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Commentary

All human beings are born free and equal in dignity and
rights. — Universal Declaration of Human Rights1

W e all know the first words in Article 1 in the
United Nation’s Declaration of Human Rights.
We also know, however, that this is more a dec-

laration of intent than of reality, even in the most privileged
societies.

Socioeconomic equity in birth outcomes ought to be an
important goal for public health policy, not only because
birth outcomes are important in their own right, but also be-
cause health in early life affects health later in life. The life-
course approach to chronic disease has pinpointed intrauter-
ine and early life influences in the occurrence of several
diseases of public health significance;2,3 for example, the so-
cial patterns associated with birth weight may be important
contributors to social inequalities in adult disease.4 The life-
course perspective is not new: in 1945 Dugald Baird found the
quality of a mother’s environment from birth to maturity to
have a strong influence on her capacity to bear healthy chil-
dren, and he attributed the high prevalence of stillbirth and
premature labour in groups with a low socioeoconomic sta-
tus (SES) to poor maternal nutrition.5

To monitor socioeconomic inequality in birth outcomes,
adequate data on birth outcomes and SES must be available;
however, SES information is not routinely collected in most
perinatal surveillance databases, as Luo and colleagues point
out in this issue of the Journal.6

In most epidemiologic research, there is an increased un-
derstanding that SES is more than a nuisance variable. The
practice of stating that “the results were controlled for SES,”
with SES representing education, income, occupation or
whatever “social variable” is available, is no longer viable. But
what constitutes adequate data on SES? A recent special com-
munication in JAMA on SES in health research recommended
that measures “should be selected and interpreted thought-
fully in the context of plausible explanatory pathways through
which socioeconomic factors may influence health.”7

We suggest that different social factors reflect different
things, depending on the outcome under study. Occupational
status represents a social stratification measure, but it is also
an indicator of what people in an occupation are exposed to:
at work, people may be subject to physical, chemical and bio-

logic exposures directly or through the air. Noise, heavy lift-
ing, a fast work pace, monotonous movements, long working
hours and shift work lead to bodily strains and exhaustion.
These circumstances may affect a fetus in a negative way.8,9

Stress has been related to hormonal changes, and occupa-
tional strain may result in shortened duration of pregnancy
and babies who are small for their gestational age.10,11 Peo-
ple’s income determines their material conditions, such as
nutritional intake; the frequency of overcrowded, damp, cold
or unhygienic dwellings; and the possibility of rest and holi-
days. The air and water quality and sewage disposal of where
one lives are further components of the physical circum-
stances determined by income that affect birth outcome.12

Educational attainment is the social variable that often dis-
plays the largest socioeconomic differential.13 This may in
part be because education affects income and occupation.
However, education also represents the dimension of knowl-
edge, which may be why education is associated with, for ex-
ample, the ability to understand public health messages. Edu-
cational attainment, which is acquired over many years, may
be a more sensitive indicator of childhood and adolescent so-
cioeconomic circumstances than income and occupation.

Luo and colleagues examined the association of maternal
education and a small-area measure of income with birth out-
comes, and they concluded that, although each variable had
an independent effect on birth outcomes, education had the
strongest effect. Had data on income and maternal education
been available at both the individual and community level, it
would have been possible to compare their effects at the 2 lev-
els. As the authors point out, small-area income can be con-
sidered a proxy for individual income, which is an often-usedD
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strategy when individual-level data are unavailable.14 But the
differences in the precision with which maternal education
and income are assessed would make the comparison of ef-
fects at the individual level problematic. Correspondingly, it
is difficult to compare the relative importance of the individ-
ual versus the small-area–level effect on SES when SES is
measured differently at the 2 levels. Decomposition of the ef-
fects of SES into individual-level and small-area–level contri-
bution requires similar data at both levels.

However, as Kaufman recently noted, the dichotomy be-
tween compositional and contextual effects on health is
largely an analytic abstraction.15 If we are to examine the ef-
fects of SES on birth outcomes, we should include the meas-
ures available that can help elucidate potentially important
mechanisms, regardless of whether they are assessed at an
individual or ecologic level.

The paper by Luo and colleagues has several praiseworthy
details. Crude as well as adjusted odds ratios are provided,
since one could argue that the real measure of social inequal-
ity is the crude estimate, whereas the adjustment variables in-
dicate the mechanisms by which socially determined health
inequalities are created. The data presented in the tables also
enable us to assess absolute as well as relative differences,
which is important to determine whether — and what —
public health actions should be taken.16 The authors must
also be applauded for examining the association between ru-
ral and urban settings and the socioeconomic gradient in
birth outcomes. Rural/urban can be interpreted as a proxy for
the physical and social environment shared by a group of peo-
ple (e.g., opportunity structures, shared norms, environment,
availability of resources and easy access to antenatal care). A
seminal study by Frohlich and colleagues convincingly
showed how moving beyond our traditional indicators (in-
come, education) of SES can improve our understanding of
contextual (e.g., small-area) effects.17 Coincidentally, the
study by Frohlich and colleagues was carried out in Quebec,
as was the current study. Unfortunately, this strategy places
even greater demands on the availability of data.

But where can we turn to for data sources? The increasing
number of birth cohorts established in recent years provides a
valuable data source.18 Surveys and, in particular, population-
based registries are excellent data sources with a variety of in-
formation on the individual level. These sources can be used
to determine social inequalities in birth outcomes and, there-

fore, strategies for moving closer to the intentions in Article 1
in the Declaration of Human Rights.
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