
Chapter Three  

REVEALING WOMEN'S HEALTH:  
RE-ANALYSING THE GENERAL  

HOUSEHOLD SURVEY  

SARA ARBER  
Arber, S. 1990. Revealing women’s health: reanalysing the General 
Household Survey. In H. Roberts (ed). Women’s Health Counts. 
London: Routledge.  

 

Secondary analysis of the General Household Survey (GHS)  
provides enormous and largely untapped potential for addressing  
feminist issues about women's health. This chapter will briefly  
discuss the GHS and then illustrate some of the ways in which  
secondary analysis can be used to exploit GHS data. Three  
case-studies will illustrate different ways in which the GHS can be  
used for feminist analyses of health. The exemplars focus on  
gender differences in sickness absence, gender and care of elderly  
disabled people, and inequalities in women's health.  

What is secondary analysis? Simply, it refers to any reworking 
of data which has already been analysed by some other researcher 
or organization (Dale et al: 1988). Hyman defines secondary 
analysis as 'any further analysis of an existing dataset which 
presents interpretations, conclusions or knowledge additional to, or  
different from, those presented in the first report on the inquiry'  
(Hyman 1972: 1). Because government data sets such as the GHS  
are relatively underanalysed by their originators, they provide a  
tremendous opportunity for secondary analysis.  

The GHS is a multi-purpose continuous survey which has been  
carried out annually in Britain since 1971. It was designed to  
provide for the statistical needs of various government depart-  
ments, for example: the Department of Health is concerned to  
monitor trends in the nation's health and use of health services;  
the Department of Employment is interested in trends in  
employment, unemployment, and patterns of job search; and the  
Department of the Environment uses the GHS to monitor  
migration and housing conditions. Other core areas asked about  
each year include education, income, family structure, and family  
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formation. In addition, questions are asked about smoking and  
drinking every second year, and other topics covered at more  
irregular intervals include leisure activities, methods of family  
planning, the needs of the elderly, and incidence of burglaries.  
Good descriptive overviews of the GHS are provided in Bulmer  
(1986), Hakim (1982), and Dale et al. (1988). Because data are  
collected on a wide range of topics, the characteristics of women  
in each of these areas can be interlinked, perhaps in ways not  
considered by the sponsoring government departments, for  
example, smoking behaviour can be analysed according to  
women's class, employment status, housing tenure, quality of  
housing, family structure, and income.  

The GHS is a large, nationally representative sample of private  
households. The sample contains about 10,000 households each  
year, and over 25,000 individuals. The response rate has varied  
between 80 per cent and 85 per cent in recent years. Further  
details about the sample design and response rates can be found  
in the GHS reports which are published annually. Each year, data  
is available on about 1,000 variables. Secondary analysis of GHS  
microdata is in some senses more akin to primary analysis, since  
the 200 pages of the GHS Annual Reports contain only a fraction  
of the possible analyses which could be performed on such a large  
data set containing so many variables. In addition, the annual  
reports present data in tabular form only, whereas secondary  
analysts can use more sophisticated rnulti-variate analyses and  
modelling techniques.  

The large sample size of the GHS means reliable analyses can be  
conducted on proportionately small sub-groups in the population.  
For example, if a researcher wanted to study the health of women  
who have young children and who work full-time it would be  
difficult to obtain a representative sample, because such women  
form a small proportion of all women and there are no readily  
available sampling frames. However, by combining two or more  
years of GHS data together, a large enough sample is obtained to  
provide reliable estimates of their health and other characteristics,  
for example, whether their health differs from women in similar  
circumstances who are not in paid work or who work part-time.  

The GHS is a household sUIVey with a hierarchical structure.  
Comparable questions are asked of all adults in the household,  
and information is collected about the health and characteristics  
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of all children under 16 years old. The amount of data collected  
for each household therefore varies in length depending on the  
number of families and number of persons in the household.  
Hierarchically organized sUIVeys are extremely powerful data  
sources, allowing the researcher to address many theoretical  
questions not envisaged by the designer of the original sUIVey. For  
example, Popay and Jones (1988) used secondary analysis of the  
GHS to study the health of children in the household and related  
this to the health of parents, and Payne (1987) analysed the  
relationship between the employment status of household  
members and showed the way in which unemployment seems to  
run in families. The ability to interrelate the characteristics of  
different individuals in the same household is a major advantage  
of secondary analysis of the GHS, although the conceptual  
and technical problems must not be under-estimated (Dale et al.  
1988).  

The GHS is available to researchers for secondary analysis in 
two forms (see Dale et al. 1988; chapter 5). It can be supplied by the  
ESRC Data Archive either as a flat SPSSX file based on individuals  
with information about the individual's household, housing, and  
the 'Head of Household' attached, or as a hierarchical file based  
on households. The latter contains records of varying length,  
depending on the number of individuals in the household, and  
must be analysed by a Database Management System such as SIR  
(Scientific Information Retrieval). SIR allows the researcher to  
analyse any of the interlinkages between individuals in the  
household which are present in the original GHS, but may not  
have been retained in the flat SPSSX files, for example, the  
smoking behaviour of spouses. A flat SPSSX file based on the GHS  
is relatively simple to analyse, once the researcher has obtained all  
necessary documentation and permission from the ESRC Data  
Archive, but the SIR GHS files are more complex than most novice  
users would wish to tackle. A full discussion of the alternative ways  
in which the GHS can be supplied, and of the process of ordering  
data sets from the ESRC Data Archive can be found in Dale et al.  
(1988).  

The secondary analyst of the GHS need not be constrained to  
operate within the same set of conceptual assumptions as those  
held by the original designers. Clearly, the analyst is restricted by  
the questions which were asked in the GHS, and whole areas of  
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relevance for a feminist analysis may have been omitted. However,  
analysts have some room for manoeuvre, because they may bring a  
totally different theoretical framework to bear on their research.  
For example, providing that sufficiently detailed information is  
collected about occupation and employmen t status, it is possible to  
re-analyse GHS data using different occupational classifications,  
which more adequately measure the distinctions between women's  
occupations (Dale et aL 1985). New household classifications can  
be devised which enable the study of the gender of eo-resident  
carers, as discussed in the second case-study below, and the GHS  
may be used to compare 'conventional' approaches, which classify  
women according to their husbands' class, with an 'individualistic'  
approach, based on women's own occupation, as in the final  
case-study.  

Many of the potential advantages of using the GHS for feminist  
analyses of health will be exemplified in the following three case-  
studies.  

GENDER DIFFERENCES IN SICKNESS ABSENCE FROM 
WORK  

The General Household Survey provides better statistics than  
those available from other data sources on gender differences in  
the level of sickness absence from work. This case-study relates to  
sickness absence before the introduction of the Statutory Sick Pay  
Scheme (SSP) in 1983.  

Prior to 1983, the conventional source of information on  
gender differences in sickness absence was the National Insurance  
Sickness Absence statistics. These DHSS statistics showed that in  
1979-80 married women had over 70 per cent more sickness  
absence than men, and non-married women had about 15 per cent  
more sickness absence than men.' However, these comparisons  
are biased because National Insurance (NI) statistics are based  
only on married women who paid the full National Insurance  
Contribution. At this time, about half of married women opted to  
pay a reduced rate National Insurance contribution and were  
therefore ineligible to claim sickness benefit on their own behalf.  
It is probable that women paying the full NI contribution were at  
greater risk of sickness and invalidity.  

In 1982, the Equal Opportunities Commission (EOC) funded a  
study at the University of Surrey to examine gender differences in  
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sickness absence based on secondary analysis of the 1975 and 1976  
GHS (Dale et aL 1982; Allin et aL 1983). The particular interests of  
the EOC were twofold.  

First, with the introduction of the Statutory Sick Pay Scheme  
(SSP) in 1983, employers were responsible for paying the first  
eight weeks of sickness benefit. The EOC were concerned that  
employers might assume that one sex generally had a worse record  
of sickness absence than the other, and that these erroneous  
assumptions might lead to discrimination in the employment of  
particular groups, such as working mothers with young children.  

Second, there was evidence that insurance companies were  
charging an approximately 50 per cent higher premium for  
Permanent Health Insurance (PHI) for women than for men. The  
EOC wanted evidence from the GHS to argue that the statistical  
data on which these higher premiums were based was inadequate  
and that these insurance companies were in breach of Section 45  
of the Sex Discrimination Act.  

The GHS was chosen as an appropriate data source because it  
covered all employees and absences of all durations, therefore it  
did not suffer from the inadequacies of the National Insurance  
sickness absence statistics (OHE 1981). The GHS asked a question  
along the lines of 'were you away from work at all last week for  
reasons other than business?'. A subsequent question asked the  
reasons for this absence, and the focus here is on answers coded  
'absence due to own illness or accident'. The analysis was based on  
men and women aged 18-60 who were working as employees in  
the week prior to the interview. The response rate in 1975 and  
1976 was 84 per cen t.  

These analyses represent information on sickness absence for  
all employees, irrespective of entitlement to sickness benefit,  
working hours, or whether sickness absence is officially recorded  
by an employer. However, since the GHS data on sickness absence  
applies only to those who are in employment, it omits people who  
may have left the labour force because of long-term sickness. The  
fact that the GHS is a nationally representative sample means that  
findings for particular sub-groups can be expected to hold  
throughout Great Britain, and since interviewing is conducted  
evenly throughout the year, conclusions are not affected by  
seasonal fluctuations in illness.  

Contrary to findings based on National Insurance records of  
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Domestic and personal health service receipt is thus dependent  
not only on the physical needs of the elderly person, but also on  
the assessment of the ability or perceived willingness of the carers  
to provide these services themselves. Although the GHS cannot be  
used to provide evidence of direct discrimination against certain  
categories of carer, it provides evidence of the disadvantaged  
position of married women who are eo-resident with elderly  
disabled people.  

INEQUALITIES IN WOMEN'S HEALTH  

The third case-study will illustrate how large-scale data from the  
GHS can contribute to our understanding of inequalities in  
women's health. The major concern of the Black Report (DHSS  
1980) was inequalities in men's health. Since its publication, a  
growing number of studies have examined inequalities in women's  
health. However, these studies present largely contradictory  
fmdings because of a failure to conceptualize adequately the socio-  
economic circumstances of women. The Health Divide (Townsend  
et al. 1988) reviewed evidence on gender and health and  
concluded 'all in all, these studies raise more questions than  
answers and the whole field is ripe for further research' (p.245)  
... 'research is only just beginning to unravel the complexities of  
inequality in health for women' (ibid. 1988: 255). This case-study  
will address some aspects of this complexity and provide a clearer  
framework for understanding inequalities in women's health. Two  
particular concerns will be (1) are there as strong class differences  
for women as for men? and (2) whether different theoretical  
models are required to understand inequalities in short-term  
illness (health state) compared to longer term health problems  
(health status).  

U sing secondary analysis researchers can analyse data in very  
different ways from the approaches used in published reports.  
They need not be 'hidebound' by government (official) assump-  
tions about the appropriate way to classify women (Oakleyand  
Oakley 1979). This case-study therefore illustrates the advantages  
of secondary analysis of survey microdata rather than relying 
solely  
on published tables from the GHS.  

The health tables in the GHS annual reports classify women  
according to their husband's occupation if they are married, and  
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all other women by their own current occupation (or last  
occupation if they are not working) (OPCS 1989a). This approach  
has been strongly criticized by feminists (Stanworth 1984; Allen  
1982), but defended by others, such as Goldthorpe (1983, 1984).  
It h~s .come to be known as the 'conventional' approach. Many  
feminists argue that women should not be characterized as  
dependent on their husbands but should be classified by their own  
occupation - using an 'individualistic' approach. Secondary  
analysis of the GHS allows an assessment of these two approaches  
to understanding class inequalities in women's health, which  
cannot be done solely from tables in the published GHS reports.  

The data presented in this case-study are based on women aged  
20-59 in the 1981 and 1982 GHS. Two years of GHS data have  
been combined to provide a larger sample and therefore more  
reliable estimates for proportionately small sub-groups, such as  
divorced, separated, and widowed women.  

When analysing inequalities in women's health it is helpful to  
consider differences between various measures of health, and to  
theorize how they relate to class and to women's domestic and  
employment roles. Blaxter (1985) distinguishes between indic-  
ators of temporary health state - 'Am I ill today?' - which rep-  
resent the present state of health of the individual, and indicators  
of longer term health status - 'Am I a basically healthy or un-  
healthy person?' - which provides a more general characteristic.  
Health state is similar to, but not the same as, acute illness and  
health status is related to, but not the same as, chronic illness.  
Although health state is a more erratic condition than health  
status, they are related, since health state may be a con-  
sequence of health status, and health state may be reflected back  
to be incorporated in health status. This case-study illustrates  
Blaxter's distinction by using two health measures derived from  
the GHS:  

Limiting long-standing illness (LLI) is a measure of health status  
which is related to function. In the GHS the respondent was asked,  
'Have you any long-standing illness, disability or infirmity?' If the  
answer was 'Yes', the respondent was then asked whether it limited  
his or her activities in any way (OPCS 1984a). This measure  
represents the consequences of health status for what the  
individual perceives as his or her 'normal' activities. It represents  
a self-assessment of the effect of any chronic ill health on daily life.  
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The class gradient for women using the 'conventional' ap-  
proach (Figure 3.3a) is similar to men, but the disadvantaged  
position of women classified as 'unskilled' is less pronounced than  
for unskilled men (27 per cent more 'unskilled' women have a  
long-standing illness than all women). The gradient is not entirely  
linear, since women classified as ~unior non-manual' have an  
equivalent level of chronic illness to those in the 'skilled manual'  
category.  

Characterizing women by their own occupation, an 'individual-  
istic' approach, no longer produces a straight-line relationship but  
is curvilinear (Figure 3.3b). The small number of women with  
professional occupations have a very advantaged health status, 48  
per cent fewer have a limiting long-standing illness than all  
women. But, women who are 'employers and managers' have a  
poorer health status than other women in non-manual occu-  
pations and than men in the same class. This illustrates the way in  
which the same class may have different effects for women and  
men. The 'individualistic' approach shows only minor differences  
in health status among women working in the three manual  
classes. Women's manual occupations may have different  
meanings in terms of skill level and relative standing compared  
with the class distinctions conventionally drawn between men's  
occupations (Dex 1984). These different patterns for women's  
own occupations raise questions. There is a need to analyse the  
pattern for women in their own right, rather than holding it up to  
the male standard and treating any differences between the pat-  
terns for women's and men's occupations as an anomaly. Analyses  
which present smaller class differences for women are in danger of  
interpreting this as evidence of reflecting less inequality in society  
for women than for men, rather than the occupational inadequacy  
of the tools used to measure women's class (Arber 1990).  

Our understanding of the different relationships between class  
and health in Figure 3.3 can be advanced only from an  
appreciation of the wider network of factors influencing health  
status described in Figure 3.2. A distinction which is often not  
explicitly recognized in studies of women's health is that class is  
used to measure two conceptually distinct aspects of material  
explanations of inequalities in health. First, the material  
circumstances of the woman's household influences her health,  
and second, the nature of her paid employment may have a direct  
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influence on her health. For men, these two aspects of material  
position work in concert to increase inequalities in health, since a  
man's occupation is assumed to be both a primary determinant of  
his material circumstances, and has a direct bearing on his health.  

Greater class inequalities in health status are found for men  
than women probably because a man's occupational class provides  
a better measure of his household's material circumstances than is  
the case for women, and material conditions are the major factor  
influencing health status. Women's health status measured by the  
'conventional' approach (classifying married women by their  
husband's occupation and other women by their own current or  
last occupation) shows a pattern which is similar but weaker than  
for men.  

It is perhaps naive to expect that a married woman's own  
occupational class would have as profound an influence on her  
health as is the case for a man. There may be some direct effect of  
her own paid employment on her health, but the major effect of  
material conditions is likely to be better captured by other  
measures of the material circumstances of that woman. In  
analysing men's health, a man's occupational class can be used as  
a surrogate for both the material conditions extant in his  
household and the direct effects of the nature of paid employment  
on his health. For women, it is necessary to separately theorize and  
measure the effects ofa woman's material circumstances from any  
effects of her own employment status and the nature of her own  
occupation.  

Although the 'conventional' way of measuring class for women  
shows a stronger association with poor health status than the  
'individualistic' approach, it is conceptually complex because it  
combines two gender-differentiated occupational structures.  
Married women are assigned to the male occupational structure,  
which places more men in the higher reaches of both the non-  
manual and manual segments of the labour market. Single and  
previously married women are categorized by their own  
occupation and therefore assigned disproportionately to the lower  
reaches of the class structure (Martin and Roberts 1984). In the  
'conventional' approach a woman's marital role is the sole  
criterion for deciding which gender-segregated class structure to  
use. Therefore, it is important to understand the ways in which  
marital status itself is associated with health status.  
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Married women have much better health status than single or  
previously married women - 7 per cent fewer married women  
report limiting long-standing illness than the average for all  
women (the SLU Ratio is 93 for married women). Single women  
have a poorer health status - 18 per cent more report long-  
standing illness than all women. Women who are divorced,  
separated, or widowed have the poorest health status; 40 per cent  
more have a limiting long-standing illness than all women. The  
direction of influence between marital status and poor health is  
not entirely clear; poor health status may be a disadvantageous  
factor in the marriage and remarriage markets. To understand the  
implications of using the 'conventional' approach when analysing  
inequalities in women's health, it is helpful to analyse separately  
class differences in health status for married, single, and previously  
married women (Figure 3.4).  

Married women, irrespective of their class, have relatively good  
health status (Figure 3.4a and 3.4b). However, the effects of a  
woman's own occupation on her health are very considerable for  
single and previously married women (Figure 3.4c and 3.4d). For  
these women, the major health disadvantage is experienced by  
women working in manual occupations, who are over 50 per cent  
more likely to have a limiting long-standing illness than all women.  
Single women in non-manual occupations have as good health  
status as equivalent married women.  

The occupational class of single women reflects both the direct  
effects of occupation and the effects of material circumstances in  
the same way as for men, but this is not the case for married  
women. The particularly poor health status of previously married  
women needs detailed research, in particular the direction of  
causality of the relationship. Previously married women are more  
likely to live in poor material circumstances, because their  
earnings are often insufficient as a 'family wage'. Lone mothers are  
particularly likely to be reliant on state benefits (Glendinning and  
Millar 1987)  

If this case-study were to be extended it would need to take into  
account whether women are in paid employment, since house-  
wives are more likely to be in poor health (Arber 1987), and how  
to measure more adequately material conditions for women  
(Arber 1990). The ideal would be a multivariate analysis of all the  
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variables in Figure 3.2, including lifestyle variables, such as  
smoking and drinking.  

Factors influencing women's health state  

The factors which influence women's health state are likely to  
differ from those influencing health status in two important  
respects. First, health status influences health state. The main  
reason for the increase in poor health state with age is because age  
brings long-term illness. Second, the combination of women's  
employment, parental, and marital roles may result in role stress,  
which in turn influences the woman's health state. But the  
resulting level of role stress will vary with the woman's structural  
position. Women in disadvantaged material circumstances may be  
less likely to be able to cope with the stresses of being a mother and  
full-time employee than women in more 'privileged' cir-  
cumstances. The extent to which partners contribute to the  
domestic division of labour will influence a woman's ability to  
manage the demands of fulfilling a number of roles, and their  
likelihood of role overload and poor health state. Figure 3.5  
provides an outline model of the key structural and role-related  
factors associated with health state. All these variables, except  
equality of the domestic division of labour, could be analysed using  
the GHS.  

An earlier study using the 1975-6 GHS examined two contrast-  
ing theses that (a) paid employment has beneficial effects on  
women's health state through role accumulation, and (b) that  
paid employment has adverse consequences due to role strain  
(Arber et al1985). This study found adverse health consequences  
for women with children, who work full-time in lower non-manual  
and in manual occupations. The picture was somewhat different  
for women with professional and managerial jobs. Their greater  
financial resources could be used to ease some of the burdens of  
housework and childcare, so reducing role strain and fatigue. In  
addition, women working full-time in professional and managerial  
occupations are likely to have more flexible hours and more  
control over their work, making it easier to fit in with the  
demands of children, compared with women in lower level  
jobs who have less autonomy and more rigid work schedules.  
Thus, the adverse consequences of occupying the roles of mother,  
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9. A logit analysis was carried out using GLIM with receipt of services as  
the dependent variable and type of household and level of disability  
as the independent variables. The odds ratios in Figure 3.1 are derived  
from the coefficients of a main effects logit model.  
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