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Abstract

Health behavior is often positioned between social disadvantage and disease as though it were an autonomous individual
response to information, preference, or motivation. That representation is analytically incomplete. Economic insecurity,
neighborhood opportunity, social relationships, institutional conditions, psychological load, and access to healthcare can shape
which actions are feasible, sustainable, socially supported, or repeatedly disrupted. This article develops a non-empirical
conceptual account of how social determinants may become behavior, disease experience, and clinical trajectory without
reducing structural inequality to personal choice. It distinguishes structural exposure from psychological mediation, opportunity
from realized behavior, behavioral adaptation from health benefit, healthcare availability from usable access, and disease burden
from self-management capacity. The proposed account treats behavioral patterns as context-dependent responses emerging
within material, relational, environmental, and institutional constraints. It further incorporates reciprocal processes whereby
illness can intensify financial and practical disadvantage, thereby altering later behavioral options. Rather than proposing a
deterministic chain, the article develops a bounded determinants—behavior—trajectory model in which multiple transitions can
be amplified, interrupted, compensated for, or rendered indeterminate by social and healthcare conditions. This framing
identifies intervention leverage points while preserving uncertainty about mediation, causality, population transferability, and
policy effectiveness.

Keywords: Social determinants of health, Health behavior, Socioeconomic inequality, Self-management, Neighborhood
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repeatedly disrupted. Qualitative evidence from
socioeconomically diverse adults indicates that health
practices are embedded in resources, social connections,
perceived control, illness burden, and patterned “health
lifestyles, » rather than arising solely from health
knowledge or preference [1]. A systematic review
similarly found that health behaviors contribute to
socioeconomic inequalities in health, but the magnitude
of that contribution varies widely across behaviors,
populations, outcomes, and analytical approaches [2].

Introduction

Health behaviors are frequently invoked to explain why
socially disadvantaged populations experience greater
disease burden. Yet treating smoking, diet, physical
activity, preventive care, or treatment participation as
isolated choices risks moving explanation downstream
from the conditions that make particular choices easier,
harder, safer, affordable, socially reinforced, or
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Socioeconomic position also remains associated with
premature mortality after conventional behavioral and
metabolic risk factors are considered, indicating that
behavior cannot reasonably stand in for the entirety of
social disadvantage [3].
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The central problem is therefore not whether behavior
matters. It is how inequality becomes behavior and how
behavioral consequences subsequently interact with
iliness, healthcare participation, and cumulative clinical
trajectories. This article proposes that social determinants
should be interpreted as conditions that structure feasible
action, not merely as distal demographic predictors. The
resulting framework separates four analytical questions:
what opportunities and constraints are socially produced,;
how those conditions are psychologically and relationally
processed; which behaviors become feasible or adaptive
within them; and how repeated behavioral and healthcare
transitions accumulate into disease experience and
clinical trajectory. The framework is explicitly proposed
rather than empirically validated, and its pathways should
be understood as conditional, potentially reciprocal, and
dependent on population, illness, culture, healthcare
system, and measurement.

Why  social determinants mechanistic
explanation

A social gradient can be statistically clear while its
mechanism remains poorly specified. Material
deprivation, psychosocial strain, behavior, relational
conditions, and healthcare access are correlated, but
correlation among pathways does not make them
analytically interchangeable. A systematic review
examining socioeconomic inequalities in self-rated
health found that material, psychosocial, and behavioral
factors can each contribute, with material explanations
often retaining substantial importance even when other
pathways are considered [4]. The implication is not that
one pathway is universally dominant, but that a
mechanistic account must preserve their distinctions.
Three errors follow when this separation is ignored. First,
structural exposure can be misclassified as individual
behavior—for example, food insecurity can be reframed
as poor dietary choice without representing affordability
or local availability. Second, mediators can be confused
with outcomes; psychological distress may be both a
consequence of hardship and a factor affecting later
behavior, rather than simply another marker of
disadvantage. Third, observed behavior can be
overinterpreted as evidence of preference or motivation
even when feasible alternatives are severely constrained.
The proposed framework therefore treats social
determinants as constraint-generating and opportunity-
generating conditions whose effects may be transmitted
through several nonexclusive routes. Some conditions

require

can affect health without a behavioral mediator. Others
may alter the probability, cost, timing, sustainability, or
social meaning of a behavior. Still others can modify
whether healthcare engagement produces a clinically
meaningful result. Mechanistic explanation consequently
requires transitions between levels rather than a single
socioeconomic-status-to-behavior arrow.

Economic and material conditions

Economic conditions are often represented by income,
but lived material constraint is broader. A systematic
review of financial strain measures found substantial
heterogeneity in how difficulty meeting expenses,
insufficient resources, and related constructs are
operationalized, cautioning against treating financial
strain as synonymous with a single income category [5].
This distinction matters because two households with
similar nominal income may have very different
obligations, debt, housing costs, illness expenditure,
transport demands, caregiving responsibilities, or buffers
against an unexpected expense.

During Great Britain’s cost-of-living crisis, greater
financial hardship was associated with greater
psychological distress, illustrating how economic
pressure may become psychologically salient under
conditions of acute scarcity [6]. Such evidence does not
establish that financial hardship mechanically causes a
particular mental state in every exposed person. It does,
however, support treating scarcity and distress as
analytically connected rather than independent
covariates.

The temporal direction can also reverse. Longitudinal
European evidence supports bidirectional associations
between financial circumstances and health, suggesting
that poor health may subsequently erode economic
resources while financial difficulty can precede poorer
health [7]. The proposed model therefore rejects a one-
way sequence in which inequality acts once and behavior
merely transmits its effect. Economic constraint can alter
available behavior, illness can increase costs or reduce
earning capacity, and those changes can further narrow

later options. This feedback becomes especially
important for chronic disease, where daily self-
management repeatedly consumes time, money,

mobility, and attention.

Neighborhood and environmental opportunity
Neighborhoods influence health behavior not simply by
containing or lacking amenities, but by shaping whether
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those amenities constitute usable opportunities. Among
adolescents, built-environment  features were not
uniformly associated with physical activity, and
associations varied across environmental features and
social subgroups [8]. Likewise, living in a neighborhood
designed around short-distance access to daily
destinations did not consistently translate into healthier
diet, greater physical activity, better self-rated health, or
narrower socioeconomic differences [9]. These findings
challenge a simple exposure assumption in which
proximity automatically becomes behavior.

The environmental package surrounding an opportunity
also matters. Highly walkable neighborhoods can
simultaneously expose residents to particulate pollution,
traffic noise, extreme heat, pedestrian injury risk, or low
tree cover; in US metropolitan areas, some of these
burdens were greater in socially vulnerable communities
[10]. An apparently health-promoting environmental
feature may therefore coexist with countervailing

Context can further change whether an environmental
resource is used. During the COVID-19 pandemic,
perceived neighborhood conditions were associated with
physical activity and mental-health measures, with
poverty and crisis conditions influencing the context in
which neighborhood features operated [11]. Longitudinal
ecological evidence from parkrun in England offers a
related distinction: geographic distance to a free
community activity narrowed over time, yet
socioeconomic inequalities in participation persisted
[12].

These patterns motivate an exception-first interpretation.
Before concluding that a neighborhood resource should
improve behavior, the analysis should ask whether the
resource is physically reachable, safe, affordable,
socially acceptable, temporally usable, and free from
competing environmental harms. Table 1 separates these
failure modes because nominal environmental
opportunity and realized behavioral opportunity are not

conditions that alter its practical or clinical meaning.

equivalent.

Table 1. When neighborhood opportunity fails to become usable behavioral opportunity

Neighborh - . rtuni . mpetin .
€19 b?. ood Usability constraint Oppo tu v Context condition Competing Trajectory effect
condition modifier account
Observed neighborhood condition — Amenity is geographically nearby
Why a health- Distance alone does not . .
y . . L Context that Work schedules, Competing  Residents may value the
promoting establish affordability, L . . .
. . . A changes  caregiving, mobility, cost, explanation or  resource but still be
interpretation safety, time availability, > . . .
. L usability social acceptance uncertainty unable to use it
may fail or participation
Access improves while  Consequence  Separate geographic
Boundary case participation remains for availability from realized

socially patterned interpretation uptake

Observed neighborhood condition — Area is highly walkable

Why a health-  Walking support can . . . . S
y . . g_ PP i Context that Traffic intensity, climate, Competing A walkability indicator
promoting coexist with pollution, - .
. ; . L changes street design, explanation or may conceal exposures
interpretation heat, noise, traffic injury > . .
. - S usability environmental burden  uncertainty relevant to health
may fail risk, or limited greenery
. . Evaluate the
High pedestrian support  Consequence .
I . environmental package
Boundary case with high environmental for

rather than one favorable

hazard attribute

interpretation

Observed neighborhood condition — Physical-activity infrastructure expands

Why a health-

romotin Greater supply does not  Context that  Deprivation, perceived Competing  Participation differences
infer retati?) N guarantee equivalent use changes safety, culture, gender, explanation or may arise from constraints
mZy fail across social groups usability age uncertainty  outside the facility itself

Boundary case

Short travel distance with Consequence Do not infer behavioral
persistent participation for equality from

inequality interpretation  infrastructure equality

Observed neighborhood condition — Neighborhood is perceived as unsafe or unstable
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Whya he_a Ith- Formal resources may be Context that
promoting .
. ; behaviorally unusable changes
Interpretation despite physical presence  usabilit
may fail prte phy P y

Crisis conditions, violence
concerns, social disorder

Competing  Perceptions may reflect
explanation or both objective conditions
uncertainty and individual experience

Same built environment,

Consequence Treat perceived usability

Boundary case  different perceived for as distinct from mapped
feasibility interpretation availability
Observed neighborhood condition — Multiple supportive features are present
Why a health- . . . - . -
promoting Effects can remain small, Context that Sgcmeconomm position, Compe.tmg Null findings may reflect
interpretation absent, or s_u_bgroup- chan_g_es life stage, gender, local explanatlf)n or measur_ement, context, or
. specific usability urban form uncertainty  genuine lack of effect
may fail
Supportive environment  Consequence  Preserve null evidence

without measurable for
behavior difference interpretation

Boundary case

rather than assuming
latent benefit

Note: The failure-mode classification is proposed by this article to organize evidence-supported distinctions. It is not a validated neighborhood
scoring system and does not imply that any single condition determines behavior.

Social relationships, norms, and institutions

Social determinants also operate through relationships
and institutions, but these levels should not be merged.
Structural racism, for example, is expressed through
institutional rules, policies, segregation, resource
allocation, and historically patterned opportunity rather
than being reducible to interpersonal prejudice [13].
Institutional conditions can therefore shape the
distribution of exposure before any individual encounter
occurs.

At the relational level, social connection can influence
health through pathways only partly captured by
conventional behavior. In a large multinational
prospective study, social isolation was associated with
mortality and selected morbidity, while measured
behaviors explained only part of the observed
relationship [14]. This cautions against assuming that
relational disadvantage matters solely because isolated
individuals adopt less healthy behavior.

Networks can nevertheless shape enacted behavior.
Network partners’ behaviors and attitudes contributed
information about healthy eating and meat consumption
beyond individual-level social-cognitive constructs,
particularly for behavior rather than intention [15].
Longitudinal work on health-related social control
similarly shows that interpersonal attempts to regulate
another person’s behavior vary over time and are
associated with differing alcohol-use patterns [16].
Social influence is therefore neither uniformly protective
nor stable.

Status within relationships and communities may add
another layer. Measures of subjective social status and

perceived respect have been associated with health
behaviors, yet behavioral differences explained only a
limited share of corresponding health disparities [17].
Taken together, these findings support a multilevel
interpretation: institutions distribute resources and
power; networks transmit norms, support, monitoring,
and behavioral models; and individuals experience those
conditions through context-dependent perceptions of
belonging, status, and feasibility. The proposed
framework nests relational processes within institutional
opportunity structures rather than treating “social
support” as a substitute for structural analysis.

Stress, cognitive load, and psychological mediation
Economic and social disadvantage can become behavior
partly  through  psychological  processes, but
psychological mediation requires careful interpretation.
Financial strain is measured inconsistently across studies
[5], and the association between hardship and
psychological distress observed during a cost-of-living
crisis occurred within a particular economic and temporal
context [6]. Psychological load should therefore not be
inferred automatically from socioeconomic category.
Temporality is equally important. Bidirectional finance—
health associations indicate that worsening health can
contribute to later financial difficulty as well as the
reverse [7]. A patient struggling to maintain treatment
during a period of financial strain may therefore be
experiencing both an upstream determinant and a
downstream  consequence of illness.  Treating
psychological distress as a fixed mediator between the
two would obscure this feedback.
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Neighborhood perceptions provide another example.
Associations among neighborhood conditions, activity,
and mental health during the pandemic varied with
contextual disadvantage [11]. Subjective status research
likewise suggests that behavior does not fully account for
health differences associated with social positioning [17].
Psychological mediation may consequently involve
threat appraisal, uncertainty, reduced perceived control,
status concern, attentional competition, or future-
orientation constraints, but the reviewed evidence does
not justify claiming that every mechanism operates in
every population.

The proposed account treats cognitive and psychological
load as a transition state rather than a stable trait of
disadvantaged people. An acute financial shock may alter
attention temporarily; persistent scarcity may create
repeated planning burdens; social devaluation may
change the perceived costs of participation; and
deteriorating health may feed back into both resource loss
and distress. Table 2 organizes these temporal
possibilities while keeping observation separate from
inference.

Table 2. Temporal transitions through which social constraint may become psychological load and altered
behavioral feasibility

Early psychological Near-term . .
I . . . Persistence or Interpretation
Initiating condition or attentional behavioral
. L feedback route boundary
transition implication

Mechanism-context case — Acute financial disruption

Attention shifts
toward immediate
obligations and
uncertainty

Sudden difficulty
meeting essential
expenses

Preventive or
discretionary health
actions may be
postponed

Resolution may restore
options; continuing
hardship may convert
an acute disruption into
chronic constraint

Distress should not be
presumed solely from
income level

Mechanism-context case — Persistent material scarcity

Behaviors requiring
money, time,
transport, or

preparation become

Recurrent mismatch
between resources
and demands

Repeated planning,
trade-offs, and
reduced flexibility

Observed behavior

does not reveal the

person’s preferred
action

Health deterioration can
create additional costs
and deepen scarcity

harder to sustain

Mechanism-context case — Threatening or unstable neighborhood context

Vigilance and
reduced perceived
usability of local

Safety concerns or
disruptive local

Outdoor activity or
community
participation may

Perceived threat and
objective hazard are
related but not

Avoidance can reduce
social connection or
access to supportive

conditions decline despite . .
resources . L routines interchangeable
nominal availability
Mechanism-context case — Social devaluation or low perceived standing
Repeated Participation may

Changed expectations
about belonging,
control, or social

experiences of low
respect, exclusion,
or status

depend more strongly
on relational context
and perceived social

Subjective status
cannot be inferred
from demographic

Network responses can
buffer, reinforce, or
redirect the experience

. evaluation membership
disadvantage cost
Mechanism-context case — llIness-related resource loss
Symptoms, Self-management must . .
Y P . gemer Health decline can Reciprocal
disability, treatment ~ New uncertainty and compete with . . L
.. worsen finances, which association does not
demands, or competition for employment, - . .
. . . can further constrain establish a single
reduced earning attention caregiving, and . o
. . . . health behavior causal direction
capacity financial survival

Note: These entries represent candidate temporal transitions used to examine how social constraint may accumulate, persist, or be redirected. They
are not intended as fixed stages, diagnostic categories, or a universal sequence.
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Behavioral adaptation under constraint

If opportunity, stress, relationships, and institutional
conditions differ, health behavior should not be
interpreted independently of the context in which it
occurs. Qualitative evidence describing socioeconomic
differences in health practices shows that people organize
behavior within available resources, social relationships,
iliness demands, and perceived control [1]. The
systematic evidence on behavioral mediation further
demonstrates why behavior cannot be dismissed:
differences in smoking, diet, physical activity, and
related practices can contribute meaningfully to health
inequality [2]. The conceptual error arises when
contribution is converted into sole explanation.

The proposed framework therefore distinguishes
behavioral adaptation from behavioral benefit. A
behavior may be understandable or locally functional
under constraint while remaining harmful over a longer
clinical horizon. Choosing inexpensive calorie-dense
food can reduce immediate financial and time pressure
without promoting metabolic health. Avoiding an unsafe
outdoor environment may be a rational response to
perceived threat while reducing opportunities for
physical activity. Missing an appointment can reflect
transport failure or competing employment demands
rather than indifference to treatment.

Social influence further complicates the idea of
autonomous preference. Network behavior can explain
aspects of enacted dietary behavior not captured by
individual intention alone [15]. The relevant unit is
therefore not an isolated decision-maker but a person
embedded in material, relational, and institutional
conditions.

This framing does not eliminate agency. It changes the
question from “Why did the patient choose incorrectly?”’
to “What set of actions was feasible, sustainable, socially
supported, and meaningful under the conditions
present?” Agency remains important precisely because
people respond differently to similar constraints. The
framework therefore avoids predicting behavior directly
from deprivation status. It instead proposes that social
conditions reshape the distribution of feasible actions and
the costs of maintaining them, producing heterogeneous
adaptations rather than one deterministic disadvantaged
behavioral profile.

Disease experience and self-management

Chronic illness makes the determinants—behavior
connection particularly visible because treatment
depends on repeated action over time. Self-management
can require medication acquisition, dietary modification,
symptom monitoring, physical activity, appointments,
digital communication, transport, time off work, disease
knowledge, and coordination with family or caregivers.
These requirements transform social resources into
components of treatment feasibility.

A scoping review of chronic-disease self-management
programs identified barriers and facilitators spanning
logistics, competing commitments, illness perceptions,
service provision, and group dynamics [18]. The
implication is that enrollment or attendance cannot be
interpreted as a direct measure of motivation. A program
can be clinically appropriate yet practically inaccessible.
Evidence from diabetes sharpens this distinction. A
systematic  qualitative  synthesis among people
experiencing socioeconomic deprivation identified costs,
food access, time, health literacy, cultural conditions, and
formal and informal support as interacting influences on
self-management [19]. Such findings support treating
self-management capacity as socially distributed rather
than solely educational or psychological.

Even within an insured population, social determinants
have shown behavior-specific and sometimes unexpected
associations with diabetes self-care practices [20]. This
heterogeneity matters. A determinant that interferes with
one aspect of care need not produce the same relationship
with another, and insurance coverage does not eliminate
constraints involving food, housing, neighborhood
conditions, stress, or competing demands.

The proposed framework therefore conceptualizes
disease experience as a conversion point. Once illness is
present, social inequality is repeatedly translated into
treatment workload, opportunity costs, symptom
interpretation, interaction with clinicians, and the
capacity to sustain self-management. At the same time,
illness can feed back into employment, household
finances, mobility, and social participation, modifying
the determinants encountered later. Self-management is
thus neither simply a patient characteristic nor merely a
clinical instruction followed with varying adherence. It is
an ongoing negotiation between treatment demands and
the resources, relationships, environments, and
institutional arrangements available to the person. This
distinction becomes essential in the next stage of the
model, where social conditions influence not only what
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patients do outside healthcare but also whether care can
be reached, navigated, understood, and sustained.

Healthcare access and treatment response

Social determinants continue to shape clinical trajectory
after a person decides to seek care. Transportation
insecurity is associated with some cancer-screening
outcomes, but the relationship differs by screening type
and is not uniformly offset by social support [21].
Housing insecurity likewise identifies patients with
distinctive emergency-care use and social needs,
although such observational patterns do not establish that
housing instability alone causes utilization [22].
Neighborhood disadvantage has also been associated
with differences in hypertension prevalence and
treatment [23].

Digital access creates another gate. Among adults with
chronic conditions, patient-portal use remained patterned

by age, health literacy, race and ethnicity, and related
characteristics  despite  portal availability [24].
Affordability and primary-care access also vary by
income across high-income health systems [25], while
accumulated social risks are associated with poorer care
access even among insured populations [26]. At the
clinical encounter itself, patients and clinicians may
prioritize different social needs, and response is
constrained by time, expertise, and team capacity [27].
The proposed model therefore separates care availability,
usable access, participation, treatment exposure, and
response. Failure at one stage cannot automatically be
labeled nonadherence at another.

Because these constraints operate at different levels,
Table 3 maps where an apparently available treatment
pathway can become practically unusable.

Table 3. Multilevel constraints that separate healthcare availability from usable treatment opportunity

Healthcare

availability condition Usability barrier

Treatment-opportunity

Interpretive boundary
consequence

Constraint location — Household/material

What can be

disrupted or visit costs

Transport, housing stability, medication Why availability may be Reaching and sustaining care may

insufficient compete with basic needs

Insurance does not remove every

Important boundar . .
P Y material constraint

Constraint location — Neighborhood

What can be

disrupted management opportunity

Local service distribution and disease- Why availability may be Place-based disadvantage can shape

insufficient both burden and access

Important ndar . :
portant boundary individual causation

Geographic association does not prove

Constraint location — Digital interface

What can be
disrupted

Portal use, messaging, scheduling,
information retrieval

Why availability may be

Technical availability requires
literacy, access, confidence, and

insufficient usability

Important boundar - S
P y meaningful participation

Account possession is not equivalent to

Constraint location — Health-system design

What can be
disrupted

Primary-care affordability and continuityWhy availability may be

Identical income disadvantage can
produce different access barriers
across systems

insufficient

Important boundary System effects are context-dependent

Constraint location — Clinical encounter

What can be
disrupted

Recognition and response to social needs

Why availability may be Time, expertise, agenda alignment,

insufficient and team resources limit action

Important ndar . .
portant boundary effective resolution

Identification of need does not guarantee

Note: The levels are analytically separated by this article to prevent access, use, participation, and treatment response from being treated as

interchangeable outcomes.
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Cumulative clinical trajectories

Social inequality may enter clinical trajectories
repeatedly rather than at a single causal starting point.
Neighborhood deprivation—multimorbidity relationships
differ across ethnic groups, and diagnostic ascertainment
can complicate interpretation of observed differences
[28]. Life-course neighborhood disadvantage has been
associated with premature mortality, emphasizing timing
and accumulation [29]. Socioeconomic inequalities have
also been observed across several transitions involving
cardiometabolic disease and depression rather than only
at initial disease onset [30].

The proposed model therefore treats trajectory as a
sequence of state transitions. Material constraint may
shape behavior before disease, illness may later increase
financial burden, healthcare barriers may modify
treatment exposure, and accumulated disease can further
restrict future behavioral options. None of these
transitions is assumed to occur uniformly.

An integrated determinants—behavior—trajectory model
The article’s proposed model integrates five distinctions
established across the preceding sections. First, structural

conditions generate opportunity and constraint but do not

directly  specify individual behavior.  Second,
psychological and relational processes can mediate or
modify those conditions without being inevitable
consequences of disadvantage. Third, behavior

represents adaptation within a feasible action set rather
than a transparent measure of preference. Fourth, chronic
illness transforms social resources into treatment
capacity and workload. Fifth, healthcare systems create
additional gates between need, access, participation,
treatment exposure, and clinical response.

The information environment may add another
contextual layer because exposure to misinformation and
differential trust can shape how health information is
interpreted and acted upon [31]. This element is retained
as a distinct contextual pathway rather than folded into
individual knowledge.

The model is deliberately non-deterministic. It contains
reciprocal pathways, competing exposures, interruption
points, and measurement boundaries. Table 4
distinguishes constructs that are often collapsed, while
Figure 1 represents the temporal transitions and
feedback structure.

Table 4. Construct discrimination required for interpreting determinants—behavior—trajectory evidence

Construct that should
remain distinct

Evidence pattern or
boundary case

Common

. . Model interpretation
misinterpretation

Nominal opportunity vs
usable opportunity

Healthy resource exists
nearby but is unused

Feasibility depends on safety,
time, cost, and competing
exposure

Resource presence proves
equal access

Harmful behavior occurs

. Behavior may be locall
Behavior reveals Y y

under deprivation

Adaptation vs preference

unconstrained choice

functional while clinically
harmful

Distress accompanies
financial hardship

Psychological mediation vs
structural exposure

Disadvantage is reduced to
individual psychology

Psychological load is one
possible transition pathway

Patient does not complete
recommended care

Participation vs motivation

Noncompletion
demonstrates unwillingness

Care may fail at transport,
affordability, digital, or
encounter gates

Disease worsens alongside
declining finances

Exposure vs feedback
consequence

Economic disadvantage
operates only upstream

IlIness can feed back into later

material constraint

Group differences appear
in clinical outcomes

Social pattern vs individual
mechanism

Group membership
identifies a psychological
or behavioral cause

Mechanism requires separate

measurement and validation

Note: These distinctions form part of the proposed theory. They are analytical safeguards, not empirically validated diagnostic categories.

The temporal architecture is summarized in Figure 1.
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Figure 1. Constraint gates and feedback states through which inequality can alter behavior and clinical
trajectory

Intervention and policy leverage points

If inequality acts through multiple gates, intervention
level should match the level producing the constraint.
Clinical programs that translate structural problems
entirely into individual social needs may inadvertently
reproduce inequity by medicalizing conditions generated
outside healthcare [32]. Reviews of social-needs
interventions also show heterogeneous and still-limited
evidence concerning utilization, costs, and integration of
care [33].

More intensive assistance should not automatically be
assumed superior. In one randomized trial, adding
navigation to personalized social-resource information
did not produce a significant primary between-group
advantage [34]. Conversely, a healthy-food benefit
program improved food security and selected dietary
outcomes while effects remained outcome- and
subgroup-dependent [35].

The proposed implication is therefore level-matched
leverage: structural constraints require structural or
policy responses where feasible; organizational barriers
require redesign of services; and patient-level support is
most defensible when the relevant bottleneck genuinely
lies at the patient—care interface.

Results and Discussion

The evidence assembled here does not support a single
deterministic pathway from inequality to unhealthy
behavior and then disease. It supports a more conditional
interpretation. Behavioral mediation is real but
heterogeneous [2]; economic and health states can
become reciprocal [7]; apparently  supportive
neighborhoods can produce null behavioral differences
[9] or coexist with countervailing environmental burdens
[10]; and self-management relationships can vary across
behaviors even within insured populations [20].

The proposed model therefore shifts the explanatory unit
from isolated choice to transitions under constraint. Its
value lies in separating constructs that conventional
analyses often collapse. Its limitations are equally
important: the component evidence spans different
populations, designs, diseases, measures, cultures, and
health systems, and no study validates the complete
architecture. Future tests should therefore examine
individual gates and feedback relationships
longitudinally rather than seeking a single global
confirmation of the model.
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Conclusion

Social inequality becomes clinically consequential
through more than behavioral choice. Material
conditions, environments, relationships, psychological
load, illness workload, and healthcare systems can alter
which actions are feasible and whether those actions can
be sustained. The proposed determinants—behavior—
trajectory model organizes these transitions while
preserving reciprocity, heterogeneity, and uncertainty. Its
central implication is analytical: behavior should be
explained within the conditions that make it possible,
costly, adaptive, or unsustainable rather than treated as a
substitute for those conditions.
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