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ABSTRACT
Despite welfare state expansion in liberal democracies during the 20th century, health inequalities between socio‐economic
groups persist. Understanding individuals' lived experiences can inform policy for reducing unequal health outcomes in these
lives. We build on Fundamental Cause Theory (FCT), which posits that low socio‐economic status is the fundamental cause of
health problems in (later) life. We argue that this theory is incomplete in developing policy interventions to tackle unequal health
outcomes, because it assumes the relationship between socio‐economic status and health to be linear and unidirectional. Based on
our findings from biographic interviews of 15 disadvantaged individuals in the Netherlands, we propose a refinement of FCT by
taking into account the complex life trajectories of individuals experiencing unequal health outcomes. Specifically, we argue that
these individuals' trajectories can be broken down into at least five distinct patterns (ping‐pong, snowball, escalator, quicksand
and lever) between socio‐economic and health issues. These patterns provide a theoretical addition to the existing FCT on the
dynamics of life trajectories, the intensity with which problems develop and the importance of external factors. This helps not only
to understand the emergence of health problems, but also to imagine more suitable policy responses.

1 | Introduction

Decades of public health research has accumulated in a large
body of research that convincingly explains health inequality.
The Fundamental Cause Theory (FCT) is among the most
influential explanations of health inequality. This seminal
contribution posits that low socio‐economic status (SES) is the
fundamental cause of health problems in (later) life. FCT ex-
plains health inequality through a meta‐mechanism of the
complex processes through which social factors may influence
health (Link and Phelan 1995). The theory has both been
quantitatively substantiated and qualitatively further specified

(e.g., Lutfey and Freese 2005; Phelan, Link and Tehranifar 2010;
Mackenbach et al. 2017).

As the FCT proposes socio‐economic inequality as meta‐
mechanism behind health inequality, this implies the need for
redistribution of money and power to ameliorate health in-
equalities (Link and Phelan 1995). The welfare state institutions
that have developed postWorldWar II protect citizens from social
risks and redistribute money and power to do so (Esping‐
Andersen 1990). Beyond affecting the socio‐economic distribu-
tion of society, Beckfield et al. (2015) theorized how welfare state
institutions also affect the distribution of health in the population.
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But counter to FCT derived expectations, welfare state expan-
sion across countries has not in fact reduced health in-
equalities.1 This is referred to as the ‘paradox of health
inequality’ (Mackenbach 2012): whereas overall public health
has improved with the expansion of the welfare state, health
inequalities between socio‐economic groups have persisted and
at times even widened (Baum and Fisher 2014, 213; Mack-
enbach 2012, 761). Mackenbach's (2012) review study shows
that disadvantaged groups do not similarly profit from the
improvement in general wellbeing that has accompanied the
expansion of the welfare state in the 20th century as advantaged
groups. Hence, inequalities persist.

Currently, the debate on policy tools to reduce health in-
equalities is stuck in a conundrum between behavioural inter-
vention and large‐scale economic redistribution. On the one
hand, there is the focus on behavioural health promotion stra-
tegies that intervene late in the FCT mechanism, trying to curb
the behaviours that are results of SES. They have been tried and
tested throughout modern welfare states, but often fail in
reducing health inequalities (Baum and Fisher 2014). The
redistribution of money and power on the other hand, in-
tervenes at the root cause of the FCT mechanism (Link and
Phelan 1995). Yet such policies have proven extremely difficult
to realize in the current political context (Lynch 2020).
Furthermore, the ‘paradox of health inequality’ teaches that
welfare state expansion increases general public health, but does
not necessarily decrease health inequalities (Mackenbach 2012).

Hence, it is important to find new policy interventions that could
prove effective in helping improve the health of disadvantaged
groups. We propose to do so by situating the FCT's fundamental
causes of health inequality within individual life courses. FCT
assumes linear and unidirectional life trajectories. However, in-
dividual lives rarely follow straight lines from one life event to the
next. The ‘twists and turns’ of individual lives complicate the
identification of suitable policy entry points to intervene in the
creation of health inequalities. To explore which policy entry
points in life trajectories are important, we answer the research
question: what are important patterns in which health and socio‐
economic problems develop in the life trajectories of people,
observed within their welfare state context?

To answer this research question we conducted fifteen
biographic‐narrative interviews with people experiencing both
health and socio‐economic problems in the Netherlands. Like
Mackenbach (2012), we understand the group of disadvantaged
people in either material or social sense—or both—as a critical
case for health inequality. Like other mature welfare states, the
Netherlands experiences persisting health inequalities, despite
relatively low socio‐economic inequality and a well‐performing
healthcare system (OECD 2019, 67). Nevertheless, the difference
in life expectancy between those from the lowest income group
versus the highest income group is around 7 years in the
Netherlands. The difference in life expectancy in good experi-
enced health between these groups is even higher, around 20
years (CBS 2019). For this reason, the Dutch welfare state offers
a suitable context to study the complex interactions between
socio‐economic and health problems.

We observe that each life trajectory exists of patterns, together
forming a chain that leads towards health inequalities over the
life course. We distilled five such patterns from the interviews
that we labelled ping‐pong, snowball, escalator, quicksand and
lever. The ping‐pong pattern refers to a back‐and‐forth between
socio‐economic and health issues. The snowball pattern refers to
smaller issueswhich build up over time. The escalator pattern is a
conjunction of issues together in a short period of time setting off
a critical situation. The quicksand pattern is defined by a longer
period of time in which someone experiences a bad, yet not
directly critical, situation. The lever triggers a sudden positive or
negative change in the status quo. These patterns portray the
different twists and turns in the relationship between the socio‐
economic and health problems over the life course.

Understanding returning patterns across individual cases helps
identify new policy entry points to improve the health of
disadvantaged people. Our study shows that, while socio‐
economic inequality and health inequality are linked, the so-
lution might not be a matter of only redistribution per se.
Instead, deeper knowledge of the identified patterns strengthens
existing insights from FCT on the dynamics of life trajectories,
the intensity with which problems develop and the importance
of external factors such as life events or street‐level bureaucrats
that positively or negatively impact their lives.

2 | Fundamental Cause Theory and Beyond

This research is grounded in the life course approach of (med-
ical) sociology. We take from the life course approach the notion
that ‘reducing health disparities requires an understanding of
the mechanisms that generate disparities’ (Jones et al. 2019,
S48). Life course approaches are informed by developmental
and structural perspectives (Jones et al. 2019). The develop-
mental perspective focuses on mechanisms found in periods in
life that are critical in shaping health over the life course.
Research on adverse childhood events is an example of this type
of scholarship (Umberson et al. 2014). Structural perspectives on
the life course focus instead on the mechanisms between the
fundamental causes and health outcomes. This type of schol-
arship studies, for example, how SES, race and gender intersect
in determining health outcomes (Brown et al. 2016). The latter
perspective is the one taken in this research, specifically focused
on SES as a fundamental cause.

FCT, proposed by Link and Phelan (1995), is the most relevant
theory in the life course approach's structural perspective. It
explains health inequality through a meta‐mechanism of the
complex processes through which social factors may influence
health. FCT is an umbrella theory explaining why the associa-
tion between SES and mortality has persisted, despite radical
improvements in the curation and risk factors of diseases in the
developed world (Phelan, Link and Tehranifar 2010). For
example, one causal factor is that people with high income can
pay better (private) healthcare in which there is more continuity
of care, leading to a better exchange of information between
patient and physician (Lutfey and Freese 2005). Another causal
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factor is that people with low SES often already perceive more
discomfort and pain in their ‘noisy bodies’ and therefore, notice
symptoms and go to the doctor later than high SES individuals
(Merrild, Vedsted and Andersen 2017). Over time, these
mechanisms also change. Whereas poor sanitation and wide-
spread death from infectious disease used to create health
inequality during the 19th century in the developed world, non‐
communicable diseases such as cardiovascular disease, diabetes
and cancers, currently link SES and mortality (Phelan, Link and
Tehranifar 2010).

FCT asserts that higher SES individuals possess resources
(money, knowledge, prestige, power, or beneficial social con-
nections) which allow them to avoid health risks. This rela-
tionship between SES, resources and health holds in different
national contexts. According to Link and Phelan, a fundamental
cause of health inequality has four essential features: (1) it in-
fluences multiple disease outcomes, (2) it affects these disease
outcomes through multiple risk factors, (3) it involves access to
resources that can be used to avoid risks, and, (4) the association
between a fundamental cause and health is reproduced over
time via the replacement of intervening mechanisms (Link and
Phelan 1995). Since Link and Phelan (1995), studies have shown
that SES indeed satisfies all four essential features (Phelan, Link
and Tehranifar 2010; Rydland, Solheim and Eikemo 2020).

Over the past three decades, numerous contributions have been
made to FCT scholarship. Importantly, the theory has been
supported by large quantitative studies (e.g., Mackenbach
et al. 2017), which confirm its main propositions. Meanwhile,
efforts have also been made to further the theoretical develop-
ment of FCT (e.g., McCartney et al. 2021). To this end, FCT has
been applied to empirical cases, for instance to a case of diabetes
technologies (e.g., Weiss et al. 2020). Finally, the FCT has been
further specified on the basis of qualitative empirical data (e.g.,
Hammad Mrig 2021; O'Donnell 2020), enlightening the different
ways in which the FCT meta‐mechanisms work.

In another seminal contribution to FCT, Lutfey and Freese (2005)
explicate the concept of fundamental causality on the basis of an
ethnographic study in two diabetes clinics serving patients of
contrasting socio‐economic position. They show concretely some
of the ways in which resources may be translated into health
advantages andmay thus be implicated in the reproduction of the
well‐documented quantitative association between SES and
health (ibid., 1329). Similar to this paper, they furthermore
demonstrate that detailed qualitative data is essential for the
explication of the theory. In another publication, Freese and
Lutfey (2011) suggest that social networks, ‘habitus’, and the way
in which institutions process people, could pose alternative
mechanisms through which SES is related to health. We build on
a similar assumption that the relationship between SES and
health is not only determined by people being able to use re-
sources to benefit their personal health. The welfare state context
in which we are interested is reminiscent of the institution’s
meta‐mechanism proposed by Freese and Lutfey (2011).

Despite the broad acceptance of FCT, it has also been criticised.
Øversveen et al. (2017, 106), for instance, argue that the FCT

interprets the relationship between SES and health as too linear
and unidirectional, with SES offsetting a plethora of mecha-
nisms leading to poor health outcomes. Another critique is
related to the key debate on causality in health inequalities
research: is health determined by social position, or does poor
health cause poverty and social marginalisation (Eikemo and
Øversveen 2019)? Furthermore, what distinguishes SES from
the concept of ‘resources’? If such a distinction cannot
be made, FCT is ultimately tautological (Øversveen
et al. 2017, 106).

The life course approach taken in the work of political philos-
ophers Wolff and De‐Shalit (2007) adds another layer to the
interpretation of FCT. To improve the lives of disadvantaged
people, they argue that it is imperative to understand that
disadvantage as a condition clusters and is corrosive. The ‘dy-
namic clustering’ of disadvantage refers both to the case in
which a person ‘accumulates’ disadvantages over time and the
case of reproduction of disadvantage over generations (ibid.,
120). ‘Corrosive’ disadvantage is a disadvantage that negatively
affects others and thus relates to a causal relationship between
disadvantages (ibid., 121). The concepts coined by Wolff and De‐
Shalit (2007) highlight the dynamic processes underlying the
lives of disadvantaged people.

Besides theoretical innovation, scholars have called for a more
open‐ended and non‐deterministic methodological approach
(Eikemo and Øversveen 2019, 596), in response to the large‐N,
cross‐case analyses to study health inequality (Smith and
Schrecker 2015). The benefit of an open‐ended approach is
apparent in existing ethnographic and qualitative life course
studies of health inequality (e.g., Lutfey and Freese 2005;Merrild,
Vedsted and Andersen 2017; Slagboom, Crone and Reis 2022).
These studies made contributions in providing depth and thereby
uncovering mechanisms underlying general laws. Related to
what Maxwell (2004) refers to as ‘contextualised causality’, we
hope to contribute in a similar way: not by interrogating the un-
derlying FCT mechanisms, but by observing socio‐economic and
health patterns within life trajectories in relation to their welfare
state context. The contextualisedunderstanding of life trajectories
is important as it opens the box of the linear and unidirec-
tional FCT.

In this article, we aim to join in the scholarly effort to improve
the existing theoretical and empirical explanation of health
inequality, by taking a dynamic perspective on FCT and how
fundamental causes unfold within individual life trajectories.
On the one hand, we draw on the critique by Øversveen
et al. (2017) on the FCT and forgo the assumptions of linearity
and unidirectionality. On the other hand, we build on the work
of Wolff and De‐Shalit (2007) and explore the dynamic processes
in the lives of disadvantaged people. We do this because the
paradox of health inequality hinges on the health of disadvan-
taged people in society (Mackenbach 2012). Hence, we do not
identify those causes that create ill health, but rather analyse the
patterns that explain how ill health is related to socio‐economic
problems in life. Using the method of biographic interviews, this
paper aims to expand the FCT by studying how life trajectories
unfold in their welfare state context.
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3 | Research Design

This article is based on a cross‐sectional, biographic‐narrative
interview study conducted among Dutch citizens experiencing
a combination of socio‐economic and health issues during the
period October 2020 to January 2021. A total of fifteen
biographic‐narrative interviews were conducted. On the basis of
the qualitative interview data, we constructed individual bi-
ographies. Following Verd and Lopez (2011), we distilled pat-
terns between socio‐economic issues and health issues from
these biographies. Consistent with their approach, we did not
only analyse the interviews to gain an insight in the re-
spondents' subjective experiences, but rather used the chronol-
ogies of interviewees' life stories to identify patterns within the
life trajectories (Verd and Lopez 2011). These patterns can be
seen as analytical constructs that help unpack the meta‐
mechanism of FCT and help identify concrete entry points for
targeted policy interventions.

3.1 | Interview Method

In this project, we combined the Biographic‐Narrative‐
Interpretative Method (BNIM) with qualitative interviewing
(Wengraf 2001). A complete biographical narrative interview
with one participant took place in three consecutive steps. In the
first step, the interviewee was asked to present their life story on
the theme of issues experienced in their life and help received
from the government. The researcher did not intervene, until
the participant fully presented their story. Only one interview
question was asked during this stage, namely (translated from
the original Dutch):

Could you tell me something about the issues you’ve
had in your life and the help you’ve received from
government institutions from the moment that you
can remember and how it has developed until now.
Take all the time you need. I will first just listen and
make notes and will only start asking questions when
you are done.

During our interviews, the answer to this initial question took
from 10 min up to 2 h.2 In the second step, the researcher only
followed‐up on the topics the respondent presented in their
story (Wengraf 2001). It is important that only narrative ques-
tions were asked. Rather than asking why the respondent did
something a certain way, the interviewer would ask how
something happened exactly (Rosenthal 2004). In the third step,
the interviewer was allowed to ask follow‐up questions on any
topic relevant to the research that has not been mentioned by
the interviewee.

Telling a story is one of the only ways to come close to a
reproduction of what happened in a person's life (Rosen-
thal 2004). The biographic‐narrative method caters to this, by
letting the narrator speak uninterruptedly, enabling them to let
their memories become stronger and more detailed (Rosen-
thal 2004). Indeed, in this research specifically, the experience of
the narrator is very important. The ways in which people

experience the connections between their socio‐economic and
health issues, is shaped by individual agency and by social
structure. The narrator's interpretation of the influence of their
social environment on their own agency provides unique in-
sights that help develop an explanation of these complex
relationships.

3.2 | Analysis

In the BNIM, the ‘told life’ and ‘lived‐life’ are analysed sepa-
rately. When reconstructing a past (the life history or lived‐life)
presented in the present of a life narrative (the life story or told
life), BNIM prescribes a consideration of how the present of
narrating shapes the presentation of past events (Rosen-
thal 2004, 50). For this reason, the lived‐life (the chronological
order of events) is analysed separately from the told life (the
interviewee's subjective experiences). In the final stage of the
analysis the told life and lived‐life are then connected. In this
stage, the biography is constructed by describing the evolving
relationship between the lived‐life as analysed and the told life
as analysed (Wengraf 2001, 284).

Following the biographic‐narrative analysis as prescribed, two
documents were produced per interview: the first a summary of
the interviewee's life stories in chronological order, the second a
transcription verbatim of the full interview. The first document
presented the chronology as lived‐life, while the second docu-
ment detailed the told life, the way in which the biographical
account was experienced and understood from the interviewee's
perspective (Wengraf 2001, 236, 239). In our study, the lived life
document was central to the analysis of the patterns between
socio‐economic and health issues. We compared different life
stories to understand the relationship between socio‐economic
and health. We did so by inductively identifying patterns be-
tween the different problems respondents faced in their life. The
transcriptions were coded using open coding in Atlas.TI,
focussing only on the parts where interviewees talked about
experiences of their problems and experiences with public
professionals and government agencies, so not the parts where
they spoke merely of the chronology of events.

3.3 | Sampling and Recruitment

The selection of respondents for the biographic‐narrative
interview study was based on purposive sampling of disadvan-
tage in either material or social sense. Following Wolff and De‐
Shalit (2007, 10), the most important aspect of disadvantage is
that ‘for some reason several disadvantages cluster together’.
Since health is the topic of research, respondents were selected
on the basis of the following inclusion criteria: (1) socio‐
economic problems (2) health problems, (3) contact with
governmental institutions about these issues.3 The goal was to
have a diverse selection of participants on characteristics such
as age, sex, ethnicity4 and living area, gaining a more inclusive
understanding of the mechanisms at play in the diverse lives of
the respondents, see Table 1. The variation of the respondents'
demographic characteristics is similar to the demographic
variation in the population living in poverty in the Netherlands
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regarding the strong overlap between the ethnic minority and
urban backgrounds. The percentage of the Dutch population
living in poverty is highest in the urban areas (Rotterdam,
Amsterdam, The Hague). In these cities, the percentage of
people with a non‐Western immigration background is also
highest, which is an important risk factor of poverty in the
Netherlands. Around 16%–18% of non‐Western immigrants in
these cities live in poverty (SCP 2019).

For the purpose of this study, socio‐economic and health issues
are broadly defined. The socio‐economic issues in the fifteen
life‐stories range from homelessness to trouble finding stable
employment. The majority of life‐stories revolve, at least for
some part of the biography, around the accumulation of debts.
Review studies have shown that debt is often associated with
diverse health issues (Richardson, Elliott and Roberts 2013).
Health issues in this research consist of three broader categories
of physical health, mental health and addiction. The health is-
sues in the fifteen life‐stories range from the experience of stress
to multiple cardiac arrests (physical health) and from depression
(mental health) to heroin addiction (addiction).

The problems in respondents' lives are not exclusively composed
of socio‐economic and health problems, but also concerns
related to the relational sphere, child abuse, problems at school
or crime. Describing all of these related issues in detail is not
possible within the scope of this paper, yet they were taken into
account in the analysis, meaning they were included as life
events in the chronological analysis.

This research project was a collaboration between Leiden Uni-
versity and the Council for Public Health and Society (hereafter
referred to as the Council).5,6 Participants were recruited using
our research partner's network of public organizations, like
ministries and municipalities, social work organizations and GP
practices. These public organizations approached potential par-
ticipants by sending out a call for this research project. In the call,

potential participants were asked to fill out a first set of questions
(demographics and the inclusion criteria) on the basis of which
the researchers determined whether the potential participants
were suitable for the project. The selection was based on whether
people had a combination of social and health issues.7 Partici-
pants were not recruited with the promise of a reward, but they
received a gift from the Council after participation.

Fourteen interviews were conducted by the first author and one
interviewwas conducted by a Council collaborator on the project,
following the interview guide.8 The interviews took place in
consultation with the respondents, in their homes or in a public
space.9 Six out of the 15 interviews were conducted online via
videocall in the context of the Covid‐19 pandemic. Most in-
terviews lasted for approximately one and a half hours, with the
shortest interview taking 45 min and the longest interview two
and a half hours. After the interviews were conducted, we drew
up summaries of the respondents' life stories. These summaries
were emailed to the respondents for validation.

4 | Results: A Dynamic Perspective on the FCT
Pathway

The problems as experienced by the respondents overlap in
diverse ways in their lives, with indebtedness as the most
prevalent socio‐economic issue. Three respondents (R3, R7,
R14) experienced indebtedness and only light health issues
which do not hinder them in their daily life, except for periods
of stress. Three different respondents (R6, R8, R11) suffered the
more extreme combination of debt, addiction and physical
health problems. Some of the respondents (R2, R9, R15) had a
combination of debt and physical health problems. Other re-
spondents (R1, R4, R13) experienced mental health problems in
addition to debt and physical health problems. Finally, there
were respondents who did not have any debts, but who had
other socio‐economic and physical or mental health problems.
R5 was unemployed and living on benefits, R10 had a turbulent
history in youth care and unstable housing and R12 was pre-
carious both in work and housing.

Importantly, not all life stories follow the linearity and unidir-
ectionality of socio‐economic status to health outcomes as
assumed by the FCT (Øversveen et al. 2017). A typical FCT
pathway could be described as having a lack of (financial) re-
sources due to lower socio‐economic status, leading to stress
and an unhealthy lifestyle. The repercussions of this stress
accumulate over the years and result in poor health outcomes,
often seen in non‐communicable diseases such as cardiovascu-
lar disease or diabetes. The typical FCT pathway (or variations
on it) can be found in 9 out of the 15 respondents, or two‐thirds
of our cases. Nevertheless, we find two additional outcomes that
cannot be accounted for by FCT. First, six respondents experi-
enced different pathways of socio‐economic and health prob-
lems, suggesting that FCT does not always proceed in a linear
and unidirectional manner. Second, we observed that all 15 life
trajectories are composed of different patterns together forming
chains of events that cannot be captured with the correlational
approach found in many quantitative studies of health
inequality.

TABLE 1 | Respondent characteristics.

Respondent Sex Age Ethnicity Living area
1 F 29 Ethnic majority Rural

2 M 70 Ethnic minority Urban

3 M 20 Ethnic minority Urban

4 F 48 Ethnic minority Urban

5 F 35 Ethnic majority Rural

6 M 45 Ethnic majority Urban

7 F 37 Ethnic minority Urban

8 F 54 Ethnic majority Rural

9 M 54 Ethnic majority Urban

10 M 26 Ethnic majority Rural

11 M 23 Ethnic minority Urban

12 M 31 Ethnic minority Urban

13 F 27 Ethnic majority Rural

14 F 60 Ethnic minority Urban

15 M 57 Ethnic majority Rural
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Where the respondents' life stories do not display the linear and
unidirectional trajectory from low SES to health problems, we
observe a non‐linear and sometimes reverse chain of events.
Take R2, for instance, whose problems did not start with socio‐
economic difficulties, but with health complications leading to
job loss. In other words, R2 shows a reverse directionality than is
presumed by FCT. R5's health issues—a genetic health defi-
ciency—ran parallel to experiences with child abuse. While
unrelated to the child abuse she experienced in a low socio‐
economic household, the combination of both severely
complicated her life. Respondents R6 and R8 have dealt with
addiction and homelessness for a large part of their lives. These
are extreme cases, in which low SES does not lead to poor
health, but to a variety of other intertwined problems. Finally,
respondents R10 and R13, both young, did not have severe
physical health problems, but had to deal with serious mental
health problems. In these final two life stories, the mental
health problems derive from a different direction than low
socio‐economic status and the resources related to it, namely
from an unstable family and home situation at a young age.
Important to note, these findings do not counter FCT as SES
clearly plays an important role in all life trajectories. Rather
than debunking, this research extends FCT by analysing life
trajectories beyond a linear and unidirectional relationship be-
tween SES and health.

But most importantly, we find that none of the life stories form a
straight line from one life event to the next, but are built up of
chains of different patterns. In our study, we observed five
distinct patterns that imply a dynamic picture of the relationship
between SES and health. When analysing the life stories in close
detail, we find that not only the six life stories showing a non‐
linear pathway, but even the nine life stories following the FCT
pathway from low socio‐economic status to poor health consist of
different patterns. Not one story is the same as another. Instead,
we observed that different patterns return across all 15 life stories
in unique chains. To describe the five patterns we use illustrative
labels: snowball, ping‐pong, escalator, quicksand and lever. In
Table 2 we present which of the five patterns were found in
which life trajectory of all 15 respondents.

The five patterns are defined in Table 2 and illustrated below by
two life trajectories of two individual respondents. The trajectory
of Rosa (R14) is illustrative of a typical FCT life trajectory starting
from socio‐economic problems and accumulating health prob-
lems throughout life as a result. However, the life story also
shows that even this FCT trajectory is dynamic and is best
described as a chain of the patterns we distilled from the in-
terviews. Second, the trajectory of Edson (R2) is illustrative for a
life course that does not follow the typical FCT trajectory. This life
story shows reverse directionality of health and socio‐economic
issues and is made up of a chain of different patterns we
distilled from the interviews. We will elaborate on the patterns in
relation to policy entry points in the discussion of the results.

4.1 | Rosa's Life Trajectory

At first sight, Rosa's life trajectory fits the FCT meta‐mechanism
linking low SES to poor health outcomes. Rosa's life is defined

by short‐term contract jobs. Apart from one 11‐year period of
stable employment, she has had unstable income throughout
her adult life. Every time she loses her income, she gains debts.
Every time she gets another job, she repays those debts again.
Although she has no immediate health issues, at age 60 she is
worn down and has both physical and mental health issues for
which she does not see a doctor, because she is scared of the
healthcare costs. In the following quote Rosa reflects on the
continuous struggle she experiences: ‘It's always been a struggle
to get things done, but especially when you don't have a sta-
ble job’.

When analysed more closely, the life trajectory of Rosa shows
dynamic elements that the FCT does in principle not account
for. We see this in her life story, for example, in the episode in
which her mother has just passed away. The life event of losing
her mother triggers Rosa to change her life. She leaves a stable
job and housing, planning to move back from the Netherlands
to the country where she was born. However, things do not turn
out well and she ends up staying in the Netherlands instead,
but this time without a job or a home. For the next period, she
lives in her father's house and her daughter's student room
instead.

We labelled this type of external factor that changes a life tra-
jectory a ‘lever’. The lever triggers a sudden change in the status
quo situation. The lever puts force on a moment in a person's
life and this force makes the trajectory of issues the person is
experiencing redirect completely. In this example the lever is
negative, but it could also be positive. Levers play an important
role in the majority of life‐stories. Our analysis shows that life is
not always pre‐wired, but also consists of contingencies.

Another episode of Rosa's life is characterised by a long period
in which she has housing and sometimes income, but her life is
neither progressing nor deteriorating. In one particular phase
her employment contract is not extended after 3 years, followed
by 3 years of unemployment benefits and volunteer work. This
is followed by social assistance, after which she again finds
employment, but her contract is not extended. During this
period of time, Rosa is able to pay her rent. However, she does
accumulate debts, which she tries to repay. She reflected on her
feelings in this period, illustrated in the quote below.

It’s as if you’re drowning, but you’re not drowning just
yet. I’ve had that feeling, actually I still do.

We label this pattern quicksand, which is defined by a longer
period of time in which someone finds themselves in a bad, yet
not directly critical, situation. This pattern shows the intensity
of the developing problems, in this case at a slow pace.

4.2 | Edson's Life Trajectory

Edson describes his younger working life as very successful,
travelling around the world, having different jobs and being
well‐paid. At the age of 50, Edson breaks his knee, setting off a
chain reaction of health and socio‐economic problems. As such,
Edson's life trajectory does not follow the typical FCT pathway
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TABLE 2 | Patterns between socio‐economic and health issues in life trajectories.

Pattern Definition Present in life stories Illustrative quote
Ping‐pong The ping‐pong pattern refers to a back‐

and‐forth between socio‐economic and
health issues. An event in the socio‐
economic sphere directly triggers an
event in a person's health, or vice versa

R1, R2, R3, R4, R6, R8, R9, R11,
R12, R13

‘As the years go by, and you stay in it
longer, it gets worse. Insomnia starts to
increase, because you're fretting every day
of what do we eat tomorrow, what do we

do tomorrow, or will someone [debt
collector] come at the door? You never

rest, you start to lose weight like 10 kilos,
you start to become more nervous. And
then, of course, when you're stressed,

yeah, you get an ulcer’ (R9)

Snowball The snowball pattern refers to smaller
issues which build up over time and
trigger bigger issues. The snowball

pattern can be an extension of the ping‐
pong pattern, but is not exclusive to the
ping‐pong between socio‐economic and
health issues, as this mechanism can
take place within one domain

R1, R2, R3, R4, R5, R6, R7, R8,
R9, R10, R11, R12, R13, R14, R15

‘I also didn't know that they had made
up those rules at the tax office (…). So at
the end of 2011 I already received, well,
during 2011 I already had to pay back a
very large part right away. And that was
really such a snowball effect. Every time,

every year I had to pay back a huge
amount and I had to provide proof and

at a certain point it got crazier and
crazier (…). So I became more and more

insecure about myself’ (R1)

Escalator The escalator pattern is a conjunction of
issues together in a short period of time

setting off a critical situation

R2, R4, R5, R6, R8, R11 ‘I came home and my house was full of
junkies (…), they were there using heroin,

using cocaine. Yes, then something
snapped in me and then I said yes, if I'm
going to fuck up then I'll choose to do it
myself. So then overnight I started using

heroin’ (R8)

Quicksand The quicksand pattern is defined by a
longer period of time in which someone
experiences a bad, yet not directly

critical, situation

R7, R10, R12, R13, R14, R15 ‘We tried to save money, but every time
there was something to pay. (…) I tried all
types of payment settlements. Because at
some point I was sick of it and I did not
want to see anything, hear anything, I

did not want to respond. You find
yourself in an apathic mood’ (R14)

Lever The lever—often an external factor—
triggers a sudden change in the status
quo. This change can both be positive or
negative, but has big impact and

triggers the socio‐economic and health
issues to move in a different direction

Positive; R3, R5, R6, R8 ‘I am happy with my municipal worker.
Because of him I see the world differently.
He helped me with the move. Because I
still lived with my dad. (…) In the end I'm
happy that three years ago I moved here.
Before that I did not have anything’ (R5)

Negative: R1, R4, R9, R13,
R14, R15

‘And then a taxi company called saying
well, you can, we want to see you and
then had an interview and then I could
start work the following Monday. Well,
that was panic, arranging everything. It
turned out that the taxi company (…)

they were just scammers. From then on,
things actually went pretty weird. (…) At

one point I also received a wage
garnishment, which I deducted from my
salary for six months, it turned out that
he had put it in his own pocket’ (R15)
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but shows a different directionality of health problems leading
to socio‐economic problems. We use the label ping‐pong to
explain health issues triggering issues in the socio‐economic
domain and vice versa. Because of his decreased mobility,
Edson could no longer continue his job. Fortunately, he could
switch employment, yet the new job was less well paid. The
story continues with ping‐pong patterns as, in his new job,
Edson has a heart attack followed by another one. His employer
believes the situation is too risky and helps him to find different
employment for which he can work from home, as illustrated in
the quote below.

I was working a night shift when I became ill again.
Then the highest boss came to talk to me. He said: you
are a good and kind worker, a good guy, but I don’t
want to be responsible for this. So you will go on
sickness benefits.

Again this new job results in income loss. After a year, Edson's
contract is discontinued and he lives from unemployment
benefits from that point onwards, as illustrated in the quote
below.

I got a one year contract. And after one year, it did not
get renewed, so you automatically go into unemploy-
ment benefits. (…) And from unemployment benefits,
when you turn sixty‐five, you go into state pension.

We use the common‐parlance expression of something snow-
balling to describe a situation in which the issues grow worse
over time. This part of Edson's life story is illustrative as health
issues trigger loss of employment and subsequently income loss
three times over. The income loss leads to debts and eventually
also loss of his home. We found the snowball pattern in all re-
spondents' life stories and as such it is a general shared expe-
rience. Yet in combination with the other patterns, each life
trajectory is distinctive. The ping‐pong and snowball patterns
overlap in the case of Edson. They would not overlap in the case
of someone whose socio‐economic and health problems do not
cross‐influence each other but grow worse independently.

After years of ping‐pong and snowballing, the pattern of Edson's
life changes as the situation escalates. Edson loses his home and
ends up living on the streets for a period of time, in which he
also develops severe health problems. He even experiences a
stroke while he is without a home. This episode of Edson's life is
what we labelled an ‘escalator’, a moment in which health and
socio‐economic problems in a short period of time collide in a
poisonous cocktail, creating an escalation of life events.

After this detrimental episode a social worker helps Edson find
a house. Edson's living situation stabilises. Yet, the health
problems never go away. During the interview he shows his vast
collection of medication he has to take daily. Edson is still
paying off his debts. He has tried to make an agreement with the
social worker on the debt programme to shorten the programme
from 3 to 2 years, because, he says, he does not know how much
time he has left.

5 | Discussion: From Life Trajectory Patterns to
Policy Entry Points

The patterns we observe describe how socio‐economic and
health problems influence each other in an individual person's
life, ultimately leading to health inequality at the macro‐level.
That is why the patterns give us insight into possible entry
points for policy interventions on health inequality. The ping‐
pong and snowball pattern together are most similar to the
typical FCT trajectory, in which socio‐economic problems
accumulate and lead to other (health) problems. This process is
also described by Wolff and De‐Shalit (2007) as a cumulative
disadvantage. Researchers have rightly argued that redistribu-
tion is the designated policy to stop this downward spiral
(Lynch 2020). In this case, social policies and benefits can have a
preventative effect on health (Goijaerts, Van der Zwan and
Bussemaker 2023). In addition, the ping‐pong mechanism em-
phasises a possible different directionality between SES and
health problems across the life course, related to existing ana-
lyses regarding the bidirectionality of the SES and health rela-
tionship (Hoffmann, Kröger and Pakpahan 2018). Any
behavioural health intervention would not have prevented
Edson from accidently breaking his knee and losing his job and
accumulating debt as a consequence of that. Besides behav-
ioural health interventions and redistribution, the welfare state
should thus also invest in supporting and activating people with
health problems to prevent socio‐economic issues.

The escalator and quicksand patterns emphasise the difference
in the intensity of issues across the life course. Some problems
stay stable for a while (quicksand), or grow worse in a short time
period (escalator). This variation in the degrees of intensity re-
quires more than behavioural health interventions or redistri-
bution, it requires a welfare state that offers services and
provisions in the short‐term. Hence, it is important for the
welfare state to offer support that can be upscaled and down-
scaled and secure the accessibility of the services it offers. The
importance of flexible services aligns with the scholarship that
describes the change from old to new social risks in which
services are increasingly becoming more important to support
people than redistribution (Bonoli 2005; Klenk and Reiter 2023).

The lever is different from the other patterns in that it moves
another pattern rather than being a pattern itself. It helps us
contextualise life trajectories and take into account important
external factors in two different ways. First, as contingencies
that can cause people to become disadvantaged based on bad
luck or events. Here, lever complements life course theory
describing the important role of life events in future develop-
ment (Elder 1998). Relatedly, lever shows the importance of
social relationships. For example, both R9 and R15's life tra-
jectories took a turn for the worse after a divorce. Second, there
is an important role for the welfare state as a positive lever in
some of the respondents' life stories. For several respondents, a
worker at a government institution—often referred to as street‐
level bureaucrat (Lipsky 1980)—was the key figure turning their
life trajectory in a positive direction. For instance, an under-
standing municipal social worker took it upon himself to offer
R5 weekly personal guidance, not only helping her practically
but also increasing her confidence that someone cared for her.
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This changed her outlook on life completely. Also, R8 explains
how several ‘key figures’—a policy officer, head of the rehab
facility—helped to turn her life trajectory for the better. Hence,
instead of a linear trajectory to poor health in FCT, the lever
mechanism helps us to imagine how policies could play a role
triggering a way out of a downward trajectory.

Sometimes help was not organised in a beneficial way for the
respondents' life trajectories. This is a finding we could not
report in detail in the results, but in some life trajectories we
have observed the welfare state context not just as a lever, but
also in its absence of help. For instance, when respondents were
not eligible for help, or services were not available or accessible
as a result of complex organization. This finding is related to the
institutional meta‐mechanism proposed by Freese and Lut-
fey (2011) and deserves more investigation in future research.

This study does not capture the entire range of hypothesised
explanations of the paradox of health inequality. We have
chosen to focus our contribution on the welfare state context.
Yet Mackenbach et al. (2017) have hypothesised that the
fundamental causes of the social gradient in health outcomes
may have transitioned away from material to non‐material
factors. Although we did not analyse immaterial factors per
se, we found reason to assume that factors such as low health
literacy, cultural norms and lack of social support are indeed
important and should be studied further. Also our reported re-
sults suggest looking beyond material factors for future
research, namely the role of state institutions and street‐level
bureaucrats as ‘key figures’ in life courses.

6 | Conclusion

The substantive effect of more than four decades of research on
health inequality has been too small in terms of its translation to
policy interventions which work to reduce health inequality
(Bambra et al. 2011; Lynch 2020; Mackenbach 2011). In recent
years, health inequality research has therefore shifted from
large‐N, cross‐case analyses towards more theoretical develop-
ment and the use of open‐ended research methods (e.g., Beck-
field et al. 2015; Gkiouleka et al. 2018; Smith and
Schrecker 2015). This paper has taken the critique of Øversveen
et al. (2017) on existing theories of health inequality, in partic-
ular the FCT, as a starting point for an empirical study of the
patterns between socio‐economic and health issues in the lives
of disadvantaged people.

The 15 biographies presented in this paper have shown that
people experience a chain of different patterns connecting socio‐
economic status to poor health outcomes throughout their lives,
instead of a linear and unidirectional trajectory. In the chains of
the five observed—but not necessarily exhaustive—patterns that
make up the lives of the respondents in this study, directionality
twists and turns rather than sticking to a uniform path, intensity
changes and external factors can play a role in changing the
trajectory of people's lives and the issues they have been facing.

We subscribe to the FCT and its main argument that socio‐
economic status plays a fundamental role in health inequality.

After all, we find that the typical FCT trajectory is applicable to
most of the respondents we interviewed. In addition, this paper
seeks to refine FCT by providing insight into the complex dy-
namics of health inequality. The FCT theory provides an
important policy entry point, which is the general redistribution
of money and power. This study complements FCT by showing
entry points to improve health not only in the direction of SES
to health, but also the other way around (ping‐pong). Further-
more, it underlines the importance of ‘cumulative disadvantage’
as shown by Wolff and De‐Shalit (2007) as captured in the
snowball pattern. This study also provides insights to policy
entry points in high intensity periods of disadvantage (escalator)
or low intensity periods (quicksand), both leading to health
problems in different ways. Finally, the lever helps to reimagine
the life trajectories of disadvantage in the larger context of
contingencies, social relationships and possibilities for positive
change.

Recently, health inequality scholars have developed new the-
ories to better understand the relationship between macro‐level
welfare state institutions on the one hand and micro‐level
health outcomes on the other hand (Beckfield et al. 2015; Goi-
jaerts, Van der Zwan and Bussemaker 2023). Beckfield
et al. (2015) describe multiple institutional processes through
which the welfare state distributes health in the population:
redistribution of resources, compression in terms of lower and
upper bounds of living standards, mediation on the operation of
the social determinants of health and institutional imbrication
which represents the cross‐cutting effect of policies. At this
critical point, we require empirical research to inform this
theory development. This study provides additional insights
through observing bottom‐up experiences of the intervention of
welfare state institutions on people's lives. On the basis of our
research we presume that there are indeed different ways in
which welfare state institutions could affect the patterns be-
tween socio‐economic and health problems. Moreover, we argue
that taking into account disadvantaged people's life experiences
in the design of policies could improve the effectiveness of
welfare state institutions in ameliorating health inequalities.
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Endnotes
1 During the last three or four decades, a widening of inequalities in
mortality has been reported for many Western European countries—
on a relative and sometimes also on an absolute scale (Mack-
enbach 2012, 762).
2 This difference in length of answer to the first question might be
explained by many factors, most importantly some people feeling more
comfortable to speak than others. In the second and third step of the
interview the interviewer made sure that a similar level of detail was
reached for all interviews.
3 Before selecting the respondents, they were asked either via email or
telephone to shortly describe their livelihood precarity, mental or
physical health problems and help received through government in-
stitutions. We opted for a broad interpretation of these criteria because
we aim to contribute to FCT in breadth instead of in depth as explained
in the introduction and discussion in relation to contextualized cau-
sality (Maxwell 2004).
4 Some of the respondents with an ethnic minority background (R2, R3,
R4, R12, R14) were not born in the Netherlands and have thus not
always been included in the Dutch welfare state. However, this is also a
part of the universal population of people living in precarity in the
Netherlands and we have only taken into account their interactions
with the Dutch, and no foreign, welfare state.
5 The Council used the interviews for a journalistic report intended to
advise and improve Dutch policies. The latter is not an output of
Leiden University. The participants provided written informed consent
for the interviews being used for both the Council publication and for
the academic research purposes.
6 This research was conducted with approval of the Medical Ethics
Committee of Leiden University Medical Centre and the Ethics
Committee of the Faculty of Governance and Global Affairs, Leiden
University.
7 Selection included professional ‘experts by experience’ on socio‐
economic and health issues, namely respondents R5, R8, R10, R13,
R15. These respondents have received training in telling their life story
to help others.
8 During one interview, a contact person from the organization offering
housing to the respondent was present.
9 Given the Covid‐19 crisis situation interviews were conducted at a safe
distance (at least 1.5 m according to Dutch regulations).
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