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Article

The latter decades of the twentieth century marked a 
period of epidemiological focus, both conceptually 
and methodologically, on individual-level behav-
iors. Through a myriad of sociological contribu-
tions, an emphasis on fundamental causes of disease 
gave social scientists a critical framework through 
which to explicate health-related inequalities. More 
recently, the intersection of political and medical 
sociology has provided a language around the polit-
ical economy of health. The intention of the current 
article is to draw out some of the most promising 
and yet underappreciated aspects of these evolu-
tions to advance a theory of health power resources. 
This new theory centers on the ways that various 
resources are made meaningful to health via pro-
cesses of stratification, commodification, discrimi-
nation, and devitalization. These processes determine 
the distribution as well as necessity, value, and utility 
of socioeconomic and health-relevant resources. It 

further aims to embed the quintessential sociologi-
cal construct of power relations more firmly within 
study of health and health disparities.

BAckgrOunD
Fundamental Causes and 
Contextualizing Risk Factors
In the 1980s and 1990s, prevailing epidemiological 
approaches to understanding health inequalities 
emphasized the role of behavioral risk factors (Pearce 
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1996), largely obscuring structural influences on 
well-being (Cockerham 2005). With the publication 
of “Social Conditions as Fundamental Causes of 
Disease” in the Journal of Health and Social 
Behavior, Link and Phelan (1995) offered a compel-
ling alternative to risk-factor epidemiology. 
Borrowing from prior work (House et al. 1994), 
Link and Phelan’s theory of fundamental causes 
posited that social conditions (e.g., socioeconomic 
status, race, and gender) are inextricably linked to a 
wide and dynamic array of outcomes (Cassel 1976) 
and mechanisms (Lieberson 1985) via the differen-
tial distribution of flexible resources vital to health. 
Mechanisms included quality health care, health 
literacy, pro-health social networks, healthy life-
style choices, safe neighborhoods, safe workplaces, 
and restorative leisure opportunities (Link and 
Phelan 2002). Fundamental causes provided an 
account not only of why health inequalities exist but 
also why they are so reliably reproduced even when 
differences in health care access, lifestyle choices, 
neighborhood quality, and so on have been reduced.

Based on the attention Link and Phelan paid to 
socioeconomic status (SES) as a flexible resource, 
sociologists generated a volume of research linking 
income and education to health inequalities using 
the fundamental causes framework (Brown et al. 
2012; Masters, Hummer, and Powers 2012; 
McDonough, Worts, and Sacker 2010; Miech et al. 
2011; Pampel 2009; Zapata Moya et al. 2015). 
Research subsequently expanded to include race 
and gender as social conditions in recognition of 
their close tie to flexible resources (Daw 2015; 
Hamilton, Hale, and Savinar 2019; Harder and 
Sumerau 2018; Kim, Dolecek, and Davis 2010; 
Oropesa, Landale, and Hillemeier 2015; Roxburgh 
2009; Turner, Brown, and Hale 2017), a develop-
ment sanctioned by Link and Phelan in a later arti-
cle (Phelan, Link, and Tehranifar 2010).

The elegance of the fundamental cause concept 
and the rapid pace with which it was adopted 
obscured other foundational aspects of the frame-
work, however. Before even introducing the notion 
of social conditions as fundamental causes of dis-
ease, Link and Phelan (1995) devoted the opening 
section of their article to another topic—the need to 
contextualize risk factors. They argued that contex-
tualizing risk factors was essential because:

Efforts to reduce risk by changing behavior may 
be hopelessly ineffective if there is no clear 
understanding of the process that leads to 
exposure. For example, there are powerful 
social, cultural, and economic factors shaping 

the diet of poor people in the United States. 
Consequently, providing information about 
healthy diet to poor people and exhorting them 
to follow nutritional guidelines is unlikely to 
have much impact. Without an understanding of 
the context that leads to risk, the responsibility 
for reducing the risk is left with the individual, 
nothing is done to alter the more fundamental 
factors that put people at risk of risks. (Link and 
Phelan 1995:85)

For Link and Phelan, it seemed, these “social, cul-
tural, and economic factors” determined the extent 
to which social conditions were linked to exposures 
and to which exposures were linked to disease.

Link and Phelan (1995) set forth contextualizing 
risk factors as the catalysts that transform social 
conditions into fundamental causes. Yet despite the 
primacy of this construct and the popularity of the 
theory, scholarship contextualizing risk factors in 
this way never quite got off the ground.1 There are 
numerous reasons why researchers may have strug-
gled to empirically address the risk-factors contexts 
emphasized by Link and Phelan. Perhaps the arti-
cle, whose title referenced social conditions, insinu-
ated the primacy of this theoretical thread. The 
tendency to privilege social conditions over contex-
tualizing risk factors may also have been reinforced 
by how social conditions were defined in initial 
applications. Although Link and Phelan’s definition 
of social conditions was principally about social 
relationships, early studies largely operationalized 
social conditions in terms of individual characteris-
tics.2 By downplaying how social conditions 
embody individuals’ relationship to others, these 
treatments obfuscated the relevance of the context 
in which social conditions gain significance.

Others have pointed out that research foci are a 
product of ideological orientations that present 
 public issues as private troubles (Mills 1970). 
Muntaner et al. (2015:269) describe this practice as 
“consistent with the biological, psychological, and 
quantitative reductionism that characterizes the meth-
odological individualism of contemporary social sci-
ence.” Commenting on scholarly enthusiasm for the 
concept of socioeconomic status, Navarro 
(2009:427) asserts that “the disappearance of class 
analysis and class discourse . . . is politically moti-
vated. It is precisely a sign of class power (the power 
of the dominant class) that class analysis has been 
replaced by categories of analysis less threatening to 
the social order.” Whatever the reasons, it seems that 
research on risk-factor contexts, particularly those 
of a relational nature, remains underdeveloped, even 
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in the face of efforts to fortify fundamental cause 
theory against “conceptual devolution” (Lutfey and 
Freese 2005:1330).

The Political Economy of Health
While medical sociologists pursued research regard-
ing social conditions, a large and growing U.S. disad-
vantage in population health (National Research 
Council and Institute of Medicine 2013; Nolte and 
McKee 2011; Thakrar et al. 2018; Verguet and 
Jamison 2013) prompted comparative political soci-
ologists to focus on how institutions might function 
to contextualize risk factors for health. Given the 
United States’s weak system of social protection rela-
tive to other rich democracies, the welfare state 
became a common independent variable (Avendano 
and Kawachi 2014; Bezruchka 2012; Komlos and 
Lauderdale 2007; Muennig et al. 2018; Woolf and 
Aron 2018). This cross-national research on the 
“political economy of health” hypothesizes the wel-
fare state as a key avenue through which health-rele-
vant needs and/or wants are met (Lundberg et al. 
2008; McCartney et al. 2019; Raphael 2015). 
Research in this area has promoted the notion of 
“social policy as health policy” (Lantz, Lichtenstein, 
and Pollack 2007; Schoeni et al. 2008; Woolf 2009; 
Zajacova and Montez 2017).

Most studies in this area compare and contrast 
the health of nations with differing welfare state 
regimes (Eikemo et al. 2008; Martikainen et al. 
2004; Muntaner et al. 2011; Richter et al. 2012; 
Samuel and Hadjar 2016; Van de Velde et al. 2014), 
overall welfare generosity levels (Bradley et al. 
2011; Reynolds and Avendano 2018; Rubin et al. 
2016), and program-specific generosity levels. The 
latter group includes studies on income support 
policies (Nelson and Fritzell 2014), unemployment 
insurance (O’Campo et al. 2015), family benefits 
(Avendano et al. 2015), employment protection leg-
islation (Hipp 2016), active labor market policies 
(Jakubow 2016), and social security/retirement 
pensions (Esser and Palme 2010). Although gener-
ally reporting welfare-state effects on health, the 
weight of the evidence varies depending on the spe-
cific predictors (Brennenstuhl, Quesnel-Vallee, and 
McDonough 2012; Hillier-Brown et al. 2019; 
Muntaner et al. 2011) and whether the outcomes 
represent health levels or health inequalities 
(Bambra 2013; Bergqvist, Yngwe, and Lundberg 
2013; Popham, Dibben, and Bambra 2013).

Insights from this cross-national research have 
been imported into domestic research on how states 

“vary in policies, resources, and opportunity struc-
tures in ways that affect population health” (Montez, 
Zajacova, et al. 2019:3). This literature exploits the 
substantial cross-state variation in social (Bradley  
et al. 2016; Bruch 2018) and health policy 
(Grumbach 2018; Kaestner et al. 2017) engendered 
by the delegation of federal decision-making respon-
sibilities down to lower administrative units 
(Kondratas, Weil, and Goldstein 1998) as well as the 
rise of preemption laws that hinder the implementa-
tion of policies at the local level (DuPuis et al. 2017). 
The cumulative health effects of “U.S. states as con-
text” (Montez, Hayward, and Zajacova 2019:624) 
have heightened as Americans grow less geographi-
cally transitory (Molloy, Smith, and Wozniak 2011).

Research on subnational differences in specific 
types of policies have examined the health effects of 
food assistance (Chatterji and Brooks-Gunn 2004; 
Gundersen 2015), unemployment insurance (Cylus, 
Glymour, and Avendano 2015), Supplemental Security 
Income (Herd, Schoeni, and House 2008), housing 
assistance (Fenelon et al. 2018), education policy 
(Muennig et al. 2011), the earned income tax credit 
(Strully, Rehkopf, and Xuan 2010), the minimum 
wage (Komro et al. 2016), and parental leave 
(Montez et al. 2014). Research has also attended to 
institutions beyond the welfare state, including 
political representation in terms of party affiliation 
(Beckfield and Krieger 2009; Navarro et al. 2006) 
and gender (Homan 2019). Nevertheless, research 
on the health effects of politics more broadly defined 
remains scarce (Mackenbach 2014).

Whether or not focused on the welfare state, lit-
erature on political economy of health spotlights 
institutions as sources of stratification. One espe-
cially comprehensive account of how institutions 
affect health through stratification is provided by 
Beckfield et al. (2015:9), who describe how institu-
tional arrangements “account for how and why the 
social determinants vary in their effects” but also 
that they independently affect health inequalities 
through processes of distribution, compression, 
and imbrication (overlap). The socioeconomic 
resources differentially allocated via stratification 
are related to health through a multitude of material 
and psychosocial pathways. Important material 
pathways include food insecurity (Martin and 
Lippert 2012), uninsurance or underinsurance 
(Levy and Meltzer 2008), and workplace hazards 
(Burgard and Lin 2013).

The benefits associated with belonging to a 
privileged strata derive not only from one’s own 
material advantages but also from the material 
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advantages that emerge when means are aggre-
gated at the group level. Lutfey and Freese (2005) 
refer to these spillover effects as an overlooked 
metamechanism through which SES becomes pre-
dictive of health. For example, they point to the 
less aggressive marketing of tobacco and alcohol 
toward higher income groups, which reduces a 
group member’s risk of substance use regardless 
of whether they engage in any health-directed 
activity whatsoever. This phenomenon is well 
documented by neighborhood effects studies 
showing how built environment (Wen and 
Kowaleski-Jones 2012), neighborhood disorder 
(Ross and Mirowsky 2001), collective efficacy 
(Sampson, Morenoff, and Earls 1999), and the like 
act on health.

Psychosocial pathways are also implicated in 
the link between SES and health. These pathways 
include acute and chronic stress (Turner, Wheaton, 
and Lloyd 1995), health-deleterious coping behav-
iors (Pampel, Krueger, and Denney 2010), and low 
levels of mastery, self-esteem, and social support 
(Ross and Wu 1995).

POwEr rELATIOnS AnD 
THE TrAnSLATIOn Of 
SOcIOEcOnOMIc rESOurcES 
AnD HEALTH-rELEVAnT 
rESOurcES
Underlying the emphasis on institutions and stratifi-
cation is an assumption that power relations matter 
for life chances. This assumption is strongly sup-
ported by the theory of power resources, which has 
long acknowledged the crucial role that power rela-
tions play in influencing opportunity structures 
(Korpi 1983; Stephens 1979). This theory asserts that 
in rich democracies, the more power the working 
class consolidates in labor unions and left-leaning 
political parties, the greater the downward distribu-
tion of vital economic resources through social policy 
(Brady 2009; Huber and Stephens 2001; Korpi and 
Palme 2003; Moller et al. 2003). Extensions of the 
theory propose women’s autonomy as a third power 
resource affecting the formation of welfare states 
(Herd 2005; Orloff 1993). Work at the nexus of politi-
cal and medical sociology, in fact, defines institutions 
as “a combination of schemas and resources that 
organize power” (Beckfield 2018:16). Krieger 
(2008:223) notes, “Driving health inequalities are 
how power—both power over and power to do, 
including constraints on and possibilities for exercis-
ing each type—structures people’s engagement with 

the world and their exposures to material and psycho-
social health hazards.”

Although power resources theory points to the 
consequences of power distributions for well-being, 
research has rarely leveraged this, or other power-
based, theories to advance the understanding of 
population health. This is curious considering that 
power distributions constitute preeminent contexts 
that “put people at risk of risks.” I identify four 
main processes linking power relations to health. 
The first of the four processes is stratification—the 
initial distribution of socioeconomic resources, as 
previously described. The remaining three are less 
recognized but critical processes in which power 
relations translate the meaning of socioeconomic 
resources as well as health-relevant resources by 
determining their necessity, value, and utility.

Health-relevant resources are those resources that 
directly affect health: nutrition, health care, health 
education, stress, lifestyle, safety. Recognizing these 
translation processes is integral because the links 
among socioeconomic resources, health-relevant 
resources, and health are not automatic; after all, 
socioeconomic resources matter when they enable 
the acquisition of health-relevant resources, and 
health-relevant resources matter when they are used. 
This point has been articulated by two recent ASA 
Presidents urging sociologists to take more seriously 
inequalities in the distribution of cultural resources, 
such as recognition (Lamont 2018) and status 
(Ridgeway 2014). In her 2013 Presidential address, 
Cecilia Ridgeway (Ridgeway 2014:2) points out, 
“Indeed, people often want money as much for the 
status it brings as for its exchange value.”

As previously mentioned, power relations trans-
late the meaning of socioeconomic and health- 
relevant resources through three mechanisms: (1) 
commodification, which influences the necessity of 
socioeconomic resources; (2) discrimination, which 
influences the value of socioeconomic resources; 
and (3) devitalization, which influences the utility 
of health-relevant resources. The first mechanism 
through which power relations translate the mean-
ing of socioeconomic and health-relevant resources 
is commodification, which alters the necessity of 
socioeconomic resources for acquiring health- 
relevant resources. Commodification is typically 
defined as the provision of basic needs based on 
labor market participation rather than social citizen-
ship rights (Esping-Andersen 1990).3 Health 
decommodification represents “the extent to which 
an individual’s access to health care is dependent 
upon their market position and the extent to which a 
country’s provision of health is independent from 
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the market” (Bambra 2005:200). A prime example 
of health decommodification is universal health 
care, which decouples health care—to a greater or 
lesser extent, depending on the form it takes—from 
income and relevant institutional attachments 
(Gutierrez 2018). The extensive commodification 
of health in the United States helps to explain why 
many innovations in medical technology come to 
be associated with the emergence or maintenance of 
health disparities (Chang and Lauderdale 2009; 
Polonijo and Carpiano 2013). This proposition is 
underscored by Phelan et al.’s (2010) assertion that 
universal provision of window guards and lead 
abatement would improve health among low-
income populations and Mechanic’s (2002) recom-
mendation of cheap health interventions that 
obviate, or at least minimize, the necessity of socio-
economic resources.

In establishing the basis for receiving social 
goods and services, power holders shape the inten-
sity of commodification. Receipt of goods and ser-
vices may be based on ability to pay (e.g., daycare 
in the United States), need (e.g., subsidized housing 
in the United States), or neither (e.g., Medicare in 
the United States). For instance, the consolidation 
of power among gig-economy employers made 
possible stipulations in federal labor market policy 
exempting ride-share providers from the Fair Labor 
Standard Act because they were not “employees.” 
In New York City, drivers consolidated their own 
power in the Independent Drivers Guild and lob-
bied successfully to secure a wage floor commen-
surate with the New York City minimum. They 
argued that such protections were warranted 
because drivers were effectively, even if not legally, 
employees. In essence, the consolidation of power 
among workers allowed them to mitigate the conse-
quences of economic precarity by regulating the 
behavior of the “natural market” and redefining the 
basis on which they were entitled to wage guaran-
tees. A wealth of research suggests that the effects 
of socioeconomic and other associated statuses 
vary substantially between nations depending on 
the degree and nature of state decommodification 
(Bakhtiari, Olafsdottir, and Beckfield 2018; 
Quesnel-Vallée, Willson, and Reiter-Campeau 
2016; Van de Velde, Bracke, and Levecque 2010). 
As Olafsdottir (2007:240) notes in her study com-
paring the United States and Iceland, “Policies 
interact with stratification created and sustained in 
the market to alter the relationship of affluence and 
family structure to self-rated health.”

A second mechanism through which power rela-
tions translate the meaning of socioeconomic and 

health-relevant resources is discrimination, which 
alters the value of socioeconomic resources for 
health-relevant resources. More specifically, rac-
ism, sexism, homophobia, and other forms of sys-
tematic biases subject minoritized groups to 
disproportionate amounts of psychosocial or physi-
cal insults and abuse than would be predicted by 
their SES (Perry, Harp, and Oser 2013). These 
forms of discrimination essentially render socio-
economic resources worth less among some groups 
than among their more advantaged counterparts.

Ridgeway’s work on status emphasizes how the 
discriminatory judgments, preferences, and reac-
tions driven by cultural status beliefs compound 
over the life course to disadvantage individuals and 
groups (Correll and Ridgeway 2003; Ridgeway 
2011). Her treatment is especially germane in the 
context of health power resources (HPR) because it 
demonstrates how micro-level manifestations of 
discrimination derive from (and also reinforce) 
macro-level cultural biases. She notes, “It is widely 
shared cultural status beliefs at the macro level that 
shape the everyday social relations at the micro 
level that infuse group differences into positions of 
power and resources in society’s consequential 
institutions and organizations” (Ridgeway 2014:2). 
Research on intersectionality articulates how the 
meaning of a social status is conditional on other 
statuses with which it interacts, generating, for 
example, diminished health returns to SES among 
minoritized groups (Brown 2018; Finnigan 2014). 
Masters, Link, and Phelan (2015) proffer three ave-
nues altering the group-specific health returns to 
SES: accumulation of resources, effective deploy-
ment of resources, and contextual contingency (or 
the opportunity to use resources once acquired).

Power relations shape the intensity of discrimi-
nation by establishing rules that define which social 
goods are considered rights and which individuals 
deserve such rights and by enforcing those rules 
(Beckfield 2018). Depression-era use of residential 
security maps disqualified many black neighbor-
hoods from federally insured loans and raised the 
costs of mortgages, pushing many blacks into emp-
tying white neighborhoods that would later be cut 
off from investment (Jackson 1985). As a result, 
black families reaped fewer benefits of homeown-
ership, having both heavier debt burdens and 
greater risk of neighborhood deterioration. This 
practice of “redlining,” as it came to be known, is 
an apt example of how power relations deflate the 
value of socioeconomic resources through discrimi-
nation (Gee and Ford 2011; Williams and Collins 
2001).
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The final mechanism through which power rela-
tions translate the meaning of socioeconomic and 
health-relevant resources is devitalization, which 
alters the utility of health-relevant resources. 
Because it is not, to my knowledge, developed else-
where in the social sciences, I afford the concept of 
devitalization somewhat greater attention than that 
given commodification and discrimination. In the 
context of HPR, devitalization refers to the act of 
depriving one of vitality, vigor, or effectiveness vis-
à-vis health-relevant social–psychological factors 
that deter the application of health-enhancing 
resources. Devitalization is but one example of how 
social conditions influence peoples’ response to 
their environment. Social psychologists have found 
that under conditions of deprivation, the burden of 
managing chronic and acute stressors impairs peo-
ple’s ability to think about and plan for the future. 
This results in a predisposition toward shorter time 
horizons (Guthrie, Butler, and Ward 2009; Jarosz 
2018; Koenig, Swanson, and Harter 1981). These 
shorter time horizons are associated with a prefer-
ence for health behaviors conducive to immediate 
satisfaction but not necessarily later-life health 
(Kahana, Kahana, and Zhang 2005; Robbins and 
Bryan 2004; So et al. 2016).

The preference for uncomplicated, but often 
more deleterious, health behaviors is compounded 
by repeated opportunity blockages. Blocked oppor-
tunities challenge the belief that behaviors serving 
longer term interests will produce the desired out-
come (Corrigan, Larson, and Rusch 2009). This 
weakens one’s sense of control and inhibits effort 
(Mirowsky and Ross 1998). Effort may also be dis-
couraged by the internalization of negative beliefs 
about the self that emerge after repeated exposure 
to unfavorable representations and/or rhetoric 
(Lamont 2000). Lamont (2018) describes how neo-
liberal doctrine has diffused beyond the confines of 
the market and penetrated the cultural sphere to 
promulgate neoliberal standards of self-worth that 
are predicated on socioeconomic success, competi-
tiveness, and self-reliance (Lamont et al. 2016; 
Peacock, Bissell, and Owen 2014). These standards 
are, at once, gaining in force and declining in feasi-
bility, leaving a large fraction of the populace feel-
ing like, and represented as, “losers.” In other 
words, power relations shape the intensity of devi-
talization by producing a habitus (Bourdieu 1990), 
or set of stable dispositions, that tend toward the 
satisfaction of short-term desires rather than 
long(er)-term goals.

The psychological consequences of disadvan-
tage are delineated in scholarship on how scarcity 

affects decision-making. Mullainathan and Shafir 
(2013) describe how income and/or time poverty 
produces its own mindset, which then influences 
behavior. Scarcity forces many more decisions and 
meanwhile leaves little bandwidth with which to 
make them. This combination of circumstances pre-
disposes taxed individuals to choose options that 
are manageable, even if not advantageous. For 
example, low-income individuals are likely to be 
distracted by stressors, depleted by temptations, 
and demoralized by stereotypes while also needing 
to constantly attend to the tradeoffs imposed by 
insufficient resources. As a result, individuals may 
opt to take a high-interest loan, forego a lengthy 
public assistance application, or choose the couch 
over the gym. This emerging science suggests that 
behaviors in a context of deprivation are neither 
rational nor pathological; they are psychological 
reactions to a context of scarcity.

Whereas commodification and discrimination 
describe processes through which power influences 
the options available to people, devitalization 
describes the process through which power influ-
ences which options people actually exercise. 
Devitalization still accounts for the constraints 
imposed by disempowerment, but it focuses on 
how choices are made within those constraints. By 
illuminating how the power context changes the 
necessity, value, and utility of resources, it helps 
one to understand why similar resources do not 
always produce similar outcomes. And it makes 
clear that power relations actively mold the space, 
both materially and ideationally, within which indi-
viduals live.

A Theory of Health Power Resources
Based on what is known about the translation of 
socioeconomic resources and health-relevant 
resources, power relations stands out as a valuable 
concept in improving the understanding of popula-
tion health and health inequalities. To that end, I 
advance a theory of health power resources. 
Although inspired by previous work on fundamen-
tal causes, political economy of health, and power 
resources, HPR constitutes more than a mere exten-
sion, synthesis, or reformulation of these theories. 
Beyond the basic fact that HPR is centered on a dif-
ferent outcome, the classic version of power 
resources is concerned almost exclusively with a 
single societal institution—the welfare state. More 
recent incarnations of power resources connect 
power to the life chances (poverty, inequality) 
shaped by welfare state behavior but still remain 
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focused on social policy. HPR, on the other hand, 
views not only other institutional arenas but also 
noninstitutional arenas as viable subjects of inquiry. 
In addition, classic power resources theory exam-
ines the balance of power across a limited set of 
social axes—namely, class and gender. HPR, rather, 
contends that health inequalities will reflect the 
power relations between any two groups whose 
interests are antagonistic.

HPR moves beyond expanding the conceptual-
ization of independent and dependent variables, 
however. Indeed, with the adaptation of “women’s 
power resources” (Hobson and Lindholm 1997), 
power resources has already proven itself flexible. 
The hallmark of HPR is less in its enhanced applica-
bility than in its ability to, within a single frame-
work, account for the complex ways in which power 
translates the meaning of socioeconomic resources 
and health-relevant resources by determining their 
necessity, value, and utility. With rare exception 
(e.g., Brady, Finnigan, and Hübgen 2017), the termi-
nus for power resources research is the distribution 
of socioeconomic resources; it has little to say about 
the meaning of those resources. HPR regards the 
translation of socioeconomic resources and health-
relevant resources via commodification, discrimina-
tion, and devitalization as the crucial stage at which 
health inequalities emerge. Regardless of how few 
or how many socioeconomic or health-relevant 
resources one is endowed with, the determining fac-
tor will be the necessity, value, and utility of those 
resources for health. HPR theory offers a unified 
way to understand how the power that inheres in 
welfare states—as well as in other social struc-
tures—affects health by determining the distribution 
(via stratification), necessity (via commodification), 
value (via discrimination), and utility (via devital-
ization) of resources.

Using Link and Phelan’s (1995) terminology, 
HPR asserts that the consolidation of power distrib-
utes risks through stratification (i.e., determines 
which groups are disproportionately exposed to 
risks) and moderates risks through translation (i.e., 
determines how predictive those risks are for poor 
health among the group). The emphasis on power 
relations echoes that of recent literature on poverty/
inequality. This literature presents social policy not 
as a driver of poverty and inequality but as a channel 
through which collective actors manifest power. It is 
also careful to distinguish between distributions and 
the consequences of those distributions. For exam-
ple, Brady et al. (2017) differentiate “prevalences” 
from “penalties” in an effort to emphasize that the 
relationship between poverty risk factors and poverty 

itself is not automatic; rather, it is contingent, at least 
in part, on the generosity of the welfare state. HPR 
shares Brady and others’ (DiPrete 2002; Western 
et al. 2012) acknowledgment of how power deter-
mines the penalties, or meaning, associated with 
risks—and adds a concomitant focus on how power 
also determines the initial distribution of those risks.

Within this theory of HPR, power is conceptual-
ized most squarely in the Weberian tradition, which 
treats it as “the probability that one actor within a 
social relationship will be in a position to carry out 
his own will despite resistance, regardless of the 
basis on which this probability rests” (Weber 
1968:53). Although translations of Weber’s original 
text vary (Wallimann, Tatsis, and Zito 2016), most 
interpret his definition as a commentary on the state’s 
relationship to its citizens, where power is under-
stood less in terms of individual actors than societal 
institutions. Importantly, however, the (sovereign) 
state is not the only or even the most powerful site of 
power consolidation. As Foucault (1980) argued, 
power takes shape outside of formal institutions and 
in ways that are more diffuse and discursive.

Given the reference to power within fundamen-
tal causes, it is worth delineating how the concept is 
used differently in the theory of HPR. In Link and 
Phelan’s (1995) formulation, power is presented as 
one of the flexible resources individuals can deploy 
to protect against and buffer the effects of disease. 
They write, “We define resources broadly to include 
money, knowledge, power, prestige, and the kinds 
of interpersonal resources embodied in the concepts 
of social support and social network” (Link and 
Phelan 1995:87). In my formulation, power is pre-
sented as a product of social groups consolidating 
and coordinating efforts that affect stratification, 
commodification, discrimination, and devitaliza-
tion. Two distinctions can be made. First, where 
fundamental causes treat power as a property of the 
individual, HPR treats it as a property of the group. 
Second, using common parlance in the study of 
health inequalities, power is downstream of social 
conditions under fundamental causes but upstream 
of social conditions under HPR. Figure 1 provides a 
conceptual model of HPR depicting power as an 
antecedent to the socioeconomic resources that 
define social conditions for Link and Phelan.

HPR theory can help one to understand empiri-
cal findings that cannot be neatly explained by 
other theoretical approaches. First, it solves the 
tricky problem of how a fixed characteristic could 
be the “cause” of anything. Individual-level charac-
teristics are often merely proxies for complex 
dynamics (Hedstrom and Swedberg 1998). This is 
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especially true of those characteristics (e.g., race 
[Duster 2005] and gender [Roxburgh 2009]) that 
are mostly unchanging across a person’s lifetime.4 
By concentrating on the distribution of power 
between groups, one reorients away from a focus 
on the effect of individual characteristics to the 
effect of the underlying dynamics that make those 
characteristics matter. For example, health research 
on gender minorities typically compares health 
between transgender and cisgender individuals. 
Observed differences (i.e., disadvantages), after 
“controlling for” unobserved heterogeneity between 
groups, are then explained as the “effect” of being 
transgender. Researchers regularly speculate as to 
how such health disadvantages accumulate. But 
speculation is not necessary. Instead of using 
between-variation to infer the processes whereby 
being transgender comes to be associated with 
health, these processes could be explicitly investi-
gated—for example, by examining the health 
effects of changes in the transgender proportion of 
the clinical workforce or the number of transgen-
der-affirming hospital procedures implemented in a 
hospital/health care system.

Second, HPR accounts for resource gradients not 
accompanied by the expected health gradients. 
Research on the occupational gradient in health 
indicates that despite their higher wages, supervisors 
often exhibit higher rates of depression and anxiety 
than the frontline workers they manage (Muntaner 
et al. 1998). Findings like this are accommodated 
within the HPR framework because it acknowledges 
that unlike the wage distribution, the power 

distribution for supervisors is not linear. As a result 
of collective bargaining, supervisors may actually 
possess less power than workers to determine the 
distribution of socioeconomic resources (while also 
possessing less power than managers/owners).

Third, HPR unearths the processes that influ-
ence institutional effects on health. Although it 
greatly advances the understanding of how institu-
tions function to affect health, the political econ-
omy of health literature remains mostly silent as to 
why different institutions function as they do. HPR 
suggests that the functional characteristics of a 
given institution are reflective of how power 
resources were catalyzed during the institution’s 
formation or change. For example, in chronicling 
the emergence of an educational gradient among 
the intellectually disabled, Landes’s (2017:71) 
study implies that heterogeneity in educational out-
comes was not inevitable but results purposefully 
from what was essentially a piecemeal consolida-
tion of power among parent advocates: “Building 
on increased public awareness of disability associ-
ated with the return of veterans who acquired a dis-
ability during their military service, parents of 
children with intellectual disability developed for-
mal organizations during the 1950s that advocated 
for the inclusion of their children in the public edu-
cation system.” Where the political economy of 
health perspective might emphasize the health 
effects of compulsory education as an institution, 
HPR emphasizes the role that power resources 
played earlier in the causal order to limit the bound-
aries of compulsory education’s reach.

Figure 1. A conceptual Model Depicting relationship among core concepts of Health Power 
resources Theory.
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Another example is provided by Bengtsson, 
Dribe, and Helgertz (2020) in their study of the 
reappearance of a Swedish health gradient in the 
final quarter of the last century. They note that the 
steep rise in psychosocial workplace-related stress 
in the 1970s was a probable factor in producing the 
gradient. These stresses were, no doubt, spurred or 
exacerbated by wage stagnation and benefit shrink-
age that constituted a dramatic change from the 
postwar period (Gottschalk and Moffit 2009). 
Although there is debate as to its relative contribu-
tion, scholarship attributes these changes in the eco-
nomic landscape at least partially to a decrease in 
workers’ labor market power and an attendant rise 
in employers’ monopsony power to set and keep 
wages low (Bivens, Mishel, and Schmitt 2018).

Finally, viewing lifestyle choices as a response 
to devitalization resolves some of the long-standing 
questions around why individuals might adopt 
unhealthy behaviors even when healthier options 
have been made easily accessible. Freese and 
Lutfey (2011) note that medical sociology’s capa-
bility to explain persistent health inequalities has 
been hampered by its reluctance to confront this 
uncomfortable fact for fear of blaming the victim. 
Instead, medical sociologists opt to overlook such 
instances and frame adverse health behaviors pri-
marily as a result of constrained choice. As an 
example, they note that scholars have yet to explore 
why there exists a gradient in seat belt use although 
the benefits of seat belts are well understood by the 
public and seat belts are legally mandated and, 
therefore, ubiquitous. HPR provides a means of 
understanding this phenomenon in a way that  
incorporates previous efforts to bridge the agency- 
structure divide through the use of Bourdieu’s con-
cept of habitus (Collyer et al. 2015; Freese and Lutfey 
2011; Korp 2008; Veenstra and Burnett 2014).

The theory of HPR is also well aligned with 
subsequent efforts by Link and Phelan focusing less 
on fixed characteristics and more on relational pro-
cesses. In one vein of this research, they explore 
racism as a “fundamental cause” (Phelan and Link 
2015). In another vein, they elaborate a model of 
how stigma operates as a context from which risks 
emanate. Although far from singular (Pescosolido 
and Martin 2015), their conceptual model defines 
stigma as aimed at keeping people “down, in and 
away” (Link and Phelan 2014:1). These aims are 
achieved not only through personal interactions but 
also through “societal-level conditions, cultural 
norms, and institutional policies that constrain the 
opportunities, resources, and well-being of the stig-
matized” (Hatzenbuehler and Link 2014:1). Link 

and Phelan’s discussion of stigma presents the con-
cept of power as a critical context for understanding 
why “social conditions” are so durably connected 
to health and illness.

Empirical Application of Health Power 
Resources
Health power resources can be applied flexibly 
across arenas, forms, levels, and methods. To dem-
onstrate, I begin by describing how one might study 
power consolidation across a variety of arenas using 
the example of gender identity. Research suggests 
that gender minorities have higher rates of physical 
and mental health problems and that this dispropor-
tionate disease burden owes largely to the stress pro-
duced by exposure to stigma and discrimination at 
all levels of society (White Hughto, Reisner, and 
Pachankis 2015). Through the lens of HPR theory, 
discrimination is regarded as a mechanism by which 
majority groups channel the power they have con-
solidated. The question then becomes: In which are-
nas does the consolidation of power matter for 
discrimination?

Traditional power resources theory prioritizes 
labor unions and Left parties as arenas in which the 
consolidation of power should be measured (Brady 
and Sosnaud 2010). HPR, on the other hand, does 
not posit a static, or finite, set of relevant arenas to 
be considered; rather, relevant arenas should be 
identified based on the extant literature. For exam-
ple, one might measure the consolidation of power 
in mass media as it influences attitudes toward and 
treatment of minorities more generally and trans-
gender individuals more specifically (Gillig et al. 
2017). Because gender minorities suffer worse 
health as a result of delaying care due to fear of dis-
crimination (Seelman et al. 2017), studies might 
measure the consolidation of power in the local 
health services sector. Finally, as labor market dis-
crimination pushes many gender minorities into 
jobs with higher occupational hazards (Leppel 
2020), research might measure the consolidation of 
power in the surrounding labor market. The precise 
measure of power should capture those aspects of 
the exposome that are most likely to affect the pop-
ulation, outcome, and mechanism of interest (Wild 
2012). For example, based on research indicating 
that Americans in low-population areas rely less on 
preventive and more on emergency medicine 
(Greenwood-Ericksen and Kocher 2019; Loftus 
et al. 2018), a study of rural transgender health 
might best operationalize power consolidation in 
hospital, as opposed to clinic, settings.
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A given power arena might primarily engage in 
one type of mechanism, but that does not imply that 
it cannot or does not also engage in other mecha-
nisms. By way of illustration, the (welfare) state 
might be more heavily involved than other arenas 
in processes of (de)commodification, largely deter-
mining the necessity of market income for the 
acquisition of goods and services. But that is not to 
say that the welfare state does not also influence the 
value and utility of socioeconomic resources and 
health-relevant resources via discrimination and 
devitalization. For example, use of American 
safety-net programs has been shown to intention-
ally and unintentionally exclude certain segments 
of the population (Edwards 2020; Floyd 2020; e.g., 
discrimination) and produce feelings of shame 
among recipients (Sherman 2013; Sykes et al. 
2015; Whittle et al. 2020; e.g., devitalization).

Power in any chosen arena can be operational-
ized in terms of how it is possessed by social actors 
or how it is exercised by social actors. A scholar 
interested in how the health of gender minorities is 
affected by their relative power in health care deliv-
ery systems, for example, might measure relative 
power as the transgender proportion of the clinical 
workforce in hospital/health care systems or as the 
implementation of transgender-affirming hospital 
policies (Hart et al. 2019). In the first case, the 
focus is on the power held by gender minorities; in 
the second, it is on the exercise of this power. 
Whether one or the other is chosen depends on 
what existing research says about the form(s) of 
power likely to impact health for specific group(s).5

The foregoing discussion implies that HPR the-
ory can be readily applied at various levels of anal-
ysis. The political theory of power resources from 
which HPR borrows emphasizes cross-national 
variation, but power relations can be characterized 
in contexts as expansive as the global region and as 
narrow as the organization. Key to selecting the 
level of analysis is evidence that a given group’s 
concentration of power at that level has the poten-
tial to impact the health outcomes of interest. For 
example, if the implementation of transgender-
affirming hospital procedures is conscribed by pre-
emption of local authority, the most appropriate 
level of analysis might not be the health care sys-
tem, but the state.

Finally, it bears mentioning that nothing about 
HPR theory requires that power be operationalized 
strictly using quantitative methods. One example of 
qualitative research that fits nicely within the HPR 
framework is an analysis by Poteat, German, and 
Kerrigan (2013) of transgender individuals’ 

interactions with medical providers. The authors 
sought to understand how the traditional patient–
provider power imbalance is challenged by health 
professionals’ limited knowledge of transgender 
patient needs and also how that power imbalance is 
restored though interpersonal stigma. They note 
“many episodes in which both medical providers and 
transgender participants described blaming, sham-
ing, othering and discrimination enacted by health 
care providers toward transgender patients. . . . These 
actions reinforce the medical provider’s authority by 
positioning the transgender patient as inherently 
problematic” (Poteat et al. 2013:27). Poteat et al. 
(2013) show, using in-depth interview data, how 
physicians use their cultural health capital (Shim 
2010) in ways that reaffirm their advantaged position 
in the power relationship at the patient’s expense.

Published studies that (even if unknowingly) 
embrace an HPR approach to understand health and 
health correlates illustrate the theory’s utility 
(Kentikelenis and Rochford 2019; LaBriola and 
Schneider 2020; Loomis et al. 2009). For example, 
Fu and George (2015), in their investigation of the 
social gradient in obesity in China, find that position 
in the work-unit system, not Western indicators of 
income and education, is the factor that maintains a 
strong correspondence with health in postsocialist 
China. In interpreting their findings, the authors 
conclude that this is because of the power associated 
with the work-unit system. “It is likely that SES is a 
better proxy for power in some societies and at some 
historical times than others. Yet, scholars should be 
cautious in interpreting SES as universal indicators 
of power and privilege in societies” (Fu and George 
2015:806). Their study attests to the importance of 
relative measures of power over absolute measures 
of socioeconomic status. HPR also provides a 
framework in which to situate the proliferating liter-
ature on various structural “-isms” (Krieger 2020). 
Within this framework, structural racism, sexism, 
heteronormativism, gender binarism, and so on can 
be seen as the product of successful efforts among 
privileged groups to consolidate power and shape, 
to their advantage at others’ expense, the distribu-
tion and meaning of material and cultural resources 
across multiple societal systems.

Health Power Resources and a Return 
to Relational Inequality
HPR theory privileges those contexts that “put peo-
ple at risk of risks” over the risks themselves, 
whether they are behaviors or social statuses. It sug-
gests a specific type of context—the distribution of 



Reynolds 503

power—as a candidate explanation for how inequal-
ities across groups emerge. By emphasizing how 
stratification, commodification, discrimination, and 
devitalization collectively influence the distribution 
and meaning (i.e., necessity, value, utility) of socio-
economic and health-relevant resources, this theory 
illuminates how the power relations between social 
groups are likely to predict differences in population 
health. As in Krieger’s (1994) web of causation, it 
draws scrutiny to the spider outside the current theo-
retical and empirical ambit.

Thirty years ago, Turner (1987:1) asserted that 
“the sociology of medicine should be more con-
cerned to identify itself with the central theoretical 
problems of sociology as such; it is only by a shift 
toward the more theoretically formulated problems 
that the old dichotomy of sociology-in-medicine and 
the sociology of medicine will be finally surpassed.” 
HPR seeks to connect the sociology of health and ill-
ness with the broader discipline by reengaging soci-
ology’s traditional emphasis on power (Bourdieu 
et al. 1991; Domhoff 1967; Gramsci 2010; Lenski 
1966; Mills 1956; Piven and Cloward 1977).

Although the concept of power continues to 
appear in sociology’s top journals (Brady 2019; 
Kerrissey 2015; Rosenfeld and Denice 2015; 
Volscho and Kelly 2012; Western and Rosenfeld 
2011), other sociological subfields have retreated 
somewhat in recent decades from relational 
approaches to studying inequality (Emirbayer 
1997). In their recent book, Tomaskovic-Devey and 
Avent-Holt (2019) describe the movement of orga-
nizational sociologists away from relational 
approaches that necessarily involve consideration 
of power relations and toward agentic and/or struc-
tural approaches to inequality. In the field of medi-
cal sociology, this movement is epitomized by the 
substitution of SES for social class. Dominating 
recent scholarship are gradational approaches that 
place attributes of the individual (education, 
income, occupational prestige, etc.) at the center of 
analysis. Muntaner et al. (2015) advocate, instead, 
for a neo-Marxist definition of social class as con-
stituted by a set of power relations vis-à-vis other 
actors in systems of economic production. They 
contend that attending to class in this way surfaces, 
or at least raises questions about, hidden processes 
through which class positions come to be associ-
ated with life chances. The work of Tomaskovic-
Devey and Avent-Holt (2019), Muntaner et al. 
(2015), and others (Ray 2019) points to the 
untapped potential of power relations in research 
about all manner of inequalities, not least of which 
health.

In 1995, Link and Phelan wrote:

To understand associations between fundamental 
causes and disease, medical sociologists need to 
examine the broader determinants of the 
resources that fundamental causes entail. This 
directly sociological enterprise will link medical 
sociologists to the broader discipline in a 
productive way as we seek to understand how 
general resources like knowledge, money, power, 
prestige, and social connections are transformed 
into the health-related resources that generate 
patterns of morbidity and mortality. (P. 88)

Alongside complementary theoretical frameworks 
(Beckfield et al. 2015; Gkiouleka et al. 2018; 
Raphael and Bryant 2015), reviving and sharpening 
the focus on power with a theory of HPR offers a 
tool with which to further advance this important 
project.

cOncLuSIOn
In their original article, Link and Phelan (1995:84) 
warned that preoccupation with intermediary factors 
can result in an “inadvertent downgrading of the 
issue which provided the initial impetus for 
research.” The insights generated by the fundamen-
tal cause and political economy of health literatures 
effectively shifted attention toward social and politi-
cal conditions that drive these intermediary factors.  I 
argue that we should take the opportunity that HPR 
provides to recast social and political drivers as 
intermediary factors and focus on power and other 
relational constructs that continue to expand our 
view of how society influences health. An added 
advantage is that studying modifiable relational fac-
tors that enable health inequalities to persist will 
likely improve the translation of medical sociology 
research into tangible public action and help to ame-
liorate some of health inequalities we seek to 
understand.
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nOTES
1. A search using Web of Science citation database 

yielded 50 articles referencing Link and Phelan’s 
(1995) “fundamental cause,” “fundamental causes,” 
or “fundamental causation” in the title alone. A 
second search for articles with “contextualize risk 
factors,” “contextualized risk factors,” or “contex-
tualizing risk factors” yielded zero.

2. “We define social conditions as ‘factors that involve 
a person’s relationships [emphasis added] to other 
people. These include everything from relation-
ships with intimates to positions occupied within 
the social and economic structures of society. Thus, 
in addition to factors like race, socioeconomic sta-
tus, and gender, we include stressful life events of a 
social nature . . . as well as stress-process variables” 
(Link and Phelan 1995:81).

3. I use the term commodification rather than the more 
common decommodification to align the transla-
tion mechanisms such that they all represent an 
adverse effect on the availability or utility of health- 
enhancing resources.

4. Although race and ethnicity scholars have made 
clear that race is more accurately described as a 
“sticky” because it tends to adhere once assigned, 
this characteristic is frequently operationalized as 
fixed.

5. Measures of exercised power may be further dis-
tinguished on the basis of what Krieger (2020) 
refers to as “rule-based” or “inferred.” Rule-based 
measures rely on documented rules (i.e., redlining 
maps), whereas inferred measures rely on evidence 
construed to represent the legacy of rules (i.e., 
neighborhood racial composition).

rEfErEncES
Avendano, Mauricio, Lisa F. Berkman, Agar Brugiavini, 

and Giacomo Pasini. 2015. “The Long-Run Effect 
of Maternity Leave Benefits on Mental Health: 
Evidence from European Countries.” Social Science 
& Medicine 132:45–53.

Avendano, Mauricio, and Ichiro Kawachi. 2014. “Why 
Do Americans Have Shorter Life Expectancy and 
Worse Health Than Do People in Other High-
Income Countries?” Annual Review of Public Health 
35:307–25.

Bakhtiari, Elyas, Sigrun Olafsdottir, and Jason Beckfield. 
2018. “Institutions, Incorporation, and Inequality: 
The Case of Minority Health Inequalities in Europe.” 
Journal of Health and Social Behavior 59(2):248–267

Bambra, Clare. 2005. “Cash Versus Services: ‘Worlds 
of Welfare’ and the Decommodification of Cash 
Benefits and Health Care Services.” Journal of 
Social Policy 34(2):195–213.

Bambra, Clare. 2013. “In Defence of (Social) Democracy: 
On Health Inequalities and the Welfare State.” 
Journal of Epidemiology and Community Health 
67(9):713–14.

Beckfield, Jason. 2018. Political Sociology and the 
People’s Health, edited by N. Krieger. Oxford, UK: 
Oxford University Press.

Beckfield, Jason, Clare Bambra, Terje A. Eikemo, Tim 
Huijts, Courtney McNamara, and Claus Wendt. 
2015. “An Institutional Theory of Welfare State 
Effects on the Distribution of Population Health.” 
Social Theory & Health 13(3–4):227–44.

Beckfield, Jason, and Nancy Krieger. 2009. “Epi + Demos 
+ Cracy: Linking Political Systems and Priorities to 
the Magnitude of Health Inequities—Evidence, Gaps, 
and a Research Agenda.” Epidemiologic Reviews 
31(1):152–77.

Bengtsson, Tommy, Martin Dribe, and Jonas Helgertz. 
2020. “When Did the Health Gradient Emerge? 
Social Class and Adult Mortality in Southern 
Sweden, 1813–2015.” Demography 57(3):953–77.

Bergqvist, Kerstin, Monia Åberg Yngwe, and Olle 
Lundberg. 2013. “Understanding the Role of Welfare 
State Characteristics for Health and Inequalities—
An Analytical Review.” BMC Public Health 
13(1234):1–20.

Bezruchka, Stephen. 2012. “The Hurrider I Go the 
Behinder I Get: The Deteriorating International 
Ranking of US Health Status.” Annual Review of 
Public Health 33:157–73.

Bivens, Josh, Lawrence Mishel, and John Schmitt. 2018. 
“It’s Not Just Monopoly and Monopsony: How 
Market Power Has Affected American Wages.” 
Economic Policy Institute. https://www.epi.org/
publication/its-not-just-monopoly-and-monopsony-
how-market-power-has-affected-american-wages/.

Bourdieu, Pierre. 1990. In Other Words. Translated 
by Matthew Adamson. Palo Alto, CA: Stanford 
University Press.

Bourdieu, Pierre, John Thompson, Gino Raymond, 
and Matthew Adamson. 1991. Language and 
Symbolic Power. Cambridge, MA: Harvard 
University Press.

Bradley, Elizabeth H., Maureen Canavan, Erika Rogan, 
Kristina Talbert-Slagle, Chima Ndumele, Lauren 
Taylor, and Leslie A. Curry. 2016. “Variation in 
Health Outcomes: The Role of Spending on Social 
Services, Public Health and Health Care, 2000–
2009.” Health Affairs 35(5):760–68.

Bradley, Elizabeth H., Benjamin R. Elkins, Jeph Herrin, 
and Brian Elbel. 2011. “Health and Social Services 
Expenditures: Associations with Health Outcomes.” 
BMJ Quality & Safety 20(10):826–31.

Brady, David. 2009. Rich Democracies, Poor People: 
How Politics Explain Poverty. Oxford, UK: Oxford 
University Press.

Brady, David. 2019. “Theories of the Causes of Poverty.” 
Annual Review of Sociology 45:155–75.

Brady, David, Ryan M. Finnigan, and Sabine Hübgen. 
2017. “Rethinking the Risks of Poverty: A Framework 
for Analyzing Prevalences and Penalties.” American 
Journal of Sociology 123(3):740–86.

Brady, David, and Benjamin Sosnaud. 2010. “The Politics 
of Economic Inequality.” Pp. 521–41 in Handbook of 

https://www.epi.org/publication/its-not-just-monopoly-and-monopsony-how-market-power-has-affected-american-wages/
https://www.epi.org/publication/its-not-just-monopoly-and-monopsony-how-market-power-has-affected-american-wages/
https://www.epi.org/publication/its-not-just-monopoly-and-monopsony-how-market-power-has-affected-american-wages/


Reynolds 505

Politics, edited by K. T. Leicht and C. Jenkins. New 
York, NY: Springer New York.

Brennenstuhl, Sarah, Amelie Quesnel-Vallee, and Peggy 
McDonough. 2012. “Welfare Regimes, Population 
Health and Health Inequalities: A Research Synthesis.” 
Journal of Epidemiology and Community Health 
66(5):397–409.

Brown, Dustin C., Mark D. Hayward, Jennifer Karas 
Montez, Robert A. Hummer, Chi-Tsun Chiu, 
and Mira M. Hidajat. 2012. “The Significance of 
Education for Mortality Compression in the United 
States.” Demography 49(3):819–40.

Brown, Tyson H. 2018. “Racial Stratification, 
Immigration, and Health Inequality: A Life 
Course–Intersectional Approach.” Social Forces 
96(4):1507–40.

Bruch, Sarah K. 2018. “The Consequences of 
Decentralization: Inequality in Safety Net Provision 
in the Post-welfare Reform Era.” Social Service 
Review 92(1):3–35.

Burgard, Sarah A., and Katherine Y. Lin. 2013. “Bad 
Jobs, Bad Health? How Work and Working 
Conditions Contribute to Health Disparities.” 
American Behavioral Scientist 57(8):1105–27.

Cassel, John. 1976. “Contribution of Social–Environment 
to Host–Resistance—4th Wade Hampton Frost 
Lecture.” American Journal of Epidemiology 104(2): 
107–23.

Chang, Virginia W., and Diane S. Lauderdale. 2009. 
“Fundamental Cause Theory, Technological 
Innovation, and Health Disparities: The Case of 
Cholesterol in the Era of Statins.” Journal of Health 
and Social Behavior 50:245–60.

Chatterji, Pinka, and Jeanne Brooks-Gunn. 2004. 
“WIC Participation, Breastfeeding Practices, and 
Well-Child Care among Unmarried, Low-Income 
Mothers.” American Journal of Public Health 
94(8):1324–27.

Cockerham, William C. 2005. “Health Lifestyle Theory 
and the Convergence of Agency and Structure.” 
Journal of Health and Social Behavior 46(1): 
51–67.

Collyer, Fran M., Karen F. Willis, Marika Franklin, 
Kirsten Harley, and Stephanie D. Short. 2015. 
“Healthcare Choice: Bourdieu’s Capital, Habitus and 
Field.” Current Sociology 63(5):685–99.

Correll, Shelley J., and Cecilia L. Ridgeway. 2003. 
“Expectation States Theory.” Pp. 29–51 in The 
Handbook of Social Psychology, edited by J. 
Delamater. New York, NY: Kluwer Academic/Plenum 
Publishers.

Corrigan, Patrick W., Jonathon E. Larson, and Nicolas 
Rusch. 2009. “Self-Stigma and the ‘Why Try’ 
Effect: Impact on Life Goals and Evidence-Based 
Practices.” World Psychiatry 8(2):75–81.

Cylus, Jonathan, M. Maria Glymour, and Mauricio 
Avendano. 2015. “Health Effects of Unemployment 
Benefit Program Generosity.” American Journal of 
Public Health 105(2):317–23.

Daw, Jonathan. 2015. “Explaining the Persistence 
of Health Disparities: Social Stratification and 
the Efficiency–Equity Trade-Off in the Kidney 
Transplantation System.” American Journal of 
Sociology 120(6):1595–640.

DiPrete, Thomas A. 2002. “Life Course Risks, Mobility 
Regimes, and Mobility Consequences: A Comparison 
of Sweden, Germany, and the United States.” 
American Journal of Sociology 108(2):267–309.

Domhoff, G. William. 1967. Who Rules America? Upper 
Saddle River, NJ: Prentice Hall.

DuPuis, Nicole, Trevor Langan, Christiana McFarland, 
Angelina Panettieri, and Brooks Rainwater. 2017. 
City Rights in an Era of Preemption: A State-by-
State Analysis. Washington, DC: National League of 
Cities.

Duster, Troy. 2005. “Race and Reification in Science.” 
Science 307:1050–51.

Edwards, Kathryn A. 2020. “‘Holes Just Big Enough’: 
Unemployment’s History with Black Workers.” The 
RAND Blog. https://www.rand.org/blog/2020/10/
holes-just-big-enough-unemployments-history-with-
black.html.

Eikemo, Terje A., Martijn Huisman, Clare Bambra, 
and Anton E. Kunst. 2008. “Health Inequalities 
According to Educational Level in Different Welfare 
Regimes: A Comparison of 23 European Countries.” 
Sociology of Health & Illness 30(4):565–82.

Emirbayer, Mustafa. 1997. “Manifesto for a Relational 
Sociology.” American Journal of Sociology 103(2): 
281–317.

Esping-Andersen, Gøsta. 1990. The Three Worlds 
of Welfare Capitalism. Princeton, NJ: Princeton 
University Press.

Esser, Ingrid, and Joakim Palme. 2010. “Do Public 
Pensions Matter for Health and Wellbeing among 
Retired Persons? Basic and Income Security 
Pensions across 13 Western European Countries.” 
International Journal of Social Welfare 19(Special 
Issue):S103–20.

Fenelon, Andrew, Natalie Slopen, Michel Boudreaux, 
and Sandra J. Newman. 2018. “The Impact of 
Housing Assistance on the Mental Health of Children 
in the United States.” Journal of Health and Social 
Behavior 59(3):447–63.

Finnigan, Ryan. 2014. “Racial and Ethnic Stratification 
in the Relationship between Homeownership and 
Self-Rated Health.” Social Science & Medicine 
115:72–81.

Floyd, Ife. 2020. States Should Follow New Jersey: 
Repeal Racist “Family Cap.” Washington, DC: 
Center on Budget and Policy Priorities.

Foucault, Michel. 1980. Power/Knowledge: Selected 
Interviews and Other Writings, 1972–1977, edited 
by C. Gordon. New York, NY: Pantheon Books.

Freese, Jeremy, and Karen Lutfey. 2011. “Fundamental 
Causality: Challenges of an Animating Concept for 
Medical Sociology” Pp. 67–81 in The Handbook 
of the Sociology of Health, Illness, and Healing, 

https://www.rand.org/blog/2020/10/holes-just-big-enough-unemployments-history-with-black.html
https://www.rand.org/blog/2020/10/holes-just-big-enough-unemployments-history-with-black.html
https://www.rand.org/blog/2020/10/holes-just-big-enough-unemployments-history-with-black.html


506 Journal of Health and Social Behavior 62(4)

edited by B. A. Pescosolido, J. K. Martin, J. 
McLeod, and A. Rogers. New York, NY: Springer 
New York.

Fu, Qiang, and Linda K. George. 2015. “Socioeconomic 
Determinants of Childhood Overweight and Obesity 
in China: The Long Arm of Institutional Power.” 
Sociology of Health & Illness 37(6):805–22.

Gee, Gilbert C., and Chandra L. Ford. 2011. “Structural 
Racism and Health Inequalities: Old Issues, New 
Directions.” Du Bois Review—Social Science 
Research on Race 8(1):115–32.

Gillig, Traci K., Erica L. Rosenthal, Sheila T. Murphy, 
and Kate Langrall Folb. 2017. “More Than a Media 
Moment: The Influence of Televised Storylines on 
Viewers’ Attitudes toward Transgender People and 
Policies.” Sex Roles 78(7–8):515–27.

Gkiouleka, Anna, Tim Huijts, Jason Beckfield, and Clare 
Bambra. 2018. “Understanding the Micro and Macro 
Politics of Health: Inequalities, Intersectionality & 
Institutions—A Research Agenda.” Social Science & 
Medicine 200:92–98.

Gottschalk, Peter, and Robert A. Moffit. 2009. “The 
Rising Instability of U.S. Earnings.” Journal of 
Economic Perspectives 23(4):3–24.

Gramsci, Antonio. 2010. Selections from the Prison 
Notebooks, edited by J. A. Buttigieg. New York, NY: 
Columbia University Press.

Greenwood-Ericksen, Margaret B., and Keith Kocher. 
2019. “Trends in Emergency Department Use by 
Rural and Urban Populations in the United States.” 
JAMA Network Open 2(4):e191919. doi:10.1001/
jamanetworkopen.2019.1919.

Grumbach, Jacob M. 2018. “From Backwaters to Major 
Policymakers: Policy Polarization in the States, 
1970–2014.” Perspectives on Politics 16(2):416–35.

Gundersen, Craig. 2015. “Food Assistance Programs and 
Child Health.” Future of Children 25(1):91–109.

Guthrie, Lori C., Stephen C. Butler, and Michael M. 
Ward. 2009. “Time Perspective and Socioeconomic 
Status: A Link to Socioeconomic Disparities 
in Health?” Social Science & Medicine 68(12): 
2145–51.

Gutierrez, Carmen M. 2018. “The Institutional 
Determinants of Health Insurance: Moving Away from 
Labor Market, Marriage, and Family Attachments 
under the ACA.” American Sociological Review 
83(6):1144–70.

Hamilton, Erin R., Jo Mhairi Hale, and Robin Savinar. 2019. 
“Immigrant Legal Stintus and Health: Legal Status 
Disparities in Chronic Conditions and Musculoskeletal 
Pain among Mexican-Born Farm Workers in the 
United States.” Demography 56(1):1–24.

Harder, Brittany M., and J. E. Sumerau. 2018. 
“Understanding Gender as a Fundamental Cause of 
Health: Simultaneous Linear Relationships between 
Gender, Mental Health, and Physical Health over 
Time.” Sociological Spectrum 38(6):387–405.

Hart, Chloe Grace, Aliya Saperstein, Devon Magliozzi, 
and Laurel Westbrook. 2019. “Gender and Health: 

Beyond Binary Categorical Measurement.” Journal 
of Health and Social Behavior 60(1):101–18.

Hatzenbuehler, Mark, and Bruce Link. 2014. 
“Introduction to ‘Structural Stigma and Health.’” 
Social Science and Medicine 103:1–6.

Hedstrom, Peter, and Richard Swedberg, eds. 1998. 
Social Mechanisms: An Analytical Approach 
to Social Theory. Cambridge, UK: Cambridge 
University Press.

Herd, Pamela. 2005. “Reforming a Breadwinner Welfare 
State: Gender, Race, Class, and Social Security 
Reform.” Social Forces 83(4):1365–93.

Herd, Pamela, Robert F. Schoeni, and James S. House. 
2008. “Upstream Solutions: Does the Supplemental 
Security Income Program Reduce Disability in the 
Elderly?” Milbank Quarterly 86(1):5–45.

Hillier-Brown, Frances, Katie Thomson, Victoria 
McGowan, Joanna Cairns, Terje A. Eikemo, Diana 
Gil-Gonzale, and Clare Bambra. 2019. “The Effects 
of Social Protection Policies on Health Inequalities: 
Evidence from Systematic Reviews.” Scandinavian 
Journal of Public Health 47(6):655–65.

Hipp, Lena. 2016. “Insecure Times? Workers’ Perceived 
Job and Labor Market Security in 23 OECD 
Countries.” Social Science Research 60:1–14.

Hobson, Barbara, and Marika Lindholm. 1997. 
“Collective Identities, Women’s Power Resources, 
and the Making of Welfare States.” Theory and 
Society 26(4):475–508.

Homan, Patricia. 2019. “Structural Sexism and Health 
in the United States: A New Perspective on Health 
Inequality and the Gender System.” American 
Sociological Review 84(3):486–516.

House, James S., James M. Lepkowski, Ann M. Kinney, 
Richard P. Mero, Ronald C. Kessler, and A. Regula 
Herzog. 1994. “The Social Stratification of Aging 
and Health.” Journal of Health and Social Behavior 
35(3):213–34.

Huber, Evelyne, and John D. Stephens. 2001. 
Development and Crisis of the Welfare State: 
Parties and Policies in Global Markets. Chicago, IL: 
University of Chicago Press.

Jackson, Kenneth T. 1985. Crabgrass Frontier: The 
Suburbanization of the United States. Oxford, UK: 
Oxford University Press.

Jakubow, Alexander. 2016. “Subjective Well-Being 
and the Welfare State: Giving a Fish or Teaching to 
Fish?”Social Indicators Research 128(3):1147–69.

Jarosz, Ewa. 2018. “Unequal Times: Social Structure, 
Temporal Perspective, and Time Allocation in 
Poland.” Social Indicators Research 141(3): 
1189–206.

Kaestner, Robert, Bowen Garrett, Jiajia Chen, Anuj 
Gangopadhyaya, and Caitlyn Fleming. 2017. 
“Effects of ACA Medicaid Expansions on Health 
Insurance Coverage and Labor Supply.” Journal of 
Policy Analysis and Management 36(3):608–42.

Kahana, Eva, Bowen Kahana, and Jianping Zhang. 2005. 
“Motivational Antecedents of Preventive Proactivity 



Reynolds 507

in Late Life: Linking Future Orientation and 
Exercise.” Motivation and Emotion 29(4):438–59.

Kentikelenis, Alexander, and Connor Rochford. 2019. 
“Power Asymmetries in Global Governance for 
Health: A Conceptual Framework for Analyzing 
the Political–Economic Determinants of Health 
Inequities.” Globalization and Health 15(Suppl. 1):70.

Kerrissey, Jasmine. 2015. “Collective Labor Rights and 
Income Inequality.” American Sociological Review 
80(3):626–53.

Kim, S. Seijeoung, Therese A. Dolecek, and Faith 
G. Davis. 2010. “Racial Differences in Stage at 
Diagnosis and Survival from Epithelial Ovarian 
Cancer: A Fundamental Cause of Disease Approach.” 
Social Science & Medicine 71(2):274–81.

Koenig, Frederick, William Swanson, and Carl Harter. 
1981. “Future Time Orientation, Social Class and 
Anomia.” Social Behavior and Personality: An 
International Journal 9(2):123–27.

Komlos, John, and Benjamin E. Lauderdale. 2007. 
“Underperformance in Affluence: The Remarkable 
Relative Decline in U.S. Heights in the Second 
Half of the 20th Century.” Social Science Quarterly 
88(2):283–305.

Komro, Kelli A., Melvin D. Livingston, Sara Markowitz, 
and Alexander C. Wagenaar. 2016. “The Effect of an 
Increased Minimum Wage on Infant Mortality and 
Birth Weight.” American Journal of Public Health 
106(8):1514–16.

Kondratas, Anna, Alan Weil, and Naomi Goldstein. 1998. 
“Assessing the New Federalism: An Introduction.” 
Health Affairs 17(3):17–24.

Korp, Peter. 2008. “The Symbolic Power of ‘Healthy 
Lifestyles.’” Health Sociology Review 17(1):18–26.

Korpi, Walter. 1983. The Democratic Class Struggle. 
London, UK: Routledge & Kegan Paul.

Korpi, Walter, and Joakim Palme. 2003. “New Politics 
and Class Politics in the Context of Austerity 
and Globalization: Welfare State Regress in 18 
Countries, 1975–95.” American Political Science 
Review 97(3):425–46.

Krieger, Nancy. 1994. “Epidemiology and the Web of 
Causation—Has Anyone Seen the Spider?” Social 
Science & Medicine 39(7):887–903.

Krieger, Nancy. 2008. “Proximal, Distal, and the Politics 
of Causation: What’s Level Got to Do with It?” 
American Journal of Public Health 98(2):221–30.

Krieger, Nancy. 2020. “Measures of Racism, Sexism, 
Heterosexism, and Gender Binarism for Health 
Equity Research: From Structural Injustice to 
Embodied Harm—An Ecosocial Analysis.” Annual 
Review of Public Health 41:37–62.

LaBriola, Joe, and Daniel Schneider. 2020. “Worker 
Power and Class Polarization in Intra-year Work 
Hour Volatility.” Social Forces 98(3):973–99.

Lamont, Michèle. 2000. The Dignity of Working Men: 
Morality and the Boundaries of Race, Class, and 
Immigration. Cambridge, MA: Harvard University 
Press.

Lamont, Michèle. 2018. “Addressing Recognition Gaps: 
Destigmatization and the Reduction of Inequality.” 
American Sociological Review 83(3):419–44.

Lamont, Michèle, Graziella Moraes Silva, Jessica 
Welburn, Joshua Guetzkow, Nissim Mizrachi, Elisa 
Reis, and Hanna Herzog. 2016. Getting Respect: 
Responding to Stigma and Discrimination in the 
United States, Brazil, and Israel. Princeton, NJ: 
Princeton University Press.

Landes, Scott D. 2017. “The Association between 
Education and Mortality for Adults with Intellectual 
Disability.” Journal of Health and Social Behavior 
58(1):70–85.

Lantz, Paula M., Richard L. Lichtenstein, and Harold 
A. Pollack. 2007. “Health Policy Approaches to 
Population Health: The Limits of Medicalization.” 
Health Affairs 26(5):1253–57.

Lenski, Gerhard E. 1966. Power and Privilege. New 
York, NY: McGraw-Hill.

Leppel, Karen. 2020. “Labor Force Status of 
Transgender Individuals.” International Journal of 
Transgenderism 17(3–4):155–64.

Levy, Helen, and David. Meltzer. 2008. “The Impact 
of Health Insurance on Health.” Annual Review of 
Public Health 29:399–409.

Lieberson, Stanley. 1985. Making It Count: The 
Improvement of Social Research and Theory. 
Berkeley, CA: University of California Press.

Link, Bruce G., and Jo Phelan. 1995. “Social Conditions 
as Fundamental Causes of Disease.” Journal of 
Health and Social Behavior 35(Extra Issue):80–94.

Link, Bruce G., and Jo Phelan. 2002. “McKeown and 
the Idea That Social Conditions Are Fundamental 
Causes of Disease.” American Journal of Public 
Health 92(5):730–32.

Link, Bruce G., and Jo Phelan. 2014. “Stigma Power.” 
Social Science & Medicine 103:24–32.

Loftus, John, Elizabeth M. Allen, Kathleen T. Call, 
and Susan A. Everson-Rose. 2018. “Rural–Urban 
Differences in Access to Preventive Health Care 
among Publicly Insured Minnesotans.” Journal of 
Rural Health 34(Suppl. 1):S48–55.

Loomis, Dana, Michael D. Schulman, John Bailer, Kevin 
Stainback, Matthew Wheeler, David B. Richardson, 
and Stephen W. Marshall. 2009. “Political Economy 
of US States and Rates of Fatal Occupational 
Injury.” American Journal of Public Health 99(8): 
1400–1408.

Lundberg, Olle, Monica Åberg Yngwe, Maria 
Kölegård Stjärne, Jon Ivar Elstad, Tommy 
Ferrarini, Olli Kangas, Thor Norström, Joakim 
Palme, and Johan Fritzell. 2008. “The Role 
of Welfare State Principles and Generosity in 
Social Policy Programmes for Public Health: 
An International Comparative Study.” Lancet 
372(9650):1633–40.

Lutfey, Karen, and Jeremy Freese. 2005. “Toward 
Some Fundamentals of Fundamental Causality: 
Socioeconomic Status and Health in the Routine 



508 Journal of Health and Social Behavior 62(4)

Clinic Visit for Diabetes.” American Journal of 
Sociology 110(5):1326–72.

Mackenbach, Johan P. 2014. “Political Determinants of 
Health.” European Journal of Public Health 24(1):2.

Martikainen, Pekka, Eero Lahelma, Michael 
Marmot, Michikazu Sekine, Nobuo Nishi, and 
Sadanobu Kagamimori. 2004. “A Comparison of 
Socioeconomic Differences in Physical Functioning 
and Perceived Health among Male and Female 
Employees in Britain, Finland and Japan.” Social 
Science & Medicine 59(6):1287–95.

Martin, Molly A., and Adam M. Lippert. 2012. 
“Feeding Her Children, but Risking Her Health: 
The Intersection of Gender, Household Food 
Insecurity and Obesity.” Social Science & Medicine 
74(11):1754–64.

Masters, Ryan K., Robert A. Hummer, and Daniel A. 
Powers. 2012. “Educational Differences in U.S. 
Adult Mortality: A Cohort Perspective.” American 
Sociological Review 77(4):548–72.

Masters, Ryan K., Bruce G. Link, and Jo C. Phelan. 2015. 
“Trends in Education Gradients of ‘Preventable’ 
Mortality: A Test of Fundamental Cause Theory.” 
Social Science & Medicine 127:19–28.

McCartney, Gerry, Wendy Hearty, Julie Arnot, Frank 
Popham, Andrew Cumbers, and Robert McMaster. 
2019. “Impact of Political Economy on Population 
Health: A Systematic Review of Reviews.” American 
Journal of Public Health 109(6):E1–12.

McDonough, Peggy, Diana Worts, and Amanda Sacker. 
2010. “Socioeconomic Inequalities in Health 
Dynamics: A Comparison of Britain and the United 
States.” Social Science & Medicine 70(2):251–60.

Mechanic, David. 2002. “Disadvantage, Inequality, and 
Social Policy.” Health Affairs 21(2):48–59.

Miech, Robert, Fred Pampel, Jinyoung Kim, and Richard 
G. Rogers. 2011. “The Enduring Association between 
Education and Mortality: The Role of Widening 
and Narrowing Disparities.” American Sociological 
Review 76(6):913–34.

Mills, C. Wright. 1956. The Power Elite. Oxford, UK: 
Oxford University Press.

Mills, C. Wright. 1970. The Sociological Imagination. 
Harmondsworth, UK: Penguin Books.

Mirowsky, John, and Catherine E. Ross. 1998. 
“Education, Personal Control, Lifestyle and 
Health—A Human Capital Hypothesis.” Research 
on Aging 20(4):415–49.

Moller, Stephanie, David Bradley, Evelyn Huber, 
François Nielsen, and John D. Stephens. 2003. 
“Determinants of Relative Poverty in Advanced 
Capitalist Democracies.” American Sociological 
Review 68:22–51.

Molloy, Raven, Christopher L. Smith, and Abigail 
Wozniak. 2011. “Internal Migration in the United 
States.” Journal of Economic Perspectives 
25(3):173–96.

Montez, Jennifer Karas, Mark D. Hayward, and Anna 
Zajacova. 2019. “Educational Disparities in Adult  

Health: U.S. States as Institutional Actors on the 
Association.” Socius 5. doi:10.1177/2378023119835345.

Montez, Jennifer Karas, Pekka Martikainen, Hanna 
Remes, and Mauricio Avendano. 2014. “Work–
Family Context and the Longevity Disadvantage of 
US Women.” Social Forces 93(4):1567–97.

Montez, Jennifer Karas, Anna Zajacova, Mark D. 
Hayward, Steven H. Woolf, D. Chapman, and Jason 
Beckfield. 2019. “Educational Disparities in Adult 
Mortality across U.S. States: How Do They Differ, 
and Have They Changed since the Mid-1980s?” 
Demography 56(2):621–44.

Muennig, Peter, Megan M. Reynolds, Boshen Jiao, and 
Roman Pabayo. 2018. “Why Is Infant Mortality in 
the United States so Comparatively High? Some 
Possible Answers.” Journal of Health Politics Policy 
and Law 43(5):877–95.

Muennig, Peter, Dylan Robertson, Gretchen Johnson, 
Frances Campbell, Elizabeth P. Pungello, and 
Matthew Neidell. 2011. “The Effect of an Early 
Education Program on Adult Health: The Carolina 
Abecedarian Project Randomized Controlled Trial.” 
American Journal of Public Health 101(3):512–16.

Mullainathan, Sendhir, and Eldar Shafir. 2013. Scarcity: 
The New Science of Having Less and How It Defines 
Our Lives. New York, NY: Times Books/Henry Holt 
and Co.

Muntaner, Carles, Carme Borrell, Edwin Ng, Haejoo 
Chung, Albert Espelt, Maica Rodriguez-Sanz, 
Joan Benach, and Patricia O’Campo. 2011. 
“Politics, Welfare Regimes, and Population Health: 
Controversies and Evidence.” Sociology of Health & 
Illness 33(6):946–64.

Muntaner, C., W. W. Eaton, C. Diala, Ronald C. Kessler, 
and Paul D. Sorlie. 1998. “Social Class, Assets, 
Organizational Control and the Prevalence of 
Common Groups of Psychiatric Disorders.” Social 
Science & Medicine 47(12):2043–53.

Muntaner, Carles, Edwin Ng, Haejoo Chung, and Seth J. Prins. 
2015. “Two Decades of Neo-Marxist Class Analysis 
and Health Inequalities: A Critical Reconstruction.” 
Social Theory & Health 13(3–4):267–87.

National Research Council and  Institute of Medicine. 
2013. “U.S. Health in International Perspective: 
Shorter Lives, Poorer Health”. in Committee on 
Population, Division of Behavioral and Social 
Sciences and Education, and Board on Population 
Health and Public Health Practice, Institute 
of Medicine, edited by S. H. Woolf, L. Aron. 
Washington, DC: National Academies Press.

Navarro, Vicente. 2009. “What We Mean by Social 
Determinants of Health.” International Journal of 
Health Services 39(3):423–41.

Navarro, Vicente, Carles Muntaner, Carme Borrell, Joan 
Benach, Aguada Quiroga, Maica Rodriguez-Sanz, 
Nuria Verges, and M. Isabel Pasarin. 2006. “Politics 
and Health Outcomes.” Lancet 368(9540):1033–37.

Nelson, Kenneth, and Johan Fritzell. 2014. “Welfare 
States and Population Health: The Role of Minimum 



Reynolds 509

Income Benefits for Mortality.” Social Science & 
Medicine 112:63–71.

Nolte, Ellen, and Martin McKee. 2011. “Variations in 
Amenable Mortality—Trends in 16 High-Income 
Nations.” Health Policy 103(1):47–52.

O’Campo, Patricia, Agnes Molnar, Edwin Ng, Emilie 
Renahy, Christiane Mitchell, Ketan Shankardass, 
Alexander St. John, Clare Bambra, and Carles 
Muntaner. 2015. “Social Welfare Matters: A Realist 
Review of When, How, and Why Unemployment 
Insurance Impacts Poverty and Health.” Social 
Science & Medicine 132:88–94.

Olafsdottir, Sigrun. 2007. “Fundamental Causes of 
Health Disparities: Stratification, the Welfare State, 
and Health in the United States and Iceland.” Journal 
of Health and Social Behavior 48(3):239–53.

Orloff, Ann Shola 1993. “Gender and the Social Rights 
of Citizenship—The Comparative Analysis of 
Gender Relations and Welfare States.” American 
Sociological Review 58(3):303–28.

Oropesa, Ralph S., Nancy S. Landale, and Marianne M. 
Hillemeier. 2015. “Family Legal Status and Health: 
Measurement Dilemmas in Studies of Mexican-
Origin Children.” Social Science & Medicine 
138:57–67.

Pampel, Fred C. 2009. “The Persistence of Educational 
Disparities in Smoking.” Social Problems 56(3):526–
42.

Pampel, Fred C., Patrick M. Krueger, and Justin T. 
Denney. 2010. “Socioeconomic Disparities in Health 
Behaviors.” Annual Review of Sociology 36:349–70.

Peacock, Marian, Paul Bissell, and Jenny Owen. 2014. 
“Shaming Encounters: Reflections on Contemporary 
Understandings of Social Inequality and Health.” 
Sociology—The Journal of the British Sociological 
Association 48(2):387–402.

Pearce, Neil 1996. “Traditional Epidemiology, Modern 
Epidemiology, and Public Health.” American 
Journal of Public Health 86(5):678–83.

Perry, Brea L., Kathi L. H. Harp, and Carrie B. Oser. 
2013. “Racial and Gender Discrimination in the 
Stress Process: Implications for African American 
Women’s Health and Well-Being.” Sociological 
Perspectives 56(1):25–48.

Pescosolido, B. A., and J. K. Martin. 2015. “The Stigma 
Complex.” Annual Review of Sociology 41:87–116.

Phelan, Jo C., and Bruce G. Link. 2015. “Is Racism 
a Fundamental Cause of Inequalities in Health?” 
Annual Review of Sociology 41(1):311–30.

Phelan, Jo C., Bruce G. Link, and P. Tehranifar. 2010. 
“Social Conditions as Fundamental Causes of 
Health Inequalities: Theory, Evidence, and Policy 
Implications.” Journal of Health and Social Behavior 
51(Supplemental Issue):S28–40.

Piven, Frances F., and Richard A. Cloward. 1977. Poor 
People’s Movements: Why They Succeed, How They 
Fail. New York, NY: Pantheon Books.

Polonijo, Andrea N., and Richard M. Carpiano. 
2013. “Social Inequalities in Adolescent Human 

Papillomavirus (HPV) Vaccination: A Test of 
Fundamental Cause Theory.” Social Science & 
Medicine 82:115–25.

Popham, Frank, Chris Dibben, and Clare Bambra. 2013. 
“Are Health Inequalities Really Not the Smallest 
in the Nordic Welfare States? A Comparison of 
Mortality Inequality in 37 Countries.” Journal of 
Epidemiology and Community Health 67(5):412–18.

Poteat, Tonia, Danielle German, and Deanna Kerrigan. 
2013. “Managing Uncertainty: A Grounded Theory 
of Stigma in Transgender Health Care Encounters.” 
Social Science & Medicine 84:22–29.

Quesnel-Vallée, Amélie, Andrea Willson, and Sandra 
Reiter-Campeau. 2016. “Health Inequalities among 
Older Adults in Developed Countries: Reconciling 
Theories and Policy Approaches.” Pp. 483–502 in 
Handbook of Aging and the Social Sciences. 8th ed., 
edited by L. K. George and K. F. Ferraro. San Diego, 
CA: Academic Press.

Raphael, Dennis. 2015. “The Parameters of Children’s 
Health: Key Concepts from the Political Economy 
of Health Literature.” International Journal of Child 
Youth & Family Studies 6(2):186–203.

Raphael, Dennis, and Toba Bryant. 2015. “Power, 
Intersectionality and the Life-Course: Identifying the 
Political and Economic Structures of Welfare States 
That Support or Threaten Health.” Social Theory & 
Health 13(3–4):245–66.

Ray, Victor. 2019. “A Theory of Racialized 
Organizations.” American Sociological Review 
84(1):26–53.

Reynolds, Megan M., and Mauricio Avendano. 2018. 
“Social Policy Expenditures and Life Expectancy 
in High-Income Countries.” American Journal of 
Preventive Medicine 54(1):72–79.

Richter, Matthias, Katharina Rathman, Saoirse N. 
Gabhainn, Alessio Zambon, William Boyce, and 
Klaus Hurrelmann. 2012. “Welfare State Regimes, 
Health and Health Inequalities in Adolescence: A 
Multilevel Study in 32 Countries.” Sociology of 
Health & Illness 34(6):858–79.

Ridgeway, Cecilia L. 2011. Framed by Gender: How 
Gender Inequality Persists in the Modern World. 
New York, NY: Oxford University Press.

Ridgeway, Cecilia L. 2014. “Why Status Matters for 
Inequality.” American Sociological Review 79(1): 
1–16.

Robbins, Reuben N., and Angela Bryan. 2004. 
“Relationships between Future Orientation, 
Impulsive Sensation Seeking, and Risk Behavior 
among Adjudicated Adolescents.” Journal of 
Adolescent Research 19(4):428–45.

Rosenfeld, Jake, and Patrick Denice. 2015. “The Power 
of Transparency: Evidence from a British Workplace 
Survey.” American Sociological Review 80(5): 
1045–68.

Ross, Catherine E., and John Mirowsky. 2001. 
“Neighborhood Disadvantage, Disorder, and Health.” 
Journal of Health and Social Behavior 42(3):258–76.



510 Journal of Health and Social Behavior 62(4)

Ross, Catherine E., and Chia-ling Wu. 1995. “The 
Links between Education and Health.” American 
Sociological Review 60(5):719–45.

Roxburgh, Susan 2009. “Untangling Inequalities: 
Gender, Race, and Socioeconomic Differences in 
Depression.” Sociological Forum 24(2):357–81.

Rubin, Jennifer, Jirka Taylor, Joachim Krapels, Alex 
Sutherland, Melissa Felician, Jodi Liu, Lois Davis, 
and Charlene Rohr. 2016. “Are Better Health 
Outcomes Related to Social Expenditure? A Cross-
National Empirical Analysis of Social Expenditure 
and Population Health Measures.” RAND 
Corporation. https://www.rand.org/pubs/research_
reports/RR1252.html.

Sampson, Robert J., Jeffrey D. Morenoff, and Felton 
Earls. 1999. “Beyond Social Capital: Spatial 
Dynamics of Collective Efficacy for Children.” 
American Sociological Review 64(5):633–60.

Samuel, Robin, and Andreas Hadjar. 2016. “How 
Welfare-State Regimes Shape Subjective Well-
Being across Europe.” Social Indicators Research 
129(2):565–87.

Schoeni, Robert F., James S. House, George A. Kaplan, 
and Harold Pollack eds. 2008. Making Americans 
Healthier: Social and Economic Policy as Health 
Policy. New York, NY: Russell Sage Foundation.

Seelman, Kristie L., Matthew J. P. Colon-Diaz, 
Rebecca H. LeCroix, Marik Xavier-Brier, and 
Leonardo Kattari. 2017. “Transgender Noninclusive 
Healthcare and Delaying Care because of Fear: 
Connections to General Health and Mental Health 
among Transgender Adults.” Transgender Health 
2(1):17–28.

Sherman, Jennifer. 2013. “Surviving the Great Recession: 
Growing Need and the Stigmatized Safety Net.” 
Social Problems 60(4):409–32.

Shim, Janet K. 2010. “Cultural Health Capital: A 
Theoretical Approach to Understanding Health 
Care Interactions and the Dynamics of Unequal 
Treatment.” Journal of Health and Social Behavior 
51(1):1–15.

So, Suzanna, Dexter R. Voisin, Amanda Burnside, and 
Noni K. Gaylord-Harden. 2016. “Future Orientation 
and Health Related Factors among African American 
Adolescents.” Children and Youth Services Review 
61:15–21.

Stephens, John D. 1979. “Class Formation and Class-
Consciousness—A Theoretical and Emprical 
Analysis with Reference to Britain and Sweden.” 
British Journal of Sociology 30(4):389–414.

Strully, Kate W., David H. Rehkopf, and Ziming M. Xuan. 
2010. “Effects of Prenatal Poverty on Infant Health: 
State Earned Income Tax Credits and Birth Weight.” 
American Sociological Review 75(4):534–62.

Sykes, Jennifer, Katrin Kriz, Kathryn Edin, and Sarah 
Halpern-Meekin. 2015. “Dignity and Dreams: What 
the Earned Income Tax Credit (EITC) Means to 
Low-Income Families.” American Sociological 
Review 80(2):243–67.

Thakrar, Ashish P., Alexandra D. Forrest, Mitchell G. 
Maltenfort, and Christopher B. Forrest. 2018. “Child 
Mortality in the US and 19 OECD Comparator 
Nations: A 50-Year Time-Trend Analysis.” Health 
Affairs 37(1):140–49.

Tomaskovic-Devey, Donald, and Dustin Avent-Holt. 
2019. Relational Inequalities: An Organizational 
Approach. Oxford, UK: Oxford University Press.

Turner, Bryan S. 1987. Medical Power and Social 
Knowledge. Newbury Park, CA: SAGE Publications.

Turner, Raymond J., Tony N. Brown, and William B. 
Hale. 2017. “Race, Socioeconomic Position, and 
Physical Health: A Descriptive Analysis.” Journal of 
Health and Social Behavior 58(1):23–36.

Turner, R. Jay, Blair Wheaton, and Donald Lloyd. 1995. 
“The Epidemiology of Social Stress.” American 
Sociological Review 60(1):104–25.

Van de Velde, Sarah, Clare Bambra, Koen Van der 
Bracht, and Piet Bracke. 2014. “Keeping It in the 
Family: The Self-Rated Health of Lone Mothers in 
Different European Welfare Regimes.” Sociology of 
Health & Illness 36(8):1220–42.

Van de Velde, Sarah, Piet Bracke, and K. Levecque. 
2010. “Gender Differences in Depression in 23 
European Countries. Cross-National Variation in 
the Gender Gap in Depression.” Social Science & 
Medicine 71(2):305–13.

Veenstra, Gerry, and Patrick J. Burnett. 2014. “A 
Relational Approach to Health Practices: Towards 
Transcending the Agency–Structure Divide.” 
Sociology of Health & Illness 36(2):187–98.

Verguet, Stephane, and Dean T. Jamison. 2013. 
“Improving Life Expectancy: How Many Years 
behind Has the USA Fallen? A Cross-National 
Comparison among High-Income Countries from 
1958–2007.” BMJ Open 3(7):e002814. doi:10.1136/
bmjopen-2013-002814.

Volscho, T. W., and N. J. Kelly. 2012. “The Rise of the 
Super-rich: Power Resources, Taxes, Financial 
Markets, and the Dynamics of the Top 1 Percent, 1949 
to 2008.” American Sociological Review 77(5):679–99.

Wallimann, Isidor, Nicholas C. Tatsis, and George 
V. Zito. 2016. “On Max Weber’s Definition of 
Power.” The Australian and New Zealand Journal of 
Sociology 13(3):231–35.

Weber, Max. 1968. Economy and Society. Vol. 1, 
edited by G. Roth and C. Wittich. New York, NY: 
Bedminster Press.

Wen, Ming, and Lori Kowaleski-Jones. 2012. “The Built 
Environment and Risk of Obesity in the United 
States: Racial-Ethnic Disparities.” Health & Place 
18(6):1314–22.

Western, Bruce, Deirdre Bloome, Benjamin Sosnaud, 
and Laura Tach. 2012. “Economic Insecurity and 
Social Stratification.” Annual Review of Sociology 
38:341–59.

Western, Bruce, and Jake Rosenfeld. 2011. “Unions, 
Norms, and the Rise in U.S. Wage Inequality.” 
American Sociological Review 76(4):513–37.

https://www.rand.org/pubs/research_reports/RR1252.html
https://www.rand.org/pubs/research_reports/RR1252.html


Reynolds 511

White, Hughto, Jaclyn M., Sari L. Reisner, and John E. 
Pachankis. 2015. “Transgender Stigma and Health: A 
Critical Review of Stigma Determinants, Mechanisms, and 
Interventions.” Social Science & Medicine 147:222–31.

Wild, Christopher P. 2012. “The Exposome: From 
Concept to Utility.” International Journal of 
Epidemiology 41(1):24–32.

Williams, David R., and Chiquita Collins. 2001. “Racial 
Residential Segregation: A Fundamental Cause of 
Racial Disparities in Health.” Public Health Reports 
116(5):404–16.

Woolf, Steven H. 2009. “Social Policy as Health Policy.” 
JAMA 301(11):1166–69.

Woolf, Steven H., and Laudan Aron. 2018. “Failing 
Health of the United States.” BMJ 360:k496. 
doi:10.1136/bmj.k496.

Zajacova, Anna, and Jennifer Karas Montez. 2017. 
“Macro-level Perspective to Reverse Recent Mortality 
Increases.” The Lancet 389(10073):991–92.

Zapata Moya, Angel R. Z., Veerle Buffel, Clemente 
Jesus Navarro Yanez, and Piet Bracke. 2015. “Social 
Inequality in Morbidity, Framed within the Current 
Economic Crisis in Spain.” International Journal for 
Equity in Health 14(31):1–20.

AuTHOr BIOgrAPHY
Megan M. Reynolds is an assistant professor in the 
Department of Sociology at the University of Utah. Her 
research examines how health and health inequalities 
across and within nations are influenced by policy, poli-
tics, and power—especially as they relate to work and 
labor. She is also interested in how these forces condition 
the meaning of individual characteristics, such as nativity 
and gender, for health. Her work has been published in 
Social Forces, Social Science & Medicine, AJPH, and 
American Journal of Preventive Medicine.


