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We aimed to examine whether there is a correlation between the health recovery of
industrial accident victims and their perceived socioeconomic status. Data were obtained
from the first Panel Study of Worker’s Compensation Insurance, which included 2,000
participants. We performed multivariate regression analysis and determined the odds ratios
for participants with a subjectively lower socioeconomic status and for those with a
subjectively lower middle socioeconomic status using 95% confidence intervals. An
additional multivariate regression analysis yielded the odds ratios for participants with a
subjectively lower socioeconomic status and those with a subjectively upper middle
socioeconomic class using 95% confidence intervals. Of all participants, 299 reported a full
recovery, whereas 1,701 did not. We examined the odds ratio (95% confidence intervals)
for participants’ health recovery according to their subjective socioeconomic status while
controlling for sex, age, education, tobacco use, alcohol use, subjective state of health
prior to the accident, chronic disease, employment duration, recovery period, accident
type, disability status, disability rating, and economic participation. The odds of recovery
in participants with a subjectively lower middle socioeconomic status were 1.707 times
greater (1.264-2.305) than that of those with a subjectively lower socioeconomic status.
Similarly, the odds of recovery in participants with a subjectively upper middle
socioeconomic status were 3.124 times greater (1.795-5.438) than that of those with a
subjectively lower socioeconomic status. Our findings indicate that participants’ perceived
socioeconomic disparities extend to disparities in their health status. The reinforcement of
welfare measures is greatly needed to temper these disparities.
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INTRODUCTION
Modern society is interested in quality of life (QOL); that is,
people have now turned their attention from mere survival to
their physical, psychological, and social well-being (1). Factors
associated with QOL include sex, education, age, and income
(2). Psychological factors also impact one’s QOL in addition to
socioeconomic factors (3). Health affects an individual’s physical, psychological, and social performance, which all influence
an individual’s QOL. Therefore, health is the most important
factor that needs to be considered to improve one’s QOL (4).
Health can be categorized into subjective and objective health
(5). Objective health can be expressed in measurable indexes
(e.g., chronic diseases, physiological symptoms, physical pain,
bone fracture, structural anomaly, etc.) (6). Subjective health is
one’s perceived level of physical, physiological, psychological,
and social health (7), and it is influenced by objective health (8).
Subjective health has a significant impact on an individual’s
behavior and psychology (9). One study reported that poor sub-

jective health influences suicidal behavior in individuals (10).
Subjective health also has a direct impact on QOL (11,12). Many
factors influence subjective health, which include physical factors such as sex, age, and objective health (9,13,14) as well as
socioeconomic factors such as educational attainment and
economic status (15,16).
Socioeconomic status (SES) directly affects an individual’s
health and can cause health inequalities (17). It affects health
behaviors such as tobacco use, alcohol use, and exercise (18-21)
as well as one’s access to medical care (22-25). Additionally,
SES significantly impacts an individual’s psychology, and its
impact on health, in particular, is well-known (26,27). According to the latest research, perceived SES is strongly associated
with health (28).
However, the link between industrial accident patients’ perceived SES and health recovery has not been well established.
Therefore, we conducted a study to investigate the impact that
perceived SES has on industrial accident victims’ health recovery.
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MATERIALS AND METHODS

who selected low, into the lower SES.

Study design
Our cross-sectional study used data collected from the first Panel Study of Worker’s Compensation Insurance (PSWCI). The
initial PSWCI survey was drafted by the Korea Labor Institute
from September to December 2012. The final draft was created
after incorporating expert opinions and input from the Korea
Worker’s Compensation and Welfare Service. For the PSWCI,
surveyors visited the panel members for one-on-one, in-person
interviews. As a rule, the panel members answered the questions
themselves using computer-assisted personal interviewing.

Measurement of health recovery
Participants’ health recovery status was evaluated using the
three questions that appeared in the “Health Status” section of
the PSWIC. The first question was “How do you rate your current health compared with your health before the accident?”,
and it was accompanied by the following multiple choice answers: “1, much better”, “2, a bit better”, “3, about the same”, “4,
a bit worse”, and “5, much worse”. The second question, “How
do you rate your health recovery from the accident?” was accompanied with the following multiple choice answers “1, fully
recovered”, “2, more time needed for a full recovery”, and “3, have
not recovered at all”. The third question, “How often do you feel
accident related pain?” was accompanied with the following
multiple choice answers, “1, never”, “2, once in a while”, “3, several times a day”, “4, almost everyday”, and “5, constantly”. Patients who answered the first question with “ 1, much better”, “2,
a bit better”, and “3, about the same”, those who answered the
second question with “1, fully recovered”, and those who answer
ed the third question with “1, never, 2, once in a while” were
considered to have achieved health recovery, whereas the rest
did not.

Participant sampling
We screened 89,921 industrial accident patients who had completed their official recovery between January 2012 and December 2012. A total of 79 patients whose addresses were unknown
were excluded. Also excluded were 7,350 immigrants and Jeju
island residents, and 5 patients with disability ratings of 1-3 who
were not using rehabilitation services. The remained 82,493
participants were included in the study. Using nine administrative zones, six disability ratings, and the rehabilitation services
utilization status as stratification variables, we selected a sample of 2,000 participants for the study. A post-stratification estimator was calculated using the multiplicative inverse of the sampling ratio on the basis of the nine administrative zones, disability ratings, and the rehabilitation services utilization status.
The sample size was calculated using the following equation
and an allowable target error for a confidence level was considered. V0 is the size of distribution calculated from the target error, and Wh and Sh2 are the ratio and distribution of the h layer.
The sample size of a layer was allocated by its size and it was
calculated as 2,000, considering the limited research budget
and statistical utilization.
∑ h = 1Whsh2
n =
		V0 + ∑h = 1Whsh2/N
The sample was extracted using the Bellwether sampling method rather than using a quota sampling method, and it was based
on sex, age, and the duration of recuperation. Therefore, a wei
ghted value was calculated post hoc to compensate.
Measurement of perceived SES
The perceived SES was measured using the question that appeared in the “Health, Daily Life and Quality of Life” section of
the first PSWIC: “How do you rate your current QOL considering your income, occupation, educational attainment, and assets?” The following multiple choice answers were provided: 1,
high; 2, mid to high; 3, mid to low; and 4, low. Participants who
selected high were categorized into the perceived upper SES;
those who selected mid to high, into the upper middle SES; those
who selected mid to low, into the lower middle SES; and those
http://dx.doi.org/10.3346/jkms.2016.31.2.164

Covariant factors
Participants were divided into several groups according to sociodemographic characteristics, which were described follows:
sex (two groups), male and female; age (five groups), 29 years
and younger, 30-39, 40-49, 50-59, and 60 years and older; educational attainment (two groups), less than high school (no education, elementary school, middle school, and high school),
college and more (community college, college, graduate school,
and post-graduate school); tobacco use (three groups), yes, quitted, and no; alcohol use (three groups), yes, quitted, and no; subjective health before the accident (two groups), fairly healthy (if
answered, “1, very healthy” or “2, fairly healthy” to the question,
“How do you rate your general health before the accident or
disease?”), and the rest (if answered, “3, average” or “4, fairly
unhealthy”); employment duration (three groups): less than 1
year, 1-10 years, and over 10 years; recuperation period (three
groups), less than 6 months, 6 months-1 year, and over 1 year;
accident type (two groups), accident, and disease; disability
status (two groups), disabled, and not disabled; and economic
participation (two groups), employed, and unemployed.
Statistical analysis
We performed a χ2 test for the general characteristics based on
perceived SES. We also performed a χ2 test for the general characteristics based on participants’ health recovery status. We
performed multivariate regression analysis to obtain the odds
ratio (OR) for the health recovery of patients with a perceived
http://jkms.org  165
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lower SES and patients with a perceived lower middle SES, with
a 95% confidence interval (CI). We also performed a multivariate regression analysis to obtain the OR for the health recovery
of patients with a perceived lower SES and patients with a perceived upper middle SES, with a 95% CI. SAS 9.2 was used to
perform the statistical analyses, and all statistical significance
was set at P < 0.05.
Ethics statement
The institutional review board of Yonsei University Graduate
School of Public Health approved this study (No. 2-1040939AB-N-01-2015-211). All participants provided written informed
consent.

RESULTS
General characteristics of participants based on perceived
SES
Classification of participants based on perceived SES indicated

that 0 patients belonged in the upper class, 96 belonged in the
upper middle class, 1,013 belonged in the lower middle class,
and 891 belonged in the lower class (Table 1). The upper middle class consisted of 79 men and 17 women, the lower middle
class consisted of 854 men and 159 women, and lower class
consisted of 753 men and 138 women. In terms of age-related
characteristics, participants in their 50s accounted for most of
the upper middle class, lower middle class, and lower class, (29
participants, 354, and 322, respectively). Regarding educational
characteristics, 49.0% of the upper middle class participants,
20.9% of the lower middle class, and 10.9% of the lower class
had college degrees. These three groups had statistically significant differences (P < 0.001). Regarding tobacco use, 35.4% of
the upper middle class participants, 46.4% of the lower middle
class, and 52.9% of the lower class were smokers, which was
statistically significant (P < 0.001). Regarding pre-accident subjective health, 89.6% of the upper middle class participants,
84.1% of the lower middle class, and 78.9% of the lower class responded as being fairly healthy, which was statistically signifi-

Table 1. Participants’ general characteristics according to their perceived socioeconomic status (SES)
Perceived SES
Parameters
Sex
Age, yr

Educational attainment
Tobacco use

Alcohol use

Subjective health before
the accident
Chronic disease
Employment duration

Recuperation duration

Accident type
Disability status
Economic participation
Recovery status

166  
http://jkms.org

Men
Women
-29
30-39
40-49
50-59
60Less than highschool
College and above
Yes
Quit
No
Yes
Quit
No
Fairly healthy
The rest
Yes
No
-1 yr
1-10 yr
10 yr-6 mo
6 mo-1 yr
1 yrAccident
Disease
Disabled
Not disabled
Employed
Unemployed
Fully recovered
Have not recovered fully

Lower

Lower middle

Upper middle

Frequency (%)

Frequency (%)

Frequency (%)

753
138
38
90
242
322
199
794
97
471
178
242
649
84
158
703
188
174
717
675
190
26
488
302
101
827
64
745
146
543
348
87
804

(84.5)
(15.5)
(4.3)
(10.1)
(27.2)
(36.1)
(22.3)
(89.1)
(10.9)
(52.9)
(20.0)
(27.1)
(72.9)
( 9.4)
(17.7)
(78.9)
(21.1)
(19.5)
(80.5)
(75.8)
(21.3)
(2.9)
(54.8)
(33.9)
(11.3)
(92.8)
(7.2)
(83.6)
(16.4)
(60.9)
(39.1)
(9.8)
(90.2)

854
159
68
180
257
354
154
801
212
470
213
330
725
85
203
852
161
151
862
600
309
104
597
316
100
924
89
835
178
786
227
180
833

(84.3)
(15.7)
( 6.7)
(17.8)
(25.4)
(34.9)
(15.2)
(79.1)
(20.9)
(46.4)
(21.0)
(32.6)
(71.6)
(8.4)
(20.0)
(84.1)
(15.9)
(14.9)
(85.1)
(59.2)
(30.5)
(10.3)
(58.9)
(31.2)
( 9.9)
(91.2)
(8.8)
(82.4)
(17.6)
(77.6)
(22.4)
(17.8)
(82.2)

79
17
12
24
24
29
7
49
47
34
19
43
67
8
21
86
10
7
89
37
38
21
63
29
4
81
15
70
26
83
13
32
64

(82.3)
(17.7)
(12.5)
(25.0)
(25.0)
(30.2)
(7.3)
(51.0)
(49.0)
(35.4)
(19.8)
(44.8)
(69.8)
( 8.3)
(21.9)
(89.6)
(10.4)
(7.3)
(92.7)
(38.5)
(39.6)
(21.9)
(65.6)
(30.2)
(4.2)
(84.4)
(15.6)
(72.9)
(27.1)
(86.5)
(13.5)
(33.3)
(66.7)

P value
0.851
< 0.001

< 0.001
< 0.001

0.643

0.002
0.001
< 0.001

0.076

0.015
0.032
< 0.001
< 0.001
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Participants’ general characteristics based on their health
recovery
Of all participants, 299 belonged to the health recovery group,
and 1,701 belonged to the not recovered group—250 men reported a full recovery, whereas 1,436 men did not (Table 2). Mean
while, 49 women reported a full recovery, whereas 265 women
did not. In terms of age, 22.0% of the participants in their 20s,
22.1% in their 30s, 18.0% in their 40s, 11.9% in their 50s, and
8.3% in their 60s reported a full recovery; this was statistically
significant (P < 0.001). Regarding educational attainment, 23.0%
of participants who had a college education or more and 13.2%
with a high school education or less reported a full recovery,
which was statistically significant (P < 0.001). A full recovery
was reported in 16.7% of the participants with a fair pre-accident subjective health and in 7.0% with a poor pre-accident subjective health, and this was statistically significant (P < 0.001).
Of participants with and without chronic diseases, 9.9% and
15.9%, respectively, reported a fully recovery, and this was sta-

cant (P = 0.002). As for chronic diseases, 7.3% of the upper middle class participants, 14.9% of the lower middle class, and 19.5%
of the lower class reported having a chronic disease; this was
statistically significant (P = 0.001). In terms of employment duration, 38.5% of the upper middle class participants, 59.2% of
the lower middle class, and 75.8% of the lower class worked for
< 1 year, which was statistically significant (P < 0.001). With regard to disability status, 72.9% of the upper middle class participants, 82.4% of the lower middle class, and 83.6% of the lower
class reported disabilities, which was statistically significant
(P = 0.032). In terms of economic participation, 86.5% of the
upper middle class participants, 77.6% of the lower middle
class, and 60.9% of the lower class were currently employed,
and this was statistically significant (P < 0.001). As for health recovery, 33.3% of the upper middle class participants, 17.8% of
the lower middle class, and 9.8% of the lower class reported being fully recovered, which was statistically significant (P < 0.001).

Table 2. Participants’ general characteristics according to their health recovery
Health recovery
Parameters
Sex
Age, yr

Educational attainment
Tobacco use

Alcohol use

Subjective health before the accident
Chronic disease
Employment duration

Recuperation duration

Accident type
Disability status
Economic participation
SES

Men
Women
-29
30-39
40-49
50-59
60Less than highschool
College and above
Yes
Quit
No
Yes
Quit
No
Fairly healthy
The rest
Yes
No
-1 yr
1-10 yr
10 yr-6 mo
6 mo-1 yr
1 yrAccident
Disease
Disabled
Not disabled
Employed
Unemployed
Upper
Upper middle
Lower middle
Lower
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Yes

No

Frequency (%)

Frequency (%)

250
49
26
65
94
84
30
217
82
152
45
102
237
16
46
274
25
33
266
174
92
33
242
49
8
289
10
177
122
263
36
0
32
180
87

(14.8)
(15.6)
(22.0)
(22.1)
(18.0)
(11.9)
(8.3)
(13.2)
(23.0)
(15.6)
(11.0)
(16.6)
(16.4)
(9.0)
(12.0)
(16.7)
(7.0)
(9.9)
(15.9)
(13.3)
(17.1)
(21.9)
(21.1)
(7.6)
(3.9)
(15.8)
(6.0)
(10.7)
(34.9)
(18.6)
(6.1)
(0.0)
(33.3)
(17.8)
(9.8)

1,436
265
92
229
429
621
330
1,427
274
823
365
513
1,204
161
336
1,367
334
299
1,402
1,138
445
118
906
598
197
1,543
158
1,473
228
1,149
552
0
64
833
804

(85.2)
(84.4)
(78.0)
(77.9)
(82.0)
(88.1)
(91.7)
(86.8)
(77.0)
(84.4)
(89.0)
(83.4)
(83.6)
(91.0)
(88.0)
(83.3)
(93.0)
(90.1)
(84.1)
(86.7)
(82.9)
(78.1)
(78.9)
(92.4)
(96.1)
(84.2)
(94.0)
(89.3)
(65.1)
(81.4)
(93.9)
(0.0)
(66.7)
(82.2)
(90.2)

P value
0.788
< 0.001

< 0.001
0.035

0.007

< 0.001
0.007
0.005

< 0.001

0.001
< 0.001
< 0.001
< 0.001
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Table 3. Odds ratio and confidence intervals (95%) for health recovery according to
the participants’ perceived socioeconomic status (SES)
SES
Lower
Lower middle
Upper middle

Model I

Model II*

1.000
1.997 (1.519-2.625)
4.621 (2.864-7.457)

1.000
1.707 (1.264-2.305)
3.124 (1.795-5.438)

*Model II, adjusted for sex, age, educational attainment, tobacco use, alcohol use, subjective health prior to the accident, chronic disease, employment duration, recuperation duration, accident type, disability status, and economic participation.

tistically significant (P = 0.007). Regarding employment duration, a full recovery was reported in 13.3% of participants with
an employment duration of < 1 year, in 17.1% with an employment duration between 1-10 years, and in 21.9% with an employment duration of > 10 years; this was statistically significant (P = 0.005). In terms of the recovery period, 21.1% of participants had a recovery period < 6 months, 7.6% had between
6-12 months, and 3.9% had > 1 year, which was statistically significant (P < 0.001). Of the participants, 15.8% who had an accident and 6.0% who had a disease reported a full recovery; this
was statistically significant (P = 0.001). Of those with and without disabilities, 10.7% and 34.9%, respectively, reported a full
recovery, and this was statistically significant (P < 0.001). Lastly,
18.6% of participants who were employed and 6.1% who were
unemployed reported a full recovery, and this was statistically
significant (P < 0.001).
Health recovery status based on the participants’
perceived SES
Model 1 in Table 3 shows the ORs (95% CIs) for participants’
health recovery according to their perceived SES. The odds of
participants with a perceived lower middle SES to full recovery
was 1.997 (CI, 1.519-2.625) times greater than that of those with
a perceived lower SES. The odds of participants with a perceived
upper middle SES was 4.621 (CI, 2.864-7.457) times greater than
that of those with a perceived lower SES. Model 2 in Table 3 displays the ORs (95% CIs) for participants’ health recovery based
on their perceived SES while controlling for sex, age, educational attainment, tobacco use, alcohol use, subjective health prior
to the accident, disability status, and economic participation.
The odds of participants with a perceived lower middle SES to
full recovery was 1.707 (CI, 1.264-2.305) times greater than that
of those with a perceived lower SES. The odds of participants
with a perceived upper middle SES to full recovery was 3.124
(CI, 1.795-5.438) times greater than that of those with a perceived
lower SES.

DISCUSSION
Participants were divided into four socioeconomic classes: upper, upper middle, lower middle, and lower classes. None of the
participants reported belonging to the upper class, whereas 96
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reported belonging to the upper middle class, which accounted
for a mere 5% of the total participants. Therefore, industrial accident victims are socioeconomically disadvantaged in general.
Occupations with an elevated risk of industrial accidents generally offer lower wages and provide hazardous working environments. In addition, interrupted participation in the economic
activities resulting from an industrial accident generally worsened an individual’s socioeconomically disadvantaged status.
The proportion of participants with a college education or more
increased as participants’ perceived SES increased, which was
attributed to the fact that one’s educational attainment affects
one’s perceived SES (29). Health risk behaviors such as tobacco
and alcohol use have an inverse relationship with the perceived
SES. The perceived SES reflects the SES; thus, the lower the SES,
the more health risk behaviors people are engaged in (18,20,30).
Participants’ subjective health prior to the accident also increas
ed as the perceived SES increased, which was congruent with
many previous findings (16,27). Chronic diseases became more
prevalent as the perceived SES decreased. This was thought to
be due to the fact that a lower SES discourages people from engaging in more positive health behaviors and makes it challenging for them to take good care of their health (22). The lower the
perceived SES, the more prevalent the occupational accidents
were in comparison to the occupational diseases. We considered this to be due to the prevalence of people with a lower SES
in occupations with a higher risk of occupational accidents.
Our findings also indicated that younger patients tended to
achieve full recovery, which proves that age has a significant effect on health recovery. Higher levels of educational attainment
also contributed to health recovery. This can be explained by
the prevalence of less educated people in workplaces that have
a higher risk of occupational accidents, which would affect the
individuals’ objective health in case of an actual accident/disease (29). Participants with a fair pre-accident subjective health
also showed a greater rate of recovery, which may be because
health recovery and the pre-accident subjective health are based
on participants’ subjective opinions. Thus, it is likely that a person with a positive pre-accident subjective health will report a
full recovery after the accident. More participants without any
chronic diseases reported a full recovery as well, which may be
because one’s poor objective health is likely to negatively affect
one’s subjective health. Participants who had an accident, as
opposed to a disease, showed a greater rate of recovery. This
may be due to the fact that participants’ disabilities due to of accidents were temporary, whereas diseases had a more permanent effect, which subsequently affected their subjective health.
Participants without disabilities showed a greater rate of recovery. Similarly, participants with lower disability ratings showed
a greater rate of recovery. This is thought to be due to the fact
that a lingering disability affects one’s subjective health. Participants who were employed had a greater rate of recovery comhttp://dx.doi.org/10.3346/jkms.2016.31.2.164
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pared to their unemployed counterparts, which may be attributed to the potentially positive effects that employment has on
one’s subjective health, and that people with good objective
health tend to participate in economic activities.
The odds of upper middle class participants’ recovery were
greater than those of the lower middle class and lower class participants. Such findings were consistent when sex, age, educational attainment, tobacco use, alcohol use, pre-accident subjective health, chronic diseases, employment duration, recovery period, accident type, disability status, and economic participation were controlled, indicating that perceived SES affects
health recovery.
Our study’s strength was that it was a large-scale epidemiological study conducted using 2,000 industrial accident victims.
In addition, it is important that the participants were grouped
into four classes of perceived SES to examine the relevant characteristics. Additionally, by using ORs for the three socioeconomic classes in which the participants were categorized, the
study showed a strong association between the perceived SES
and health recovery.
However, our study has several limitations. First, it was a crosssectional study, and as such, a certain level of recall bias may be
present when compared to prospective studies. Second, classification of the participants’ perceived SES relied on a single questionnaire, which in itself was based on participant’s subjective
opinions. Nevertheless, many previous studies have classified
participants into SES groups using questionnaires (22,28,31).
Furthermore, we considered that the number of participants in
our study tempered the limitation. Third, the definition of health
recovery in our study was created by the authors. Health recovery is a subjective concept based on an individual’s self-perception; thus, it lacks objectivity. Lastly, the definition of health recovery was also based on three questionnaires. However, most
research on health relies on questionnaires, because it is the
best available research method.
In our study, we verified the association between industrial
accident, patients’ perceived SES, and recovery. We found that
disparity in the perceived SES is associated with disparity in the
health recovery of industrial accident patients. Therefore, welfare measures are greatly needed to diminish the perceived socioeconomic disparity and its subsequent impact on health recovery and QOL.

DISCLOSURE

interpretation of data: Seok H, Yoon JH, Won JU. Writing or revision of the manuscript: Seok H, Yoon JH, Won JU. Administrative supports: Lee W, Lee JH, Jung PK. Study supervision: Roh JH.

ORCID
Hongdeok Seok http://orcid.org/0000-0002-4202-2617
Jin-Ha Yoon http://orcid.org/0000-0003-4198-2955
Wanhyung Lee http://orcid.org/0000-0001-6408-7668
June-Hee Lee http://orcid.org/0000-0002-7682-6023
Pil Kyun Jung http://orcid.org/0000-0001-6559-2172
Jong-Uk Won http://orcid.org/0000-0002-9200-3297

REFERENCES
1. The WHOQOL Group. Development of the World Health Organization
WHOQOL-BREF quality of life assessment. Psychol Med 1998; 28: 551-8.
2. Lee Y, Shin H, Lee M. Influence of self-perceived health on life satisfaction of retirees: focused on the moderating effect of economic preparation for aging. J Ins Soc Sci 2013; 24: 35-59.
3. Lee SS. A study of pension receipt satisfaction according to the preparation of the living cost for aging: focusing on public pensions. J Korean
Home Manage Assoc 2012; 30: 137-52.
4. Park S, Cho SI, Jang SN. Health conditions sensitive to retirement and
job loss among Korean middle-aged and older adults. J Prev Med Public
Health 2012; 45: 188-95.
5. Hunt SM, McKenna SP, McEwen J, Backett EM, Williams J, Papp E. A
quantitative approach to perceived health status: a validation study. J
Epidemiol Community Health 1980; 34: 281-6.
6. Chung S, Kim Y, Choi H. Relationship between social-economic resources and health: a comparison of elderly with different age groups. Health
Soc Welf Rev 2013; 33: 63-90.
7. Moreira TM, Santiago JC, Alencar GP. Self-perceived health and clinical
characteristics in young adult students from the Brazilian northeast. Rev
Esc Enferm USP 2014; 48: 794-803.
8. Rijs KJ, Cozijnsen R, Deeg DJ. The effect of retirement and age at retirement on self-perceived health after three years of follow-up in Dutch 5564-year-olds. Ageing Soc 2012; 32: 281-306.
9. Connelly JE, Philbrick JT, Smith GR Jr, Kaiser DL, Wymer A. Health perceptions of primary care patients and the influence on health care utilization. Med Care 1989; 27: S99-109.
10. Oh CS. The effects of the elderly’s subjective health perceptions and quality of life on their depression and suicide ideation. Korean J Health Serv
Manag 2012; 6: 179-91.
11. Kim HJ, Ko SY, Jung HW, Lee JS, Lim JY. A study of predictors of retired
elderly men’s life satisfaction. Korean J Soc Welf Res 2009; 21: 253-80.
12. Bae JH. Effect of residential factors on life satisfaction among rural elders.
J Community Welf 2012; 42: 1-25.

All of the authors have no potential conflicts of interest to disclose.

13. Oh YH, Bae HO, Kim YS. A study on physical and mental function af-

AUTHOR CONTRIBUTION

14. Lantz PM, House JS, Mero RP, Williams DR. Stress, life events, and socio-

fecting self-perceived health of older persons in Korea. J Korean Gerontol
Soc 2006; 26: 461-76.
economic disparities in health: results from the Americans’ Changing

Conception and design: Seok H, Yoon JH, Won JU. Analysis and
http://dx.doi.org/10.3346/jkms.2016.31.2.164

Lives Study. J Health Soc Behav 2005; 46: 274-88.

http://jkms.org  169

Seok H, et al. • Perceived Socioeconomic Status and Health Recovery in Occupational Accidents
15. Benzeval M, Judge K, Shouls S. Understanding the relationship between

24. House JS, Lantz PM, Herd P. Continuity and change in the social stratifi-

income and health: how much can be gleaned from cross‐sectional data?

cation of aging and health over the life course: evidence from a national-

Soc Policy Adm 2001; 35: 376-96.

ly representative longitudinal study from 1986 to 2001/2002 (Americans’

16. Yao L, Robert SA. The contributions of race, individual socioeconomic
status, and neighborhood socioeconomic context on the self-rated health
trajectories and mortality of older adults. Res Aging 2007; 30: 251-73.
17. Song IH, Lee HN. The effects of socioeconomic deprivation on self-rated
health: mediating effects of civil optimism. Seoul Stud 2011; 12: 33-51.
18. Casswell S, Pledger M, Hooper R. Socioeconomic status and drinking
patterns in young adults. Addiction 2003; 98: 601-10.
19. Drewnowski A, Specter SE. Poverty and obesity: the role of energy density and energy costs. Am J Clin Nutr 2004; 79: 6-16.
20. Matheson FI, LaFreniere MC, White HL, Moineddin R, Dunn JR, Gla-

Changing Lives Study). J Gerontol B Psychol Sci Soc Sci 2005; 60: 15-26.
25. Logan L, McIlfatrick S. Exploring women’s knowledge, experiences and
perceptions of cervical cancer screening in an area of social deprivation.
Eur J Cancer Care (Engl) 2011; 20: 720-7.
26. Kawachi I, Kennedy BP, Glass R. Social capital and self-rated health: a
contextual analysis. Am J Public Health 1999; 89: 1187-93.
27. Molarius A, Berglund K, Eriksson C, Lambe M, Nordström E, Eriksson
HG, Feldman I. Socioeconomic conditions, lifestyle factors, and self-rated health among men and women in Sweden. Eur J Public Health 2007;
17: 125-33.

zier RH. Influence of neighborhood deprivation, gender and ethno-ra-

28. Goodman E, Huang B, Schafer-Kalkhoff T, Adler NE. Perceived socio-

cial origin on smoking behavior of Canadian youth. Prev Med 2011; 52:

economic status: a new type of identity that influences adolescents’ self-

376-80.
21. Tarasuk V, Fitzpatrick S, Ward H. Nutrition inequities in Canada. Appl
Physiol Nutr Metab 2010; 35: 172-9.
22. Lee KO, Yoon HS. Relationship between inequalities in health and inequalities in socioeconomic status. J Korean Community Nurs 2001; 12:
609-19.
23. Lee YJ. A equity in health care utilization by health status. Korea Soc
Policy Rev 2010; 17: 267-90.

170  
http://jkms.org

rated health. J Adolesc Health 2007; 41: 479-87.
29. Power C, Matthews S, Manor O. Inequalities in self rated health in the
1958 birth cohort: lifetime social circumstances or social mobility? BMJ
1996; 313: 449-53.
30. Pampel FC, Krueger PM, Denney JT. Socioeconomic disparities in health
behaviors. Annu Rev Sociol 2010; 36: 349-70.
31. Nobles J, Weintraub MR, Adler NE. Subjective socioeconomic status and
health: relationships reconsidered. Soc Sci Med 2013; 82: 58-66.

http://dx.doi.org/10.3346/jkms.2016.31.2.164

