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Abstract The aim of this article is to acquaint the general public with select socioeconomic 
status (SES) parameters (type of work, education level, employment category, and 
net monthly income) of select nationalities (Ukrainians, Slovaks, Vietnamese, Poles, 
and Russians) from a total of 1,014 immigrants residing in the Czech Republic. It will 
also present a subjective assessment of socioeconomic status and its interconnection 
with subjective assessment of health status. This work was carried out as part of the 
“Social determinants and their impact on the health of immigrants living in the Czech 
Republic” project (identification number LD 13044), which was conducted under the 
auspices of the European Cooperation in Science and Technology (COST) agency.

Quantitative methodology in the form of a questionnaire was selected to facili-
tate the research aim. Data was processed using the Statistical Package for Social 
Sciences (SPSS), version 16.0 (SPSS, Inc., Chicago, IL, USA). Statistical analyses 
were performed using the Pearson chi-square test, adjusted residual analysis, and 
multivariate correspondence analysis.

The results of these tests demonstrated a statistically significant relationship between 
subjective assessments of socioeconomic status and the following related select char-
acteristics: type of work performed (manual/intellectual), employment categories, 
education, and net monthly income. Results indicate that those situated lowest on the 
socioeconomic ladder feel the poorest in terms of health; not only from a subjective 
perspective, but also in terms of objective parameter comparisons (e.g. manual labor-
ers who earn low wages). As the level of subjective SES assessment increases, the level 
of subjective health assessment increases, as well. Thus, the relationship has a natural 
gradient, as was described by Wilkinson and Marmot in 2003. Our study found no 
evidence of a healthy immigrant effect. Therefore, it was not possible to confirm that 
health status deteriorates with length of residence, or that the health status of immi-
grants with a residence duration of less than 5 to 10 years is statistically significantly 
better than immigrants who have resided in the Czech Republic for 10 years or more.

We conclude that, by increasing the education levels of immigrants, or actively 
selecting qualified foreign workers (according to set criteria), the number of people 
in the Czech Republic who positively assess their health status will surge. In terms 
of prevention, it is essential to focus on manual laborers and to differentiate specific 
methods to improve their health status (e.g. awareness-raising campaigns in large 
plants and factories), given that they comprise the weakest group in this regard.
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INTRODUCTION
This paper presents information on subjective assess-
ments of socioeconomic status (SES) and select objec-
tive parameters that were studied during the course of 
a project entitled “Social determinants and their impact 
on the health of immigrants living in the Czech Republic”, 
which was funded by the European COST agency (proj-
ect ID: LD 13044). The article aims to utilize the results 
of subjective health assessments to acquaint the general 
public with select SES parameters in select nationalities 
of immigrants (Ukrainians, Slovaks, Vietnamese, Poles, 
and Russians) residing in the Czech Republic, and dem-
onstrate their relationship to health status. The project 
was adopted in 2013 as part of scientific research enti-
tled “Adapting European Health Systems to Diversity” 
(ADAPT), and will conclude in December 2015.

Social determinants of health
Social determinants of health present a comprehen-
sive view of health in a contemporary world that is full 
of diversity and differences. Their multidimensional 
nature has been confirmed by numerous scientific dis-
ciplines, particularly those of epidemiology (e.g. Gordis 
2009), social medicine, and the sociology of medicine 
(e.g. Bártlová 2005; Holčík et al. 2006). Combinations 
of these postulates form a complete approach to dis-
ease etiology and preventive approaches that lead to 
full bio-psycho-social-spiritual welfare and unity, as it 
is partially defined in the World Health Organization 
(WHO) Constitution from 1946. The significance of 
this concept of health led to the creation and adoption 
of the Rio Political Declaration on Social Determinants 
of Health in October 2011, as well as the establishment 
of the WHO’s Commission on Social Determinants of 
Health, over which Sir Michael Marmot presided. Of 
course, the entire concept has received support and 
encouragement from numerous published findings, 
including the Marmot Review (2010) and various sci-
entific articles (e.g. Barbeau et al. 2004; Marmot et al. 
2010; Kajanová and Urban 2011; Brabcová and Vacková 
2013; Gabrielová and Velemínský 2014; Urban and 
Kajanová 2014; Gabrielová and Brabcová 2015).

Key evidence signifying the importance of this con-
cept was the demonstration of major health differences 
among countries with high or low standards of living, 
and even among locations situated closely within a 
given country (e.g. human life expectancies in various 
neighborhoods in Glasgow, Scotland); an issue which 
Prof. Marmot (2005) was not alone in deeming it to be 
unjustifiable. 

Social determinants of health in immigrants
One particularly vulnerable group in the context of 
health inequality are migrants (e.g. immigrants, asylum 
seekers, de facto refugees, etc.) who abandon their 
country of origin in order to seek a new life abroad. The 
differences in the health of immigrants and different 

ethnic groups have been confirmed by authors such as 
Smith et al. (2000) and Bos et al. (2004). Solar and Irwin 
(2007) reported that health inequalities are dependent 
upon many factors including the individual’s position in 
society, gender, and ethnicity. Nazroo (2003) described 
ethnic inequalities that are particularly evident among 
minorities in the USA and UK (i.e. 2 countries that 
have a long history of migration, including slavery 
and colonialism). It is therefore imperative, according 
to Tóthová et al. (2010) and Velemínský et al. (2014), 
to address the issue of immigrants’ health status and 
include resolution proposals in government integration 
and health care policies (e.g. Brouček 2012; Brabcová 
et al. 2013; Vacková et al. 2014; Záleská et al. 2014).

Immigrants in the Czech Republic (statistics)
According to the Czech Statistical Office (CSO), 
451,923 foreigners were resident in the Czech Republic 
as of 31. 12. 2014. The 5 most common foreign nation-
als were Ukrainians (104,388), Slovaks (96,222), Viet-
namese (56,666), Russians (34,685), and Poles (19,626). 
As of 31. 12. 2014, a total of 5,464 Mongolians were also 
resident in the Czech Republic (Number of foreigners 
2015, CSO).

Socioeconomic status – a theoretical definition
Research has shown (e.g. Marmot 2006) that the social 
position of an individual dramatically impacts their 
health, and does so from birth. SES is a component of 
social stratification as the basic structure of society and 
is, according to Šanderová (2004), an expression of the 
unequal distribution of scarce resources both material 
and immaterial in nature, especially wealth, power, 
and prestige. LaVeist (2005) stated that SES could be 
assessed using the following 6 most commonly used 
indicators: poverty, income, education, employment, 
welfare and other indices that combine income, edu-
cation, and employment-associated prestige. Accord-
ing to Vacková et al. (2014), selection criteria can be 
adjusted and could be categorized as “status character-
istics”. The status characteristics selected for this study 
included the highest level of education achieved, type 
of work, employment category, and income. Addition-
ally, participants provided their own subjective SES 
assessments, the methodology of which was adapted 
from research conducted by Sing-Manoux et al. (2003) 
that was based on the assertion that subjective mea-
surements can determine social status dimensions that 
cannot be measured objectively.

Research aim and method of resolution
The title of this article indicates the aim to find rela-
tionships between subjective assessments of health 
and SES (subjective assessments and select objective 
parameters). The conceptual resolution upon which 
the project focused was the social gradient among 10 
social determinants of health (published by Wilkinson 
and Marmot in 2003).
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Socioeconomic status (SES) in select immigrants
The research question was, “What is the subjectively 
perceived SES among select nationalities in terms of 
select objective parameters (e.g. level of education, net 
monthly wages, type of work, and employment category) 
and does it impact subjective perceptions of health?”

Select SES questions:
   education (4 sub-categories were created: elemen-

tary, secondary, college and university);
   net monthly income in CZK (5 sub-categories 

were created according to the representation of 
responses: 0–10,000; 10,001–15,000; 15,001–
20,000; 20,001–30,000; and >0,001);

   employment was categorized according to Mat-
thews and Power (2002), which is the employment 
classification used in the UK for international 
comparison (the CSO category of employment 
is used in the Czech Republic). The respondents 
were only represented by the following catego-
ries: ancillary and unskilled workers (manual po-
sition); low-skilled workers (manual position); 
administrative and technical staff; executives and 
managers; and a supplemental category for those 
not in the labor market (e.g. mothers on mater-
nity leave, students, the unemployed, etc.);

   type of work (categorized as manual, a combina-
tion of manual and intellectual, and intellectual);

   subjective perception of SES in the Czech Republic 
and country of origin: Respondents reported on a 
scale of 1 to 10, with 1 representing the lowest SES 
and 10 the highest; a tool for subjective classifica-
tion to first determine which groups ranked the 
lowest (e.g. the homeless) and highest (e.g. judges 
and doctors) and then classify themselves. De-
marcation of the scale was determined by each 
participant separately. This 10-point scale was 
sub-categorized in 2 ways, the first of which indi-
cated 3 positions of low SES (1–3 points), middle 
SES (4–7 points), and high SES (8–10 points) – 
once again, according to the representation of re-
spondents. The second form of subcategorization 
merged only the 2 extreme values   and the mean 
was left to allow close examination of respon-
dents’ subjectively evaluated SES.

Subjective perception of health
These variables were related to the subjective perception 
of health, which was investigated via the question, “How 
do you feel about your overall health?” (Answer options 
ranged from “excellent” to “very badly” on a 5-point 
scale.)

MATERIALS AND METHODS
Quantitative methodology, in the form of a question-
naire, was used to achieve the research aim. Data was 
processed using SPSS, version 16.0 (SPSS, Inc., Chicago, 

IL, USA). Statistical analyses were performed using 
i) the Pearson chi-square test (agreed confidence level 
of α = 0.05; no cell had an expected frequency of less 
than 1, and more than 20% of the cells had an expected 
frequency of less than 5); ii) adjusted residual analysis, 
which determined the significance of deviations in 
data and expected values (displayed in the text by sign 
schemes); and iii) multivariate correspondence analy-
sis, the main output of which was a graph displaying 
variable categories in the plane (or a multidimensional 
space). Henceforth, use of the word significant or sig-
nificantly will mean statistically significant.

Project schedule
The project schedule was designed to achieve the pri-
mary study aim and answer the fundamental research 
question (i.e. determine whether select characteristics of 
social situations impact the health of an individual). In 
2013, background research was conducted via domes-
tic and foreign (database) literature review; the research 
tool (a questionnaire) was created; and the first stage 
of data collection was performed. In 2014, the second 
stage of data collection was performed (including blood 
sampling), and the first analysis was performed with 
the SPSS program. The data matrix was prepared with 
statistical tests including the chi-square test, adjusted 
residual analysis, cluster and correspondence analyses, 
and select non-parametric tests. In 2015, the results will 
be published and a monograph will be prepared; both 
of which will be finalized later this year.

Target group
The target group of select immigrants residing in the 
Czech Republic comprised a total of 1,014 respondents: 
185 Vietnamese (18.4%); 198 Poles (19.7%), 237 Ukrai-
nians (23.6%), 190 Russians (18.9%), and 193 Slovaks 
(19.2%). Respondent distribution according to sex was 
575 women (57.2%) and 430 men (42.8%); respondent 
distribution according to age (sub-categorized into 3 
groups) was 281 18–30 years (28.1%); 538 aged 30–49 
years; (53.7%); and 182 ≥50 years (18.2%).

All participants were legally established immi-
grants in the age group of 18–65 years. Respondents 
were contacted through partner organizations that 
deal with integration and migration in the capital city 
of Prague, as well as in the South Bohemian, Central 
Bohemian, Plzeň, Ústí nad Labem, Moravian-Silesian, 
South Moravian, and Hradec Králové Regions. Given 
the absence of a core set of immigrants living in the 
Czech Republic, and the impossibility of determining 
the place of immigrant life (since the place of residence 
may not necessarily coincide with where the respon-
dent lives and works), it was not possible to identify a 
representative group of immigrants on a regional basis. 
Thus, selection was deliberate and based on 4 stratifica-
tion criteria including nationality, sex, age (18–30 years, 
30–49 years, and ≥50 years) and residence duration 
(≤5 years; >5 years; >10 years; and ≥15 years).
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The Conception of Integration from 2006 defines 
immigrant as a “long-term, legally-established alien 
who has been legally resident in the Czech Republic 
for a period of at least one year”. For the purposes of 
this study, however, it was not necessary to require one 
year of residence given that all foreign immigrants had 
already been granted a long-term visa or long-term 
residence permit exceeding this minimum (especially 
in the case of those with permanent residence).

RESULTS
Subjective SES and other select parameters
High compliance (p = 0.000) was observed when exam-
ining the relationship between subjective SES assess-
ments in the Czech Republic and the country of origin. 
Table 1 shows that those who evaluated their status in 
their country of origin as low, medium, or high were 
also significantly more likely to assess themselves with 
same value in the Czech Republic. It is therefore obvi-
ous that no shift in subjective SES assessment occurred 
during the transition from the country of origin to the 
Czech Republic. This leads to the question of why, then, 
did the immigrants leave their home countries? How-
ever, in terms of subjective SES, the assessment reflected 
other variables more significantly than, for example, net 
monthly income, which was the most common reason 
for socioeconomic migration.

When examining SES from multiple perspectives 
using multidimensional correspondence analysis, the 
following conclusions became apparent (Chart 1). It 

is clear that the x-axis (dimension 1) i.e., the educa-
tion axis, is a key factor in subjective SES assessment. 
Other criteria are closely linked to education and illus-
trate SES from an objective perspective. This includes 
the employment category, according to which it is pos-
sible to summarize that, when compared to other immi-
grant groups, a greater number of Poles and Slovaks 
were employed in intellectual professions with lead-
ership and professional positions (university degrees 
and higher SES levels were more common among 
them). Ukrainians primarily held manual occupations 
and assessed their SES as being lower. The majority of 
Vietnamese in the sample completed secondary educa-
tion, and most were self-employed (in a combination 

Source: COST research, Reg. 
No. LD 13044 entitled: “Social 
determinants and their impact 
on the health of immigrants 
living in the Czech Republic”. 
Processed in SPSS version 16.0. 
Correspondent analysis.
Chart 1. Select SES 
characteristics and subjective 
SES perception
Note: SES in the Czech Republic 
in relation to nationality 
(correspondence analysis, 
representation of variability in 
both dimensions, was 81.3%).

Tab. 1. Relationship between subjective SES for the country of 
origin and Czech Republic

SES for the country of origin

Lower Middle Higher

SES in the Czech 
Republic

Lower +++ – – – – –

Middle – – – +++ – – –

Higher – – – – – +++

Source: COST research, Reg. No. LD 13044 entitled: “Social 
determinants and their impact on the health of immigrants living 
in the Czech Republic”. Processed in SPSS version 16.0. Adjusted 
residual analysis (tick chart).

Legend: +/– (for a significance level of α ≤ 0.05); ++/– – (for a 
significance level of α ≤ 0.01); +++/– – – (for a significance level of 
α ≤ 0.001).
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of intellectual and manual work) with an average rank 
on the SES scale. The Russians were divided into 2 
groups: 1 group with a university education, and 1 with 
an elementary education (in the chart, they are outside 
of the common characteristics that would depend on a 
given type of education). These findings illustrate the 
life strategies of the select nationalities; however, it is 
obvious that it depends significantly upon the length 
of residence, which is crucial for the integration of 
immigrants into Czech society (Martínková (2008) and 
Uherek et al. (2008).

Relationship between subjective perceptions 
of SES and health
The relationship between subjective SES ranking and 
the subjective perception of health were examined via 
adjusted residual analysis, the results of which are shown 
in the sign scheme below (Table 2). It is obvious that 
those ranked lowest on the scale (i.e. 1–3) considered 
their health to be poor while, conversely, those ranked 
at the highest levels (i.e. 8–10), considered their overall 
health to be good. Respondents ranked in the middle 
levels (i.e. 4–7) statistically less often considered their 
health to be poor. Thus, there was an apparent shift in 
health assessments from the lowest levels to the highest 
levels and we can, therefore, confirm the presupposi-
tion (and numerous scientific findings; e.g. Demakakos 
et al. 2008) that, as subjective SES assessment levels 
increase, subjective health assessment levels improve.

The relationship between the subjective perception of 
health, nationality, length of residence and other select 
SES parameters 
The subjective perception of health is influenced not 
only by SES scale rankings (1 to 10), but also the type 

of work (manual/intellectual), employment category, 
net monthly wage amount, and education (as demon-
strated by the significant relationship that can be seen 
in Table 3).

Subjective perception of health vs. other select SES 
characteristics
Table 3 shows significant relationships between the 
subjective perception of health and the type of work, 
employment category, education and net monthly wage. 
The adjusted residual analysis indicates the direction of 
this dependence (adjusted residual analyses that could 

Tab. 3. Relationship between select SES objective parameters, subjective perception of health, nationality, and residence duration.

How do you feel about your overall 
health? (subjective perception of health)

Nationality
Residence duration in the Czech 

Republic

Type of work Chi-square 23.931 126.116 21.189

Df 4 8 6

Sig. 0.000* 0.000* 0.002*

Category of employment Chi-square 35.846 192.675 30.383

Df 8 16 12

Sig. 0.000* 0.000* 0.002*

Education Chi-square 15.375 145.160 14.975

Df 6 12 9

Sig. 0.018* 0.000* 0.092

Net monthly income Chi-square 35.170 16.598 22.782

Df 8 16 12

Sig. 0.000* 0.412 0.030*

Results are based on nonempty rows and columns in each innermost sub-table.
* The Chi-square statistic is significant at the 0.05 level. Abbreviations: df – degrees of freedom; Sig. – significance

Tab. 2. The relationship between subjective perceptions of SES and 
health 

How do you feel about your 
overall health?

Badly
Satisfied
(average)

Good

Subjective SES 
in the Czech 
Republic
(sub-
categorized 
scale from 1 
to 10 in 3 sub-
categories)

Lower (1–3) +++ o – – –

Middle (4–7) – – – o o

Higher (8–10) o – +

Source: COST research, Reg. No. LD 13044 entitled: “Social 
determinants and their impact on the health of immigrants living 
in the Czech Republic”. Processed in SPSS version 16.0. Adjusted 
residual analysis (tick chart).

Legend: +/– (for a significance level of α ≤ 0.05); ++/– – (for a 
significance level of α ≤ 0.01); +++/– – – (for a significance level of 
α ≤ 0.001).
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not be presented in this text are part of the upcoming 
monograph).

From Table 3 and the adjusted residual analysis, it 
is clear that those in executive and professional (e.g. 
technical, paramedical, and pedagogical) positions, 
as well as those out of the labor market (e.g. mothers 
on maternity leave, students, etc.) felt the healthiest. 
Respondents employed in manual labor occupations 
felt their health was satisfactory. The adjusted residual 
analysis clearly demonstrates that, in terms of the type 
of work performed, those with intellectual occupations 
are significantly more likely to feel healthier those with 
manual labor occupations.

Likewise, the relationship between education and the 
subjective perception of health showed that university 
educated respondents assessed their health as being 
good, which was in contrast to the remaining respon-
dents with lower levels of education (an interesting 
exception to this was observed in respondents with 
higher vocational school educations, which the Viet-
namese were significantly more likely to have attended). 
It therefore appears that, in these nationalities, the sub-
jective perception of health is also influenced by other 
factors (e.g. working hours, different sociocultural and 
natural environments (e.g. flora that often cause aller-
gies, etc.). Our research can, of course, verify all of these 
issues and will be included in the monograph as a result 
of this project. 

It was interesting to find that net monthly salary 
also had a statistically significant effect on the sub-
jective perception of health. Immigrants who earned 
20,000 CZK per month or more reported their health 
as ranging from excellent to very good, compared to 
people who earned from 0 to 15,000 CZK/mo.

Nationality in relation to select SES characteristics 
(see Table 3)

If we examine sample distribution in terms of national-
ity and its relation to select SES characteristics, it is obvious 
(and supported by both the aforementioned correspon-
dence analysis and adjusted residual analysis, which show 
the direction of dependence demonstrated in Table 3) that: 
The Vietnamese tend to work in self-employed professions, 
which are either manual in nature, or a combination of 
manual and intellectual work; Ukrainians are significantly 
more likely to hold manual labor occupations; Slovaks and 
Poles in the Czech Republic tend to work in professional 
careers and leadership positions; and Russians are signifi-
cantly more frequently represented in occupations related 
to administration and management.

The Vietnamese achieve secondary and higher 
vocational levels of education, while the Ukrainians 
were significantly more likely to have only an elemen-
tary level of education. The Russians were divided into 
two groups: those with an elementary level of educa-
tion, and those with a university degree (it would cer-
tainly be interesting to determine how 2 these groups 
are divided among the sexes, but that should be part 

of the upcoming monograph). The Slovaks tended 
achieved secondary and university level educations. 
The highest levels of education in the sample were 
found among the Poles (higher vocational and univer-
sity). Compared to the other nationalities, the Poles 
were also significantly more likely to rank their SES 
as being higher (thereby confirming the education 
category as a basic differential criterion for subjective 
SES assessment).

When examining the relationship between national-
ity and net monthly wage, no significance was found. It 
is evident that income does not mirror social status in 
terms of nationality differentiation.

Length of residence in relation to select SES 
characteristics (see Table 3)
Length of residence appears to be a significant criterion 
when examining this issue, and experience with inte-
gration shows that it is not possible to ignore this aspect 
(Vissandjee et al. (2004); Newbold (2005); Uretsky and 
Mathiesen (2007); Brabcová (2012); Vacková (2012)).

Those immigrants who had been resident in the 
Czech Republic for <5 years were significantly more 
likely to be out of the labor market, while those who had 
been resident >15 years, were significantly more likely 
to hold leadership positions in professional occupa-
tions (technical, paramedical, and pedagogical). Longer 
residence durations saw in increase in the number of 
immigrants with professions that were a combination 
of manual and intellectual activities. Net monthly wages 
also increased with residence duration: respondents 
living in the Czech Republic <5 years were significantly 
more likely to earn <10,000 CZK/mo, while immigrants 
who were resident >10 years were significantly more 
likely to earn >30,000 CZK/mo.

Residence duration did not impact education; there 
was no statistically significant change in education with 
increasing residence duration. Residence duration and 
the subjective perception of health were not found to 
have a relationship (p = 0.132); i.e. it was not possible 
to confirm the healthy immigrant effect reported by 
authors such as Escobar et al. (2000), Abraído-Lanza 
et al. (2005), and Hosper et al. (2007).

DISCUSSION
The aim of this article was to determine whether select 
objective SES characteristics (type of job, employment 
category, education, and net monthly wage) and sub-
jective SES perception impact the subjective percep-
tion of health in select immigrant nationalities residing 
in the Czech Republic, and identify that part of the 
social gradient in terms of the social determinants of 
health. Numerous studies (Dalstra et al. 2005; Marmot 
2006; Kreidl 2008; Kraus and Keltner 2009; Kraus et al. 
2011) have demonstrated that health improves (both 
in terms of subjective and objective parameters) with 
increasing SES. This was also confirmed in our study. 
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The subjective perception of health improves with 
increasing subjective SES perception; those situ-
ated highest on the socioeconomic ladder (within the 
range of 8 to 10) assessed their health as being excel-
lent or very good, while those situated lowest (within 
the range of 1 to 3) assessed their health to be poor or 
very poor.

This research presupposed that the duration of res-
idence would significantly impact the subjective per-
ception of health and confirm the “healthy immigrant 
effect” (mentioned by, for example, Ronellenfitsch and 
Razum 2004; Vissandjee et al. 2004; Newbold 2005; 
Uretsky and Mathiesen 2007; Dobiášová and Hnili-
cová 2010). According to this effect, recent immi-
grants are generally in better health than people from 
the majority population in similar socioeconomic 
conditions. However, according to Malmusi et al. 
(2010), this advantage subsides very quickly despite 
relative improvement in socioeconomic position. The 
reason this effect was not confirmed by our study may 
be due to comparisons of immigrants’ subjective SES 
in the countries of origin and the Czech Republic, 
which were found to be significant (i.e. have a signifi-
cant correspondence); thus there was no statistically 
significant differences between subjective SES in the 
country of origin and in the Czech Republic. The 
reason for this finding is that the fundamental differ-
entiation criterion for SES assessment was education, 
which did not change significantly during an immi-
grant’s life in the Czech Republic. Thus, education 
determined where immigrants in the Czech Repub-
lic subjectively ranked themselves on the socioeco-
nomic scale (regardless of residence duration). The 
“healthy immigrant effect” may, according to Moullan 
and Jusot (2014), vary in different EU countries and 
could depend upon other parameters (e.g. type of 
migration and integration systems of individual coun-
tries). However, it is clear that education is not the 
only factor that contributes to a subjective sense of 
overall health; other parameters such as the type 
of work, employment category, and net monthly 
income contribute to it, as well (Table 3).

SES is not only characterized by the healthy immi-
grant effect (which points to the temporal aspect of 
health assessments), but also the accumulation of vari-
ous influences (e.g. performing physically-demanding 
manual labor, as reported by Marmot et al., 1984; Lu 
2008; Redstone Akresh and Frank 2008). A statistically 
significant relationship was found between subjective 
SES assessment and the following select characteristics: 
type of work performed (manual/intellectual), employ-
ment category, education, and net monthly income. 
Those who are lowest on the socioeconomic scale per-
form manual (ancillary) labor, have a low income (most 
of which they fail to save) and an elementary level edu-
cation; this is obviously closely related to their lifestyle 
and characterizes it (as mentioned, for example, by 
Tóthová et al. (2011a, 2011b).

Risks associated with the ‘conceptual plan’ and project 
resolution methods
Methodological limitations include the non-represen-
tativeness (and non-stratification according to regions 
of the Czech Republic) of the research sample (due to 
lack of a core set of immigrants living in the Czech 
Republic – to obtain this information, all immigrants 
would have had to be interviewed). Nevertheless, the 
results did confirm some significant facts that have 
been published in many foreign sources.

Risks associated with research on social determinants 
of health
The ‘social determinants of health concept’ provides 
such a comprehensive view of individual health that it 
naturally bear various interpretation risks. One such 
risk is the reciprocity hypothesis (i.e. not only the 
impact of social factors on health, but also the impact 
of select health aspects on individuals’ social situations) 
which has been mentioned in the context of social drift 
theory (by authors such as Dooley et al. 1992; Leigh 
1995; Hurst 2006; Ellaway and Macintry 2007). The 
relationship between the subjective perception of health 
and subjective SES perception (or select socioeconomic 
parameters) may involve more variables that were not 
identified during the research. This risk must be taken 
into consideration when interpreting the conclusions 
reached by this study. 

CONCLUSION
Research on subjective SES perception and select 
objective SES parameters (e.g. education, income, 
employment category, type of work) in relation to the 
subjective perception of health, demonstrated that 
the main criterion for SES assessment was education 
(see correspondence analysis). Given that no statisti-
cally significant change was detected in the education 
levels of immigrants during their residence, the healthy 
immigrant effect could not be confirmed. Those lowest 
on the socioeconomic scale assessed their health as 
being poor to very poor, in comparison to those situ-
ated highest on the scale. Thus, there appears to be evi-
dence of a gradient (i.e. overall health status improves 
with increasing SES). It is clear (and statistically shown) 
that the type of work, income, and employment cate-
gory contribute significantly to objective SES character-
istics (immigrants represent a weakened group in this 
respect) and, in terms of nationality distribution, this 
was mainly observed in the Ukrainians. Slovaks, Poles, 
and Russians (i.e. those with higher vocational and 
university levels of education) residing in the Czech 
Republic were involved in higher categories of employ-
ment (i.e. engineering, paramedical and pedagogical) 
and, thus, earned higher wages.

It is clear that by increasing the education levels 
of immigrants, or actively selecting qualified foreign 
workers (according to set criteria), the number of 
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people in the Czech Republic who positively assess their 
health status will surge.

In terms of prevention, it is essential to focus on 
manual laborers and differentiation of methods to 
improve their health status (e.g. awareness-raising cam-
paigns in large plants and factories), given that they 
comprise the weakest group in this regard.
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