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Abstract

The theory of fundamental causes is one of the more influential attempts to provide a theoretical
infrastructure for the strong associations between indicators of socioeconomic status (education,
income, occupation) and health. It maintains that people of higher socioeconomic status have
greater access to flexible resources such as money, knowledge, prestige, power, and beneficial
social connections that they can use to reduce their risks of morbidity and mortality and minimize
the consequences of disease once it occurs. However, several key aspects of the theory remain
underspecified, compromising its ability to provide truly compelling explanations for
socioeconomic health inequalities. In particular, socioeconomic status is an assembly of indicators
that do not necessarily cohere in a straightforward way, the flexible resources that
disproportionately accrue to higher status people are not clearly defined, and the distinction
between socioeconomic status and resources is ambiguous. | attempt to address these definitional
issues by infusing fundamental cause theory with features of a well-known theory of
socioeconomic stratification in the sociological literature — Pierre Bourdieu’s theory of symbolic

power.



Commentary

Strong associations between indicators of socioeconomic status (education, income, occupation)
and individual health are plentiful in the social determinants of health literature [1-4]. The theory
of fundamental causes proffered by Bruce Link and Jo Phelan [5-9] is one of the more influential
attempts to provide a theoretical infrastructure for these associations. Fundamental cause theory
maintains that people of higher socioeconomic status (SES) have greater access to flexible
resources such as money, knowledge, prestige, power, and beneficial social connections that they
can use to minimize or avoid risks of morbidity and mortality and minimize the consequences of
disease once it occurs. The application of these resources affects multiple disease outcomes
through multiple risk factor mechanisms, and, importantly, the mechanisms linking resources to a
specific disease outcome change over time as the proximal risk factors that affect the development
of the disease are replaced by others. These tenets make SES a “fundamental” cause of disease.
To date fundamental cause theory has been enthusiastically applied to a variety of diseases in a

wide range of contexts [10-21].

The distinction between SES and flexible resources is foundational to fundamental cause
theory: the persistence of associations between indicators of SES and morbidity/mortality is the
problem and the application of flexible resources by higher status people is the solution to the
problem. However, SES and resources are both underspecified in the theory. First, as others have
previously noted [22-24] the notion of SES is an assembly of disparate indicators that do not
necessarily cohere in a straightforward way. Accordingly for a given disease there is no obvious
reason to focus on one indicator instead of another and the causal storyline for one indicator could
be very different from that for another. Second, the resources that disproportionately accrue to

higher status people are insufficiently theorized [25,26]. In particular, the flexible resources



catalogued by fundamental cause theory cannot all be clearly distinguished from one another, e.g.,
money, knowledge, prestige, and beneficial social connections can all be forms of power and the
possession of wealth or knowledge can be prestigious. This conceptual ambiguity obscures the
contributions of specific resources to causal processes linking SES to health. Third, the distinction
between SES and resources is also ambiguous. For example, occupational prestige (an indicator
of SES) is a subset of prestige in general (a resource), and income (an indicator of SES) and money
(a resource) are much the same thing. More systematic definitions of socioeconomic status and
resources would help to identify the full range of flexible resources available to higher status

people and provide insight into the ways in which they are wielded to mitigate risk of disease.

One way of addressing these definitional issues is to jettison the notion of SES and focus
exclusively on associations between singular resources and disease outcomes. To the degree that
educational credentials and monetary income are flexible resources one could argue that much of
the research inspired by fundamental cause theory implicitly adopts this approach. For example,
Chang and Lauderdale’s [12] finding from the United States that income disparities in cholesterol
levels were positive before the era of statin use and negative afterwards is consistent with a causal
explanation for cholesterol disparities based upon the application of flexible monetary resources
to procure access to statins. Studies which report that associations between education and
preventable causes of mortality are typically stronger than those between education and less
preventable causes of mortality [7,10,19,20] are consistent with causal explanations that focus on
the flexible application of prestigious academic credentials and/or knowledge obtained from
educational experiences to produce good health and avoid illness. There are evident advantages to
this strategy: it is analytically straightforward, resources can be considered in isolation of one

another, and there is no urgent need for an accompanying theory of socioeconomic stratification.



Another strategy is to meld fundamental cause theory with a theory of stratification that
carefully distinguishes between resources and socioeconomic status (or position). Some
contending theories are Anthony Giddens’ class structure theory [27], Erik Olin Wright’s theory
of contradictory class locations [28], John Goldthorpe’s class schema [29], Kim Weeden and
David Grusky’s new class map [30], and Pierre Bourdicu’s theory of symbolic power [31-34]. Of
these Bourdieu’s theory is perhaps the best suited to informing fundamental cause theory: it offers
a coherent suite of resources that substantially overlap with the flexible resources delineated by
fundamental cause theory, it provides a conceptualization of socioeconomic status that is not
conflated with singular resources, and it offers a sophisticated means of dissolving the stark divide
between individual agency and social structure that characterizes most health research [35]. The
theory is primarily concerned with explicating the logic of practices. For Bourdieu, practices are
purposeful albeit not always consciously so. They are interconnected with habitus, embodied
dispositions that shape the practices; fields, systems of social positions with their own internal
logics within which the practices attain meaning; and capitals, the material and symbolic resources
for purposive action within fields that also position people in them. Society is comprised of many
fields of struggle, e.g., the political field, the economic field, the scientific field, the literary field,
and the religious field, each with its own habitus, capitals, and practices. Interpenetrating all of
these fields, however, is the field of power, an overarching social space that shapes these other
fields to greater or lesser extent but is also collectively shaped by them. It is in the field of power
that positions are class positions and where the inhabitants of collections of these positions have

the potential to form social classes, according to Bourdieu [32,34].

What might a fundamental cause theory informed by Bourdieu’s theory of symbolic power

look like? First, the Bourdieusian concept of capital could be used to theorize the range of flexible



resources available to people in social life. Economic capital is comprised of money and resources
such as property that can be easily and directly converted into money. Highbrow cultural tastes
and inclinations, lasting dispositions of mind and body, are embodied cultural capital while the
possession of valued cultural goods is objectified cultural capital. Educational credentials,
certificates of cultural competence, are institutionalized cultural capital. Social capital refers to
resources embedded in social relationships — access to the capitals of others — that can be mobilized
by an individual to pursue her goals in a field. Lastly, symbolic capital is any form of capital that
is rooted in relations of power and domination but widely perceived to be legitimate and
meritorious. For Bourdieu, these broadly conceived types of capital are all at play in the field of
power and, in transformed form, in many or most of its subfields. So far so good. Flexible resources
conceived of as capitals are not overly dissimilar to their original descriptions in fundamental cause
theory and overlapping forms of capital are explicitly theorized: money is economic capital, certain
kinds of knowledge are embodied cultural capital, some beneficial social connections are social
capital, all forms of capital are instantiations of power, and all forms of capital that are
misrecognized as legitimate in a particular context are also (prestigious) symbolic capital. This
approach does, however, require distinguishing between resources that are widely valued
manifestations of power in a given society, such as educational credentials or monetary income,
and resources of a more prosaic (and less flexible) kind, such as knowledge about vaccines [16] or
how to procure statins [12]. Presumably the latter would not be considered flexible resources from

this perspective.

Second, SES could be replaced by position in the field of power. According to Bourdieu,
the field of power is a multidimensional social space within which people are positioned relative

to one another by virtue of their portfolios of the dominant capitals in a society. For example,



Bourdieu claimed that class positions are arrayed along the primary dimension of the French field
of power by their total volumes of economic capital and cultural capital and along a secondary
dimension by their relative compositions of these two forms of capital [32,34]. The upper class
therefore possesses large amounts of both economic and cultural capitals while the lower class
possesses little capital of either kind. However, greater wealth corresponds with relative advantage
within classes, especially in the upper class part of the field where the wealthy industrialists
dominate the intelligentsia high in cultural capital. The British field of power depicted by Mike
Savage and colleagues [36] has high levels of economic and cultural capitals coalescing in a single
class grouping at the top of the field of power and low levels of economic and cultural capitals
joining in a single class grouping at the bottom, with several middle-class groupings characterized
by their relative compositions of these forms of capital located between them. Patrick John Burnett
and Gerry Veenstra [37] find that class positions are arrayed vertically in the Canadian field of
power by their sum totals of economic and cultural capitals but that the relative composition of

these capitals plays no role in structuring the field.

The diverse particularities of fields of power notwithstanding, measuring class position
clearly requires measuring all of the relevant resources held by a person, and no resource can be
examined in isolation of the others when investigating associations between class position and
disease. The multidimensionality of a field of power also means that class positions are not
necessarily arrayed linearly from high to low, which could represent a challenge for researchers
accustomed to modeling “the gradient.” A greater challenge comes from the fact that explaining
empirical associations between class position and disease requires investigation into the dynamics
of the field of power [36,37]. Here the habitus and spillovers metamechanisms of fundamental

cause theory described by Jeremy Freese and Karen Lutfey Spencer [25] come into play. The



habitus metamechanism refers to processes by which embodied dispositions (habitus) that generate
healthy or unhealthy lifestyles become unequally distributed among class positions. It involves
examining those field-specific processes whereby higher status people develop a habitus, a sense
of what is right and natural for people like them, which is good or perhaps bad for their health.
The spillovers metamechanism refers to processes by which higher status people achieve better
health due to spillover benefits from the purposive actions of others in their social networks. It
involves examining the health effects of network ties between people located near each other in
the field of power. Both metamechanisms require attending to the health effects of features of
different parts of social structures (fields) rather than the individual-level effects of applying a

resource to some personal health-related end.

In conclusion, I suggest that fundamental cause theory needs clearer theoretical depictions
of socioeconomic status and flexible resources before it can provide truly compelling explanations
for socioeconomic health inequalities. Injecting features of Pierre Bourdieu’s theory of symbolic
power into fundamental cause theory produces functional definitions of resources (by way of
capitals) and socioeconomic status (by way of position in the field of power) as well as a
theoretically informed depiction of the relationship between them. From this hybrid perspective,
causal pathways linking a given resource to a health-related outcome and linkages between the
contextual specificities of class positions in the field of power and the health of the inhabitants of
the positions can all be investigated. A fundamental cause theory informed by Bourdieu’s theory
of symbolic power might therefore have the following foundational tenets: Fundamental cause
theory maintains that resources such as money, valued knowledge and credentials, and beneficial
social connections, all manifestations of power in social life, are unequally distributed in society.

Portfolios of these resources configured in particular ways minimize risks of morbidity and



mortality and curtail the negative consequences of disease once it occurs. The possession of these
sets of resources affects multiple disease outcomes through multiple mechanisms, and the
mechanisms linking the resource portfolios to a disease change over time as the proximal factors

that affect the development of the disease are replaced by others.
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