
 Open access  Journal Article  DOI:10.1111/1467-9566.12154

The importance of economic, social and cultural capital in understanding health
inequalities: using a Bourdieu-based approach in research on physical and mental
health perceptions — Source link 

Wouter Pinxten, John Lievens

Institutions: Ghent University

Published on: 01 Sep 2014 - Sociology of Health and Illness (Sociol Health Illn)

Topics: Social reproduction, Cultural capital, Individual capital, Social mobility and Social status

Related papers:

 Cultural capital and social inequality in health

 The Forms of Capital

 Distinction: A Social Critique of the Judgement of Taste

 Cultural Capital in Health Promotion

 
Cultural health capital: A theoretical approach to understanding health care interactions and the dynamics of
unequal treatment.

Share this paper:    

View more about this paper here: https://typeset.io/papers/the-importance-of-economic-social-and-cultural-capital-in-
271bpkv32n

https://typeset.io/
https://www.doi.org/10.1111/1467-9566.12154
https://typeset.io/papers/the-importance-of-economic-social-and-cultural-capital-in-271bpkv32n
https://typeset.io/authors/wouter-pinxten-5fq9q5sq7y
https://typeset.io/authors/john-lievens-5f0u718hdv
https://typeset.io/institutions/ghent-university-14limu0t
https://typeset.io/journals/sociology-of-health-and-illness-3upseicy
https://typeset.io/topics/social-reproduction-1sal6ylu
https://typeset.io/topics/cultural-capital-tpvprxtl
https://typeset.io/topics/individual-capital-3arbhr75
https://typeset.io/topics/social-mobility-bfqaopxj
https://typeset.io/topics/social-status-1qx1xlxh
https://typeset.io/papers/cultural-capital-and-social-inequality-in-health-38435at8ds
https://typeset.io/papers/the-forms-of-capital-c0gxkjfagw
https://typeset.io/papers/distinction-a-social-critique-of-the-judgement-of-taste-2p7kpsmwx8
https://typeset.io/papers/cultural-capital-in-health-promotion-38zv7jpem7
https://typeset.io/papers/cultural-health-capital-a-theoretical-approach-to-3sj8ky5xf7
https://www.facebook.com/sharer/sharer.php?u=https://typeset.io/papers/the-importance-of-economic-social-and-cultural-capital-in-271bpkv32n
https://twitter.com/intent/tweet?text=The%20importance%20of%20economic,%20social%20and%20cultural%20capital%20in%20understanding%20health%20inequalities:%20using%20a%20Bourdieu-based%20approach%20in%20research%20on%20physical%20and%20mental%20health%20perceptions&url=https://typeset.io/papers/the-importance-of-economic-social-and-cultural-capital-in-271bpkv32n
https://www.linkedin.com/sharing/share-offsite/?url=https://typeset.io/papers/the-importance-of-economic-social-and-cultural-capital-in-271bpkv32n
mailto:?subject=I%20wanted%20you%20to%20see%20this%20site&body=Check%20out%20this%20site%20https://typeset.io/papers/the-importance-of-economic-social-and-cultural-capital-in-271bpkv32n
https://typeset.io/papers/the-importance-of-economic-social-and-cultural-capital-in-271bpkv32n


The importance of economic, social and cultural capital

in understanding health inequalities: using a Bourdieu-

based approach in research on physical and mental

health perceptions

Wouter Pinxten and John Lievens

Department of Sociology, Ghent University

Abstract In this article we adopt a Bourdieu-based approach to study social inequalities in

perceptions of mental and physical health. Most research takes into account the

impact of economic or social capital on health inequalities. Bourdieu, however,

distinguishes between three forms of capital that can determine peoples’ social

position: economic, social and cultural capital. Health research examining the

effects of cultural capital is scarce. By simultaneously considering and modelling

indicators of each of Bourdieu’s forms of capital, we further the understanding

of the dynamics of health inequalities. Using data from a large-scale

representative survey (N = 1825) in Flanders, Belgium, we find that each of the

forms of capital has a net effect on perceptions of physical and mental health,

which persists after controlling for the other forms of capital and for the effects

of other correlates of perceived health. The only exception is that the cultural

capital indicators are not related to mental health. These results confirm the

value of a Bourdieu-based approach and indicate the need to consider economic,

social and cultural capital to obtain a better understanding of social inequality

in health.

Keywords: Bourdieu, economic, social and cultural capital, cultural participation, physical

and mental health, SF-12

Introduction

Social position remains an important determinant of health: ‘differential health status is proba-

bly the most enduring and incontrovertible indication of class’ (Bennett et al. 2009: 152).

More research, however, is necessary to fully understand the dynamics of the social divide in

health (Mackenbach 2012).

In this article we examine the usefulness of Bourdieu’s theory of capital in studying differ-

ences in physical and mental health. Bourdieu (1984) argues that people from different social

positions differ from one another with regard to their possession of three forms of capital:

social, cultural and economic capital. Each of these forms of capital can be considered as a

resource that might be useful for acquiring or maintaining good health:
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The resources needed to select or adopt specific health-relevant lifestyles emerge from the

interplay between economic, social and cultural capital. In this dynamic form social inequal-

ities affect – through collective behavioural variations – people’s health status and risks.

(Abel 2008: 3)

Recent health research has paid much attention to economic and social capital but cultural cap-

ital lags behind in relevant studies.

By adopting a Bourdieusian approach and consequently considering the three forms of capi-

tal, this article furthers discussions on social determinants of health in two ways. Firstly, by

simultaneously including indicators of the three forms of capital we can assess the net effects

of each of them. Secondly, we pay particular attention to the cultural capital component, which

remains largely unexplored in health research to date, and include measurements for institu-

tionalised (education) and embodied (cultural participation) cultural capital.

The social gradient in health

The social gradient in health refers to the gradual positive association between social position

and health that is observed for a wide variety of health indicators (Adler et al. 1994). This

gradient implies that each improvement or worsening of someone’s social position is associ-

ated with a similar change in health. Although the direction of causality could be questioned,

research shows that it is social position that impacts on health (Carpiano et al. 2008).

Despite all research on the social gradient, questions remain about its existence and persis-

tence (Mackenbach 2012). Moreover, a great deal of discussion remains concerning the defini-

tion and operationalisation of social position. Carpiano et al. (2008) attribute this to the

complex nature of social position: ‘Social class remains largely a “black box” of causal factors

and mechanisms’ (p. 246). Even with regard to the terminology there is no consensus:

the terms social class, social status, social inequality, social stratification and socioeconomic

position are used seemingly at random without any reference to the theoretical background

(Liberatos et al. 1998). As Krieger et al. (1997: 342) posit:

When socioeconomic data are included in public health analyses, they often are presented

with little or no theoretical justification, are measured and modelled eclectically, and are pri-

marily used by researchers to ‘control’ for, rather than study the effects of, socioeconomic

position on health.

Prandy (1999) also refers to the multidimensional nature of social position which should be

taken into account in its measurement.

In summary, we can say that a great deal of work has been done with regard to examining

the social gradient in health. However, questions remain and appropriate measurements of

social position should be taken into account. In this regard, a Bourdieusian approach toward

social position seems promising (Abel 2007 2008, Veenstra 2007). We will discuss its merits

in detail in the following section.

A Bourdieu-based framework in health research

Central to Bourdieu’s (1984) theoretical framework is the concept of habitus, which refers to a

system of dispositions that guides people’s choices and attitudes. The habitus expresses itself
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in all domains of life: in aesthetic preferences, cultural practices and choices related to health

behaviour; in short, in lifestyles and in ways of being.

While Bourdieu’s conception of habitus changes throughout his oeuvre (Daenekindt and

Roose 2012) the constant theme is that individuals are disposed because they are exposed

(Bourdieu 2000). Individuals are socialised by their environment and people living in similar

life conditions – that is, occupying a similar position in social space – tend to develop a simi-

lar habitus, thus sharing similar lifestyles. Accordingly, there is a homology between the social

space and the space of lifestyles. People’s tastes, preferences and behaviour are consequently

structured along the configuration of social space, and lifestyles can be considered a marker of

social position (Bourdieu 1984).

To situate people in social space, Bourdieu introduced his theory of capital. Bourdieu

(1986) criticises the focus on monetary exchange and defines capital as ‘accumulated labor (in

its materialised form or its “incorporated” embodied form)’ (p. 241). In particular, Bourdieu

considers the amount and composition, and the evolution in the amount and composition of

three forms of capital to determine an individual’s position in social space, that is, social, eco-

nomic and cultural capital. He furthermore stresses the interplay between the different forms

of capital in that they can be converted into one another and that the use and the acquisition

of a specific capital form depends on the other forms of capital.

Bourdieu’s concept of social position is relational, in that people’s social position depends

on their relationship to the position of others in social space. People with a similar amount

and composition of the different forms of capital are closer together in social space, and this

group of people consequently has the potential to become a social class. Possession of these

forms of capital, furthermore, determines people’s power position in specific fields. A field

refers to a specific social arena in social life (Bourdieu 1984). In each field, specific power

dynamics are at play, which makes certain people more adapted than other to act in this field.

Bourdieu never conducted research on health, but his capital theory can be applied to the

study of health inequalities. Each of the forms of capital and the interplay between them, can

in this respect be considered as important in acquiring or maintaining good health (Abel and

Frohlich 2012). The application of this framework has several merits. Firstly, it provides a

theoretical background for interpreting differences in health, instead of merely establishing

them (Abel 2007). Secondly, it allows us to account for the claim that a diverse gamut of

resources is important in understanding health inequalities (Grineski 2009). Thirdly, Bour-

dieu’s framework offers an insight into frequently neglected indicators of social structure that

influence health, such as cultural elements (Veenstra 2007). Finally, Morrow (1999) stresses

that this framework is especially useful for avoiding ending up in the deficit theory syndrome,

which refers to approaches emphasising the resources that unsuccessful individuals lack. Bour-

dieu’s theory stresses the resources that people have and not the resources they lack, which

makes it more a theory of privilege than a theory of inadequacy.

In the following sections, we summarise the literature on the possible health effects of each

form of capital. Our discussion of economic and social capital is limited, since a large amount

of literature already exists on this subject. Instead, we pay particular attention to studies that

examine the impact of cultural capital on health, an association that has received only scant

attention thus far (Abel 2008).

Economic capital

Economic capital refers to material assets that are ‘immediately and directly convertible

into money and may be institutionalized in the form of property rights’ (Bourdieu 1986: 242).

Economic capital includes all kinds of material resources (for example, financial resources,

land or property ownership) that could be used to acquire or maintain better health.
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We distinguish between two pathways to explain the impact of economic capital on health

(Mirowksy and Ross 2003). In the materialist interpretation, the amount of material resources

is positively related to health outcomes. Following this interpretation, actual differences in

material resources determine the probability that an individual encounters health problems or

stress and which health behaviours they adopt. The psychosocial interpretation emphasises the

social meaning of differences in the available amount of economic capital. In this respect, hav-

ing little economic capital can cause more stress and feelings of powerlessness, thus adversely

influencing health.

Social capital

Social capital has received a substantial amount of attention in past decades. Song (2013) dis-

tinguishes between two schools of thought on social capital. Advocates of the first school

(such as Coleman and Putnam), consider social capital as a collective feature of society (for

example, a general level of trust), which cannot be possessed by individuals. In Bourdieu’s

account, by contrast, social capital is a network-based resource that is available in relationships

and consequently accrues to individuals. He defines social capital as ‘the aggregate of the

actual or potential resources which are linked to the possession of a durable network of more

or less institutionalized relationships of mutual acquaintance and recognition’ (Bourdieu 1986:

247). Social capital is used both as a network-based and a collective feature in health research,

but few studies refer to Bourdieu (Song 2013).

What is problematic in Bourdieu’s social capital theory is that he never described how it

should be measured. Ziersch (2005), Carpiano (2006) and Song (2011) have all paid attention to

operationalising network-based approaches of social capital. Ziersch (2005) distinguishes

between two mutually influencing components of social capital. The social capital infrastructure

consists of both cognitive (for example, trust) and structural (for example, formal and informal

networks) elements. The social capital resources in turn seem to result from the infrastructure,

like social support and social cohesion. Carpiano (2006) applied Bourdieu’s framework to create

a neighbourhood resource-based theory of social capital. He distinguishes between structural

antecedents (for example, the ethnic or social composition of a neighbourhood), social cohesion

and social capital. Carpiano differentiates between four types of social capital that can be avail-

able in social networks: social support, social leverage, informal social control and community

organisation participation. In contrast to Ziersch and Carpiano, Song (2011) reserves the term

social capital exclusively for the resources that are available in a social network. She argues that

although social capital, social cohesion, social integration and social support are often used inter-

changeably, social capital should be considered a distinct concept.

Song (2011) summarises 10 mechanisms through which social capital can have a direct

impact on health. These mechanisms vary from reduced stress and isolation and applying

healthier norms and behaviour to more access to information and health facilities.

Cultural capital

Although only limited attention has been paid to cultural capital in health research thus far

(Abel 2008), it might be relevant as well:

If it is true that cultural capital has comparable qualities to other forms of capital, then it

may also be true that accumulation of such capital leads to improved health outcomes.

(Khawaja and Mowafi 2006: 445)

Mackenbach (2012), moreover, identifies cultural capital as a promising approach to explain

health inequalities.
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Bourdieu (1986) distinguishes between three forms of cultural capital. Cultural capital in the

institutionalised state refers to educational attainment. Objectified cultural capital concerns the

possession of cultural goods. The embodied or incorporated state refers to people’s values,

skills, knowledge and tastes. Education – (that is, institutionalised cultural capital) – is often

used as a health determinant in research (Muntaner et al. 2003), but there are indications that

embodied cultural capital is also relevant to health: ‘it is in this form that cultural capital

becomes a key component that links people’s social position with the behavioural aspects of

health inequality’ (Abel 2008: 2). We consequently focus on the effects of this type of cultural

capital on health. Furthermore, we stay close to Bourdieu’s account of embodied cultural capi-

tal by assessing differences in cultural participation (Yaish and Katz-Gerro 2010). Another

approach towards embodied cultural capital focuses on health-related knowledge, skills and

beliefs (or health lifestyles), for example, the knowledge of medical terms or communication

skills (Cockerham 2005, Shim 2010). These authors consider embodied cultural capital in a

field-specific way.

In recent years, studies have indicated that embodied cultural capital defined as cultural

participation matters to health. Wilkinson et al. (2007) showed that the amount of cultural

activities in which respondents participate is positively related to self-rated health, after

controlling for socio-demographic variables. Bygren et al. (2009a), Johansson et al. (2001)

and Nummela et al. (2008) also observed a positive net effect of cultural participation on

self-rated health. Other studies established positive net effects of different indicators of cultural

participation on survival and mortality (Bygren et al. 2009b, Glass et al. 1999, Konlaan et al.

2000, Hyypp€a et al. 2005, V€a€an€anen et al. 2009). Grossi et al. (2011) associated cultural

participation with better mental health.

The studies cited above examined the impact of cultural participation on health. This might

have an important drawback since it is unclear whether the beneficial health effects result from

participation in cultural activities as such, or instead from participating in outdoor activities

(Bygren et al. 2009b). More elaborate accounts of cultural capital have been used in other

studies. Cuypers et al. (2012), for example, demonstrated that both receptive cultural participa-

tion (attending a concert) and active cultural participation (such as sculpting or painting) are

related to fear, depression, life satisfaction and general health, after controlling for socio-demo-

graphic variables. Frie and Janssen (2009) plotted indicators of social position, lifestyle and

health in a three-dimensional space and observed that lifestyles are related to physical func-

tioning and self-rated health. Pampel (2012) found that both cultural participation and tastes

are important in understanding differences in body weight, after controlling for socioeconomic

status.

We wish to go further than the studies cited above in three ways. Firstly, we also take mea-

surements of social and economic capital into account (similar to Grineski 2009, Veenstra

2007, Veenstra and Patterson 2012). Secondly, we include measurements for several aspects of

cultural capital. Finally, we take recreational participation into account, to examine whether

this affects health.

The important question that remains is why cultural participation could positively affect

health. Bygren et al. (2009a) discussed three alternative explanatory schemes. The philosophi-

cal discourse focuses on the positive effect of aesthetic experiences, which help individuals to

contextualise and accept their situation. The biological and psychological approach refers to its

effects on brain structure and cognitive functioning. Psychological explanations focus on

improved capacities to express and interpret emotions. Yet another possible explanation is

more closely related to Bourdieu’s work: cultural capital can be considered as an important

bearer of meaning and an essential element of social hierarchy in contemporary society

(Elchardus 2009, Katz-Gerro 2004, Veenstra 2007). Cultural capital thus marks differences in
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social standing, lifestyles, openness to experiences and symbolic resources that can be used to

improve health.

Research questions

Our central research question is to what extent the three forms of capital (economic, social and

cultural) explain differences in health, after controlling for one another and for other health

determinants. Since these forms of capital supplement each other (Bourdieu 1986), we follow

the recommendation to consider simultaneously the three forms of capital (Grineski 2009, Ste-

phens 2008, Veenstra 2007). We expect that higher levels of capital, in its three forms, are

positively associated with health.

Methods

Data

This study draws on data from ‘Sexual Health in Flanders’ (Buysse et al. 2013), a large-scale

representative survey on sexual health in Flanders (Belgium). Respondents aged between 14

and 80 were randomly selected from the Belgian National Register. All data were gathered via

face-to-face interviews, with a combination of computer-assisted personal interviewing and

computer-assisted self-interviewing. Data were collected between February 2011 and January

2012 and the final database consists of 1832 respondents (a response rate of 40 per cent of the

eligible respondents). After data collection, the data were weighted by gender, age and school-

ing level to make it representative of the Flemish population aged 14 to 80.

Data analysis

We used ANOVA with Welch F-tests to estimate the bivariate association between the inde-

pendent variables and the health measurements. In the multivariate analyses, we applied ordin-

ary least squares regression. We used R²-change F-tests to determine whether categorical

variables as a whole, contributed statistically significantly to explaining the variation in the

dependent variable. All analyses were carried out on the weighted dataset.

Operationalisation

We drew on the short-form health survey (SF-12) to measure health (Ware et al. 1996). This

provides a valid assessment of physical and mental health in a general population (Gandek

et al. 1998). The SF-12 includes questions on diverse aspects of people’s functioning and

comprises two subscales. The physical component subscale measures the respondents’ percep-

tion of their physical health. By summing the scores for the different items we obtained a sum

score ranging from 6 to 20 with a mean of 16.83 (SD = 2.8). The mental component subscale

measures the respondents’ perception of their mental health. The sum score for this scale ran-

ged from 9 to 27 with a mean of 22.02 (SD = 3.3). The higher the score, the better the respon-

dents’ evaluation of their health.

To measure economic capital, we used a question on the respondents’ perception that they

could live comfortably within their available income. Answers ranged on a seven-point scale

from ‘it is very difficult to live comfortably’ to ‘we can live very comfortably’. This question

captures the extent to which respondents had sufficient resources to meet their daily needs and

is an indicator of economic capital. We recoded this indicator into a variable with three cate-

gories, distinguishing between people who have difficulty living comfortably (answers 1–3),
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people who do not find it really difficult to live comfortably (answers 4–5) and people who

find it very easy to live comfortably (answers 6–7). In the questionnaire, respondents were also

asked to indicate their actual family income. However, we decided not to use this variable in

this article because 15 per cent of the respondents refused to answer, whereas non-response

was close to zero for the question on subjective income. Additional analyses, moreover,

revealed a strong association between the subjective and the actual income variable. People

experiencing difficulty in living comfortably have a mean monthly income of €1804 (median

= €1650), people who have no real difficulty in living comfortably have a mean income of

€2453 (median = €2450) and the group that finds it easy to live comfortably has a mean

income of €3094 (median = €3224). Differences between these mean incomes are statistically

significant at the 0.001 level, which also applies to all pairwise comparisons (ANOVA Welch

F-test with Games–Howell post hoc tests).

In line with Bourdieu, we focused on social capital as a network-based resource. An impor-

tant limitation, however, is that no measurements of the resources of the respondents’ network

members were included in the questionnaire. To account somewhat for differences in social

capital we included two other network-based measurements: neighbourhood social cohesion

and social support. We are aware that these are distinct theoretical concepts that cannot be

equated with a strict conceptualisation of social capital. However, both Ziersch (2005) and

Carpiano (2006) included social support and social cohesion as part of their conceptual model

of social capital, which provides some justification of the inclusion of these indicators.

To measure social cohesion in the respondent’s neighbourhood, we used a subscale of

Sampson, Raudenbush and Earl’s (1997) collective efficacy measure. Respondents had to indi-

cate to what extent they agreed with each of five statements regarding their neighbourhood.

Answers ranged on a five-point scale from ‘strongly disagree’ to ‘strongly agree’. A Cron-

bach’s alpha of 0.822 indicates strong internal consistency for the different items. We took the

sum score and divided it into three categories: low (sum score of 17 or less), moderate (sum

score from 18 to 20) and high (sum score larger than 20) neighbourhood cohesion.

We operationalised social support with five items measuring the extent to which a respon-

dent could rely on others in five situations: for talking to someone, for going on a day out, if

they are ill, if they have financial problems, or for emotional support when someone dies.

Answers ranged on a five-point scale from ‘strongly disagree’ to ‘strongly agree’. Scores on

the five items were summed (Cronbach’s alpha = 0.73) and recoded into three categories: little

social support (sum score of 18 or less), a moderate amount of social support (sum score from

19 to 22) and a high level of social support (sum score higher than 22).

We include measurements for both institutionalised and embodied cultural capital. To measure

institutionalised cultural capital we used the respondent’s educational level. With regard to

embodied cultural capital, we included two measurements for outdoor participation. The first

focused explicitly on participation in cultural activities (Yaish and Katz-Gerro 2010). The second

captured the amount of other recreational activities that respondents participated in. We included

the latter to test whether there were differences between the effects of attending cultural or recrea-

tional activities. In this way we took into account the suggestion of Bygren et al. (2009b) that ‘it

would be useful to know whether there are health benefits to be gained from attending cultural

events that may have broader appeal or from other leisure time stimulation’ (p. 70).

We distinguished between five categories in our measurement for educational level: still going

to school; no education completed or primary school education completed; lower secondary edu-

cation completed; higher secondary education completed; higher education completed.

Cultural participation was assessed by four different cultural activities: attending a concert;

attending a musical, show, revue or stand-up comedy; attending a play, ballet or dance perfor-

mance; visiting a museum or exhibition. Respondents could answer on a seven-point scale,
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ranging from ‘not in the past 6 months’ to ‘daily’. We recoded the four questions into one

item with three categories. The first category comprises the non-participants; the second

includes the respondents who participate occasionally (one to three activities); the last category

consists of those who participate frequently (more than three activities).

We included two items capturing other recreational activities: going to a zoo or an amuse-

ment park and going to a fair. Respondents could answer on a seven-point scale how often

they had participated in each of these activities in the previous 6 months. We distinguished

between respondents who did not visit a zoo, fair or amusement park in the previous

6 months; those who occasionally visited them (one or two activities); and respondents who

visited them frequently (three or more activities).

In the previous paragraphs, we presume that it is cultural participation that influences health.

However, people with poorer health may experience health-related barriers to participation,

which could also explain an association between not participating and worse health. To control

for this possibility, we included a variable on active sports participation: we distinguished

between people who engaged in sports at least once a week and people who did so less than

once a week. Finally, we controlled for age and gender.

Results

Table 1 summarises the descriptives of the sample. ANOVAs show that there are statistically

significant differences in the mean physical and mental health perception scores between the

categories for all the independent variables. However, there are two exceptions: the mean men-

tal component scores of the respondents in the different age groups and of the recreational par-

ticipation groups do not differ statistically significantly from one another.

The results of the multivariate analyses are shown in Table 2. Moreover, we conducted R²-

change F–tests to determine whether the categorical variables as a whole contribute statistically

significantly to the model (not shown). To obtain this parameter, we performed stepwise

regressions of the final model, where we exclude one of the variables with multiple dummies

in the second step of a stepwise regression. The resulting R²-change parameter indicates

whether the proportion of explained variance changes statistically significantly. This operation

was repeated for all the measurements with multiple dummy variables.

For physical health, we observed statistically significant effects of gender, age and sports

participation. Women and elderly respondents had lower scores compared with the reference

group, whereas people aged 26 to 40 and people engaging in sports frequently perceived they

had better physical health.

Economic capital has an effect in the expected direction: a lower degree of economic capital

is associated with perceptions of having worse physical health. Furthermore, we observed that a

low level of social support is negatively related to physical health. In respect of cultural capital,

we observed that non-participants show worse health than people who participate occasionally.

For mental health, gender, age and participating in sports have an effect. Women and young

people score lower on mental health perceptions than their respective reference group. How-

ever, the R²-change statistic indicates that age does not make a statistically significant contribu-

tion to the model. Respondents participating in sports had higher mean scores for mental

health compared with those not doing so.

For economic capital we observed that people without financial problems perceived they

had better mental health than the reference group. In addition, we found a negative effect of a

low level of social support and a positive effect of high neighbourhood social cohesion on

perceptions of mental health. Finally, people with lower secondary education had higher
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Table 1 Descriptives of the sample with mean physical (PCS) and mental component scores (MCS) and

ANOVA Welch F-tests

Percentage

Mean

PCS ANOVA

Mean

MCS ANOVA

Gender Male 49.8 17.2 (1, 1759) = 27.3** 22.7 (1, 1730) = 88.5**

Female 50.2 16.5 21.3

Age 14–25 19.1 17.6 (4, 835) = 33.6** 21.7 (4, 853) = 1.4

26–40 23.5 17.5 22.2

41–54 25.1 16.9 22.1

55–65 17.1 16.3 22.2

65+ 15.2 15.3 21.9

Sports Not/seldom

participating

in sports

49.5 16.2 (1, 1670) = 90.5** 21.5 (1, 1759) = 40.2**

Frequently

participating

in sports

50.5 17.4 22.5

Income Difficult to live

comfortably

12.5 15.6 (2, 594) = 26.7** 21 (2, 583) = 23.1**

Not really

difficult to live

comfortably

39.9 16.7 21.7

Easy to live

comfortably

46.5 17.3 22.5

Social support Little 19.4 16.1 (2, 840) = 11.6** 21.3 (2, 853) = 12.1**

Moderate 50.4 16.9 22.1

Much 30.2 17.1 22.4

Neighbourhood

social cohesion

Little 32.2 16.7 (2, 1164) = 4.1* 21.5 (2, 1168) = 15.3**

Moderate 33.4 17.1 22

Much 31.4 16.6 22.6

Education Going to school 11.6 17.7 (4, 828) = 27** 22.1 (4, 806) = 2.6*

No education/

only primary

school education

18.2 15.7 21.7

Lower secondary

education

20.5 16.6 22.1

Higher secondary

education

22.6 16.8 21.8

Higher education 27.1 17.4 22.4

Cultural

participation

No participation 39.3 16.3 (2, 906) = 21.6** 21.7 (2, 931) = 4.3*

Occasional

participation

42.4 17.3 22.2

Frequent

participation

18.3 17 22.2

Recreational

participation

No participation 46.4 16.5 (2, 1112) = 13.1** 21.9 (2, 1066) = 0.782

Occasional

participation

27.1 17.1 22.1

Frequent

participation

26.5 17.1 22.2

*P < 0.05; **P < 0.001. The physical component scores range between 6 and 20; the mental component scores

between 9 and 27.

© 2014 The Authors
Sociology of Health & Illness © 2014 Foundation for the Sociology of Health & Illness/John Wiley & Sons Ltd

Importance of capital in understanding health inequalities 9



mental health scores than people with higher secondary education. However, the R²-change F-

test indicates that educational level does not make a statistically significant contribution to the

model.

Thus far we only included measurements of the amount of capital in the analyses. Bourdieu

(1986), however, emphasises the interplay between the different forms of capital. To model

this interplay, we tested for interactions between the different forms of capital (not shown). In

line with Bourdieu’s work (1986) we would expect some sort of compensation and accumula-

tion. However, only in three pairwise interactions were some of the interaction terms statisti-

cally significant and these interaction effects were not consistently interpretable. Due to this

lack of clear patterns in the interaction effects we consider the model without interaction terms

to be more parsimonious.

Table 2 Unstandardised effects of economic, social and cultural capital on the physical (PCS) and

mental (MCS) component scale from the SF-12, controlled for gender, age and sports participation

PCS MCS

Intercept 17.29*** 21.97***

Gender Male (ref.) - -

Female -0.57*** -1.32***

Age 14–25 0.36 -0.79**

26–40 0.39* -0.07

41–54 (ref.) - -

55–65 -0.34 0.15

65+ -1.13*** 0.01

Sports Not/seldom participating in sports (ref.) - -

Frequently participating in sports 0.61*** 0.69***

Income Difficult to live comfortably -0.76*** -0.38

Not really difficult to live comfortably (ref.) - -

Easy to live comfortably 0.24 0.68***

Social support Little -0.56** -0.82***

Moderate (ref.) - -

Much 0.15 0.29

Neighbourhood social cohesion Little -0.02 -0.11

Moderate (ref.) - -

Much -0.13 0.53**

Education Going to school 0.16 0.66

No education/only lower education -0.36 0.34

Lower secondary education 0.14 0.53*

Higher secondary education (ref.) - -

Higher education 0.28 0.39

Cultural participation No participation -0.44** -0.31

Occasional participation (ref.) - -

Frequent participation -0.23 -0.18

Recreational participation No participation -0.26 -0.1

Occasional participation (ref.) - -

Frequent participation -0.21 0.098

N 1729 1727

Adjusted R² 14.4 10.1

P < 0.05; **P < 0.01; ***P < 0.001. Ref., reference.
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Discussion

In this article, we adopt Bourdieu’s capital theory to examine the impact of the different forms

of forms of capital on perceptions of mental and physical health. It is important to acknowl-

edge in this regard that each of the forms of capital can be used as a resource to acquire or

maintain good health (Abel and Frohlich 2012).

This article contributes to the discussion on social determinants of health in three ways.

Firstly, we confirm the importance of simultaneously including measurements of the different

forms of capital since they complement each other, as has already been indicated in previous

research (Veenstra 2007, Veenstra and Patterson 2012). In this regard, the results indicate that

indicators of each of the forms of capital have positive net effects on physical and mental

health, with the exception of cultural capital in the analysis of mental health perceptions. The

effects of the forms of capital remain after controlling for one another and for gender, age and

participation in sports. Secondly, the results point out that cultural participation, as an indicator

of embodied cultural capital, is relevant to study health differences: however, it applies only to

physical health. Finally, the differences in the results for cultural and recreational participation

suggest that the beneficial effect on physical health is related to the specific context of partici-

pation in cultural activities and not to participation in outdoor activities as such.

We observe that a low level of economic capital has a negative effect on perceptions of

physical health and that people with more economic capital perceive their mental health as

being better than the reference group. These results suggest there is a positive association

between economic capital and measures of health. This positive association is probably related

to the increased availability of both better material and psychosocial resources to people with

more economic capital (Mirowsky and Ross 2003).

Furthermore, social support correlated positively with both mental and physical health.

Neighbourhood social cohesion is related only to perceptions of mental health. Song (2011)

summarises ways in which social capital can enhance health. In our opinion, these can also be

applied to social support and neighbourhood social cohesion. The beneficial effect of social

support and cohesion can thus be attributed to various mechanisms from reduced stress and

isolation and applying healthier norms and behaviour to better access to information and health

facilities.

The results for the different cultural capital items differ. Education is unrelated to both phys-

ical and mental health, which seems somewhat surprising, since most studies find education to

be positively associated with health (Kamin et al. 2013). The latter authors argue, however,

that the impact of education on health might decrease due to increasing numbers of people

with a higher educational degree. This increase partly reduces the value of education: ‘educa-

tion alone does no longer guarantee improved life chances’ (p. 109). Furthermore, cultural par-

ticipation has a net positive effect on physical but not on mental health perception. To test

whether the effect of cultural participation is due to the specific context of cultural participa-

tion or to spending leisure time outdoors, we included a measurement for recreational partici-

pation. This indicator, however, is unrelated to health, either physical or mental. We found

that an effect of cultural but not of recreational participation on physical health suggests that

the positive effect of cultural participation is related to its specific context. There are different

explanations for the association between health and cultural participation: cultural participation

can make people more at ease with their life, it can influence cognitive functioning or the

brain structure or it can increase the capacity to express and interpret emotions (Bygren et al.

2009a). Another explanation is more closely related to Bourdieu’s own work: it is also possi-

ble that cultural capital acts as a bearer of symbolic meaning, thus embodying an essential

element of social hierarchy (Abel 2008, Khawaja and Mowafi 2006, Pampel 2012, Veenstra
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2007). Accordingly, cultural capital is associated with social standing, lifestyles, openness to

experiences and symbolic resources that might impact on health. Furthermore, that cultural

participation is only associated with physical health might help eliminate some possible expla-

nations. If the beneficial effect is related to a better capacity to express and interpret emotions,

we would expect a stronger effect on mental health perceptions and less on physical health.

The same applies to the explanation that cultural participation makes people more at ease with

their life. The absence of an effect on mental health consequently might suggest that the effect

on physical health is explained by differences in cognitive functioning or brain structure or

differences in social standing, lifestyles and available symbolic resources. This, however,

remains a tentative interpretation.

Finally, we tested pairwise interactions between the capital variables to incorporate the inter-

play between the forms of capital. However, only three of these interactions were statistically

significant and they were not easily interpretable. This is in line with Veenstra and Patterson’s

(2012) study on the impact of the different forms of capital on mortality. They found only a

few marginally significant interaction terms. These results might suggest that the interplay

between the different forms of capital is less important in explaining health differences. This,

however, seems surprising given the importance that Bourdieu paid to this interplay. Alterna-

tively it might be due to a limited operationalisation of our measures and the limited modelling

of the capital interplay.

There are some important limitations to this study. Firstly, by focusing on differences in the

amount of capital we miss an interesting feature of Bourdieu’s (1984) theory of capital, that is,

that of social position as a relational construct. As put forward by Muntaner et al. (2003), the

relational aspect and social stratification are two distinct facets of social inequality. Our focus

on the amount of capital allows us to account for differences in social stratification but we

cannot measure the relational aspect. Bourdieu applied multiple correspondence analysis

to model this feature of social position. With this technique, however, it is not possible to

calculate net effects or significance tests.

Secondly, we used interaction terms to model the interplay between the forms of capital.

However, this interplay is much more complex (Abel and Frohlich 2012, Bourdieu 1986). For

example, we cannot assess how people convert one form of capital into another. Longitudinal

studies offer interesting possibilities in this regard. Thirdly, we are aware that we cannot claim

causality based on this cross-sectional dataset. For instance, we control for sports participation

to limit the possibility of reverse causality in the association between cultural participation and

health. However, despite the inclusion of this indicator it is still possible that long-standing ill-

ness or impairment explains the association of cultural participation and physical health. We

have no adequate measures to take this into account, which is an important limitation.

Finally, the operationalisation of the different forms of capital is crude. With regard to social

capital, we used measures of social support and social cohesion. Although these concepts are

integrated in both Ziersch (2005) and Carpiano’s (2006) conceptualisation of social capital, we

are aware that this is very limited since these are only two elements from Ziersch and Carpi-

ano’s conceptualisation, whereas others are not included. More importantly this ignores Song’s

(2011) critique that social support, social cohesion and social capital are incorrectly used inter-

changeably. Song asserts that social capital refers exclusively to the resources of one’s network

members and that it should be studied as such. We did not capture this dimension, which is a

significant limitation of our study. Relating to cultural capital, we did not include measure-

ments of attitudes, preferences and tastes, which is a distinct set of cultural capital indicators

(Yaish and Katz-Gerro 2010). Furthermore, we did not measure health-related cultural capital,

that is, healthy lifestyles (Cockerham 2005, Shim 2010). From this point of view, various

kinds of health behaviour, knowledge, beliefs and skills (for example, smoking, drinking,
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knowledge of medical terms and communication skills) are important in explaining health

inequalities.

Finally, we formulate some recommendations for future research. More research is necessary

to disentangle which mechanisms explain the associations of the forms of capital with health.

The different types of interplay between the forms of capital deserve more attention in future

studies. Future research should examine the relational aspect of social position, possibly by

means of multiple correspondence analysis. The complexity of conceptualising social capital

as a network-based resource should be examined: especially the relation between the resources

of one’s network members and other network-based concepts might be interesting. Finally, the

cultural capital component of Bourdieu’s capital theory deserves extra attention. This relates to

measurements of attitudes, preferences, tastes, health-related cultural capital and the association

between these cultural capital indicators.

Despite the shortcomings, our study indicates the necessity of including three forms of

capital simultaneously and, moreover, demonstrates the importance of cultural capital in

understanding differences in physical health perceptions.
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