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Abstract
Although it is known that schizophrenia is associated with social class, controversy exists as to the
nature of this association. The authors studied the incidence of schizophrenia in relation to social
class at birth in a population-based cohort of 88,829 offspring born in Jerusalem in 1964–1976. They
constructed a six-point scale to index social class, based on paternal occupation at the time of birth,
with each of 108 occupations being ranked by mean education. Cox proportional hazards methods
were used in adjusting for sex, parents’ ages, duration of marriage and birth order. Linkage with
Israel’s Psychiatric Registry identified 637 people admitted to psychiatric care facilities with
schizophrenia-related diagnoses, before 1998. There was no gradient of risk for schizophrenia
associated with social class at birth; however, offspring of fathers in the lowest social class showed
a modest increase in risk (adjusted Relative Risk = 1.4; 95% Confidence interval = 1.1–1.8, P =
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0.002). These data suggest that in contrast to many other health outcomes, there is not a continuous
gradient for increasing schizophrenia with decreasing social class of origin. Instead, a modest
increase in risk for schizophrenia was observed only for those born at the bottom of the social ladder.
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Introduction
A socioeconomic gradient is observed worldwide for a number of health outcomes, such as
cancer and coronary heart disease, whereby small decrements in social class confer increases
in morbidity and mortality [1,2,22,25,26,30–32]. Social class at birth and in childhood,
determined by rank of paternal occupation, is associated with all-cause mortality, as well as
deaths from cardiovascular and coronary heart disease, and respiratory diseases, such that each
step down the social ladder confers an additional 10–25% increase in hazard for death [1,11].
It has sometimes been assumed that a similar gradient must exist for psychiatric disorders such
as schizophrenia. However, there is as yet no clear evidence for a socioeconomic gradient of
risk for schizophrenia.

It has long been considered that social class may be causally related to schizophrenia. In the
mid-nineteenth century, it was noted in Massachusetts that “the pauper class furnishes, in ratio
of its numbers, sixty-four times as many cases of insanity as the independent class” [18].
Throughout the twentieth century, studies have found that having schizophrenia is associated
with lower social class [10,17,34]. A debate ensued as to whether this association between
social class and schizophrenia was a consequence of social causation (lower social class →
schizophrenia) or social drift (schizophrenia → lower social class) [9,34].

The social causation hypothesis was tested in a landmark study which examined the association
of social class at birth (paternal occupation on birth certificates) with adult schizophrenia
[12]. In refutation of this hypothesis, the study found that the social class at birth of
schizophrenia patients was comparable to that of the general population [12]. A series of
subsequent studies also found that social class at birth was comparable [13] or even higher
[27,40] in schizophrenia patients. A few found a modest increase in relative risk for
schizophrenia (RR = 1.6–1.8) for the very lowest social class [6,16], which would suggest
some effects of social class but not a gradient. However, definitive conclusions cannot be drawn
from these studies, as they frequently had small sample sizes, limited catchment areas (from
which individuals could move in and out), limited measures of social class and often extensive
missing data.

A socioeconomic gradient for schizophrenia is also not supported by more recent population
cohort studies, which have been conducted in Scandinavia and the United Kingdom, and which
typically include paternal occupation as an indicator of social class [19,23,36,39]. In fact, some
of these studies suggest that risk for later schizophrenia might be greater for children in the
higher social classes, as compared to middle and working classes [19,23,36]. An effect of lower
social class on risk for schizophrenia is evident only for children from the very lowest social
classes, or those whose families have other indices of adversity (i.e. unemployment, disability,
social welfare, single-parent status) [5,39].

In the current study, we examined the risk for schizophrenia associated with parents’ education
and social class at birth, defined by rank of paternal occupation, in a large cohort in Jerusalem.
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Materials and methods
This study relies on a population-based research cohort known as the Jerusalem Perinatal Study.
In 1964–76 all 92,408 births were recorded for mothers resident in a defined geographic area
of Jerusalem. Demographic data, including the parents’ occupations, were copied from the
birth notification. Other data were added from surveillance of obstetric and pediatric inpatient
departments, well baby clinics and interviews with mothers. Descriptions of the study have
been published over the past four decades [8,14,15,24].

To study schizophrenia and its related diagnoses in offspring in this cohort, the data base was
linked to that of Israel’s National Psychiatric Registry. This registry, established in 1950,
receives all psychiatric diagnoses, including reports from patients admitted to specialized
psychiatric hospitals, psychiatric wards within general hospitals and psychiatric day care
facilities [24]. The diagnoses for individuals with psychosis have been validated [38]. For this
study, the Registry defined schizophrenia broadly using the International Classification of
Diseases, 10th Revision, as diagnoses of F20–29 (schizophrenia, schizotypal disorder,
delusional disorders, nonaffective psychoses and schizoaffective disorders). The date of
incidence was defined as the date of the first admission to a psychiatric facility. The Registry
removed the names, identity numbers and other identifying information from the linked file
which was then analyzed collaboratively in New York and Israel. The study was approved by
the Institutional Review Boards in both countries.

Construction of a scale to assess social class
In 1964–76, when the cohort was ascertained, there was no national classification of social
class available in Israel. A scale developed in 1981 that assessed the “prestige” of paternal
occupations, as determined by population survey [21], could not be used for the Jerusalem
cohort because it relied on a later system of coding occupations. For the current study, social
class ranks were determined by levels of education observed for paternal occupations. Using
the information on occupation and educational attainment provided on the birth records, we
computed the mean paternal education for each of the 108 fathers’ occupations. The
occupations were then grouped into one of six ordinal categories, ranked from one, associated
with the highest mean education, to six, with the lowest. No information was available on
income. Table 1 lists the six groups and shows the main occupations (and their proportions)
in each group.

Statistical analysis
Of the 92,408 births in 1964–76, 91,479 were born alive and of these, 88,829 (97.1%) were
available for study, having been traced and followed to December 31, 1997; 637 were admitted
to psychiatric facilities with a schizophrenia-related diagnosis before that date. Life table
estimates of the cumulative incidence were 0.35% at age 20 and 0.91% at age 30 (See Ref.
[24] for further detail). Offspring were followed from birth until the date of diagnosis, death
or end of the follow-up period; at this point they were ages 21–33. Cox proportional hazards
methods were used to estimate the relative risk (hazard ratio) of schizophrenia diagnosis in
offspring and to take into account potential confounding variables, using the PHREG procedure
available in SAS 9.0 [29]. We chose variables for inclusion in the model based on the following
criteria: confounding by the variable, as defined as altering with adjustment the crude hazard
ratio for paternal social class at birth and schizophrenia by more than 10%; known independent
contribution to risk of schizophrenia (in this cohort or in others); and/or covariates that
independently improved the otherwise full regression model’s fit (by comparison of the full
model with and without the specific variable of interest). Any identified covariates were than
entered into a regression model to examine the association of social class with risk for
schizophrenia.
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All variables relate to their values at the time of the offspring’s birth. Paternal age was modeled
as a continuous variable for adjustment in other models and was expressed in decades from
the mean (age 30) with unknowns (0.8%) assigned to this age. Categories of paternal age were
also described (<25, 25–34, 35–44, 45+), and used for modeling the association between
paternal age and schizophrenia. For adjustment in models, maternal age was categorized as
30–34, 35+ vs. <30; unknowns for maternal age (0.1%) were assigned the mean age of 27.7.
Maternal age was also categorized as <25, 25–29, 30–34, 35+ for descriptive purposes and for
modeling the association between maternal age and schizophrenia. Ethnic origin was a series
of categories, depending on place of birth of paternal grandfather (Israel, other Western Asia,
North Africa, or Europe etc, the latter group including the Americas and other industrially
developed countries). No information was available on grandmothers’ origins. Birth order was
modeled in categories (“four to six” and “seven or more” versus “one to three”). Duration of
marriage in years was described as “two to four”, “five to nine”, and 10+ versus “two or fewer”;
unknown duration of marriage (1.7%) was set to the median of 5 years. All other variables
were described and used as dichotomies (sex, immigrant status, urban/rural, maternal
employment, and birthweight (<2,500 g vs. ≥2,500 g). No information was available on family
history of psychiatric disorders.

Results
Table 2 shows the characteristics of the cohort, comparing the distributions of various
categories of demographic variables in each category of social class. Offspring whose fathers
had lower class jobs also had parents who were older and more likely to have ancestries in
Islamic countries of West Asia or North Africa. Not shown in the table, they were more likely
to be immigrants and live in rural areas. Parents in the lowest rank were married longer and
had more children, and these mothers were less likely to work outside the home. As expected,
low birthweight was somewhat more common in the groups with lower social class.

Table 3 shows the association of key variables with schizophrenia in this cohort, without
adjustment for social class. Male sex and parental ages were related to the future risk of
schizophrenia, while rural residence of the parents at the time of the birth, and birthweight,
were not. Longer durations of marriage and maternal work inside the home showed a modest
protective relation to the risk of schizophrenia before adjustment for social class. Not shown
in the table, there were no associations of schizophrenia with place of birth or immigrant status
of the parents [7].

Social class and risk for schizophrenia
Table 4 shows the crude relative risk of schizophrenia in the six social classes, using the highest
category as the reference group. Among the offspring whose fathers were in the first five ranks,
there was no discernable trend with decreasing or increasing social class and no statistically
significant difference between the groups. Offspring with fathers in the very lowest group,
however, had an increased risk of schizophrenia, which held true regardless of which of the
first four groups were used as the reference category (data not shown).

Table 5 shows estimates that combine the first four categories of social class to form the
reference category and compares the results with and without adjustment for additional
variables. There was a small increase in risk of schizophrenia in the fifth category that was not
statistically significant, while the crude hazard ratio estimated for schizophrenia indicated a
40% increase in risk for schizophrenia in the sixth, i.e. lowest, group. The middle column in
Table 5 shows that the increased risk in this lowest group persisted even when controlling for
advanced paternal age, a major risk factor for schizophrenia [24], which was more prevalent
in the lower social classes. The final set of estimates in Table 5 shows furthermore that
additional adjustment for sex, maternal age, duration of marriage and birth order did not explain
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the increased risk of schizophrenia associated with the lowest social class. (Further, we
considered whether low birthweight might mediate or confound this relationship: it modified
the hazard ratios for the fifth and sixth social classes only by 0.2%). This finding of an
association of lowest social class with risk of schizophrenia was ro-bust, existing across strata
of sex, paternal age, and paternal country of origin (data not shown).

Table 6 demonstrates that risk for schizophrenia was not related to parents’ education.
Adjustment for parental education also had no evident effect on the risk of schizophrenia
estimated for the lowest group of socioeconomic status (RR = 1.4 adjusted for maternal or
paternal education).

Discussion
This study did not find a socioeconomic gradient of risk for schizophrenia, when using either
parental education or parental occupation to index social class. Instead, it demonstrated a small
increase in the incidence of schizophrenia only in offspring from the lowest social class, defined
by fathers’ occupation at the time of birth. This increase in risk for schizophrenia, although
statistically significant, was modest. It was independent of effects of other variables, such as
paternal age and low birthweight. The increased risk for schizophrenia for the lowest social
class was seen across sex, paternal age, and paternal country of origin.

Advantages of this study include (1) a large, population-based cohort of approximately 89,000
subjects; (2) a sufficiently-long follow up period (33 years after birth), with large numbers of
cases (3); a validated method for the diagnosis of schizophrenia through a national registry of
admissions to psychiatric facilities; (4) a well-characterized and well-defined method of
identifying parental social class at birth; and (5) follow-up data required for the use of
appropriate statistical methods (proportional hazards regression models), taking into account
varying length of follow-up and control for covariates.

Our results accord with those of other cohort studies, which also do not find a socioeconomic
gradient of risk for schizophrenia [19,23,36,39], as measured by parental education,
occupation, income or wealth. Our data are consistent with adversity or disadvantage instead
conveying increased risk for schizophrenia. In a Swedish birth cohort study, hazard for
schizophrenia increased with an accumulation of adverse social factors, such as unemployment,
“unclassified” employment, receipt of social welfare and single-parent households [39]. In this
same study, paternal unemployment itself yielded an adjusted hazard ratio for schizophrenia
of 1.40, similar to our finding for the lowest social class [39]. In a Danish national registry
study, parents of young people with schizophrenia were more likely to be unemployed or in
the lowest quartile for income in the year prior to admission of their child [5].

There are a number of potential mechanisms, not mutually exclusive, which could account for
this effect of the lowest social class on risk for schizophrenia. A threshold effect of social class
(vs. a gradient) on risk of schizophrenia in Israel (as in Scandinavia) may reflect a different
social structure in Israel [7] than in the United Kingdom [31]. Alternatively, as studies of
socioeconomic gradients implicate the current stress of hierarchies on medical health [31], such
graded hierarchies may not be relevant to schizophrenia. One potential mechanism for
increased risk of schizophrenia among the lowest social classes, as described above, is
adversity, which can increase maternal stress with potential effects on the fetus [20] and/or
increase liability for later behaviors in offspring such as drug use, which may increase risk for
schizophrenia [35]. A second possibility is that members of the lowest social class had less
access to medical resources. However, in Jerusalem during this time, there was universal access
to prenatal care, which was free of charge. Although the poorest group had a slight excess in
low birthweight babies, this did not account for the increased risk of schizophrenia in offspring
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from this disadvantaged group. A third alternative is that members of the lowest social class
had increased early exposures to toxins, infections, or nutritional difficulties, which have been
implicated in increasing schizophrenia risk [3,4,28,33,37]. Exposures to these environmental
risk factors in this cohort are not known. Finally, it is possible that parental psychopathology
could account for both low social class and increased risk for schizophrenia in offspring; genetic
transmission of social selection cannot be ruled out. A limitation of the current study is that
parental psychopathology is not known; however, in other cohort studies already described,
the effect of adversity on schizophrenia risk in offspring persisted even when adjusting for
parental psychopathology [5,39].

In this study, social class was ascertained only at birth, and hence social class over the life
course is not known. Another limitation is the lack of data on parental wealth and income,
which were unrelated to risk for schizophrenia in other studies [5]. However, it is unlikely that
the pattern of association would be different with multiple measures of social class over time
through childhood. An additional limitation is that occupations were ascertained from birth
certificates only, which increases the risk for intracategory variability. Further, among
immigrants, who comprise a segment of the parents of the cohort, the nature of education and
its relation to employment may vary with the country of origin. Other limitations, as described,
include a lack of data on environmental exposures and parental psychopathology.

Conclusion
The role of social class in schizophrenia has been considered for more than a century, with
debate as to the causal direction and the nature of their relationship. Accumulating evidence
from several large population cohort studies, including the one presented here, now suggests
that the association of social class with schizophrenia is distinct from that of other diseases and
health outcomes. These studies provide no evidence of a socioeconomic gradient of risk.
However, a modest increase in risk for schizophrenia is apparent for those at the bottom of the
social ladder.

Acknowledgments
Supported by the National Institutes of Health, 1R01 MH059114-05 (DM); 2K24 MH01699 (DM) and K23MH066279
(CC) and 2R01 CA080197 (SH) and NARSAD (DM, SH, CC). We thank the mothers, fathers and offspring who are
in the Jerusalem Perinatal Study. We also thank Dr. Y Friedlander.

References
1. Adelstein AM. Life-style in occupational cancer. J Toxicol Environ Health 1980;6:953–962. [PubMed:

7463525]
2. Adler NE, Boyce T, Chesney MA, et al. Socioeconomic status and health: the challenge of the gradient.

Am Psychol 1994;49:15–24. [PubMed: 8122813]
3. Brown AS, Cohen P, Harkavy-Friedman J, et al. A.E. Bennett research award. Prenatal rubella,

premorbid abnormalities, and adult schizophrenia. Biol Psychiatry 2001;49:473–486. [PubMed:
11257233]

4. Brown AS, Begg MD, Gravenstein S, et al. Serologic evidence of prenatal influenza in the etiology of
schizophrenia. Arch Gen Psychiatry 2004;61:774–780. [PubMed: 15289276]

5. Byrne M, Agerbo E, Eaton WW, et al. Parental socioeconomic status and risk of first admission with
schizophrenia-a Danish national register based study. Soc Psychiatry Psychiatr Epidemiol
2004;39:87–96. [PubMed: 15052389]

6. Castle DJ, Scott K, Wessely S, et al. Does social deprivation during gestation and early life predispose
to later schizophrenia? Soc Psychiatry Psychiatr Epidemiol 1993;28:1–4. [PubMed: 8465235]

7. Corcoran C, Perrin M, Harlap S, et al. Incidence of schizophrenia among second-generation immigrants
in the Jerusalem perinatal cohort. Schizophr Bull. 2008 [Epub ahead of print].

Corcoran et al. Page 6

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2010 November 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



8. Davies AM, Prywes R, Tzur B, et al. The Jerusalem Perinatal Study. 1. Design and organization of a
continuing, community-based, record-linked survey. Isr J Med Sci 1969;5:1095–1106. [PubMed:
5365594]

9. Dohrenwend BP, Levav I, Shrout PE, et al. Socioeconomic status and psychiatric disorders: the
causation-selection issue. Science 1992;255:946–952. [PubMed: 1546291]

10. Eaton WW. Epidemiology of schizophrenia. Epidemiol Rev 1985;7:105–126. [PubMed: 3902492]
11. Galobardes B, Smith G Davey, Jeffreys M, et al. Childhood socioeconomic circumstances predict

specific causes of death in adulthood: the Glasgow student cohort study. J Epidemiol Community
Health 2006;60:527–529. [PubMed: 16698985]

12. Goldberg EM, Morrison SL. Schizophrenia and social class. Br J Psychiatry 1963;109:785–802.
[PubMed: 14080574]

13. Hare EH, Price JS, Slater E. Parenthal social class in psychiatric patients. Br J Psychiatry
1972;121:515–534. [PubMed: 5084338]

14. Harlap S, Davies AM, Grover NB, et al. The Jerusalem Perinatal Study: the first decade 1964–73. Isr
J Med Sci 1977;13:1073–1091. [PubMed: 591301]

15. Harlap S, Davies AM, Deutsch L, et al. The Jerusalem Perinatal Study cohort, 1964–2005: methods
and a review of the main results. Paediatr Perinat Epidemiol. 2007 (in press).

16. Harrison G. Trajectories of psychosis: towards a new social biology of schizophrenia. Epidemiol
Psichiatr Soc 2004;13:152–157. [PubMed: 15529821]

17. Hollingshead, AB.; Redlich, FC. Social class and mental illness: a community study. Wiley; New
York: 1958.

18. Jarvis, E. Insanity and idiocy in Massachusetts: report of the Commission on Lunacy (1855). Harvard
University Press; Cambridge: 1971.

19. Jones P, Rodgers B, Murray R, et al. Child development risk factors for adult schizophrenia in the
British 1946 birth cohort. Lancet 1994;344:1398–1402. [PubMed: 7968076]

20. Koenig JI, Kirkpatrick B, Lee P. Glucocorticoid hormones and early brain development in
schizophrenia. Neuropsychopharmacology 2002;27:309–318. [PubMed: 12093605]

21. Kraus V. Perception of the occupational structures in Israel. Megamot 1981;26:283–294.
22. Kraus JF, Borhani NO, Franti CE. Socioeconomic status, ethnicity, and risk of coronary heart disease.

Am J Epidemiol 1980;111:407–414. [PubMed: 7377183]
23. Makikyro T, Isohanni M, Moring J, et al. Is a child’s risk of early onset schizophrenia increased in

the highest social class? Schizophr Res 1997;23:245–252. [PubMed: 9075303]
24. Malaspina D, Harlap S, Fennig S, et al. Advancing paternal age and the risk of schizophrenia. Arch

Gen Psychiatry 2001;58:361–367. [PubMed: 11296097]
25. Marmot MG. Understanding social inequalities in health. Perspect Biol Med 2003;46:S9–S23.

[PubMed: 14563071]
26. Marmot MG, Kogevinas M, Elston MA. Socioeconomic status and disease. WHO Reg Publ Eur Ser

1991;37:113–146. [PubMed: 1817533]
27. Mulvany F, O’Callaghan E, Takei N, et al. Effect of social class at birth on risk and presentation of

schizophrenia: case-control study. BMJ 2001;323:1398–1401. [PubMed: 11744563]
28. Opler MG, Brown AS, Graziano J, et al. Prenatal lead exposure, delta-aminolevulinic acid, and

schizophrenia. Environ Health Perspect 2004;112:548–552. [PubMed: 15064159]
29. SAS [computer program]. Version 9.0. SAS Institute Inc; Cary: 2004.
30. Smith GD, Egger M. Socioeconomic differences in mortality in Britain and the United States. Am J

Public Health 1992;82:1079–1081. [PubMed: 1636826]
31. Smith GD, Hart C, Blane D, et al. Lifetime socioeconomic position and mortality: prospective

observational study. BMJ 1997;314:547–552. [PubMed: 9055712]
32. Susser, M.; Watson, W.; Hopper, K. Sociology in medicine. Oxford University Press; Oxford: 1985.
33. Susser E, Neugebauer R, Hoek HW, et al. Schizophrenia after prenatal famine: further evidence. Arch

Gen Psychiatry 1996;53:25–31. [PubMed: 8540774]
34. Susser, E.; Schwartz, S.; Morabia, A., et al. Psychiatric epidemiology: searching for the causes of

mental disorders. Oxford University Press; New York: 2006.

Corcoran et al. Page 7

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2010 November 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



35. Thirthalli J, Benegal V. Psychosis among substance users. Curr Opin Psychiatry 2006;19:239–245.
[PubMed: 16612208]

36. Timms D. Gender, social mobility and psychiatric diagnoses. Soc Sci Med 1998;46:1235–1247.
[PubMed: 9572613]

37. Weiser M, Reichenberg A, Grotto I, et al. Higher rates of cigarette smoking in male adolescents before
the onset of schizophrenia: a historical-Prospective Cohort Study. Am J Psychiatry 2004;161:1219–
1223. [PubMed: 15229054]

38. Weiser M, Kanyas K, Malaspina D, et al. Sensitivity of ICD-10 diagnosis of psychotic disorders in
the Israeli National Hospitalization Registry compared with RDC diagnoses based on SADS-L.
Compr Psychiatry 2005;46:38–42. [PubMed: 15714193]

39. Wicks S, Hjern A, Gunnell D, et al. Social adversity in childhood and the risk of developing psychosis:
a national cohort study. Am J Psychiatry 2005;162:1652–1657. [PubMed: 16135624]

40. Wiersma D, Giel R, De Jong A, et al. Social class and schizophrenia in a Dutch cohort. Psychol Med
1983;13:141–150. [PubMed: 6844459]

Corcoran et al. Page 8

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2010 November 17.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Corcoran et al. Page 9

Ta
bl

e 
1

Pa
te

rn
al

 o
cc

up
at

io
ns

 o
f e

ac
h 

so
ci

al
 c

la
ss

So
ci

al
cl

as
s

G
ro

up
 m

ea
n

ye
ar

s o
f

ed
uc

at
io

n

M
ai

n 
oc

cu
pa

tio
ns

 (%
) i

nc
lu

de
d 

in
 th

e 
gr

ou
p

1
15

+
Te

ac
he

rs
 3

9%
; A

cc
ou

nt
an

ts
/s

oc
ia

l w
or

ke
rs

/s
ta

tis
tic

ia
ns

 3
3%

; C
he

m
is

ts
/p

hy
si

ci
st

s/
ge

ol
og

is
ts

/s
ci

en
tis

ts
 1

1%
; P

hy
si

ci
an

s/
de

nt
is

ts
 

9%
; J

ud
ge

s/
la

w
ye

rs
 8

%
.

2
13

–1
4

R
ab

bi
s/

st
ud

en
ts

 in
 T

al
m

ud
 a

ca
de

m
ie

s;
 5

7%
 a

rc
hi

te
ct

s/
en

gi
ne

er
s/

su
rv

ey
or

s 1
8%

; s
tu

de
nt

s 1
5%

; m
an

ag
er

s (
i.e

. i
n 

pu
bl

ic
 a

nd
 

m
un

ic
ip

al
 in

st
itu

tio
ns

) 5
%

; a
rti

st
s/

w
rit

er
s 3

%
; p

ha
rm

ac
is

ts
 1

%
.

3
12

C
le

rk
s/

st
oc

k-
ke

ep
er

s 7
4%

; m
ili

ta
ry

 1
1%

; a
cc

ou
nt

an
t/c

as
hi

er
s 4

%
; s

ec
re

ta
rie

s/
ty

pi
st

s 4
%

; v
ar

io
us

 ty
pe

s o
f m

an
ag

er
s 3

%
.

4
9–

11
Ta

xi
 d

riv
er

s/
ch

au
ff

eu
rs

 2
4%

; b
ui

ld
in

g 
&

 o
th

er
 c

on
tra

ct
or

s 9
%

; e
le

ct
ric

ia
ns

 8
%

; m
et

al
 w

or
ke

rs
 (t

in
sm

ith
s, 

au
to

 b
od

y 
re

pa
irm

en
,

 
w

el
de

rs
, b

la
ck

sm
ith

s, 
el

ec
tri

c 
pl

at
er

s, 
as

se
m

bl
er

s o
f m

et
al

 c
on

st
ru

ct
io

ns
) 8

%
; m

an
uf

ac
tu

re
rs

 a
nd

 re
pa

irm
en

 o
f w

or
k 

to
ol

s
 

an
d 

as
se

m
bl

y/
in

st
al

la
tio

n/
re

pa
ir 

of
 m

ac
hi

ne
s 8

%
; d

ia
m

on
d 

w
or

ke
rs

 6
%

; t
yp

es
et

te
rs

 a
nd

 p
rin

te
rs

 5
%

; s
ki

lle
d 

co
ns

tru
ct

io
n

 
w

or
ke

rs
 4

%
; m

al
e 

nu
rs

es
 1

%
; p

ho
to

gr
ap

he
rs

 1
%

5
7–

8
Sk

ill
ed

 a
gr

ic
ul

tu
ra

l w
or

ke
rs

 in
 m

ix
ed

 a
gr

ic
ul

tu
re

 2
2%

; p
ol

ic
em

en
/g

ua
rd

s/
fir

em
en

 1
5%

; t
ru

ck
 a

nd
 b

us
 d

riv
er

s 1
2%

; c
ar

pe
nt

er
s/

 
w

oo
dw

or
ke

rs
/fu

rn
itu

re
 m

ak
er

s 1
0%

; p
lu

m
be

rs
 a

nd
 p

ip
e 

la
ye

rs
 6

%
; s

al
es

m
en

 (t
ra

ve
lin

g)
 5

%
; a

ge
nt

s (
re

al
 e

st
at

e,
 in

su
ra

nc
e,

 
tra

ve
l, 

ta
x,

 a
uc

tio
ne

er
) 5

%
; p

ai
nt

er
s 5

%
; t

ile
-la

ye
rs

/p
la

st
er

er
s 5

%
; u

ns
ki

lle
d 

ag
ric

ul
tu

ra
l w

or
ke

rs
 5

%
; c

oo
ks

/w
ai

te
rs

 4
%

; f
oo

d
 

&
 d

rin
k 

pr
od

uc
tio

n 
w

or
ke

rs
 3

%
; m

es
se

ng
er

s 2
%

; b
ar

be
rs

/h
ai

rd
re

ss
er

s 1
%

6
<7

U
ns

ki
lle

d 
la

bo
re

rs
 7

1%
; u

ns
ki

lle
d 

co
ns

tru
ct

io
n 

w
or

ke
rs

 1
4%

; u
ns

ki
lle

d 
in

du
st

ria
l l

ab
or

er
s 4

%
; g

at
ek

ee
pe

rs
/b

ea
dl

es
/s

tre
et

-
 

cl
ea

ne
rs

 4
%

; u
ne

m
pl

oy
ed

 3
%

; p
or

te
rs

 2
%

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2010 November 17.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Corcoran et al. Page 10

Ta
bl

e 
2

N
um

be
rs

 o
f o

ff
sp

rin
g 

by
 p

at
er

na
l s

oc
ia

l c
la

ss
 a

nd
 p

er
ce

nt
 d

is
tri

bu
tio

n 
of

 se
le

ct
ed

 v
ar

ia
bl

es

C
ha

ra
ct

er
is

tic
Pa

te
rn

al
 so

ci
al

 c
la

ss
P-

va
lu

e

1 
(h

ig
h)

2
3

4
5

6 
(lo

w
)

T
ot

al

O
ffs

pr
in

g,
 N

Pe
rc

en
t

9,
53

8
10

0.
0

18
,5

48
10

0.
0

13
,3

93
10

0.
0

16
,1

65
10

0.
0

19
,3

96
10

0.
0

11
,7

89
10

0.
0

88
,8

29
10

0.
0

Se
x

 
M

al
e

52
.2

52
.7

50
.8

51
.2

51
.5

51
.4

45
,8

72
0.

00
7

 
Fe

m
al

e
47

.8
47

.3
49

.2
48

.9
48

.5
48

.6
42

,9
57

Pa
te

rn
al

 a
ge

 
<2

5
3.

6
22

.0
11

.9
13

.5
11

.9
10

.2
11

,7
00

<0
.0

00
1

 
25

–3
4

66
.8

60
.9

56
.1

60
.5

56
.1

44
.6

51
,1

12

 
35

–4
4

26
.6

15
.2

28
.0

23
.0

26
.5

35
.3

22
,1

20

 
45

+
2.

9
1.

9
4.

1
3.

0
5.

5
9.

8
3,

89
7

M
at

er
na

l a
ge

 
<2

5
18

.2
41

.6
30

.5
39

.5
36

.1
26

.6
30

,0
62

<0
.0

00
1

 
25

–2
9

42
.0

35
.2

34
.4

31
.9

28
.6

24
.8

28
,7

68

 
30

–3
4

26
.3

15
.1

21
.6

17
.9

20
.4

24
.3

17
,9

14

 
35

+
13

.4
8.

1
13

.5
10

.7
15

.0
24

.3
12

,0
85

B
irt

h 
pl

ac
e 

of
 p

at
er

na
l g

ra
nd

fa
th

er

 
Is

ra
el

12
.0

27
.5

16
.9

15
.6

13
.1

12
.0

14
,9

95
<0

.0
00

1

 
O

th
er

 w
es

t A
si

a
12

.1
9.

9
29

.9
41

.0
43

.7
43

.6
27

,2
41

 
N

or
th

 A
fr

ic
a

8.
1

6.
8

18
.0

23
.5

30
.3

38
.5

18
,6

39

 
Eu

ro
pe

 e
tc

.
67

.8
55

.8
35

.2
20

.0
12

.9
5.

9
27

,9
54

D
ur

at
io

n 
of

 p
ar

en
ts

’ m
ar

ria
ge

 (y
ea

rs
)

 
<2

14
.8

21
.8

21
.3

23
.2

17
.4

12
.2

16
,8

60
<0

.0
00

1

 
2–

4
32

.5
35

.7
29

.4
29

.6
24

.5
19

.1
25

,4
34

 
5–

9
34

.0
27

.3
28

.3
27

.7
28

.5
25

.4
25

,1
05

 
10

+
18

.8
15

.2
21

.0
19

.5
29

.6
43

.4
21

,4
30

B
irt

h 
or

de
r

 
1–

3
83

.6
74

.7
80

.2
77

.4
62

.3
44

.4
62

,4
07

<0
.0

00
1

 
4–

6
13

.5
18

.2
16

.0
17

.7
24

.1
30

.6
17

,9
55

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2010 November 17.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Corcoran et al. Page 11

C
ha

ra
ct

er
is

tic
Pa

te
rn

al
 so

ci
al

 c
la

ss
P-

va
lu

e

1 
(h

ig
h)

2
3

4
5

6 
(lo

w
)

T
ot

al

O
ffs

pr
in

g,
 N

Pe
rc

en
t

9,
53

8
10

0.
0

18
,5

48
10

0.
0

13
,3

93
10

0.
0

16
,1

65
10

0.
0

19
,3

96
10

0.
0

11
,7

89
10

0.
0

88
,8

29
10

0.
0

 
7+

2.
8

7.
1

3.
8

4.
8

13
.6

25
.0

8,
46

7

M
at

er
na

l e
m

pl
oy

m
en

t o
ut

si
de

 th
e 

ho
m

e

 
Y

es
65

.6
46

.3
55

.5
40

.6
28

.8
20

.7
36

,8
53

<0
.0

00
1

 
N

o
34

.4
53

.8
44

.5
59

.4
71

.2
79

.3
51

,9
76

B
irt

hw
ei

gh
t

 
<2

,5
00

 g
5.

6
5.

7
5.

8
6.

4
7.

0
7.

0
5,

58
7

<0
.0

00
1

 
≥2

50
0 

g
94

.4
94

.3
94

.2
93

.6
93

.0
93

.0
83

,2
42

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2010 November 17.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Corcoran et al. Page 12

Ta
bl

e 
3

N
um

be
rs

 o
f o

ff
sp

rin
g 

w
ith

 a
nd

 w
ith

ou
t s

ch
iz

op
hr

en
ia

, c
ru

de
 a

nd
 a

dj
us

te
d 

re
la

tiv
e 

ris
ks

 (R
R

) a
nd

 9
5%

 c
on

fid
en

ce
 in

te
rv

al
s (

C
I)

, b
y 

se
le

ct
ed

 v
ar

ia
bl

es

V
ar

ia
bl

e 
fo

r 
ea

ch
 m

od
el

Sc
hi

zo
ph

re
ni

a
C

ru
de

 R
R

95
%

 C
I

A
dj

us
te

d 
R

R
*

95
%

 C
I

−
+

Se
x

Fe
m

al
e

42
,6

94
26

3
1

1

M
al

e
45

,4
98

37
4

1.
3

1.
1–

1.
6

1.
3

1.
1–

1.
6

Pa
te

rn
al

 a
ge

<2
5

11
,6

38
62

1
1

25
–3

4
50

,7
75

33
7

1.
2

0.
9–

1.
6

1.
3

1.
0–

1.
7

35
–4

4
21

,9
31

18
9

1.
5

1.
2–

2.
1

1.
6

1.
1–

2.
3

45
+

3,
84

8
49

2.
2

1.
5–

3.
2

2.
3

1.
4–

3.
6

M
at

er
na

l a
ge

<2
5

29
,8

82
18

0
1

1

25
–2

9
28

,5
76

19
2

1.
1

0.
9–

1.
4

1.
1

0.
9–

1.
4

30
–3

4
17

,7
72

14
2

1.
3

1.
0–

1.
6

1.
3

1.
0–

1.
7

35
+

11
,9

62
12

3
1.

7
1.

3–
2.

1
1.

6
1.

1–
2.

3

R
ur

al
N

o
84

,8
88

62
3

1
1

Y
es

3,
30

4
14

0.
8

0.
5–

1.
3

0.
8

0.
5–

1.
4

B
irt

h 
or

de
r

1–
3

61
,9

69
43

8
1

1

4–
6

17
,8

21
13

4
1.

0
0.

9–
1.

3
0.

9
0.

7–
1.

1

7+
8,

40
2

65
1.

0
0.

8–
1.

3
0.

7
0.

5–
1.

0

B
irt

hw
ei

gh
t

≥2
,5

00
 g

82
,6

45
59

7
1

1

<2
,5

00
 g

5,
54

7
40

1.
2

0.
9–

1.
7

1.
2

0.
9–

1.
7

M
at

er
na

l w
or

k 
ou

ts
id

e 
ho

m
e

Y
es

36
,6

18
23

5
1

1

N
o

51
,5

74
40

2
1.

2
1.

0–
1.

4
1.

2
1.

0–
1.

4

D
ur

at
io

n 
of

 m
ar

ria
ge

<2
16

,7
41

11
9

1
1

2–
4

25
,2

62
17

2
1.

0
0.

8–
1.

2
0.

9
0.

7–
1.

2

5–
9

24
,9

34
17

1
0.

9
0.

7–
1.

2
0.

8
0.

6–
1.

0

10
+

21
,2

55
17

5
1.

1
0.

9–
1.

4
0.

7
0.

5–
1.

0

Se
x:

 a
dj

us
te

d 
fo

r p
at

er
na

l a
ge

 (c
on

tin
uo

us
), 

m
at

er
na

l a
ge

, d
ur

at
io

n 
of

 m
ar

ria
ge

 a
nd

 b
irt

h 
or

de
r. 

Pa
te

rn
al

 a
ge

: a
dj

us
te

d 
fo

r s
ex

, m
at

er
na

l a
ge

, d
ur

at
io

n 
of

 m
ar

ria
ge

 a
nd

 b
irt

h 
or

de
r. 

M
at

er
na

l a
ge

: a
dj

us
te

d 
se

x,
pa

te
rn

al
 a

ge
 (c

on
tin

uo
us

), 
du

ra
tio

n 
of

 m
ar

ria
ge

 a
nd

 b
irt

h 
or

de
r. 

B
irt

h 
or

de
r: 

ad
ju

st
ed

 fo
r s

ex
, p

at
er

na
l a

ge
 (c

on
tin

uo
us

), 
m

at
er

na
l a

ge
 a

nd
 d

ur
at

io
n 

of
 m

ar
ria

ge
. D

ur
at

io
n 

of
 m

ar
ria

ge
: a

dj
us

te
d 

fo
r s

ex
, p

at
er

na
l

ag
e 

(c
on

tin
uo

us
), 

m
at

er
na

l a
ge

 a
nd

 b
irt

h 
or

de
r. 

R
ur

al
, b

irt
hw

ei
gh

t, 
m

at
er

na
l w

or
k 

ou
ts

id
e 

ho
m

e:
 a

dj
us

te
d 

fo
r s

ex
, p

at
er

na
l a

ge
 (c

on
tin

uo
us

), 
m

at
er

na
l a

ge
, d

ur
at

io
n 

of
 m

ar
ria

ge
 a

nd
 b

irt
h 

or
de

r

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2010 November 17.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Corcoran et al. Page 13

Table 4

Numbers of offspring with and without schizophrenia, crude relative risks (RR) and 95% confidence intervals
(CI), by social class

Social class Schizophrenia RR 95% CI

− +

1 (high) 9,471 67 1 ref

2 18,429 119 0.9 0.7–1.3

3 13,298 95 1.0 0.7–1.4

4 16,073 92 0.8 0.6–1.2

5 19,249 147 1.0 0.8–1.3

6 (low) 11,672 117 1.3 1.0–1.8
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