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A little over 50 years ago, the endocrinologist 
Hans Selye (1956) published The Stress of Life, 
summarizing his research on the physiological 
consequences of stress.1 Because he was working 
with laboratory animals, Selye conceptualized 
stress (or stressors) as exposures to noxious envi-
ronmental stimuli, such as extreme temperatures, 
electric shocks, or food deprivation. He identified 
three stages of physiological reactions to noxious 
events: the alarm, resistance, and exhaustion 
stages. Further, he linked the exhaustion stage, i.e., 
the depletion of bodily defenses against stress, to 
subsequent risks of high blood pressure, heart dis-
ease, and other diseases of adaptation. This cas-
cade of physiological reactions to stressors and 
their harmful consequences for physical health 
were later confirmed in human subjects. But popu-
lation studies of the impacts of stressful experi-
ences did not take off until psychiatrists Thomas 
Holmes and Richard Rahe (1967) created the 

Social Readjustment Rating Scale to measure 
stressors that were social in nature.

When they reviewed Navy medical records, 
Holmes and Rahe found that major changes in 
patients’ lives often preceded their doctor visits 
and hospitalizations. They hypothesized that 
major life events required individuals to make 
extensive behavioral readjustments in their daily 
lives and that too many changes in a short period 
of time could overtax individuals’ abilities to cope 
or adapt, leaving them more vulnerable to infec-
tion, injury, or disease. Holmes and Rahe extracted 
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Abstract

Forty decades of sociological stress research offer five major findings. First, when stressors (negative 
events, chronic strains, and traumas) are measured comprehensively, their damaging impacts on physical 
and mental health are substantial. Second, differential exposure to stressful experiences is a primary 
way that gender, racial-ethnic, marital status, and social class inequalities in physical and mental health 
are produced. Third, minority group members are additionally harmed by discrimination stress. Fourth, 
stressors proliferate over the life course and across generations, widening health gaps between advantaged 
and disadvantaged group members. Fifth, the impacts of stressors on health and well-being are reduced 
when persons have high levels of mastery, self-esteem, and/or social support. With respect to policy, to help 
individuals cope with adversity, tried and true coping and support interventions should be more widely 
disseminated and employed. To address health inequalities, the structural conditions that put people at risk 
of stressors should be a focus of programs and policies at macro and meso levels of intervention. Programs 
and policies also should target children who are at lifetime risk of ill health and distress due to exposure 
to poverty and stressful family circumstances.
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43 common events from patients’ files and asked 
samples of judges to rate the amount of behavioral 
readjustment that each required. Death of a spouse 
was rated as requiring the most behavioral read-
justment, 100 “life change units” on a scale rang-
ing from 0 to 100; minor violations of the law had 
the fewest life change units, 11. Holmes and Rahe 
(1967) then showed that the more life change 
units an individual accumulated during a year’s 
time, the greater his or her likelihood of illness or 
injury.

The Social Readjustment Rating Scale gave 
behavioral researchers a simple, easily adminis-
tered way of assessing the amount of stress in 
people’s lives in a survey format. Hundreds upon 
hundreds of studies followed, examining the rela-
tionship between stress exposure and various phys-
ical and mental health outcomes. Findings in the 
psychological, sociological, social work, nursing, 
and medical literatures were unequivocal, espe-
cially when dramatically expanded lists of events 
were developed, events that happened to loved 
ones were included, and issues of causal ordering 
were addressed. First, socially undesirable or nega-
tive events were more strongly associated with 
poor physical and mental health than desirable, 
positive events (Brown and Harris 1978; Hatch 
and Dohrenwend 2007; Thoits 1983). Because of 
this, the terms “life events” or “stressful events” 
now refer to negative changes in people’s lives 
(and from this point on, this is my meaning when I 
mention life events). Second, the more negative 
events that individuals experienced in a given 
period of time (say, during six months or a year), 
the higher the likelihood they would subsequently 
suffer an injury, an illness, a disability, or death 
(Cohen, Janicki-Deverts, and Miller 2007; Cooper 
2005; Tennant 1999; Turner 2010). Pile-ups of 
stressors also produced elevated levels of psycho-
logical distress,2 and they also predicted onsets or 
recurrences of psychiatric disorders, such as gener-
alized anxiety disorder, major depression, post-
traumatic stress disorder, and alcohol and substance 
use disorders (Brown and Harris 1978; Dohren-
wend and Dohrenwend 1974; Mirowsky and Ross 
2003b; Thoits 1983, 1995).

Investigators soon realized that, although sig-
nificant and consistent, the relationship between 
events and outcomes was only weak to modest in 
strength (Thoits 1983). Many people with high 
numbers of events did not become ill or distressed, 
while others with few events did. Correlations 
between numbers of events and distress symptoms 
ranged from .10 to .35 across studies, indicating 

that negative events explained only 1 to 12 percent 
of the variance in distress. This observation sug-
gested that the health impacts of stressful events 
were being buffered or reduced by other factors. 
Many investigators turned their attention to psy-
chological and social variables that might moder-
ate the effects of stress experiences on health 
outcomes (described below under finding 5). Other 
researchers reasoned that the weak to modest link 
between negative events and health outcomes was 
because there were important types of stressful 
experiences that were not captured by checklists of 
life changes (e.g., Turner, Wheaton, and Lloyd 
1995; Wheaton 1999). More comprehensive meas-
urement of stressors might help to explain the 
higher rates of illness, injury, disability, mortality, 
psychological distress, and psychiatric disorder 
found in lower-status, disadvantaged social groups 
in the population (Dohrenwend and Dohrenwend 
1974; Pearlin 1999; Turner et al. 1995), differences 
which are sociologists’ main concern. In what fol-
lows, I focus on findings from sociological work 
that (1) included multiple types of stressors, (2) 
described the distributions of stressors across soci-
odemographic groups, and (3) examined the degree 
to which stressful experiences account for health 
differences by gender, age, race-ethnicity, marital 
status, and socioeconomic status. Five major find-
ings emerge from these lines of research, each with 
its own policy implications.

Finding 1: With More 
Comprehensive Stress 
Measurement, The  
Impacts Of Stressors On 
Health Are Substantial

As mentioned above, early stress research in psy-
chology and sociology focused only on the health 
effects of acute changes in people’s lives (e.g., 
divorce, job loss, bereavement, child’s car acci-
dent). Researchers ignored other problems or 
demands that were recurrent or enduring, requir-
ing individuals to readjust their behaviors over 
long periods of time. Such persistent or repeated 
demands were termed chronic strains or ongoing 
difficulties (Brown and Harris 1978; Pearlin et al. 
1981). Examples included insufficient income to 
pay monthly bills, work-family conflict, caring 
for a disabled child or frail parent, troubled rela-
tionships with coworkers, and living in a danger-
ous neighborhood. To tap this domain of stressful 
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experiences, Wheaton (1994) developed a 
51-item inventory of common chronic strains. 
Traumas were an additional category of stressors 
that had been neglected in prior research. Trau-
mas represent extreme threats to a person’s phys-
ical or psychological well-being. Examples 
include combat, natural disasters, sexual or phys-
ical assault or abuse, witnessing violence done to 
others, and parental death during childhood. A 
more complete assessment of individuals’ stress-
ful life experiences would include not only nega-
tive events happening to them and their signifi-
cant others, but would add ongoing strains and 
traumas that were experienced in childhood and 
adulthood.

R. Jay Turner and his colleagues have pio-
neered in measuring stressors more comprehen-
sively and in reassessing the effects of cumulative 
stressors on mental health outcomes, including 
depressive symptoms, major depressive disorder, 
substance abuse, and alcohol dependence (e.g., 
Turner 2003; Turner and Avison 2003; Turner and 
Lloyd 1999; Turner et al. 1995; Wheaton 1999). 
Turner and colleagues showed, first, that the influ-
ences of chronic strains on mental health were 
stronger than those of negative events or traumas. 
They found correlations of strains with distress 
and disorder ranged from .35 to .46, in contrast to 
correlations between .12 to .30 for stressful events, 
and between .01 and .23 for traumas (Turner et al. 
1995; Wheaton 1999). Second, childhood and 
adult traumas increased individuals’ experiences 
of subsequent stressful events and strains (Turner 
et al. 1995; Wheaton 1999). Third, events, strains, 
and traumas together explained far more variance 
in mental health outcomes than negative events 
alone. Measures of “cumulative stress burden” or 
“cumulative adversity” (events, strains, and life-
time traumas taken together) explained 25 to 40 
percent of the variance in psychological distress 
and depressive symptoms (Turner et al. 1995; 
Wheaton 1999), a dramatic improvement over the 
1 to 12 percent explanatory power of negative 
events alone. In short, when assessed more com-
prehensively, stress exposure has a much more 
substantial impact on the risks of psychological 
distress, depression, and other psychiatric disor-
ders than researchers originally believed. Although 
comparable studies of combined stressors on 
physical health outcomes have not been done, 
similar findings are probable, given that hundreds 
of studies show that at least one type of stress 
(negative events) harms physical and mental 
health alike.

Finding 2: Exposure To Stress 
Is Unequally Distributed 
In The General Population 
And Fosters Inequalities In 
Physical And Psychological 
Well-Being
Sociology’s unique contribution to the study of 
stress lies in its documentation and explanation of 
differences among social groups in stress expo-
sure, health, and well-being. Sociological studies 
over several decades have documented marked 
social inequalities in physical and psychological 
well-being, and these findings have been remark-
ably stable over time: Women live significantly 
longer than men, but they suffer more acute tran-
sient illnesses, more chronic health conditions, and 
more serious functional disabilities than men (Ver-
brugge 1989). Although women and men have 
equivalent rates of mental health problems, their 
problems differ in kind. Women report higher lev-
els of psychological distress and have higher rates 
of mood and anxiety disorders, while men have 
greater alcohol and drug problems, substance use-
disorders, aggressive behaviors, and antisocial per-
sonality disorders (Kessler et al. 2005b; Kessler 
and Zhao 1999; Mirowsky and Ross 2003b).

African Americans and Hispanics have higher 
morbidity, disability, and mortality rates than whites 
(Geronimus 1992; Geronimus et al. 1996, 2006; 
Hayward et al. 2000; House 2002; Walsemann, 
Geronimus, and Gee, 2008; Warner and Hayward 
2006; Williams and Collins 1995), but they have 
equal or lower levels of psychological distress and 
equal or fewer psychiatric disorders than whites 
(Brown et al. 1999; Kessler et al. 2005b; Kessler 
and Zhao 1999).3

Not surprisingly, illnesses, disabilities, and 
mortality climb with age (House et al. 1994; 
Walsemann et al. 2008), but symptoms of distress 
or depression are curvilinearly related to age—
high in adolescence and young adulthood, low in 
middle-age, and greater again among older age 
groups (Kessler et al. 1992; Miech and Shanahan 
2000; Mirowsky and Ross 2003b). The onset of 
psychiatric disorders is most frequent in adoles-
cence and young adulthood and drops off with age 
(Kessler et al. 2005a). In general, physical health 
declines while psychological well-being improves 
with age (with the exception of greater distress/
depression among elderly persons).

Unmarried individuals, particularly those who 
are separated, divorced, and widowed, have more 
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illnesses and disabilities (Hughes and Waite 2009), 
live shorter lives (House, Landis, and Umberson 
1988; Rogers 1995), report more symptoms of 
psychological distress (Mirowsky and Ross 2003b), 
and have more psychiatric disorders than married 
persons (Kessler et al. 2005b; Kessler and Zhao 
1999).

Finally, persons with low education, income, or 
occupational prestige have the highest rates of mor-
bidity, disability, mortality, psychological distress, 
and mental disorder compared to those in more 
advantaged socioeconomic positions (Elo and Pres-
ton 1996; Hayward et al. 2000; House 2002; House 
et al. 1994, 2005; Kessler et al. 2005b; Kessler and 
Zhao 1999; Lantz et al. 2005; Mirowsky and Ross 
2003a, 2003b; Ross and Wu 1995).

Overall, then, physical and mental health prob-
lems are more frequent among women, adoles-
cents and young adults (excepting physical 
conditions), blacks and Hispanics (excepting psy-
chological conditions), unmarried individuals, and 
persons on lower rungs of the socioeconomic lad-
der. As Pearlin has observed, “People’s standing in 
the stratified orders of social and economic class, 
gender, race, and ethnicity have the potential to 
pervade the structure of their daily existence . . .  
shaping the contexts of people’s lives, the stressors 
to which they are exposed, and the moderating 
resources they possess” (1999:398–99). It follows 
that exposure to stressors should vary inversely 
with social status, and differential stress exposure 
should at least partially explain the higher rates of 
morbidity, disability, mortality, distress, and psy-
chiatric disorder that are generally found in lower 
status, disadvantaged social groups (Dohrenwend 
and Dohrenwend 1974; Pearlin 1999).

Initially, sociologists examined only the social 
distributions of negative life events and obtained 
mixed findings (Hatch and Dohrenwend 2007). 
Once attention shifted to ongoing strains and 
cumulative stressors, however, consistent and tell-
ing results were obtained: Females, young adults, 
members of racial-ethnic minority groups, divorced 
and widowed persons, and poor and working-class 
individuals had significantly more chronic difficul-
ties in their lives and faced more cumulative bur-
dens overall (Avison, Ali, and Walters 2007; Thoits 
1995; Turner 2003; Turner and Avison 2003; 
Turner et al. 1995).

Because unequal distributions of cumulative 
stressors closely paralleled inequalities in rates of 
physical and/or mental health problems by social 
status, it seemed likely that stress exposure would 
at least partially account for such health disparities. 

And, indeed, that is what studies showed with 
respect to self-rated poor health, functional limita-
tions, and physical health conditions (Ensel and 
Lin 2000; House et al. 1994, 2005; Kosteniuk and 
Dickinson 2003; Lantz et al. 2005; Lin and Ensel 
1989), as well as distress and depressive symp-
toms, major depressive disorder, and alcohol and 
substance use disorders (Avison et al. 2007; Lorenz 
et al. 1997; Seeman and Crimmins 2001; Turner 
2003; Turner and Avison 2003; Turner et al. 1995; 
Turner and Lloyd 1999). The power of combined 
stressors to explain status differences in health was 
impressive in studies that provided such estimates 
(all such studies examined mental health out-
comes). For example, in a sample of urban adults, 
cumulative stressors explained 23 percent of the 
gender gap, 20 percent of the marital status gap, 
and 50 percent of the SES gap in depressive symp-
toms (Turner et al. 1995; see also Turner 2003; 
Turner and Avison 2003; Turner and Lloyd 1999), 
and stressors almost entirely accounted for the 
higher psychological distress of single mothers 
compared to married mothers (Avison et al. 2007; 
Lorenz et al. 1997). Although explanatory power 
can vary considerably across studies, especially for 
sex and racial-ethnic differences (e.g., Denton, 
Prus, and Walters 2004; McDonough and Walters 
2001; Turner 2003; Turner and Avison 2003), the 
bulk of the literature indicates that differential 
exposure to stressful experiences is one of the cen-
tral ways that gender, racial-ethnic, marital status, 
and social class inequalities in health are produced.

Finding 3: Members Of 
Minority Groups Are 
Additionally Burdened By 
Discrimination Stress, Which 
Damages Physical And 
Mental Health

Discrimination refers to unfair or unjust treatment 
by others on the basis of one’s gender, race-ethnicity, 
age, social class, sexual orientation, body weight, 
or other status characteristics. Discriminatory 
behaviors can be subdivided into two types: major 
events such as being fired or refused a home loan 
or promotion, and repeated or chronic harassment, 
threats, or slights on the basis of one’s social status. 
Considerable evidence shows that women, racial 
and ethnic minorities, sexual minorities, and mem-
bers of other devalued groups (e.g., persons with 
obesity) report both more lifetime discriminatory 

 by guest on November 9, 2015hsb.sagepub.comDownloaded from 

http://hsb.sagepub.com/


Thoits	 S45

events and day-to-day discriminatory strains than 
their higher status counterparts (Brown et al. 2000; 
Carr and Friedman 2006; Gee et al. 2007; Jackson 
et al. 1996; Kessler, Mickelson, and Williams 1999; 
Krieger and Sidney 1996; Meyer 1995; Mustillo  
et al. 2004; Pavalko, Mossakowski, and Hamilton 
2003; Turner and Avison 2003; Williams et al. 
1997; Williams, Neighbors, and Jackson 2003). 
These studies also show that discriminatory expe-
riences are significantly associated with self-rated 
poor health, chronic health conditions, disabilities, 
high blood pressure, psychological distress, anxi-
ety disorder, and major depressive disorder, among 
other conditions, even when other life stressors are 
controlled. Longitudinal data verify that persons’ 
current psychological states do not lead them to 
recall more discriminatory experiences (Brown  
et al. 2000; Pavalko et al. 2003).4 Although dis-
criminatory experiences alone explain only small 
amounts of the relationship between lower social 
status and health problems (e.g., Kessler et al. 
1999; Williams et al. 1997), acts that occur repeat-
edly or daily have impacts that can be as large or 
even larger than recent life events on physical or 
emotional well-being (e.g., Kessler et al. 1999; 
Turner and Avison 2003). Thus, discrimination 
stress adds to the disproportionate burden of stress-
ors borne by lower status, disadvantaged group 
members in the United States.

Finding 4: Stressors 
Proliferate Over The 
Life Course And Across 
Generations, Sustaining 
(And Widening) The Health 
Gaps Between Advantaged 
And Disadvantaged Social 
Groups
Stress proliferation refers to a process in which an 
initial stressor gives rise to additional stressors 
(Pearlin 1999; Pearlin et al. 2005), much like 
ripples spreading outward from a stone tossed 
into a pond. In essence, problems can beget more 
problems within the same life domain, as when 
AIDS caregivers’ tasks expand exponentially as 
their loved ones’ health deteriorates (Pearlin, 
Aneshensel, and LeBlanc 1997). Difficulties in 
one life domain also can spread to other domains, 
as when increased caregiving duties interfere 
with work performance or cause job loss (Pavalko 
and Woodbury 2000; Pearlin et al. 1997). The 

proliferation of primary stressors from one life 
domain to another (for example, from work to 
home, from loss of spouse to financial problems, 
from job loss to marital and parenting strains) has 
been well-documented (Bolger et al. 1989; Dil-
worth and Kingsbury 2005; Grzywacz, Almeida, 
and McDonald 2002; Lorenz et al. 1997; Umber-
son, Wortman, and Kessler 1992). These studies 
also show that secondary stressors augment indi-
viduals’ distress, depression, and ill health.

There are two additional ways that stressors can 
proliferate. First, stressors can multiply not only in 
the short run but over the life course (Pearlin et al. 
2005). Childhood events and strains generate 
stressful experiences during adolescence, which 
lead to further stressors in young and later adult-
hood. For example, adults with one or more trau-
matic events in childhood report greater numbers 
of lifetime and recent stressful events (Horwitz  
et al. 2001; Turner and Avison 2003; Turner et al. 
1995; Wheaton 1999). Childhood stressors harm 
adult mental health directly, indirectly through 
stress accumulation (Turner and Avison 2003; 
Turner et al. 1995), and by intensifying the impacts 
of events and strains that occur in adulthood 
(Umberson et al. 2005; Wheaton and Clarke 2003)

Second, stress can proliferate across genera-
tions. Pearlin et al. (2005) observed, “[A]ll those 
linked by shared membership in a role set may feel 
the consequences of stressors initially confronted 
by only one member . . . here we suggest a different 
form of proliferation, one that disruptively spreads 
to important social relationships and adversely 
affects the lives of others in those relationships” (p. 
213). One of the most important relationships, of 
course, is that between parents and children. Par-
ents’ stressors, particularly the strains of persistent 
poverty, single parenting, and poor job conditions, 
and changes such as divorce and intermittent 
unemployment, represent stressors to children in 
themselves. Parents under stress give less warmth, 
attention, support, and effective discipline to their 
children, further elevating their children’s distress 
and depression, behavioral problems, and poor 
educational performance (e.g., Conger et al. 1994; 
Cooksey, Menaghan, and Jekielek 1997; McLeod 
and Nonnemaker 2000; McLeod and Shanahan 
1993, 1996; Menaghan et al. 2000; Menaghan, 
Kowaleski-Jones, and Mott 1997; Simons et al. 
1999; Wheaton and Clarke 2003).

It should be clear that stress proliferation  
processes are important because they are part of 
the reproduction of social disadvantage from one 
generation to the next (Menaghan et al. 1997; 
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Wheaton and Clarke 2003). Additionally, they may 
help to explain a related phenomenon, the widen-
ing of health inequalities by race-ethnicity and 
socioeconomic status as birth cohorts age 
(Geronimus et al. 2006; House 2002; House et al. 
1994; Lynch 2006; Ross and Wu 1996; Walsemann 
et al. 2008; Warner and Hayward 2006). Such 
intra-cohort divergences in health recently have 
become the focus of cumulative advantage/disad-
vantage theorists (Dannefer 1987, 2003).

Cumulative advantage/disadvantage theory 
suggests that resources and deficits experienced 
early in life compile and compound over the life 
course, producing increasing disparities in wealth, 
health, longevity, and well-being within birth 
cohorts over the long run. This theoretical process 
is an aggregated or population version of the “Mat-
thew Effect” (Merton 1968), in which people who 
have advantages accrue more over time, while 
people who lack advantages increasingly lose what 
they have (Dannefer 2003; Umberson et al. 2006; 
Warner and Hayward 2006).

Cumulative advantage/disadvantage studies of 
health outcomes are quite consistent in their find-
ings (Geronimus et al. 2006; House 2002; House  
et al. 1994, 2005; Lynch 2003, 2006; McLeod and 
Shanahan 1996; Miech and Shanahan 2000; 
Mirowsky and Ross 2003a; Ross and Wu 1996; 
Walsemann et al. 2008). First, differences in phys-
ical and mental health by educational level and 
household income widen significantly with age. 
Second, health deteriorates earlier and more rap-
idly over time among those with less education and 
income.5 Third, the magnitude of the health dispar-
ity between blacks and whites is greatest among 
individuals with the least educational advantages 
and attainment, i.e., race and years of schooling 
interact to further disadvantage African Americans 
relative to whites (Walsemann et al. 2008).

The parallels between the stress proliferation 
process at the individual level and the cumulative 
advantage/disadvantage process at the aggregate 
level are obvious. Both theoretical processes 
emphasize unequal distributions of risks and 
resources across social groups that accumulate and 
expand in their effects as individuals or cohorts 
age, creating large and systematic inequalities in 
physical health, longevity, and emotional well-
being. The difference between the two processes is 
that stress proliferation sums up or traces out the 
health effects of a sequence of stress experiences 
at the individual level over time (e.g., Pearlin  
et al. 1997; Turner and Avison 2003); cumulative 
advantage/disadvantage research sums up or traces 

out the health impacts of structural factors at the 
individual or aggregate level over time (e.g., pov-
erty, years of education, residential segregation, 
noxious or dangerous occupations, single-headed 
households, neighborhood disorder). A further dif-
ference is that stress researchers rarely document 
the widening gap in health outcomes by age or 
stage in the life course; in contrast, describing and 
accounting for expanding divergence is of central 
concern to cumulative advantage/disadvantage 
researchers. Despite these contrasts, the theoretical 
parallels between the two processes suggest that 
stress proliferation may be a key mechanism 
through which early- and later-life structural disad-
vantages yield increasingly adverse health out-
comes as people move through the life course. 
Because appropriate longitudinal data are rare, 
only a handful of studies have examined and con-
firmed the role of stress proliferation in the cumu-
lative disadvantage process (House et al. 1994, 
2005; Miech and Shanahan 2000; Wheaton and 
Clarke 2003).

Finding 5: The Impacts Of 
Stressors On Health And 
Well-Being Are Reduced 
When Persons Possess High 
Levels Of Mastery, Self-Esteem, 
Or Social Support

Stress researchers have not only documented the 
social distributions and health impacts of exposure 
to stress but have devoted considerable attention to 
factors that can buffer or weaken those impacts: 
people’s coping resources. When handling major 
events and chronic strains, individuals draw on a 
number of personal and social assets. Three have 
emerged in sociological work as particularly effi-
cacious stress-buffers: a sense of control or mas-
tery over life, high self-esteem, and social support. 
A sense of control or mastery is a generalized 
belief that most circumstances in one’s life are 
under one’s personal control. High self-esteem is a 
perception of oneself as a good, valued, and com-
petent person. Social support refers to emotional, 
informational, or practical assistance from signifi-
cant others, such as family members, friends, or 
coworkers; support actually may be received from 
others or simply perceived to be available when 
needed. All three of these resources augment indi-
viduals’ abilities to cope with stressful demands. 
Mastery and self-esteem encourage active attempts 
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at problem-solving, and perceived social support, 
especially perceived emotional support, dimin-
ishes stress-induced psychological distress and 
physiological arousal (Kessler and McLeod 1985; 
Pearlin et al. 1981; Taylor and Stanton 2007; Thoits 
1995; Turner and Roszell 1994; Uchino 2004). 
Lower status, disadvantaged group members (women, 
minorities, unmarried persons, working class and 
poor individuals) generally have lower levels of 
these coping resources (Thoits 1995; Turner and 
Marino 1994; Turner and Roszell 1994), which 
means that they are doubly at risk of developing ill 
health and mental health problems: Acute and 
chronic stressors are concentrated in the very 
groups that are deficient in these stress-buffering 
assets.

Policy Implications

Believing initially that stressful events had only 
weak to modest effects on physical and mental 
health, stress researchers from the late 1970s 
through the early 1990s concentrated on perceived 
control, self-esteem, and social support as stress-
buffering factors. Investigators in this era empha-
sized the development of interventions to bolster 
the coping skills, sense of empowerment, self-
esteem, or supportive ties of at-risk individuals or 
families (e.g., Cohen, Gottlieb, and Underwood 
2000), and this work has continued (e.g., Taylor 
2007; Taylor and Stanton 2007). For policy mak-
ers, interventions offer the opportunity to amelio-
rate distress, promote problem-solving, and foster 
adaptation among individuals facing major family, 
job, health, and neighborhood stressors.

Policy Implication 1: To reduce the health 
impacts of major adversities in indi-
viduals’ lives, coping and social support 
interventions that most effectively buffer 
the effects of stress should be identified, 
their best practices distilled, and their 
programs disseminated for wider use by 
community agencies, voluntary and reli-
gious organizations, and employers.

From the 1990s onward, mounting evidence 
revealed that cumulative stress exposure explained 
far more variance in ill health, disability, mortality, 
distress, and disorder than investigators ini-
tially realized, and that accumulations of stressors 
were greatest in lower status, disadvantaged social 
groups. Hence, programs or policies designed 

solely to bolster individuals’ psychosocial 
resources would not address the underlying cause 
of unequal ill health and distress in the population. 
In order to lessen people’s lifetime accruals of 
events and chronic hardships, policies would need 
to target “upstream” macro-level structural inequal-
ities in addition to “downstream” stress-buffering 
resources possessed by individuals. Stress research-
ers and cumulative advantage/disadvantage inves-
tigators converged on a fundamental policy 
conclusion (e.g., Aneshensel 2009; Cooksey et al. 
1997; Geronimus 1992; House 2002; House et al. 
1988, 1994; Link and Phelan 1995; Turner and 
Avison 2003; Umberson et al. 2005; Walsemann  
et al. 2008; Warner and Hayward 2006;  Williams 
et al. 1997):

Policy Implication 2: To reduce health 
inequalities, the structural conditions 
that put people “at risk of risks” (Link 
and Phelan 1995:80)—i.e., discrimina-
tion, poverty, residential segregation, 
inadequate schools, unemployment—
should be the focus of ameliorative 
social programs and policies.

This conclusion, of course, is neither new nor 
surprising, but it is now underscored, buoyed, and 
given urgency by advances in stress assessment 
and overwhelming evidence that has grown during 
the 50 years since Hans Selye first put a name to 
the stress concept.

Recent evidence also shows that structural dis-
advantages and abundant adversities in childhood 
ripple forward into adolescence, adulthood, and old 
age, as difficulties cascade and compound over the 
life course. Such trajectories produce earlier and 
more rapid declines in physical health as individu-
als grow older. The long reach of childhood experi-
ences has led researchers to converge on a related 
policy implication (McLeod and Shanahan 1996; 
Menaghan et al. 1997; Umberson et al. 2005; 
Walsemann et al. 2008; Wickrama et al. 2003):

Policy Implication 3: To reduce health dis-
parities over the life course, policies and 
programs should target children who 
are at long-term health risk due to early 
exposure to poverty, inadequate schools, 
and stressful family circumstances.

Again, this implication is neither new nor sur-
prising. The evidence for long-term health conse-
quences of childhood experiences simply underlines 
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the reality that current social policies and programs 
that target children’s well-being are not only cru-
cial to maintain, but that additional programs and 
policies meeting the needs of vulnerable youth are 
essential.

Realistically, large-scale social policy changes 
(such as guaranteed annual incomes for poor fami-
lies, federal funding to equalize the quality of 
schools, universal health insurance) are difficult to 
enact for entrenched cultural, political, and eco-
nomic reasons. More manageable and politically 
feasible approaches might target the meso-level 
structures in which disadvantaged families live and 
work: their neighborhoods or communities (See-
man and Crimmins 2001). These local structures 
are the intermediate link between macro-structural 
forces and individuals’ lives. Policies that dilute 
residential segregation, curtail crime, reduce ine-
qualities in funding across school districts, provide 
opportunities for exercise and access to fresh 
foods, and promote community participation, self-
governance, and cohesion reverberate through 
residents’ lives and improve health and well-being 
in the community overall (Aneshensel 2009; 
Aneshensel and Sucoff 1996; Pearlin 1999; Ross, 
Mirowsky, and Pribesh 2001; Stockdale et al. 
2007; Wheaton and Clarke 2003). In essence, the 
physical and social infrastructures of disadvan-
taged neighborhoods can be targeted, rather than 
seemingly intractable macro-level social inequali-
ties. A fundamental implication that flows from 
research on stress and health is that broadening 
access to health care is only one prong of effective 
health policy. Promotion of individual-, meso-, and 
macro-level changes that lessen stress exposure, 
foster empowerment, and enhance social integra-
tion is health policy, too.

Future Directions In Policy-
Relevant Stress Research

Three directions in policy-relevant stress work 
can be suggested. First, although meso-level 
approaches to altering the stress-generating con-
texts of individuals’ lives hold real promise, more 
research is needed to trace the effects of neigh-
borhood disadvantage to residents’ personal 
experiences of chronic strains, social isolation, 
and lack of control (Aneshensel 2009). To further 
substantiate the utility of a meso-level health 
policy approach, more research will need to  
verify the ameliorative influences of neighbor-
hood improvements on the aggregate physical 

and mental health of community residents (See-
man and Crimmins 2001).

Second, to enhance the predictive power, and 
thus the policy-relevance, of stress theory and its 
findings more generally, it may be fruitful to 
employ cumulative measures of health outcomes. 
Stress theory has always been nonspecific in the 
outcomes it is intended to explain; it is not tailored 
to forecast the onset, say, of heart failure versus 
bipolar disorder. The underlying hypothesis is that 
multiple stressors along with debits in psychoso-
cial coping resources can result in any one of a 
wide variety of bodily, behavioral, or emotional 
problems. Because of this, Aneshensel, Rutter, and 
Lachenbruch (1991) have argued that it is impor-
tant to assess a variety of health outcomes to better 
capture the general effect of adversities on health, 
and many researchers have since followed that 
advice by incorporating multiple health indicators 
in their studies. However, they continue to analyze 
those outcomes separately, as distinguishable 
rather than interchangeable consequences of the 
stress process (e.g., House et al. 2005; McDonough 
and Walters 2001). If stress exposure can lead to 
heart disease or obesity or functional limitations or 
depression or alcohol abuse, then such disparate 
outcomes might be compiled into a single sum-
mary measure of poor health (Turner 2010). Alter-
natively, physical health problems and mental 
health problems could be aggregated separately. 
This measurement strategy would be fully consist-
ent with the nonspecificity hypothesis that under-
girds the stress process, as well as with the practice 
of amalgamating traumas, stressful events, chronic 
strains, or all three into summary indices of bur-
den. Studies showed that measures of cumulative 
burden substantially increased the explanatory 
power of stressors. Even more explanatory power 
might be gained by applying the same measure-
ment strategy to health outcomes. The key “lever-
age points” for the introduction of programmatic 
or policy interventions would be the causal mecha-
nisms that reliably link an accumulation of stres-
sors to an accumulation of physical and/or mental 
health problems (Aneshensel 2009).

Third, theoretical integration of cumulative 
advantage/disadvantage and of stress proliferation 
processes seems warranted, along with further tests 
of the interplay between structural disadvantages, on 
the one hand, and stress exposure and the relative 
lack of psychosocial resources, on the other. Consid-
erable work has documented that disadvantages 
compound with respect to physical illness, disability, 
and mortality outcomes. The degree to which, and 
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the ways in which individuals’ stressful experiences 
and coping resources play a role in this snowballing 
process over the life course should be further elabo-
rated and verified. In contrast, although mental health 
research has convincingly established that accumu-
lated stressors and inadequate coping resources link 
disadvantaged social status to subsequent psycho-
logical problems over the short run, investigators 
rarely have examined the compounding effects of 
structural disadvantages on mental health as people 
grow older, nor have they assessed whether prolifer-
ating stressors and diminishing resources help to 
account for presumably widening gaps in mental 
health outcomes over the life course across catego-
ries of gender, race-ethnicity, marital status, and 
socioeconomic status. Such complementary studies 
(i.e., how stressors play a role in cumulative disad-
vantage for physical health, and how cumulative 
disadvantages play a role in stress proliferation for 
mental health) would further validate the crucial role 
of stressors in magnifying social status inequalities in 
both physical and mental health over the long run.

In Sum

The past five decades have seen a meteoric rise in 
the number of studies examining the physical and 
mental health consequences of traumas, negative 
events, and chronic strains. Sociologists have dem-
onstrated definitively that burdens of stress account 
substantially for gender, race, ethnic, age, marital 
status, and socioeconomic status differences in 
bodily and emotional well-being. These findings 
point insistently to the origins of damaged health 
in conditions of structural disadvantage tied to 
individuals’ positions in the stratification system. 
It follows that programs and policies targeting 
structural disadvantages at the macro and meso 
levels offer a vital way to attenuate health dispari-
ties in the aggregate and over the long run. These 
efforts can be complemented by coping and social 
support interventions that benefit individuals who 
are struggling with major events or chronic strains 
in their personal family, and work lives.

Notes
1.	 Selye was the first to use the term “stress” to refer to 

unpleasant environmental events and the physiological 
reactions that they caused. Subsequent investigators 
have distinguished carefully between stresses or 
stressors (environmental demands requiring behav-
ioral readjustment) and stress reactions (physiological 

or emotional responses to those demands). This dis-
tinction separates causes from consequences, both 
theoretically and empirically.

2.	 Psychological distress refers to co-occurring symp-
toms of anxiety, depression, and somatic discomfort 
(e.g., sleeplessness, trembling hands, headaches), 
indicating a general state of emotional arousal or 
upset. Psychological distress is strongly associated 
with the onset or recurrence of clinical disorder 
(Payton 2009).

3.	 Asian Americans, in contrast, are particularly advan-
taged in terms of physical and emotional health 
relative to whites, while Native Americans are dra-
matically worse off (Williams and Collins 1995).

4.	 Several studies (e.g., Gee et al. 2003; Turner and 
Avison 2003; Williams et al. 1997) measure unfair 
treatment experiences in general, but not unfair treat-
ment on the basis of one’s social status, which is a 
more specific and appropriate assessment of status-
based discrimination. Despite this, their findings are 
consistent with studies employing status-based mea-
sures (e.g., Krieger and Sidney 1996; Mustillo et al. 
2004; Pavalko et al. 2003).

5.	 House et al. (1994, 2005) found that divergence in 
rates of health problems peaked in later middle age 
and early old age, and then rates began to converge at 
ages 65 and older (see also Lynch 2006), in contrast to 
Ross and Wu (1996) who found continued divergence 
in the oldest groups.
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