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Abstract 

This thesis examines how income and income mobility shape health over the 

life course and across generations in Sweden, with particular attention to how 

historical context, personal attributes, and childhood peer relations structure 

later-life opportunities and health outcomes. Drawing on nationwide register 

data and the Stockholm Birth Cohort Multigenerational Study (SBC Multi-

gen), the thesis integrates perspectives from social determinants of health, life 

course epidemiology, and social mobility research to clarify how socioeco-

nomic advantage and disadvantage are produced, transmitted, and embodied 

in health. 

Four empirical studies address complementary questions. Study 1 com-

pared two Swedish birth cohorts, 1922–1926 and 1951–1955, to assess how 

income inequalities in cohort temporary life expectancy between ages 50 and 

61 changed before and after the establishment of the welfare state. Among 

men, income-related inequalities increased across cohorts, largely because life 

expectancy gains stagnated below roughly the 25th percentile of the income 

distribution, while gains were fairly stable above this point. 

Studies 2–4 were based on data from the SBC Multigen, comprising 14,608 

individuals followed up to age 68. Study 2 investigated whether childhood 

friendships can function as self-acquired social capital. Using sixth-grade so-

ciometric data and classroom fixed effects, it found that friendships with class-

mates from higher-income families were associated with higher adult income 

and upward mobility, with the strongest associations among children from dis-

advantaged backgrounds. These patterns persisted after adjustment for paren-

tal resources and individual characteristics. Our results suggest that friend-

ships across socioeconomic backgrounds matter beyond shared classroom 

context and observed selection. 

Study 3 evaluated pathways linking childhood economic conditions to all-

cause mortality in adulthood. Parental income showed only a modest associa-

tion with adult mortality, which was substantially attenuated after accounting 

for cognitive ability and social skills in adolescence and later adult socioeco-

nomic attainment, especially education and income. Intergenerational income 

mobility was not clearly associated with mortality in this study. 

Study 4 examined mental health at ages 52–66, proxied by psychotropic 

drug dispensation, using diagonal reference models that separate mobility 

from origin and destination. Intergenerational income mobility was associated 



with psychotropic drug dispensation among men but not women, with down-

ward mobility linked to higher dispensation and upward mobility to lower dis-

pensation. These results remained robust to extensive confounder adjustment, 

with similar patterns observed in a national sample. 

Overall, the thesis shows that income-related health inequalities reflect 

both intergenerational transmission and intragenerational pathways. Social 

and historical context, as well as individual attributes, constrain and enable 

the ability to achieve income mobility and good health. Efforts to reduce these 

inequalities should address not only adult socioeconomic conditions but also 

earlier-life social environments and opportunities. 

  



Sammanfattning 

Denna avhandling undersöker hur inkomst och inkomströrlighet påverkar häl-

san under livsloppet och över generationer i Sverige, med särskilt fokus på hur 

historiska sammanhang, individuella egenskaper och relationer till jämnåriga 

under barndomen formar möjligheter och hälsoutfall senare i livet. Genom att 

använda nationella registerdata och material från ”Född i Stockholm på fem-

tiotalet”-studien integrerar avhandlingen perspektiv från hälsans sociala be-

stämningsfaktorer, epidemiologi över livsloppet och forskning om social rör-

lighet för att klargöra hur socioekonomiska för- och nackdelar skapas, över-

förs och förkroppsligas i hälsan. 

Fyra empiriska studier behandlade kompletterande frågor. Studie 1 jäm-

förde två svenska födelsekohorter, 1922–1926 och 1951–1955, för att under-

söka förändringar i inkomstojämlikhet i återstående livslängd mellan 50 och 

61 års ålder före och efter välfärdsstatens framväxt. Bland män ökade in-

komstrelaterade ojämlikheter mellan kohorterna, främst eftersom ökningen i 

förväntad livslängd stagnerade under ungefär den 25:e percentilen av inkomst-

fördelningen, medan ökningen var relativt stabil över denna nivå. 

Studierna 2–4 baserades på data från ”Född i Stockholm på femtiotalet”-

studien, som omfattar 14 608 individer med uppföljning upp till 68 års ålder. 

Studie 2 undersökte om vänskapsrelationer i barndomen kan fungera som 

självförvärvat socialt kapital. Med hjälp av sociometriska data från sjätte klass 

och klassrumsfixerade effekter visade studien att vänskap med klasskamrater 

från familjer med högre inkomster var kopplat till högre inkomst i vuxen ålder 

och större uppåtgående social rörlighet, särskilt bland barn från socioekono-

miskt svagare bakgrunder. Sambanden även kvarstod efter justering för för-

äldrarnas resurser och individuella egenskaper. Våra resultat indikerar att vän-

skapsrelationer mellan individer med olika socioekonomisk bakgrund kan ha 

betydelse utöver den gemensamma klassrumsmiljön och observerad selektion. 

Studie 3 utvärderade mekanismer som länkar samman socioekonomiska 

förhållanden i barndomen och dödlighet oavsett orsak i vuxen ålder. Föräld-

rarnas inkomst visade endast ett svagt samband med dödlighet, vilket försva-

gades avsevärt efter justering för kognitiva förmågor och sociala färdigheter i 

tonåren samt socioekonomisk position i vuxen ålder, särskilt utbildning och 

inkomst. Inkomströrlighet över generationerna visade inget tydligt samband 

med dödlighet i denna studie. 



Studie 4 undersökte psykisk hälsa i åldrarna 52–66, mätt genom uttag av 

psykofarmaka, med hjälp av diagonala referensmodeller som skiljer rörlighet 

från ursprung och destination. Inkomströrlighet mellan generationerna var as-

socierad med uttag av psykofarmaka bland män men inte bland kvinnor; 

nedåtgående rörlighet var kopplad till högre uttag och uppåtgående rörlighet 

till lägre uttag. Resultaten var robusta även efter omfattande justering för stör-

faktorer, med liknande mönster observerade i ett nationellt urval. 

Sammantaget visar avhandlingen att inkomstrelaterade ojämlikheter i hälsa 

återspeglar både överföring mellan generationer och processer inom livslop-

pet. Detta tyder på att insatser för att minska sådana ojämlikheter bör rikta sig 

inte bara mot vuxnas socioekonomiska förhållanden, utan även mot sociala 

kontexter och möjligheter tidigt i livet, som formar långsiktiga utvecklingsba-

nor över generationer. 
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Introduction 

Socioeconomic positions are not solely achieved by individuals but are 

shaped, constrained, and sustained through complex interactions between peo-

ple and the societies they live in. Opportunities to move within the social hi-

erarchy, whether upward or downward, are embedded in broader institutional 

arrangements and historical conditions. Changes in welfare policies, educa-

tion systems, or labour markets can alter both social fluidity and the meaning 

of social positions. Access to these opportunities is not evenly distributed. The 

extent to which individuals can navigate or adapt to their circumstances de-

pends on the resources available to them or their families, such as economic 

security or social capital. Early advantages and disadvantages thus provide 

differing degrees of a buffer against life’s uncertainties, shaping not only ma-

terial conditions but also perceptions of what is possible or expected (Breen 

& Jonsson, 2005; Bukodi & Goldthorpe, 2018). 

Still, these structural and familial influences do not determine life trajecto-

ries entirely. Personal characteristics, such as cognitive ability and social 

skills, can reinforce or disrupt intergenerational patterns of advantage and dis-

advantage. Outside the family, relationships with peers and friends can pro-

vide access to resources and information that extends beyond an individual’s 

immediate socioeconomic environment. These mechanisms operate in all di-

rections: they can enable upward mobility, entrench stability, or contribute to 

downward mobility, fostering wellbeing in some cases while amplifying vul-

nerability in others. In each case, they intersect with health both as an outcome 

of social and economic conditions and as a factor influencing individuals’ ca-

pacity to act within them (Bartley & Kelly-Irving, 2025; Mackenbach, 2019). 

Research on health inequalities consistently demonstrates that socioeco-

nomic position strongly shapes life chances, yet the pathways through which 

these inequalities unfold are complex and spread across the life course as well 

as family lineages. Health and socioeconomic position influence one another 

reciprocally, resulting in the well-documented socioeconomic gradient in 

morbidity and mortality (Link & Phelan, 1995; Marmot, 2004). This gradient 

reflects both the direct effects of material resources and the accumulation of 

advantages and disadvantages over time, shaped by education, labour-market 

participation, social relationships, and early-life conditions. Understanding 

health inequalities thus requires attention to how these layers of influence in-

teract and accumulate across generations (Ben-Shlomo & Kuh, 2002). 
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Sweden provides an illustrative case for studying these dynamics. Despite 

its long-standing reputation for equality and its early expansion of the welfare 

state, social disparities in health and longevity persist and, in some respects, 

have widened (Hederos et al., 2018; Mackenbach et al., 2003). Studies that 

seek to explain this paradox have often relied on education and occupational 

class – the most established indicators of socioeconomic position in epidemi-

ology. By contrast, income, although a central dimension of material living 

conditions, has been less frequently integrated into life-course frameworks, 

particularly in analyses that follow intergenerational processes and mobility 

(Barone et al., 2022; Sakamoto & Wang, 2020). 

The four studies in this thesis contribute to this literature by examining how 

income and income mobility relate to health across generations and social con-

texts. They address inequality from complementary perspectives: cohort dif-

ferences in income gradients in life expectancy under distinct welfare state 

conditions, the role of friendships across socioeconomic backgrounds in shap-

ing adult income, life-course pathways linking childhood economic conditions 

to adult mortality via personal attributes and socioeconomic careers, and gen-

der-specific associations between intergenerational income mobility and men-

tal health in midlife. Jointly, they show how material resources, personal char-

acteristics, and social relationships each play essential and interlinked roles in 

shaping socioeconomic and health inequalities. They also suggest that while 

the Swedish welfare state has mitigated absolute deprivation, it has not elimi-

nated the intergenerational reproduction of relative inequality in life chances. 

The empirical analyses of this thesis are primarily based on individuals 

born in 1953 and raised in the greater Stockholm metropolitan area, a cohort 

that came of age during a period of profound social transformation. The post-

war decades were marked by rapid economic growth, the expansion of the 

welfare state, and the rise of female labour market participation. Individuals 

born in these years experienced comparatively high levels of intergenerational 

and income mobility relative to later cohorts (Ahrsjö et al., 2025; Bukodi et 

al., 2020; Engzell & Mood, 2023). As such, the Stockholm Multigenerational 

Study provides unique data materials for studying how structural opportuni-

ties, familial resources, and personal characteristics contribute to the produc-

tion and maintenance of social and health inequalities in a society that has long 

aspired to social justice and equality. 
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Background 

Health inequality, the gradient, and social determinants 

In public health research, the concept of health inequalities refers to system-

atic differences in health outcomes between groups within a population. Such 

differences can be observed across multiple social dimensions, including gen-

der, ethnicity, geography, and socioeconomic position (Graham, 2007). Soci-

oeconomic differences are particularly well documented. On average, individ-

uals with higher socioeconomic position experience better health and longer 

life expectancy (Bartley & Kelly-Irving, 2025; Marmot, 2004). Although not 

all health differences are necessarily avoidable or unjust, in public health the 

term health inequalities typically refers to socially produced and unfair dis-

parities that could be reduced through policy and collective action (Krieger, 

2011; Marmot, 2015). 

A particular manifestation of these inequalities is the health gradient, which 

describes the graded relationship between socioeconomic position and health. 

The gradient shows that health outcomes not only differ between the most and 

least advantaged but follow a continuous pattern across the entire social hier-

archy: at each step down in education, income, or occupational class, health 

tends to be worse and mortality higher (Adler et al., 1994; Marmot et al., 1984, 

1991). This pattern underscores that health inequalities are not confined to 

marginal groups but affect the whole population. 

Both health inequalities in general and the health gradient in particular are 

generated by what has come to be known as the social determinants of health. 

According to the World Health Organization (WHO), these determinants en-

compass the conditions in which people are born, grow, live, work, and age, 

and are shaped by the broader distribution of power, resources, and opportu-

nities (Commission on Social Determinants of Health, 2008). They include 

material conditions, such as housing, nutrition, and working environments; 

psychosocial influences, such as stress and social support; and cultural-behav-

ioural factors, such as lifestyle and health-related behaviours. 

The unequal distribution of these determinants is a key factor in why health 

outcomes differ systematically between groups and why these differences 

form a gradient across the socioeconomic hierarchy. Together, the concepts 

of health inequalities, the health gradient, and the social determinants of health 
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provide a conceptual foundation for analysing how social structures and con-

ditions shape population health and why systematic health differences persist 

across societies. 

Mechanisms underlying the health gradient  

Health selection and indirect selection 

Several explanations have been developed to account for the health gradient. 

Health selection theory proposes that health itself influences social mobility: 

good health facilitates educational achievement and occupational success, 

while poor health limits opportunities and may lead to downward mobility 

(Mackenbach, 2019; West, 1991). Indirect selection points to stable traits such 

as cognitive ability, social skills, and personality that affect both health and 

socioeconomic position. These traits may be shaped by genetic predisposi-

tions and childhood health, but their effects extend into adulthood and influ-

ence long-term outcomes. 

Social causation 

In contrast, social causation explanations emphasise that health is shaped by a 

broad set of social determinants. These include both structural conditions, 

such as political and economic arrangements, as well as more proximate fac-

tors linked to social position, including material resources, psychosocial ex-

periences, and cultural-behavioural influences (Bartley & Kelly-Irving, 2025; 

Mackenbach, 2019; Maggi et al., 2010).  

The material perspective highlights the unequal access to housing, nutri-

tion, and safe work (Lynch et al., 2000; Townsend et al., 1986). The psycho-

social perspective underscores the stress associated with low status, social 

comparison, discrimination, and lack of control (Lynch et al., 1997; Marmot 

et al., 1978; Pickett & Wilkinson, 2015). The cultural-behavioural pathway, 

finally, operates through socio-culturally defined norms and values that man-

ifest in individuals’ lifestyle, habits, social networks, and health-related be-

haviours (Cavelaars et al., 2000; Stringhini et al., 2010).  

Broader macro-level perspectives, such as political economy models, high-

light how political and economic power relations structure living conditions 

and thereby influence health (Doyal & Pennell, 1979; Krieger, 2005; Navarro 

& Shi, 2001). One example of such a perspective is Pickett and Wilkinson’s 

(2015) framework, often described as the psychosocial model, which argues 

that the magnitude of income inequality affects population health through 

pathways such as social comparison and status-related stress, as these individ-

ual experiences accumulate to erode social cohesion and trust at the societal 

level. 
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Life course epidemiological approaches 

Life course perspectives integrate the above-mentioned mechanisms and path-

ways to health inequality, distinguishing between the processes through which 

exposures exert their effects and the specific trajectories those effects follow 

over time, with attention to timing, duration, and accumulation (Ben-Shlomo 

et al., 2014). Conventional life course research identifies three main models 

regarding the timing and accumulation of exposures: critical and sensitive pe-

riod, accumulation, and the chain-of-risk models (Kuh et al., 2003). Glymour, 

Avendano, and Kawachi (2014) frame these models as ways of understanding 

how social exposures, including socioeconomic disadvantage, become biolog-

ically embedded and shape health outcomes over the long term. The critical 

period model claims that exposure during a specific window of development 

has lasting and often irreversible effects, whereas the sensitive period model 

allows for later modification, though exposures remain especially influential 

during certain stages. The accumulation model posits that repeated or pro-

longed exposures across the life course combine to exert a cumulative adverse 

effect on health. Finally, the trajectory, or chain-of-risk, model emphasises 

how disadvantage at one life stage increases the likelihood of subsequent ex-

posures, thereby elevating the risk of poor health later in life. 

Integrative frameworks of health inequality 

Many conceptual models have been developed to integrate the diverse mech-

anisms underlying health inequalities. Among the most influential are 

Dahlgren and Whitehead’s (1991) “rainbow model” and the WHO 

Commission on Social Determinants of Health framework (2008). These 

models illustrate how health is shaped by multiple levels of influence, from 

broad socioeconomic and environmental conditions, through living and work-

ing environments and social networks, to individual lifestyle factors and 

health-related behaviours. Income plays a central role across these frame-

works. It shapes material conditions, constrains or enables health-related be-

haviours, and contributes to psychosocial stress. By combining material, psy-

chosocial, and cultural-behavioural pathways, integrative models emphasise 

the complexity and multi-layered nature of health inequalities. 

However, while these frameworks aim to bridge competing explanations, 

they do not resolve the ongoing debate between selection and causation. The 

debate is also reflected in how scholars frame the available explanations. 

Mackenbach (2019), for instance, conceptualises explanations of health ine-

qualities along a continuum, ranging from relatively benign accounts such as 

health selection to more conflictual perspectives emphasising structural cau-

sation. Bartley and Kelly-Irving (2025), by comparison, frame this contrast in 

terms of explanatory focus: selection theories highlight individual attributes, 

while political economy perspectives underscore structural constraints. In 
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Mackenbach’s view, selection mechanisms deflect blame by attributing ine-

qualities to individual differences in health, whereas Bartley and Kelly-Irving 

argue that such perspectives implicitly place responsibility on the individual. 

In contrast, structural accounts direct attention to institutions and social struc-

tures, underscoring the need for systemic, policy-driven solutions.  

Empirical patterns and design sensitivities 

Observational studies often highlight the importance of social causation, 

whereas causal studies more frequently find evidence of selection. This asym-

metry partly reflects methodological differences. First, health shocks are by 

definition exogenous events, whereas attained socioeconomic position is 

rarely exogenous. Second, health in childhood necessarily precedes adult so-

cioeconomic position, which makes evidence of selection easier to identify 

than evidence of causation. Observational studies across contexts consistently 

reveal robust social gradients in health (Claussen et al., 2003; Elstad, 2001; 

Van De Mheen et al., 1998), with more recent evidence pointing to persistent 

or widening inequalities in mortality (Decoster et al., 2021; Hagen et al., 2025; 

Rehnberg et al., 2022). Experimental and quasi-experimental designs, how-

ever, often find smaller effects of education or income on health compared to 

observational studies (Albouy & Lequien, 2009; Cesarini et al., 2016; Clark 

& Royer, 2013; Snyder & Evans, 2006), suggesting that selection or con-

founding plays some role. 

Finally, genetic studies offer tools to address potential confounding by in-

herited liabilities when studying links between socioeconomic indicators and 

health. If genetic predisposition to ill health is more prevalent in lower socio-

economic groups, it can confound observed associations because genotype 

temporally precedes a person’s socioeconomic position (Federation of 

Academies of Sciences and Humanities, 2021). Polygenic approaches and re-

lated designs have documented links between genetic variation, education, 

and socioeconomic position (Krapohl & Plomin, 2016; Okbay et al., 2016). 

However, interpretation remains contested due to the complexity of gene–en-

vironment interplay and methodological challenges such as population strati-

fication, assortative mating, and dynastic effects (Davies et al., 2018b; 

Koellinger & Harden, 2018). 

The role of social mobility in shaping health inequalities 

Social mobility  

Social mobility describes the movement of individuals up or down the social 

hierarchy. This can occur within a person’s lifetime, known as intragenera-

tional mobility, or across generations, from parents to their children, referred 

to as intergenerational mobility. Social mobility can arise from structural 

changes, such as occupational restructuring or educational expansion, which 
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create new opportunities for large groups, a process known as absolute mobil-

ity. By contrast, relative mobility (or social fluidity) refers to mobility net of 

these structural changes (Erikson & Goldthorpe, 1992; Featherman et al., 

1975). Intergenerational mobility is commonly used as an indicator of equality 

of opportunity, reflecting the extent to which individuals’ socioeconomic out-

comes depend on their parents’ socioeconomic position (Breen & Jonsson, 

2005). Cross-nationally, this dimension of opportunity is often discussed 

alongside inequality of outcomes, typically measured by income inequality. 

The Great Gatsby Curve (GGC) illustrates an empirical association whereby 

countries with higher income inequality tend to exhibit lower intergenera-

tional mobility. Evidence for this pattern is strongest in Northern Europe and 

the Anglo-Saxon countries, while findings are more mixed in Southern Europe 

(Blanden, 2013; Breen & Muller, 2020; Durlauf et al., 2022).  

Social mobility and health inequalities 

The relationship between social mobility and health inequalities is more con-

tested and leads us back to theories about the origins of health inequalities. 

According to the health selection perspective, individuals in good health are 

more likely to experience upward mobility, while those in poorer health face 

a higher risk of downward mobility (Blane et al., 1993; Illsley, 1986; Stern, 

1983). Stern (1983) argued that health-selective mobility could amplify health 

inequalities: those who climb the social ladder would be healthier than both 

their class of origin and their new class, while those moving downward would 

be less healthy than either group. Evidence supporting this idea comes from 

studies showing, for example, that women from manual backgrounds who 

married men in higher occupational classes gave birth to healthier infants than 

women who married within their class, or even those who themselves origi-

nated from higher-class families (Illsley 1986, 1988).  

In contrast, the social causation approach argues that the health of mobile 

individuals is influenced by social origin and destination and therefore will 

not necessarily increase existing health inequalities. Empirical studies have 

often found that the health of movers, both upward and downward, typically 

falls between the averages of their origin and destination classes. As a result, 

mobility functions as a “gradient constraint” and can dilute overall health in-

equalities (Bartley & Plewis, 1997, 2007; Elstad, 2001; Elstad & Krokstad, 

2003; Manor et al., 2003). Social mobility has even been proposed as a policy 

tool to reduce health inequalities (Bartley & Plewis, 2007). According to this 

argument, the observation that health inequalities widened as intergenera-

tional income mobility rates declined between the 1958 and 1970 British birth 

cohorts also supports this interpretation (Blanden et al., 2007). Later studies 

provided a more nuanced picture of the potential equalising effect of social 

mobility and emphasised the context in which social mobility occurs. Elstad 

(2001) proposed that mobility could reduce health inequalities in societies 
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with substantial pre-existing health inequalities, a high degree of social mo-

bility, and where the association between health and mobility is weak, sug-

gesting that social causation outweighs selection. He also stressed the im-

portance of analysing both those entering and those leaving social positions. 

Claussen et al. (2005) found that social mobility was independently associated 

with mortality, suggesting that it can either constrain or amplify health ine-

qualities. They concluded that both health selection and social causation are 

involved in the mobility–health inequality relationship, potentially operating 

in opposite directions and partly counterbalancing one another. Boyle, 

Norman, and Popham (2009) argued that while movers generally show inter-

mediate health, consistent with the gradient-constraint model, overall class 

differences persist once the size of outgoer and incomer groups is considered. 

Extending this reasoning to geographical mobility (deprivation mobility), they 

showed that inequalities can widen, as healthier people tend to leave deprived 

areas, concentrating disadvantage among those who remain. In conclusion, 

mobility may contribute to health inequalities not only through individual 

health selection but also through the selective redistribution of health across 

social positions and places. 

Methodological challenges and recent perspectives 

During the 2010s, the debate slowed due to serious methodological constraints 

in measuring the association between social mobility and health inequalities. 

Measuring the independent effect of social mobility is notoriously difficult, as 

holding both origin and destination constant renders mobility statistically un-

identifiable, the counterfactual of “what would have happened without mov-

ing” is unobservable, and results are highly sensitive to measurement choices 

and social context (Wei & Xie, 2022). Recent syntheses (e.g., Mackenbach 

2019) emphasise that social mobility mainly functions as a mechanism con-

tributing to the persistence of health inequalities through compositional ef-

fects, reinforcing the clustering of health advantages and disadvantages. Ex-

tending this discussion, Wei and Xie (2022) argue that individual-level anal-

yses may underestimate the influence of mobility and highlight the need to 

shift focus to the societal level by examining different mobility regimes and 

modelling their implications for population health. In short, whether and how 

social mobility contributes to health inequalities is complex and context-de-

pendent, and the interpretation of these patterns is closely linked to the debate 

between health selection and social causation. 
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Income  

Income in social mobility and health research 

Education, occupation, and income are the three most common indicators of 

socioeconomic position in health research. Education is most frequently used 

in epidemiology (Galobardes et al., 2006), while occupational class has long 

dominated studies of social mobility (Barone et al., 2022; Sakamoto & Wang, 

2020). This thesis, however, considers income as the primary indicator of so-

cioeconomic position. In what follows, the advantages and limitations of ed-

ucation and occupational class are discussed, before turning to the rationale 

for focusing on income and income mobility. 

Education 

There are strong reasons to consider education a fundamental determinant of 

health. Education is usually completed relatively early in life and is thus less 

affected by reverse causality from adult health problems. It provides skills, 

knowledge, and social networks that foster learned effectiveness, the capacity 

to make informed choices, and to exercise control over one’s life (Mirowsky 

& Ross, 2005). Education also enables individuals to accumulate resources 

over time through structural amplification. Evidence from natural experi-

ments, such as compulsory schooling reforms, indicates that additional years 

of education can improve some health outcomes, though the effects are gen-

erally smaller than suggested by observational associations (Davies et al., 

2018a; Galama et al., 2018; Kawachi et al., 2010). 

At the same time, education has important limitations as a measure of social 

position, as its meaning is highly context-dependent. For example, leaving 

school at age 16 in mid-20th-century Europe signified a very different social 

position than it does today or in low-income settings (Graham, 2007). More-

over, educational attainment is strongly shaped by childhood family back-

ground, and thus partly serves as a proxy for early-life (dis)advantage rather 

than a pure measure of individual achievement (Conti et al., 2010). Despite 

this, education is often treated as an indicator of individual “merit,” a practice 

that risks obscuring the structural conditions that shape educational opportu-

nities (Bartley & Kelly-Irving, 2025). This problem is compounded in many 

high-income countries by rapid educational expansion, which has reduced var-

iation in attainment and thereby limited its ability to capture underlying soci-

oeconomic differences (Bartley & Kelly-Irving, 2025). 

Occupation 

Occupation is another central socioeconomic position indicator, capturing re-

lations of power and control in the labour market and reflecting the prestige 

and social standing attached to different jobs. Occupation is valuable because 



10 

it positions individuals, and their families, within the social hierarchy 

(Graham, 2007). It also reflects crucial aspects of working life, including in-

come, job security, physical hazards, and psychosocial characteristics such as 

autonomy and job strain (Lahelma et al., 2004). Research consistently docu-

ments an inverse relationship between occupational class and risks of chronic 

disease, disability, and mortality (Clougherty et al., 2010), inequalities that 

persist in Swedish society today (Fritzell, 2025). 

However, the interpretation of occupational measures is contested. Reverse 

causation may matter: individuals in poor health can be excluded from higher-

level jobs, while health-related attributes such as physical capacity or lifestyle 

may influence occupational sorting (Mackenbach, 2019). Moreover, occupa-

tional categories are shaped by changing economic and institutional contexts. 

For example, Sweden experienced one of the steepest international declines in 

the skill wage premium (the income premium individuals gain by attaining 

university education) between the 1970s and 1990s, largely due to the expan-

sion of the public sector and wage-setting institutions (Domeij & Ljungqvist, 

2019). This development altered the relative economic returns and social po-

sitioning of many occupations, particularly those requiring higher levels of 

formal education. This illustrates how the social meaning of occupations can 

shift across time and place, making them harder to compare along these di-

mensions. 

Income 

Income has become an increasingly central measure of socioeconomic posi-

tion in health research. Unlike education, which is fixed earlier in life, and 

occupational class, which can be difficult to measure consistently across 

groups, income tends to vary more over the life course and can therefore cap-

ture more dynamic changes in the material resources available to individuals 

or households. It reflects the ability to afford adequate food, housing, and 

healthcare, and to buffer against economic shocks, making it closely aligned 

with the material pathway emphasised in social determinants of health re-

search (Darin-Mattsson et al., 2017; Galobardes et al., 2006; Kim et al., 2018). 

Its comparability across countries and time is another strength: while the 

meaning of educational qualifications and occupational categories varies with 

institutional context, monetary resources are more readily standardised. 

At the same time, there are some drawbacks to using income as a measure. 

It can fluctuate substantially from year to year, making it a less stable indicator 

than education or occupation. Self-reported income may be affected by report-

ing errors, non-response, or otherwise be incomplete. Most importantly, in-

come does not fully capture non-monetary aspects of socioeconomic position, 

such as prestige, authority, job hazards, or access to influential networks, 

which can also shape health. 
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Income mobility 

Beyond its role as a point-in-time indicator of socioeconomic position, income 

is especially useful for studying intergenerational social mobility. From the 

1990s onward, mobility research increasingly shifted away from occupational 

class toward income, a trend also evident in the wider stratification literature 

(Barone et al., 2022; Mouw, 2022). While class-based measures still account 

for about half of mobility studies, their suitability has been increasingly ques-

tioned in favour of income (Sakamoto & Wang, 2020) or job-based ap-

proaches (Avent-Holt et al., 2020). Many sociologists nevertheless continue 

to recommend occupational class where reliable long-term income data are 

lacking (Goldthorpe & McKnight, 2006; Yaish & Kraus, 2020). 

The growing use of income reflects both better access to administrative in-

come records and recognition of the limitations of class-based measures 

within the mobility literature. As argued by Sakamoto and Wang (2020), in-

come has several advantages over occupational class when measuring mobil-

ity. Compared to occupational class, income is less context-dependent, allow-

ing for more valid cross-national, historical, as well as multi- and intergener-

ational comparisons. Growing within-occupation inequality has reduced the 

extent to which occupational categories meaningfully capture individuals’ 

long-term earnings or socioeconomic position. Moreover, income captures 

rising economic inequalities more directly and provides a dynamic measure 

that is sensitive to fluctuations and trajectories across the life course. Occupa-

tion has often been assumed to better reflect non-pecuniary aspects of work 

than income, yet its relevance has diminished with the growing complexity of 

organisational structures and employment relations. Furthermore, using in-

come avoids reliance on the absolute (structural) versus relative (circulation) 

mobility distinction, a framework that has been criticised as conceptually 

problematic. For these reasons, income mobility has become a central tool for 

understanding how advantages and disadvantages are reproduced across gen-

erations. It is particularly well suited for examining how socioeconomic con-

ditions at different points in life shape long-term health outcomes, which is a 

central focus of this thesis. 

Income and health across the life course 

Adult income and health 

A substantial body of evidence shows that higher income is associated with 

longer life expectancy and more favourable physical and mental health out-

comes (Chetty et al., 2016; Fritzell et al., 2004; Kawachi et al., 2010). The 

relationship, however, is not purely one-directional. Health selection, or re-

verse causality, suggests that health itself can shape income. Healthier adults 

are more likely to enter and remain in employment, progress in their careers, 

and achieve higher earnings, while poor health lowers productivity, reduces 
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hours, increases absenteeism, and raises the risk of job loss or withdrawal from 

the labour market (Currie & Madrian, 1999; Lundin et al., 2010; Pelkowski & 

Berger, 2004). Longitudinal studies confirm that adverse health shocks lead 

to lasting “scarring” of income trajectories, mainly through reduced employ-

ment and increased reliance on disability benefits (García-Gómez, 2011; 

Lenhart, 2018).  

Social causation perspectives, however, receive greater attention, as they 

help explain why lower income itself contributes to poorer health outcomes 

(Blane et al., 1993; Dahl, 1996; Marmot, 2004; Marmot & Wilkinson, 2001). 

These explanations overlap with the mechanisms discussed earlier, linking so-

cioeconomic position and health more broadly, but income is a particularly 

direct determinant because it governs immediate access to material resources 

and buffers against economic insecurity. 

Four main pathways have been proposed to explain the link between in-

come and health. The materialist perspective highlights how income enables 

access to adequate housing, nutritious food, healthcare, and safe working con-

ditions, resources that directly affect morbidity and mortality (Deaton, 2002b; 

Marmot, 2004). Building on this, the neo-materialist perspective shifts the fo-

cus from individual resources to the broader political, historical, and economic 

structures that shape how these resources are distributed across society, 

thereby influencing population health (Lynch et al., 2000). Lynch and 

colleagues (2000) famously illustrated this with the “airplane-class” me-

taphor, where seating arrangements capture how structural inequalities trans-

late into health-relevant differences in comfort, stress, and rest. 

In contrast, the cultural-behavioural explanation emphasises that health be-

haviours are socially stratified: disadvantaged groups are more likely to 

smoke, have poorer diets, or engage in harmful drinking, and these differences 

account for part of the income–health gap (Pampel et al., 2010; Stringhini et 

al., 2010). Finally, the psychosocial approach underscores the health costs of 

relative deprivation, with higher income inequality linked to stress, reduced 

social trust, and worse mental health (Elgar et al., 2020; Pickett & Wilkinson, 

2015). 

Importantly, new causal evidence demonstrates that income itself matters 

for adult health. Evidence summarised in a systematic review suggests that 

increases in income are associated with improved mental health, particularly 

among those starting from very low incomes, whereas income reductions are 

associated with deteriorating mental health (Thomson et al., 2022). Further-

more, new research based on longitudinal UK data shows that increases in 

household income predict better physical and psychological health, although 

benefits plateau at higher levels (Reed et al., 2025). These findings reinforce 

the interpretation that income affects health through a combination of mate-

rial, behavioural, psychosocial, and structural pathways that accumulate and 

interact over the life course. 
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Childhood family income and health 

A large body of research shows that economic conditions in childhood shape 

health both in the short term and across the life course. Childhood disad-

vantage is associated with poorer health in childhood itself, and it may also 

influence health later in life either directly, by biologically embedding early 

stressors, or indirectly, by limiting educational opportunities and future soci-

oeconomic attainment (Kuh & Wadsworth, 1993; Marmot, 2001). Three main 

theoretical frameworks guide this literature. Two life course epidemiology 

models were briefly introduced earlier and are particularly relevant here. 

Firstly, the sensitive period hypothesis, which refers to a specific window of 

time during an individual’s development when exposure to certain environ-

mental, social, or biological factors has a particularly strong and lasting impact 

on development and later disease risk, compared to exposures occurring at 

other stages of life (Kuh et al., 2003). Secondly, the accumulation of risk per-

spective holds that health reflects the build-up of exposures over time. Re-

peated or prolonged adverse conditions, including low socioeconomic posi-

tion, increase physiological strain. As people age, the capacity for repair de-

clines, and the number, duration, and intensity of these different types of ex-

posures become increasingly consequential (Kuh et al., 2003).  

Thirdly, the pathway model emphasises how childhood family income sets 

in motion a chain of events: it influences educational achievement, which af-

fects labour market opportunities and adult socioeconomic position, and these 

factors in turn shape health (Marmot, 2001). Most empirical studies suggest 

that both childhood conditions themselves (direct effects) and the long-term 

paths they set in motion (indirect effects) affect health, but the relative im-

portance of each depends on the specific health outcomes, time period, and 

context (Case et al., 2005). 

There is strong empirical evidence that parental income impacts children’s 

health and development. Case, Lubotsky, and Paxson (2002) demonstrate that 

higher parental income enables families to better protect children’s health 

when chronic conditions arise, leading to widening health disparities over the 

course of childhood. Policy evaluations strengthen this conclusion. Milligan 

and Stabile (2011) found that expansions of Canadian child benefits led to 

significant improvements in children’s physical and mental health. A recent 

systematic review of studies from high-income countries similarly concludes 

that increases in household income improve children’s health and develop-

mental outcomes, while income losses have adverse effects (Cooper & 

Stewart, 2021). 

The link between childhood family income and adult health is less con-

sistent. Adjusting for adult socioeconomic position often weakens the associ-

ation (Lundberg, 1993; Palme & Sandgren, 2008), supporting the pathway 

model. Yet other studies find persistent effects of early-life deprivation even 

after such adjustments, suggesting long-term biological or developmental 
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“scarring” (Galobardes et al., 2004; Poulton et al., 2002). Overall, the litera-

ture indicates that childhood family income matters for health both by shaping 

later socioeconomic opportunities and through direct, enduring consequences 

of early disadvantage. 

Income, wealth, and health 

So far, I have focused on income as the main predictor variable, in line with 

the empirical analyses presented later in the thesis. However, there is growing 

recognition that wealth may be an even more relevant indicator of socioeco-

nomic position, as it reflects accumulated resources and provides a buffer 

against shocks. Research shows that wealth is far more unequally distributed 

than income and exhibits stronger intergenerational persistence, thereby rein-

forcing social inequalities across generations (Pfeffer & Killewald, 2018; 

Pfeffer & Schoeni, 2016). Despite increasing calls to incorporate wealth into 

health research (Balogh & Katikireddi, 2025; Baum, 2005), data on wealth 

remain relatively limited. 

Recent studies highlight the significance of wealth for adult health out-

comes. A nationwide register-based study from Norway found that individuals 

in the lowest wealth decile at midlife had substantially higher mortality risks 

than those in the highest decile, even after accounting for sibling and twin 

fixed effects (Gugushvili & Wiborg, 2025). In Sweden, large inequalities ac-

cording to wealth were found, which remained more stable across the life 

course than inequalities by income (Katikireddi et al., 2021). This suggests 

that wealth, much like income, has a strong and independent association with 

health and longevity. At the same time, income and wealth are closely con-

nected, and both contribute to the reproduction of health inequalities across 

the life course. Although this thesis does not analyse wealth directly, it is im-

portant to acknowledge wealth as a closely related dimension of stratification 

in Sweden that likely contributes to the observed patterns and should be ad-

dressed in future research as data availability improves.  

Income mobility and health at the individual level 

As noted in the previous section, research on socioeconomic position and 

health points to several pathways (material, cultural-behavioural, and psycho-

social) through which social and economic resources shape wellbeing. The 

mobility literature extends this discussion by asking whether changes in soci-

oeconomic position across the life course affect health in their own right, be-

yond the conditions of origin or destination. 

From a sociological perspective, Sorokin’s thesis (1927, 1959) argues that 

intergenerationally mobile individuals may feel disconnected from both origin 

and destination classes, creating stress and loss of support regardless of 

whether mobility is upward or downward (see also Stacey, 1967). Later theo-

retical work, such as Friedman’s (2016) concept of habitus clivé, likewise 



15 

highlights the psychological strain involved in navigating conflicting social 

norms. These perspectives suggest that mobility itself, over and above origin 

or destination, can undermine wellbeing by fostering uncertainty and exclu-

sion. Psychological theories of identity complement this view, emphasising 

that mobility forces individuals to renegotiate their sense of self in relation to 

both their background and their new environment, a process that can compro-

mise psychosocial health (Destin, 2019; McAdams & McLean, 2013; 

Oyserman & Destin, 2010). 

Although upward mobility is often celebrated, it can also carry hidden 

costs. Individuals from disadvantaged backgrounds may feel pressure to con-

form to unfamiliar cultural norms while simultaneously being viewed with 

suspicion or envy by peers from their class of origin (Daenekindt, 2017; 

Destin & Debrosse, 2017; Friedman, 2016). Such tensions may foster identity 

conflict, strained family or community ties, and impostor feelings, while the 

psychological burden of continually proving one’s worth can amplify stress 

(Stuber, 2006). Thus, upward mobility, while materially beneficial, may nev-

ertheless carry psychosocial costs. 

Downward mobility is considered particularly harmful. The “falling from 

grace” perspective highlights how moving into a lower socioeconomic posi-

tion can erode health by combining material losses with psychosocial strain. 

Loss of resources and opportunities may be accompanied by diminished 

recognition and stigma and a feeling of failure to live up to social expectations, 

thereby undermining self-worth (Newman, 1999; Stacey, 1967). Those who 

fall may also feel caught between groups, struggling to maintain ties to their 

origin status while fearing rejection in their new environment (Blau, 1956; 

Friedman, 2016). The emotional work of adjusting to more limited circum-

stances and altered aspirations can be especially taxing, gradually wearing 

down both mental and physical health (Newman, 1999).  

Not all theories predict negative outcomes. The “rags to riches” perspective 

highlights the potential benefits of upward mobility, including enhanced self-

efficacy and a stronger sense of control (Gugushvili, McKee, et al., 2019; 

Gugushvili, Zhao, et al., 2019), gratitude toward the system enabling mobility 

(Daenekindt et al., 2018; Day & Fiske, 2017; Tumin, 1957), healthier behav-

iours (Boehm, 2018; Park et al., 2014; Wood et al., 2010), and greater confi-

dence and coping capacity. This latter idea resonates with posttraumatic 

growth theory, which suggests that overcoming adversity can foster psycho-

logical wellbeing and strengthen beliefs in one’s ability to face future chal-

lenges (Tedeschi & Calhoun, 2004). Over time, these mechanisms may trans-

late into lasting health advantages, as suggested by theories of control and 

cumulative resources (Mirowsky & Ross, 2005) as well as longitudinal re-

search showing that upward mobility can mitigate early disadvantage 

(Gugushvili, Zhao, et al., 2019).  

It has also been debated whether social mobility has any independent health 

effects at all. According to the acculturation perspective, social origin and, 
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especially, social destination may matter more for health than the process of 

mobility itself (Blau, 1956). From a life course perspective, Hallqvist et al. 

(2004) note that proposed mobility trajectories often map onto critical period 

and accumulation approaches, so separating these mechanisms requires 

clearly specified, theory-led hypotheses. Similarly, Ben-Shlomo et al. (2014) 

argue that mobility may be best viewed as a descriptive term rather than a 

model in its own right. 

Empirical findings are mixed. Many studies using education- or class-based 

measures suggest that health is shaped more by social origin and destination 

than by the move between them, a pattern often described as consistent with 

the “acculturation” perspective (Dhoore et al., 2019; Guo et al., 2025; Houle 

& Martin, 2011; Iveson & Deary, 2017; Präg & Richards, 2019). Still, down-

ward mobility is frequently linked to adverse outcomes, particularly in mental 

health (Luo & Waite, 2005; Tiffin et al., 2005; Tiikkaja et al., 2013; D. Timms, 

1998; D. W. G. Timms, 1996; Ward et al., 2016). Results for upward mobility 

are more varied. Some studies identify risks (Brody et al., 2013; Castagné et 

al., 2016; Hadjar & Samuel, 2015; Kessin, 1971), while others suggest bene-

fits such as improved wellbeing (Gugushvili, McKee, et al., 2019; Gugushvili, 

Zhao, et al., 2019; Iveson & Deary, 2017). It is also possible that upward mo-

bility has a negative impact on physical health and a positive impact on mental 

health (Chen et al., 2022; Gaydosh et al., 2018; Miller et al., 2020), a pattern 

called skin-deep resilience. Such divergence reflects differences in national 

context, measurement strategies, and outcomes studied (Bulczak et al., 2022; 

Jeong et al., 2025; Nikolaev & Burns, 2014). 

Part of the inconsistency stems from methodological challenges. Without a 

clear counterfactual, it is difficult to establish what the health of mobile indi-

viduals would have been if they had remained immobile. Traditional additive 

or interaction models are more likely to detect mobility effects, while newer 

approaches such as diagonal reference models, which explicitly separate 

origin and destination from mobility, often yield null findings. These issues 

are discussed further in the methodology chapter. 

Only a relatively small but growing number of studies examine income 

mobility directly, though these are most relevant to this thesis. Some find no 

clear health effects, for example, on obesity and depressive symptoms in the 

United States (Bulczak et al., 2022) or psychological distress in Canada 

(Vanzella-Yang & Veenstra, 2023). Others report context-dependent associa-

tions. In Japan, upward mobility was found to be linked to poorer self-rated 

health among men (Okamoto et al., 2019), whereas in Canada, upward mobil-

ity was shown to predict better self-rated health for men and downward mo-

bility poorer health for women (Veenstra & Vanzella-Yang, 2021). U.S. re-

search suggests that downward mobility reduces wellbeing, while upward mo-

bility improves it, particularly in midlife (Nikolaev & Burns, 2014). Finally, 

a Finnish study showed that cognitive functioning in midlife was highest 

among those stably in high-income groups and lowest among the downwardly 
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mobile and the stably poor (Nurmi et al., 2025). Together, these studies sug-

gest that income mobility can matter for health, but the direction and magni-

tude of effects vary by context, outcome, and method, highlighting the need 

for further research. 

A gendered lens on income and health 

The often-cited phrase “women are sicker, but men die quicker” captures a 

well-documented paradox: women tend to report more morbidity, whereas 

men have higher risks of death. This paradox motivates stratified analyses by 

gender, but the rationale for a gender perspective goes deeper, especially in 

research on income, mobility, and health. 

First, sex and gender are deeply intertwined. While sex refers to biological 

differences and gender to socially constructed roles and expectations, their in-

teraction is so close that separating them risks obscuring how power relations 

and norms shape health (Heise et al., 2019; Springer et al., 2012). Heise et al. 

(2019) emphasise how the “gender system” interacts with other axes of ine-

quality to structure individuals’ social positions and health trajectories. Swe-

den’s welfare state has long aimed to promote gender equality, with policies 

since the 1960s raising female labour force participation to among the highest 

in the world (Bergqvist, 2015). Nevertheless, the gender wage gap has hardly 

decreased since the 1990s, due to the low share of women in top earner jobs, 

even though they have higher education on average (Fortin et al., 2017). Oc-

cupational segregation and unequal caregiving responsibilities continue to 

shape how men and women accumulate income, status, and health risks 

(Hustad et al., 2020). 

Second, labour market dynamics and household economies create different 

health risks for men and women. Women often work fewer hours, earn less, 

and remain concentrated in lower-paid occupations, while also carrying dis-

proportionate responsibility for unpaid care (Organisation for Economic Co-

operation and Development [OECD], 2025). These combined pressures in-

crease fatigue, stress, and slower returns to work after illness or injury 

(Clougherty et al., 2010). Even when women enter “male” occupations, they 

face persistent wage gaps, slower promotion, and higher injury risks, suggest-

ing both discrimination and greater susceptibility to environmental hazards. 

These patterns may weaken the observed income–health gradient for women 

(Torssander & Erikson, 2009). Men, meanwhile, are more exposed to occupa-

tional hazards and risky behaviours such as smoking and heavy drinking, con-

tributing to their higher premature mortality (Hämmig & Bauer, 2013; Rehm 

et al., 2006). Thus, income may capture different constellations of resources 

and risks across genders. 

Third, intergenerational mobility processes themselves appear gendered. 

There is scarce empirical evidence on gender differences, but the existing lit-

erature is mixed. Some studies find effects only for men (Gugushvili, 2023; 
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Gugushvili, Zhao, et al., 2019; McLoughlin et al., 2023; Präg & Gugushvili, 

2020; D. Timms, 1998), others only for women (Steiber, 2019), and some 

none at all (Veenstra & Vanzella-Yang, 2021). Downward mobility generally 

harms both men and women, though its psychological meaning may differ. In 

contexts with strong breadwinner norms, men may experience sharper stigma 

and status anxiety when facing low income (Nagamine et al., 2020), with ev-

idence showing their subjective health suffers more under such conditions 

(Araki et al., 2024), while upward mobility may more strongly boost men’s 

self-esteem and wellbeing. For women, upward mobility may yield fewer psy-

chological benefits or even generate identity conflicts (Beyer, 1998; O’Leary 

et al., 1985). 

Finally, the Swedish context provides an important motivation for examin-

ing income by gender in this thesis. With an expanding welfare state and a 

widely held sense of social fluidity, the period between the 1950s and 1990s 

was marked by an ethos of conscientiousness and personal responsibility 

(Stenberg, 2018). In such a setting, people may have believed that knowledge 

and effort mattered more for success than circumstances, which could shape 

how mobility relates to health. Theories linking social mobility to health em-

phasise the psychosocial toll of losing resources and opportunities when mo-

bility is downward (Newman, 1999; Stacey, 1967), alongside the gains in self-

esteem, perceived control, and optimism that can follow upward moves 

(Gugushvili, Zhao, et al., 2019). In a context where institutions reduce mate-

rial risks, yet sustain strong expectations of personal advancement, these mo-

bility effects may have been especially salient for health outcomes. 

From the mid to late twentieth century, gender differences in Swedish so-

cial roles, particularly in the labour market, narrowed markedly (Ahrsjö et al., 

2025; Goldin, 2014). Several institutional changes supported this develop-

ment, including the shift to individual income taxation (Selin, 2014), the in-

troduction and subsequent expansion of paid parental leave for fathers (Ruhm, 

1998), and reforms that extended access to compulsory and higher education 

(Black et al., 2005; Meghir & Palme, 2005). Consequently, female labour 

force participation climbed from 29.5% in 1950 to 76.1% in 1980 (Stanfors, 

2014). Recent research indicates that the overall decline in intergenerational 

income mobility reflects stagnation among men alongside a decline among 

women, as women’s incomes became more closely aligned with their earning 

capacity and potential (Ahrsjö et al., 2025; Engzell & Mood, 2023). Overall, 

the era’s institutional context and the shift from a male-breadwinner model to 

a dual-earner society, likely amplified mobility effects and reshaped the link 

between income and health, motivating a specific focus on gender. 

While this thesis relies on sex assigned at birth and only partly stratifies 

results by it, situating the findings within a gender perspective remains im-

portant. Gender shapes how income is earned, distributed, and valued, and it 

influences the social meanings attached to mobility. Keeping these dynamics 
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in view helps place the empirical results in a broader context and guards 

against overly narrow interpretations of income-related health inequalities. 

Health outcomes 

While health is inherently difficult to define with precision, it remains a con-

cept that is widely and intuitively understood. Two approaches have contrib-

uted meaningfully to the direction of this thesis. 

In economics, health is often treated as a form of capital that yields utility 

by enabling individuals to engage more effectively in other activities (Phelps, 

2018). Because investments in health are costly in terms of time and resources, 

individuals are assumed to optimise rather than maximise their health 

(Grossman, 1972). This perspective emphasises the role of individual deci-

sion-making. In contrast, public health adopts a holistic view of health, em-

phasising structural, social, and environmental determinants in addition to 

solely individual choices. 

The WHO describes health as “a state of complete physical, mental and 

social well-being and not merely the absence of disease or infirmity” (World 

Health Organization [WHO], 1946, p.1), a view expanded by Vanderweele 

(2017), who frames flourishing as encompassing happiness, meaning, virtue, 

and social relationships alongside physical health. While such a broad defini-

tion underscores the multidimensional nature of health, quantitative research 

can capture only a subset. The analyses therefore focus on selected indicators 

of physical and mental health, recognising that they reflect only part of the 

broader construct. 

Mortality and life expectancy 

Individuals may optimise their investments between health and other goods, 

yet avoiding early death remains a central constraint across the life course. 

From a life course perspective, exposures to social and biological factors ac-

cumulate and become embodied, jointly determining the risk and timing of 

death (Ben-Shlomo & Kuh, 2002). All-cause mortality is therefore a particu-

larly robust indicator, capturing the combined influence of health processes 

over time, in contrast to cause-specific disease or mortality, which reflects 

only certain pathways. Moreover, unlike self-rated health, mortality is not 

prone to reporting bias, further strengthening its validity. When death occurs 

before the average life expectancy in a given population, it is referred to as 

premature mortality, sometimes operationalized as death before a fixed age 

such as 70 years (WHO, 2025). Because average life expectancy shifts over 

time and across populations, defining premature mortality relative to popula-

tion-specific life expectancy can provide a more accurate measure (Preston et 

al., 2001; Zhang & Vaupel, 2009). 
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Income inequalities in mortality can be expressed in absolute terms and 

relative terms. Absolute measures capture the excess number of deaths in 

lower-income groups compared to higher-income groups, while relative 

measures describe the proportional disadvantage between them (Mackenbach 

& Kunst, 1997; Wagstaff et al., 1991). This distinction helps explain an im-

portant empirical pattern: even when overall mortality declines across all 

groups, the rate of improvement is often faster among the advantaged. As a 

result, absolute inequalities may narrow while relative inequalities continue to 

widen, a trend repeatedly documented in high-income countries over recent 

decades (Mackenbach, 2012; OECD, 2019). More recently, novel approaches 

such as distributional similarity indices, which assess inequalities across the 

full socioeconomic spectrum rather than focusing on average differences, also 

confirm that mortality inequalities have widened in wealthier nations (Gómez-

Ugarte et al., 2025).  

Life expectancy is a summary measure of mortality that expresses the av-

erage number of years a person can expect to live under specified mortality 

conditions. Period life expectancy applies current age-specific mortality rates 

to a hypothetical population, while cohort life expectancy follows an actual 

birth cohort over time, incorporating observed and projected mortality. A re-

lated concept is temporary life expectancy, which measures the expected num-

ber of years lived between two specified ages. Together, these measures pro-

vide complementary perspectives on population health (Preston et al., 2001; 

United Nations Department of Economic and Social Affairs Population, 

2022). 

Evidence commonly indicates a non-linear income–mortality gradient, 

where gains in income are most strongly associated with lower mortality at 

the bottom of the income distribution, and the marginal association weakens 

at higher income levels (Deaton, 2002a; Dowd et al., 2011; Fritzell et al., 

2004; Rodgers, 1979). While Deaton (2002) suggested that this association is 

muted at retirement age, evidence from Sweden indicates otherwise. Studies 

show that significant gradients persist into older ages, and in some cases even 

widen (Fors et al., 2021; Rehnberg & Fritzell, 2016). These findings highlight 

the continuing importance of economic resources throughout the life course, 

supporting a materialist interpretation in which income strongly shapes health, 

even if marginal returns diminish once basic needs are met. 

 

Mental health 

Mental health is a composite construct, encompassing not only the absence of 

illness but also the presence of psychological well-being. The WHO defines 

it as a state in which individuals can realise their abilities, cope with the nor-

mal stresses of life, work productively, and contribute to their communities 
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(WHO, 2022). Mental health is shaped by the interaction of biological, psy-

chological, and social factors, making it sensitive to broader social and eco-

nomic conditions (Patel et al., 2018). 

Research consistently shows that mental health outcomes are stratified by 

socioeconomic position, with income playing an important role. Depression, 

anxiety, and stress-related disorders are more common among those with 

lower income, reflecting material hardship, financial insecurity, and chronic 

stress, alongside reduced access to protective resources (Fryers et al., 2003; 

Linder et al., 2020; Lorant et al., 2003). Gendered differences are also evident: 

women more frequently report internalising symptoms such as depression and 

anxiety, while men show higher levels of externalising behaviours, substance 

use, and suicide (Rosenfield & Mouzon, 2013).  

In Sweden, as in most other Western countries, mental ill-health has be-

come a growing public health concern, with rates of sick leave due to psychi-

atric and stress-related diagnoses steadily increasing, and today representing 

the most common reason for sickness absence (Swedish Social Insurance 

Agency, 2020). Universal health coverage ensures broad access to mental 

health services. Psychotropic medications are subsidised under the national 

pharmaceutical benefits scheme (Läkemedelsförmånerna), which limits out-

of-pocket spending for reimbursed prescription medicines via high-cost pro-

tection (“high cost ceiling”) so that patients never pay more than a fixed max-

imum during a 12-month period (Björvang et al., 2023).  

Prescription and dispensation data for antidepressants, anxiolytics, and an-

tipsychotics provide valuable population-level indicators of mental health, 

supported by high-quality administrative registers (Wallerstedt et al., 2016; 

Wettermark et al., 2007). Internationally, Sweden reports comparatively high 

antidepressant use, often interpreted as evidence of both effective access to 

care and lower stigma around treatment (OECD, 2023; Patana, 2015). Recent 

European analyses also confirm that antidepressant use in Sweden has in-

creased substantially in the past decade, reaching among the highest levels in 

Europe (Bojanić, 2024).  

Socioeconomic differences are also evident in the prescription of psycho-

tropic medications. Studies from the Scandinavian countries consistently 

show higher levels of psychotropic drug use among individuals with lower 

education and income (Andersen et al., 2009; Hansen et al., 2004; Von Soest 

et al., 2012). In Sweden, population-based analyses have demonstrated a clear 

social gradient in the prescription of most medications, including psychotropic 

drugs, with higher use among socioeconomically disadvantaged groups 

(Weitoft et al., 2008). More specific patterns have also been observed: higher 

levels of antipsychotic use are found among older adults with lower education, 

while individuals with higher education are more likely to receive psycho-

tropic prescriptions from specialist psychiatric care rather than primary care 

(Wastesson et al., 2014, 2015).  
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At the same time, studies accounting for multiple intersecting factors, such 

as age, gender, migrant status, income, and psychiatric diagnoses, suggest that 

these gradients are not uniform across population groups or drug types 

(Ljungman et al., 2021). These findings highlight that socioeconomic differ-

ences in psychotropic drug use reflect not only variation in mental health 

needs, but also differential pathways to diagnosis and treatment. Individuals 

in disadvantaged positions are more exposed to chronic stressors and adverse 

living conditions and may be more likely to receive pharmacological treatment 

as a first-line response, while those with greater socioeconomic resources may 

have better access to specialist care and non-pharmacological treatments. As 

a result, patterns of psychotropic drug prescription tend to mirror, but may 

also partially reshape, broader socioeconomic inequalities in mental health. 

Mechanisms 

Friendships and social relations 

As children enter adolescence, they spend increasingly more time with peers 

and age mates, while time with parents and family correspondingly declines 

(Brown, 1990; Brown & Larson, 2009; Felson & Gottfredson, 1984; Hoeben 

et al., 2016; Warr, 1993). When resources at home are scarce, young people 

may seek support and guidance through relationships beyond the family 

sphere (Crosnoe, 2002; Giordano, 2003). Extra-familial connections with 

peers from more privileged socioeconomic backgrounds and their families can 

serve as valuable sources of academic assistance, aspirational role models, and 

access to opportunity structures that may facilitate upward social mobility. 

Empirically, students from less privileged backgrounds have been shown 

to benefit from more advantaged peer settings. For example, a higher average 

classroom socioeconomic background is associated with better reading scores, 

and having a high status best friend predicts college completion 

(Ammermueller & Pischke, 2009; Cherng et al., 2013). Nordic register studies 

similarly link exposure to peers whose parents have high education or earnings 

to gains in individuals’ later earnings, especially for disadvantaged students 

(Bertoni et al., 2017; Black et al., 2013).  

More recent research reinforces these ideas in two key ways. First, popula-

tion-level measures of economic connectedness show that areas where youth 

from families with low income have more friendships with high income peers 

tend to exhibit higher rates of social mobility. This highlights the importance 

of institutions that facilitate interactions between children from different soci-

oeconomic backgrounds, such as schools and extracurricular settings (Chetty 

et al., 2022). Second, research designs that go beyond simple association sug-
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gest that the specific individuals one is exposed to can influence later out-

comes. In Danish high schools, variation in peer parental income across co-

horts within the same school has been linked to higher adult earnings. This 

finding supports the idea that peers can shape access to information, influence 

aspirations, and affect sorting processes, indicating that socioeconomic posi-

tion may indeed be transmitted through peer environments (Campa, 2024). In 

higher education, studies using quasi-random peer assignment show that the 

composition of one’s peer group can influence early career earnings through 

an adoption of job searching behaviour, occupational choices, and labour sup-

ply (Essbaumer, 2024). 

At the same time, access to advantaged friends is itself stratified. Adoles-

cents do not form friendships at random; rather, they tend to resemble one 

another because they share similar social contexts, and because homophily 

(the tendency to associate with similar others) draws together youths with 

comparable backgrounds, abilities, and values (Feld, 1981, 1982; Lazarsfeld 

& Merton, 1954; McPherson et al., 2001). Recent evidence from Sweden re-

veals a friendship gap by household income within classrooms: students from 

lower-income families are less frequently chosen as friends and have fewer 

reciprocated ties. This limits their exposure to more privileged peers, even in 

socially integrated settings (Raabe et al., 2024). New population-level evi-

dence further documents sharp differences in peer income exposure, with af-

fluent students often remaining relatively isolated from less affluent peers 

across schools, reducing opportunities for cross-class friendship formation 

from the outset (Spiegel et al., 2025). Yet, quasi-experimental studies show 

that proximity-induced contact can foster cross-status friendships and help to 

create bridging ties within educational settings (Gitmez & Zárate, 2021).  

Studies that link adolescent friendship nominations to long-term socioeco-

nomic outcomes remain relatively scarce. Most recent contributions focus ei-

ther on the area or institution level, measuring connectedness and relating it 

to place-level mobility (Chetty et al., 2022), or they exploit plausibly exoge-

nous variation in peer composition, for example across-cohort shifts within 

the same school (Campa 2024) or quasi-random group assignments 

(Essbaumer, 2024). These exogenous designs help mitigate confounding from 

homophily and thereby improve the identification of opportunity structures. 

However, they typically do not observe explicitly expressed friendships and 

therefore cannot estimate direct interpersonal influence. At the same time, ev-

idence on the quantity and persistence of adolescent friendships shows sizea-

ble returns to having more friends (Lleras-Muney et al., 2022), illustrating the 

value of focusing on the ties themselves when such data are available. 

Personal attributes: cognitive ability and social skills  

While tracing the links between income, changes in income, and health, it is 

important to consider intermediary attributes. Personal characteristics, such as 
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cognitive ability and social skills, are widely recognised as key factors in shap-

ing both economic outcomes and health trajectories. Mackenbach (2019) ar-

gues that such attributes account for a substantial part of health inequalities in 

Western countries. Taking these partly heritable characteristics into account 

from a relatively early stage of life is important, as it allows for a more accu-

rate consideration of pre-existing individual differences when predicting later 

socioeconomic and health outcomes. 

 

Cognitive ability 

Cognitive ability, i.e., the capacity to learn, reason, and solve problems, is 

closely linked to educational attainment, occupational class, income, and 

health behaviours. Alongside a genetic component, it is also shaped by early-

life conditions such as family resources, school quality, and stress (Brinch & 

Galloway, 2012; Duyme et al., 1999; Shonkoff et al., 2012). As such, cogni-

tive ability reflects both inherited traits and environmental influences, func-

tioning as both an outcome of socioeconomic conditions and a channel 

through which those conditions affect adult income and health. 

A growing body of research supports the role of environmental influences 

on cognitive ability. Studies have found that adoption into higher-status fam-

ilies is associated with higher adolescent test performance (Duyme et al., 

1999). Quasi-experimental estimates from Norway and Sweden further sug-

gest that additional or better-timed schooling can raise test scores in late ado-

lescence (Brinch & Galloway, 2012; Carlsson et al., 2015). Socioeconomic 

conditions have also been linked to differences in children’s brain structure 

and cognition, with exposure to lead associated with lower intellectual perfor-

mance even at concentrations previously considered safe (Lanphear et al., 

2005; Noble et al., 2015). Because lead exposure is more common in socioec-

onomically disadvantaged environments, e.g., through older housing and en-

vironmental contamination, its neurotoxic effects disproportionately affect 

children from low-income families (Lanphear et al., 2005; Noble et al., 2015). 

While these findings highlight the importance of environmental influences, 

genetic factors also play a significant role. Behavioural genetics research re-

ports substantial heritability of cognitive ability, with estimates typically in-

creasing from childhood into early adulthood (Briley & Tucker-Drob, 2013; 

Plomin & Deary, 2015). Evidence from genetically informed research designs 

suggests that accounting for genetic inheritance substantially reduces esti-

mated social transmission, yet still leaves a statistically significant environ-

mental component. In Sweden, studies combining adoption and twin data 

show that parent–child correlations in cognitive ability, particularly among 

fathers and sons, reflect both inherited and environmental pathways, contrib-

uting to intergenerational associations in education (Lundborg et al., 2018). 

Research based on U.S. data shows that the correlation between adoptive 

parents’ education and children’s cognitive outcomes is typically smaller than 

that observed in biological families, and tends to be more pronounced in early 
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childhood (Halpern-Manners et al., 2020; Plomin et al., 1997). This pattern is 

consistent with behavioural genetics findings that the heritability of cognitive 

ability increases with age as individuals increasingly select and shape envi-

ronments aligned with their genetic predispositions (Briley & Tucker-Drob, 

2013; Plomin & Deary, 2015). Nevertheless, findings from adoption studies 

indicate that environmental influences can still exert meaningful effects. For 

instance, children adopted at ages 4 to 6 into higher-status homes have been 

shown to make substantial cognitive gains, particularly when adopted from 

disadvantaged backgrounds (Duyme et al., 1999). To summarise, these find-

ings suggest that the empirically demonstrated relative importance of genetic 

and environmental pathways to cognitive ability varies across developmental 

stages, research designs, and social contexts. 

Social skills 

Social skills, often referred to as “non-cognitive skills,” are behaviours and 

dispositions that facilitate effective interaction, cooperation, self-presentation 

and goal pursuit (Heckman & Kautz, 2012; Roberts et al., 2007). Important 

dimensions of the concept of social skills include sociability, prosociality, 

communication, perseverance, self-control, and the ability to coordinate with 

others under norms and role expectations (Heckman & Kautz, 2012). While 

classifications vary across fields, a relatively shared view is that these attrib-

utes shape how individuals mobilise resources, navigate institutions, and elicit 

support across the life course. 

As with cognitive ability, social skills reflect both inherited characteristics 

and environmental inputs. Family climate, parenting practices, classroom or-

ganisation, peer settings as well as broader neighbourhood contexts all con-

tribute to their formation from early childhood through adolescence (Roberts 

et al., 2007). Peer interactions are particularly important in early adolescence, 

when time with same-aged peers expands and status competition intensifies 

(Brown, 1990; Brown & Larson, 2009). In this context, peer status refers to 

the social standing an individual is assigned by classmates. Such status 

emerges from the everyday relational processes within the classroom and re-

flects how well a child is accepted, integrated and respected by peers 

(Almquist et al., 2023). A child’s position within this hierarchy can therefore 

be viewed as an early indicator of their capacity to use social skills effectively 

within group interactions. 

There is growing evidence that socio-emotional skills carry significant la-

bour market benefits. From the 1980s and onwards, demand for interpersonal 

and communication skills has increased and, with it, the economic returns to 

jobs requiring social skills (Deming et al., 2017). Swedish research shows that 

non-cognitive skills, such as perseverance, sociability, and emotional regula-

tion, are strong predictors of unemployment risk, job finding, and career per-

sistence, whereas cognitive skills are more closely associated with wage levels 
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(Lindqvist & Vestman, 2011). These findings highlight the importance of dis-

tinguishing between different dimensions of personal attributes when analys-

ing pathways between income and health. 

Sociometric research directly measuring peer status in adolescence (e.g., 

classroom nominations) finds that holding a high peer status in school is asso-

ciated with higher adult wages decades later, consistent with the idea that early 

social positioning captures durable, valued competencies rewarded in the la-

bour market (Conti et al., 2013; Shi & Moody, 2016).  

Cognitive ability, social skills, and health 

Both cognitive ability and social skills have been prospectively linked to a 

wide range of health outcomes. Within the Stockholm Birth Cohort, low peer 

status in early adolescence predicts clusters of later social and mental health 

disadvantage, disease-specific morbidity, circulatory disease, and a gradient 

in premature mortality. These associations persist net of measured confound-

ers, indicating that children’s peer status position in school becomes embed-

ded in later-life risks and opportunities (Almquist, 2009; Almquist et al., 2023; 

Almquist & Brännström, 2014; Miething & Almquist, 2020). More broadly, 

research on self-control, sociability, and related socio-emotional traits sup-

ports the idea that such skills shape long-term health directly through stress 

regulation, emotion management, and health behaviours, and indirectly 

through their influence on education, employment, and social support (Conti 

et al., 2010; Moffitt et al., 2011).  

Cognitive ability shows a similarly robust, though partially distinct, pattern. 

Meta-analytic and large-sample studies consistently demonstrate strong asso-

ciations with educational attainment and occupational class, and somewhat 

weaker but still meaningful links with income (Deary et al., 2007; Schmidt & 

Hunter, 1998; Strenze, 2007). In Swedish data, both cognitive and non-cogni-

tive abilities predict earnings and labour-market outcomes, but in different 

ways: cognitive ability is closely tied to wage levels, while non-cognitive 

skills are more predictive of employment stability and unemployment risk 

(Lindqvist & Vestman, 2011). Higher early-life cognitive scores are also as-

sociated with lower adult mortality and reduced risk across several disease 

categories (Calvin et al., 2011; Deary et al., 2010; Hemmingsson et al., 2006). 

Evidence from Swedish military conscription data, where cognitive ability 

was measured at ages 18–20, similarly shows that lower test scores are linked 

to higher risks of premature mortality, cardiovascular disease, and injury-re-

lated causes (Batty et al., 2009). In summary, these findings place cognitive 

ability and social skills at the intersection of social causation, where early so-

cioeconomic conditions shape their development and indirect selection, where 

they later influence both income trajectories and health outcomes. 
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Historical context 

The 1953 cohort analysed in this thesis grew up during a period of extensive 

welfare state expansion and institutional reform in Sweden. In the decades 

following the Second World War, social policy developed in several phases, 

including the establishment of the national health insurance, active labour-

market programmes, and the introduction of income transfer schemes, initially 

as flat-rate benefits and later increasingly earnings-related (Olsson, 1990). 

These reforms were followed by a major expansion of publicly provided ser-

vices in the 1960s. Together, they reflected an explicit policy ambition to im-

prove living standards and reduce families’ exposure to economic risks 

(Olsson, 1990; Palme, 2006).  

Income inequality declined in Sweden during the late 1960s and 1970s, 

driven in part by wage compression (Björklund & Palme, 2000; Spånt, 1979). 

Sweden has also been characterised as a comparatively mobile society, alt-

hough evidence suggests that increases in social fluidity began before the post-

war welfare state reached its mature form (Berger et al., 2023). At the same 

time, mobility patterns are not uniform across socioeconomic dimensions, and 

intergenerational persistence in wealth appears more pronounced than in oc-

cupational or income-based measures (Adermon et al., 2018; Pfeffer & 

Waitkus, 2021). Nevertheless, from the 1960s to the 1980s, during the up-

bringing of the 1953 cohort, Sweden was characterised by high employment 

and sustained economic growth (Nahum, 2005). These trends began to reverse 

in the early 1990s, following welfare state retrenchment and a severe eco-

nomic recession, after which inequalities increased again (Fritzell et al., 2014; 

Therborn, 2020). 

Schools and housing were central arenas of change for this cohort. Large-

scale urban development during the 1950s and 1960s, including new neigh-

bourhood construction in Stockholm, contributed to more socially mixed res-

idential areas, as young families from different social backgrounds moved into 

the same neighbourhoods (Janson, 1987, 2002). Because children were pri-

marily assigned to local schools and school choice was limited at the time, 

neighbourhood integration translated into relatively socially heterogeneous 

schools (Brandén & Bygren, 2018; Wondratschek et al., 2013). In parallel, the 

nine-year compulsory comprehensive school reform postponed early aca-

demic selection and mandated a common curriculum through the lower 

grades, further promoting social mixing within schools (Meghir & Palme, 

2005).  

In contrast, today’s Swedish school landscape is characterised by substan-

tial school segregation by socioeconomic and immigrant background, includ-

ing in the Stockholm region (Böhlmark et al., 2016; Söderström & Uusitalo, 

2010). The 1953 cohort, however, grew up in a comparatively ethnically ho-

mogeneous society. Immigration in the 1950s and 1960s was lower than in 
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later decades and dominated by labour migration, primarily from Nordic coun-

tries and, to a lesser extent, other European countries (Skodo, 2018). Immi-

gration from non-European regions increased from the late 1970s and during 

the 1980s (Statistics Sweden, n.d.). In this context, ethnic and immigrant-

background segregation in neighbourhoods and schools was likely lower dur-

ing the cohort’s childhood than it is today, and socioeconomic differences 

were a primary axis of stratification shaping early-life environments. 

Family and labour-market institutions were simultaneously undergoing 

transformation. Separate taxation of married couples, introduced in 1971, re-

duced disincentives to women’s paid work, while the introduction of universal 

parental insurance in 1974 strengthened the compatibility of employment and 

family life (Gustafsson & Jacobsson, 1985; Selin, 2014). Together with the 

rapid expansion of the public sector, these reforms supported the sharp rise in 

female labour-force participation from the late 1960s onward (Stanfors, 2014), 

reshaping household income structures and the social meaning of paid work 

and economic independence over the cohort’s life course. 
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Aim and research questions 

The overarching aim of this thesis is to investigate how income and income 

mobility shape health over the life course, highlighting the role of social and 

individual factors in these processes. To address this, the thesis is structured 

around four research questions: 

 

RQ1. How have income inequalities in life expectancy changed between two 

cohorts born before and after the establishment of the Swedish welfare state, 

and do the associations differ for men and women? (Study 1) 

 

RQ2. Are higher parental income and having a privileged classroom friend 

associated with higher adult income, and does the strength of the association 

with friends depend on parental income? (Study 2) 

 

RQ3. Are childhood economic conditions related to all-cause mortality di-

rectly or indirectly through personal characteristics and adult socioeconomic 

conditions, and is intergenerational income mobility associated with mortal-

ity? (Study 3) 

 

RQ4. Is mental health, proxied by psychotropic drug intake, associated with 

intergenerational income mobility beyond social origin and destination, and 

do the associations differ for men and women? (Study 4) 

 

These research questions connect the social determinants of health framework, 

which emphasises how material, psychosocial, and cultural-behavioural fac-

tors shape health inequalities, with life course and mobility perspectives that 

trace how these processes unfold over time and across generations. By focus-

ing on income and income mobility, the thesis operationalises core ideas of 

the health gradient, linking individual circumstances to structural conditions. 

The studies follow a thematic progression across multiple layers of the 

Dahlgren and Whitehead framework: from macro-level socioeconomic condi-

tions, situating income-related mortality differences within their historical and 

institutional context (S1)1, through childhood social relationships that channel 

later mobility (S2), to living and working conditions, where intergenerational 

 
1 Throughout the thesis, S1, S2, S3, and S4 refer to Studies 1, 2, 3, and 4, respectively. 
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and individual income trajectories translate childhood resources into adult 

mortality and mental health outcomes (S3 and S4). 

Guided by both social causation and health selection, the analysis considers 

intermediary attributes such as personal characteristics, often highlighted in 

indirect selection accounts as pathways contributing to the health gradient, 

while also acknowledging environmental influences. Where possible, results 

are presented separately for men and women and interpreted through a gender 

lens, recognising potential contextual and pathway differences in how income 

and health are linked.  
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Materials and methods 

Three of the four empirical studies in this thesis draw on the Stockholm Birth 

Cohort Multigenerational Study (SBC Multigen), a population-based prospec-

tive cohort of individuals born in 1953 and their extended family lineages, 

created through record linkage to rich Swedish administrative and historical 

sources. This thesis only uses data on the original cohort members and their 

parents (SBC), without drawing on its additional multigenerational exten-

sions. 

The data combine nationwide registers, archived social and school records, 

survey data, cognitive tests, and sociometric information on classroom friend-

ships collected when cohort members attended sixth grade. This enables long-

term follow-up with minimal attrition and repeated, register-based measure-

ments of key factors such as income, family background, mortality, and psy-

chotropic medication. In addition, Study 1 draws on nationwide register data 

covering all individuals born in Sweden in 1922 to 1926 and 1951 to 1955, 

aligning with the parent generation of the SBC and the SBC members them-

selves. 

Study 1 establishes the background for the thesis, situating the life course 

analyses in Studies 2-4 within their broader historical and institutional context, 

with a special focus on health and health inequalities in the two generations. 

Studies 2-4 use the SBC data to estimate individual-level associations across 

the life course. This combination of population-level data, network-informed 

exposure measurement, and life course analysis motivate the in-depth descrip-

tion of materials and methods presented below, including data sources, study 

population, variable operationalisation, and analytic strategies.  

Data sources 

The Stockholm Birth Cohort Multigenerational Study 

The SBC Multigen, constituting the data material for Studies 2–4, is a pro-

spective cohort study of individuals born in 1953 who resided in the Stock-

holm metropolitan area in 1963 (N=14,608). The SBC Multigen builds on the 

Stockholm Metropolitan Study (SMS, N=15,117), which was initiated in 1966 

with a comprehensive investigation of all children attending school in Stock-
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holm on the day of data collection. The study included questionnaires, socio-

metric measures, and cognitive tests of the students (Almquist et al., 2020; 

Stenberg & Vågerö, 2006). This was followed by interviews with their guard-

ians two years later and a final survey with the participants in 1985. The sur-

vey data were linked to a wide range of administrative and register data. In 

1986, following concerns about participants’ personal integrity from the au-

thorities and the public, the entire dataset was de-identified and further data 

collection was discontinued (Stenberg, 2018). 

However, this did not mark the end of the study. Researchers later obtained 

ethical approval to extend the SMS by linking it to new register data on two 

occasions using probability matching. The first update involved matching the 

data with the Work and Mortality Database (WMD), a pseudonymised tem-

porary dataset built from register data (Stenberg & Vågerö, 2006). In accord-

ance with regulations on the retention of personal data, the matched dataset 

was once again de-identified in 2017. The present thesis draws on data from 

the second update in 2018, when SBC Multigen was created by merging the 

multigenerational dataset RELINK53 with the SMS, covering the period up 

to 2021 (Almquist et al., 2020). RELINK53 includes all individuals born in 

1953 who resided in Sweden in 1960, 1965, and/or 1968. This group repre-

sents the vast majority of participants from the original SMS cohort. The da-

taset also encompasses the cohort members’ parents, siblings, partners, chil-

dren, grandchildren, and other relatives. 

Of the original 15,117 SMS participants, 14,608 were successfully matched 

in the SBC Multigen linkage. The current thesis uses information for these 

matched cohort members and their parents up to the year 2021. The un-

matched individuals had, on average, lower IQ scores, lower paternal income, 

poorer school grades, and a higher probability of dying before 1984 (which 

was the last year of mortality information update before the dataset was de-

identified). This selective attrition may have introduced bias into our analyses. 

Specifically, the absence of the most socioeconomically and health-disadvan-

taged participants likely resulted in an underrepresentation of stable low-in-

come and downwardly mobile individuals. Such selection could attenuate the 

estimated risks associated with poverty or downward mobility and inflate the 

apparent benefits of upward mobility, as the poorest and least healthy mem-

bers of the cohort are underrepresented in the analytical sample. 

The Total Population Register (Registret över totalbefolkningen) 

The Total Population Register (TPR), maintained by Statistics Sweden since 

1968, records basic information on all registered residents of Sweden. It in-

cludes demographic information such as sex, age, marital status, place of res-

idence, country of birth, citizenship, and family relationships, as well as events 

such as births, deaths (including those occurring abroad), and migrations. 

While updated daily by the Swedish Tax Agency, researchers typically access 
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the annual version, which reflects individuals recorded as residents for at least 

one year as of 31 December. The TPR is of high quality, with near-complete 

coverage of births and deaths, and high coverage of immigration (~95%) and 

emigration (~91%), although some over-coverage exists when individuals em-

igrate without notifying the authorities (Ludvigsson et al., 2016). 

The Income and Tax Register (Inkomst- och taxeringsregistret) 

The Income and Tax Register, maintained by Statistics Sweden, is an admin-

istrative register containing individual-level data on earned and capital in-

come, deductions, taxes, and certain wealth components for the entire Swedish 

population and taxable individuals. Income data are provided at both the indi-

vidual and household level, and are available in several forms, including pre-

tax and post-tax amounts. Before the repeal of Sweden’s net wealth tax in 

2007, the register also included tax-assessed values of assets and liabilities 

(Seim, 2017).  

The register is compiled annually, approximately 12 months after the income 

year, by integrating administrative data from several authorities, including the 

Swedish Tax Agency and Swedish Social Insurance Agency, and has been 

produced continuously since 1968 (Statistics Sweden, 2011). However, the 

register does not capture income not reported to the Swedish Tax Agency, 

such as earnings from abroad or from informal or illegal work. 

Cause of Death Register (Dödsorsaksregistret) 

The Cause of Death Register, maintained by the National Board of Health and 

Welfare (Socialstyrelsen), has been in operation since 1960 and covers all 

deaths among individuals registered in Sweden, including those occurring 

abroad. The register is based on medical certification of death and is consid-

ered highly complete for all-cause mortality (Brooke et al., 2017).  

The Prescribed Drug Register (Läkemedelsregistret) 

Since 1 July 2005, the Prescribed Drug Register records all prescriptions that 

are dispensed (picked up) at community pharmacies in Sweden, regardless of 

where they were written (e.g., primary care, specialist outpatient clinics, pri-

vate practices, dental care, or hospital outpatient settings) (Socialstyrelsen, 

2019; Wettermark et al., 2007). The register does not include over-the-counter 

purchases, medicines administered at clinics (inpatient wards, day-care units, 

or nursing homes when supplied by requisition), or prescriptions that are never 

collected. For each dispensed item, it contains the drug’s Anatomical Thera-

peutic Chemical (ATC) classification code, prescription and dispensing dates, 

quantity and defined daily doses, patient demographics (age, sex, area of res-

idence), costs/reimbursement, and the profession and practice of the pre-

scriber. 
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Longitudinal integrated database for health insurance and labour 

market studies, LISA (Longitudinell Integrationsdatabas för 

Sjukförsäkrings- och Arbetsmarknadsstudier) 

LISA covers all individuals registered in Sweden who are aged 16 years or 

older on 31 December each year, from 1990 onward, and from 2010 it includes 

those aged 15 years or older. Inclusion in government registers is compulsory 

in Sweden, which minimises selection bias. The register provides annual in-

formation on education, income, occupation, and employment at the individ-

ual level. Although the formal decision to establish LISA was taken in 2003, 

Statistics Sweden has compiled the series retrospectively from 1990. LISA 

integrates harmonised data from multiple sources, including education from 

the Education Register. Income information is derived from the Swedish Tax 

Agency’s administrative tax registers and compiled by Statistics Sweden, cov-

ering all taxable earnings, capital income, and major transfer payments on an 

annual basis (Ludvigsson et al., 2019). 

The Population and Housing Census (Folk- och bostadsräkning, 

FOB) 

Every five years from 1960 to 1990, Statistics Sweden carried out full-count 

Population and Housing Censuses of all residents aged 16 years or older and 

their dwellings. Participation was mandatory, resulting in very high response 

rates (Ludvigsson et al., 2019). The Census provides self-reported demo-

graphic and socioeconomic information (for example, age, sex, civil status, 

country of birth, citizenship, most recent immigration, education, income, em-

ployment status, occupation, and, in several years, industry/workplace), to-

gether with housing variables (for example, dwelling type, tenure, and 

size/rooms) that underpin Sweden’s housing-stock statistics. 

Population and Income Register (Mantals- och inkomstlängden) 

The Project Metropolitan research team compiled a Population and Income 

Register by aggregating records from local and national administrative 

sources. Built in 1964, it includes mothers’ and fathers’ year of births, earned 

and unearned income, marital status, year of change in marital status, the co-

hort members’ household size (number of household members), type of family 

and number of siblings. 

National Patient Register (Patientregistret) 

The Swedish National In-patient Register was initiated in 1964 by the Na-

tional Board of Health and Welfare and is part of the National Patient Register. 

Initially, it covered somatic in-patient care in six counties and gradually ex-

panded to include the entire country. In 1972, approximately 86% of all psy-

chiatric hospital discharges were reported to the register, and by 1976, the 

coverage for somatic in-patient care had reached about 50%. In Stockholm 
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county, coverage was considered complete from 1973. Complete national cov-

erage was achieved in 1987 and today includes more than 99% of all somatic 

and psychiatric hospital discharges in Sweden. All publicly and privately 

funded physicians are required to report in-patient data, though primary care 

is not included.  

Each record contains dates of admission and discharge, primary and sec-

ondary diagnoses, and external causes of injuries or poisoning. Diagnoses are 

coded according to the Swedish version of the International Classification of 

Diseases (ICD), used since 1964. External validation studies indicate that the 

positive predictive value of diagnoses ranges from 85% to 95% (Ludvigsson 

et al., 2011). 

The School Study (Skolundersökningen) 

Cohort members who attended schools in the Stockholm Metropolitan Area 

were invited to The School Study of 1966. In May 1966, trained interviewers 

conducted group questionnaires in schools with all sixth-grade pupils (about 

age 13) in each class, whether or not they were members of the cohort. The 

fieldwork covered 619 school classes. Two non-Swedish-speaking schools 

were not visited, and one boarding school was surveyed in the autumn of 1966. 

Pupils born in 1953 who were not in sixth grade completed a version of the 

questionnaire without sociometric items. The survey used two forms. One in-

cluded a cognitive test and questions on interests, attitudes towards school, 

leisure activities, and educational plans. The other contained sociometric 

questions and questions on career plans. Sociometric nominations were re-

stricted to classmates and did not require reciprocity. Nominations were unor-

dered, i.e., pupils did not rank their choices. A small number of special-edu-

cation classes were excluded because pupils could not read well enough to 

complete the questionnaires. At the end, 13,476 students participated in The 

School Study (Janson, 1980). 

Study populations 

In Study 1, we analyse two birth cohorts drawn from nationwide registers: 

those born 1922–1926 and 1951–1955. Inclusion required being born in Swe-

den, alive at age 50 according to the Total Population Register, and having 

non-missing disposable income data in the Income and Tax Register at the 

cohort-specific income year (1970 for cohort 1922–1926 and 1999 for cohort 

1951–1955). Results are presented separately for men and women. 

In Studies 2–4, the study populations were created based on the SBC Mul-

tigen, i.e., individuals who were born in 1953 and lived in the greater Stock-

holm metropolitan area in 1963. We excluded cohort members if data for pa-

rental income (1963/1970) or own mid-career income (1990–2001) were 
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missing. For Study 2, we further restricted the data to those who attended sixth 

grade during The School Study in order to obtain sociometric information. For 

Studies 3 and 4, we excluded individuals who emigrated and never returned 

or died before follow-up (start: 2002 for Study 3; 2005 for Study 4). Partici-

pants who emigrated and then returned before follow-up began remained in 

the risk set. 

Across studies, observations with missing covariates were excluded, with 

two exceptions. In Study 2, missing parental education was retained as a sep-

arate category, and cohort members whose occupational class was not known 

in the 1990 Census were grouped together into a separate category and kept 

in the analysis. Study 4 is stratified by men and women; Studies 2–3 report 

pooled estimates with sex included as a covariate (but Study 2 included sex-

specific analysis as supplementary material). The main methodological fea-

tures of the empirical studies are summarised in Table 1. 
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Table 1. Concepts and methodological characteristics of the studies 

 Study 1 Study 2 Study 3 Study 4 

Concept Income inequal-

ity in cohort life 

expectancy 

Friendships and 

intergenera-

tional income 

mobility 

Pathways be-

tween childhood 

family income 

and adult mor-

tality 

Intergenerational 

income mobility 

and mental health 

Outcome Temporary life 

expectancy 

Adult income Mortality Psychotropic drug 

dispensation 

Exposure Adult income  Parental income Parental income Income mobility 

(up, down, stable) 

Income var-

iable defini-

tion 

Disposable indi-

vidual income 

Pre-tax labour 

market income 

Parental: house-

hold, Adult: in-

dividual 

Pre-tax labour 

market income 

Parental: house-

hold, Adult: in-

dividual 

Pre-tax labour mar-

ket income 

Parental: house-

hold, Adult: indi-

vidual 

Income 

scale 

Vigintiles Percentiles Parental: per-

centiles, Adult: 

log-transformed 

Tertiles 

Modifier  Privileged 

friend 

Adult income  

Control 

variables 

None Single parent 

household, pa-

rental education, 

cognitive abil-

ity, social skills, 

attained educa-

tion 

Cognitive abil-

ity, social skills, 

occupational 

class, attained 

education, sex 

Single parent 

household, cogni-

tive ability, social 

skills, marital sta-

tus, any hospitalisa-

tion 

Method Temporary co-

hort life expec-

tancy (gender-

specific) 

Fixed effects 

(school classes)  

Cox propor-

tional hazards 

model 

Diagonal reference 

model (gender-spe-

cific) 

Study  

Population/ 

Data  

material 

Whole Sweden 

Cohorts: 

C0: 1922–1926  

C1: 1951–1955  

SBC Multigen SBC Multigen SBC Multigen 

Follow-up C0: 1972–1987 

C1: 2001–2016 

(age 50–61) 

1990–2001 

(age 37–48) 

2002–2021 

(age 49–68) 

2005–2019 

(age 52–66) 

Sample size N0=387,866 

N1=489,208 

N=10,641 N=11,325 N=11,199 
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Measures 

This section describes the measures used in the empirical studies of the thesis, 

and Figure 1 illustrates the most important measures of Studies 2–4. 

Income 

Childhood family income  

In Studies 2–4, childhood family income is measured using parental income, 

observed in 1963 and 1970 for mothers and fathers via the Register of Popu-

lation and Income and the Census from 1970. All nominal amounts were first 

converted to 2001 SEK using Statistics Sweden’s Consumer Price Index (CPI) 

(annual averages). Due to limited documentation for 1963, we cannot further 

disaggregate sources beyond “taxable income”, whereas in 1970 taxable in-

come comprises earnings from employment and self-employment and, per 

register definitions, also income from agricultural property and certain busi-

ness ownership forms. 

Because definitions differ across years, we construct a resource-focused 

parental measure as follows: for each year we CPI-adjust mother’s and fa-

ther’s incomes and sum them to capture total parental resources, then average 

across 1963 and 1970 for each family (using a single year if the other is miss-

ing), and finally transform the average to a within-sample rank. In 1963 the 

register does not clearly distinguish zero from missing income; to avoid con-

flating non-earnings with non-observation, we reclassified some 1963 zeros 

as missing using 1960 household economic-activity indicators (i.e., if an indi-

vidual had zero income but reported economic activity, the zero was set to 

missing).  

We use both mothers’ and fathers’ recorded incomes to capture resources 

available during childhood and to represent single-mother families more ac-

curately; this combined-parent approach became standard in intergenerational 

mobility research from around 2015 (e.g., Chetty et al., 2014; Heidrich, 2017). 

Where parents were not co-resident, we retain both recorded parental incomes. 

This reflects Swedish institutions of shared financial responsibility (Children 

and Parents Code, Föräldrabalken, 1949:381), with state advance mainte-

nance (bidragsförskott) available from 1964 when the liable parent did not 

pay, although non-payment could occur in practice and our choice may there-

fore slightly overstate resources for some non-resident cases. Parents are 

ranked in the same year regardless of age; we acknowledge that earnings fol-

low an age profile and note this as a limitation. 
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Adult income 

In Studies 2–4, adult income for cohort members is taken from the longitudi-

nal LISA registers for 1990–2016; each annual value was first converted to 

2001 SEK using Statistics Sweden’s CPI (annual averages). LISA defines la-

bour income as earnings from employment and self-employment plus work-

related social-insurance benefits (e.g., wages, parental and sickness benefits, 

temporary care of a close relative, rehabilitation benefits). To reduce transitory 

noise and life-cycle bias, we average income over mid-career ages when an-

nual income best proxies lifetime income. Specifically, the mean of annual 

incomes from ages 37 to 48 (calendar years 1990–2001 for this cohort) was 

calculated and the resulting measure analysed as a within-sample rank. This 

approach mitigates attenuation from year-to-year volatility and aligns with ev-

idence that late-30s to 40s income better reflects lifetime resources than early-

career observations (Bhuller et al., 2011; Böhlmark & Lindquist, 2006; Haider 

& Solon, 2006; Nybom & Stuhler, 2016). We use individual labour income to 

approximate own earning capacity, that is, how much individuals can support 

themselves independently of household composition or partner income, 

thereby avoiding compositional influences from marriage, cohabitation, or 

household size while following common practice in intergenerational income 

studies that model adult individual earnings averaged over mid-career years. 

For Study 1, adult income is measured as individual disposable income 

from the Income and Tax Register in 1970 (for the 1922–1926 cohort) and 

1999 (for the 1951–1955 cohort). 1970 was the first year when national-level 

income data were available. At both measurement points, participants were in 

their mid-40s, i.e., of working age and not affected by retirement income. Alt-

hough this is slightly older than the mid-30s window often recommended for 

approximating permanent income, it remains a standard, informative point in 

the life cycle (Bhuller et al., 2011; Böhlmark & Lindquist, 2006; Haider & 

Solon, 2006; Nybom & Stuhler, 2016). Individual disposable income com-

prises all post-tax income, including income from work, transfer payments, 

and capital. There are some differences in the precise definitions of the income 

measures due to changes in tax systems between 1970 and 1999, although 

these are unlikely to alter the relative income positions of cohort members. 

We first classified income into sex- and cohort-specific vigintiles. For descrip-

tive context, we then CPI-adjusted incomes to 2020 SEK and reported the 

within-vigintile mean. 

To better reflect available economic resources – particularly among women 

with lower labour-market participation in the earlier-born cohort – we also 

constructed a household-level income measure. For 1970, we used the sum of 

spouses’ post-tax incomes from the 1970 Census (household income is not 

available in the register that year); for 1999, we used disposable household 

income from the Income and Tax Register. As with individual income, we 



40 

first created sex- and cohort-specific vigintiles and then CPI-adjusted to 2020 

SEK to report within-vigintile means. 

Income mobility 

Income mobility is operationalised consistently with each study’s aims. In 

Study 2, adult income is the outcome and parental income the predictor; mo-

bility is summarised by the rank–rank correlation between parental and adult 

income ranks. In Study 3, mobility enters the mortality models via an interac-

tion between parental and adult income ranks, capturing how associations vary 

across origin–destination combinations. In Study 4, parental and adult income 

ranks are trichotomised and cross-classified into downwardly mobile, up-

wardly mobile, and stable groups to estimate associations with psychotropic 

drug dispensation beyond origin and destination. 

Validation against prior Swedish estimates 

As a convergent-validity check, we compared our intergenerational rank–rank 

associations with published Swedish estimates by Heidrich. Using fathers’ in-

come only, our father–child, father–son, and father–daughter correlations 

were close to those reported by Heidrich; using the combined parental meas-

ure, correlations were similar in size and pattern. Small differences are ex-

pected given design choices: we pool parents across ages rather than use age-

banded ranks, incorporate mothers’ income to capture household resources, 

use mid-career, multi-year offspring income, and study a Stockholm cohort 

rather than a national sample. Estimates were most similar when parental in-

come was averaged across 1963 and 1970 and offspring income across 1990–

2001. 

Mortality and life expectancy 

In Study 3, information on all-cause mortality (date of death) comes from the 

Swedish Cause of Death Register for the period 1 January 2002–31 May 2021. 

In Study 1, dates of death are taken from the Total Population Register and 

mortality is observed between ages 50 and 61. For the 1922–1926 birth cohort, 

this corresponds to follow-up windows starting at each person’s 50th birthday 

and ending at the 61st, spanning roughly 1972–1987 across birth years (e.g., 

1922 births: 1972–1983; 1926 births: 1976–1987). For the 1951–1955 cohort, 

the analogous windows span roughly 2001–2016 (e.g., 1951 births: 2001–

2012; 1955 births: 2005–2016). Mortality between ages 50 and 61 is summa-

rised as cohort (temporary) life expectancy in that interval. 

Psychotropic medication (dispensation) 

In Study 4, the measure is a binary indicator of any psychotropic drug dispen-

sation between 1 July 2005 and 31 December 2019 (approximately ages 52–
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66 for this cohort). It is coded 1 at the first observed dispensation and 0 other-

wise. Psychotropic drugs are defined by ATC codes N05A (neuroleptics/anti-

psychotics), N05B (anxiolytics), N05C (hypnotics and sedatives), and N06A 

(antidepressants). We use dispensation, collection of a prescribed medicine at 

a pharmacy, rather than “intake” as ingestion is unobserved and inpatient ad-

ministrations are not captured. 

We adopt a composite definition spanning these ATC classes to capture a 

broad spectrum of mental ill-health, from symptomatic distress managed with 

anxiolytics or hypnotics to diagnosed depressive and psychotic disorders 

treated with antidepressants or antipsychotics. This choice increases sensitiv-

ity to heterogeneous stress responses that income mobility may trigger or ex-

acerbate. It also provides a pragmatic proxy for psychological morbidity in the 

absence of biomarkers or physiological indicators (for example, measures of 

allostatic load). 

Privileged friend 

Sociometric data were collected in 1966, when cohort members were about 

13 years old. In each classroom, students named up to three classmates (no 

out-of-class nominations were allowed) in response to: “Who are your three 

best friends in class?” Nominations did not need to be reciprocated. For every 

nominated friend, we linked parental income using the same construct as for 

own parental income: mothers’ plus fathers’ taxable income, converted to 

2001 SEK, averaged across 1963 and 1970, and then transformed to a cohort-

wide percentile rank. The exposure therefore reflects in-class ties to peers 

whose families are relatively privileged in the cohort context. All available 

nominations (up to three) were used while cohort members who did not make 

nominations were excluded. If a specific nominated friend lacked linkable pa-

rental-income data, that tie was ignored; if no valid ties remained, the privi-

leged-friend measure was set to missing. We defined a binary privileged friend 

indicator equal to 1 if any nominated classmate’s parental income lay in the 

top quartile (≥75th percentile) of the cohort-wide distribution; otherwise, 0. 

This threshold identifies exposure to distinctly higher-resource peers while 

preserving sufficient sample size for inference. The measure was used in 

Study 2. 

Cognitive ability 

In Studies 2–4, cohort members’ cognitive ability was measured in grade 6 

with three sub-tests: verbal, spatial, and numerical. The data set provides a 

precomputed continuous composite score based on these subtests; we ana-

lysed this composite as a continuous variable. Pupils were required to have 

valid results on all three subtests for a composite to be issued. Observations 

with a missing composite or implausible values (e.g., outside the valid range) 
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were excluded. The composite has a theoretical range of 0–120; in our data, 

the maximum observed value was 116. 

Social skills (number of sociometric nominations by classmates)  

In Studies 2–4, social skills were proxied with peer nominations from The 

School Study’s (1966) sociometric module. Within each classroom, pupils 

could nominate up to three classmates as their “best friends.” We measured 

social skills as the number of best-friend nominations received from class-

mates (i.e., in-degree). This count is theoretically bounded between 0 and class 

size − 1; in our data, the observed range was 0–33. The variable was analysed 

as a continuous measure. Observations were excluded if the nomination count 

was missing or implausible (e.g., exceeding the classroom roster or otherwise 

inconsistent with class size). As is typical at this age, nominations were pre-

dominantly same-sex; we imposed no restrictions on nominations by sex. 
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Covariates 

Single-parent household 

Single-parent status, used in Studies 2 and 4, was derived from the 1964 Pop-

ulation and Income Register. A family was coded as single-parent if either the 

mother or the father was recorded as living without a co-resident partner. All 

other families were coded as non-single-parent, including those reporting co-

residence with an adult other than the child’s biological parent. 

Parental education 

Parental education, used in Study 2, comes from the 1960 Census and is coded 

into four categories: neither parent completed upper-secondary education, one 

parent completed at least upper-secondary education, both parents completed 

at least upper-secondary education, and missing information. In the Swedish 

1960 context, “upper secondary” refers to gymnasial utbildning (high-school 

level education). The missing category was retained to preserve sample size. 

Attained education 

Own educational attainment (LISA, 1991) was used in Studies 2 and 3, with 

study-specific coding. In Study 2, attainment was dichotomised into “at least 

two years of tertiary education” versus “less than two years” (the latter group-

ing includes pre-primary, primary, lower/upper secondary, post-secondary 

non-tertiary, and records with no or unknown education). In Study 3, attain-

ment was grouped into seven categories similar to the ISCED (International 

Standard Classification of Education) classification (pre-primary, primary, 

lower secondary, upper secondary, post-secondary non-tertiary, first-stage ter-

tiary, second-stage tertiary), and observations with missing education were 

excluded. 

School class 

Classroom fixed effects, used in Study 2, were defined by the classroom iden-

tifier assigned in The School Study of 1966 (n = 612 school classes in the final 

study). 

Occupational class 

Occupational class, used in Study 3, was measured at baseline using the Swe-

dish Socio-Economic Index (SEI) from the 1990 Census and grouped as low 

manual, high manual, low non-manual, and high non-manual. Individuals with 

unknown SEI were retained as a separate category. 
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Sex/Gender2 

Sex was included in all analyses, serving as a stratification variable in Studies 

1 and 4 and as a covariate in Studies 2 and 3, and was coded as male/female 

as recorded at birth in the population registers (0 = male; 1 = female). 

Marital status 

In Study 4, marital status (Total Population Register, 1989, age ~36) was 

coded as married, not married, divorced, or widowed. 

Hospitalisation 

Baseline morbidity, used in Study 4, was proxied by any inpatient hospital-

isation (due to somatic or psychiatric diagnoses) during 1987–1989, coded as 

a binary indicator (1 = any admission; 0 = none). Admissions with diagnoses 

not indicative of illness or disease were excluded; the full list of excluded 

ICD-9 codes is provided in Table 2. The 1987–1989 window was chosen be-

cause the National Patient Register reached full national coverage in 1987 and 

these years precede the start of adult-income observation (ages 34–36). In sup-

plementary analyses, we alternatively adjusted for any hospitalisation rec-

orded from 1969 through 1989 (earliest available) and, from 1972 through 

1989, when most regions began reporting diagnoses. 

  

 
2 When we began this project in 2018, we labelled the variable as sex because it 

reflected registered sex at birth, not self-identified gender. Over time, we opted to use 

gender in parts of the text to acknowledge that the differences we study are also shaped 

by social processes. In this thesis, we therefore use sex/gender to be transparent about 

the variable’s origin (registered sex at birth) while recognising its social meaning in 

analysis. 
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Table 2. Reasons for ICD code exclusion from Study 4 

Category ICD-9 code(s) Notes 

Pregnancy, child-

birth, and the puer-

perium 

630–679 Maternity-related 

admissions as base-

line morbidity 

Factors influencing 

health status and 

contact with health 

services 

V00–V69 Encounter/adminis-

trative codes not in-

dicating disease or 

injury. 

Additional single 

codes excluded 

3009, 3748, 4788, 5188, 5308, 5642, 

5694, 5698, 5758, 5778, 5938, 5968, 

6028, 6078, 6088, 6118, 6208, 6218, 

6228, 6594, 6595, 6598, 7360, 7362, 

7367, 7368, 7369, 7380, 7383, 7608, 

7958, V51 

Non-illness/admin-

istrative or ambigu-

ous entries. 

 

 

Methods 

Cohort temporary life expectancy 

In Study 1, we analysed two birth cohorts (1922–1926 and 1951–1955) using 

linked register data on income and mortality. Individuals entered the risk set 

at their 50th birthday, implying left truncation (delayed entry), as survival to 

age 50 was required for inclusion. We chose age 50 as the starting point be-

cause income information for the 1922–1926 cohort first became available in 

1970. Follow-up continued from age 50 up to, but not including, age 62. Thus, 

each individual could contribute up to 12 years of observation, representing 

the interval [50,62). Follow-up ended at the earliest of death (the event of in-

terest), emigration, or administrative end of follow-up, implying right censor-

ing for those who did not experience the event. For the 1951–1955 cohort, this 

corresponded to follow-up between 2001–2016, which fully covers the 12-

year window for the older birth years and only slightly truncates the youngest 

(born 1955). 

We calculated cohort temporary life expectancy (CTLE) for each cohort, 

sex, and income vigintile group based on observed deaths and person-years of 

exposure, censoring at migration or administrative end. CTLE, denoted as 

𝐶𝑇𝐿𝐸(τ) = 𝐸[min⁡(𝑇, τ)], where 𝑇 is survival time and τ is a specified time 

point, represents the average survival time within the age interval [0, τ]. Con-

sidering censoring, CTLE can be estimated as the area under the survival 

curve up to τ, that is, 𝐶𝑇𝐿𝐸(τ) = ∫ 𝑆(𝑡)𝑑𝑡
τ

0
, where S(t) is the survival function 

(Royston & Parmar, 2013; Uno et al., 2014). In epidemiological research, this 
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measure is also known as partial life expectancy or restricted mean survival 

time (RMST). 

In this context, CTLE represents the average number of years lived between 

ages 50 and <62 for the two cohorts. The theoretical maximum CTLE is there-

fore 12 years, corresponding to complete survival throughout the follow-up. 

Fixed-effects model 

In Study 2, we estimated classroom fixed effects models to control for unob-

served differences that are constant within classrooms (Angrist & Pischke, 

2009; Wooldridge, 2010). The approach compares individuals within the same 

classroom, removing factors that do not vary among classmates, for example, 

teacher quality, classroom resources, and local norms. Let i index individuals 

and c classrooms. The estimating equation is 

𝑌𝑖𝑐 = 𝛼𝑐 + ⁡𝛽𝑋𝑖𝑐 + γ′𝑍𝑖𝑐 + ε𝑖𝑐 

where 𝑌𝑖𝑐 is the outcome for individual i in class c, 𝑋𝑖𝑐 is the exposure of 

interest, 𝑍𝑖𝑐  are observed controls, and 𝛼𝑐 are classroom fixed effects. Identi-

fication comes from differences between classmates after conditioning on 𝑍𝑖𝑐  

(Wooldridge, 2010). 

The fixed-effects specification relies on the following assumptions. First, 

we assume that classroom-specific unobservables are constant across students 

and enter additively, so they can be captured by a classroom fixed effect 𝛼𝑐. 

Second, conditional on classroom effects and controls, there are no remaining 

unobserved factors that jointly affect 𝑋𝑖𝑐 and 𝑍𝑖𝑐  (𝐸[ε𝑖𝑐 ∣ ⁡ 𝛼𝑐 , 𝑋𝑖𝑐 , 𝑍𝑖𝑐] = 0). 

In our setting, residual confounding by unmeasured characteristics is possible 

if such characteristics influence both the likelihood of having privileged 

friends and later outcomes; however, classroom fixed effects and observed 

covariates reduce this concern. Third, there is no perfect collinearity: variables 

that do not vary within classrooms are not separately identified from 𝛼𝑐 

(Angrist & Pischke, 2009). This condition is met in our analysis because the 

key exposure and all interaction terms vary within classrooms, and class-con-

stant aggregates were not included. 

Standard errors were clustered at the classroom level to allow for arbitrary 

correlation within classrooms (Wooldridge, 2010). Classroom fixed effects 

were included as a full set of classroom indicators, and continuous covariates 

were entered linearly unless stated otherwise. When assessing effect hetero-

geneity, we included product terms. For modifier 𝑀𝑖𝑐, 

𝑌𝑖𝑐 = 𝛼𝑐 +⁡𝛽1𝑋𝑖𝑐 +⁡𝛽2𝑀𝑖𝑐 + 𝛽3(𝑋𝑖𝑐 ×⁡𝑀𝑖𝑐) + γ′𝑍𝑖𝑐 + ε𝑖𝑐 

With a linear specification, coefficients are interpreted on the additive scale 

in the units of Y. The interaction coefficient 𝛽3 captures deviations from addi-

tivity, that is, whether the combined effect of 𝑋𝑖𝑐 and 𝑀𝑖𝑐 (moderator) differs 

from the sum of their separate effects (Knol & VanderWeele, 2012). 
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Cox proportional hazards model 

In Study 3, we used Cox proportional hazards models to estimate associations 

between childhood and adult income, intermediary variables, and mortality. 

The Cox model belongs to the family of event history analysis, often referred 

to as survival analysis in biostatistics (Blossfeld et al., 2007). These regres-

sions relate covariates to the timing of an event (death) by modelling its haz-

ard. The hazard can be viewed as the instantaneous event rate at time t, that is, 

the limit of the number of events per unit time among those still alive just prior 

to t. 

Let 𝑖 index individuals and 𝑋𝑖 denote time fixed covariates. The hazard at 

time 𝑡 is ℎ𝑖(𝑡 ∣ 𝑋𝑖) = ℎ0(𝑡)exp⁡(β
′X𝑖) where ℎ0(𝑡) is an unspecified baseline 

hazard and β are regression coefficients (Cox, 1972). The model is multipli-

cative on the hazard scale and linear on the log scale, 𝑙𝑜𝑔 (
ℎ𝑖(𝑡)

ℎ0(𝑡)
) = β′X𝑖 

hence, 𝛽𝑘 is interpreted as the change in the log relative hazard associated with 

a one unit increase in covariate 𝑘 (Cleves et al., 2004; Kleinbaum & Klein, 

2005).  

All models included a set of observed individual level controls 𝑍𝑖. The final 

specification added an interaction between the exposure of interest 𝑋𝑖 and a 

modifier 𝑀𝑖 (to model social mobility). Interactions were modeled as product 

terms in the Cox specification, which implies effect modification on a multi-

plicative hazard scale. Equivalently, coefficients are additive on the log rela-

tive hazard scale, thus the interaction coefficient represents the log of a ratio 

of hazard ratios (Cleves et al., 2004). Log relative hazard coefficients β are 

assumed constant over time, which implies constant hazard ratios. We evalu-

ated this using standard diagnostics, for example, tests and plots based on 

Schoenfeld residuals, together with visual checks of log cumulative hazards 

(Kleinbaum & Klein, 2005). Parameters were estimated by partial likelihood, 

and model-based standard errors were reported. We did not use robust or clus-

ter-robust adjustments, since the analysis focused on individual level covari-

ates. Results are presented as coefficients on the log relative hazard scale β 

with 95 percent confidence intervals. 

Diagonal reference model 

In Study 4, we analysed how income mobility relates to mental health, proxied 

by psychotropic drug dispensation. In standard regression settings, separating 

the contributions of social origin and social destination is difficult because the 

two are highly correlated and mobility indicators are linear combinations of 

them (see the methodological considerations section). The diagonal reference 

model, DRM, was developed to address these identification problems by con-

trasting only the mover and stable groups (Sobel, 1981, 1985). We assume a 

mobility table (transition matrix) with social origin on rows and social desti-

nation on columns. Observations that remain in the same position lie on the 
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diagonal of this table, while movers occupy the off-diagonal cells. The diago-

nal cells summarise outcomes in the positions where individuals are socialised 

and spend substantial time, and they anchor the model (van der Waal et al., 

2017).  

For each off-diagonal cell (i, j), the diagonal reference model defines a ref-

erence outcome as a weighted combination of the two relevant diagonal cells: 

the origin diagonal (i, i) and the destination diagonal (j, j). The diagonal weight 

w ∈ [0,1] captures the relative salience of origin versus destination. Hence, the 

diagonal reference for cell (i, j) is w times the origin diagonal (i, i) plus (1−w) 

times the destination diagonal (j, j); on the diagonal, i=j, the model reduces to 

the diagonal mean. 

Let 𝑌𝑖𝑗𝑘 denote a binary outcome for person k in origin i, destination j, and 

let 𝑋𝑖𝑗𝑘 collect covariates. With a linear probability specification, 

𝐸[𝑌𝑖𝑗𝑘] = 𝑤𝜇𝑖𝑖 + (1 − 𝑤)𝜇𝑗𝑗 +⁡𝑋′𝑖𝑗𝑘γ, 0 ≤ 𝑤 ≤ 1 

where 𝜇𝑖𝑖 and 𝜇𝑗𝑗 are the estimated diagonal means in cells (i, i) and (j, j). 

We operationalised mobility with indicators for upward and downward 

moves, included in 𝑋𝑖𝑗𝑘, so their coefficients indicate whether off-diagonal 

cells differ from their diagonal reference, conditional on other covariates. 

Here, w=1 implies origin only, while w=0 destination only, and w=0.5 equal 

weighting. Identification follows the standard DRM with an intercept and 

marginal-weighted centring of diagonal effects (Kaiser, 2018). Since we use 

linear probability models, coefficients in 𝑋′𝑖𝑗𝑘γ are interpreted on the proba-

bility scale as percentage-point differences. Given gender differences in psy-

chotropic use and socioeconomic position, models were estimated separately 

for women and men.  

Ethical considerations 

The Stockholm Birth Cohort Multigenerational Study (SBC Multigen) builds 

on register linkages and the Stockholm Metropolitan Study (SMS). SMS be-

gan in 1966 with a school questionnaire administered to all pupils in Stock-

holm on the day of data collection, followed by guardian interviews in 1968 

and a final participant survey in 1985. These surveys were linked to several 

types of administrative and register data. In the 1970s and 1980s, the newly 

established Data Inspection Board (Datainspektionen) and a wider public de-

bate raised questions about research ethics, legitimacy, and whether partici-

pants had been adequately informed about data use over time. The debate un-

folded in a new era of evolving norms around personal integrity after Swe-

den’s 1974 data protection law and growing concern about the societal effects 

of computerisation. Although reviews concluded that participants’ personal 

integrity had not been breached, the entire dataset was anonymised in 1986 

and further data collection ceased (Stenberg, 2018). 
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Since the anonymisation, researchers have obtained ethical approvals to 

extend and update the material while maintaining anonymity. In 2003, SMS 

was updated with a pseudonymised, register-based dataset, the Swedish Work 

and Mortality Dataset, via probability matching (reg. no. 03-629) (fully anon-

ymised in 2017). The Stockholm Regional Ethical Review Board later ap-

proved the use of this base to study links between childhood conditions and 

later-life outcomes (Reg. no. 2011/1907-31/5) (Stenberg et al., 2007). SBC 

Multigen further extended the material by linking to the multigenerational reg-

ister RELINK53 up to 2021 through additional probability matching (reg. no. 

2017/34-31/5 and 2017/684-32). Studies 2–4 were carried out in line with 

these specific permissions. The data material can be accessed under strict con-

fidentiality agreements between Stockholm University, Statistics Sweden, and 

the National Board of Health and Welfare. The linked files are stored at the 

Department of Public Health Sciences, Stockholm University (Almquist et al., 

2020). Because all data are pseudonymised, individual identification is not 

possible for researchers with access. Since the 1970s, no further ethical objec-

tions have been raised regarding the numerous studies conducted with these 

data. Although early concerns about how well participants were informed 

were not unfounded, the societal benefits of the research can reasonably be 

seen to outweigh the societal costs. Today, we maintain robust safeguards, 

including clear communication where appropriate, data minimisation, con-

trolled access, audit trails, and continuous oversight. 

The Central Ethical Review Board provided permission to conduct research 

on the data material used for Study 1 (Reg. no. Ö 25-2017). 

Open science is a core ethical concern alongside participant privacy. The 

FAIR principles guide efforts to enhance reproducibility (Wilkinson et al., 

2016). While sharing data and code is central to reproducibility, our materials 

cannot be made openly available because of ethical and legal constraints. To 

balance transparency with confidentiality, we provide detailed metadata, var-

iable lists, and documentation where permissible, and we describe our analytic 

procedures in full. We also follow the STROBE reporting guidelines to ensure 

clear, complete reporting and we publish our studies in open-access formats 

whenever possible (Von Elm et al., 2007). 
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Results 

Study 1 

Over recent decades, life expectancy has risen, but gains have been socially 

uneven, with higher-income groups benefiting more than lower ones. In Swe-

den, the universal welfare state was explicitly designed to promote social 

equality and equal living conditions, with the expectation that such policies 

would help narrow long-run disparities. Opportunities also expanded for 

women, whose labour force participation increased rapidly between the two 

cohorts. Study 1 explores whether these ambitions are reflected in income-

related differences in cohort life expectancy by comparing two nationally de-

fined birth cohorts: individuals born in 1922–1926 before the consolidation of 

the universal welfare state, and those born in 1951–1955, after its establish-

ment. These cohorts align with the parent generation of our study participants 

and the study participants themselves, but the analysis uses nationwide regis-

ter data rather than the SBC sample. We use cohort temporary life expectancy 

between ages 50 and 61 to highlight cohort-specific mortality patterns shaped 

by shared social and institutional conditions, rather than period influences that 

affect all ages at once. 

Results showed that, among men, income-related inequalities in life expec-

tancy increased between the two cohorts, largely because life expectancy stag-

nated below the 25th percentile of the income distribution. Gains rose up to 

roughly this point and were fairly stable above it. In absolute income terms, 

the pattern was similar, but a smaller share belonged to the lowest income 

groups in the 1951–1955 cohort. Among women, an income gradient by indi-

vidual income emerged only in the later cohort. The increase in life expec-

tancy was smaller for women than for men, although women started from a 

higher level in 1922–1926 and experienced larger income growth across co-

horts. When we considered household income, women also showed a clear 

income gradient already in the 1922–1926 cohort. Taken together, these find-

ings indicate that while overall longevity improved, the gains were unevenly 

distributed, suggesting that the expansion of the welfare state did not translate 

into proportionate improvements among those with the lowest incomes. 

In general, these results are in line with previous research on disparate life-

expectancy gains, but they extend that line of research with earlier time esti-

mates and estimates that avoid mixing information from different age groups. 
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Study 2 

Study 2 asks which factors, beyond parental income, enable children to at-

tain higher adult incomes, with special attention to those at the bottom of the 

income distribution where mobility is most constrained. We consider school 

friendships as self-acquired social capital and examine whether having at least 

one classroom friend from a high-income family is associated with higher 

adult income, net of parental resources. To separate friendship influence from 

selection into similar peers and shared classroom context, we use individual 

friendship nominations and estimate within-class models that hold classroom 

factors constant while adjusting for cognitive ability, social skills, and other 

background characteristics. 

Cohort members whose parents belonged to the highest income quartile 

were more likely to have at least one privileged friend, indicating that friend-

ship networks were partly socially stratified. Having a privileged friend was 

strongly associated with higher adult income, and this relationship remained 

robust after controlling for parental income. Using a step-wise approach, we 

adjusted for factors that could influence both friendship formation and adult 

income, including parental education at age 7, family structure at age 11, cog-

nitive ability and social skills at age 13, and attained education at age 38. The 

association between privileged friendship and adult income persisted even in 

the fully adjusted model. 

Results from an interaction analysis revealed that the positive effect of hav-

ing a privileged friend was strongest among children from the lowest parental 

income quartile, suggesting that friendships with higher-income peers may 

serve as a channel of upward mobility for disadvantaged children. In contrast, 

friendships with peers from economically disadvantaged backgrounds were 

not associated with adult income outcomes. Cognitive ability and social skills 

were also significant predictors of adult income and were more consequential 

for both income attainment and friendship formation than parental education 

or single-parent upbringing. Sensitivity analyses showed that the correlation 

between parental and adult income was weaker for women. 

Taken together, these results complement work on parental resources by 

highlighting the role of peer networks and early competencies in income at-

tainment. By incorporating direct measures of cognitive ability and social 

skills, which are rarely available, the study clarifies mechanisms of mobility. 

These findings identify pathways into adult income, the key stratifying re-

source in Study 1, and a central exposure for the health outcomes examined in 

Studies 3 and 4. 
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Study 3 

The research question of the third study was how economic conditions 

across the life course relate to adult mortality, asking not only whether child-

hood and adult circumstances matter but also through which intermediate fac-

tors they operate. We investigate pathways from childhood economic condi-

tions to all-cause mortality by incorporating personal attributes measured in 

early adolescence, such as cognitive ability and social skills, and then we ac-

count for adult socioeconomic career in terms of educational attainment, oc-

cupational class, and income. We also assess whether intergenerational in-

come mobility is associated with mortality through the interaction of parental 

and adult income tertiles. The analysis uses Cox proportional hazards models 

with follow-up from 2002 to 2021, entering variables in the temporal order in 

which they occur to examine attenuation patterns consistent with a life-course 

pathway model of inequality. 

Results showed that parental income was only modestly associated with 

adult mortality, and this association became non-significant after adjusting for 

cognitive ability and social skills in adolescence. Both cognitive ability and 

social skills predicted adult mortality, although the association for cognitive 

ability was more robust. The reduction in the childhood income–adult mortal-

ity association after adjusting for cognitive ability indicated that cognitive 

ability was related to both, consistent with either confounding or an interme-

diate pathway. Cognitive ability also remained significantly associated with 

adult mortality after adding adult socioeconomic factors. The association be-

tween cognitive ability and mortality weakened most when adult educational 

attainment was introduced, and to a lesser extent when adult income was ad-

justed for, indicating that much of the remaining association was accounted 

for by education, with an additional contribution from adult income. We did 

not find an independent association between intergenerational income mobil-

ity and adult mortality, but there was a tendency toward a weaker income–

mortality gradient among individuals from higher-income families, suggest-

ing some buffering of adult income differences by advantaged childhood ori-

gins. 

Previous studies have documented links between childhood and adult eco-

nomic conditions and adult mortality, either independently or jointly, but the 

role of intermediate factors is less clear. Our findings highlight the importance 

of cognitive ability in adolescence and educational attainment in adulthood in 

explaining this association. We did not detect an independent association for 

intergenerational income mobility, but this null result may reflect a design that 

is not fully aligned with theoretical expectations about mobility processes. 

Study 4 therefore refines the investigation with a specification that better cap-

tures mobility-related mechanisms. 
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Study 4 

In the fourth study, we examined whether mental health, proxied by psy-

chotropic drug dispensation measured at ages 52 to 66, is associated with in-

tergenerational income mobility over and above social origin and destination 

using diagonal reference models. This approach follows theorised stress 

mechanisms around social mobility and applies statistical methods that sepa-

rate mobility from origin and destination. 

Results showed that psychotropic drug dispensation was most common in 

the stable low-income group for both women and men. Among women, prev-

alence was lowest in the stable high-income group, reflecting an income gra-

dient among the non-mobile. The diagonal (non-mobile) estimates for women 

also showed a clear gradient across models: stable low income was associated 

with higher-than-average dispensation, while stable high income was associ-

ated with lower-than-average dispensation. In unadjusted models, destination 

appeared more influential than origin. After including mobility, the weights 

did not differ, indicating no confirmed difference in the relative salience of 

parental versus adult income among mobile women. Mobility coefficients 

were not statistically significant. 

For men, the lowest prevalence was observed in the upwardly mobile mid-

dle-to-high group. In the unadjusted DRM, the diagonal estimates showed a 

gradient among the non-mobile groups. Adding mobility removed the differ-

ence between the middle- and high-income groups, and subsequent adjust-

ment for life-course factors fully attenuated the high-income estimate. In the 

unadjusted model, destination dominated the weights. After including mobil-

ity, origin and destination became similarly important, and in the fully ad-

justed model, origin was slightly, but not meaningfully, more salient. Net of 

origin and destination, downward mobility increased the probability of psy-

chotropic drug dispensation, whereas upward mobility decreased it. These ef-

fects were modest in magnitude but remained robust across model specifica-

tions and sensitivity analyses. 

Higher cognitive ability was inversely associated with psychotropic drug 

dispensation, whereas social skills were not. Being divorced and having a 

prior hospitalisation increased the likelihood of dispensation for both women 

and men. Taken together, these findings suggest that intergenerational income 

mobility is only modestly related to mental health and that its effects are 

largely confined to men. The results highlight the importance of considering 

both the direction of mobility and gendered life course processes when as-

sessing how social mobility relates to health. 
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Discussion 

This thesis investigated how income and income mobility shape health across 

the life course, with particular attention to the roles of individual characteris-

tics and structural conditions. Four research questions guided the work. 

Firstly, how income inequalities in life expectancy have evolved across two 

generations exposed to different welfare state contexts. Secondly, whether pa-

rental income and access to socioeconomically advantaged peers influence 

adult income and mobility. Thirdly, whether childhood economic conditions 

shape adult mortality directly or through personal characteristics and socioec-

onomic careers. Relatedly, whether intergenerational income mobility is asso-

ciated with adult mental health beyond the effects of social origin and desti-

nation. Across Studies 2–4, cognitive ability and social skills were considered 

as potential intermediate factors linking socioeconomic position and health, 

and results were examined through a gender-sensitive lens whenever possible. 

In the sections that follow, I discuss the findings in relation to the research 

questions, address methodological considerations, assess internal and external 

validity, and reflect on the implications for public health policy. 

Main findings and interpretation 

Income inequalities in life expectancy across cohorts 

While period studies consistently show widening income inequalities in mor-

tality, little is known about whether these trends differ across generations 

raised under distinct institutional conditions. Study 1 addressed this by com-

paring two Swedish cohorts born before (1922–1926) and after (1951–1955) 

the expansion of the welfare state. Despite substantial overall improvements 

in life expectancy between ages 50 and 61, when avoidable death is dominant, 

income inequalities widened between the cohorts, consistent with earlier pe-

riod-based studies (e.g., Hederos et al., 2018; Rehnberg & Fritzell, 2016). 

Longevity gains were concentrated among higher-income groups, whereas 

both income levels and temporary life expectancy stagnated among a small 

group of low-income men. Viewed through a cohort lens, period-based ine-

quality trends appear to hide meaningful generational divergence. In this 
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sense, the welfare state’s equalising ambitions were only partly realised, as 

longevity improvements accrued disproportionately to higher-income groups. 

Several mechanisms may contribute to these widening income gradients 

and help clarify why inequalities expanded despite favourable macroeco-

nomic conditions. Health selection may have intensified as educational expan-

sion increased social fluidity, making higher socioeconomic positions more 

selective of good health and personal characteristics and leaving poorer health 

increasingly concentrated among those at the bottom of the income distribu-

tion (Breen & Jonsson, 2007; Mackenbach, 2019). Behavioural changes also 

became more socially patterned, in that smoking and harmful drinking de-

clined earlier among advantaged groups, while remaining common among 

disadvantaged men and increasing among later-born women, reinforcing the 

emerging gradients (Klein, 1993; Östergren et al., 2019). Rising income ine-

quality likely amplified the consequences of relative deprivation, as low-in-

come groups gained less from rising living standards and faced growing ma-

terial and psychosocial strain (Roine & Waldenström, 2008). Finally, innova-

tion diffusion, whereby new health-promoting behaviours and medical ad-

vances are adopted earlier by advantaged groups, may have accelerated 

survival gains at the top but not at the bottom (Weiss & Eikemo, 2017). Re-

latedly, harmful innovations and behaviours can also diffuse unevenly, with 

advantaged groups often earlier to adopt but also earlier to abandon them once 

risks become known. 

Together, these trends suggest not absolute poverty, but a form of relative 

marginalisation, in which a subgroup of individuals with low income saw lim-

ited improvements despite overall societal progress. This interpretation aligns 

with broader evidence of clustering disadvantage in Sweden during the same 

period (Jonsson et al., 2016; Rehnberg et al., 2019). Study 1 also provides an 

important foundation for the analyses that follow. By tracing changes in the 

association between income and health across these generations, the analysis 

situates both parents and offspring within a shifting structural context. This 

perspective is central for interpreting the intergenerational mobility and health 

outcomes analysed in Studies 2 to 4. 

Friendships and intergenerational income mobility 

Parents transmit substantial social and economic resources to their children, 

producing strong intergenerational persistence at both ends of the income dis-

tribution (Jäntti et al., 2006; Sirniö et al., 2013). This raises the question of 

what resources children can draw on outside the family to improve their long-

term socioeconomic prospects. Study 2 examined whether classroom friend-

ships, as a marker of children’s self-acquired social capital, contribute to adult 

income and income mobility. Friendships with classmates from families with 

higher income were associated with higher adult income, with the strongest 

effects among children from disadvantaged backgrounds. These associations 
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remained robust after adjustment for classroom fixed effects and detailed char-

acteristics including parental background and personal attributes. This indi-

cates that the advantages linked to privileged friends cannot be explained by 

classroom composition or homophily alone. 

Although similar patterns have been reported elsewhere, previous studies 

typically rely on aggregated measures of peer context at the classroom 

(Essbaumer, 2024), school cohort (Campa, 2024), or area level (Chetty et al., 

2022), making it difficult to distinguish contextual effects from individual so-

cial ties. By identifying self-reported friendship nominations, Study 2 isolates 

the contribution of actual ties and demonstrates that the benefits of cross-class 

friendships can arise at the individual level. Even in the relatively homogene-

ous, low-segregation schools of 1960s Stockholm, access to privileged peers 

was socially stratified, underscoring persistent structural barriers to cross-

class interaction. Moreover, simply being exposed to privileged classmates 

was insufficient; it was the expressed ties themselves that mattered. 

Education explained part of the association between privileged friends and 

adult income, suggesting that friendships influence educational trajectories. 

Yet education did not mediate the entire effect, consistent with the idea that 

friendships also operate through mechanisms similar to Granovetter’s “weak 

ties”, facilitating access to information, opportunities, and networks 

(Granovetter, 1973, 1983). Evidence from other settings supports this inter-

pretation, showing that friends shape job-search behaviour and occupational 

choices (Essbaumer, 2024).  

Early-life social ties are shown to shape the socioeconomic trajectories that 

later determine exposure to the forms of relative (dis)advantage documented 

in Study 1, while the findings also set the stage for Studies 3 and 4, which 

examine how early-life economic conditions, personal attributes, and inter-

generational mobility further shape cohort members’ health across adulthood. 

Income, income mobility, and adult health 

Studies 1 and 2 highlighted how socioeconomic inequalities emerge and per-

sist across generations, and how early social ties can influence movement 

within the income distribution. Building on this foundation, Study 3 turns to 

the health consequences of these socioeconomic trajectories by examining 

whether early-life economic conditions have lasting implications for survival, 

and the extent to which these associations operate through personal attributes 

and adult socioeconomic attainment. 

Childhood economic conditions showed a modest association with adult 

mortality that was substantially attenuated after adjusting for personal attrib-

utes and adult socioeconomic career. This is in line with the pathway model 

of social inequality in health, where early socioeconomic position shapes 

health mainly through its influence on education and labour market opportu-
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nities (Marmot et al., 2001). Adult income was strongly associated with mor-

tality between ages 48 and 68, but this association reflects both causal and 

reverse causal processes and should be interpreted as an indicator of cumula-

tive life-course processes rather than a simple exposure. Study 3 did not find 

clear evidence that intergenerational income mobility was independently as-

sociated with mortality, although downwardly mobile individuals appeared to 

have somewhat lower risk than those who remained in low income across 

childhood and adulthood, consistent with previous work showing intermediate 

outcomes among the downwardly mobile. 

Study 4 extended the analysis of mobility by applying the Diagonal Refer-

ence Model and focusing on a mental health outcome more sensitive to psy-

chosocial processes. Psychotropic drug dispensation, used as an indicator of a 

broad range of mental health complaints, is well suited to capture stress-re-

lated mechanisms theorised to arise from social mobility. These include 

changes in self-esteem, perceived control, and feelings of failure or disloca-

tion when leaving a familiar social environment and entering a new one. Such 

mechanisms are less likely to manifest in mortality outcomes but more readily 

reflected in patterns of psychotropic medication use. Accordingly, intergener-

ational mobility was found to be associated with psychotropic drug dispensa-

tion among men, with upward mobility linked to lower and downward mobil-

ity to higher use. This pattern is consistent with “rising from rags” and “falling 

from grace” hypotheses (Gugushvili, Zhao, et al., 2019; Newman, 1999). Mo-

bility showed no independent association with women’s psychotropic drug 

use, a finding that will be discussed further below. 

The contrast between Study 3 and Study 4 suggests that differences in both 

health outcomes and analytical approaches contribute to the distinct patterns 

observed. Mortality reflects long-term structural and biological processes, 

whereas mental health outcomes are more sensitive to psychosocial mecha-

nisms such as stress, perceived control, and status loss or gain, even when 

these mechanisms have accumulated over earlier stages of the life course. The 

strong influence of adult income on mortality may also dominate subtler ef-

fects of origin or mobility, consistent with Study 1’s findings of stagnation at 

the lower end of the income distribution in this cohort. Finally, mechanisms 

identified in Study 2, such as access to privileged friends facilitating upward 

mobility, may help explain why upward mobility was associated with more 

favourable mental health profiles, reflecting both the material benefits of im-

proved socioeconomic position and the supportive social ties that enabled it. 

Personal attributes, income mobility, and health 

Personal attributes such as cognitive ability and social skills have long been 

recognised as relevant for understanding both socioeconomic attainment and 

health. Because these characteristics reflect a combination of inherited and 
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environmental influences, they may shape how early-life conditions are trans-

lated into later-life outcomes. 

Across Studies 2–4, personal attributes emerged as important factors shap-

ing both socioeconomic trajectories and adult health. In Study 2, we adjusted 

for parental background and personal characteristics to account for homoph-

ily, i.e., the tendency for individuals to form relationships with similar others 

(McPherson et al., 2001). Adjusting for parental socioeconomic background 

only modestly attenuated the association between having a privileged friend 

and adult income, whereas adjusting for personal attributes, particularly cog-

nitive ability, led to a more substantial reduction. This pattern suggests that 

value homophily played a more prominent role than status homophily in 

friendship formation within this comparatively egalitarian cohort. 

In Study 3, cognitive ability and social skills were both independently as-

sociated with adult mortality, consistent with theories of health inequalities 

that emphasise the role of socially patterned personal attributes in shaping 

long-term health (Deary et al., 2010; Mackenbach, 2019). However, only cog-

nitive ability attenuated the modest association between childhood income and 

mortality, indicating that it served as an intermediary in the pathway linking 

early socioeconomic conditions to adult health. The attenuation patterns pro-

vide further insight into these processes: when educational attainment and 

adult income were added to the models, the coefficients for cognitive ability 

were reduced substantially, whereas those for social skills changed little. This 

suggests that cognitive ability was more strongly linked to the socioeconomic 

trajectories that shape adult mortality, a pattern consistent with Swedish re-

search showing that cognitive skills are more closely tied to wage levels, while 

socio-emotional skills are more strongly associated with employment stability 

(Lindqvist & Vestman, 2011). Study 4 showed a similar pattern for mental 

health: cognitive ability was significantly associated with psychotropic drug 

dispensation, whereas social skills were not, reinforcing the overall finding 

across Studies 2–4 that cognitive ability played a more consistent role than 

social skills in shaping adult socioeconomic position and health. At the same 

time, the studies were not designed to isolate the full causal contributions of 

these attributes, and more refined modelling could further clarify their respec-

tive roles. 

In sum, across Studies 2–4, personal attributes contributed to adult socio-

economic trajectories and health through partly distinct mechanisms. Cogni-

tive ability was particularly important for educational attainment and adult in-

come, thereby linking childhood economic conditions to adult mortality and 

mental health, whereas social skills influenced income and mortality through 

channels less directly tied to socioeconomic achievement. 
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Gendered pathways between income and health 

Changes in social roles, labour-market conditions, and health behaviours dur-

ing the period in which this cohort grew up and aged motivated the use of sex-

stratified analyses where meaningful. In Study 1, the income–life expectancy 

gradient differed markedly between earlier- and later-born women. Among 

the 1953 cohort, gradients by individual income were clearly visible, whereas 

in the earlier cohort women’s life expectancy was more closely associated 

with household income. This shift likely reflects broader social changes: as 

women’s labour-market participation expanded, individual income increas-

ingly captured their own economic resources. At the same time, gendered pat-

terns of health behaviours evolved. Smoking, historically concentrated among 

men, diffused later among women, with smoking-attributable mortality peak-

ing decades later for women than for men (Janssen et al., 2021; Klein, 1993). 

Women in this cohort may also have been more exposed to occupational haz-

ards and to health-related selection into the labour market than their predeces-

sors (Clougherty et al., 2010). 

Study 2 provides additional indications of gendered socioeconomic path-

ways. Descriptive correlations, and interaction analysis between childhood 

family income and gender revealed that parental and own income were more 

strongly linked among men than among women, aligning with existing evi-

dence of gender differences in intergenerational income transmission 

(Chadwick & Solon, 2002)3. Study 4 showed that while women displayed a 

clear income gradient in psychotropic drug dispensation among those with 

stable income histories, intergenerational mobility did not add explanatory 

value for this proxy of mental health, whereas for men, both upward and 

downward mobility did. One plausible explanation lies in the cohort’s position 

at the early stages of Sweden’s transition from a male-breadwinner to a dual-

earner model. As Study 1 indicated, women’s individual incomes increasingly 

reflected their own labour-market participation, and similar trends have been 

documented for later cohorts (Ahrsjö et al., 2025). Yet women’s adult socio-

economic position still appeared more strongly shaped by family roles, rela-

tional circumstances, and life-course events, which may explain why mobility 

itself held limited relevance for their mental health, while factors such as di-

vorce and hospitalisation were more predictive. For men, by contrast, the pre-

viously mentioned psychosocial expectations of the era, emphasising eco-

nomic achievement, personal effort, and upward mobility (Stenberg, 2018), 

may have heightened the significance of intergenerational movement, making 

mobility more salient for their mental health than for women’s. 

Overall, income mattered for health among both men and women, but the 

pathways through which income and mobility operated were gendered. These 

 
3 Caclucations were conducted for the Introductory chapter of the dissertation and not shown in 

table. 
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differences reflect the cohort’s historical context and highlight the importance 

of gendered life course analyses. 

Methodological considerations 

Internal and external validity 

The observational nature of the empirical studies limits the scope for causal 

inference. Although rich longitudinal register data and extensive covariate ad-

justment strengthen internal validity, income, mobility, and health influence 

one another through dynamic and potentially bidirectional mechanisms that 

cannot be fully disentangled. In Study 1, the aim was explicitly descriptive, 

and no causal interpretation is intended. 

In Study 2, the design allows us to approach a causal interpretation more 

closely than in the other studies. Friendship ties were measured prospectively 

during childhood, before adult socioeconomic outcomes unfolded, reducing 

the risk of reverse causation. The analysis adjusted for a broad set of parental 

resources and individual characteristics, and classroom fixed effects ac-

counted for shared school environments. Nevertheless, some residual con-

founding may remain, such as unmeasured individual traits or time-varying 

family circumstances. 

In Studies 3 and 4, causal inference is more constrained. Adult income may 

be both a determinant and a consequence of health, and social mobility, as 

discussed earlier, cannot be conceptualised as a conventional treatment be-

cause of the identification problem. For these reasons, the associations ob-

served should be interpreted descriptively. 

Including cognitive ability and social skills allowed us to provide a more 

nuanced picture of the pathways linking childhood conditions, income, and 

health. Yet these measures do not separate health selection from causal pro-

cesses. Adjusting for them may control for part of the pathway through which 

childhood conditions operate, while also capturing inherited advantages or 

disadvantages. Consequently, they help describe associations but cannot iden-

tify the underlying mechanisms with causal precision. 

Social skills were operationalised using incoming classroom friendship 

nominations, often interpreted as a measure of “peer status.” In Study 2, out-

ward friendship nominations were also used to capture access to socioeco-

nomically privileged peers. While related, these measures reflect distinct phe-

nomena: incoming nominations capture being chosen by peers regardless of 

their family income, whereas outgoing nominations reflect choosing socioec-

onomically advantaged friends based on their family income. Collinearity 

tests confirmed that the two variables were not statistically redundant. 
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This thesis is based exclusively on Swedish data, nationwide in Study 1 and 

from the Stockholm Birth Cohort Multigenerational Study in Studies 2–4, 

which inherently limits external validity. The SBC Multigen cohort grew up 

during a period of strong welfare-state expansion, economic growth, and com-

paratively low inequality. Swedish society at the time was also considerably 

more homogeneous than today. Because the welfare state in this period ex-

plicitly assumed responsibilities previously borne by families, parental in-

come may have mattered less for children’s life chances than in later cohorts 

(Palme, 2006). These conditions offered greater opportunities for social mo-

bility and may have reduced the impact of childhood economic disadvantage. 

In Study 3, parental-income associations may therefore represent lower-bound 

estimates. Since the 1980s, aspects of the Swedish welfare state have been 

retrenched, weakening its equalising capacity (Alm et al., 2020; Bergh, 2011). 

Furthermore, the ethos of the era emphasised knowledge and academic per-

formance (Stenberg, 2018), a context in which the strong role of cognitive 

ability observed in this thesis may have been particularly consequential for 

long-term socioeconomic careers and adult mortality. 

Study 2 may be particularly context-specific, not only because of the fac-

tors mentioned above, but also due to the low level of school segregation in 

1960s Stockholm. Moreover, Stockholm cohorts typically show slightly 

higher educational attainment and labour-market success than the national av-

erage. Nonetheless, recent studies from Denmark (Campa, 2024) and the 

United States (Chetty et al., 2022) document similar associations between 

cross-class friendships and socioeconomic outcomes, suggesting broader ap-

plicability of the mechanisms observed. In Study 4, mobility associations 

emerged among men but not among women, a pattern that may reflect the 

cohort’s position in the early transition from a male-breadwinner to a dual-

earner society and its ethos emphasising personal effort and knowledge 

(Stanfors, 2014; Stenberg, 2018). 

Measurement of childhood family income and adult income 

There are multiple ways to measure and operationalise income using admin-

istrative data, each requiring a set of methodological decisions with associated 

strengths and limitations. These choices may influence both the magnitude of 

estimated associations and their interpretation. In this section, I describe and 

motivate the key decisions underlying the measurement of income in this the-

sis. 

Childhood family income was observed in only two calendar years (1963 

and 1970), which can bias associations toward the null. Single-year income 

measures contain substantial transitory variation, and using only two observa-

tions increases the risk of attenuation bias (Björklund & Jäntti, 2009). Aver-

aging multiple years would have reduced this bias even further (Mazumder, 

2005; Solon, 1992). In Study 1, using the same register year (1970) produced 



63 

robust income–health associations, and intergenerational estimates in Study 2 

were only somewhat smaller than national benchmarks (Heidrich, 2017). 

These patterns suggest that despite limitations, our parental income measure 

performs reasonably well for both descriptive and analytical purposes. 

A second consideration concerns how parental ranks were constructed. We 

rank parents relative to other parents of children in the same cohort and in-

come years, capturing parents at different points of their earnings trajectories. 

While this might complicate the comparison of family social status, it provides 

an approximation of the resources available during specific childhood stages. 

An alternative is to rank parents within their own birth cohorts to approximate 

longer-term socioeconomic standing. Previous studies show that mobility es-

timates are highly robust to these different ranking choices (Chetty et al., 

2014; Heidrich, 2017). Given our limited coverage of parental income years 

and our conceptual focus on childhood resources, we apply the former ap-

proach consistently across Studies 2–4. 

We rely on rank-based income measures because they offer several ad-

vantages over intergenerational elasticities: the parent–child rank relationship 

is near-linear; ranks accommodate zero and very low incomes; and rank-based 

mobility is less sensitive to measurement error, reporting differences, and 

cross-cohort changes in inequality (Chetty et al., 2014). This robustness is 

particularly important in Sweden, where income inequality has increased in 

recent decades (OECD, 2017; Roine & Waldenström, 2008). Rank-based 

methods also avoid excluding individuals with zero income, who are central 

to questions of equality of opportunity. In Study 3, however, adult income was 

log-transformed, reflecting the well-established non-linear association be-

tween income and mortality. Log income provides a better approximation of 

the diminishing marginal health returns to income. Parental income, by con-

trast, remained rank-scaled to capture children’s relative socioeconomic posi-

tion. 

Finally, we measured parental income as the combined income of both par-

ents, and own adult income as individual labour income. Heidrich (2017) 

demonstrates that Swedish mobility estimates are stable across parental in-

come definitions and argues that individual own adult income is preferable to 

household income because household measures conflate personal earnings 

with those of a partner, an issue particularly salient in dual-earner contexts. 

This distinction is also important for health analyses: household income may 

obscure individual economic vulnerability, as having a high-earning partner 

does not necessarily imply personal economic security. Chetty et al. (2014) 

similarly show that using family rather than individual income inflates mobil-

ity estimates, especially for women, highlighting the value of our chosen spec-

ification. 



64 

Modelling intergenerational income mobility 

Measuring intergenerational income mobility similarly requires a series of 

methodological decisions, each involving trade-offs. In Studies 2–4, intergen-

erational mobility is measured as changes in individuals’ relative income po-

sitions compared with their parents’. This provides an objective measure of 

mobility, capturing movements in observable socioeconomic resources and 

positions within the income distribution (Chetty et al., 2014; Jäntti & Jenkins, 

2015). However, it does not capture how people perceive their own mobility. 

Although subjective mobility is an important dimension of social experience, 

we focus on objective mobility, which aligns with prevailing empirical ap-

proaches and most directly reflects structural opportunities. 

Attempts to estimate mobility “effects” face a fundamental conceptual lim-

itation: within a counterfactual framework, mobility cannot be varied inde-

pendently of origin and destination. Because mobility is defined by the change 

between the two, it is impossible to hold origin and destination constant while 

altering mobility (Holland, 1986; Sobel, 1981, 1985). Mobility is therefore not 

an exposure in the conventional causal sense. Despite this limitation, the long-

standing interest in social mobility supports continued individual-level anal-

yses, provided their interpretational boundaries are acknowledged. 

A further challenge is the statistical dependence between origin, destina-

tion, and mobility. Destination is partly shaped by origin, and mobility is 

mathematically derived from both. This interdependence complicates at-

tempts to isolate a mobility effect and has motivated several modelling strate-

gies. One approach uses “difference measures,” classifying individuals as up-

wardly mobile, downwardly mobile, or stable. Such models are easy to inter-

pret but cannot fully separate mobility from origin and destination, since mo-

bile individuals contribute to the estimation of both. As Billingsley et al. 

(2016) note, these approaches offer descriptive contrasts but do not identify 

mobility net of status differences. A second family of models, including inter-

action specifications and variants such as the square-additive (Duncan, 1966) 

and diamond models (Hope, 1975), avoids perfect multicollinearity by treat-

ing each origin–destination combination as its own category. Yet each param-

eter blends origin, destination, and mobility components. Luo’s (2022) re-

cently proposed mobility-contrast method formalises these comparisons but 

similarly cannot isolate a general mobility effect independent of status. 

As outlined in the Methods section, Sobel’s (1981, 1985) diagonal refer-

ence model (DRM) addresses many of these statistical problems by estimating 

origin and destination effects solely among the non-mobile and treating these 

as reference points. Mobility is then defined as deviation from this diagonal 

expectation, avoiding the confounding inherent in difference and interaction 

models. However, the DRM does not resolve the fundamental identification 

problem (Zang et al., 2023). Moreover, because the diagonal groups absorb 

most systematic variation, mobility parameters rely on residual deviations and 
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may therefore be attenuated (Fosse & Pfeffer, 2019). Under certain data-gen-

erating conditions, especially when mobility is patterned in ways the diagonal 

structure cannot accommodate, the DRM may also overstate mobility effects 

(Luo, 2022). Thus, while theoretically appealing, DRM estimates require cau-

tious interpretation. 

The empirical results in this thesis illustrate the importance of modelling 

choices. Study 4 identifies mobility associations under the DRM, whereas 

Study 3, applying an interaction approach, finds none. This is expected: the 

models capture different contrasts. The interaction model in Study 3 examines 

whether the association between parental and adult income varies across the 

income distribution, while the DRM in Study 4 identifies whether mobile in-

dividuals deviate from the outcomes of the non-mobile. Stratified analyses in 

Study 4 also diverge from the DRM because they describe gradients within 

origin–destination groups rather than isolating mobility itself. In addition, the 

outcomes reflect different life-course processes and psychosocial mechanisms 

linked to mobility. Taken together, the findings show that mobility associa-

tions depend on modelling strategy and outcome and should be interpreted as 

complementary rather than contradictory. 

A final consideration concerns how income distributions were constructed 

in Study 4. The main analyses used sex-specific income ranks, which is rea-

sonable given gender-patterned income trajectories and health processes. 

However, this implicitly assumes that equivalent rank positions reflect com-

parable material and psychosocial experiences for men and women, which 

may not fully hold. To assess this, a pooled income distribution was con-

structed. As expected, women were overrepresented in the lower income 

groups (women comprised 67% of the low, 63% of the middle, and 27% of 

the high income tertiles)4. Mobility estimates in this pooled sample were not 

statistically significant, and stratifying the pooled sample by gender yielded 

patterns similar to the sex-specific analyses: no mobility associations among 

women and expected upward/downward gradients among men. This suggests 

that the main findings in Study 4 are not driven by the choice of rank construc-

tion. 

Implications and future research 

The studies in this thesis demonstrate several mechanisms through which 

childhood economic conditions shape later-life socioeconomic position and 

health. Taken together, the findings highlight resource accumulation, social 

networks, and personal characteristics as key pathways through which ine-

qualities develop across the life course. 

 
4 Caclucations were conducted for the Introductory chapter of the dissertation and not shown in 

table. 
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Study 1 showed that even under the favourable institutional conditions of 

mid-century Sweden, life expectancy stagnated among individuals in the low-

est income groups, despite major gains for the rest of the population. This 

suggests that universal welfare provision alone may not fully mitigate the 

health consequences of economic disadvantage. In today’s more unequal con-

text, the risks associated with persistent low income may be even greater. Pol-

icies targeted specifically at the lowest-income groups, rather than assuming 

universal systems will lift all boats, remain crucial. 

Evidence from Study 2 shows that cross-class friendships can facilitate up-

ward mobility for children from disadvantaged backgrounds, which has clear 

implications for education and housing policy. Policies that promote socioec-

onomic mixing, through comprehensive school structures, mixed catchment 

areas, and classroom practices that reduce clustering, may help counteract ris-

ing segregation. Recent work further demonstrates that cross-class friendships 

are more likely to form when children from different socioeconomic back-

grounds are in closer physical proximity (Gitmez & Zárate, 2021). Together, 

these findings suggest that enabling everyday interaction across class lines can 

meaningfully expand opportunities for disadvantaged children. Beyond social 

networks, the results also underscore the importance of cognitive ability and 

social skills. These characteristics strongly predict friendship formation, adult 

income, and later health. Because cognitive and non-cognitive skills are 

shaped by both genetic and environmental factors, and are partly structured 

by parental resources, schools may play an important compensatory role. Pol-

icies that foster early cognitive development and socio-emotional learning, 

particularly for children facing economic hardship, may reduce long-term in-

equalities in income and health. 

Study 4 suggests that intergenerational mobility is associated with mental 

health risks among men, particularly those experiencing downward mobility. 

Although women did not show similar patterns in this cohort, mobility-related 

stress may be more gender-balanced in younger generations as economic roles 

converge. These findings imply that labour-market services, social insurance 

agencies, and mental-health providers should pay attention to the psychologi-

cal strain associated with declining socioeconomic position, especially in pe-

riods of job loss, unemployment, or downward mobility. 

Across studies, the findings point to processes that are likely to operate 

differently in today’s social and institutional landscape. Since the 1980s, in-

come inequality has widened and key elements of the Swedish welfare state 

have been scaled back, altering both the resources available to families and 

the context in which mobility and health trajectories unfold. Replicating these 

studies in more recent cohorts would help to assess whether parental income 

has become a stronger determinant of adult health, whether mobility carries 

different psychological implications, and whether cross-class friendships con-

tinue to promote upward mobility under contemporary conditions. 
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In relation to Study 1, examining additional Swedish birth cohorts would 

provide a fuller picture of changes in income-related disparities in life expec-

tancy. A cross-national comparison would also be informative. Finland, for 

example, expanded key components of its welfare state later and more gradu-

ally than Sweden (Kangas & Palme, 2005), offering a useful contrast for un-

derstanding how institutional development shapes socioeconomic gradients in 

mortality. Extending the analysis to cause-specific mortality would further 

clarify which health conditions contribute most to stagnating life expectancy 

among low-income groups. 

Further research should also deepen understanding of the mechanisms 

identified in Study 2 by examining what aspects of cross-class friendships 

matter, such as role modelling, shared activities, or later job-search support. 

Richer longitudinal data, particularly with more parental income observations, 

would make it possible to formally assess how cognitive ability, social skills, 

and other childhood characteristics mediate associations between parental in-

come and adult health, and whether these pathways differ by cohort or gender. 

Finally, the findings from Study 4 point toward several promising directions. 

Investigating physiological stress markers, allostatic load, and broader mental 

health outcomes would help identify mechanisms underlying the associations 

observed among downwardly mobile men. Parallel research on perceived mo-

bility and subjective status could clarify how psychological interpretations of 

mobility align with objective mobility measures and identify potential mech-

anisms through which mobility shapes health. 

To summarise, these avenues of inquiry would extend the contributions of 

this thesis by clarifying how early-life socioeconomic conditions, social rela-

tionships, and mobility processes shape health and opportunity across chang-

ing welfare-state contexts. 
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Conclusion 

This thesis examined how income and income mobility shape health across 

the life course and across generations in Sweden. Using longitudinal register 

data and the Stockholm Birth Cohort, it analysed income-related inequalities 

in life expectancy, the role of childhood social relations in shaping adult in-

come, and the pathways linking childhood economic conditions, income mo-

bility, and adult mortality and mental health. By integrating life course, mo-

bility, and social-determinants perspectives, the thesis aimed to clarify how 

socioeconomic advantage and disadvantage are produced, transmitted, and 

embodied in health over time. 

Across the four studies, income emerged as a central axis of health inequal-

ity, even in a welfare state often regarded as a model of social equality. Life 

expectancy gains were unevenly distributed across income groups and co-

horts, with stagnation among those at the bottom of the income distribution 

despite overall improvements. Childhood economic disadvantage was associ-

ated with poorer adult health, but largely through indirect pathways involving 

cognitive ability and educational achievement rather than strong direct effects. 

These patterns underscore the importance of a life course perspective, show-

ing that early conditions matter not because they fix outcomes, but because 

they shape subsequent opportunities and constraints. 

The thesis also highlights the role of social relationships and mobility in 

structuring life chances. Friendship relations in school, particularly with chil-

dren from privileged families, were associated with higher adult income and 

greater upward mobility, especially among children from disadvantaged back-

grounds. At the same time, access to such relationships was socially stratified, 

indicating that opportunities for mobility are themselves unequally distrib-

uted. Intergenerational income mobility showed limited association with mor-

tality, but modest links with mental health, suggesting that mobility processes 

are more readily reflected in outcomes sensitive to psychosocial stress than in 

long-term survival. Gendered patterns ran through the findings. Income gra-

dients in health differed between men and women and changed across cohorts, 

reflecting shifts in labour-market participation and family roles. Mobility was 

associated with mental health among men but not among women, pointing to 

gendered meanings of economic success and failure in the historical context 

studied. 
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The contribution of this thesis lies in bringing together income, social rela-

tionships, mobility, and personal attributes within a single analytical frame-

work. In doing so, it highlights both the achievements and the limitations of 

the Swedish welfare state: while absolute deprivation has been substantially 

reduced, relative inequalities remain embedded in social structures and con-

tinue to shape who lives longer, healthier lives. Addressing health inequalities 

therefore requires not only redistributive policies, but also sustained attention 

to the social, relational, and developmental processes through which ad-

vantage and disadvantage are reproduced across the life course. 

 



70 

Acknowledgements 

I am not someone who enjoys being on the road, I enjoy being there. Without 

the people who cheered for me and encouraged me along the way, this journey 

would have stopped long ago. 
First, I would like to thank János Kornai, my first boss, who introduced me 

to research and encouraged me to pursue questions I genuinely cared about, 

ideas I could relate to and wanted to understand. I would also like to thank 

Gábor Kézdi for giving me a second chance and for treating me as a real econ-

omist who could follow every equation he put on the board, even in a short 

meeting. His confidence in me made me believe I could do this. I remember 

you every time I name a new do-file, and I wish you could have seen this thesis 

completed. I am also grateful to Dániel Horn, whose kindness and support 

made me believe that everything would be all right. Your calm optimism 

helped me see a way forward, and I always left our meetings with renewed 

courage and clarity. Lauren Au, mentor, supervisor, and friend, without your 

dedication, strategic planning, and friendly encouragement I would not have 

discovered how much I enjoy doing research, running regressions, and work-

ing as part of a team. You are a true role model and my (s)hero. Loreene D. 

Ritchie, thank you for your diligence and sharp observations, and for teaching 

me how to keep refining my work. 

This journey would not have been possible without my supervisors. Bitte 

Modin, my main supervisor, thank you for believing in my potential and for 

creating the opportunity for me. Your high standards and feedback consist-

ently challenged me and helped me grow as a researcher. Over time, we de-

veloped a strong and productive collaboration grounded in mutual respect and 

growing trust, and enriched by openness to discussions ranging from the pro-

fessional to the political and the personal. Olof Östergren, thank you for guid-

ing me through the exploration of Swedish registers and income data. I truly 

appreciated how you adapted to me and how we were able to develop our 

cooperation over time. I look forward to continuing to learn from you in future 

work. Pekka Martikainen, thank you for always being calm, for being a voice 

of reason, and for sharing your deep knowledge of both methods and substan-

tive research questions. Anna Oksuzyan, thank you for adding medical insight 

and friendly support to the team. Johan Rehnberg, thank you for your co-au-

thorship, your ideas, and your Stockholm apartment-hunting tips. Anders Led-



71 

berg, thank you for the ease with which we could laugh and chase causal ar-

guments at the same time, and for being someone whose word I could rely on 

when it truly mattered. Robin Högnäs and Alessandra Grotta, thank you for 

helping me understand RELINK, for creating datasets, for teaching me social 

stratification, and for rocking my child to sleep when I could not.  

Thank you to Josephine Jackisch and Alexander Miething for guiding the 

early stages of my work by providing constructive feedback at my introduc-

tory seminar. I also thank my half-time committee, Sara Brohlin Låftman, 

Stefan Fors, and Karin Engström, for helping me gain a deeper understanding 

of my work and for suggesting new angles. I am grateful to Johan Fritzell, my 

final seminar commentator, for sharing his deep knowledge and for pushing 

me to think about the most important questions related to my research. Last 

but not least, I thank Ylva Brännström Almquist for always being available 

and flexible, including when crazy data extracts were needed, and for her 

thoughtful feedback as my final reader at short notice. Your comments im-

proved this work tremendously. 

My fellow PhD colleagues made me want to come to work even on the days 

of heavy snow, rain, or rainy snow. I knew that laughter, understanding listen-

ers, and good suggestions would be waiting for me at Sveaplan and Albano. 

Thank you so much for that. Lauren Bishop, with whom I started this journey, 

was always a motivation for me to want more and do better, as well as my 

partner in running, free-food hunting, and comfort TV watching. Lisa 

Bornscheuer, you became indispensable in my everyday life before I even no-

ticed. You were always there to count on, especially for deep conversations in 

the final hours before a deadline. I truly wish you would say the same encour-

aging words to yourself that you always say to me. Katya Gonzalez, Malin 

Gunnarsson Slyvin, and Tuulia Lerkkanen, my fellow PhD-travelling moth-

ers, with whom I attempted the impossible, finishing a PhD while giving birth 

and raising small children. “We Can Do It!” Amy Heshmati, thank you for 

always having good advice and an open door. Vivien Boldizsár, my only Hun-

garian colleague in the past eleven years, who understood me from half a sen-

tence. Joakim Wahlström and Anna Thalén, thank you for turning my robotic 

Sammanfattning into clear and readable Swedish. Thank you to the former 

PhD students, Mia Granvik Saminathen and Laura Wells, for introducing me 

to the department and helping me find my footing in Sweden and in depart-

mental life. 

I had the privilege of studying at the International Max Planck Research 

School for Population, Health and Data Science (IMPRS-PHDS) as an affili-

ated student. The courses and lectures I attended there helped me gain a deeper 

understanding of the field and substantially improved my skills. I am espe-

cially grateful for being matched with Anna Oksuzyan as my supervisor. 

There are no university studies without administrative and IT support. I 

have attended several educational institutions over the years, but Linda 

Rämö’s kind, professional, and supportive help, even when answering the 



72 

same questions more than once, was truly outstanding. Thank you so much. I 

am also grateful to Jenny Cisneros Örnberg, Cathrin Wiksell, Åsa Jernewall, 

Wenche Gros, Jenny Eklund, Daniel Mattsson and Yvonne Handin for taking 

care of my study and employment matters. 

To my parents, Gizella and László, for whom knowledge and learning were 

the most important virtues, even when the surrounding environment suggested 

otherwise, thank you for supporting me and for never doubting that we could 

become successful intellectuals. To my sister, Eszter, who always reassured 

me that these were just my feelings, and that I would always stand up and 

move forward, just as happened this time as well. To Edit, thank you for giving 

me your apartment so I could have a few dedicated days of working day and 

night. Those days were crucial for getting started and through roadblocks. 

To my children, Léna Róza and Ferenc Jákob, you helped me meet myself 

and made me work efficiently instead of postponing everything endlessly. 

You have always given me new perspectives and helped me take things more 

lightly, reminding me that, in the end, your lives do not depend on this. To my 

husband, Ferenc, thank you for always listening, for stepping in with the chil-

dren whenever I needed to work, and for being willing to look at code or read 

yet another paragraph. Living and enjoying life across two continents and 

three countries would have been impossible without your love. 

  



73 

References 

Adermon, A., Lindahl, M., & Waldenström, D. (2018). Intergenerational 

Wealth Mobility and the Role of Inheritance: Evidence from Multiple 

Generations. Economic Journal, 128(612), F482–F513. 

https://doi.org/10.1111/ecoj.12535 

Adler, N. E., Boyce, T., Chesney, M. A., Cohen, S., Folkman, S., Kahn, R. L., 

& Syme, S. L. (1994). Socioeconomic status and health: The challenge 

of the gradient. American Psychologist, 49(1), 15–24. 

https://doi.org/10.1037/0003-066X.49.1.15 

Ahrsjö, U., Karadakic, R., Rasmussen, J. K., Adermon, A., Berger, E., 

Bütikofer, A., Kreiner, C. T., Leth-Petersen, S., Palme, M., Salvanes, K. 

G., Seim, D., Sigurdsson, J., & Willén, A. (2025). Intergenerational 

Mobility Trends and the Changing Role of Female Labor. In SSRN 

Electronic Journal. https://doi.org/10.2139/ssrn.3974997 

Albouy, V., & Lequien, L. (2009). Does compulsory education lower 

mortality? Journal of Health Economics, 28(1), 155–168. 

https://doi.org/10.1016/J.JHEALECO.2008.09.003 

Alm, S., Nelson, K., & Nieuwenhuis, R. (2020). The Diminishing Power of 

One ? Welfare State Retrenchment and Rising Poverty of Single-Adult 

Households in Sweden 1988 – 2011. European Sociological Review, 

36(2), 198–217. https://doi.org/10.1093/esr/jcz053 

Almquist, Y. B. (2009). Peer status in school and adult disease risk: a 30-year 

follow-up study of disease-specific morbidity in a Stockholm cohort. 

Journal of Epidemiology and Community Health, 63(12), 1028–1034. 

https://doi.org/10.1136/JECH.2009.088377 

Almquist, Y. B., & Brännström, L. (2014). Childhood peer status and the 

clustering of social, economic, and health-related circumstances in 

adulthood. Social Science and Medicine, 105, 67–75. 

https://doi.org/10.1016/j.socscimed.2014.01.011 

Almquist, Y. B., Grotta, A., Vågerö, D., Stenberg, S.-Å., & Modin, B. (2020). 

Cohort Profile Update: The Stockholm Birth Cohort Study (SBC). 

International Journal of Epidemiology, 49(2), 367-367e. 

https://doi.org/10.1093/ije/dyz185 

Almquist, Y. B., Östberg, V., & Modin, B. (2023). Is there a peer status 

gradient in mortality? Findings from a Swedish cohort born in 1953 and 

followed to age 67. European Journal of Public Health, 33(2), 184–189. 

https://doi.org/10.1093/EURPUB/CKAD030 



74 

Ammermueller, A., & Pischke, J. S. (2009). Peer effects in european primary 

schools: Evidence from the progress in international reading literacy 

study. Journal of Labor Economics, 27(3), 315–348. 

https://doi.org/10.1086/603650 

Andersen, I., Thielen, K., Nygaard, E., & Diderichsen, F. (2009). Social 

inequality in the prevalence of depressive disorders. Journal of 

Epidemiology and Community Health, 63(7), 575–581. 

https://doi.org/10.1136/JECH.2008.082719 

Angrist, J. D., & Pischke, J. S. (2009). Mostly Harmless Econometrics : An 

Empiricist ’ s Companion. Princeton University Press. 

Araki, S., Olivos, F., Hk, A., Araki, S., & Olivos, F. (2024). Low Income, Ill-

being, and Gender Inequality: Explaining Cross-National Variation in 

the Gendered Risk of Suffering Among the Poor. 174, 157–220. 

https://doi.org/10.1007/s11205-024-03358-z 

Avent-Holt, D., Henriksen, L. F., Hägglund, A. E., Jung, J., Kodama, N., 

Melzer, S. M., Mun, E., Rainey, A., & Tomaskovic-Devey, D. (2020). 

Occupations, workplaces or jobs? An exploration of stratification 

contexts using administrative data. Research in Social Stratification and 

Mobility, 70, 100456. https://doi.org/10.1016/J.RSSM.2019.100456 

Balogh, R., & Katikireddi, S. V. (2025). Wealth and health: the neglected 

economic determinant. The Lancet Regional Health - Europe, 

48(November 2024), 101138. 

https://doi.org/10.1016/j.lanepe.2024.101138 

Barone, C., Hertel, F. R., & Smallenbroek, O. (2022). The rise of income and 

the demise of class and social status? A systematic review of measures 

of socio-economic position in stratification research. Research in Social 

Stratification and Mobility, 78(September 2021), 100678. 

https://doi.org/10.1016/j.rssm.2022.100678 

Bartley, M., & Kelly-Irving, M. (2025). Health inequality: An Introduction to 

Concepts, Theories and Methods (Third Edit). Polity Press. 

Bartley, M., & Plewis, I. (1997). Does Health-Selective Mobility Account for 

Socioeconomic Differences in Health ? Evidence from England and 

Wales , 1971 to 1991. Journal of Health and Social Behavior, 38(4), 

376–386. 

Bartley, M., & Plewis, I. (2007). Increasing Social Mobility: An Effective 

Policy to Reduce Health Inequalities. Journal of the Royal Statistical 

Society. Series A: Statistics in Society, 170(2), 469–481. 

Batty, G. D., Wennerstad, K. M., Smith, G. D., Gunnell, D., Deary, I. J., 

Tynelius, P., & Rasmussen, F. (2009). IQ in early adulthood and 

mortality by middle age: Cohort study of 1 million swedish men. 

Epidemiology, 20(1), 100–109. 

https://doi.org/10.1097/EDE.0B013E31818BA076 

Baum, F. (2005). Wealth and health: the need for more strategic public health 

research. Journal of Epidemiology & Community Health, 59(7), 542–

545. https://doi.org/10.1136/JECH.2004.021147 



75 

Ben-Shlomo, Y., & Kuh, D. (2002). A life course approach to chronic disease 

epidemiology: conceptual models, empirical challenges and 

interdisciplinary perspectives. International Journal of Epidemiology, 

31, 285–293. 

Ben-Shlomo, Y., Mishra, G., & Kuh, D. (2014). Life Course Epidemiology. 

In W. Ahrens & I. Pigeot (Eds.), Handbook of Epidemiology (Vol. 101, 

Issue 473, pp. 1521–1549). Springer New York. 

https://doi.org/10.1007/978-0-387-09834-0_56 

Berger, T., Engzell, P., Eriksson, B., & Molinder, J. (2023). Social Mobility 

in Sweden before the Welfare State. Journal of Economic History, 

102(5), 431–463. https://doi.org/10.1017/S0022050723000098 

Bergh, A. (2011). The Rise, Fall and Revival of the Swedish Welfare State: 

What are the Policy Lessons from Sweden? In SSRN. 

https://doi.org/10.2139/ssrn.1884528 

Bergqvist, C. (2015). The Welfare State and Gender Equality. The Oxford 

Handbook of Swedish Politics, November, 55–68. 

Bertoni, M., Brunello, G., & Cappellari, L. (2017). Parents , Siblings and 

Schoolmates : The Effects of Family-School Interactions on Educational 

Achievement and Long-Term Labor Market Outcomes. IZA Discussion 

Papers, 11200, 11200. 

Beyer, S. (1998). Gender differences in causal attributions by college students 

of performance on course examinations. Current Psychology, 17(4), 

346–358. https://doi.org/10.1007/S12144-998-1016-5/METRICS 

Bhuller, M., Mogstad, M., & Salvanes, K. G. (2011). Life-Cycle Bias and the 

Returns to Schooling in Current and Lifetime Earnings (5788; 

Discussion Paper). http://ftp.iza.org/dp5788.pdf 

Billingsley, S., Drefahl, S., & Ghilagaber, G. (2016). Diagonal Reference 

Models in Longitudinal Analyses of Fertility and Mortality. Stockholm 

University, Demography Unit, Stockholm Research Reports in 

Demography, 24, 1–14. 

Björklund, A., & Jäntti, M. (2009). Intergenerational Income Mobility and the 

Role of Family Background. In M. Salverda, B. Nolan, & T. Smeeding 

(Eds.), The Oxford Handbook of Economic Inequality (p. 521). Oxford 

University Press. 

https://doi.org/10.1093/oxfordhb/9780199606061.013.0020 

Björklund, A., & Palme, M. (2000). The Evolution of Income Inequality 

During the Rise of the Swedish Welfare State 1951 to 1973. Nordic 

Journal of Political Economy, 26, 115–128. 

Björvang, C., Pontén, J., Rönnholm, G., & Skiöld, P. (2023). PPRI Pharma 

Profile Sweden (Issue June). 

http://www.tlv.se/upload/Ovrigt/Sweden_PPRI.pdf 

Black, S. E., Devereux, P. J., & Salvanes, K. G. (2005). Why the apple doesn’t 

fall far: Understanding intergenerational transmission of human capital. 

American Economic Review, 95(1), 437–449. 

https://doi.org/10.1257/0002828053828635 



76 

Black, S. E., Devereux, P. J., & Salvanes, K. G. (2013). Under Pressure? The 

Effect of Peers on Outcomes of Young Adults. Journal of Labor 

Economics, 31(1), 119–153. https://doi.org/10.1086/666872 

Blanden, J. (2013). Cross-country rankings in intergenerational mobility: A 

comparison of approaches from economics and sociology. Journal of 

Economic Surveys, 27(1), 38–73. https://doi.org/10.1111/j.1467-

6419.2011.00690.x 

Blanden, J., Gregg, P., & Macmillan, L. (2007). Explaining Intergenerational 

Income Persistence: Non-Cognitive Skills, Ability and Education. The 

Economic Journal, 117(519), C43–C60. https://doi.org/10.1111/j.1468-

0297.2007.02034.x 

Blane, D., Smith, G. D., & Bartley, M. (1993). Social selection: what does it 

contribute to social class differences in health? Sociology of Health and 

Illness, 15(1). 

Blau, P. M. (1956). Social Mobility and Interpersonal Relations. American 

Sociological Review, 21(3), 290–295. 

Blossfeld, H. P., Golsch, K., & Rohwer, G. (2007). Event history analysis with 

stata (1st ed.). Psychology Press. 

https://doi.org/https://doi.org/10.4324/9780429260407 

Boehm, J. K. (2018). The Road to Positive Health: Behavioral and Biological 

Pathways Linking Positive Psychological Functioning With Health 

Outcomes. The Oxford Handbook of Integrative Health Science, 332–

342. https://doi.org/10.1093/OXFORDHB/9780190676384.013.22 

Böhlmark, A., Holmlund, H., & Lindahl, M. (2016). Parental choice, 

neighbourhood segregation or cream skimming? An analysis of school 

segregation after a generalized choice reform. Journal of Population 

Economics, 29(4), 1155–1190. https://doi.org/10.1007/s00148-016-

0595-y 

Böhlmark, A., & Lindquist, M. J. (2006). Life‐Cycle Variations in the 

Association between Current and Lifetime Income: Replication and 

Extension for Sweden. Journal of Labor Economics, 24(4), 879–896. 

https://doi.org/10.1086/506489 

Bojanić, I. (2024). Use of Antidepressant and Anxiolytic Drugs in 

Scandinavian Countries between 2006 and 2021: A Prescription 

Database Study. Depression and Anxiety, 2024. 

https://doi.org/10.1155/2024/5448587 

Boyle, P. J., Norman, P., & Popham, F. (2009). Social mobility: Evidence that 

it can widen health inequalities. Social Science and Medicine, 68(10), 

1835–1842. https://doi.org/10.1016/j.socscimed.2009.02.051 

Brandén, M., & Bygren, M. (2018). School Choice and School Segregation: 

Lessons from Sweden’s School Voucher System (The IAS Wroking Paper 

Series, Vol. 2018, Issue 1). 

Breen, R., & Jonsson, J. O. (2005). Inequality of Opportunity in Comparative 

Perspective: Recent Research on Educational Attainment and Social 

Mobility. Source: Annual Review of Sociology, 31, 223–243. 



77 

https://doi.org/10.1146/annurev.soc.31.041304.122232 

Breen, R., & Jonsson, J. O. (2007). Explaining Change in Social Fluidity: 

Educational Equalization and Educational Expansion in Twentieth‐

Century Sweden. American Journal of Sociology, 112(6), 1775–1810. 

https://doi.org/10.1086/508790 

Breen, R., & Muller, W. (Eds.). (2020). Education and Intergenerational 

Social Mobility in Europe and the United States. Stanford University 

Press. https://doi.org/10.1515/9781503611153/HTML 

Briley, D. A., & Tucker-Drob, E. M. (2013). Explaining the Increasing 

Heritability of Cognitive Ability Across Development: A Meta-Analysis 

of Longitudinal Twin and Adoption Studies. Psychological Science, 

24(9), 1704. https://doi.org/10.1177/0956797613478618 

Brinch, C. N., & Galloway, T. A. (2012). Schooling in adolescence raises IQ 

scores. Proceedings of the National Academy of Sciences, 109(2), 425–

430. https://doi.org/10.1073/PNAS.1106077109 

Brody, G. H., Yu, T., Chen, E., Miller, G. E., Kogan, S. M., & Beach, S. R. 

H. (2013). Is Resilience Only Skin Deep? Rural African Americans’ 

Socioeconomic Status-Related Risk and Competence in Preadolescence 

and Psychological Adjustment and Allostatic Load at Age 19. 

Psychological Science, 24(7), 1285–1293. 

https://doi.org/10.1177/0956797612471954 

Brooke, H. L., Talbäck, M., Hörnblad, J., Johansson, L. A., Ludvigsson, J. F., 

Druid, H., Feychting, M., & Ljung, R. (2017). The Swedish cause of 

death register. European Journal of Epidemiology, 32(9), 765–773. 

https://doi.org/10.1007/s10654-017-0316-1 

Brown, B. B. (1990). Peer groups and peer cultures. In S. S. Feldman & G. R. 

Elliott (Eds.), At the threshold: The developing adolescent (pp. 171–

196). Harvard Unversity Press. 

Brown, B. B., & Larson, J. (2009). Peer relationships in adolescence. In R. M. 

Lerner & L. Steinberg (Eds.), Handbook of Adolescent Psychology (pp. 

74–103). John Wiley & Sons Inc. 

Bukodi, E., & Goldthorpe, J. H. (2018). Social mobility and education in 

Britatin: Research, politics, and policy. Cambridge University Press. 

Bukodi, E., Paskov, M., & Nolan, B. (2020). Intergenerational Class Mobility 

in Europe: A New Account. Social Forces, 98(3), 941–972. 

https://doi.org/10.1093/sf/soz026 

Bulczak, G., Gugushvili, A., & Zelinska, O. (2022). How are social origin, 

destination and mobility linked to physical, mental, and self-rated 

health? Evidence from the United States. In Quality and Quantity (Vol. 

56, Issue 5). Springer Netherlands. https://doi.org/10.1007/s11135-021-

01286-5 

Calvin, C. M., Deary, I. J., Fenton, C., Roberts, B. A., Der, G., Leckenby, N., 

& Batty, G. D. (2011). Intelligence in youth and all-cause-mortality: 

Systematic review with meta-analysis. International Journal of 

Epidemiology, 40(3), 626–644. https://doi.org/10.1093/ije/dyq190 



78 

Campa, P. (2024). No Kid Is an Island: Intergenerational Mobility and Peer 

Effects. In Working Paper. https://pietro-

campa.github.io/CampaJMP.pdf 

Carlsson, M., Dahl, G. B., Öckert, B., & Rooth, D. O. (2015). The Effect of 

Schooling on Cognitive Skills. The Review of Economics and Statistics, 

97(3), 533–547. https://doi.org/10.1162/REST_A_00501 

Case, A., Fertig, A., & Paxson, C. (2005). The lasting impact of childhood 

health and circumstance. Journal of Health Economics, 24, 365–389. 

https://doi.org/10.1016/j.jhealeco.2004.09.008 

Case, A., Lubotsky, D., & Paxson, C. (2002). Economic status and health in 

childhood: The origins of the gradient. American Economic Review, 

92(5), 1308–1334. https://doi.org/10.1257/000282802762024520 

Castagné, R., Delpierre, C., Kelly-Irving, M., Campanella, G., Guida, F., 

Krogh, V., Palli, D., Panico, S., Sacerdote, C., Tumino, R., Kyrtopoulos, 

S., Saberi Hosnijeh, F., Lang, T., Vermeulen, R., Vineis, P., Stringhini, 

S., Chadeau-Hyam, M., & Reference, P. (2016). A life course approach 

to explore the biological embedding of socioeconomic position and 

social mobility through circulating inflammatory markers. Scientific 

Reports, 6(1), 25170. https://doi.org/10.1038/srep25170 

Cavelaars, A. E. J. M., Kunst, A. E., Mackenbach, J. P., Geurts, J. J. M., 

Crialesi, R., Grötvedt, L., Lahelma, E., Lundberg, O., Matheson, J., 

Mielck, A., Rasmussen, N. K., Regidor, E., do Rosário-Giraldes, M., 

Spuhler, T., & Helmert, U. (2000). Educational differences in smoking: 

international comparison. BMJ, 320(7242), 1102–1107. 

https://doi.org/10.1136/BMJ.320.7242.1102 

Cesarini, D., Lindqvist, E., Östling, R., & Wallace, B. (2016). Wealth, Health, 

and Child Development: Evidence from Administrative Data on 

Swedish Lottery Players. The Quarterly Journal of Economics, 131(2), 

687–738. https://doi.org/10.1093/QJE/QJW001 

Chadwick, L., & Solon, G. (2002). Intergenerational Income Mobility Among 

Daughters. American Economic Review, 92(1), 335–344. 

https://doi.org/10.1257/000282802760015766 

Chen, E., Brody, G. H., & Miller, G. E. (2022). What Are the Health 

Consequences of Upward Mobility? Annual Review of Psychology, 73, 

599–628. https://doi.org/10.1146/annurev-psych-033020-122814 

Cherng, H.-Y. S., Calarco, J. M., & Kao, G. (2013). Along for the Ride: Best 

Friends’ Resources and Adolescents’ College Completion. American 

Educational Research Journal, 50(1), 76–106. 

https://doi.org/10.3102/0002831212466689 

Chetty, R., Hendren, N., Kline, P., Saez, E., Autor, D., Becker, G., Card, D., 

Dorn, D., Friedman, J., Heckman, J., Hilger, N., Hornbeck, R., Katz, L., 

Lalumia, S., Looney, A., Mitnik, P., Parker, J., Sandor, L., Solon, G., … 

Xiong, W. (2014). Where is the land of opportunity? The geography of 

intergenerational mobility in the United States. The Quarterly Journal of 

Economics, 129(4), 1553–1623. https://doi.org/10.1093/qje/qju022 



79 

Chetty, R., Jackson, M. O., Kuchler, T., Stroebel, J., Hendren, N., Fluegge, R. 

B., Gong, S., Gonzalez, F., Grondin, A., Jacob, M., Johnston, D., 

Koenen, M., Laguna-Muggenburg, E., Mudekereza, F., Rutter, T., Thor, 

N., Townsend, W., Zhang, R., Bailey, M., … Wernerfelt, N. (2022). 

Social capital I: measurement and associations with economic mobility. 

Nature, 608(7921), 108–121. https://doi.org/10.1038/s41586-022-

04996-4 

Chetty, R., Stepner, M., Abraham, S., Lin, S., Scuderi, B., Turner, N., 

Bergeron, A., & Cutler, D. (2016). The Association Between Income and 

Life Expectancy in the United States, 2001-2014. JAMA, 315(16), 1750–

1766. https://doi.org/10.1001/jama.2016.4226 

Clark, D., & Royer, H. (2013). The Effect of Education on Adult Mortality 

and Health: Evidence from Britain. American Economic Review, 103(6), 

2087–2120. https://doi.org/10.1257/AER.103.6.2087 

Claussen, B., Davey Smith, G., & Thelle, D. (2003). Impact of childhood and 

adulthood socioeconomic position on cause specific mortality: The Oslo 

mortality study. Journal of Epidemiology and Community Health, 57(1), 

40–45. https://doi.org/10.1136/jech.57.1.40 

Claussen, B., Smits, J., Naess, O., & Smith, G. D. (2005). Intragenerational 

mobility and mortality in Oslo: Social selection versus social causation. 

Social Science and Medicine, 61(12), 2513–2520. 

https://doi.org/10.1016/j.socscimed.2005.04.045 

Cleves, M. A., Gould, W. W., & Gutierrez, R. G. (2004). An Introduction to 

Survival Analysis Using Stata. Stata Press. 

Clougherty, J. E., Souza, K., & Cullen, M. R. (2010). Work and its role in 

shaping the social gradient in health. Annals of the New York Academy 

of Sciences, 1186, 102–124. https://doi.org/10.1111/j.1749-

6632.2009.05338.x 

Commission on Social Determinants of Health. (2008). Closing the gap in a 

generation: health equity through action on the social determinants of 

health. Final report of the commision on social determinants of health. 

Conti, G., Galeotti, A., Müller, G., & Pudney, S. (2013). Popularity. Journal 

of Human Resources, 48(4), 1072–1094. 

Conti, G., Heckman, J., & Urzua, S. (2010). The Education-Health Gradient. 

American Economic Review: Papers and Proceedings, 100(May), 234–

238. https://doi.org/10.1257/aer.100.2.234 

Cooper, K., & Stewart, K. (2021). Does Household Income Affect children’s 

Outcomes ? A Systematic Review of the Evidence. Child Indicators 

Research, 14, 981–1005. https://doi.org/https://doi.org/10.1007/s12187-

020-09782-0 

Cox, D. R. (1972). Regression Models and Life-Tables. Journal of the Royal 

Statistical Society: Series B (Methodological), 34(2), 187–202. 

https://doi.org/https://doi.org/10.1111/j.2517-6161.1972.tb00899.x 

Crosnoe, R. (2002). High School Curriculum Track and Adolescent 

Association With Delinquent Friends Robert. Journal Of Adolescent 



80 

Research, 17(2), 143–167. 

Currie, J., & Madrian, B. C. (1999). Chapter 50 Health, health insurance and 

the labor market. Handbook of Labor Economics, 3 PART(3), 3309–

3416. https://doi.org/10.1016/S1573-4463(99)30041-9 

Daenekindt, S. (2017). The Experience of Social Mobility: Social Isolation, 

Utilitarian Individualism, and Social Disorientation. Social Indicators 

Research, 133(1), 15–30. https://doi.org/10.1007/s11205-016-1369-3 

Daenekindt, S., Van Der Waal, J., & De Koster, W. (2018). Social mobility 

and political distrust: Cults of gratitude and resentment? Acta Politica, 

53(2), 269–282. https://doi.org/10.1057/S41269-017-0050-

4/TABLES/3 

Dahl, E. (1996). Social mobility and health: Cause or effect? British Medical 

Journal, 313(7055), 435–436. 

https://doi.org/10.1136/bmj.313.7055.435 

Dahlgren, G., & Whitehead, M. (1991). Policies and strategies to promote 

social equity in health. Background document to WHO – Strategy paper 

for Europe. In Institute for Futures Studies (Issue September 1991). 

Darin-Mattsson, A., Fors, S., & Kåreholt, I. (2017). Different indicators of 

socioeconomic status and their relative importance as determinants of 

health in old age. International Journal for Equity in Health, 16(1). 

https://doi.org/10.1186/s12939-017-0670-3 

Davies, N. M., Holmes, M. V., & Davey Smith, G. (2018a). Reading 

Mendelian randomisation studies: a guide, glossary, and checklist for 

clinicians. BMJ, 362, 601. https://doi.org/10.1136/BMJ.K601 

Davies, N. M., Holmes, M. V., & Davey Smith, G. (2018b). Reading 

Mendelian randomisation studies: A guide, glossary, and checklist for 

clinicians. BMJ (Online), 362. https://doi.org/10.1136/BMJ.K601, 

Day, M. V., & Fiske, S. T. (2017). Movin’ on Up? How Perceptions of Social 

Mobility Affect Our Willingness to Defend the System. Social 

Psychological and Personality Science, 8(3), 267–274. 

https://doi.org/10.1177/1948550616678454 

Deary, I. J., Strand, S., Smith, P., & Fernandes, C. (2007). Intelligence and 

educational achievement. Intelligence, 35(1), 13–21. 

https://doi.org/10.1016/J.INTELL.2006.02.001 

Deary, I. J., Weiss, A., & Batty, G. D. (2010). Intelligence and personality as 

predictors of illness and death: How researchers in differential 

psychology and chronic disease epidemiology are collaborating to 

understand and address health inequalities. Psychological Science in the 

Public Interest, Supplement, 11(2), 53–79. 

https://doi.org/10.1177/1529100610387081 

Deaton, A. (2002a). Policy implications of the gradient of health and wealth. 

Health Affairs, 21(2), 13–30. https://doi.org/10.1377/hlthaff.21.2.13 

Deaton, A. (2002b). Policy Implications Of The Gradient Of Health And 

Wealth. 13–30. 

Decoster, A., Minten, T., & Spinnewijn, J. (2021). The Income Gradient in 



81 

Mortality during the Covid-19 Crisis: Evidence from Belgium. Journal 

of Economic Inequality, 19(3), 551–570. 

https://doi.org/10.1007/S10888-021-09505-7, 

Deming, D. J., Barrera-Osorio, F., Chandra, A., Khwaja, A., Manning, A., 

Michaels, G., Miratrix, L., Muralid-haran, K., Pager, D., Rogers, T., 

Staiger, D., Weinberger, C., Chi, O., Reisig, L., & Yen, S. (2017). The 

Growing Importance of Social Skills in the Labor Market. The Quarterly 

Journal of Economics, 132(4), 1593–1640. 

https://doi.org/10.1093/QJE/QJX022 

Destin, M. (2019). Socioeconomic Mobility, Identity, and Health: 

Experiences That Influence. American Psychologist, 74(2), 207–217. 

Destin, M., & Debrosse, R. (2017). Upward social mobility and identity. 

Current Opinion in Psychology, 18, 99–104. 

https://doi.org/10.1016/j.copsyc.2017.08.006 

Dhoore, J., Daenekindt, S., & Roose, H. (2019). Social Mobility and Life 

Satisfaction across European Countries: A Compositional Perspective 

on Dissociative Consequences of Social Mobility. Social Indicators 

Research, 144(3), 1257–1272. https://doi.org/10.1007/s11205-019-

02083-2 

Domeij, D., & Ljungqvist, L. (2019). Public Sector Employment and the Skill 

Premium: Sweden versus the United States 1970–2012. Scandinavian 

Journal of Economics, 121(1), 3–31. https://doi.org/10.1111/sjoe.12284 

Dowd, J. B., Albright, J., Raghunathan, T. E., Schoeni, R. F., LeClere, F., & 

Kaplan, G. A. (2011). Deeper and wider: Income and mortality in the 

USA over three decades. International Journal of Epidemiology, 40(1), 

183–188. https://doi.org/10.1093/ije/dyq189 

Doyal, L., & Pennell, I. (1979). The political economy of health. Pluto Press. 

Duncan, O. D. (1966). Methodological Issues in the Analysis of Social 

Mobility. In N. J. Smelser & S. M. Lipset (Eds.), Social Structure and 

Mobility in Economic Development (pp. 51–97). 

Durlauf, S. N., Kourtellos, A., & Tan, C. M. (2022). The Great Gatsby Curve. 

Annual Review of Economics, 14, 571–605. 

https://doi.org/10.1146/annurev-economics 

Duyme, M., Dumaret, A. C., & Tomkiewicz, S. (1999). How can we boost 

IQs of “dull children”?: A late adoption study. Proceedings of the 

National Academy of Sciences of the United States of America, 96(15), 

8790–8794. https://doi.org/10.1073/PNAS.96.15.8790 

Elgar, F. J., Stefaniak, A., & Wohl, M. J. A. (2020). The trouble with trust: 

Time-series analysis of social capital, income inequality, and COVID-

19 deaths in 84 countries. Social Science & Medicine (1982), 263, 

113365. https://doi.org/10.1016/J.SOCSCIMED.2020.113365 

Elstad, J. I. (2001). Health-related mobility, health inequalities and gradient 

constraint: Discussion and results from a Norwegian study. European 

Journal of Public Health, 11(2), 135–140. 

https://doi.org/10.1093/eurpub/11.2.135 



82 

Elstad, J. I., & Krokstad, S. (2003). Social causation, health-selective 

mobility, and the reproduction of socioeconomic health inequalities over 

time: Panel study of adult men. Social Science and Medicine, 57(8), 

1475–1489. https://doi.org/10.1016/S0277-9536(02)00514-2 

Engzell, P., & Mood, C. (2023). Understanding Patterns and Trends in Income 

Mobility through Multiverse Analysis. American Sociological Review, 

88(4), 600–626. https://doi.org/10.1177/00031224231180607 

Erikson, R., & Goldthorpe, J. H. (1992). The Constant Flux. A Study of Class 

Mobility in Industrial Societies. Clarendon Press. 

Essbaumer, E. (2024). Peer Effects and Social Mobility (Economics Working 

Paper Series, Issue 2401). 

Featherman, D. L., Lancaster Jones, F., & Hauser, R. M. (1975). Assumptions 

of social mobility research in the U.S.: The case of occupational status. 

Social Science Research, 4(4), 329–360. https://doi.org/10.1016/0049-

089X(75)90002-2 

Federation of Academies of Sciences and Humanities (ALLEA), F. of E. A. 

of M. (FEAM). (2021). Health Inequalities Research: New methods, 

better insights? (Issue November). https://doi.org/10.26356/health-

inequalities 

Feld, S. L. (1981). The Focused Organization of Social Ties. American 

Journal of Sociology, 86(5), 1015–1035. 

Feld, S. L. (1982). Social Structural Determinants of Similarity among 

Associates. American Sociological Review, 47(6), 797–801. 

Felson, M., & Gottfredson, M. (1984). Social Indicators of Adolescent 

Activities near Peers and Parents. Journal of Marriage and Family, 

46(3), 709–714. 

Fors, S., Wastesson, J. W., & Morin, L. (2021). Growing income-based 

inequalities in old-age life expectancy in Sweden, 2006–2015. 

Demography, 58(6), 2117–2138. https://doi.org/10.1215/00703370-

9456514 

Fortin, N. M., Bell, B., & Böhm, M. (2017). Top earnings inequality and the 

gender pay gap: Canada, Sweden, and the United Kingdom. Labour 

Economics, 47(February), 107–123. 

https://doi.org/10.1016/j.labeco.2017.05.010 

Fosse, E., & Pfeffer, F. T. (2019). Beyond the Diagonal Reference Model: 

Critiques and New Directions (Working Paper). 

Friedman, S. (2016). Habitus clivé and the emotional imprint of social 

sobility. The Sociological Review, 64(2016), 129–147. 

https://doi.org/https://doi.org/10.1177/0038038513490355 

Fritzell, J. (2025). Socioekonomiska skillnader i hälsa. In M. Rostila & S. 

Toivanen (Eds.), Den orättvisa hälsan - Om socioekonomiska skillnader 

i hälsa och livslängd (Third, pp. 59–77). Liber. 

Fritzell, J., Bacchus Hertzman, J., Bäckman, O., Borg, I., Ferrarini, T., & 

Nelson, K. (2014). Sweden: Increasing Income Inequalities and 

Changing Social Relations. Changing Inequalities and Societal Impacts 



83 

in Rich Countries : Thirty Countries’ Experiences, 642–665. 

Fritzell, J., Lundberg, O., & Nermo, M. (2004). The impact of income: 

Assessing the relationship between income and health in Sweden. 

Scandinavian Journal of Public Health, 32(1), 6–16. 

https://doi.org/10.1080/14034950310003971 

Fryers, T., Melzer, D., & Jenkins, R. (2003). Social inequalities and the 

common mental disorders: a systematic review of the evidence. Social 

Psychiatry and Psychiatric Epidemiology, 38(5), 229–237. 

https://doi.org/10.1007/S00127-003-0627-2 

Galama, T. J., Lleras-Muney, A., & Kippersluis, H. van. (2018). The Effect of 

Education on Health and Mortality: A Review of Experimental and 

Quasi-Experimental Evidence. https://doi.org/10.3386/W24225 

Galobardes, B., Lynch, J., & Smith, G. D. (2004). Childhood Socioeconomic 

Circumstances and Cause-specific Mortality in Adulthood: Systematic 

Review and Interpretation. Epidemiologic Reviews, 26, 7–21. 

https://doi.org/10.1093/epirev/mxh008 

Galobardes, B., Smith, G. D., & Lynch, J. (2006). Systematic Review of the 

Influence of Childhood Socioeconomic Circumstances on Risk for 

Cardiovascular Disease in Adulthood. Annals of Epidemiology, 16(2), 

91–104. https://doi.org/10.1016/j.annepidem.2005.06.053 

García-Gómez, P. (2011). Institutions, health shocks and labour market 

outcomes across Europe. Journal of Health Economics, 30(1), 200–213. 

https://doi.org/10.1016/j.jhealeco.2010.11.003 

Gaydosh, L., Schorpp, K. M., Chen, E., Miller, G. E., & Harris, K. M. (2018). 

College completion predicts lower depression but higher metabolic 

syndrome among disadvantaged minorities in young adulthood. 

Proceedings of the National Academy of Sciences of the United States of 

America, 115(1), 109–114. https://doi.org/10.1073/pnas.1714616114 

Giordano, P. C. (2003). Relationships in adolescence. Annual Review of 

Sociology, 29, 257–281. 

https://doi.org/10.1146/annurev.soc.29.010202.100047 

Gitmez, A., & Zárate, R. A. (2021). Proximity and the Formation of Diverse 

Social Networks: Theory and Evidence. SSRN Electronic Journal. 

https://doi.org/10.2139/SSRN.3888441 

Glymour, M. M., Avendano, M., & Kawachi, I. (2014). Socioeconomic status 

and health. In L. F. Berkman, I. Kawachi, & M. M. Glymour (Eds.), 

Social Epidemiology (Second, pp. 17–62). Oxford University Press. 

https://doi.org/10.1093/med/9780195377903.001.0001 

Goldin, C. (2014). A grand gender convergence: Its last chapter. American 

Economic Review, 104(4), 1091–1119. 

https://doi.org/10.1257/aer.104.4.1091 

Goldthorpe, J. H., & McKnight, A. (2006). The economic basis of social class. 

Mobility and Inequalities: Frontiers of Research in Sociology and 

Economics, August, 232–258. http://www.sup.org/ 

Gómez-Ugarte, A. C., Basellini, U., Camarda, C. G., Janssen, F., & Zagheni, 



84 

E. (2025). Reassessing socioeconomic inequalities in mortality via 

distributional similarities. Population Health Metrics, 23(1), 1–14. 

https://doi.org/10.1186/S12963-025-00365-1/FIGURES/5 

Graham, H. (2007). Unequal lives: Health and socioeconomic inequalities. 

Open University Press. 

Granovetter, M. S. (1973). The Strength of Weak Ties. In American Journal 

of Sociology (Vol. 78, Issue 6). https://about.jstor.org/terms 

Granovetter, M. S. (1983). The Strength of Weak Ties : A Network Theory 

Revisited. Sociological Theory, 1, 201–233. 

Grossman, M. (1972). On the Concept of Health Capital and the Demand for 

Health. Journal of Political Economy, 80(2), 223–255. 

https://doi.org/10.1086/259880 

Gugushvili, A. (2023). The heterogeneous well-being effects of 

intergenerational mobility perceptions. Journal of Health Psychology. 

https://doi.org/10.1177/13591053231187345 

Gugushvili, A., McKee, M., Murphy, M., Azarova, A., Irdam, D., Doniec, K., 

& King, L. (2019). Intergenerational Mobility in Relative Educational 

Attainment and Health-Related Behaviours. Social Indicators Research, 

141(1), 413–441. https://doi.org/10.1007/S11205-017-1834-

7/FIGURES/4 

Gugushvili, A., & Wiborg, Ø. N. (2025). Wealth and mortality among late-

middle-aged individuals in Norway: a nationwide register-based 

retrospective study. The Lancet Regional Health - Europe, 48, 101113. 

https://doi.org/10.1016/j.lanepe.2024.101113 

Gugushvili, A., Zhao, Y., & Bukodi, E. (2019). ‘Falling from grace’ and 

‘rising from rags’: Intergenerational educational mobility and depressive 

symptoms. Social Science and Medicine, 222(May 2018), 294–304. 

https://doi.org/10.1016/j.socscimed.2018.12.027 

Guo, Y., Pelikh, A., Ploubidis, G. B., & Goodman, A. (2025). Social mobility 

and health: Evidence from the 1958 British birth cohort. 

Gustafsson, S., & Jacobsson, R. (1985). Trends in Female Labor Force 

Participation in Sweden. Journal of Labor Economics, 3(1, Part 2), 

S256–S274. https://doi.org/10.1086/298084 

Hadjar, A., & Samuel, R. (2015). Does upward social mobility increase life 

satisfaction? A longitudinal analysis using British and Swiss panel data. 

Research in Social Stratification and Mobility, 39, 48–58. 

https://doi.org/10.1016/J.RSSM.2014.12.002 

Hagen, J., Laun, L., Lucke, C., & Palme, M. (2025). The rising income 

gradient in life expectancy in Sweden over six decades. Proceedings of 

the National Academy of Sciences of the United States of America, 

122(14), e2418145122. https://doi.org/10.1073/PNAS.2418145122 

Haider, S., & Solon, G. (2006). Variation in the Association between Current 

and Life-Cycle Lifetime Earnings. The American Economic 

ReviewAmerican Economic Review, 96(4), 1308–1320. 

Hallqvist, J., Lynch, J., Bartley, M., Lang, T., & Blane, D. (2004). Can we 



85 

disentangle life course processes of accumulation, critical period and 

social mobility? An analysis of disadvantaged socio-economic positions 

and myocardial infarction in the Stockholm Heart Epidemiology 

Program. Social Science and Medicine, 58(8), 1555–1562. 

https://doi.org/10.1016/S0277-9536(03)00344-7 

Halpern-Manners, A., Marahrens, H., M. Neiderhiser, J., Natsuaki, M. N., 

Shaw, D. S., Reiss, D., & Leve, L. D. (2020). The Intergenerational 

Transmission of Early Educational Advantages: New Results Based on 

an Adoption Design Andrew. Research in Social Stratification and 

Mobility, June(67). https://doi.org/10.1016/j.rssm.2020.100486.The 

Hämmig, O., & Bauer, G. F. (2013). The social gradient in work and health: 

A cross-sectional study exploring the relationship between working 

conditions and health inequalities. BMC Public Health, 13(1), 1–13. 

https://doi.org/10.1186/1471-2458-13-1170/TABLES/4 

Hansen, D. G., Søndergaard, J., Vach, W., Gram, L. F., Rosholm, J. U., 

Mortensen, P. B., & Kragstrup, J. (2004). Socio-economic inequalities 

in first-time use of antidepressants: a population-based study. European 

Journal of Clinical Pharmacology 2004 60:1, 60(1), 51–55. 

https://doi.org/10.1007/S00228-003-0723-Y 

Heckman, J. J., & Kautz, T. (2012). Hard evidence on soft skills. Labour 

Economics, 19(4), 451–464. 

https://doi.org/10.1016/j.labeco.2012.05.014 

Hederos, K., Jäntti, M., Lindahl, L., & Torssander, J. (2018). Trends in Life 

Expectancy by Income and the Role of Specific Causes of Death. 

Economica, 85(339), 606–625. https://doi.org/10.1111/ecca.12224 

Heidrich, S. (2017). Intergenerational mobility in Sweden: a regional 

perspective. Journal of Population Economics, 30(4), 1241–1280. 

https://doi.org/10.1007/s00148-017-0648-x 

Heise, L., Greene, M. E., Opper, N., Stavropoulou, M., Harper, C., 

Nascimento, M., Zewdie, D., Darmstadt, G. L., Greene, M. E., Hawkes, 

S., Henry, S., Heymann, J., Klugman, J., Levine, R., Raj, A., & Rao 

Gupta, G. (2019). Gender inequality and restrictive gender norms: 

framing the challenges to health. The Lancet, 393(10189), 2440–2454. 

https://doi.org/10.1016/S0140-6736(19)30652-X 

Hemmingsson, T., Melin, B., Allebeck, P., & Lundberg, I. (2006). The 

association between cognitive ability measured at ages 18–20 and 

mortality during 30 years of follow-up—a prospective observational 

study among Swedish males born 1949–51. International Journal of 

Epidemiology, 35(3), 665–670. https://doi.org/10.1093/IJE/DYI321 

Hoeben, E. M., Meldrum, R. C., Walker, D., & Young, J. T. N. (2016). The 

role of peer delinquency and unstructured socializing in explaining 

delinquency and substance use: A state-of-the-art review. Journal of 

Criminal Justice, 47, 108–122. 

https://doi.org/10.1016/j.jcrimjus.2016.08.001 

Holland, P. W. (1986). Statistics and Causal Inference. Journal of the 



86 

American Statistical Association, 81(396), 945–960. 

Hope, K. (1975). Models of Status Inconsistency and Social Mobility Effects. 

American Sociological Review, 40(June), 322–343. 

https://www.jstor.org/stable/2094461 

Houle, J. N., & Martin, M. A. (2011). Does intergenerational mobility shape 

psychological distress? Sorokin revisited. Research in Social 

Stratification and Mobility, 29(2), 192–203. 

https://doi.org/10.1016/j.rssm.2010.11.001.Does 

Hustad, I. B., Bandholtz, J., Herlitz, A., & Dekhtyar, S. (2020). Occupational 

Attributes and Occupational Gender Segregation in Sweden: Does It 

Change Over Time? Frontiers in Psychology, 11(March), 1–8. 

https://doi.org/10.3389/fpsyg.2020.00554 

Illsley, R. (1986). Occupational class, selection and the production of 

inequalities in hearth. Quarterly Journal of Social Affairs, 2(2), 151–

165. 

Iveson, M. H., & Deary, I. J. (2017). Intergenerational social mobility and 

subjective wellbeing in later life. Social Science and Medicine, 188, 11–

20. https://doi.org/10.1016/j.socscimed.2017.06.038 

Janson, C.-G. (1980). The School Study. A code book. (Issue Project 

Metropolitan Research Report No 3.). 

Janson, C.-G. (1987). Working class segregation in Stockholm and some other 

Swedish cities. In U. Bergryd & C.-G. Janson (Eds.), Sociological 

Miscellany. Essays in Honor of Gunnar Boalt (pp. 161–191). 

Deaprtment of Sociology, Stockholm University. 

Janson, C.-G. (2002). Swedish society and Stockholm: The cohort and its 

context. In S. & Hodgins & C.-G. Janson (Eds.), Criminality and 

violence among the mentally disordered. The Stockholm Metropolitan 

Project. Cambridge University Press. 

Janssen, F., El Gewily, S., & Bardoutsos, A. (2021). Smoking epidemic in 

Europe in the 21st century. Tobacco Control, 30(5), 523–529. 

https://doi.org/10.1136/tobaccocontrol-2020-055658 

Jäntti, M., Bratsberg, B., Røed, K., Raaum, O., Naylor, R., Österbacka, E., 

Björklund, A., & Eriksson, T. (2006). American exceptionalism in a new 

light : a comparison of intergenerational earnings mobility in the Nordic 

countries, the United Kingdom and the United States. In IZA Discussion 

Papers (Issue No. 1938). 

Jäntti, M., & Jenkins, S. P. (2015). Income mobility. In Handbook of Income 

Distribution (1st ed., Vol. 2). Elsevier B.V. 

https://doi.org/10.1016/B978-0-444-59428-0.00011-4 

Jeong, H., Xu, J., Warren, J. R., Luo, L., Grodsky, E., & Muller, C. (2025). 

Intergenerational occupational mobility and health in the United States. 

Social Science & Medicine, 382, 118271. 

https://doi.org/10.1016/J.SOCSCIMED.2025.118271 

Jonsson, J. O., Mood, C., & Bihagen, E. (2016). Poverty trends during two 

recessions and two recoveries: lessons from Sweden 1991–2013. IZA 



87 

Journal of European Labor Studies, 5(1). 

https://doi.org/10.1186/s40174-016-0051-8 

Kaiser, C. (2018). DRM:Stata module to fit Sobel’s Diagonal Reference 

Model. https://doi.org/doi:10.17605/OSF.IO/KFDP6 

Kangas, O., & Palme, J. (2005). Coming Late – Catching Up: The Formation 

of a ‘Nordic Model’’.’ In O. Kangas & J. Palme (Eds.), Social Policy 

and Economic Development in the Nordic Countries (pp. 17–60). 

Katikireddi, S. V., Niedzwiedz, C. L., Dundas, R., Kondo, N., Leyland, A. H., 

& Rostila, M. (2021). Inequalities in all-cause and cause-specific 

mortality across the life course by wealth and income in Sweden: A 

register-based cohort study. International Journal of Epidemiology, 

49(3), 917–925. https://doi.org/10.1093/IJE/DYAA053 

Kawachi, I., Adler, N. E., & Dow, W. H. (2010). Money, schooling, and 

health: Mechanisms and causal evidence. Annals of the New York 

Academy of Sciences, 1186, 56–68. https://doi.org/10.1111/j.1749-

6632.2009.05340.x 

Kessin, K. (1971). Social and Psychological Consequences of 

Intergenerational Occupational Mobility. American Journal of 

Sociology, 77(1–18). https://doi.org/https://doi.org/10.1086/225064 

Kim, C. H., Tamborini, C. R., & Sakamoto, A. (2018). The Sources of Life 

Chances: Does Education, Class Category, Occupation, or Short-Term 

Earnings Predict 20-Year Long-Term Earnings? Sociological Science, 5, 

206–233. https://doi.org/10.15195/V5.A9 

Klein, R. (1993). Cigarettes Are Sublime. Duke University Press. 

https://doi.org/10.2307/j.ctv11sn0pb 

Kleinbaum, D. G., & Klein, M. (2005). Survival Analysis A Self-Learning 

Text. In Survival Analysis. Springer Science+Business Media. 

https://doi.org/10.1007/0-387-29150-4_2 

Knol, M. J., & VanderWeele, T. J. (2012). Recommendations for presenting 

analyses of effect modification and interaction. International Journal of 

Epidemiology, 41(2), 514–520. https://doi.org/10.1093/ije/dyr218 

Koellinger, P. D., & Harden, K. P. (2018). Using nature to understand nurture: 

Genetic associations show how parenting matters for children’s 

education. Science, 359(6374), 386–387. 

https://doi.org/10.1126/science.aar6429 

Krapohl, E., & Plomin, R. (2016). Genetic link between family socioeconomic 

status and children’s educational achievement estimated from genome-

wide SNPs. Molecular Psychiatry, 21(3), 437–443. 

https://doi.org/10.1038/MP.2015.2 

Krieger, N. (2005). Embodiment: A conceptual glossary for epidemiology. 

Journal of Epidemiology and Community Health, 59(5), 350–355. 

https://doi.org/10.1136/jech.2004.024562 

Krieger, N. (2011). Epidemiology and the people’s health : theory and context 

(online edi). Oxford Academic. 

https://doi.org/10.1093/acprof:oso/9780195383874.001.0001 



88 

Kuh, D., Ben-Shlomo, Y., Lynch, J., Hallqvist, J., & Power, C. (2003). Life 

course epidemiology. Journal of Epidemiology and Community Health, 

57(10), 778–783. https://doi.org/10.1136/JECH.57.10.778 

Kuh, D., & Wadsworth, M. E. J. (1993). Physical health status at 36 years in 

a British national birth cohort. Social Science & Medicine, 37(7), 905–

916. https://doi.org/10.1016/0277-9536(93)90145-T 

Lahelma, E., Martikainen, P., Laaksonen, M., & Aittomäki, A. (2004). 

Pathways between socioeconomic determinants of health. Journal of 

Epidemiology and Community Health, 58, 327–332. 

https://doi.org/10.1136/jech.2003.011148 

Lanphear, B. P., Hornung, R., Khoury, J., Yolton, K., Baghurst, P., Bellinger, 

D. C., Canfield, R. L., Dietrich, K. N., Bornschein, R., Greene, T., 

Rothenberg, S. J., Needleman, H. L., Schnaas, L., Wasserman, G., 

Graziano, J., & Roberts, R. (2005). Low-Level Environmental Lead 

Exposure and Children’s Intellectual Function: An International Pooled 

Analysis. Environmental Health Perspectives, 113(7), 894. 

https://doi.org/10.1289/EHP.7688 

Lazarsfeld, P. F., & Merton, R. K. (1954). Friendship as social process. A 

substantive and method- ological analysis. In M. Berger (Ed.), Freedom 

and Control in Modern Society (pp. 18–66). 

Lenhart, O. (2018). The effects of health shocks on labor market outcomes: 

evidence from UK panel data. The European Journal of Health 

Economics, 20(1), 83. https://doi.org/10.1007/S10198-018-0985-Z 

Linder, A., Spika, D., Gerdtham, U. G., Fritzell, S., & Heckley, G. (2020). 

Education, immigration and rising mental health inequality in Sweden. 

Social Science & Medicine, 264, 113265. 

https://doi.org/10.1016/J.SOCSCIMED.2020.113265 

Lindqvist, E., & Vestman, R. (2011). The Labor Market Returns to Cognitive 

and Noncognitive Ability: Evidence from the Swedish Enlistment. 

American Economic Journal: Applied Economics, 3(1), 101–128. 

https://doi.org/10.1257/APP.3.1.101 

Link, B. G., & Phelan, J. (1995). Social Conditions As Fundamental Causes 

of Disease. Journal of Health and Social Behavior, 35(Extra Issue), 80–

94. 

Ljungman, H., Wemrell, M., Khalaf, K., Perez-Vicente, R., Leckie, G., & 

Merlo, J. (2021). Antidepressant use in Sweden: an intersectional 

multilevel analysis of individual heterogeneity and discriminatory 

accuracy (MAIHDA). Scandinavian Journal of Public Health, 50(3), 

395. https://doi.org/10.1177/1403494821993723 

Lleras-Muney, A., Miller, M., Sheng, S., & Sovero, V. (2022). Party On: The 

Labor Market Returns to Social Networks in Adolescence. 

https://arxiv.org/pdf/2210.09426 

Lorant, V., Deliège, D., Eaton, W., Robert, A., Philippot, P., & Ansseau, M. 

(2003). Socioeconomic inequalities in depression: a meta-analysis. 

American Journal of Epidemiology, 157(2), 98–112. 



89 

https://doi.org/10.1093/AJE/KWF182 

Ludvigsson, J. F., Almqvist, C., Bonamy, A. K. E., Ljung, R., Michaëlsson, 

K., Neovius, M., Stephansson, O., & Ye, W. (2016). Registers of the 

Swedish total population and their use in medical research. European 

Journal of Epidemiology, 31(2), 125–136. 

https://doi.org/10.1007/s10654-016-0117-y 

Ludvigsson, J. F., Andersson, E., Ekbom, A., Feychting, M., Kim, J. L., 

Reuterwall, C., Heurgren, M., & Olausson, P. O. (2011). External review 

and validation of the Swedish national inpatient register. BMC Public 

Health, 11. https://doi.org/10.1186/1471-2458-11-450 

Ludvigsson, J. F., Svedberg, P., Olén, O., Bruze, G., & Neovius, M. (2019). 

The longitudinal integrated database for health insurance and labour 

market studies (LISA) and its use in medical research. European Journal 

of Epidemiology, 34(4), 423–437. https://doi.org/10.1007/s10654-019-

00511-8 

Lundberg, O. (1993). The impact of childhood living conditions on illness and 

mortality in adulthood. Social Science and Medicine, 36(8), 1047–1052. 

https://doi.org/10.1016/0277-9536(93)90122-K 

Lundborg, P., Nordin, M., & Rooth, D. O. (2018). The intergenerational 

transmission of human capital: the role of skills and health. Journal of 

Population Economics, 31(4), 1035–1065. 

https://doi.org/10.1007/S00148-018-0702-3/TABLES/9 

Lundin, A., Lundberg, I., Hallsten, L., Ottosson, J., & Hemmingsson, T. 

(2010). Unemployment and mortality - A longitudinal prospective study 

on selection and causation in 49321 Swedish middle-aged men. Journal 

of Epidemiology and Community Health, 64(1), 22–28. 

https://doi.org/10.1136/jech.2008.079269 

Luo, L. (2022). Heterogeneous Effects of Intergenerational Social Mobility: 

An Improved Method and New Evidence. American Sociological 

Review, 87(1), 143–173. https://doi.org/10.1177/00031224211052028 

Luo, Y., & Waite, L. J. (2005). The impact of childhood and adult SES on 

physical, mental, and cognitive well-being in later life. The Journals of 

Gerontology. Series B, Psychological Sciences and Social Sciences, 

60(2), 93–101. https://doi.org/10.1093/geronb/60.2.S93 

Lynch, J., Krause, N., Kaplan, G. A., Tuomilehto, J., & Salonen, J. T. (1997). 

Workplace conditions, socioeconomic status, and the risk of mortality 

and acute myocardial infarction: the Kuopio Ischemic Heart Disease 

Risk Factor Study. American Journal of Public Health, 87(4), 617–622. 

Lynch, J., Smith, G. D., Kaplan, G., & House, J. (2000). Income inequality 

and mortality: Importance to health of individual income, psychosocial 

environment, or material conditions. British Medical Journal, 

320(7243), 1200–1204. https://doi.org/10.1136/bmj.320.7243.1200 

Mackenbach, J. P. (2012). The persistence of health inequalities in modern 

welfare states: The explanation of a paradox. Social Science and 

Medicine, 75(4), 761–769. 



90 

https://doi.org/10.1016/j.socscimed.2012.02.031 

Mackenbach, J. P. (2019). Health inequalities: Persistence and change in 

European welfare states. Oxford University Press, USA. 

https://doi.org/10.4324/9781315705637-19 

Mackenbach, J. P., Bos, V., Andersen, O., Cardano, M., Costa, G., Harding, 

S., Reid, A., Hemström, Ö., Valkonen, T., & Kunst, A. E. (2003). 

Widening socioeconomic inequalities in mortality in six Western 

European countries. International Journal of Epidemiology, 32(5), 830–

837. https://doi.org/10.1093/ije/dyg209 

Mackenbach, J. P., & Kunst, A. E. (1997). Measuring the magnitude of socio-

economic inequalities in health: An overview of available measures 

illustrated with two examples from Europe. Social Science and 

Medicine, 44(6), 757–771. https://doi.org/10.1016/S0277-

9536(96)00073-1 

Maggi, S., Irwin, L. J., Siddiqi, A., & Hertzman, C. (2010). The social 

determinants of early child development: An overview. Journal of 

Paediatrics and Child Health, 46(11), 627–635. 

https://doi.org/10.1111/j.1440-1754.2010.01817.x 

Manor, O., Matthews, S., & Power, C. (2003). Health selection: the role of 

inter- and intra-generational mobility on social inequalities in health. 

Social Science & Medicine, 57(11), 2217–2227. 

https://doi.org/10.1016/S0277-9536(03)00097-2 

Marmot, M. (2001). Inequalities in Health. The New England Journal of 

Medicine, 345(2), 134–137. 

Marmot, M. (2004). Status Syndrome: How Your Social Standing Directly 

Affects Your Health and Life Expectancy. Bloomsbury. 

Marmot, M. (2015). The health gap: The challenge of an unequal world. The 

Lancet, 386(10011), 2442–2444. https://doi.org/10.1016/S0140-

6736(15)00150-6 

Marmot, M., Rose, G., Shipley, M., & Hamilton, P. J. (1978). Employment 

grade and coronary heart disease in British civil servants. Journal of 

Epidemiology & Community Health, 32(4), 244–249. 

Marmot, M., Shipley, M., Brunner, E., & Hemingway, H. (2001). Relative 

contribution of early life and adult socioeconomic factors to adult 

morbidity in the Whitehall II study. Journal of Epidemiology and 

Community Health, 55(5), 301–307. 

https://doi.org/10.1136/jech.55.5.301 

Marmot, M., Shipley, M. J., & Rose, G. (1984). INEQUALITIES IN 

DEATH—SPECIFIC EXPLANATIONS OF A GENERAL 

PATTERN? The Lancet, 323(8384), 1003–1006. 

https://doi.org/10.1016/S0140-6736(84)92337-7 

Marmot, M., Stansfeld, S., Patel, C., North, F., Head, J., White, I., Brunner, 

E., Feeney, A., & Smith, G. D. (1991). Health inequalities among British 

civil servants: the Whitehall II study. The Lancet, 337(8754), 1387–

1393. https://doi.org/10.1016/0140-6736(91)93068-K 



91 

Marmot, M., & Wilkinson, R. G. (2001). Psychosocial and material pathways 

in the relation between income and health: A response to Lynch et al. 

British Medical Journal, 322(7296), 1233–1236. 

https://doi.org/10.1136/bmj.322.7296.1233 

Mazumder, B. (2005). FORTUNATE SONS: NEW ESTIMATES OF 

INTERGENERATIONAL MOBILITY IN THE UNITED STATES 

USING SOCIAL SECURITY EARNINGS DATA. The Review of 

Economics and Statistics, 87(2), 235–255. 

McAdams, D. P., & McLean, K. C. (2013). Narrative Identity. Current 

Directions in Psychological Science, 22(3), 233–238. 

https://doi.org/10.1177/0963721413475622 

McLoughlin, S., Präg, P., Bartley, M., Kenny, R. A., & McCrory, C. (2023). 

Intergenerational Social Mobility and Allostatic Load in Midlife and 

Older Ages: A Diagonal Reference Modeling Approach. Journals of 

Gerontology - Series B Psychological Sciences and Social Sciences, 

78(1), 154–166. https://doi.org/10.1093/geronb/gbac122 

McPherson, M., Smith-Lovin, L., & Cook, J. M. (2001). Birds of a Feather: 

Homophily in Social Networks. Annual Review of Sociology, 27, 415–

444. https://doi.org/10.1146/annurev.soc.27.1.415 

Meghir, C., & Palme, M. (2005). Educational Reform, Ability, and Family 

Background. American Economic Review, 95(1), 414–424. 

https://doi.org/10.1257/0002828053828671 

Miething, A., & Almquist, Y. B. (2020). Childhood peer status and circulatory 

disease in adulthood: a prospective cohort study in Stockholm, Sweden. 

BMJ Open, 10(9), 1–12. https://doi.org/10.1136/bmjopen-2019-036095 

Miller, G. E., Chen, E., Yu, T., & Brody, G. H. (2020). Youth Who Achieve 

Upward Socioeconomic Mobility Display Lower Psychological Distress 

But Higher Metabolic Syndrome Rates as Adults: Prospective Evidence 

From Add Health and MIDUS. Journal of the American Heart 

Association, 9(9), e015698. https://doi.org/10.1161/JAHA.119.015698 

Milligan, K., & Stabile, M. (2011). Do Child Tax Benefits Affect the Well-

Being of Children? Evidence from Canadian Child Benefit Expansions. 

American Economic Journal: Economic Policy, 3(3), 175–205. 

https://doi.org/10.1257/POL.3.3.175 

Mirowsky, J., & Ross, C. E. (2005). Education, learned effectiveness and 

health. London Review of Education, 3(3), 205–220. 

https://doi.org/10.1080/14748460500372366 

Moffitt, T. E., Arseneault, L., Belsky, D., Dickson, N., Hancox, R. J., 

Harrington, H. L., Houts, R., Poulton, R., Roberts, B. W., Ross, S., Sears, 

M. R., Thomson, W. M., & Caspi, A. (2011). A gradient of childhood 

self-control predicts health, wealth, and public safety. Proceedings of the 

National Academy of Sciences of the United States of America, 108(7), 

2693–2698. https://doi.org/10.1073/pnas.1010076108 

Mouw, T. (2022). A Century of Key Trends and Debates in Social 

Stratification in Social Forces. Social Forces, 101(2), 535–545. 



92 

https://doi.org/10.1093/sf/soac097 

Nagamine, Y., Fujiwara, T., Tani, Y., Murayama, H., Tabuchi, T., Kondo, K., 

& Kawachi, I. (2020). Gender Difference in the Association Between 

Subjective Socioeconomic Mobility Across Life Course and Mortality 

at Older Ages: Results From the JAGES Longitudinal Study. Journal of 

Epidemiology, 30(11), 497–502. 

https://doi.org/10.2188/JEA.JE20190083 

Nahum, R.-A. (2005). Income Inequality and Growth: A Panel Study of 

Swedish Counties 1960-2000. https://www.diva-

portal.org/smash/get/diva2:107265/FULLTEXT01.pdf 

Navarro, V., & Shi, L. (2001). The political context of social inequalities and 

health. In International Journal of Health Services (Vol. 31, Issue 1, pp. 

1–21). SAGE PublicationsSage CA: Los Angeles, CA. 

https://doi.org/10.2190/1GY8-V5QN-A1TA-A9KJ 

Newman, K. S. (1999). Falling from grace: Downward mobility in the age of 

affluence. University of California Press. 

Nikolaev, B., & Burns, A. (2014). Intergenerational mobility and subjective 

well-being-Evidence from the general social survey. Journal of 

Behavioral and Experimental Economics , 53, 82–96. 

https://doi.org/10.1016/j.socec.2014.08.005 

Noble, K. G., Houston, S. M., Brito, N. H., Bartsch, H., Kan, E., Kuperman, 

J. M., Akshoomoff, N., Amaral, D. G., Bloss, C. S., Libiger, O., Schork, 

N. J., Murray, S. S., Casey, B. J., Chang, L., Ernst, T. M., Frazier, J. A., 

Gruen, J. R., Kennedy, D. N., Van Zijl, P., … Sowell, E. R. (2015). 

Family income, parental education and brain structure in children and 

adolescents. Nature Neuroscience, 18(5), 773–778. 

https://doi.org/10.1038/NN.3983 

Nurmi, A., Vepsäläinen, T., Pahkala, K., Puolakka, E., Pulkki-Råback, L., 

Elovainio, M., Juonala, M., Hutri, N., Kähönen, M., Lehtimäki, T., 

Jokinen, E., Laitinen, T. P., Tossavainen, P., Taittonen, L., Viikari, J. S. 

A., Raitakari, O. T., & Rovio, S. P. (2025). The associations between 

intergenerational mobility of income and cognitive function in midlife–

The Young Finns Study. Social Science and Medicine, 382(June). 

https://doi.org/10.1016/j.socscimed.2025.118325 

Nybom, M., & Stuhler, J. (2016). Heterogeneous Income Profiles and 

Lifecycle Bias in Intergenerational Mobility Estimation. Journal of 

Human Resources, 51(1), 239–268. https://doi.org/10.3368/jhr.51.1.239 

O’Leary, V. E., Unger, R. K., & Wallston, S. B. (Eds.). (1985). Women, 

Gender, and Social Psychology (First, Vol. 17). Psychology Press. 

https://doi.org/https://doi.org/10.4324/9781315802442 

OECD. (2017). OECD Economic Surveys: Sweden 2017 (Issue February). 

https://doi.org/10.1787/eco_surveys-swe-2017-en 

OECD. (2019). Health at a Glance 2019. 

https://www.oecd.org/en/publications/health-at-a-glance-

2019_4dd50c09-en.html 



93 

OECD. (2023). Health at a Glance 2023: OECD Indicators. 

https://doi.org/10.1787/7a7afb35-en 

OECD. (2025). Gender Equality in a Changing World: Taking Stock and 

Moving Forward (Gender Equality at Work). OECD Publishing. 

https://doi.org/10.1787/E808086F-EN 

Okamoto, S., Avendano, M., & Kawachi, I. (2019). Intergenerational income 

mobility and health in Japan: A quasi-experimental approach. Social 

Science and Medicine, 230(April), 37–48. 

https://doi.org/10.1016/j.socscimed.2019.03.042 

Okbay, A., Beauchamp, J. P., Fontana, M. A., Lee, J. J., Pers, T. H., Rietveld, 

C. A., Turley, P., Chen, G. B., Emilsson, V., Meddens, S. F. W., 

Oskarsson, S., Pickrell, J. K., Thom, K., Timshel, P., De Vlaming, R., 

Abdellaoui, A., Ahluwalia, T. S., Bacelis, J., Baumbach, C., … 

Benjamin, D. J. (2016). Genome-wide association study identifies 74 

loci associated with educational attainment. Nature 2016 533:7604, 

533(7604), 539–542. https://doi.org/10.1038/nature17671 

Olsson, S. (1990). Social Policy and Welfare State in Sweden. Arkiv. 

Östergren, O., Martikainen, P., Tarkiainen, L., Elstad, J. I., & Brønnum-

Hansen, H. (2019). Contribution of smoking and alcohol consumption to 

income differences in life expectancy: Evidence using Danish, Finnish, 

Norwegian and Swedish register data. Journal of Epidemiology and 

Community Health, 73(4), 334–339. https://doi.org/10.1136/jech-2018-

211640 

Oyserman, D., & Destin, M. (2010). Identity-Based Motivation: Implications 

for Intervention. The Counseling Psychologist, 38(7), 1001–1043. 

https://doi.org/10.1177/0011000010374775 

Palme, J. (2006). Welfare states and inequality: Institutional designs and 

distributive outcome. Research in Social Stratification and Mobility, 

24(2006), 387–403. https://doi.org/10.1016/j.rssm.2006.10.004 

Palme, M., & Sandgren, S. (2008). Parental income, lifetime income, and 

mortality. Journal of the European Economic Association, 6(4), 890–

911. https://doi.org/10.1162/JEEA.2008.6.4.890 

Pampel, F. C., Krueger, P. M., & Denney, J. T. (2010). Socioeconomic 

Disparities in Health Behaviors. Annual Review of Sociology, 36, 349–

370. https://doi.org/10.1146/ANNUREV.SOC.012809.102529 

Park, N., Peterson, C., Szvarca, D., Vander Molen, R. J., Kim, E. S., & Collon, 

K. (2014). Positive Psychology and Physical Health. American Journal 

of Lifestyle Medicine, 10(3), 200–206. 

https://doi.org/10.1177/1559827614550277 

Patana, P. (2015). Mental Health Analysis Profiles (MhAPs): Sweden. In 

OECD Health Working Papers (Issue 82). 

Patel, V., Saxena, S., Lund, C., Thornicroft, G., Baingana, F., Bolton, P., 

Chisholm, D., Collins, P. Y., Cooper, J. L., Eaton, J., Herrman, H., 

Herzallah, M. M., Huang, Y., Jordans, M. J. D., Kleinman, A., Medina-

Mora, M. E., Morgan, E., Niaz, U., Omigbodun, O., … UnÜtzer, Jü. 



94 

(2018). The Lancet Commission on global mental health and sustainable 

development. The Lancet, 392(10157), 1553–1598. 

https://doi.org/10.1016/S0140-6736(18)31612-X 

Pelkowski, J. M., & Berger, M. C. (2004). The impact of health on 

employment, wages, and hours worked over the life cycle. The Quarterly 

Review of Economics and Finance, 44(1), 102–121. 

https://doi.org/10.1016/J.QREF.2003.08.002 

Pfeffer, F. T., & Killewald, A. (2018). Generations of advantage. 

Multigenerational correlations in family wealth. Social Forces, 96(4), 

1411–1442. https://doi.org/10.1093/sf/sox086 

Pfeffer, F. T., & Schoeni, R. F. (2016). How wealth inequality shapes our 

future. RSF: The Russel Sage Foundation Journal of Social Sciences, 

2(6), 2–22. https://doi.org/10.7758/rsf.2016.2.6.01 

Pfeffer, F. T., & Waitkus, N. (2021). The Wealth Inequality of Nations. 

American Sociological Review, 86(4), 567–602. 

https://doi.org/10.1177/00031224211027800 

Phelps, C. E. (2018). Health Economics (6th Editio). Taylor and Francis. 

Pickett, K. E., & Wilkinson, R. G. (2015). Income inequality and health: a 

causal review. Social Science & Medicine, 128(2015), 316–326. 

Plomin, R., & Deary, I. J. (2015). Genetics and intelligence differences: five 

special findings. Molecular Psychiatry, 20(1), 98–108. 

https://doi.org/10.1038/MP.2014.105 

Plomin, R., Fulker, D. W., Corley, R., & DeFries, J. C. (1997). Nature, 

Nurture, and Cognitive Development from 1 to 16 Years: A Parent-

Offspring Adoption Study. Psychological Science, 8(6), 442–447. 

http://www.jstor.org/stable/40063231 

Poulton, R., Caspi, A., Milne, B. J., Thomson, W. M., Taylor, A., Sears, M. 

R., & Moffitt, T. E. (2002). Association between children’s experience 

of socioeconomic disadvantage and adult health: A life-course study. 

Lancet, 360(9346), 1640–1645. https://doi.org/10.1016/S0140-

6736(02)11602-3 

Präg, P., & Gugushvili, A. (2020). Intergenerational Social Mobility and Self-

Rated Health in Europe. Preprint Retrieved from: 

Https://Osf.Io/Preprints/Socarxiv/5tk4z/, August, 1–39. 

Präg, P., & Richards, L. (2019). Intergenerational social mobility and 

allostatic load in Great Britain. Journal of Epidemiology and Community 

Health, 73(2), 100–105. https://doi.org/10.1136/jech-2017-210171 

Preston, S. H., Heuveline, P., & Guillot, M. (2001). Demography: Measuring 

and modeling population processes. Blackwell Publishers Ltd. 

Raabe, I. J., la Roi, C., & Plenty, S. (2024). Down and out? the role of 

household income in students’ friendship formation in school-classes. 

Social Networks, 78, 109–118. 

https://doi.org/10.1016/J.SOCNET.2023.12.003 

Reed, H. R., Nettle, D., Parra-Mujica, F., Stark, G., Wilkinson, R., Johnson, 

M. T., & Johnson, E. A. (2025). Examining the relationship between 



95 

income and both mental and physical health among adults in the UK: 

Analysis of 12 waves (2009–2022) of Understanding Society. PLOS 

ONE, 20(3), e0316792. 

https://doi.org/10.1371/JOURNAL.PONE.0316792 

Rehm, J., Taylor, B., & Room, R. (2006). Global burden of disease from 

alcohol, illicit drugs and tobacco. Drug and Alcohol Review, 25(6), 503–

513. https://doi.org/10.1080/09595230600944453 

Rehnberg, J., Fors, S., & Fritzell, J. (2019). Divergence and convergence: 

How do income inequalities in mortality change over the life course? 

Gerontology, 65(3), 313–322. https://doi.org/10.1159/000494082 

Rehnberg, J., & Fritzell, J. (2016). The shape of the association between 

income and mortality in old age: A longitudinal Swedish national 

register study. SSM - Population Health, 2(May), 750–756. 

https://doi.org/10.1016/j.ssmph.2016.10.005 

Rehnberg, J., Östergren, O., Fors, S., & Fritzell, J. (2022). Trends in the shape 

of the income – mortality association in Sweden between 1995 and 

2017 : a repeated cross- ­ sectional population register study. 1–9. 

https://doi.org/10.1136/bmjopen-2021-054507 

Roberts, B. W., Kuncel, N. R., Shiner, R., Caspi, A., & Goldberg, L. R. (2007). 

The Power of Personality: The Comparative Validity of Personality 

Traits, Socioeconomic Status, and Cognitive Ability for Predicting 

Important Life Outcomes. Perspectives on Psychological Science, 2(4), 

313–345. https://doi.org/10.1111/j.1745-6916.2007.00047.x.The 

Rodgers, G. B. (1979). Income and inequality as determinants of mortality: 

An international cross-section analysis. Population Studies, 33(2), 343–

351. https://doi.org/10.1080/00324728.1979.10410449 

Roine, J., & Waldenström, D. (2008). The evolution of top incomes in an 

egalitarian society: Sweden, 1903-2004. Journal of Public Economics, 

92(1–2), 366–387. https://doi.org/10.1016/j.jpubeco.2007.06.012 

Rosenfield, S., & Mouzon, D. (2013). Gender and mental health. In S. C. 

Aneshensel, J. C. Phelan, & A. Bierman (Eds.), Handbook of the 

sociology of mental health (Second Edi, pp. 277–296). Springer. 

Royston, P., & Parmar, M. K. B. (2013). Restricted mean survival time: An 

alternative to the hazard ratio for the design and analysis of randomized 

trials with a time-to-event outcome. BMC Medical Research 

Methodology, 13(1). https://doi.org/10.1186/1471-2288-13-152 

Ruhm, C. J. (1998). The Economic Consequences of Parental Leave 

Mandates: Lessons from Europe. The Quarterly Journal of Economics, 

113(1), 285–317. 

Sakamoto, A., & Wang, S. X. (2020). The declining significance of 

occupation in research on intergenerational mobility. Research in Social 

Stratification and Mobility, 70(June), 100521. 

https://doi.org/10.1016/j.rssm.2020.100521 

Schmidt, F. L., & Hunter, J. E. (1998). The Validity and Utility of Selection 

Methods in Personnel Psychology: Practical and Theoretical 



96 

Implications of 85 Years of Research Findings. Psychological Bulletin, 

124(2), 262–274. https://doi.org/10.1037/0033-2909.124.2.262 

Seim, D. (2017). Behavioral responses to wealth taxes: Evidence from 

Sweden. American Economic Journal: Economic Policy, 9(4), 395–421. 

https://doi.org/10.1257/pol.20150290 

Selin, H. (2014). The rise in female employment and the role of tax incentives. 

An empirical analysis of the Swedish individual tax reform of 1971. 

International Tax and Public Finance, 21(5), 894–922. 

https://doi.org/10.1007/s10797-013-9283-y 

Shi, Y., & Moody, J. (2016). Most Likely to Succeed: Long-Run Returns to 

Adolescent Popularity. Social Currents, 4(1), 13. 

https://doi.org/10.1177/2329496516651642 

Shonkoff, J. P., Garner, A. S., Siegel, B. S., Dobbins, M. I., Earls, M. F., 

McGuinn, L., Pascoe, J., Wood, D. L., High, P. C., Donoghue, E., 

Fussell, J. J., Gleason, M. M., Jaudes, P. K., Jones, V. F., Rubin, D. M., 

Schulte, E. E., Macias, M. M., Bridgemohan, C., Fussell, J., … Wegner, 

L. M. (2012). The lifelong effects of early childhood adversity and toxic 

stress. Pediatrics, 129(1). https://doi.org/10.1542/peds.2011-2663 

Sirniö, O., Martikainen, P., & Kauppinen, T. M. (2013). Intergenerational 

Determinants of Income Level in Finland: . Social Forces, 92(9), 463–

490. https://doi.org/10.1093/sf/sot098 

Skodo, A. (2018). Sweden: By Turns Welcoming and Restrictive in its 

Immigration Policy. Migration Information Source: Migration Policy 

Institute. https://www.migrationpolicy.org/article/sweden-turns-

welcoming-and-restrictive-its-immigration-policy 

Snyder, S. E., & Evans, W. N. (2006). The Effect of Income on Mortality: 

Evidence from the Social Security Notch. The Review of Economics and 

Statistics, 88(3), 482–495. https://doi.org/10.1162/REST.88.3.482 

Sobel, M. E. (1981). Diagonal Mobility Models: A Substantively Motivated 

Class of Designs for the Analysis of Mobility Effects. American 

Sociological Review, 46(6), 893–906. 

Sobel, M. E. (1985). Social Mobility and Fertility Revisited: Some New 

Models for the Analysis of the Mobility Effects Hypothesis. American 

Sociological Review, 50(5), 699–712. 

Socialstyrelsen. (2019). Läkemedelsregistret – ger säkra fakta om läkemedel 

på recept. https://www.socialstyrelsen.se/globalassets/sharepoint-

dokument/dokument-webb/ovrigt/halsodataregister-

lakemedelsregistret-nyttan-med-register.pdf?utm_source=chatgpt.com 

Söderström, M., & Uusitalo, R. (2010). School choice and segregation: 

Evidence from an admission reform. Scandinavian Journal of 

Economics, 112(1), 55–76. https://doi.org/10.1111/j.1467-

9442.2009.01594.x 

Solon, G. (1992). Intergenerational Income Mobility in the United States. The 

American Economic Review, 82(3), 393–408. 

https://www.jstor.org/stable/2117312 



97 

Sorokin, P. A. (1927). Social Mobility. Harper & Brothers. 

Sorokin, P. A. (1959). Social and Cultural Mobility. Free Press. 

Spånt, R. (1979). Den svenska inkomstfördelningens utveckling 1920–1976, 

background material to Långtidsutredningen 1979:4. 

Spiegel, M., Clark, L., Domina, T., Penner, E. K., Hanselman, P., Yoo, P. Y., 

& Penner, A. (2025). Peer income exposure across the income 

distribution. Proceedings of the National Academy of Sciences of the 

United States of America, 122(7), 2410349122. 

https://doi.org/10.1073/PNAS.2410349122 

Springer, K. W., Mager Stellman, J., & Jordan-Young, R. M. (2012). Beyond 

a catalogue of differences: A theoretical frame and good practice 

guidelines for researching sex/gender in human health. Social Science 

and Medicine, 74(11), 1817–1824. 

https://doi.org/10.1016/j.socscimed.2011.05.033 

Stacey, B. (1967). Some Psychological Consequences of Inter-generation 

Mobility. Human Relations, 20(1), 3–12. 

https://doi.org/https://doi.org/10.1177/001872676702000101 

Stanfors, M. (2014). The History of the Family Women in a changing 

economy : the misleading tale of participation rates in a historical 

perspective rates in a historical perspective. The History of the Family, 

5398(19), 4. https://doi.org/10.1080/1081602X.2014.909737 

Statistics Sweden. (2011). SCB-data för forskning 2011. 

Steiber, N. (2019). Intergenerational educational mobility and health 

satisfaction across the life course: Does the long arm of childhood 

conditions only become visible later in life? Social Science and 

Medicine, 242(October), 112603. 

https://doi.org/10.1016/j.socscimed.2019.112603 

Stenberg, S.-Å. (2018). Born in 1953 : The story about a post-war Swedish 

cohort, and a longitudinal research project. Stockholm University 

Press. http://www.oapen.org/record/1002526 

Stenberg, S.-Å., & Vågerö, D. (2006). Cohort Profile: The Stockholm birth 

cohort of 1953. International Journal of Epidemiology, 35(3), 546–548. 

https://doi.org/10.1093/IJE/DYI310, 

Stenberg, S.-Å., Vagerö, D., Reidar, Ö., Arvidsson, E., Von Otter, C., & 

Janson, C.-G. (2007). Stockholm Birth Cohort Study 1953 – 2003 : A 

new tool for life-course studies. Scandinavian Journal of Public Health, 

35, 104–110. https://doi.org/10.1080/14034940600777385 

Stern, J. (1983). Social mobility and the interpretation of social class mortality 

differentials. Journal of Social Policy, 12(1), 27–49. 

https://doi.org/10.1017/s0047279400012289 

Strenze, T. (2007). Intelligence and socioeconomic success: A meta-analytic 

review of longitudinal research. Intelligence, 35(5), 401–426. 

https://doi.org/10.1016/J.INTELL.2006.09.004 

Stringhini, S., Sabia, S., Shipley, M., Brunner, E., Nabi, H., Kivimaki, M., & 

Singh-Manoux, A. (2010). Association of Socioeconomic Position With 



98 

Health Behaviors and Mortality. JAMA, 303(12), 1159–1166. 

https://doi.org/10.1001/JAMA.2010.297 

Stuber, J. M. (2006). Talk of class: The discursive repertoires of white 

working- and upper-middle-class college students. Journal of 

Contemporary Ethnography, 35(3), 285–318. 

https://doi.org/10.1177/0891241605283569 

Sweden, S. (n.d.). Befolkningsutvecklingen i riket efter kön. År 1749 - 2024. 

Retrieved January 10, 2026, from 

https://www.statistikdatabasen.scb.se/pxweb/sv/ssd/START__BE__BE

0101__BE0101G/BefUtvKon1749/ 

Swedish Social Insurance Agency. (2020). Mental disorder sick leave – A 

register study of the Swedish working population in ages 20 to 69 years 

(Sjukfrånvaro i psykiatriska diagnoser En registerstudie av Sveriges 

arbetande befolkning i åldern 20–69 år). In Socialförsäkringsrapport 

2020:8. 

https://www.forsakringskassan.se/download/18.7fc616c01814e179a9f3

29/1656660446139/sjukfranvaro-i-psykiatriska-diagnoser-

socialforsakringsrapport-2020-8.pdf 

Tedeschi, R. G., & Calhoun, L. G. (2004). Posttraumatic Growth: Conceptual 

Foundations and Empirical Evidence. Psychologicial Inquiry, 15(1), 1–

18. https://doi.org/10.1207/s15327965pli1501 

Therborn, G. (2020). Sweden ’ s turn to economic inequality , 1982 – 2019. 

Structural Change and Economic Dynamics, 52, 159–166. 

https://doi.org/10.1016/j.strueco.2019.10.005 

Thomson, R. M., Igelström, E., Purba, A. K., Shimonovich, M., Thomson, H., 

McCartney, G., Reeves, A., Leyland, A., Pearce, A., & Katikireddi, S. 

V. (2022). How do income changes impact on mental health and 

wellbeing for working-age adults? A systematic review and meta-

analysis. The Lancet Public Health, 7(6), e515–e528. 

https://doi.org/10.1016/S2468-2667(22)00058-5 

Tiffin, P. A., Pearce, M. S., & Parker, L. (2005). Social mobility over the 

lifecourse and self reported mental health at age 50: Prospective cohort 

study. Journal of Epidemiology and Community Health, 59(10), 870–

872. https://doi.org/10.1136/jech.2005.035246 

Tiikkaja, S., Sandin, S., Malki, N., Modin, B., Sparén, P., & Hultman, C. M. 

(2013). Social Class , Social Mobility and Risk of Psychiatric Disorder 

- A Population-Based Longitudinal Study. PLoS ONE, 8(11), e77975. 

https://doi.org/10.1371/journal.pone.0077975 

Timms, D. (1998). Gender, social mobility and psychiatric diagnoses. Social 

Science and Medicine, 46(9), 1235–1247. 

https://doi.org/10.1016/S0277-9536(97)10052-1 

Timms, D. W. G. (1996). Social mobility and mental health in a Swedish 

cohort. Social Psychiatry and Psychiatric Epidemiology, 31(1), 38–48. 

https://doi.org/10.1007/bf00789121 

Torssander, J., & Erikson, R. (2009). Marital partner and mortality: The 



99 

effects of the social positions of both spouses. Journal of Epidemiology 

and Community Health, 63(12), 992–998. 

https://doi.org/10.1136/jech.2009.089623 

Townsend, P., Davidson, N., & Whitehead, M. (1986). The Black Report and 

the Health Divide. Penguin. 

Tumin, M. M. (1957). Some Unapplauded Consequences of Social Mobility 

in a Mass Society. Social Forces, 36(1), 32–37. 

https://doi.org/10.2307/2573743 

United Nations Department of Economic and Social Affairs Population, P. D. 

(2022). World Population Prospects 2022: Summary of Results. 

https://doi.org/UN DESA/POP/2022/TR/NO. 3. 

Uno, H., Claggett, B., Tian, L., Inoue, E., Gallo, P., Miyata, T., Schrag, D., 

Takeuchi, M., Uyama, Y., Zhao, L., Skali, H., Solomon, S., Jacobus, S., 

Hughes, M., Packer, M., & Wei, L. J. (2014). Moving beyond the hazard 

ratio in quantifying the between-group difference in survival analysis. 

Journal of Clinical Oncology, 32(22), 2380–2385. 

https://doi.org/10.1200/JCO.2014.55.2208 

Van De Mheen, H. D., Stronks, K., & Mackenbach, J. P. (1998). A Lifecourse 

Perspective on Socio-economic Inequalities in Health: The Influence of 

Childhood Socio-economic Conditions and Selection Processes. 

Sociology of Health & Illness, 20(5), 754–777. 

https://doi.org/10.1111/1467-9566.00128 

van der Waal, J., Daenekindt, S., & de Koster, W. (2017). Statistical 

challenges in modelling the health consequences of social mobility: the 

need for diagonal reference models. International Journal of Public 

Health, 62(9), 1029–1037. https://doi.org/10.1007/s00038-017-1018-x 

Vanderweele, T. J. (2017). On the promotion of human flourishing. 

Proceedings of the National Academy of Sciences of the United States of 

America, 114(31), 8148–8156. 

https://doi.org/10.1073/PNAS.1702996114 

Vanzella-Yang, A., & Veenstra, G. (2023). Social mobility and mental health 

in Canada. Canadian Journal of Public Health, 0123456789. 

https://doi.org/10.17269/s41997-023-00818-w 

Veenstra, G., & Vanzella-Yang, A. (2021). Intergenerational social mobility 

and self-rated health in Canada. SSM - Population Health, 15(July), 

100890. https://doi.org/10.1016/j.ssmph.2021.100890 

Von Elm, E., Altman, D. G., Egger, M., Pocock, S. J., Gøtzsche, P. C., & 

Vandenbroucke, J. P. (2007). The Strengthening the Reporting of 

Observational Studies in Epidemiology (STROBE) Statement: 

Guidelines for Reporting Observational Studies. PLOS Medicine, 4(10), 

e296. https://doi.org/10.1371/JOURNAL.PMED.0040296 

Von Soest, T., Bramness, J. G., Pedersen, W., & Wichstrøm, L. (2012). The 

relationship between socio-economic status and antidepressant 

prescription: A longitudinal survey and register study of young adults. 

Epidemiology and Psychiatric Sciences, 21(1), 87–95. 



100 

https://doi.org/10.1017/S2045796011000722 

Wagstaff, A., Paci, P., & van Doorslaer, E. (1991). On the measurement of 

inequalities in health. Social Science and Medicine, 33(5), 545–557. 

https://doi.org/10.1016/0277-9536(91)90212-U 

Wallerstedt, S. M., Wettermark, B., & Hoffmann, M. (2016). The First Decade 

with the Swedish Prescribed Drug Register – A Systematic Review of 

the Output in the Scientific Literature. Basic and Clinical Pharmacology 

and Toxicology, 119(5), 464–469. https://doi.org/10.1111/bcpt.12613 

Ward, J. B., Naan, M. N., Garcia, M. E., Lee, A., To, T. M., & Aiello, A. E. 

(2016). Educational mobility and depressive symptoms in a population 

of Mexican origin. Annals of Epidemiology, 26(2016), 461–466. 

https://doi.org/http://dx.doi.org/10.1016/j.annepidem.2016.05.005 

Warr, M. (1993). Parents, peers, and delinquency. Social Forces, 72(1), 247–

264. 

Wastesson, J. W., Fastbom, J., Weitoft, G. R., Fors, S., & Johnell, K. (2014). 

Socioeconomic inequalities in access to specialized psychotropic 

prescribing among older Swedes: a register-based study. European 

Journal of Public Health, 24(6), 991–996. 

https://doi.org/10.1093/EURPUB/CKU058 

Wastesson, J. W., Ringbäck Weitoft, G., & Johnell, K. (2015). Educational 

disparities in antipsychotic drug use among older people with and 

without dementia in Sweden. Acta Psychiatrica Scandinavica, 132(1), 

20–28. https://doi.org/10.1111/ACPS.12378 

Wei, L., & Xie, Y. (2022). Social Mobility as Causal Intervention. SocArXiv, 

1–72. 

Weiss, D., & Eikemo, T. A. (2017). Technological innovations and the rise of 

social inequalities in health. Scandinavian Journal of Public Health, 

45(7), 714–719. https://doi.org/10.1177/1403494817711371 

Weitoft, G. R., Rosén, M., Ericsson, Ö., & Ljung, R. (2008). Education and 

drug use in Sweden—a nationwide register-based study. 

Pharmacoepidemiology and Drug Safety, 17(10), 1020–1028. 

https://doi.org/10.1002/PDS.1635 

West, P. (1991). Rethinking the health selection explanation for health 

inequalities. Social Science and Medicine, 32(4), 373–384. 

https://doi.org/10.1016/0277-9536(91)90338-D 

Wettermark, B., Hammar, N., Fored, C. M., Leimanis, A., Otterblad Olausson, 

P., Bergman, U., Persson, I., Sundström, A., Westerholm, B., & Rosén, 

M. (2007). The new Swedish Prescribed Drug Register-Opportunities 

for pharmacoepidemiological research and experience from the first six 

months. Pharmacoepidemiology and Drug Safety, 16, 726–735. 

https://doi.org/10.1002/pds.1294 

Wilkinson, M. D., Dumontier, M., Aalbersberg, Ij. J., Appleton, G., Axton, 

M., Baak, A., Blomberg, N., Boiten, J. W., da Silva Santos, L. B., 

Bourne, P. E., Bouwman, J., Brookes, A. J., Clark, T., Crosas, M., Dillo, 

I., Dumon, O., Edmunds, S., Evelo, C. T., Finkers, R., … Mons, B. 



101 

(2016). Comment: The FAIR Guiding Principles for scientific data 

management and stewardship. Scientific Data, 3, 1–9. 

https://doi.org/10.1038/sdata.2016.18 

Wondratschek, V., Edmark, K., & Frölich, M. (2013). The Short- and Long-

term Effects of School Choice on Student Outcomes — Evidence from 

a School Choice Reform in Sweden. Annals of Economics and Statistics, 

SPECIAL IS(111/112), 71–101. https://doi.org/10.2307/23646327 

Wood, A. M., Froh, J. J., & Geraghty, A. W. A. (2010). Gratitude and well-

being: A review and theoretical integration. Clinical Psychology Review, 

30(7), 890–905. https://doi.org/10.1016/J.CPR.2010.03.005 

Wooldridge, J. M. (2010). Econometric Analysis of Cross Section and Panel 

Data. The MIT Press. http://www.jstor.org/stable/j.ctt5hhcfr 

World Health Organization. (1946). Preamble to the Constitution of the World 

Health Organization as adopted by the International Health Conference, 

New York, 19-22 June 1946. In Basic Documents (p. 1). World Health 

Organization. 

World Health Organization. (2022). World mental health report: transforming 

mental health for all. 

World Health Organization. (2025). World health statistics 2025: monitoring 

health for the Sustainable Development Goals. 

Yaish, M., & Kraus, V. (2020). On class and earnings trajectories: The use of 

class and earnings to study intergenerational mobility. Research in 

Social Stratification and Mobility, 70, 100507. 

https://doi.org/10.1016/J.RSSM.2020.100507 

Zang, E., Sobel, M. E., & Luo, L. (2023). The mobility effects hypothesis: 

Methods and applications. Social Science Research, 110(November 

2022), 102818. https://doi.org/10.1016/j.ssresearch.2022.102818 

Zhang, Z., & Vaupel, J. W. (2009). The age separating early deaths from late 

deaths. Demographic Research, 20, 721–730. 

https://doi.org/10.4054/DEMRES.2009.20.29 

 


