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Research

Abstract
Objectives  The legitimacy of policies that aim at tackling 
socioeconomic inequalities in health can be challenged if 
they do not reflect the conceptualisations of health that 
are valued in all strata. Therefore, this study analyses 
how different socioeconomic groups formulate their own 
answers regarding: what does health mean to you?
Design  Concept mapping procedures were performed in 
three groups that differ in educational level. All procedures 
followed exactly the same design.
Setting  Area of the city of Utrecht, the Netherlands.
Participants  Lay persons with a lower, intermediate and 
higher educational level (±15/group).
Results  The concept maps for the three groups consisted 
of nine, eight and seven clusters each, respectively. Four 
clusters occurred in all groups: absence of disease/
disabilities, health-related behaviours, social life, attitude 
towards life. The content of some of these differed 
between groups, for example, behaviours were interpreted 
as having opportunities to behave healthily in the lower 
education group, and in terms of their impact on health 
in the higher education group. Other clusters appeared 
to be specific for particular groups, such as autonomy 
(intermediate/higher education group). Finally, ranking 
ranged from a higher ranking of the positively formulated 
aspects in the higher education group (eg, lust for life) 
to that of the negatively formulated aspects in the lower 
education group (eg, having no chronic disease).
Conclusion  Our results provide indications to suggest 
that people in lower socioeconomic groups are more 
likely to show a conceptualisation of health that refers 
to (1) the absence of health threats (vs positive aspects), 
(2) a person within his/her circumstances (vs quality of 
own body/mind), (3) the value of functional (vs hedonistic) 
notions and (4) an accepting (vs active) attitude towards 
life.

Introduction 
There is considerable evidence for socioeco-
nomic inequalities in health within countries, 
to the disadvantage of people in lower socio-
economic groups.1–3 However, less research 
has focused on how people from different 
social strata conceptualise health. From a policy 
perspective, this is an important issue: the 

legitimacy of policies that aim at improving 
the health of people in lower socioeconomic 
groups can be challenged if these policies do 
not reflect the conceptualisations of health 
that are valued in all strata. For instance, if 
policies tacking health inequalities primarily 
aim at closing the gap in mortality, while 
people subjected to those policies under-
stand health primarily as ‘health-related 
quality of life’, it is questionable whether the 
policy-focus on mortality has sufficient public 
support.

Health is a so-called ‘thick concept’, that 
is, its meaning has both descriptive and eval-
uative dimensions, in the sense that ‘health’ 
describes a condition which is at the same 
time valued.4 Given its evaluative dimension, 
the way people conceptualise health may 
differ between socioeconomic groups, to the 
extent that different socioeconomic groups 
are disposed to different practices (eg, value 
eating three meals a day or not), which in 
turn may be shaped by differences in living 
conditions (eg, availability of time and money 
to spend on dining).5 6 Indeed, the few studies 
that investigated how health is conceptualised 

Strengths and limitations of this study

►► This is the first study to explore how people in differ-
ent socioeconomic strata conceptualise health using 
the methodology of concept mapping.

►► Concept mapping is a suitable methodology for our 
research question given that the concept of health 
has an evaluative dimension, informed by norms 
and values, involving different perspectives.

►► The study identified similarities and differences in 
conceptualisations of health across strata, which 
can be used by policy makers to ensure that their 
policies reflect the conceptualisations of health that 
are valued in all strata.

►► To increase external validity the same procedure 
should be repeated several times, in different areas 
and with different groups.
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across social strata indicate relevant differences. For 
example, d’Houtaud and Field7 show that, in the lower 
socioeconomic groups, respondents emphasised health 
as the absence of sickness, whereas in higher socioeco-
nomic groups health tended to be defined in terms of 
vitality. The latter finding was confirmed in a study by 
Peersman et al,8 in which people were asked what concep-
tualisation of health they had in mind when answering 
the well-known single-item question on self-rated health.

However, knowledge in this field is limited regarding 
both the number of studies performed and the context 
in which they were performed as well as the methodology 
used. Therefore, this study aims to contribute to this body 
of knowledge by analysing how different socioeconomic 
groups formulate their own answers to the question: what 
does health mean to you?

Methods
We used the methodology of concept mapping, which is 
a structured process to explore the conceptual ideas of 
a group about a complex multidimensional topic. The 
outcome is a concept map, that is, a visual representation of 
the group’s thinking summarising all their ideas. Concept 
mapping is a suitable methodology for our research ques-
tion given that: (a) the study subject is complex, that is,. 
the concept encompasses many different aspects and not 
all of those aspects, or the relationships between them, 
are clear; (b) there are different perspectives on a given 
subject, informed by different norms and values.9

For this study, the concept mapping approach described 
by Trochim was used, involving six steps: (1) preparation; 
(2) generation of statements; (3) structuring of state-
ments; (4) representation of statements in concept maps; 
(5) interpretation and (6) utilisation.9 10 Here we report 
on steps 1–5.

Step 1, preparation
The study was performed in the western area of the city 
of Utrecht, which has various neighbourhoods largely 
representing the extent of the socioeconomic ladder. 
Participants were invited via leaflets distributed through 
letterbox drops, and handed out in local supermarkets, 
healthcare centres and community centres.

Socioeconomic status (SES) was indicated by educa-
tional level. People who responded positively were asked 
about their highest educational level attained. Then, 
three groups were distinguished based on the highest 
level of education attained: (1) higher: college degree up 
to academic degree; (2) intermediate: secondary school 
(intermediate and highest level) up to secondary voca-
tional degree; (3) lower: no education up to secondary 
school (lowest level).

Step 2, generation of statements
One concept mapping session was arranged for each 
educational group (in Spring 2015); these sessions 
lasted about 4 hours each. Each of the sessions provided 

information on the study aim/background, the usual rules 
for brainstorming and the focus of the concept mapping 
procedure. Audio-recordings of the sessions were made 
to enable confirmation of the statements and editing. 
We chose to formulate the brainstorm focus prompt as 
follows: 'Health means to me…', indicating that we were 
seeking a person’s own thoughts and ideas. During the 
sessions, statements were uniquely numbered, entered 
into a computer and displayed on a large screen; this 
allowed all participants to see the set of statements as they 
evolved. Double or overlapping statements were deleted 
during the sessions, in consultation with the participants.

After collecting the statements from each participant, 
the moderator asked the group to come up with state-
ments that had not been mentioned before. The moder-
ator also mentioned aspects of health emerging from 
earlier studies in the Netherlands on health,11 12 in case 
they had not been mentioned by the participants. This 
was the case for a maximum of three statements only. 
If there was at least one participant who recognised the 
additionally mentioned aspect as important, it was added 
to the list (after it had been reformulated into a statement 
by the group as a whole). The list was considered to be 
complete when no new statements were generated.

Step 3, structuring of statements
For the structuring process, each generated statement 
was uniquely numbered and printed on a separate index 
card. Each participant received two complete sets of 
cards. For the first structuring task, that  is, the sorting, 
each participant individually grouped the cards of one 
set into piles that associatively ‘belong together in a way 
that makes sense to you’, and labelled these piles, based 
on their content. Participants were not limited in the 
number of piles they formed, nor in the number of state-
ments in each pile. For the second task, that is, the rating, 
the participants were asked to rate each statement on a 
5-point Likert-type response scale, ranging from 1 (least 
important) to 5 (most important), by dividing the index 
cards into five equal piles of increasing importance for 
understanding what health is.

Step 4, representation of statements in concept maps
After the meetings, the statements of each group and 
the individual structuring data were entered in the soft-
ware program ‘Concept System Global Max’. Using 
two-dimensional non-metric multidimensional scaling of 
the similarity matrix of the aggregated sorted data, the 
software produces a two-dimensional plot of the state-
ments.9 10 13 With regard to the content, the greater the 
distance between two statements (dots on the pointmap), 
the weaker the statements are associated with each other. 
The software then uses the coordinates of the statements 
on the map as input for a cluster analysis. Anticipating 
step 5, that is, interpretation, the software enables for 
manually inspecting the different cluster solutions and 
proposes labels for each cluster, based on the partici-
pants’ labels.
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Step 5, interpretation
The interpretation step was done by nine researchers 
involved in the project, during two meetings. Within this 
group, it was discussed and decided which cluster solu-
tion made most sense, given the content of the statements 
within the clusters. For each educational group, we started 
with a map representing 14 clusters and labelled these 
clusters based on their content (ie, statements within the 
clusters) and suggested labels by the participants, as given 
by the software. Using a cluster tree, we interpreted every 
reduction in the number of clusters. A reduction implied 
that statements of two clusters were merged into one new 
cluster. We assessed whether this new cluster summarised 
the data in a meaningful way without losing important 
distinctions as expressed in the statements. If so, the 
new cluster was labelled based on its content. As soon as 
a further merge led to a loss of meaningful distinctions, 
the optimal number of clusters was achieved. Occasion-
ally, we also used Bridging Values. This value indicates 
whether the statement was sorted with others that are 
close to it on the map (low value) or whether it was sorted 
with items that are further away on the map (high value). 
In a few cases, based on these values as well as an in-depth 
analysis of the content of the statements, we redraw the 
borders of clusters to make these clusters better to inter-
pret. Consensus was reached by discussion, in an iterative 
process. To promote an open discussion and preclude 
bias, we purposely searched for diversity in the group, 
regarding previous experience with the concept mapping 
technique, disciplinary background (public health, 
philosophy, social sciences) and working environment 
(academic setting, non-academic research, public health 
policy and public health practice). After consensus was 
reached on the clusters in each group, the researchers 
compared each of the clusters within one group with a 
similar cluster found in the two other groups. A compar-
ison was made regarding differences and commonalities 
in order to ensure that similar cluster-interpretations 
were made for the different educational groups.

The final step was to compare the three concept maps on 
similarities and differences. The group compared the type 
of clusters, the wording of the labels of the clusters and state-
ments within the clusters and the ranking of the clusters and 
statements. These comparisons were based on a face-value 
analysis. Consensus was reached by discussion.

Ethical approval
The study was judged to need no further review by a local 
ethic committee because the Medical Research Involving 

Human Subjects Act does not apply to our concept-map-
ping study: participants were recruited on a volunteer 
basis and were not required to undergo physical exam-
ination. We obtained written informed consent from all 
participants.

Results
Participants in steps 1 to 3
A total of 46 persons participated: 16 in both the higher 
and intermediate education group, and 14 in the lower 
education group (table 1). Eight people did not partici-
pate in step 2 (generation of statements) but did rank and 
sort the statements (step 3) that were generated during 
the session of the educational group they belonged to. 
They performed this task at home, with two piles of 
cards and clear instructions. The age distribution of the 
groups differed, that  is, the lower educated group were 
older than the other two groups. In all three groups, the 
majority of participants was female.

Three concept maps: content of statements, and clusters
The number of statements generated ranged from 74 
in the lower and higher educational group, to 87 in the 
intermediate education group. In the online supple-
mentary appendix, table A1 to A3 show the statements 
within each cluster and the average ranking of the clus-
ters, based on the ranking of the statements. The three 
concept maps are presented in figure  1. The concept 
maps for the lower, intermediate and higher educational 
group consist of nine, eight and seven clusters, respec-
tively. Each cluster represents 5–17 statements, indicated 
by dots in figure 1.

Description of the concept maps
All groups identified a cluster related to the absence of 
disease and disabilities with statements referring to disease, 
pain, discomfort, disabilities and functional abilities 
(table 2). In the lower educational group, emphasis was 
on the absence of disease or physical complaints, whereas 
in the intermediate and (to a lesser extent) the higher 
educational group, most statements reflected aspects of 
functional abilities (eg, being physically able to do what 
one wants). Furthermore, in the higher educational 
group, items on self-perceived health (eg, being vital) are 
also included in this cluster, besides a separate cluster on 
‘perceived health’, which is located close to the cluster on 
functioning and absence of disease (figure 1). Perceived 
health as a cluster was absent in the other groups.

Table 1  Characteristics of the three groups, by educational level

Education group: n (step 3 only) Educational level Mean age (years)
Percentage (%) of 
women

Higher educational level 16 (5) 15 high/1 intermediate 44 75

Intermediate educational level 16 (2) 13 intermediate/3 high 49 56

Lower educational level 14 (1) 14 low 69 79

https://dx.doi.org/10.1136/bmjopen-2017-020210
https://dx.doi.org/10.1136/bmjopen-2017-020210
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Figure 1  Concept maps for three educational groups, showing the statements, grouped into clusters; the smaller the distance 
between two statements or clusters, the stronger they are associated with each other; a higher number of layers indicates an 
increasing importance of that cluster for understanding what health is.
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Clusters related to health-related behaviour were present 
in all groups. In the intermediate education group, the 
cluster contains a wide range of behaviours. Additionally, 
in this group, also the cluster ‘body in balance’ consists of 
health-related behaviours, in particular in relation to their 
impact on health (eg, having a good sleep). In the higher 
educational group and (to a lesser extent) in the lower 
education group, the health-related behaviour cluster is 
restricted to nutrition. In the higher education group, 
statements on other health-related behaviours were 
grouped in the cluster ‘perceived health’, located next to 
the nutrition cluster (figure 1). This suggests that these 
items were interpreted in terms of their impact on phys-
ical and mental health. In the lower educational group, 
other aspects of health-related behaviour were combined 
with statements on having access to good healthcare in 
one cluster ‘access to healthcare’, which was located next 
to the health-behaviour cluster (figure  1). This seems 
to indicate that statements on health-related behaviour 
were largely seen as ‘having opportunities’ to behave in 
a healthy way. In addition, the concept map of the lower 
educational group holds another cluster on healthcare, 
namely ‘good care’ with statements such as ‘getting atten-
tion from your doctor’ and ‘getting equal treatment’. A 
similar cluster was found in the intermediate education 
group, although that cluster also concerns access to 
goods other than healthcare (eg, access to green space), 
and is therefore labelled as ‘access to health’. The higher 
education group had no cluster on healthcare.

Furthermore, all groups also conceptualised health in 
terms of having a satisfactory social life. In the low and inter-
mediate education group, the emphasis was on having a 
nice time together, whereas in the higher educational 
group the focus was on having meaningful relationships.

Clusters related to physical environment contain state-
ments that refer to a healthy house, workplace and envi-
ronment. The intermediate education group does not 
have a cluster on physical environment. Their statements 
related to physical environment are part of other clusters 
(ie, body in balance and access to health).

In all educational groups, also one’s attitude towards 
life was considered to be an aspect of health. The higher 
education group clustered statements as having lust for 
life, being able to enjoy, accept yourself, being able to be 
independent and being able to cope. The intermediate 
education group grouped this type of statement into two 
clusters, which were located next to each other, namely 
‘resilience’ and ‘satisfaction and rest’ (figure  1). The 
same applies to the lower educational level, where the 
two closely  related clusters referred to ‘mental fitness’ 
and ‘satisfaction and taking care of yourself’ (figure 1). 
In the latter group, the wording of many of the state-
ments focuses on satisfaction and acceptance of life, for 
example, ‘relaxation’ and ‘being comfortable in your 
skin’.

In addition, the concept maps of the higher and inter-
mediate educational groups hold a cluster on autonomy 
and independence. In the intermediate education group, 

Table 2  Description of the clusters for the three educational groups

Higher educational level Intermediate educational level Lower educational level

Absence of disease and functioning

►► Functioning and absence of disease ►► Absence of disease and disabilities ►► Absence of disease

Perceived health

►► Perceived health (none) (none)

Health-related behaviour

►► Nutrition ►► Health-related behaviour 
►► Body in balance 

►► Health-related behaviour
►► Working on your health and access to 
healthcare 

Access to healthcare

(none) ►► Access to health ►► Good healthcare

Social life

►► Having meaningful relations ►► Social competencies ►► Having a nice time together
►► Support from your environment 

Physical environment

►► Environmental conditions (none) ►► Physical environment

Attitude towards life

►► Lust for life ►► Resilience
►► Satisfaction and rest 

►► Mentally fit
►► Satisfaction, and taking care of 
yourself 

Autonomy and independence

►► Autonomy ►► Independency (none)
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this includes statements such as 'being mentally clear’ and 
‘being independent from the help of others’. The higher 
educational group mentioned ‘being independent’ and 
‘making one’s own decisions’.

Ranking of clusters and statements
The clusters were ranked, based on the average rating 
of all statements within a cluster. The layers in figure 1 
indicate the average rating. The relative ranking of the 
clusters differs between the groups (table  3), with the 
pattern for the higher educational group being the most 
distinct. Whereas ‘absence of disease’ is ranked highest in 
the intermediate/lower education groups, the group with 
high education ranked this aspect lowest. The pattern was 
reversed for clusters on health-related behaviour. Simi-
larities between the groups include the relatively high 
ranking of the clusters on attitude towards life, and the 
ranking of the satisfactory social life in the middle.

In all groups, mental health is ranked as the single most 
important statement (table 3). Notable is that, also in the 
group with the higher educational level, the five state-
ments that are ranked highest express ‘positive’ states 
(eg, lust for life), whereas the group with the lower/inter-
mediate educational level formulate two and one, respec-
tively, of the five highest ranked statements in a negative 
manner (eg, having no stress).

Discussion
In all three groups health was conceptualised as a multidi-
mensional concept. Four clusters occurred in all groups, 
that is, absence of disease and functioning, health-related 

behaviours, social life and attitude towards life. Differ-
ences were also observed. First, some dimensions 
appeared to be specific for particular educational groups, 
for example, access to good healthcare was specific for 
the lower/intermediate education group, autonomy or 
independence for the intermediate/higher education 
group and perceived health for the higher education 
group. Second, the content of some clusters differed. The 
cluster ‘absence of disease’ was literally used in the lower 
education group, but was broadened to ‘functioning’ in 
the intermediate education group, and further broad-
ened to ‘self-perceived health’ in the higher education 
group. Social life was conceptualised in the lower educa-
tion group in terms of ‘having a nice time together’ to 
‘having meaningful relationships’ in the higher education 
group. ‘Attitude towards life’ in the higher educational 
group suggests ‘lust for life’, and shifted to an emphasis 
on satisfaction and acceptance of life in the lower educa-
tion group. Finally, differences were observed in ranking: 
the clusters that relate to health behaviour were ranked 
highest in the higher education group, and lowest in the 
other groups, whereas the ranking was reversed for the 
absence of disease dimension. In addition, positive aspects 
were ranked higher in the higher education group versus 
negative aspects in the lower education group.

Interpretation of similarities
The finding that all socioeconomic groups consider 
health as a multidimensional concept was also reported 
by Simon et al.14 They investigated what Dutch people 
with different levels of education took into consideration 

Table 3  Ranking of the clusters and statements in the three educational groups

Education Higher Intermediate Lower

Ranking of the clusters

1 (highest) Nutrition Absence of disease and disabilities Absence of disease

2 Perceived health Resilience Mentally fit

3 Lust for life Satisfaction and rest Having a nice time together

4 Having meaningful relationships Access to good health Working on your health and access 
to healthcare

5 Autonomy Independency Satisfaction and taking care of 
yourself

6 Environmental conditions Social competencies Support from your environment

7 Functioning and absence of disease Body in balance Physical environment

8 Health-related behaviour Good healthcare

9 (lowest) Health-related behaviour

Ranking of the statements: five highest ranked

1 (highest) Feel physically and mentally well Being mentally clear Being mentally healthy

2 Having lust for life Mental rest Having no stress

3 Being able to enjoy Being able to enjoy Having no chronic disease

4 Being able to be independent Having sufficient energy Getting attention from your doctor

5 (lowest) Sufficient exercise Having no pain Having sufficient money for healthy 
food
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when answering a question on self-rated health. Both 
their findings and ours are in contrast to the results of 
Calnan and Johnson,15 whose lower-class group saw health 
as one-dimensional, in terms of ‘getting through the day’ 
and ‘never being ill’, whereas the higher-class group 
mentioned also other dimensions as indicated by terms 
such as ‘feeling strong’ and ‘being active’. This difference 
between the outcome of Calnan and Johnson’s and our 
study might be explained by the fact that the participants 
in their study were asked in the abstract about health, in 
the setting of a personal interview. The lower-class group 
might have been less used to give their abstract views and 
therefore might have come up with single dimensions 
only. Mentioning multiple dimensions might have been 
much easier for the respondents in our study, who met 
in a group setting, and were explicitly asked to generate 
multiple statements.

All our socioeconomic groups conceived health in both 
subjective and objective terms. ‘Feeling happy’, ‘feeling 
good’ or ‘accepting your handicap’ are examples of 
subjective dimensions, in which the perspective of the 
individual determines the health judgement. Examples 
of objective dimensions, that is, defined by an external 
criterion, include ‘having no chronic condition’ and ‘no 
smoking’.

Interpretation of differences
However, differences were also observed. First, the lower/
intermediate education groups were more inclined to 
define health negatively, as ‘not having a disease’, that is, 
as an absence of health threats. The highest education 
group predominantly preferred positive framing. This 
might reflect actual differences in health between socio-
economic groups, with people in lower socioeconomic 
groups having a much higher risk of suffering from a 
health problem themselves, or having people in their 
environment that suffer from health problems. Thus, the 
actual circumstances in which people live are important 
for how they conceptualise an abstract notion such as 
health.

Second, the conditions that were mentioned as essen-
tial for having access to good health differed between the 
socioeconomic groups. Whereas the higher/interme-
diate education group referred (in five of seven and six of 
eight clusters, respectively) to the quality of the body or 
mind (eg, body in balance), the lower education group 
framed these in terms of a person within his/her circum-
stances (six of the nine clusters). The top five of highest 
ranked statements showed a similar pattern. A similar 
result was reported by d’Houtaud and Field,7 where 
conditions such as ‘medical supervision’ were more often 
mentioned in the lower socioeconomic groups. Also, in 
the present study, the way in which similar items were 
formulated in different socioeconomic groups seems to 
support this distinction. For example, the cluster in the 
lower education group with the heading ‘support from 
your environment’ is mirrored in the qualification of 
‘autonomy’ and ‘being able to care for yourself’ as an 

asset of the individual in the higher education and inter-
mediate education group, respectively.

Third, also the value of being in good health seems 
to differ between groups.16 In accordance with studies 
by d’Houtaud and Field7 and Calnan and Johnson,15 
the highest socioeconomic group was more inclined to 
perceive health in terms of what d’Houtaud and Field 
called ‘hedonistic use of life’, such as ‘good mental equi-
librium’. In our study, examples include the cluster ‘lust 
for life’, in which statements referred to the meaning of 
life, grip of life and vitality. In contrast, in the lowest socio-
economic group the conception of health corresponded 
with more ‘functional’ notions of health, in terms of 
‘getting through the day’ and ‘being able to work’.15

Finally, some statements seem to reflect a different atti-
tude, from a more active attitude on life in the highest 
socioeconomic group to more acceptance of life and what 
it brings, in the intermediate/lower education group. An 
example of the latter includes a statement such as ‘having 
fun together’. An example of the former includes ‘having 
lust for life’. This is probably a reflection of the differ-
ences in socioeconomic circumstances that the groups 
face.16 The more difficult the circumstances, the more 
common it may be to see health as something that should 
be ‘just good enough’ to face challenges.

Methodological limitations
There are several advantages of concept mapping 
compared with (semi-structured) interviews to lay views 
on health. There is, for instance, no question-answer 
structure, except from the open prompt that participants 
had to complete. This brainstorm setting ensures minimal 
intervention from the moderator, allowing the vocabulary 
of the participants to remain largely intact. Whereas in 
focus groups the more dominant voices might steer the 
discussion in a particular direction, in concept mapping 
this dynamic is restricted by the initial individual brain-
storm, the brainstorming rules and the individual struc-
turing process. This individual input ensures that the 
perspective of each participant is equally reflected in the 
final concept map.

However, as with focus groups, the result of a concept 
mapping study is the perspective of a particular group, 
raising the question of external validity. This is important 
because the groups in the present study may not be repre-
sentative for the various educational groups in the Neth-
erlands, given the small number of participants, their 
regional origin, the sex distribution and the selection 
method used. A more fully saturated concept to increase 
external validity might be achieved by repeating the 
same procedure several times, in different areas and with 
different groups.17 Furthermore, in a concept mapping 
study, the possibility to examine what is meant by a certain 
statement or expression by the participants is relatively 
limited. In our study, this was particularly so as we decided 
not to involve the participants in the representation and 
interpretation stage, mainly for practical reasons. As 
a consequence, we as researchers felt a certain level of 
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uncertainty as to the exact interpretation of the different 
clusters, in view of, for example, the different type of 
statements that clustered together. However, as discussed 
in the 'Method' section, we strived for diversity in the 
group of researchers to promote an open discussion and 
preclude bias. In addition, the advantage of the fact that 
we as researchers have carried out the interpretation 
stage, is the comparability of the maps across education 
groups. Moreover, the broad conceptualisation of health, 
with various clusters is confirmed in other studies. This 
includes a study by Huber et al12 on indicators for a new, 
dynamic concept of health, as well as a study using the 
same methodology as ours, but performed in five other 
Dutch cities (Flinterman et al, unpublished). In addition, 
the clusters and the distinctions that we identified in the 
interpretation of the results as well as the differences 
between socioeconomic groups therein, corroborate 
those identified earlier.7 15 16 18 A third weakness in our 
study concerns the differences in age between the three 
groups. The fact that the lowest educational group was 
on average 20 years older than the other groups raises 
the question whether the differences in the final concept 
maps could actually be attributed to differences in age 
rather than in SES. We consider this not to be very likely, 
however. Although Simon et al showed that older people 
more often had a multidimensional concept of health 
compared with younger people, the study by Peersman 
et al, in which both age and educational differences have 
been analysed, indicates only small differences in the way 
people of different age groups conceptualise health.8 
Furthermore, as discussed above, our findings corre-
spond with the results of previous studies. Finally, we 
observed similarities between the lower and intermediate 
socioeconomic groups, such as the inclination to define 
health negatively, despite substantial age differences 
between these group.

A fourth weakness that needs to be discussed concerns 
the choice for educational level as an indicator of SES. In 
studies on health inequalities, education is a frequently 
used indicator of adult SES.19 It is strongly associated with 
occupational level and income, but has the advantage 
of being available for each individual, also, for example, 
for those without a paid job. Although different indica-
tors might indicate different aspects of someone’s posi-
tion,19 we do not expect our results to be biased by the 
choice for this indicator, as the conceptualisation of the 
concept mapping groups reflect aspects closely related to 
educational level (such as autonomy), and aspects related 
to income and occupational level (eg, having access to 
healthcare or living in a healthy environment).

Implications
If confirmed in future studies, our results could be used 
to critically consider the legitimacy of policies aimed at 
tackling health inequalities. We give three examples, to 
illustrate the type of implications that we foresee. First, 
given that health has been conceptualised as a multidi-
mensional phenomenon in all groups, it might be argued 

that health policy goals need to cover a broad spectrum 
of health aspects, ranging from, for example, chronic 
conditions to self-perceived health to vitality. Second, the 
concept maps of lower socioeconomic groups in partic-
ular support health policy goals that also include the 
conditions that shape health, as in the case in the WHO 
social determinants of health approach. Third, the differ-
ences between socioeconomic groups in the way health is 
conceptualised, challenge the legitimacy of policies that 
are based on a notion of health that resonates the concep-
tions that are valued in higher socioeconomic groups in 
particular, such as ‘good mental equilibrium’ or ‘lust for 
life’.

Conclusions
The conceptualisation of health, although multidimen-
sional in all socioeconomic groups, showed differences 
between these groups. In our study, people in lower socio-
economic groups were more likely to show a conceptual-
isation of health that refers to: (1) the absence of health 
threats (vs positive aspects), (2) a person within his/her 
circumstances (vs quality of own body/mind), (3) the 
value of functional (vs hedonistic) notions and (4) an 
accepting (vs more active) attitude towards life and what 
it brings.
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