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Abstract
Despite adolescence being a period marked by significant social changes, 
research on social status focuses largely on adults. This study examined 
whether school and societal subjective social status (SSS) are differentially 
associated with adolescent health above and beyond objective socioeconomic 
status (SES), and explored pathways linking SSS to health. Latino (n = 169) 
and Asian American (n = 77) adolescents (M age = 17.23, SD = 0.74; 59% 
female) completed self-reports of SSS, sleep, stress, and somatic symptoms. 
Parents reported income and education. Blood pressure (BP) measurements 
were obtained. Results indicate that independent of objective SES, lower 
school SSS was associated with higher diastolic BP whereas lower societal 
SSS was associated with more somatic symptoms. Sleep disruptions and 
perceived stress mediated the association between societal SSS and somatic 
symptoms. Results suggest that SSS may be more important to adolescent 
health than objective SES. Furthermore, school and societal SSS may 
differentially affect indicators of health through different pathways.
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Socioeconomic status (SES) clearly affects development throughout life, 
across many pathways, and at multiple levels (e.g., neighborhood, family, 
individual; Chen & Miller, 2013). The effects of low SES range from low 
birth weight in infancy (Parker, Schoendorf, & Kiely, 1994) to premature 
mortality in adulthood (Doubeni et  al., 2012). However, most research 
focuses on objective SES (e.g., income, education, occupation). Increasing 
evidence suggests that subjective social status (SSS) also contributes to 
health. Past studies have primarily focused on adults—despite the fact that 
adolescence is a developmental period marked by significant social changes 
that facilitate development of their own sense of status (Erikson, 1968). This 
current study focuses on the associations between SSS and health, indepen-
dent of objective SES, during the formative adolescent years. Specifically, 
we examine the relationship between SSS in different contexts and markers 
of adolescent health, and determine whether perceived stress and sleep help 
explain these links.

SSS is the perception of one’s position compared with others within a 
particular social hierarchy (e.g., society, neighborhood, school). SSS may 
take into account educational attainment, respect, occupational status, 
income, satisfaction with standard of living, and feelings of future financial 
security (Goodman et  al., 2001; Singh-Manoux, Adler, & Marmot, 2003). 
Among adults, lower societal SSS is associated with greater heart rate, hyper-
tension, and mortality, and with worse self-rated health—above and beyond 
objective measures of status (Adler, Epel, Castellazzo, & Ickovics, 2000; de 
Castro, Gee, & Takeuchi, 2010; Franzini & Fernandez-Esquer, 2006). 
Interestingly, SSS may be a better predictor than objective SES for particular 
health outcomes, including health status and decline, long-standing illness or 
disability, diabetes, hypertension, and mortality (Demakakos, Nazroo, 
Breeze, & Marmot, 2008; Singh-Manoux, Marmot, & Adler, 2005).

Adolescence may be an especially important developmental period to 
examine SSS and health because it is a transitional period between childhood 
and adulthood. As adolescents gain an increasing sense of autonomy, their 
social self also develops (Erikson, 1968). The opinions of peers become more 
important given neural changes in social and affective processing, resulting 
in stronger motivation for peer acceptance and to be more responsive to oth-
ers’ perspectives (Crone & Dahl, 2012). As a result of increasing their auton-
omy and constructing a social identity, adolescents may develop their own 
sense of status. Traditional measures of early SES that are ascribed by par-
ents’ SES, then, may not appropriately capture adolescents’ internalized per-
ceptions of social standing. Given that SSS assesses one’s own perceptions of 
social standing, it may be more strongly associated with some markers of 
adolescent health than objective SES. Indeed, a recent review suggests that 
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similar to the role of SSS in adult health, lower SSS is also associated with 
poorer adolescent physical health, including worse self-rated overall health 
and higher reports of health symptoms (Quon & McGrath, 2014). Although 
past work has elucidated the link between SSS and indicators of adolescent 
health, we have a limited understanding of how SSS differentially impacts 
health in distinctive contexts.

SSS is often measured with a ladder scale, with the top of the ladder rep-
resenting the highest status and the bottom representing the lowest status 
(Goodman et al., 2001). Research suggests that the reference groups on the 
ladder (e.g., relative placement in society; relative placement in immediate 
social environment) can differentially affect health (Goodman et al., 2001; 
West, Sweeting, Young, & Kelly, 2010). Adolescent SSS is typically opera-
tionalized as the adolescent’s perceptions of his or her family’s status in soci-
ety (societal SSS). However, adolescents spend a significant amount of time 
in school and may be particularly sensitive to their peers’ evaluation 
(Somerville, 2013). According to ecological perspectives, systems most 
proximate to an individual exert the greatest influence on development 
(Bromfenbrennner, 1979). Thus, SSS in the context of the school community 
may be just as important for health as societal SSS (Glendinning, Love, 
Hendry, & Shucksmith, 1992). Consistent with this, school SSS, but not fam-
ily SES, was associated with cortisol responses. Furthermore, the nature of 
the associations depended on whether social status was measured on the 
scholastic (e.g., doing well in school), peer (e.g., respected), or sports (e.g., 
sporty) dimension of the school community (West et al., 2010). These find-
ings indicate the need to include the school context when investigating the 
effects of SSS during adolescence.

It is also unclear how SSS affects health during adolescence (Quon & 
McGrath, 2014). Research on objective SES suggests that psychological 
stress and sleep are probable pathways linking SSS and health. Individuals 
from lower SES report having more negative social experiences (Lantz, 
House, Mero, & Williams, 2005) and fewer resources to cope with psycho-
logical stress (Gallo, Bogart, Vranceanu, & Matthews, 2005). Similarly, 
lower SES individuals report more barriers to sleep quality and shorter sleep 
duration compared with their higher SES peers (Marco, Wolfson, Sparling, 
& Azuaje, 2012; Mezick et  al., 2008). Greater psychological stress and 
poorer sleep, in turn, are associated with a wide range of adverse health 
outcomes (Cohen, Janicki-Deverts, & Miller, 2007; Irwin, 2015). There is 
mixed support for the mediating role of perceived stress and some support 
for the mediating role of sleep in the relation between objective SES and 
health (Matthews & Gallo, 2011; Moore, Adler, Williams, & Jackson, 2002; 
Van Cauter & Spiegel, 1999). It is unclear whether stress and sleep also 



Huynh and Chiang	 929

mediate the link between SSS and health. Explaining this link is particularly 
important during adolescence, when sleep disruptions are pervasive (Becker, 
Langberg, & Byars, 2015) and stress levels are just as high as—and some-
times higher than—those reported by adults (American Psychological 
Association, 2014).

In this study, we focus specifically on somatic symptoms (e.g., headaches, 
stomachaches) and blood pressure (BP) as indicators of overall health because 
of their associations with future health. Somatic symptoms are associated 
with functional impairment and health service use (Campo, 2012) and are 
predictive of depression and other mental health disorders in adulthood 
(Bohman et al., 2012). Notably, somatic symptoms may also be manifesta-
tions of dysregulation of multiple physiological systems (e.g., autonomic 
nervous, immune, and neuroendocrine systems) that underlie health 
(Kozlowska, 2013). BP during adolescence is predictive of cardiovascular 
risk in adulthood (Gustafsson, Persson, & Hammarström, 2011) and is a com-
ponent of metabolic risk, which begins to establish itself by childhood (Cook, 
Weitzman, Auinger, Nguyen, & Dietz, 2003; Zimmet et al., 2007).

The aims of this current study are to (a) examine whether societal and 
school SSS are differentially associated with adolescent physical health 
above and beyond objective SES, and (b) identify sleep and stress as underly-
ing pathways. Adolescents’ subjective accounts of status are likely to exert 
greater influence on their development than status that is ascribed to them 
(e.g. parental education and income). Further, because we expect adoles-
cents’ developing sense of status may depend on context, we expect school 
SSS (e.g., the more proximal context) to affect health more than societal SSS 
(e.g., the more distal context).

Method

Participants

Participants were 360 Latino and Asian American 11th- and 12th-grade ado-
lescents (M age = 17.18, SD = 0.74) recruited from two schools. Thirty-nine 
additional adolescents from other ethnic backgrounds (e.g., European, n = 
10; “Other,” n = 8; etc.) were allowed to complete the study but were excluded 
from analyses given that the study was designed to focus on youth from Asian 
and Latino backgrounds. We focused on these two ethnic minority groups 
because there has been limited research on the psychosocial contributions to 
health among these ethnic minority groups despite the fact that they are the 
two fastest growing minority groups in the United States. Latino adolescents 
(94.7%) were primarily ethnically Mexican and first-generation (15%) or 
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second-generation (77%) Americans. Asian American adolescents (73.5%) 
were primarily ethnically Vietnamese and first-generation (19%) or second-
generation (79%) Americans.

Measures

SES.  Parents reported total annual household income before taxes and other 
deductions by selecting one of 11 categories (<US$10,000 to ≥US$100,000). 
Parents also reported their own and their spouse’s highest level of education 
achieved. Income and education were standardized and averaged together to 
compute an index of objective SES.

SSS.  The MacArthur Scale of Subjective Social Status–Youth Version (Good-
man et al., 2001) assessed family status in U.S. society (societal SSS) and 
individual status in school (school SSS). Two 10-rung ladders were pre-
sented, one representing U.S. society and the other representing the respon-
dent’s school community. The top rungs of the ladders represent those with 
the highest standing (e.g., school: most respect, highest grades) whereas the 
bottom rungs of the ladders represent those with the lowest standing (e.g., 
societal: least money, education). Adolescents indicated the rungs that best 
represented their status in each context. Prior work has established the reli-
ability of this measure and has related to a number of health outcomes among 
adolescents (Finkelstein, Kubzansky, & Goodman, 2006; Goodman et  al., 
2003; Goodman et al., 2001).

Perceived stress.  The 10-item Perceived Stress Scale (Cohen, Kamarck, & 
Mermelstein, 1983) assessed the extent to which participants perceived their 
lives to be stressful (α = .77). Adolescents indicated how frequently in the 
past month (0 = never, 4 = very often) they felt “upset because of something 
that happened unexpectedly” or “unable to control the important things in 
your life.”

Sleep duration.  Adolescents reported their average hours of nightly sleep in 
the past month (Pittsburgh Sleep Quality Index [PQSI]; Buysse, Reynolds, 
Monk, Berman, & Kupfer, 1989). Studies that used subjective self-reports of 
sleep duration (Knutson & Lauderdale, 2007; Liu, Uchiyama, Okawa, & 
Kurita, 2000) have shown that self-report measures of sleep are modestly 
correlated with objective measures of sleep among adolescents (Lauderdale, 
Knutson, Yan, Liu, & Rathouz, 2008). Previous studies that used single items 
of sleep duration based on the PSQI found associations with health (Altman 
et al., 2012; Yu et al., 2007).
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Sleep disruption.  Two items (r = .61, p < .001) assessed sleep disruption: 
“How often have you experienced sleep problems?” in the past 2 weeks (1 = 
not at all, 4 = almost every day) and “My sleep was restless” in the past 
month (1 = rarely, 4 = all of the time). These items were standardized and 
averaged together (α = .76). Most studies of sleep quality among youth use 
self-reports, and these measures are meaningfully associated with predicted 
outcomes (e.g., school performance; Dewald, Meijer, Oort, Kerkhof, & 
Bögels, 2010).

Somatic symptoms.  Participants indicated how frequently (1 = not at all,  
4 = almost every day) they experienced 11 somatic symptoms (e.g., head-
aches, upset stomach) during the past 2 weeks (Resnick et al., 1997; Udry & 
Bearman, 1998). Responses were averaged across items to create a compos-
ite variable (α = .83).

BP.  BP was assessed twice (1 minute apart) using an Omron HEM-712C 
Automatic BP Monitor. The cuff was placed around the nondominant arm of 
seated participants. The two readings were averaged.

Covariates.  Adolescents reported on their age, sex, ethnicity, and engagement 
in regular exercise (i.e., physical activities that caused sweat, at least once a 
week). Research staff assessed participants’ height and weight for body mass 
index (BMI).

Procedures

After obtaining approval from the University’s Office of Human Research 
Protection, participants were recruited from the 11th and 12th grades of two 
Southern California high schools via classroom presentations. Interested stu-
dents took home consent forms and a demographic survey for their parents/
guardians. Although all 11th- and 12th-grade students in the two schools 
were eligible to participate, of the students recruited through presentations, 
36% returned both required assent and consent forms. Participants completed 
questionnaires during class in the same room. While other participants com-
pleted the questionnaires, individual participants were taken to a private cor-
ner by a trained staff to measure participants’ BP, height, and weight. Among 
participating adolescents, 79.4% returned completed parent surveys. 
Participants from School 1 received US$5 and were entered into a raffle for 
T-shirts. Participants from School 2 did not receive any incentives in accor-
dance with district policy.
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Data Analyses

Analyses were conducted on adolescents who had complete data on status 
variables. The majority of adolescents (89%) reported their SSS; however, 
72% of parents reported on objective measures of SES. Thus, the final ana-
lytic sample consisted of 246 adolescents (M age = 17.23, SD = 0.74; 59% 
female; 68.7% Latino, 31.3% Asian). Independent-samples t tests indicate 
that adolescents with incomplete data on status variables did not differ from 
those with complete data on age, objective SES, perceived stress, sleep dura-
tion, systolic blood pressure (SBP), diastolic blood pressure (DBP), and exer-
cise (ps > .11). They did differ on somatic symptoms, t(339) = −2.48, p = .01; 
those excluded from analyses had fewer somatic symptoms (M = 0.42, SD = 
0.37) than those included in analyses (M = 0.52, SD = 0.29).

Preliminary bivariate correlations were first conducted. Given that partici-
pants were recruited from schools, we next examined whether it was neces-
sary to adopt a statistical approach that accounts for the hierarchical structure 
of individuals nested within schools. For all outcomes, intraclass correlations 
were ≤.001, which suggests that adolescents within schools were not more 
similar than adolescents from different schools. As such, we conducted a 
series of regression analyses to test our hypotheses. Regression analyses first 
focused on the relation between societal and school SSS and health (i.e., 
somatic symptoms, SBP, DBP). To examine whether societal and school SSS 
differentially predict health, models included both measures. All analyses 
controlled for objective SES and school. Sex and ethnicity were included as 
covariates given known sex and ethnic differences in reporting somatic 
symptoms (Pina & Silverman, 2004) and in BP levels (Muntner, He, Cutler, 
Wildman, & Whelton, 2004). Because of known associations with BP, mod-
els predicting BP included BMI and exercise (Cornelissen & Fagard, 2005; 
Reinehr, Kiess, de Sousa, Stoffel-Wagner, & Wunsch, 2006).

Significant associations between SSS variables and health outcomes were 
then tested for mediation by perceived stress and sleep variables. We first 
examined single mediation models, in which mediating variables were added 
in separately. Next, we added all mediators simultaneously to account for 
shared variance among variables. Indirect effects were tested for significance 
using 95% bias-corrected bootstrap confidence intervals (CIs) based on 5,000 
bootstrap samples given that indirect effects are not normally distributed and 
bootstrapping does not rely on a normal sampling distribution (MacKinnon, 
Lockwood, & Williams, 2004). All analyses were conducted using SPSS 21. 
Indirect SPSS macros (Preacher & Hayes, 2008) were used to conduct the 
bootstrapping analyses.



Huynh and Chiang	 933

Results

As shown in Table 1, subjectively, participants viewed their family status as 
middle class in American society and perceived themselves to have slightly 
higher status in their school. Average societal and school SSS in the present 
sample were slightly lower than observed in other samples, but variability of 
these measures was comparable with that in previous work (Goodman et al., 
2003; Goodman et  al., 2001). Average household incomes were between 
US$20,000 and US$30,000, and 46% of participants had parents who com-
pleted at least high school. There were no school differences in income and 
education (ps > .17). Overall, levels of perceived stress and somatic symp-
toms were low, and average levels of SBP and DBP were within normal 
range. Thirty-one adolescents (8.7%) were at risk for hypertension (i.e., SBP 
≥ 120 mmHg and DBP ≥ 80 mmHg; National High Blood Pressure Education 
Program, 2005).

Societal SSS was modestly and positively associated with school SSS, and 
both measures were positively associated with objective SES. Lower societal 
SSS, more stress, shorter sleep duration, and more sleep disruptions were 
associated with more somatic symptoms. Both measures of SSS were unre-
lated to BP, and among the potential mediating variables, only higher levels 
of stress were related to lower SBP.

Hierarchical regression analyses first examined whether societal SSS and 
school SSS uniquely predicted health independent of objective SES. Lower 
societal SSS was related to more somatic symptoms (Table 2, column 1) 
whereas lower school SSS was related to higher DBP (Table 3, column 1). 
Neither societal SSS—b (SE) =0 .59 (0.47); β = .07, p = .20—nor school 
SSS—b (SE) = 0.01 (0.44); β = .00, p = .98—was related to SBP.

To test whether stress, sleep duration, and sleep disruptions mediated the 
association between societal SSS and somatic symptoms, variables were 
added separately to the model (Table 2, columns 2-4). For all mediators, the 
association between societal SSS and somatic symptoms became nonsignifi-
cant, while higher levels of the mediator were significantly associated with 
more somatic symptoms. When all mediators were added simultaneously, the 
societal SSS–somatic symptoms relation was attenuated such that greater 
stress and more sleep disruptions, but not sleep duration, were significantly 
associated with more somatic symptoms (Table 2, column 4).

To estimate the indirect effect of stress and sleep disruptions, we con-
ducted two additional regression analyses predicting stress and sleep disrup-
tions from societal SSS. Lower societal SSS was significantly related to more 
perceived stress, b (SE) = −0.08 (0.03), p < .01, and more sleep disruptions, 
b (SE) = −0.10 (0.04), p = .01. Bootstrapping confirmed that the association 
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between societal SSS and somatic symptoms was mediated by stress—
indirect effect b (SE) = −0.02 (0.01), 95% CI = [−.033, −.004]—and sleep 
disruptions—indirect effect (SE) = −0.01 (0.01), 95% CI = [−.025, −.003].

It is possible that greater somatic symptoms increase perceptions of stress 
and sleep disruptions. Therefore, we tested somatic symptoms as the media-
tor of the societal SSS–stress and societal SSS–sleep disruption links. 
However, results suggest that somatic symptoms do not mediate either the 
association between society SSS and stress or the association between soci-
etal SSS and sleep.

Finally, none of the stress or sleep variables mediated the association 
between school SSS and DBP in single or multiple mediation models, and the 
association between school SSS and DBP remained significant (Table 3, col-
umns 1-4).

Discussion

This study aimed to elucidate how sense of social status affects health during 
adolescence. We examined whether school and societal SSS are differentially 
associated with adolescent BP and somatic symptoms independent of objec-
tive SES. This study further explored stress and sleep as potential mecha-
nisms linking SSS to adolescent health. Consistent with research on adult 
populations (Singh-Manoux et al., 2005), results suggest that SSS is a stron-
ger predictor of adolescent health than objective SES. Measures of SSS, but 
not objective SES, were associated with adolescent BP and somatic symp-
toms. Specifically, lower societal SSS was associated with greater somatic 
symptoms, and lower school SSS was associated with higher DBP. 
Furthermore, lower societal SSS may increase somatic symptoms through 
greater levels of stress and disruption of sleep.

Our finding that SSS is associated with health above and beyond objec-
tive SES is consistent with current research that indicates SSS has an inde-
pendent influence on health (Quon & McGrath, 2014). As adolescence is a 
time of heightened social comparison and a developing sense of social 
identity, it is not surprising that adolescents’ internalized perceptions of 
social standing were better predictors of their health than an ascribed status 
based on their parents’ SES. This is consistent with ecological theory 
because one’s subjective interpretation of status is a characteristic of the 
individual—and therefore likely to have a direct effect on development—
whereas family SES is a family characteristic that is further removed from 
the child, and thus likely to have an indirect effect on development 
(Bromfenbrennner, 1979). These results resonate with the call for measur-
ing both objective and subjective measures of status to capture both relative 
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and absolute social positions and their independent effects on adolescent 
health (Quon & McGrath, 2014).

Results from the present study further indicate that societal and school 
SSS are differentially associated with health. Specifically, the more immedi-
ate and proximal environment, school SSS, was associated with DBP, an 
objective measure of health. However, the more distal environment, societal 
SSS, was associated with somatic symptoms, a subjective and self-reported 
measure of health. As with previous research (Goodman et al., 2003), adoles-
cents provided lower ratings of societal SSS than of school SSS, and these 
two measures were only modestly correlated with each other. Furthermore, 
others have found that school SSS, but not societal SSS, was associated with 
greater odds of being overweight among adolescents (Goodman et al., 2003). 
Similarly, higher peer SSS increased risk whereas higher societal SSS was 
protective for substance abuse among Mexican youth (Ritterman et al., 2009). 
These results suggest that societal and school SSS are qualitatively different 
constructs and are consistent with the argument that peer status is an earned 
status whereas family social status is an assigned status (Hanson & Chen, 
2007; West et al., 2010). Furthermore, school SSS is likely capturing more of 
the day-to-day contributions to status in a context (school) that is salient and 
meaningful to adolescents’ emerging sense of self. These results indicate a 
need to include multiple referents, especially school, when investigating the 
effects of SSS during adolescence. Our study provides evidence of the dif-
ferential association different measures of SSS have with health. However, 
more studies are needed to elucidate the extent to which these differential 
associations exist for a broader range of health outcomes.

We further found that adolescents who perceive their family to have lower 
standing in U.S. society reported higher levels of perceived stress and more 
restlessness and sleep problems. Perceived stress and sleep disruptions, in 
turn, were associated with greater reports of stomachaches and other somatic 
symptoms. Both the physical (e.g., noise) and social (e.g., crime) environ-
ments of poverty likely contribute to stress and poor health among youth 
(Schreier & Chen, 2013). Our research adds to this literature because we 
found that teenagers’ perception of social standing—independent of their 
parents’ income and educational attainment—can contribute to feelings of 
stress, sleep problems, and feeling sick. Furthermore, although sleep duration 
mediated the link between societal SSS and somatic symptoms, this pathway 
disappeared in the multiple mediation model. This suggests that the quality of 
sleep matters more than the quantity of sleep in explaining the association 
with somatic symptoms. Separating sleep quality from sleep duration is an 
important distinction considering that a recent review found differential asso-
ciations with youths’ school performance (Dewald et al., 2010). Collectively, 
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these findings indicate that one way to address SSS differences in somatic 
symptoms is to identify ways to improve youths’ sleep quality and to better 
cope with stress.

There are effective treatments for adolescent sleep problems (e.g., behav-
ioral therapy; Bootzin & Stevens, 2005), but few are implemented in schools. 
One intervention (Bei et al., 2013) targeted at adolescent girls with poor sleep 
found improvements in multiple sleep outcomes (e.g., greater sleep effi-
ciency, duration). Another intervention that included students with or without 
sleep problems (Moseley & Gradisar, 2009) produced short-term improve-
ments in regularized bedtimes (i.e., less of a discrepancy between weekdays 
and weekends) but not in other outcomes (e.g., daytime sleepiness). Authors 
suggested that future interventions should include parental sessions and bet-
ter motivations for adolescents to maintain changes in behavior (Cain, 
Gradisar, & Moseley, 2011).

There are several evidence-based techniques to reduce stress, including 
relaxation, guided imagery, and mindfulness-based stress reduction 
(MBSR; Varvogli & Darviri, 2011). MBSR models appear to be feasible 
with children and adolescents, but large and well-designed studies need to 
be conducted to examine whether school-wide interventions are effective 
(Burke, 2010). Although more work is needed to find the best intervention 
for poor sleep and high stress among youth, these studies provide an impor-
tant foundation.

We did not find significant mediators of the association between school 
SSS and DBP. One explanation could be our one-time survey measure of 
sleep quality did not fully capture this construct. Indeed, others who used 
actigraphy across multiple days found an association between poor sleep 
quality and hypertension among adolescents (Javaheri, Storfer-Isser, Rosen, 
& Redline, 2008). Alternatively, there may be potentially different pathways 
by which various aspects of SSS affect different markers of physical health. 
This is consistent with one study that found an association between school 
SSS and smoking, but this link was not explained by perceived stress 
(Finkelstein et al., 2006). Although it is unclear how school SSS is associated 
with DBP, others have suggested social support, health behaviors, and the 
importance of relative rank as potential mediating pathways between SSS 
and health (Quon & McGrath, 2014). Correlates of BP might also explain this 
link. For instance, low school SSS might be associated with negative emo-
tions, unpleasant interactions, and fewer positive resources, all of which were 
associated with higher night BP among African American teenagers (Burford, 
Low, & Matthews, 2013). Exploring these factors may be a promising start-
ing point.
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Limitations and Future Directions

The present study has limitations that warrant caution in interpreting results. 
School status is a multidimensional construct (e.g., being popular is a differ-
ent from having high academic achievement; West et  al., 2010). Without 
knowing which dimension is driving student’s overall perception of status, it 
is difficult to suggest specific recommendations to increase status. In addi-
tion, stress is a multidimensional construct, and our measure may not ade-
quately capture stress (Matthews & Gallo, 2011). Future research that 
captures acute stress may find stronger associations with health.

Given the correlational and cross-sectional nature of the present study, it 
is possible that somatic symptoms may lead to greater perceptions of stress 
and disruptions in sleep rather than the other way around. Our reverse media-
tion analyses did not find evidence for this; however, longitudinal designs 
can help elucidate the directionality of this relationship. Although the effect 
sizes of SSS are modest (e.g., <.30 is small; Cohen, 1988), they are similar to 
the effects sizes we find with objective SES. This highlights that SSS is one 
of many factors that may contribute to adolescent health.

Our Asian and Latino sample is not representative of adolescents from 
these or other ethnic minority backgrounds; thus, the results may not be 
generalized to other adolescents. Moreover, these participants are drawn 
from a largely immigrant community, which may influence how these youths 
perceive SES and American society in general. As the population of third-
generation Asian and Latino adolescents expands, research can examine 
generational differences in the associations between SSS and adolescent 
health. In addition, our participation rate was low, further limiting the gener-
alizability of the results. The low participation rate was likely due to (a) 
limited access to all eligible students, as not all teachers gave permission to 
recruit from their classes; (b) failure of interested participants to provide 
both the parental consent and assent forms; and (c) the lack of “makeup” 
data collection times (e.g., during lunch, after school) for participants absent 
during the day of data collection. Despite the limited generalizability of 
these results, including participants from two of the fastest growing ethnic 
groups in the United States (U.S. Census Bureau, 2013) is an important step 
in understanding the link between social status and health-related outcomes 
across ethnic backgrounds.

Conclusion

Despite current limitations, the present study enhances our understanding of 
how SSS is associated with adolescent health and identifies potential underlying 
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pathways. Schools, parents, and others interested in improving the health of 
youth may find it more practical to address poor-quality sleep and stress than 
attempting to increase adolescents’ social status. There are several promising 
interventions for adolescent sleep and stress problems, and breaking the link 
from sleep and stress to adolescent health may be one way to decrease health 
disparities associated with social status.
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