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Abstract
Background. Ethnic inequalities in health status and health care remain substantial in
Europe and addressing them is becoming a priority. However, the best way to respond
to such achallenge is, as yet, unclear. The research community is grappling with the
contribution of socio-economic discrimination to ethnic inequalities. M ethods. We
present a new theoretical analysis, based on the landmark work of Charles Tilly on
‘Durable Inequality’ and we apply it to the public health goal of reducing ethnic
health inequalities. Results. Tilly claims that, for organisational reasons, ethnic
categories and socio-economic categories are tied together. The theory of Durable
Inequality claims that the matching of ethnic categories with socio-economic
categories helps to enforce exploitation, leading to durable inequalities. We present
the theory, and focus on its main components (categories, exploitation, opportunity
hoarding, emulation and adaptation) and discuss the implications for health
inequalities by ethnic group. In essence, the theory leads to four recommendations for
the study of ethnic health inequalities: (1) to investigate organisational processes that
create ethnic health inequalities ; (2) to investigate the role of networks and ties on
health behaviours, health care use and their psychological factors; (3) to define
ethnicity through flexible, multidimensional binary categories, which should vary
according to context; (4) to assess cumulative inequality within a domain, across
domains and across generations. Conclusions. Our paper, to our knowledge, is the
first attempt to analyse Tilly’ s theory in relation to ethnicity and health and opens up a

debate on refining the implications of these ideas prior to empirical testing.

Keywords or Mesh Terms: sociology; ethnic groups; socio-economic factors; health
status disparities.



Summary Boxes

What is already known?
e Socio-economic status influences the relationship between ethnicity and
health.
e However, the nature of this interaction remains opague because of alack of

theoretical work.

What this study adds?
e CharlesTilly’stheory of Durable Inequality explainswhy, for organisational
reasons, ethnicity and socio-economic status are linked and affect health.
e The paper opens a debate on the potential value of this sociological theory in

the social epidemiology of ethnicity and health.



INTRODUCTION

Ethnic inequalities in health and hedlth care are an important and growing topic of
European policy, research and practice. Europe accounts for a quarter of international
migration, and in 2005 migrants accounted for 7.6% of its population. [1] Migration is
one driver in the creation of multi-ethnic societies, where migrant and ethnic minority
groups face important health risks in communicable and non-communicable diseases.
[2] The key focus that calls for action is inequality in health status and health care,
and especially the concern that some of this inequality arises from discrimination -
both in the health sector and in wider society (e.g., employment, housing etc.) It is for
this reason that academics, practitioners and policy-makers are increasingly turning

their attention to ethnic group inequalities.

Ethnicity and socio-economic status have long been seen as two important strands of
inequality. Y et the ways in which these interact and perhaps magnify inequalities have
been somewhat resistant to academic understanding. The report of the UK’s Acheson
Inquiry into Inequalities in Health had a section on ethnicity that suggested that socio-
economic status contributed to these inequalities.[3] However, some landmark studies
on socia inequalities in health have not recognized the role of ethnicity.[4,5] The
recent Eurothine project, for example, had little to say on ethnic inequalities in
health.[6] Similarly, the WHO Commission on Social Determinants of Health, led by
Marmot, has been criticized for paying little attention to ethnic group inequalities.[7]
This is odd, as ethnicity has long been recognized as a socia status category that is
strongly linked to many indicators of deprivation.[8-10] Interpreting data is made

more difficult by a lack of theory on the relationship between ethnicity and socio-



economic status. The analysis of ethnic inequalities in health cannot be left to
statistical analysis, but requires an understanding of the relationship between
ethnicity, socio-economic status and health. Social theory may help to improve our
understanding of how ethnicity and socio-economic status interact in producing health

inequalities and help to improve the way we analyse these relationships.

In this article, we present Charles Tilly’s ‘ Durable Inequality Theory' (hereafter, DIT)
and discuss its implications.[11] Tilly’s work may provide an explanation of why
ethnicity and socio-economic status interact with one another and lead to structural
inequalities. Although Tilly’s thesis was not directly concerned with health and health
care, we consider that it nevertheless gives insight that merits discussion beyond
sociology. We briefly review the topic of ethnic and socio-economic inequalities in
health, present DIT in further detail and discuss its implications for health studies and
practices. To our knowledge, thisis the first attempt to translate DIT into the ethnicity
and health domain. Our analysis will be carried out mainly from the perspective of

Europe, where migration is one important source of diversity.

ETHNICITY, SOCIO-ECONOMIC STATUSAND HEALTH

One common finding in ethnicity and health studies is the important influence of
socio-economic status (hereafter, SES) differences in the relationship between
ethnicity and health. Most of the previous reviews concluded that socio-economic
status is lower in most ethnic minorities and that this contributes significantly to

ethnic inequalities in health. This contribution depends on the national context.[8,12-



14] In Europe, ethnic differences in self-rated health were removed by controlling for
SES for most ethnic groups living in the UK [14,15], for Turks/Moroccans living in
Belgium [16] and for Roma living in Hungary.[17] They were reduced for Roma
living in Slovakia [18] and for most non-European ethnic minority groups living in
Sweden.[19,20] However, socio-economic status had virtually no effect on ethnic
health inequalities in Spain.[21] The contribution of socio-economic status to ethnic
disparities in health varies between groups. Among ethnic groups living in Sweden,
the risk of poor health among Polish migrants was unaffected by their lower SES in

comparison with Arabic-speakers or Iranians.[19,22]

These kind of observations raise interesting questions: e.g. why is ethnicity associated
with lower SES, and why is this association stronger for some ethnic minority groups
than for others; why, for a given ethnic group, is the association context-dependent,
being stronger in some countries than in others? Many researchers have treated SES
as a confounder of the ethnicity-health relationship. Such ‘confounding’ has been
tackled by controlling ethnic differences in hedth status by SES. However, this
adjustment is made on a component of the causal pathway between ethnicity and the
risk of poor heath.[23] The nature of the interaction between SES, ethnicity and

health in such analyses, therefore, remains opague.

So far, discrimination has been an important conceptual vehicle for explaining ethnic
inequalities in health and the role of socio-economic differences[8,10,24,25] An
important review article showed a positive association between self-reported

discrimination and poor headlth, particulaly for mental health and health



behaviour.[26] Research has evidenced significant discrimination regarding both

mental and physical health care.[27,28].

If we want to tackle discrimination we need to understand why it is occurring.
Psychologists have explained the occurrence of discriminatory beliefs by intrapsychic
factors such as racial animus or group closure.[29] Recent European surveys show
that racial or ethnic stereotyping is still rife, with around half of Europeans believing
that employers should give priority to the non-immigrant population when jobs are
scarce.[30] However, the contribution of discriminatory beliefs to discrimination in
practice is not clear: experimental studies show that people do not rebuff overt acts of
racism in the way they anticipate they would, implying that beliefs seem not to be the
main driver of discrimination .[31] This is an empirical issue that requires sustained

inter-disciplinary qualitative and quantitative research.

Ethnicity may expose some groups to low SES because of discriminatory practices,
partly founded on racism or on values prejudicing minority groups. These values are
then often explained by historical and cultural factors, with al the risk of circularity.
In Tilly’s view these values just relabel the phenomenon instead of explaining it
(Tilly, p.21) and he emphasizes the role that institutions such as families, schools and
companies play in producing and maintaining the links between low SES and
ethnicity.[25]. It is within this context that DIT might offer valuable insights:
inequality is not so much the result of discrimination as of organizations installing

categorical inequality in order to facilitate organisational functioning.



CHARLESTILLY'SDURABLE INEQUALITY THEORY

Charles Tilly (1929-2008) was the Joseph Buttenwieser Professor of Social Science at
Columbia University. During his career he worked on several topics ranging from
historical sociology to political science. In providing a summary of Charles Tilly's
DIT theory, we risk both omission and simplification. We do not aim to summarize
Tilly's entire output. Rather, we seek out those elements of his work that are
instructive for understanding the links between SES and ethnic inequalities in health.
Our account relies on his book, Durable Inequality [11] and on more recent

discussions by commentators [32,33] and Tilly himself.[34]

DIT had two primary and related scientific ambitions. Firstly, Tilly sought to provide
aunified framework to explain al forms of durable inequality.[35] This contrasts with
the current tendency of inequality studies to split into many disconnected sub-
segments (e.g. gender studies, ethnic studies and socio-economic studies) or
disconnected domains (e.g. wages, health, nutrition and information), each with ad
hoc explanations. Because public health research is keen on investigating inequality
across segments and across domains, DIT provides it with a unique theoretical

perspective.

Secondly, Tilly argued against an individualistic perspective in which inequalities are
explained by decisions linked to individual features such as motivations, attitudes etc.

Instead, Tilly claimed that relational concepts are required to understand inequalities:



concepts that tie or separate individuals or groups (e.g. hierarchy, organisation or pairs

of categories).

The theory is based on the following proposition: “People who create or sustain
categorical inequality by means of the four basic mechanisms (exploitation,
opportunity hoarding, emulation and adaptation - see below) rarely set out to
manufacture inequality as such. Instead, they solve other organizational problems by
establishing categorically unequal access to valued outcomes’ (p.11). Essentialy,
inequality emerges as an artefact of particular strategies of organizations aiming to
secure and enhance access to resources.[33] The key components of DIT are

categories, exploitation, opportunity hoarding, emulation and adaptation.

A category is agroup of people sharing a boundary that distinguishes them from, and
relates them to, a group of people excluded by such a boundary. These categories
often have binary and unequa relationships:. women/men, black/white,
employer/employee, citizen/non-citizen, physician/nurse, Muslim/non-Muslim, etc.
Preferment of categories (i.e. social class) instead of continua (income), according to
DIT, is because categories play an important role in the way organizations work:
recruitment, job and task assignation, rewards, promotion, sanctions, on-the-job
friendships etc. In addition, according to DIT, categories also allow for group closure
(enacted rituals) and account for much of inequality in reward (income, nutrition etc.).
DIT claims that organizations installing categorical inequalities are able to facilitate

their own operations and deliver a greater return to their dominant members.



The emergence of inequality is explained by exploitation and opportunity hoar ding.
Exploitation occurs when an elite group enlists a subordinate category to the
production of economic value while a the same time excluding it from the full added
value of its efforts. Opportunity hoarding is astrategy in which, mostly, subordinate
groups seek to monopolize a resource. Evidence of opportunity hoarding among
ethnic minority groups is rife among labour market studies [36] and in Europe is
illustrated by, for instance, the high concentration of Filipino nurses in Austria,
Ecuadorian cleaning ladies in Madrid, Congolese priests in Belgium or South Asian

optometristsin the UK.

Because inequalities created by exploitation and opportunity hoarding run the risk of
being contested and becoming unstable, they will be more accepted and durable when
internal categorical inequalities are matched to external categorical inequalities.
Internal categories are those created by the organization (such as students/professors
or line staff/manager) while external categories are those imported by the
organizations (such as men/women or white/non-white). The DIT core thesis is that
matching interior categories with exterior categories reinforces the inequality inside
the organization and makes inequality durable. Two factors explain why matching
occurs. Firgt, it facilitates both exploitation and opportunity hoarding. Second, it
reduces the cost of maintaining such inequality. Indeed inequality without matching
"requires the expenditures of resources on socialization and commitment while
remaining vulnerable to subversion by coalitions based on external categories' (pg
78). For example, as ethnic groups are external categories, the matching of such
categories with internal categories (worker/clerk, manager/employee etc.) will lower

the cost of enforcing inequalities and will make them more stable: e.g. the wage gap
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between manager and employee will be more easily enforced and less contested if it
matches external categories such as white or non-white. Ethnic inequalities and socio-
economic inequalities are co-constructed because they facilitate the installation and
persistence of inequalities. According to the matching hypothesis, ethnic health
inequalities may be greater in economic niches or in companies with stronger

matching of occupational categories and ethnic categories.

Emulation and adaptation are two further mechanisms that stabilize and perpetuate
these inequalities. Emulation is the copying of established organisational models from
one setting to another, for example, when women are more likely to work as the
secretary of a white male manager in business settings, this may be emulated in the
public sector. Adaptation is a routine that facilitates social interaction, such as the tea
break, peers lunching together, jokes and stories; these interactions ensure the
normalisation of structural inequalities within day-to-day discourse. The socia group
formed by adaptation acts to exclude other categories of people by, for example,
making them feel uncomfortable, by conversations that are not pertinent, or
disrespectful, to the excluded, e.g. chatting about drinking alcohol and partying, in the

presence of Muslims who are forbidden to consume alcohol by their religion.

IMPLICATIONSOF DIT FOR HEALTH RESEARCH

DIT has important implications for the way we analyse ethnic inequalities in health,

particularly on research design, classification of ethnicity, selection of explanatory

factors and data analysis (table 1). We focus on the implication of DIT for ethnic

health inequalities.
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Resear ch design. DIT suggests that research on inequalities should move from the
individual perspective to the relational perspective. One implication for ethnic health
inequalities would be to increase the use of social network analysis, which pays
attention to ties and how they cluster along categories. Increasingly, public health and
epidemiology are looking at networks and peer-effects, even for non-communicable
disease risk factors [37] and health behaviours [38,39]. Networks could become a key
component in analysing ethnic inequalities in health behaviours and help-seeking,
which so far have been mainly addressed through individual-level cross-sectional
surveys. Some ethnic minority groups are known to have many strong ties within their
community but relatively few and weak ties with other communities; that kind of
social network pattern may play an important role in health behaviours such as
smoking [40]. Secondly, multidisciplinary, longitudinal perspectives would help to
better understand the interdependence of decisions at different life-stagesand in
different domains. Ethnic inequalities in health are the result of cumulative processes
both within adomain (e.g. health care coverage, access, use, quality and outcome of
health care) and across domains (i.e. education, employment and health care) [24].
Recent reviews of ethnic inequalitiesin health care, for example, mostly rely on cross-
sectional surveys, thereby prioritizing the prevalent individual perspective and
overlooking the role of cumulative discrimination over time in leading to adverse
outcomes that cannot be captured in cross-sectional data [41]. Finally, because a
central claim of DIT isthat inequality is constructed within organizations, ethnic
health inequalities should be increasingly investigated from that perspective: the
persisting lack of ethnic diversity within the highest cadres in medicing[42], the role
of health services in improving cultural competence [43], and different patterns of

health care use according to ethnicity [44-47] are some examples of topics that could
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be looked at from the perspective of the role of organizationsin ethnic health
inequalities. One way to achieve such a perspective is through comparative case-study
or cross-national comparative study. While these are already topics of interest in
public health research, they receive little attention compared to studies of disease

patterns and risk factors. DIT encourages us to strike a better balance.

The categorical approach of DIT also has important implications for the classification
of ethnicity. DIT suggests that ethnicity categories should be defined along
boundaries. This leads to two implications. First, the boundary defines the pair of
categories according to exclusion from valued resources. This is consistent with post-
modernist theory that takes a non-essentialist view on ethnicity and is aso keen to
define these terms relationally, “us” and “them”.[48] The second implication is that
there are many possible boundaries relevant for the domain of ethnicity: Black/White,
Citizen/Foreigner, Documented/Undocumented, Migrant/Non-migrant, English-
speaking/non-English Speaking, Muslim/Non-Muslim, Born in the UK/Born abroad,
etc. Because these boundaries overlap only partialy (for example, South Asians do
not all have the same religious affiliation), it could explain the heterogeneous health
status risks between ethnic minority groups. It is acknowledged that socio-economic
position is multidimensional and should not be limited to, say, occupation. Following
DIT, the same may apply for ethnicity. The implication for health studies would be
that ethnic health inequalities may be explained by the exclusion from resources that
the categories define. For example, English language proficiency has been shown to
partly explain racial inequalities in mental health services use in the US. 32% of
bilingual Latinos who speak English received mental health services, as against 8%

for Latinos who do not speak English [49]. According to DIT we need flexible
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classifications that reflect how categories influence access to resources. Currently,
there is no clarity on directions in this field in Europe: some favour national census
type classification of self-reported ethnicity, others country of birth, and some argue
that ethnic group classification is fraught with difficulty, if not actually futile. Overall,
the public health research field is moving to relatively fixed classifications. DIT

makes us re-think this.

Explanatory factors, according to DIT, are to be found at the relational level:
mistaken beliefs about differences between categories play little part in the creation of
ethnic health inequality and beliefs change as a consequence of shifting forms of
exploitation and opportunity hoarding. [34] This has important implications. DIT may
help us to understand why behavioural and psychological factors are not randomly
distributed between ethnic groups. For example, happiness, an important individual
psychological resource for health and help-seeking, depends on individual
interconnectedness, so that happiness can be seen as collective resource [50]. Second,
information about access to and availability of health and health care, is highly
dependent on social ties. Recent research shows that successful searches for
information involve more professiona ties than family ties and that these professional
ties play a greater role in distant search than in close search [51]. This would help to
shed light on the link between the concentration of some ethnic groups in specific
occupational or educationa niches, a mechanism known as opportunity hoarding
under DIT, and the lack of circulation of important health and health care information,
as evidenced in ethnic inequalities in cancer mortality [46]. As acknowledged by Tilly

himself, difference in health behaviours or access to health-enhancing resources
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should be related to difference in early categorizing and organisational exposure such

as educational or job segregation. [34]

According to DIT, it is the matching of internal and external categories that makes
income/status inequalities durable. Accordingly, one consequence of DIT for data
analysisis that the practice of controlling for socio-economic status is inadequate for
understanding racial/ethnic inequalities in health. If ethnic groups provide effective
categories for organisational functioning, this will influence the many socio-economic
attributes that matter for rewards and economic performance. Socio-economic status
is, therefore, on the causal pathway for ethnicity and health. Controlling for SES leads
to misrepresentation of the true effect of ethnicity on health. Studies of ethnicity and
health should attempt to understand multiple vulnerability and the extent to which
ethnicity combines with other categories affecting health.[10] For example, one
qualitative research project has shown that socioeconomic position has different
(economic and labour) implications for ethnic minority groups than for ethnic
majority groups.[52] Another empirical illustration of this is the evidence that higher
educational status has a diminishing effect on self-rated health among African-
Americans compared with whites.[53] The interest lies in how ethnicity and SES

combine to produce ethnic inequalities in health and how to avoid these. [8-10,24,54]
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Table 1. Main implications of Durable Inequality Theory in the ethnicity and health domain
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Resear ch Main theor etical claims under Durable Implicationsfor public health and
components Inequality Theory epidemiology
Research Comparison of different organizational or » Network analysisis helpful for
design ingtitutional arrangements behavioural risk factors.
Focus on ties: organisations, networks, » Longitudinal and multidisciplinary
Categories studiesto analyse the interdependence of
decisions at different life-stages and
across different domains
Comparative studies of how
organisational practices match
ethnicity/race and socio-economic status
and lead to structural differencesin SES
and ultimately health
Classification = Categories defined along boundaries limiting Use multidimensional binary categoriesto
of ethnicity access to valuable resources. assess ethnic inequalities in health
= |mportance of the context in defining these Use flexible and contextualized
boundaries categories.
Explanatory » The role of belief is secondary Describe the role of tiesin health
factors = Alter organisational procedures behaviours and their psychological risk
= Make |leadership accountable factors
= Alter informal networks and friendships Describe the organizational processes that
account for the selection of some EMG in
specific health care niches
Dataanalysis = Matching ethnicity with varying socio- Controlling the ethnicity-health

economic status isthe major driver of

inequalities

= The higher the level of matching, the higher the

inequality

17

relationship for SES is not appropriate.
Focus on the interaction between
ethnicity and SES in health and health
care

Assess cumulative inequality within a
domain, across domains and across

generations




Conclusions

DIT is an important sociological theory with potentially significant implications for
studies on ethnicity and inequality, and possibly health inequality in general. Its main
advantage, as Tilly himself claimed, is that it can be put to empirical test. We are not
aware of studies designed to do this in the ethnicity field, but awareness of these ideas
may lead others holding such data to examine them. Equally, researchers may be
encouraged to set up new studies that permit tests of DIT. In addition, DIT provides a
promising avenue for reducing ethnic inequalities in health, without relying on the
somewhat unrealistic expectation, at least in the short term, of first changing beliefs.
This is, of course, a strong assumption and will be hotly contested, but it provides
research on ethnicity and health with new and much needed perspectives. In public
hedlth the most effective interventions are usually systems-based e.g. laws, national

policies, strategies etc. The Tilly theory isin line with this perspective.

Earlier, we raised three key questions: first, why is non-white ethnicity usually
associated with lower SES? The Tilly theory indicates that this occurs because
organizations match their internal structures to external structures, permitting
exploitation. Second, why is this association stronger for some ethnic minority groups
than for others? Tilly provides two possible explanations: the four inequality
mechanisms (exploitation, opportunity hoarding, emulation and adaptation) may
combine and yield different outcomes in the different ethnic minority groups; and the
multiple categorical boundaries may lead to heterogeneous risks of poor health.
Lastly, why, for a given ethnic group, is the association stronger in some countries

than in others? Several country-level features may influence the matching process:
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regulation of the labour market; the ability of some ethnic groups to hoard an
economic niche in one country but not in an another; the importance of the
exploitation for the organization’s survival in — for example — some extremely open or
dependent economies; the role of public policy (schools, housing, health care etc.) in
mixing or separating ethnic groups. While we recognize that these are not definitive

answers, we believe they show how DIT leads to a fresh mode of analysis.

This introduction to the relevance of the theory is, we hope, merely a prelude to
rigorous and detailed theoretical debate and analysis by a multidisciplinary public
health research workforce. Following that, we can hope to devise empirical tests.
While we have taken the example of ethnicity, the theory has wider implications

within public  hedlth, across the  various  inequality  strands.
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