1991 to 20% in 1992.

According to the Basque Statistical Office,”
important changes in the sociodemographic
characteristics of the population were observed
during the study period. There was a reduction
in the number of inhabitants (2 136 100 to
2 104 041), the population was older, edu-
cational qualifications increased, and the birth
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rate decreased {9.4 to 7.7 per 1000 inhabit-
anis). Life expectancy in men {72.4 to 72.8
years) and in women (79.7 to 81.5 years) rose,
while the infant mortality rate was reduced
{10.1 to 6.7 per 1000 live births).

These demographic and social structural
changes would have had an effect on social
inequalities in health. This study was carried
out to measure the magnitude and the changes
in social inequalities in self reported health in
the Basque Country for the period 1986-1992.
Methods
DATA
The data were obtained from the Health
Surveys of the Basque Country, carried out in
1986 and 1992 by the Department of Health of
the Basgue Government. Both surveys were
cross sectional, based on large random samples
of private households, covering the non-
institutionalised populadon of the Basque
Country. Information was collected in face to
face interviews, using a questionnaire designed
to compile data from all members of the
household, and proxy respondents (caregivers
and spouses) were admitted. Data on morbid-
ity, disability, and the use of health services
were gathered.

The surveys presented some differences with
regard to sample size and sample design. In
1986, 7200 households were selected by strati-
fied random sampling, including 24 657 peo-
ple. In 1992, 500 census sections from 2000
were selected by stratified random sampling. At

Table 1 Characieristics of the study subjects by sex. Basque Health Surveys, 1986 and
1992
1986 1992
Men Women Men Whmen
% % b4 % #” % 7
Age (y)
<16 238 2343 214 2683 175 1139 16.2 1092
16-24 154 1839 149 1867 16.7 1092 255 1047
25-44 25.9 3092 255 3194 295 1928 28.5 1923
45-64 253 3025 248 3109 251 1639 24.4 1648
=65 9.7 1154 134 1683 1.2 731 153 1032
Qeccuparional class
Class I (high) 48 578 47 587 9.9 665 107 701
Class T 135 1618 134 1685 9.9 666 9.7 630
Class TH 19.5 2221 173 2181 137 924 132 864
Class IV 46.0 5632 48.1 6054 413 2781 41.0 2679
Class V (low) 164 1964 16.6 2087 253 1706 254 1655
Education
>16 years
Higher 9.5 869 56 1004 14.4 486 130 733
Secondary 192 1747 153 1510 23.8 1285 19.5 1100
Basic 713 6489 79.0 7781 61.0 3319 67.5 3817
>45 years :
Higher 80 334 2.9 140 8.6 203 3.7 98
Secondary 69 290 2.8 132 87 205 39 105
Basic 85.1 3555 94.3 4516 83.4 1982 924 2477
Income
4th quartile (high) 21.0 2085 20.2 2022 23.4 1271 21.7 1227
3rd quartile 32.8 3250 313 3126 193 1051 184 1036
2nd quartile 332 3284 32.6 3260 39.9 2166 374 2108
Ist quardile low)  {3.0 1282 15.8 1581 174 946 225 1272
Employiment staius
>16 years
Paid 61.6 5548 105 1876 55.9 3015 26,0 1466
emplayment
Housewives 0.0 8 57.2 5502 —_ — 48.0 2711
Unemployed 9.4 843 5.2 498 10.1 544 6.0 341
Retired 14.5. 1307 6.2 605 206 1109 74 420
Other 145 1304 1.8 1131 134 722 126 712
People in labour force
Paid 81.4 5200 728 1727 822 2027 77.8 1406
employment
Unemployed 186 1191 272 647 178 632 222 401

Awitua, Esnaola

the second stage, eight households were drawn
from each section, and 13 280 people living in
4000 household were interviewed. The periods
of fieldwork were also different. In 1986 the
survey was carried out over a 12 month period,
while the data for 1992 were collected from
September to December. The response rates
were 75% and 86% respectively.

VARIABLES

The socioeconomic position was measured by
means of the current or past occupation of the
head of the household, the income and the
education. The occupational class of the head
of the household was used because the partici-
pation of women in paid employment was very
small, and because it has been argued that it is
a better measure of the socioeconornic position
than the cccupation of women themselves.” ¥
An ordinal scale of five groups was constructed
with occupation. There were differences be-
tween the questions used in the two surveys. In
1986, the data on occupation were collected
through a single open question. In 1992, three
questions were used: the relaton with the
means of production (employer, employee),
rank or category on a position scale, and activ~
ity sector (agriculture, industry, and services).
Group I included professional and higher
administrative occupations and employers (ex-
cluding agriculiure), group II managerial and
technical occupation, group III non-manual
skilled, group IV manual skilled and partially
skilled, and group V umskilled occupations.
Educatton attainment, the highest examination
passed by people aged more than 15 years, was
classified in three categories. Higher is the
eqguivalent of a university degree or an average
of 13 years or more of education. Secondary
requires an average of 9-12 years, and Basic
equals less than 9 years. Household income
wasg clasgified in four groups corresponding to
the four quartiles in each survey. The non-
response rate to this question was 19% in 1986
and 17% in 1992,

Three self reported health measures were
analysed: restricted activity, limiting longstand-
ing illness and chronic conditions. Restricted
activity refers to a relatively short-term reduc-
tion in a person’s activities below their normal
capacity during the two weeks preceding the
survey. Data from the last quarter of 1986 were
selected to avoid seasonal variability between
surveys in this indicator. Limiting longstanding
illness consists of a long term reduction in a
person’s capacity to perform the kind or
amount of activities associated with their age
group. Several questions were asked according
to the age of the respondent, following the
structure of the US National Health Interview
Survey.”™ Because of differences berween the
surveys in questions relating to Hmiting long-
standing illness for people aged above 65 years,
only data on those aged fewer than 65 were
analysed. The presence of a chronic condition
was limited to mentioning one or more of those
chronic conditions: cancer, respiratory dis-
eases, heart diseases, diabetes, and musculo-
skeletal diseases.




Health inequality changes in the Basque Country 439

STATISTICAL ANALYSIS

Health indicators were standardised by age for
each socioeconomic position, using the direct
method (five year age band} and the Basque
population in 1991 as the reference. The
association between ill health and the socioeco-
nomic group was assessed using logistic
regression analysis of non-aggregated data. We
estimated a separate model for each gender,
and the socioeconomic group was included as a
nominal variable. The effect of the socioeco-
nomic group on health indicators was calcu-
lated by the age adjusted odds ratio (OR),
group 1 being the reference. To obtain a precise
measure of the changes in social inequalities
between 1986 and 1992, a logistic model was
fitted for each gender combining both surveys.
The models included age (nominal variable,
five age groups), sociceconomic group and the
year of the survey as explanatory variables. The
change in the magnitude of the inequalities
between 1986 and 1992 was estimated by
including an interaction term of the socioeco-
nomic group and the variable, which identify
the year of the survey in the model. This OR
expressed the relative change in health differ-
ences between each sociceconomic group and
group I from 1986 to 1992. The statistical sig-
nificance of the interaction terms in the models
is given in iables 2—4.

To summarise and compare the total impact
of social inequalities over time, an inequality
summary measure was obtained: the Relative
Index of Inequality.” This measure takes into
account the population distribution across
sacioeconamic groups. An assumption under-
lying the use of this index is the linearity of the
rates across socioeconomic position. For the
calculation of this index, soctoeconomic status
was guantified as the relative position of each
subject in the socioecomomic hierarchy,® This
continuous measure was related to health indi-
cators by means of logistic regression analysis.
The age adjusted OR estimated the relative risk
of ill health for those at the bottom of social
scale compared with those at the top. The
change in the Relative Index of Inequality was
estimated by including an interaction term of
the relative position and the variable, which
identify the vear of the survey in the model.

68 (1.56, 8.40)
.96 (0,96, 3.51)

0.0088
18 {0.74, 1.90)

1.13 {0.68, 1.88)

1992/1986 (95% CI)
0.9066

Relative change
1.29 (0.67, 2.47)
2.13 (1.30, 3.82)
1.87 (1.14, 3.10)
1.64 (0.96, 2.84)
0.2978

1.15 (0.67, 1.96)
0.86 {0.30,2.02)
1.17 (0.70, 1.96)
1

1.192 (0.67, 2.09)

o —

1
1

OR (95% CI)
0.97 (0.59, 1.61)
1.48 ( (.96, 2,30)
1.44 (0.98, 2.11)
1.47 (0.99, 2.20)
1.44 (1.00, 2.05)
1.65 (0.9, 3.04)
.29 (0.90, 1.86)
37(1.01, 1.89)
.58 ¢1.13,2.27)
1.70 (1.13, 2.57)

1992
5.0
6.9
6.8
6.9
7
1
7.0
3
2
1

%
6.5
4.8
4.1
7

OR (95% GI)

0.76 (0.45, 1.13}
0.71 {0.48, 1.03}
0.77 (0.56, 1.06)
0.90 (0.63, 1.30)
1.18 (0,79, 1.79)
0.52 (0,27, 1.05)
0.95 (0.57, 1.69)
1.80 (0.87,3.97)
1.47 (0,94, 2.30)

Women
1986
%

7.7

8.

7

7

7

7

Relarive change
1992/1986 (95% CI)
1.03 (0.50, 2.12)
1.11 €0.56, 2.18)
1.17 (0.65,2.13)
1.26 (0.67, 2.39)
0.9727

1.28 (0.72, 2.27)
0.77 (0.35, 1.68)
1.30 (0.64, 2.57)
2.35 (1.03, 5.30)
1.43 (0.80, 2.36)
1.09 (0.68, 1.74)
1.02 (0,58, 1.80)
0.4427

0.90 (.49, 1.67)

1.00, 2.06)
0,91, 1,74)
0.80, 1.77)

1.55 (1.03, 2.30)
1.34 (0.82, 2.25)
2.01 {1.32, 3.20)
2.89 (1.63, 5.22)
1.15 (0.73, 1.80)

OR (95% CI)

1.43 ¢
1.26 (
1.19 ¢

1992
%
2.5
5
7.0
4.4
6.2
5.2
7.6

Results

In 1992, the study subjects were older and with
a higher level of education than in 1986. How-
ever, the educarional gualifications of those
aged more than 45 years were very similar. The
sizes of occupational groups were different, and
very small changes were found with respect to
employment status between both surveys.
Women had lower education and income levels
and a higher unemployment rate than men in
both surveys. Women also showed the highest
increase in the level of education between sur-
veys (table 1).

Health status worsened as age increased and
women had worse health than men did. The
health indicators presented differences in the
overall prevalence between surveys. Restricted
activity decreased from 1986 to 1992 (7.5% to

ORf 195% CI)
{0.69, 1,91}
(0.69, 1.78)
{0.78, 1.76)
(0.77,2.01)

1.22 {0.80, 1.87)

1.71 (0.94, 3.25)

1.56 (0.93, 2.80)

1.30 (0.70, 2.50)

1.02 (0.72, 1.45)

1.23 (0.88, 1.74)

1.24 (0.87, 2.05)

1.50 (0.95, 2.35)

Aden
1986
%*
7.2
4.9
6.7
8.5
5.9
7.0
7.8
8.0

using the direct merhod and the Basque population in 1991 as the reference. 1Odds ratic adjusted by age using logistic regression models, $p Value for statistical significance of interaction between sociceconomic

Table 2 Age adjusted proporrions of people with restricted activity, odds ratios and relative index of inequality according to sex, occupation, education and tncome. Basque Health Surveys, 1986 and 1992

Relative index of inequaliry
Income

Relative index of inequality
*Age adjusted proportions,
indicator and survey year.

4th quartile (high)

3rd quartile
1st quartile (low)

Class I (high)
p value

Class IT
Class ¥ (low)

Occupation
Class IIT
Class IV

p valuel
Higher
Secondary
Basic

p value

2nd quartile

Relative index of inequality

Restricted activity
Eduycation

Toral
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pattern has also been found in some
countries.” The magnitude of the social dif-
ferences varies according to health indicarors:
various studies did not show social differences
in restricted activity® * * and a distinct pattern
between men and women in this indicator was
also noticed in other countries,™ 37 Moreover,
in several studies larger social inequalities had
been found according to limiting longstanding
illneSS.w 31 32 35

Studies of trends in social inegualities in
morbidity are sparse and mostly refer to
Northern Europe.®” ™% These investigations
have used self reported health from health sur-
veys to assess trends in inequalities in health,
though the results obtained are not concord-
ant. In Finland, an analysis of economically
active people showed a drop in social inequali-
tes in limited longstanding illness from 1964
to 1987." Moreover, from 1986 to 1994 and
coinciding with an adverse economic recessiorn,
differences in limiting longstanding illness had
been levelled off by education among Finnish
adult population.” In Great Britain, an in-
crease in health inequality between social
groups was observed with General Household
data from 1970 to 1984.% In the Netherlands,
a slight increase in social inequalities in self
perceived health was observed from 1983 to
1991.” In Barcelona (Spain), from 1983 to
1992 different results were obtained according
to the indicator: a decrease was observed in
inequalities in self perceived health and re-
stricted activity, but an increase in inegualities
in chronic illness.” In Spain, datzx from the
same period as our study also showed an
increase in social inequalities when analysing
obesity trends through Narional Health Survey
data,*

Social inequalities in health are associated
with socloeconomic position through direct
and indirect mechanisms linked to material
circumstances, working conditions and health
related behaviours.® * The material circum-
stances of the houschold are mainly related to
the employment status and occupation of the
head of the household, Unemployment rates
showed a clear social gradient in our dara. The
probability of being unemploved was 112%
higher in the lowest occupational group
compared with the most well off. In our study,
income differences linked to both the occupa-
tional hierarchy and the unequal distribution of
unemployment berween socioeconomic groups
may explain health inequalities. In fact, income
inequalities in the Basque Country are among
the highest of Europe.* However, relative pov-
erty is not the only link berween health and
unemployment. Unemployment also creates
psychological distress and induces unhealthy
behaviour.” Nevertheless, in our context,
health related behaviours might play a minor
part. AAs in other Southern European countries,
people in lower socioeconomic positions did
not smoke more and did not drink more, and
despite some changes, the pattern in these risk
behaviours had not reversed.”

The effect of bad working environment on
the health of the working population, and the
contribution of working conditions to explain

Anitua, EBsnaoiy,

the sociceconomic gradient has been
established.™ **° The larger $0Ci0eCOnomic
inequalities observed in men according to lim-
iting longstanding illness and occupation
suggest the importance of this factor in our
data. Indeed, the limiting longstanding illnesg
indicator measures functional capacity to work,
Men’s greater exposure both to worse physical
environment and more physically demanding
jobs, and their greater participation in the
labour force may be relevant to explain the
inequalities in limitng longstanding  illnegg
according to occupation,

It is probable that the changes in the Tabour
market and the emergence of the economic
recession could explain the rise in social differ
ences in health. During the study period there
was a huge rise in precarious employment,
larger than that observed in Europe. The
number of flexible contracts rose from 10% in
1987 (first data available), to 28% in 1992, In
addidon, in 1992, a sharp increase in the
unemployment rates was observed. However,
income inequalities and unemployment were
not larger in 1992 than in 1986. The reduction
over most of the smdy period in both
unemployment znd  income inequalities”
would offset the latter increase. ¥ Thus, the role
of material insecurity in the increase in health
inequalities seems more relevant.” * More-
over, these influences may be even more
important than material circumstances, when
basic living standards have been attained.* * In
the Basque Country, the rise in flexible
employment and the onset of the economic
crisis increased rnaterial insecurity. As a result,
those economically less well off would have
augmented their chronic emotional stress,
leading to a rise in the rates of illness. Whatever
the pathway, be this direct or indirect, that
linked socioeconomic situation to the health of
the population, the new economic situarion
may have contributed to the increase in social
inequalities in health.

The traditional class framework seems inad-
equate to explain social inequalities in health in
women. To fully understand the mechanisms
playing a part in social inequalities in Woiren,
both the gender differences in employment,
and the interactions between employment and
women’s parental and marital roles had 1o be
taken into account.

In the Basque Country, those in more
favoured socioeconomic circumstances had
better health than those less favoured and these
differences increased over time. To explain
these results, two main factors may have played
a major part: the unequal distribution of
income and working conditions. The worsan-
ing of the labour market during this period and
the onset of a new economic recession may
explain the increase in social inequalities over
time. Further longitudinal studies are required
to understand the conmribution of working
conditions and unemployment on socioeco-
nomic inequalities in health, and the factors
affecting social inequalities in women,
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