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j Abstract Objective Research on status inconsis-
tency (SI) and its impact on mental health has been
dormant for many years. This study tested the asso-
ciation between SI and emotional distress, anxiety and
mood disorders. Methods Data were gathered from
the Israel-based component of the World Mental
Health Survey (n = 4,859). SI was defined by the
combination of high education (13+ years) with low
income (1st decile). Mood and anxiety disorders were
diagnosed with the composite international diagnos-
tic instrument (CIDI), and emotional distress was
measured with the 12-item general health question-
naire (GHQ-12). Results Multivariate analysis showed
increased risk for mood or anxiety disorders among
SI subjects (n = 231), odds ratio (OR) = 1.75, 95%
confidence interval (95% CI) 1.13–2.63. The estimate
was slightly attenuated when marital status was added
to the model (OR = 1.55, 95% CI 1.0–2.39). SI sub-
jects showed higher GHQ-12 scores. Conclusion SI,
which can disrupt an individual’s sense of coherence,
is associated, although not causally, with increased
12 month prevalence rates for mood or anxiety dis-
orders and with higher psychological distress.

j Key words status inconsistency – emotional
distress – mood and anxiety disorders – world
mental health survey – Israel

Introduction

Individuals strive to achieve coherence in their lives.
Its disruption might lead to stress and, ultimately, to
challenges to the individuals’ health [2]. Status
inconsistency (SI) is an example of such a disruption,
resulting from the discrepant positions that individ-
uals hold in different domains of the social structure.
This anomaly constitutes a departure from accepted
patterns in society, whereby individuals obtain
rewards commensurate with their education [23].

As early as 1954, Lenski [15] argued that persons
with SI may be affected by psychological stress. Years
later, Dressler [4] empirically showed that SI gener-
ated symptoms of emotional distress and physical
illness. Although not a fully dormant research subject,
status inconsistency was a subject seldom investigated
in recent years [except for: 5, 6, 21, 22]. Recently,
it reemerged in a report on an increased risk for
cardiovascular disease among subjects with SI [19].
Conceivably, the many methodological critiques
leveled at studies of SI, including the operational
definitions that were applied, the control over status
variables, and the indicators of status that were
included [3, 8, 9, 24], seemed to have discouraged
research on the subject.

In contrast to the studies on the impact of SI on
physical health, its impact on mental health has
remained largely unexplored. This has been the case
even in Israel, where psychiatric epidemiology has
thrived [7]. The single study conducted locally dates
four decades ago when Abramson [1] reported the
effect of SI on emotional health. That survey, con-
ducted in a Jerusalem neighborhood settled by old
(19%) and new immigrants (81%), measured the
effect of the discrepancy between educational level
and occupation. The dependant variable was the
Cornell Medical Index, a 195-item questionnaire that
measures emotional distress. Among the new immi-
grants Abramson found that distress was associated
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with a discrepancy between educational and occupa-
tional status [1]. Curiously, although in recent years
Israel has received large numbers of immigrants who
are at risk for SI, research in this area had not been
resumed.

SI raises the question whether going to school pays
off financially. Almost invariably, people think that
this should be the case. Indeed, there is a general
expectation in open market societies for economic
success based on educational attainment. Israel is no
exception to this view. The objective of this study was
to assess the associations between SI, defined here
as the discrepancy between high education and low
income, and emotional distress, anxiety and mood
disorders. We hypothesized that such a type of SI
generates psychopathology. To test this hypothesis we
used data collected in the Israel national health survey
(INHS), the Israeli component of the World Mental
Health Survey.

Methods and procedures

The INHS [16] study design has been described previously [14].
The sample of non-institutionalized de jure residents aged 21 and
over was extracted from the Population Register. It was designed to
reflect the distribution of selected gender-age groups in the general
population (Arab–Israelis; post-1990 immigrants from the former
USSR.; and other Jewish-Israelis, both local and foreign born). The
sample was weighted back to the total population to compensate for
unequal selection probabilities resulting from disproportionate
stratification, clustering effects and non-response. Those weights
were adjusted to conform to known population totals taken from
reliable central bureau of statistics (CBS) sources. Face-to-face
interviews at the respondents’ homes were conducted from May
2003 to April 2004, in Arabic, Hebrew or Russian. The interviews
were administered using laptop computer-assisted personal inter-
view (CAPI) methods by professional survey interviewers trained
and supervised by the CBS. A letter explaining the purpose of the
survey and the respondent’s rights was sent prior to the first con-
tact. Upon making in-person contact with the sampled respondent,
the interviewer reiterated the purpose of the survey and obtained
verbal informed consent. Interviews took on average 60 min. There
were no replacements. A Human Subjects Committee approved the
study. The overall response rate was 73% (88% among Arab-Israelis
and 71% among Jewish–Israelis), totaling 4,859 completed inter-
views. Of these, 2,849 (59%) respondents reported they have been
employed for the 30 days prior to the interview, thus meeting the
inclusion criterion of personal income.

Study variables

j Status inconsistency

SI was defined in terms of the discrepancy between years of edu-
cation and personal income. Subjects with 13 or more years of
academic or technical education, and a personal monthly income of
3,000 NIS (US$ 625) or less were defined as being in a SI position.
Education was chosen since it opens the path to economical
opportunities. This is particularly the case in Israel with regard to
the achievement of an academic level of education. The relative
high number of respondents meeting this level of education (56%)
indicated that the group targeted for inquiry was not of marginal
representation in society. The income level was chosen based on
CBS’s criteria in the years 2003–2004, when the field operation took

place, that an income of 2,958 NIS or less represented the lowest
(1st) decile of the income distribution [21]. The comparison group
included all the respondents with personal income.

Orthodox Jewish–Israelis were not included in the analysis
since they represent a unique group within the higher educational
cluster. Although they achieve many years of education, their cycle
of religious studies rarely provides skills that enable gainful
employment.

j Socio-demographic information

A questionnaire on socio-demographic variables (e.g., age, gender,
country of origin, immigration, ethnic-national group, marital and
employment status, education, income) was administered to all
respondents.

j Diagnostic assessment

The Composite International Diagnostic Instrument (CIDI), a fully-
structured diagnostic instrument which assesses lifetime and recent
prevalence of selected psychiatric disorders according to both the
ICD-10 and the DSM-IV classification systems, was utilized in the
INHS [14, 16]. We assessed the following disorders: 1. anxiety
disorders, including panic disorder, generalized anxiety disorder
(GAD), agoraphobia without panic disorder, and post-traumatic
stress disorder (PTSD); and 2. mood disorders, including major
depressive disorder, dysthymia, bipolar I and II disorders. For each
disorder, a screening questionnaire was administered. All partici-
pants answering positively to a specific screening item were asked
the relevant diagnostic questions. Prevalence estimates of mental
disorders were determined by whether respondents’ symptoms met
the diagnostic criteria for DSM-IV disorder during the 12-months
period prior to the interview. Organic exclusion criteria were taken
into account in determining DSM-IV diagnoses. A combined
measure of any mood or anxiety disorder (AMAD) in the past
12 months was defined when at least one disorder was present.

Retrospective age-of-onset replies were obtained using the
direct question: ‘‘How old were you the first time you had the
symptoms?’’ Respondents who failed to remember when the
symptoms begun were given anchor points, such age they started
school, before their teens or later. Analysis of the association be-
tween childhood abuse and age of onset of the disorder was re-
stricted to subjects whose age of onset was equal or later than that
of abuse.

The interview schedule also included the 12-item general health
questionnaire (GHQ-12). This scale screens for psychiatric disorder
and is a measure of emotional distress. Scores range between 12
and 48, where higher scores indicate increased distress. The GHQ-
12 had previously been used in Israel [20]. The internal consistency
of the instrument, as measured by Cronbach’s a, was 0.88 for the
entire sample.

j Analysis

Frequency distributions of the demographic data of SI subjects and
the comparison group were calculated. The associations between SI
and demographic data were analyzed using v2 tests. Twelve month
prevalence rates were estimated for AMAD and mean scores for
GHQ-12. The age of (first) onset of AMAD was identified to
establish the temporal relationship between those disorders and SI.
Logistic regression analysis [11] was used to assess the association
between SI and potential confounder variables and AMAD. Odds
ratios (ORs) and 95% confidence intervals (CIs) were computed.
Following the identification of significant variables of the unad-
justed models, a stepwise logistic regression model was applied. A t
test for independent samples compared GHQ-12 scores between the
SI group and its counterpart. In case of unequal variances, the
Satterthwaite method was used, allowing for the calculation of an
approximate t test to be calculated. Interactions between SI and

1000



demographic variables were tested using two-way ANOVA models.
As SI in this study was based on a combination of low income and
high education we wanted to control for the possible effects of the
personal income or education. Therefore, we have further analyzed
these factors as follows: SI subjects were compared with subjects of
the comparison group with: 1. a similar income levels (monthly
income less than 3,000 NIS); or 2. a similar education level
(13 years of schooling and above). Association tests were per-
formed using v2 (AMAD) and t tests (GHQ). All statistical analyses
were performed using SAS 9.1.3 (SAS Inc.).

Results

Socio-demographic characteristics and respective
comparison group are shown in Table 1.

j Socio-demographic information

Two hundred and thirty one subjects were identified
in a SI position (8.5%), and 2,498 (91.5%) in the
comparison group. The group of SI subjects included
greater proportion of women; younger and older
subjects; unmarried; and immigrants than the coun-
terpart. By design, SI subjects had higher education
than their counterparts.

j Psychiatric morbidity

Higher prevalence rate of AMAD (12.1%) was
observed in the SI than in the comparison group
(7.4%). This was supported by an unadjusted logistic

regression model which indicated a significant asso-
ciation between SI and AMAD (Table 2). Additional
models showed significant associations between gen-
der, age, and marital status and AMAD (Table 2). A
stepwise logistic regression analysis for the prediction
of AMAD indicated the significant effects of marital
status and AMAD, while gender and age were not
included in the model (Table 3). However, when an
additional model which forced the adjustment
according to gender and age was performed, the
association between SI and AMAD was attenuated
(OR = 1.45, 95% CI 0.93–2.25) and failed to reach
significance (P = 0.1).

The associations of marital status with SI and
AMAD were further analyzed. The greater proportion
of singles and divorced/widowers (taken together as
unmarried) among the SI subjects, as well as the
higher proportion of AMAD among the unmarried
(12.0%) compared to married subjects (5.9%), sug-
gested that greater proportion of AMAD would be
observed among unmarried SI subjects but not among
the married. Indeed, the proportion of AMAD among

Table 1 Respondents’ status inconsistency by socio-demographic characteris-
tics

Status
inconsistency
group, n = 231,
n (%)

Comparison
group,
n = 2,498,
n (%)

Cramer’s V

Gender
Male 72 (31.8) 1,477 (59.1) 0.16*
Female 159 (68.2) 1,021 (40.9)

Age groups
21–34 119 (51.5) 946 (37.9) 0.18*
35–64 92 (39.8) 1,480 (59.2)
65+ 20 (8.7) 72 (2.9)

Marital status
Never married 87 (37.7) 519 (20.8) 0.14*
Married 108 (46.7) 1,764 (70.6)
Divorced/separated/

widowed
36 (15.6) 215 (8.6)

Country of origin
Israel-born 114 (49.3) 1,624 (65.0) 0.09*
Immigrants 117 (50.7) 874 (34.0)

Education (years)
0–12 0 1,208 (48.5) 0.28*
13–15 135 (58.4) 596 (23.9)
16+ 96 (41.6) 689 (27.6)

Population groups
Jewish–Israeli 194 (84.0) 2,088 (83.6) 0.003
Arab–Israeli 37 (16.0) 410 (16.4)

*P < 0.001

Table 2 Associations between status inconsistency (SI) and socio-demographic
variables and AMAD

Variables N AMAD (%) Unadjusted ORb

(95% CIc)
P-value

SI
Consistent 2,498 7.5 Reference
Inconsistent 231 13.1 1.72 (1.13–2.63) 0.01

Gender
Male 1,549 7.1 Reference
Female 1,180 9.0 1.36 (1.03–1.80) 0.03

Age group
21–34 1,065 10.4 Reference
35–64 1,572 6.9 0.68 (0.51–0.90) 0.007
65+ 92 1.1 0.10 (0.01–0.74) 0.02

Marital status
Married 1,872 5.8 Reference
Not married 857 12.5 2.19 (1.65–2.90) <0.001

Country of origin
Israel-born 1,738 8.0 Reference
Immigrants 991 7.8 1.04 (0.78–1.38) 0.80

Population groups
Jewish–Israeli 2,282 7.8 Reference
Arab–Israeli 447 16.1 0.97 (0.66–1.42) 0.86

AMAD At least one diagnosis of mood or anxiety disorder, OR odds ratio, CI
confidence interval

Table 3 Associations between status inconsistency (SI) and marital status and
AMAD

Variables Adjusted ORb (95% CIc) P-value

SI
Consistent Reference
Inconsistent 1.55 (1.00–2.39) 0.049

Marital status
Married Reference
Not married 2.09 (1.59–2.78) <0.001

AMAD at least one diagnosis of mood or anxiety disorder, OR adjusted odds
ratio, CI confidence interval
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unmarried SI subjects (17.1%) tended to be higher
than in unmarried subjects with no-SI (11.2%)
(v2 = 3.46, df = 1, P = 0.06), while a negligent dif-
ference was observed among married subjects (SI
6.5%; comparison 5.8%).

The SI group showed higher GHQ-12 scores
(20.0 ± 5.9) (mean ± SD) than the comparison group
(17.6 ± 4.9), (t = 5.94, df = 258, P < 0.001). The
effects of SI on GHQ-12 scores were further analyzed
using two-way ANOVA models where gender, age,
immigration status, population group, and marital
status were added to SI. A significant interaction with
SI was observed with age group (F = 3.36, df = 2,
2688, P = 0.03). This effect was due to an increase in
GHQ-12 scores with age among SI subjects (21–34,
19.2; 35–64, 20.6; 65+, 21.5), while a slight decrease in
the comparison group (21–34, 17.6; 35–64, 17.6; 65+,
17.1). No significant interactions were found with
other demographic variables (all P values were >0.1).

The data were further analyzed to control for the
simple effects of income and education: 1. Subjects
with similar income to SI subjects (n = 240) were
identified in the comparison group. The prevalence
rate of AMAD in the SI group (12.1%) was higher than
in the latter group (7.1%) (v2 = 3.46, df = 1,
P = 0.06). In addition, SI subjects showed higher
GHQ-12 scores (20.0 ± 5.9) than subjects with similar
income (16.8 ± 4.8) (t = 5.03, df = 439, P < 0.001).
2. Subjects with similar education level (n = 1,285)
were identified in the comparison group. As above, SI
group showed higher prevalence rate of AMAD
(12.1% vs. 5.6%) (v2 = 13.50, df = 1, P < 0.001), and
higher GHQ-12 scores (20.0 ± 5.9 vs. 17.0 ± 4.4)
(t = 7.30, df = 276, P < 0.001) compared to their
counterparts with similar education level.

Discussion

This study explored the association between SI and
emotional distress, anxiety and mood disorders, and
the temporal relationship with the latter two. Indi-
viduals in a SI position had both higher 12-month
prevalence rate of AMAD and higher distress scores
than their counterparts. The association between SI
and AMAD was slightly attenuated when marital
status was included in the adjusted model. Higher
proportion of both SI and AMAD were noted among
unmarried compared to married subjects. Indeed, an
interaction between SI and marital status was ob-
served with regard to AMAD. This marital effect could
result from both economical and emotional factors.
Conceivably, among married subjects the negative
effect of low personal income of SI subjects may be
buffered by the spouse’s income. In contrast, unmar-
ried subject have to negotiate the challenges posed by
low income on their own. This interpretation is
supported by the higher percentage of women among
SI subjects, 67%, compared to 42% in the comparison

group. Also, the fact that lower risk of AMAD was seen
among married subjects could be attributed to the
better support network of these subjects compared to
subjects who are alone. This explanation suggests that
although subjects with SI are at risk for emotional
distress, this effect could be down-regulated by the
support from a significant other.

The effect of SI on the level of symptoms during
the last 30 days (GHQ-12) parallels some of the pat-
tern seen regarding AMAD. First, SI subjects showed
greater distress than the comparison group. Second,
married subjects showed lower level of symptoms
compared to unmarried subjects (results not pre-
sented). However, this pattern was not supported by
an interaction between SI and marital status. Thus,
with regard to emotional distress, the effect of SI was
confounded by age only.

Although not reported here, we analyzed the role
of unemployment on subjects with 13 or more years
of education. Interestingly, while among the unem-
ployed subjects the levels of AMAD were higher than
in the comparison group, there was no difference
between SI individuals and their counterparts in the
likelihood for AMAD. Moreover, SI subjects showed
lower distress scores compared to the control group.
Conceivably, this group of SI subjects may have opted
out of the work market and thus rely on other sources
of income. Also, SI subjects could have intentionally
chosen not to work and thus forestall the frustration
and hardships caused by unemployment.

This study did not confirm our hypothesis that
psychiatric morbidity could be imputed to the effects
of SI. Support for this social causation interpretation
would have been established if the age in which both
completed education and a compatible income retri-
bution were achieved (in Israel, around 30 years) had
been followed by the (first) onset of the disorder. For
most SI subjects (80%) the onset of the mood or
anxiety disorder (positive AMAD) was before the age
of 30. Therefore, these data do not support the
assumption that AMAD resulted from SI.

There are two important limitations in this study.
First, a selection bias may have been present due to
non-response. A recent analysis of the causes for non-
participation [17] showed that subjects with low in-
come cooperated less in their epidemiological study
compared to subjects with high income. In addition,
they found greater, but non-significant, tendency to
refuse among respondents diagnosed with mood
disorders compared to healthy subjects. Thus, it could
be argued that the effect of non-response would have
rather increased the observed association between SI
and AMAD. Second, the definition of SI we used was
based on the respondents’ report on their income and
education, where the reliability of the former variable
is always suspected. The INHS was conducted by a
governmental institution, thus the interviewer could
have been regarded as a possible direct or indirect
representative of the tax authorities. If that was the
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case, the reliability of the item could have been
compromised. However, it is highly doubtful that an
individual in a higher educational bracket would have
lowered the reported income to the lowest decile. We
thus believe that the strengths of this study outweigh
its possible limitations.

To conclude, the findings of the current inquiry
agree with previous reports that ascertained an associ-
ation between SI and mental health [1, 4, 10, 12, 13, 18].
However, it failed to prove that this association results
from the stressful effect of SI through the disruption of
the subjective sense of coherence [2]. With regard to
intervention, this study did build a strong ‘‘case for
action’’: to reduce the impact of psychopathology in a
population group that in spite of the ability to reach
higher education is close to poverty level.
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