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Article

Health behaviors have important consequences for 
health and well-being; display strong and consistent 
disparities across age, race-ethnicity, gender, and 
socioeconomic status; and are influenced by a com-
plex interplay of social factors. The past two decades 
have seen intensive health promotion, yet many 
indicators of health behaviors have worsened over 
time, suggesting that new approaches are needed 
(Becker et al. 2020). Individual health behaviors 
have been studied extensively within many disci-
plines, but only recently have researchers begun to 
harness theoretical and empirical insights that result 
from considering multiple health behaviors simulta-
neously (Prochaska, Spring, and Nigg 2008). Yet 
frequently, these efforts lack theoretical rigor to 
conceptualize and integrate the meanings and impli-
cations of health behaviors beyond individual risk 
factors and health outcomes.

A particularly promising concept is health life-
styles. Health lifestyles are constellations of health 
behaviors underpinned by group-level identities 

and norms that are consequential for health and 
well-being. Such behaviors include engaging in or 
abstaining from specific activities and encompass 
different domains, such as food consumption or 
physical activities. Substantial research has docu-
mented important associations among a person’s 
health behaviors, finding that an individual’s health 
lifestyle does not simply reflect the accumulation of 
his or her agentic choices but, rather, comprises a 
meaningful combination of behaviors that reflects 
social positions, class status, and group identities 
(Burdette et al. 2017; Cockerham 2005; Cockerham, 
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The concept of health lifestyles is moving scholarship beyond individual health behaviors to integrated 
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Wolfe, and Bauldry 2020; Lawrence, Mollborn, and 
Hummer 2017; Saint Onge and Krueger 2017). 
That is, although we usually observe health life-
styles in individuals, they are also a group-level 
phenomenon (Cockerham 2005; Krueger, Bhaloo, 
and Rosenau 2009).

We highlight core contributions of health life-
styles research since 2000 and identify current the-
oretical and methodological challenges. We 
propose future conceptual, methodological, theo-
retical, and policy directions to build on prior con-
tributions, address these challenges, and produce 
new understandings. Twenty-first-century health 
lifestyles research is more empirical than previous 
work, driving further theoretical advancements. 
Readily applicable to quantitative and qualitative 
methods, a health lifestyles approach provides a 
practical application of theory to advance empirical 
research and policy.

Health lifestyles offer a perspective for under-
standing social behavior that engages macro-, 
meso-, and microlevels of sociological analysis. To 
examine health lifestyles, we must recognize struc-
tural constraints and opportunities as well as indi-
vidual agency and preferences. Cockerham (2005) 
emphasized the importance of focusing on struc-
tural influences on health lifestyles, and recent lit-
erature has risen to this challenge. Health lifestyles 
are emergent indicators of population health, 
responsive to macrolevel policies and norms and 
local contexts. Yet adopting a health lifestyle also 
marks one’s identity at the microlevel, an expres-
sion of preference and style reflective of social 
class and other group memberships (Bourdieu 
1986a; Cockerham, Rütten, and Abel 1997; Korp 
2008; Williams 1995). Health lifestyles both influ-
ence and are influenced by social network ties at the 
mesolevel. By articulating how social structures 
both shape and are shaped by individuals’ configu-
rations of health behaviors, health lifestyles connect 
racism, sexism, and other interlocking systems of 
oppression to disparities in health and mortality.

Health lifestyles thus offer a lens into the produc-
tion and maintenance of social inequalities. Health 
behaviors are a key mechanism through which socio-
economic status (SES) influences health and longev-
ity. However, healthfulness can also justify policies 
that exacerbate social inequalities. Lifestyle behav-
iors both serve as a scapegoat for blaming disadvan-
taged individuals and allow the advantaged to praise 
themselves for earning and deserving their good 
health, representing “embodied neoliberalism” (Luna 
2019:251). Despite these attributions, health lifestyles 
research has demonstrated that the lifestyles of those 

most advantaged are not uniformly healthful, nor are 
the lifestyles of those least advantaged consistently 
harmful (Saint Onge and Krueger 2017).

BACKgROUND
Table 1 summarizes key contributions from recent 
health lifestyles literature. Largely following the 
structure of this section, the table begins with a defi-
nition, highlights the influences on health lifestyles, 
identifies sources of change in health lifestyles and 
their consequences, and considers how they perpet-
uate inequalities.

Conceptualizations of Health Lifestyles
Today’s “lifestylization” (Knudsen and Triantafillou 
2020) of health, which focuses on individual respon-
sibility for health behaviors, is so widespread that it 
is easy to forget that modifying individual behaviors 
has not always been at the center of health promo-
tion. Indeed, health behaviors are a recent social 
construct that has assumed importance and become 
a target of health policy and individuals’ health- 
promoting efforts in the past few decades 
(Armstrong 2009). Specific health behaviors—such 
as children’s sleep guidelines or diet recommenda-
tions—are socially constructed, changing over time 
and place. For example, seat belt use is only relevant 
in a society with cars and roads where belts can 
mitigate injuries from crashes. Yet public health 
often decontextualizes health behaviors, approach-
ing them in isolation as targets for intervention.

The idea of health lifestyles that transcend spe-
cific health behaviors is even more recent but builds 
on a long history of social theory about lifestyles 
(e.g., Bourdieu 1986a; Giddens 1984; Simmel 1950; 
Sobel 1981; Weber [1921] 1978). In particular, 
Weber articulated lifestyles as visible everyday 
manifestations of social inequalities (Cockerham 
2021). Cockerham and colleagues (1997:321) drew 
on this literature to develop theory about health life-
styles, defined as “collective patterns of health-
related behavior based on choices from options 
available to people according to their life chances.” 
Health lifestyles are theorized to be a blend of social 
structure and individual agency, including conscious 
behaviors and gradually acquired habitus, “taken-
for-granted, routinised knowledge and practices 
which, for the most part, we carry out unthinkingly 
and unreflectively” (Williams 1995:598).

Health lifestyles comprise both an individual’s 
health behaviors and group-level identities, norms, 
and understandings of health (Cockerham et al. 
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1997; Cockerham 2005). Health lifestyles are col-
lective, “a group attribute resulting from the inter-
action between social conditions and behavior” 
(Frohlich and Potvin 1999:S11). Alcohol use exem-
plifies these tensions between group and individual 
levels and between behaviors and social psycho-
logical phenomena such as identities and norms. 
People abstain from alcohol use for individual-level 
reasons, such as past problem drinking, taste prefer-
ences, or health conditions, and group-level rea-
sons, such as family norms or religious adherence. 
The relationship between abstention and mortality 
is different depending on the reason why a person 
abstains—although the behavior is the same 
(Rogers et al. 2013). Group contexts and individual 
factors similarly influence young adults’ binge 
drinking, ranging from partying to dinners with 
friends to stress-related drinking while alone 
(Wamboldt et al. 2019). In these examples, both 
binge drinking and abstention co-occur with other 
health behaviors in patterned ways according to dif-
ferent identities, norms, and group contexts. To 
understand the consequences of alcohol use and 
effective policy solutions, then, individual and 

group factors must be synthesized along with 
underlying behaviors and social psychological phe-
nomena. Using a health lifestyles framework to 
understand health behaviors achieves this goal.

Measurement of Health Lifestyles
Health lifestyles are difficult to measure because of 
the two ways in which they are conceptualized as 
having an inherently dual nature. First, as discussed, 
they are both a group-level phenomenon and an 
individual-level characteristic. Second, they include 
both a set of health behaviors and the norms, identi-
ties, and understandings that underlie those behav-
iors. These dualities, along with the diversity  
and complexity of health behaviors, have posed 
 fundamental measurement challenges, resulting  
in theoretical developments outpacing empirical 
investigations of health lifestyles. They have also 
led scholars to articulate a need for both qualitative 
and quantitative data (e.g., Blaxter 1990; Cockerham 
et al. 1997; Frohlich and Potvin 1999).

Several quantitative measurement approaches 
have provided empirical information about health 

Table 1. Contributions of Recent Literature to Understanding Health Lifestyles.

Health lifestyles incorporate:
• An individual’s constellation of health behaviors, often discordant in its healthfulness
• Identities, norms, and understandings of health in groups to which an individual belongs
• A combination of gradually developed habitus and deliberate agency

Influences on health lifestyles include:
• Social group memberships
• Macro- and mesolevel social contexts (e.g., families, social networks)
• geographic contexts
• Age and life stage
• A person’s own and family members’ health

Health lifestyles evidence stability or change depending on:
• Age
• Social and geographic contexts
• New health behaviors emerging
• Social meanings of health behaviors

Health lifestyles influence:
• Subsequent health lifestyles
• Health and mortality
• Socioeconomic attainment

Health lifestyles perpetuate inequalities by:
• Serving as an increasingly important form of cultural capital
• Maintaining or strengthening intergroup boundaries and class distinctions
• Increasing their symbolic power through relationships to morality and discipline
• Strengthening group-based collectives that self-segregate and hoard resources
• Focusing on a limited set of culturally bound “health behavior” variables
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lifestyle behaviors but not yet captured their duali-
ties. Methods including exploratory factor analysis 
and cluster analysis have been used to group obser-
vations by shared behavioral characteristics. Some 
empirical studies have used an explicit or implicit 
health lifestyles lens but analyzed specific health 
behaviors separately (e.g., Ferraro, Schafer, and 
Wilkinson 2016; Krueger et al. 2009; Øvrum, 
Gustavsen, and Rickertsen 2014).

Other research has combined multiple health 
behaviors into a single measure of healthfulness, 
using varied terminology such as a healthy lifestyle 
score (e.g., Costa-Tutusaus and Guerra-Balic 2016; 
Saneei et al. 2016). Capturing the overall level of 
healthfulness of a person’s health lifestyle behaviors 
can distill information in a more straightforward and 
replicable way than can a more inductive approach, 
such as a latent class analysis (LCA) approach, 
described in the following. Supporting this approach, 
some articulations of health lifestyles theory expect 
lifestyles to vary in their objective healthfulness, 
ranging from generally healthy to generally unhealthy 
(e.g., Cockerham 2005; Cockerham et al. 1997). Yet 
this approach has drawbacks. Importantly, people’s 
behaviors do not always coalesce into concordantly 
“healthy” or “unhealthy” patterns as implied by a 
single scale of healthfulness (de la Haye et al. 2014). 
Discordance in lifestyle behaviors may represent 
important information that is lost when condensing 
data into a single healthfulness score. And the desig-
nation of behaviors as “healthy” or “unhealthy” is a 
social construction that can change across time and 
place (e.g., amounts of fat, sugar, and protein in a 
“healthy” diet).

Recognizing this, much recent health lifestyles 
research has expected that the diverse and often 
inconsistent motivations, identities, and norms 
underlying health lifestyles often lead not to concor-
dant health lifestyles in which an individual’s 
behaviors are either uniformly healthy or unhealthy 
but to discordant lifestyles comprised of healthier 
and unhealthier behaviors within the same person 
(Cockerham 2021; Daw, Margolis, and Wright 
2017; Saint Onge and Krueger 2017). Studies that 
empirically model a set of discrete health lifestyles 
that may be concordant or discordant typically use 
variants of latent class analysis (Collins and Lanza 
2010). LCA uses a structural equation modeling 
approach to identify latent, or unobserved, sub-
groups using observed, categorical variables—in 
this case, multiple health behaviors. LCA and 
 similar methods, such as latent profile analysis for 
continuous variables, are particularly well suited  
to identifying health lifestyles because they take  

a person-centered, rather than variable-centered, 
approach, allowing relationships among variables 
within people to emerge inductively from data. LCA 
ignores researchers’ expectations about groupings or 
concordance. LCA has drawbacks: It is sensitive to 
the behaviors included in analyses, often leading to 
different predominant health lifestyles across stud-
ies. LCA is also limited in addressing underlying 
group-level phenomena such as norms or identities.

Health Lifestyles as Structural 
Manifestations of Inequalities
Our discussion has so far focused on quantitative, 
survey-based, and behavior-focused studies that 
comprise the bulk of health lifestyles scholarship, 
especially in North America. This research has 
made empirical strides in combining individuals’ 
health behaviors in innovative ways, but it has 
ignored one side of each of the two dualities of 
health lifestyles, measuring individual behaviors 
but not the group level and operationalizing behav-
iors but not identities, norms, or understandings of 
health. Quantitative and behavior-focused health 
lifestyles research has yielded intriguing findings 
about what health lifestyles are, how they serve as 
structural manifestations of inequalities, and their 
links to health, development, and status attainment 
across global settings. We focus on four key contri-
butions here: discordance, social contexts, stability 
and change, and consequences.

Health lifestyles are often discordant combina-
tions of healthier and unhealthier behaviors within 
individuals, as we described earlier (Saint Onge and 
Krueger 2017). Using LCA, which allows a popula-
tion’s predominant patterns of health behaviors to 
emerge inductively, researchers have now identi-
fied substantial discordance within many health 
lifestyles as well as some typical types of discor-
dance that emerge across multiple studies and data 
sets. This discordance is theoretically interesting 
because it provides strong indirect evidence for the 
importance of other factors besides maximizing 
health—such as group-based norms, identities, and 
understandings of health—for understanding health 
lifestyles. An academic, for example, might display 
low consumption of junk food, high vegetable con-
sumption, abstinence from tobacco use, high caf-
feine and alcohol intake, limited sleep, and frequent 
sedentary time. This combination of behaviors is 
discordant in its healthfulness but may be consis-
tent with the norms of that individual’s social group 
and may be difficult to alter without understanding 
nonbehavioral aspects of the health lifestyle.
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In other examples, higher-SES Costa Rican 
adults more frequently have high-calorie diets but 
also exercise more (Rosero-Bixby and Dow 2009). 
Similarly, in Denmark, higher SES simultaneously 
spurs greater interest in cooking, leading to higher 
body mass index (BMI), and exercise, leading to 
lower BMI (Christensen and Carpiano 2014). 
Among U.S. adolescents in 1995, 15% had a health 
lifestyle comprised of unusually good nutrition and 
exercise levels, typical amounts of screentime and 
sleep, high rates of cigarette smoking, and near- 
universal binge drinking (Burdette et al. 2017). To 
better understand causes of such health lifestyle 
 concordance and discordance within individuals, 
health lifestyles research has made substantial strides 
in translating insights from the life course theoretical 
perspective (Elder 1994) into informative findings 
(Cockerham 2021). The other three contributions 
described here have arisen from such work.

Health lifestyles are structured by social and geo-
graphic contexts. Multidimensional and dynamic 
conceptualizations of social contexts, a key facet of 
the life course perspective (Elder 1994), are impor-
tant for understanding health lifestyles. Parents, sib-
lings, peers, social networks, and schools have all 
been shown to matter for health behaviors and life-
styles (Daw, Margolis, and Verdery 2015; Mollborn 
and Lawrence 2018). For example, one study of 
U.S. adolescents found that both people’s selection 
into friendship groups and the influence of their 
friends shape their health lifestyles (adams et al. 
2020). Teens select into and are influenced by social 
networks across multiple behaviors, strengthening 
the conclusion that lifestyles, and not just specific 
behaviors, spread within networks (Gremmen et al. 
2019).

But less empirical evidence has established 
pathways through which social contexts shape 
health lifestyles. One important exception is 
research on families, which influence children’s 
health lifestyles through parents’ sociodemographic 
group memberships, resources, health behaviors, 
and parenting practices (Mollborn, Lawrence, and 
Krueger 2020). Family influences encompass mate-
rial and cultural components and are linked to 
macro- and mesolevel contexts. This work further 
hints at the importance of child agency and recipro-
cal socialization between parents and children for 
understanding health lifestyle development in early 
life, but data limitations have prevented the estab-
lishment of directional relationships. Beyond fami-
lies, theory would suggest that changes to social or 
geographic contexts can shift a person’s health 

lifestyle through changing structural constraints, 
group memberships, exposure to norms, and identi-
ties. Blaxter (1990) demonstrated that socioeco-
nomic context and living environment impact a 
person’s ability to practice effective health life-
styles, with higher-status individuals more likely to 
have resources to achieve healthy lifestyles.

Geographic contexts have received less atten-
tion as potentially powerful influences on health 
lifestyles. Health lifestyles theory expects group 
norms and understandings of “healthy” behavior to 
vary from one place to another. Prevalent health 
behaviors and lifestyles are locally specific (Lee 
et al. 2015), perhaps responding to local differences 
in social contexts. Regional differences in prevalent 
health behaviors and lifestyles appear to be one rea-
son why the relationship between education and 
health varies from place to place (Kemp and 
Montez 2020); more research examining geo-
graphic variation in health lifestyles is needed.

Health lifestyles display both continuity and change 
across a person’s life. Developmental processes also 
shape lifestyles over time. Life course theory posits 
that earlier experiences are associated with later 
ones, and the meanings and expectations across dif-
ferent roles and contexts, such as attending school 
or being a parent, shift over life stages (Settersten 
2004). Infants engage in health behaviors via a 
“received health lifestyle” (Mollborn et al. 2014: 
388), but many behaviors are beyond their autono-
mous control. Health-related parenting (Augustine, 
Prickett, and Kimbro 2017) attempts to regulate 
behaviors such as feeding and sleep duration. Par-
ents often seek to socialize children into becoming 
“health-promoting actors” (Christensen 2004:377) 
who exercise agency in ways that parents deem 
healthy or appropriate. Growing children gain 
agency, developing habitus as a form of implicit or 
routinized agency (Kohli 2019). The habitus makes 
many health behaviors largely automatic and poten-
tially more difficult to adopt or change later in life 
(Bourdieu 1986a; Cockerham 2018) even though 
habitus can also be flexible (Cockerham 2018); for 
example, upwardly mobile people often try to 
change their class-related habitus and distance 
themselves from the health behaviors of their groups 
of origin (Curl, Lareau, and Wu 2018). Shifts in 
social roles also appear influential for health life-
styles (Mize 2017). As parents’ control over young 
people’s health behaviors lessens, they transition to 
an “achieved health lifestyle” in adulthood (Moll-
born et al. 2014:388), informed by earlier lifestyles 
and often more stable than at younger ages.
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Both SES and gender matter for health lifestyles 
(Olson, Hummer, and Harris 2017; Södergren et al. 
2014), but they do not predict health lifestyles con-
sistently across life (Øvrum et al. 2014). Extant 
health lifestyles theory has articulated ideas about 
childhood gender socialization leading to typically 
gendered health behaviors (Cockerham 2018)—with 
women generally displaying more favorable health 
behaviors except for physical activity. But gendered 
patterns are not consistently reflected in U.S. adoles-
cents and early young adults, emerging first in late 
young adulthood (Mollborn, Lawrence, and 
Hummer 2020). Furthermore, differences in health 
behaviors within genders far outstrip the magnitude 
of differences between genders (Mollborn et al. 
2020a). Evidence on the gender-health lifestyles 
relationship across the transition to adulthood sup-
ports the importance of a dynamic, life course, and 
multilevel perspective that articulates macro-, meso-, 
and microlevel influences. Although other status cat-
egories such as race, ethnicity, or sexual identity 
have not received sufficient attention (for an excep-
tion, see Cockerham et al. 2017), similar processes 
may apply, and unique findings have yet to be 
documented.

Research on the SES-health lifestyles relation-
ship has similarly documented a mixture of stability 
and fluidity across age. Although higher parental 
SES tends to predict healthier lifestyles in adoles-
cence and higher levels of socioeconomic attainment 
in late young adulthood are related to healthier life-
styles, the SES-health lifestyle relationship in early 
young adulthood (ages 18–24 years) is absent or 
even reverses (Lawrence et al. 2020). As others have 
found for health behaviors such as smoking and alco-
hol use (e.g., Chen and Jacobson 2012), at this age, 
socioeconomically or racially privileged young peo-
ple often have higher levels of risky health behaviors 
as they pursue a socially sanctioned “age of indepen-
dence” (Rosenfeld 2007:16) from adults’ normative 
controls and adult responsibilities. Yet in later life, 
there is evidence of socially classed health lifestyle 
“lock-in,” with relatively little change within indi-
viduals (Rees Jones et al. 2011:399). These studies 
support a conceptualization of SES and its relation-
ship to health lifestyles that incorporates both stabil-
ity and change across life.

Health lifestyles matter for health and development 
across different life phases. The life course perspec-
tive stresses that earlier life circumstances influence 
later ones (Elder 1994). Much health lifestyles 
research has focused on adults, but recently there 
has been expansion to children and adolescents 

(e.g., Burdette et al. 2017; Mollborn and Lawrence 
2018). Research has used observational data, estab-
lishing associations and time ordering but not cau-
sality. In early childhood, health lifestyles have been 
linked to parent-rated health status, cognitive devel-
opment, and socioemotional development (Moll-
born et al. 2014). The finding that children who are 
otherwise sociodemographically similar but have 
health lifestyles with differing levels of health risk 
experience distinct developmental outcomes (Moll-
born et al. 2020b) provides additional support for 
the conclusion that health lifestyles matter for 
development and health. Adolescents’ health life-
styles are associated with health outcomes in ado-
lescence and young adulthood (Burdette et al. 
2017). Similarly, adolescent and young adult health 
lifestyles predict young adult health outcomes 
(Lawrence et al. 2017), and adults’ health lifestyles 
are associated with health and mortality (Saint Onge 
and Krueger 2017; Zhang 2021). There are many 
complexities to consider given that relationships 
can vary according to the different behaviors 
enacted in a lifestyle and that those same behaviors 
have different health effects. For instance, routin-
ized physical activity required in a manual labor job 
may provide exercise but also increase health risks 
through repetitive motion injuries and reduced exer-
cise variation.

New research has begun documenting complex 
interrelationships between health lifestyles and 
other aspects of health. Depending on a person’s 
situation, life phase, and social contexts, worsening 
health can shape his or her health lifestyle in favor-
able or unfavorable ways. Qualitative research from 
class-privileged communities found that having a 
family member with a disability or serious health 
condition can improve health lifestyles of all family 
members because they no longer take health for 
granted (Rigles 2019). Furthermore, experiencing 
new health problems in later adulthood can com-
promise health lifestyles (Cockerham et al. 2020), 
limiting healthy behaviors such as exercise, which 
in turn could compromise health. In sum, health 
lifestyles are structural manifestations of social 
inequalities that matter for people’s future health 
and development in complex ways.

Health Lifestyles as Cultural Drivers  
of Inequalities
So far, we have emphasized one side of each duality 
by focusing on behaviors and individuals. Another 
active body of theory, developed primarily by 
European and North American scholars and 
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supported by some qualitative research, lays out a 
culturally focused perspective that extends beyond 
behaviors to explicitly consider identities and norms 
(e.g., Korp 2010; Teuscher et al. 2015). Not all of 
this research engages explicitly with the term health 
lifestyles. In this perspective, health lifestyles are a 
visible manifestation of social inequalities used by 
individuals, groups, and institutions as a cultural 
tool to perpetuate further inequalities. As Ortner 
(1998) noted, lifestyles reflect class-based habitus 
and are more socially acceptable to discuss and 
assign blame for than social class. And in the U.S. 
context, race and class are intimately intertwined in 
people’s lifestyles (Ortner 1998), making exclusion 
on the basis of both class and race feasible through 
leveraging lifestyles. We highlight four core contri-
butions of this perspective: health lifestyles as cul-
tural capital, symbolic boundaries, links to morality, 
and implications for social disparities.

Health lifestyles are an increasingly important 
form of cultural capital (Bourdieu 1986b) used by 
advantaged families and communities to their ben-
efit. For example, in two middle-class U.S. commu-
nities, parents sought to instill particular health 
behaviors, norms, and understandings of health in 
their children that would lead them to engage in 
classed and raced “performances of health” (e.g., 
possessing a thin body, engaging in specific types 
of physical activity, and refusing to eat inexpensive 
“fast food”) that presumably yield future socioeco-
nomic and health benefits (Mollborn, Rigles, and 
Pace 2020). Many parents deliberately chose com-
munities and schools that reinforced the same 
health lifestyle messages for their children, further 
leveraging class and race advantages into children’s 
cultural capital. Cultural tastes shape network ties 
in ways that stratify people by privilege, thus con-
verting cultural capital into social capital that yields 
important resources (Lewis and Kaufman 2018).

Health lifestyles function as meaningful politi-
cal and symbolic boundaries (Lamont and Molnár 
2002). The cultural and social capital they yield 
makes health lifestyles an effective form of distinc-
tion to set advantaged people apart from lower-sta-
tus groups (Abel 2008; Pampel 2005). Individual 
tastes in health behaviors have rich historical prec-
edents and symbolic meanings. Examples include 
class- and race-based variation in alcohol (e.g., beer 
vs. wine) and tobacco use (e.g., menthol cigarettes 
vs. vaping products). Thus, lifestyles are an increas-
ingly important form of distinction and intensifying 
form of social control (Abrutyn and Carter 2015; 
Carlisle, Hanlon, and Hannah 2008). This distinc-
tion must constantly be maintained and updated to 

be effective because those with less status often 
seek to mimic higher-status lifestyles (Ridgeway 
2014). As new health information becomes avail-
able, it is often “appropriated” by those with more 
resources who change their behaviors, improving 
the health of those who need it the least (Carlisle 
et al. 2008; Link and Phelan 1995). And even when 
actual behaviors look similar across statuses, peo-
ple’s portrayals and justifications of behaviors can 
create distinctions that feel meaningful (Katainen 
2010).

Thus, as Korp (2008:25) noted, “The notion of 
‘healthy lifestyle’ is fundamentally political. It 
exercises symbolic power in the sense that it legiti-
mises certain ways of thinking, feeling and acting at 
the expense of others.” People “do health” in politi-
cal ways. The symbolic boundaries that health life-
styles create are particularly effective because 
health behaviors are often rooted in habitus that is 
developed over long periods of time early in life, 
making privileged habitus hard for the less privi-
leged to replicate (Bourdieu 1986a). Particular 
behaviors, norms, and understandings of health, 
rooted in social group memberships, can become 
routinized, so people do not need to make con-
scious decisions to enact a particular health life-
style. For example, putting on a bicycle helmet may 
be done out of habit. People also make conscious 
choices about their health in ways that differentiate 
groups (Talukdar and Linders 2013). Because con-
scious effort can alter behaviors, understanding 
health lifestyles as solely resulting from habitus 
does not attend sufficiently to dominance hierar-
chies or symbolic power (Korp 2010).

Health lifestyles’ links to morality make them espe-
cially effective at perpetuating inequalities. Morality, 
which is socially constructed and intimately tied to 
symbolic power and social inequalities, is important 
for understanding how health lifestyles perpetuate 
inequalities. Health lifestyles are increasingly 
linked to self-control, discipline, and hard work in 
ways that imbue them with morality (Fielding-
Singh 2019; Luna 2019). Cairns and Johnston 
(2015:171) summarized the cultural logic through 
which scrutiny of someone’s body and physical 
attractiveness is seen to yield useful information 
about their health and morality: “The healthy femi-
nine subject chooses wisely in the interest of health 
and will ‘look good’ as a natural outcome.” This 
logic leads to social judgments based on physical 
appearance that can be consequential for future 
prospects. Someone who does not embody the cor-
rect “performance of health” may be considered 
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morally suspect and lose access to socioeconomic 
opportunities or appropriate health care. This strong 
link between health lifestyle and morality is particu-
larly evident among parents across the spectrum of 
privilege, who face high social standards for ensur-
ing the health of their children’s bodies (Elliott and 
Bowen 2018).

Research from the cultural perspective shows how 
health lifestyles comprise a powerful contemporary 
mechanism for increasing health disparities and socio-
economic inequalities. Those with more resources can 
more easily meet guidelines or expectations, particu-
larly ones that change frequently. For example, pres-
sure on mothers to feed children in increasingly 
intensive ways can increase inequalities because 
highly resourced families can devote more time and 
money (Elliott and Bowen 2018). Although much of 
this research has focused on individuals or families, 
research on communities’ collective health lifestyles 
may be increasingly important. Socioeconomic segre-
gation of neighborhoods is strong, perhaps in part a 
result of higher-SES U.S. adults self-segregating to 
form “overrider enclaves” that are intended to protect 
against a “default American lifestyle” comprised of 
multiple unhealthy behaviors (Mirowsky and Ross 
2015:297). Because communities are important for 
understanding how health lifestyle-related habitus and 
cultural capital are instilled (Mollborn et al. 2020c), 
this segregation may cause increasing social dispari-
ties in health lifestyles that could lead to strengthening 
inequalities in people’s health and socioeconomic 
attainment.

CRITICAL DIRECTIONS FOR 
FUTURE RESEARCH
The health lifestyles framework contributes to 
understandings of health, health disparities, and 
social inequalities by integrating individual- and 
group-level influences and synthesizing constella-
tions of health behaviors with underlying social 
psychological phenomena, including norms and 
identities. Although health lifestyles research is 
advancing rapidly, many challenges and opportuni-
ties remain. Concentrated efforts are needed to con-
ceptually map and integrate extant research into a 
cohesive narrative that facilitates an interdisciplin-
ary field of research and improves understanding of 
health lifestyles.

Conceptualization Challenges
Conceptualizing and operationalizing health lifestyles 
poses a challenge to researchers who must contend 

with both theoretical and practical considerations, 
including data availability. Most studies focus only on 
measuring behaviors. Yet as Cockerham et al. 
(1997:338) noted, “A health lifestyle is not simply a 
collection of behaviors nor is it merely a variable.” 
Broader operationalizations beyond behaviors are 
needed. For example, large-scale surveys could mea-
sure definitions of health, multiple group-level identi-
ties, and group-based norms (through perceived 
embarrassment at engaging in a behavior or through 
perceptions of others’ approval of a behavior). In sur-
veys with group-based sampling such as schools or 
social networks, these measures plus health behaviors 
could be aggregated to identify prevalent health life-
styles among specific friendship or identity groups.

Even within behaviorally focused studies, 
 configurations and patterns of behaviors included 
in quantitative lifestyles research reflect current 
national-level health objectives that are most often 
linked to negative health outcomes among adults 
(e.g., cigarette smoking). When new behaviors 
emerge (e.g., vaping), data are not immediately 
available to capture them. Research continues to be 
limited by questions included in prominent data 
collection efforts, which lag behind changes in pop-
ulations’ actual behaviors.

Furthermore, studies often use the same measures 
over time, life course stages, and contexts, promot-
ing consistency but suppressing innovation. More 
nuanced and dynamic measurement of health-related 
behaviors could lead to new insights. For instance, 
new techniques in nicotine consumption, variation in 
legal cannabis use, engagement in telemedicine, or 
social distancing and mask wearing during pandem-
ics were not foreseeable health behaviors until 
recently. Nontraditional health behaviors such as gun 
ownership are becoming increasingly integrated into 
public health research (Wertz et al. 2018). Measuring 
different health behaviors across historical periods 
and life stages more accurately captures their conse-
quences and how and why these behaviors are 
enacted. Yet using different health behaviors to oper-
ationalize health lifestyles makes it unlikely that the 
same health lifestyle groups can be identified across 
analyses. Greater consensus about which domains to 
measure could improve consistency in findings 
across studies.

Conceptualizing agency is another research 
challenge (Abel and Frohlich 2012). The agency-
structure divide is messy, and agency can be con-
ceptualized in different ways depending on age and 
neurotypicality (Landes and Settersten 2019). 
Behaviors differ in their health effects, visibility, 
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importance to the individual or social group, and 
level of agency relative to constraints.

Measuring health lifestyles locally requires 
additional consideration. Health lifestyles are 
group- and local-level phenomena with meanings 
unique to one’s school, neighborhood, city, state, 
country, and so on. Although there is some consis-
tency in patterns within and across countries, life-
style meanings remain localized (Cockerham et al. 
2004; Saint Onge and Krueger 2011). Multilevel 
approaches could consider health lifestyles’ mean-
ings in various settings. The ability to achieve 
health is structured by local norms and opportuni-
ties, further complicated by selection into areas and 
local meanings of health behaviors. Religious 
groups tend to be geographically concentrated and 
frequently regulate health lifestyle behaviors such 
as diets, substance use, and health care seeking 
(Hill et al. 2007). Politically conservative areas 
may provide limited opportunities for some behav-
iors (e.g., cannabis use, multiple sexual partners) 
due to local laws and punitive social norms. Rural 
areas may have inadequate infrastructure for sus-
tained exercise, preventive health services, or food 
options, with implications for collective lifestyles. 
Deviating from local, geographic norms may affect 
identity and social standing in one’s community.

Methodological Challenges
Methodological advancements can benefit health 
lifestyles research, which in turn offers opportuni-
ties to apply new methods. Although latent class 
approaches are a predominant quantitative method 
for identifying lifestyles, research lacks consensus 
on how to address current limitations or analyze com-
plex substantive questions. Regardless of method-
ological choices, assessing conceptual frameworks 
will require further consideration of behavioral rela-
tionships to control variables, mediating mecha-
nisms, or distal outcomes as well implementation of 
moderating effects or causal inference over multiple 
levels of analyses. Current approaches are unsatis-
factory for multiple reasons, but there are emergent 
statistical solutions to some problems (see Bakk and 
Kuha 2018; Masyn 2017), and best practices may 
soon be feasible in existing software.

Longitudinal studies add further methodological 
complexity. Longitudinal methods seeking to iden-
tify groupings over time, such as latent transition 
analysis or latent class growth models, allow 
researchers to model their stability and change. 
Because these approaches require the same vari-
ables over time, they are suitable for health lifestyles 

studies conducted across ages when meanings of 
health behaviors are stable (e.g., Burgard et al. 
2020). More frequently, modeling health lifestyle 
development within individuals can be challenging 
using current approaches both because the health 
behaviors people typically engage in change with 
age and because ways in which behaviors combine 
within individuals likely change over time. For such 
studies, there is no definitive longitudinal method, 
and consensus around best practices is needed. 
Continued empirical advances in grouped trajectory 
models or age-period-cohort approaches have 
potential for modeling stability and change in 
lifestyles.

The inductive nature of commonly used quanti-
tative methods nearly guarantees inconsistencies in 
the lifestyles being identified in different studies, 
depending on how variables are included and mea-
sured. This is frustrating but also an area for 
advancement. New theoretical conceptualizations 
grounded in findings are more important than the 
compositions and prevalence of specific classes per 
se. Strict adherence to model selection based on 
mechanical criteria can overshadow an intention to 
summarize data in a parsimonious and theoretically 
informed fashion. The operationalization of health 
lifestyles should be aimed at representing approxi-
mations or snapshots of a much more complex real-
ity. Caution must be taken not to portray bundles of 
behaviors as reified social facts. Indeed, the utility 
of these analyses arises from the research questions, 
approach, and interpretation more than from model 
precision.

Qualitative methods show promise for bridging 
the dualities of health lifestyles that have not been 
captured in quantitative research by analyzing health 
lifestyles as both individual- and group-level phe-
nomena and as both collections of behaviors and 
underlying identities, norms, and understandings of 
health. Multiple qualitative methods are necessary 
to paint this complex picture but are resource inten-
sive. For example, studying how health lifestyles 
relate to cultural capital, Mollborn et al. (2020c) 
sampled families within two communities and 
observed families, interviewed parents and commu-
nity members who worked with children, and facili-
tated focus group interactions with multiple parents 
in the same community.

The methods used to study health lifestyles are 
interdisciplinary, but sociology can offer particular 
insight into how to decolonize these tools (Connell 
2018). Health lifestyles offer researchers the oppor-
tunity to examine inequality from perspectives 
other than a deficit model focused on problems or 
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disadvantages. Health lifestyles research puts 
advantages and disadvantages on equal footing, 
considering structure, agency, resiliency, and con-
straints across multiple dimensions of (dis)advan-
tage. The cultural perspective articulates how 
allegedly “healthy” lifestyles perpetuate inequali-
ties, which is at odds with the goal of reducing 
health disparities through promoting healthy life-
styles. Health lifestyles research could challenge 
hegemony through decentering dominant groups, 
shifting research questions from population preva-
lence and composition of health lifestyles that often 
center majority groups to considering contextual 
factors that give rise to different or similar lifestyles 
for diverse populations. Health lifestyles research 
would benefit broadly from consideration and 
examination of health lifestyles across different eth-
nic and national origins within various international 
settings beyond the dominant Western health per-
spective. We advocate for reflecting on researchers’ 
positionality in conceptualization and measure-
ment. For example, although great strides have 
been made in analyzing how age, gender, and social 
class shape health lifestyles, race and ethnicity are 
rarely deeply studied in a health lifestyles frame-
work, reflecting the Western-, white-dominated 
demographics of health lifestyles researchers.

Health lifestyles should heed methodological 
pitfalls common in multiple disciplines. Arbitrary 
significance values should be used thoughtfully and 
in conjunction with other information. Fortunately, 
many health lifestyles studies provide answers by 
synthesizing a wide variety of data points rather 
than relying on a single significance test. Such 
complex studies can be difficult to publish, but we 
expect improved understandings of the interpreta-
tion of statistical results will ease this process. We 
caution against replication studies of health life-
styles because current approaches are highly sensi-
tive to a number of specifications. Furthermore, 
researchers should take care to recognize that data 
on health lifestyles can be used as marketing tools 
or to justify further marginalizing disadvantaged 
groups (Lamont and Molnár 2001).

Theoretical Challenges
Health lifestyles research has had a consistent theory-
building tradition that will continue in future work. 
One promising direction is further integration of ideas 
laid out here. Quantitative and qualitative approaches—
both focused on the reciprocal relationship between 
health lifestyles and social inequalities—are spawn-
ing distinct literatures that rarely converse. Yet it is 

not inherently contradictory to acknowledge that 
health lifestyles are both quantitatively measurable 
configurations of behaviors and a cultural means to 
perpetuate inequalities. Integrating these perspectives’ 
insights can push health lifestyles theory forward but 
requires communication across methodological and 
disciplinary boundaries.

The social psychological underpinnings of health 
lifestyles—including group-based norms, identities, 
social control, and understandings of health—must 
be more clearly articulated. Theoretical advances 
within social psychology and cultural sociology have 
laid fruitful groundwork for understanding why 
health lifestyles are often discordant, why they 
change, and how they influence people. Cultural 
sociologists have studied how sets of behaviors are 
cognitively abstracted as schemas (Strang and Soule 
1998) that diffuse through networks and result in 
automatic cultural differentiation (Goldberg and 
Stein 2018). Lifestyles may follow similar processes. 
Sociological research has articulated ways in which 
culture becomes a source of group distinction and 
social stratification (e.g., Eliasoph and Lichterman 
2003). And the proliferation of research on agency 
(Hitlin and Elder 2007), dual-process cultural mod-
els (Vaisey 2009), moral identities (Stets and Carter 
2012), norms (Horne 2001), political ideology 
(Metzl 2019), and stigma (Link and Phelan 2014) 
provide fertile ground for developing health life-
styles theory.

Integrating research and theories on power and 
systems of oppression offer insights into health life-
styles. For example, state and local mandates for 
social distancing and face coverings have faced 
political resistance during the COVID-19 pandemic, 
bolstered by the proliferation of misinformation 
campaigns, suggesting a need to understand the 
roles of power and politics. Critical race theory 
(Graham et al. 2011) can also elucidate how health 
lifestyles operate as cultural tools. Better measures 
of systemic racism or discriminatory contexts can 
improve understanding of health lifestyle mecha-
nisms. Furthermore, examining how historical and 
contemporary institutions and organizations shape 
constraints, opportunities, motives, and means that 
guide health lifestyle routines could reveal structural 
mechanisms perpetuating and creating inequalities 
in health lifestyles and subsequent outcomes.

Health lifestyles research should further inte-
grate intersectional, transitional approaches. For 
instance, health lifestyles should be further inte-
grated into theories of gender identity. Sexuality, 
immigrant status, disability, and other identities are 
important to accurately portray health lifestyles and 
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can also inform social processes resulting in mar-
ginalization or health disparities.

Policy Challenges
Health promotion has focused heavily on changing 
individuals’ health behaviors (Knudsen and 
Triantafillou 2020). Although biomedical, treat-
ment-focused health care is still prioritized, this 
move partially upstream is more cost-effective than 
waiting to treat health problems that result from 
unhealthy behaviors (Benmarhnia et al. 2017). 
Adopting a health lifestyles perspective moves far-
ther upstream by emphasizing social/contextual fac-
tors that underlie groups of behaviors rather than 
blaming or rewarding individuals for specific 
behaviors. This upstream focus cannot be achieved 
unless health lifestyles researchers begin to study 
both individuals’ behaviors and group-based pro-
cesses such as norms and identities as well as the 
structural environment that envelops health-related 
decisions and actions. Fulfilling the promise of 
health lifestyles theory in future empirical research 
can simultaneously achieve the goal of moving pol-
icy implications upstream.

Findings from health lifestyles research have 
important implications for health policies, public 
health, and medical practice. For example, health 
behaviors combine in ways that make it essential to 
intervene differently for different lifestyle groups 
(Wamboldt et al. 2019). Efforts to curb binge drink-
ing may be more successful if they account for the 
fact that all binge drinkers do not have the same 
health lifestyle (Burdette et al. 2017; Lawrence et al. 
2017). Another implication of health lifestyles 
research is that the timing of intervention is impor-
tant. Because health lifestyles are partially path 
dependent throughout life, earlier intervention is 
generally better, although there may be important 
critical periods. Bauldry and colleagues (2012:1311) 
argued that “efforts to promote healthy behaviors in 
young adulthood, after the completion of secondary 
school, may be especially strategic in the promotion 
of health in later adulthood.” Yet health lifestyles 
have potential for change across life.

Many health behavior interventions have not 
worked (Baum and Fisher 2014). Perhaps in 
response to these limited successes when targeting 
single health behaviors, some interventions have 
taken a modified health lifestyle approach targeting 
multiple behaviors and have experienced varying 
degrees of success upon evaluation (e.g., Ling et al. 
2017). Evidence suggests such interventions can 
lead to identity changes that have unintended con-
sequences for other health behaviors. For example, 

safety interventions on oil platforms that reframed 
masculinity as taking care of the collective good 
changed men’s identities and interactions in a mul-
titude of ways (Ely and Meyerson 2010). But other 
lifestyle-focused interventions that initially seemed 
promising were ultimately not effective (e.g., Lloyd 
et al. 2018). Both basic research on health lifestyles 
and initial findings from interventions suggest that 
a contextualized approach that considers sets of 
behaviors, group-based factors, and structural driv-
ers is promising. More multidimensional 
approaches to targeting health behavior changes are 
needed, especially “salutogenic” approaches that 
encourage healthy behaviors more than discourag-
ing unhealthy ones (Becker et al. 2020:5).

But a health lifestyles approach to policy cannot 
universally solve the problem of social inequalities. 
Insights from the cultural health lifestyle perspec-
tive are particularly valuable for understanding the 
perils of using a health lifestyles framework to 
inform intervention programs. Caution must be 
taken to avoid “lifestyle drift” from broad social 
determinants toward emphasis on and investment in 
individual-level lifestyle behaviors (Williams and 
Fullagar 2019:20). Promoting certain behaviors and 
lifestyles as inherently “healthy” instills them with 
moral values and sets them up as a goal to which 
people may aspire but ultimately be limited in 
achieving because of unequal resources and life 
chances. Labeling behaviors as “healthy” or 
“unhealthy” can further heighten intergroup dis-
tinctions by race and class. Inequalities can be per-
petuated by seemingly well-intended promotion of 
health behaviors that only the privileged can realis-
tically enact. Effective health lifestyle interventions 
must ensure that any promotion of a specific life-
style is paired with full access to the necessary 
resources to enact and sustain that lifestyle.

But even if that difficult goal is achieved and 
social disparities in particular health lifestyles are 
reduced, new lifestyle-based forms of distinction 
will probably arise because health practices and 
forms of intergroup distinction are always evolving 
to maintain inequalities (Carlisle et al. 2008; Link 
and Phelan 1995; Pampel 2005). Thus, interven-
tions that focus on promoting or discouraging spe-
cific health lifestyles rather than addressing their 
upstream causes may well result in an endless 
game of “whack-a-mole” in which new lifestyle 
inequalities arise when old ones are successfully 
addressed—or may even inadvertently exacerbate 
the intergroup distinctions they are seeking to 
reduce. For this reason, attending to upstream 
causes of health lifestyles and reducing underlying 
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group-level disparities may be the most effective 
strategies for health policy.

CONCLUSION
Health lifestyles are highly consequential for health 
and longevity. They are also quotidian, present in 
every person’s daily routine, whether consciously or 
not. Health lifestyles research is inclusive and rele-
vant for all populations: Everyone has a health life-
style. Health lifestyles are a promising construct for 
understanding social disparities in health by combin-
ing insights from disparate literatures within and 
beyond sociology. They bridge structure and agency; 
individual and population health; micro-, meso-, and 
macrolevel explanations; behaviors and social psy-
chological group processes; and conceptions of 
health as an objective status to be attained and a cul-
tural tool deployed to maintain inequalities.

Sociology is leading the way in understanding 
health lifestyles, but they are relevant for numerous 
disciplines. Although theoretical development has 
outpaced substantive research, the latter is expanding 
rapidly, improving knowledge about how health life-
styles are transmitted across generations, developed 
within individuals, shaped by social contexts, and 
consequential for health and status attainment. 
Studies integrating life course approaches with health 
lifestyles show that understanding lifestyles within 
and across historical periods, birth cohorts, and devel-
opmental stages or biological age sheds light on how 
and why they develop, change, or remain stable 
(Burgard et al. 2020; Cockerham et al. 2020).

Health lifestyles highlight the inherently social 
nature of health behavior, applying a sociological 
imagination to reveal how health behaviors are not 
isolated individual decisions but embedded in peo-
ple’s deeply complicated social lives. Future 
research must push health lifestyles beyond a 
behavior-only operationalization that risks perpetu-
ating the individualization of health. Viewing health 
behavior as individualized elides the group-level 
nature of health lifestyles and the powerful struc-
tural forces that constrain people’s behaviors. 
Extant research has made important strides in iden-
tifying groups and upstream influences, document-
ing fluidity and discordance in health lifestyles that 
underscore the importance of moving beyond spe-
cific health behaviors to take a more integrated 
approach. Future research articulating group-level 
lifestyle processes that underlie bundles of health 
behaviors can continue to shift scholarly attention 
to groups and to upstream policy influences on 
health. Integrating a cultural perspective on health 

lifestyles as a tool that maintains inequality is 
another important future goal. Achieving these 
aims will provide an evidence base that can further 
inform policies, potentially making them more 
effective at addressing social inequalities.
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