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Abstract 
This article examines the epistemological construction of health capital over a twenty-year period of soci-
ological inquiry. Anchored in Bourdieu’s relational framework—particularly the concepts of field, habitus, 
and capital—the study employs abductive reasoning to reconstruct the concept’s emergence across diverse 
empirical and institutional contexts. Methodologically, it draws on document analysis, pedagogical encoun-
ters, and reflections on peer review, tracing how theoretical and empirical registers have co-evolved. The 
results reveal that health capital did not develop through linear application of theory, but rather through 
iterative ruptures, conceptual negotiations, and embodied academic practice. The discussion foregrounds 
the researcher as both subject and object of inquiry, showing how tacit knowledge, affective investments, 
and socio-political shifts (e.g. welfare state transformation) have shaped conceptual elaboration. By offer-
ing a reflexive account of sociogenesis, this study contributes to discussions on knowledge production, the 
craft of concept formation, and historical epistemology in sociology. It is relevant to scholars of theory, 
method, and reflexive practice. 
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________________________________________________________________________ 
 
Why This Paper? 
In the social sciences, numerous textbooks and articles provide step-by-step instructions 
for conducting theoretical empirical studies, often emphasizing structured guides, system-
atic data collection, and the design of measurable studies (Bryman 2016). A more reflexive 
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approach to this such control and standardization can be found in Braun and Clarke’s 
(2006) six-phase coding framework for thematic analysis, which outlines analytical phases 
such as familiarization with data, code generation, and the identification of themes. 
 While such texts are intended to be useful for students and researchers, my own experi-
ence, informed by Bourdieu’s The Craft of Sociology (1991), suggests that sociological 
research is far from straightforward. Many scholars in health sociology share this perspec-
tive (Allsop and Saks 2019; Cockerham 2017; Collyer 2015; Nettleton 2020). However, 
there remains a lack of studies that engage in intensive, thoughtful, and in-depth reflection 
on the multiple inspirations, influences, and constraints that shape the research process. 
 Much of the available literature focuses on the formal, direct, explicit conditions under-
lying sociological manuals – what Bourdieu might describe as desk-produced, paper-based 
instructions that impose a chronological order: beginning with a literature review, followed 
by theory selection, operationalization, methodological choices, empirical data collection, 
and proceeding sequentially to coding, analysis, results, discussion, and conclusion. 
 In this paper, I draw on a case from my colleagues’ and my own research on the concept 
and phenomenon of health capital to analyse and rethink the implicit, indirect, and unob-
served factors that shaped our research process. Positivist epistemology removes the re-
searcher from the research, reducing the process to the execution of predefined manuals. In 
contrast, historical epistemology and social constructivism recognize the researcher as a 
central instrument in the production of knowledge, requiring that both the research and the 
researcher be objectified throughout the entire process. 
 This paper contributes to the theory and history of science, not by engaging in abstract 
debates on scientific paradigms (e.g., positivism vs. constructivism, qualitative vs. quanti-
tative approaches, or deduction vs. induction), but by offering an empirically grounded 
reflection that foregrounds complexity and, crucially, the subtle and often hidden factors 
shaping knowledge production. My aim is to highlight the complexity of sociological re-
search, caution against the oversimplification of manuals, and encourage greater self-re-
flexivity. I hope that this study, through its objectification – the explication of abstract pro-
cesses through use of explicit examples - of the research process and the metamorphosis of 
health capital, will serve as inspiration for both new and experienced researchers. 

 
Introduction: The Evolution of Health Capital 
Over the past two decades, I have engaged in research, teaching, and scholarly debate on 
the sociology of the body and health, particularly in relation to health capital—a concept 
akin to economic, cultural, and social capital, related to fields or social spaces (Bourdieu 
1977, 1986). The basic idea is that some types of body practices can be converted to social 
advantages. Bourdieu studied as an example how education (cultural capital) could be ap-
plied and used as a resource or capital at a job market. Thereby the time, money and energy 
invested in studying medicine or law can be converted to a job position and economic cap-
ital. I expect that investment in the body (physical training, diets, yoga, surgery) in a similar 
way, can be converted to social advantages at a marriage, housing, or job market. The body 
performance physical and/or online/virtually gives the ‘owner’ of the body distinctive ad-
vantages compared to those who do not invest. 
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 Initially conceptualised in 2005 as a diffuse welfare state resource, health capital has 
since undergone significant epistemic transformation. In its contemporary articulation, it 
now encompasses diverse and contested investment strategies among patients and 
healthcare professionals, reflecting broader shifts in societal and institutional health prac-
tices. 
 This article examines the evolution of health capital through a reflexive, historical epis-
temological analysis of my own research production. Drawing on Bourdieu’s sociology, I 
seek to objectify the conditions that have shaped this conceptual transformation, interro-
gating both explicit factors (empirical frameworks, methodological choices) and more tacit 
influences (review processes, peer discourse, student engagement). By reconstructing the 
iterative knowledge-making process, this study demonstrates how theoretical concepts are 
dynamically co-constructed through academic structures, social interactions, and shifting 
epistemic contexts. 

 
Abduction and Historical Epistemology 
This inquiry aligns with abductive reasoning (Timmermans and Tavory 2012), where the-
ory emerges through iterative engagement with empirical surprises and conceptual refine-
ment. Rather than imposing a fixed theoretical framework, this study traces the contingent 
and evolving nature of health capital, illustrating how sociological concepts are shaped by 
empirical encounters, reflexive critique, and shifting theoretical landscapes. The study is 
also informed by historical epistemology (Bachelard 1968, 2002; Canguilhem 1988, 1991 
& Bourdieu 1998a), which emphasises ruptures, transformations, and competing epistemic 
formations in knowledge production.1 Much like Canguilhem’s exploration of shifting con-
ceptualisations of the body and disease, this work critically examines the social and intel-
lectual forces that have influenced the evolving meaning of health capital. Rather than pre-
senting fixed research findings, this article explores the conditions, limits, and possibilities 
of constructing sociological knowledge, engaging in a micro-historical epistemological ap-
proach (Broady 1990, 1996) to trace the conceptual trajectory of health capital. 

 
Constructing the Research Object 
This study contributes to a sociological understanding of knowledge production, demon-
strating that researchers are never external to the objects they study. Following Bourdieu’s 
principle of reflexivity, I critically interrogate my own position within the academic field, 
recognising how epistemic shifts are shaped by institutional, intellectual, and social forces. 
In line with Bachelard’s assertion that knowledge is the opposite of opinion, this work seeks 
to move beyond doxa – the taken-for-granted assumptions that underpin spontaneous soci-
ology2 – towards a more rigorous, reflexive construction of the research object. By applying 
this approach, the study underscores how sociological knowledge is not merely discovered 
but actively constructed through a continuous interplay of theory, methodology, empirical 
inquiry, and researcher positionality. This challenges linear, step-by-step models of re-
search, advocating instead for a dynamic, recursive process, where empirical findings, the-
oretical insights, and methodological considerations co-evolve over time. 
 I hope this study offers a significant contribution to multiple sociological domains, 
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particularly in theoretical-empirical research, research methodology, and reflexive sociology. 
It is relevant for scholars, students, and researchers engaged in concept formation, knowledge 
production, and methodological critique. 

 
Relevance in sociology 
This paper engages with historical epistemology (Bachelard 1968, 2002 & Canguilhem 1988, 
1991), and abduction (Timmermans and Tavory 2012), showing how knowledge is shaped 
through theory, methods, and researcher positionality. It challenges linear models of research, 
instead advocating for an iterative, abductive approach where concepts evolve through em-
pirical surprises, peer critique, and institutional contexts. The following text could be of rel-
evance to: 
 
1. Graduate students and early-career researchers learning about research design and concept 
development. 
2. Methodologists interested in alternative research strategies beyond deductive/inductive 
reasoning. 
3. Interdisciplinary scholars who explore conceptual adaptation across disciplines (e.g., soci-
ology, public health, STS). 
4. Researchers interested in reflexive sociology with attention to the researchers’ embed-
dedness within the knowledge production process 
5. Researchers interested in autoethnographic and self-reflexive methodologies.  
6. Academics engaged in concept-building and critical sociology. I believe this text may be 
particularly relevant for master’s and PhD students when they have to account for and reflect 
on their work of construction.   
 
Empirical basis and methods of analysis  
The empirical material for the study consists of all my research documents accumulated 
over 20 years, with a computer search for the terms health capital and health/body capital 
undertaken find all relevant. There are several hundred documents from incomplete and 
complete Word texts, PowerPoint presentations used for teaching and conferences, PDF 
files comprising the following categories: 
 
1. Peer-Reviewed Academic Publications. This category includes peer reviewed journal 
articles that contribute to sociological theory and empirical research: Larsen, Cutchin, and 
Harsløf (2013); Larsen and Harsløf (2019); Larsen, Hindhede and Henriksen (2020); 
Larsen, Hindhede, Larsen, Nicolaisen and Henriksen (2020); Harsløf, Larsen and Bambra 
(2022); Larsen, Røpke and Hindhede (2025). 
2. Scholarly Contributions to Edited Volumes. Includes book chapters and edited volumes 
that engage with theoretical and empirical developments in sociology. Chapters in interna-
tional and Nordic anthologies and edited collections: Larsen (2009b); Larsen (2010); Jen-
sen et al. (2007); Harsløf, Poulsen and Larsen (2019); Larsen (2021a); Larsen (2018); 
Larsen and Esmark (2013).  
3. Academic and Public Engagement Outputs. This category comprises contributions to 
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academic and public discourse, including conference presentations, opinion pieces, and re-
search notes. Conference papers, public chronicles, lectures, and research notes: Larsen et 
al. (2018) [Conference papers]; Larsen (2009a) [Chronicles]; Larsen (2005) [Research 
notes]; Larsen (2009a) [Chronicles] & plenty of PowerPoint presentations used in lectures 
and teaching. 
4. Empirical and Policy-Oriented Research Reports. comprises reports addressing health 
inequalities and educational programmes, contributing to applied sociology and policy dis-
cussions. Reports on health inequalities and educational programmes: Larsen and Hansen 
(2014); Larsen and Bystrup (2013); Larsen et al. (2014). 

  
Using criteria relating to differences in definitions of the concept and empirical bases to 
reconstruct similarities and differences in the way the concept of health capital has been 
used the search resulted in 21 texts. 
 The texts were analysed using pragmatic text analysis, focusing particularly on defini-
tions and explanations of the concept of health capital. But also, with attention to the whole 
context like questions about the type of paper/publication, the empirical data material, use 
of methods etc. Such definitions and explanations have often been in the form of five to ten 
lines within a larger body of text, requiring examination, for example, of research questions 
that were asked, the central empirical material, the methods used, and the literature refer-
ences cited.  
 
The hidden aspects 
Sociological research, indeed, perhaps all research, has its obvious, objective aspects, as 
can be seen above. However, there are also many hidden, implicit aspects that are difficult 
to reconstruct. It can be both an advantage and disadvantage being at once the object and 
subject of this study. With a view to analysing hidden aspects, I have expressly sought to 
explore the activities, times and places that are linked to the individual articles. 
  In developing the concept of health capital, various forms of input—beyond what can 
be seen in a formal text analysis – have influenced my thinking in ways that were not al-
ways immediately apparent. For instance, during a lecture at Aalborg University, student 
discussions on digital health practices made me more aware of how mobile apps are in-
creasingly used to monitor and optimise the body. Their reflections further highlighted how 
individuals actively engage with technology to track fitness, diet, and wellbeing, reinforc-
ing the idea that health capital, certainly among some of the young students involves a 
conscious investment in one’s body. A student made it very explicit how she invested in 
her body and the body performance, as an example at a bar, for oral examinations, at job 
interviews etc. She knew exactly which body performance that was valued and counted in 
different social positions in social space. This informal input subtly shaped my understand-
ing of the role of self-surveillance in contemporary body (health) practices.  
 Similarly, at a medical sociology conference, discussions led me to a clearer distinction 
between health capital and other capital concepts. I learned that the concept was constructed 
and positively delimited through empirical studies. But also negatively, for example 
through my attention to how it differs and does not have explanatory power in the same 
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area as, for example, the concept of cultural health capital (Shim 2010), Healthcare choice 
(Collyer et al. 2015) or personal capital (Scambler and Newton 2011). Beyond these inter-
actions, expert feedback from colleagues and review processes have also been pivotal in 
shaping the development of the concept. The book Health Capital, published by Samfunds-
litteratur (Larsen 2021d) presents a collection of the work on the concept, with an autobio-
graphical section and sections on the state, public health, health economics and the body. 
Below is a description of the changes to the concept. 
 
Health capital as a shared benefit of welfare  
In a book about young people, health, and inequality (Jensen et al. 2007), I managed chap-
ters two, four, five and six. The book examined social capital, primarily based on Bourdieu, 
but also looked at the widely different concepts of social capital defined by Putnam and 
Coleman (Jensen et al. 2007; Larsen and Morrow 2009). We studied a group of 16-year-
olds that was heterogenous by virtue of their parents’ mix of different economic and cul-
tural capital, gathering information through qualitative interviews and visiting them at their 
boarding schools. Health capital ultimately filled the gap when we were unable to explain 
or interpret using the conventional forms of individual or family related amount and com-
position of capital (economic, cultural, social). There were huge disparities between the 
young people in terms of the economic, cultural and social capital they could draw on via 
their families and networks, but they also shared something, which we described thus:  
 

the youngsters […] grew up in a Danish setting, which can be seen as having provided 
them with certain important resources. It could be said that in some countries and re-
gions a certain amount and certain types of capital have accumulated that to a point they 
are universally available. As described, we can say that these resources have been built 
up through what we call the state, for example in basic artefacts (material and physical 
products) such as road networks, water supply, sewerage system, hospitals and power 
supply, but also in institutionalized products like accumulated in health knowledge, e.g. 
among health professionals (evidence and professional knowledge) and institutional-
ized as state funding of medical treatment, prevention and care as well as in certificates 
& authorizations (Jensen et al. 2007, 120). 

 
These reflections, constituting the first contours of health capital, were based on research 
notes from 2005. The concept had some similarities with health resources and medical care 
accessible to future generations, as described by Becker (2007), although it was not until 
many years later that I read about concepts defined by Becker and others that resembled 
health capital. Furthermore, the point of departure for health capital was much broader 
compared with the benefits produced by the welfare state in the social, education and health 
domains. The welfare state grew out of a long historical process spanning a hundred years, 
with the development of institutions and professions in Denmark (Bonderup 2006; Sky-
dsgaard 2006; Vallgårda 2003; Vallgårda and Krasnik 1999) and other countries with the 
intention of reducing morbidity and optimising health (Porter 1995). 
 This first welfare state perspective of health capital was not oriented towards the body 
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or investment in the body in terms of health and wellbeing, but rather towards the structural 
factors that enabled the optimisation of health, wellbeing, and quality of life. Laws and 
regulations within the social, education and health spheres were built upon enormous in-
vestment that was invisible to many. Rights that felt natural were in fact earned or rather 
fought resources (capital) i.e., products of a long struggle between social groups. These 
‘natural health benefits’ were therefore cultural products. Today, with reference to Bour-
dieu and Wacquant’s theorisation of the dual nature of the state (Bourdieu and Champagne 
2014; Bourdieu, Wacquant, and Farage 1994; Wacquant 2009, 2014), I would conceptual-
ise the early formulation of health capital as a resource situated within the left hand of the 
state—that is, the ensemble of social, health, and educational institutions traditionally 
tasked with care, redistribution, and the production of social cohesion. This ‘left hand’ has, 
however, come under increasing pressure and marginalisation in recent decades, as neolib-
eral governance, austerity, and punitive regulation have strengthened the ‘right hand’ of the 
state: its repressive apparatus composed of police, military, and coercive bureaucracies. 
Health capital, in this light, becomes not only a form of embodied resource but also a re-
flection of the broader structural weakening of the social state and the ascendance of disci-
plinary forms of governance. 
 
Health capital in materiality, institutions and bodies (of health professionals)  
Since writing my PhD dissertation (Larsen 2000) I have been concerned with materiality, 
undertaking hospital ethnography, where I have seen not only how bodies relate to one 
another, but how they also relate to physical, built surroundings (Larsen 2005. My attention 
was drawn to the material dimension of health capital when I began to reflect on the tangi-
ble, concrete, physical conditions that influence health outcomes—ranging from access to 
healthy environments and quality housing to harmful exposures such as damp homes or 
pollution. These material factors not only contribute to health but can also significantly 
undermine it, highlighting that health capital is also deeply embedded in lived, physical 
realities. 
 Health sociologists clearly show that sewerage systems and clean water have had huge 
implications for public health (Porter 1995; Skydsgaard 2015). This definitely led to my 
awareness that hospitals, penicillin, scalpels and scanners also constituted a material con-
tribution that enhanced people’s health. Hospitals were an example of a human-made ma-
terial product or health technologies that brought together resources, i.e., a form of (health) 
capital, the key point being that health capital embraced a material dimension. It was em-
phasised in this next version of the health capital concept, that hospitals could be regarded 
as being part of shared health capital (Larsen 2009b). In other words, health capital is ef-
fective in a material, as it were, physical form, in the same way as schools, nurseries, edu-
cation institutions, special needs centres, social institutions, and smaller artefacts and health 
facilities. Hospitals such as Rigshospitalet in Copenhagen or Skejby Hospital in Aarhus were 
concrete and material structures of brick and glass and not just thoughts or linguistic con-
structions. These buildings, with their interior and medical technology design constituted 
universally accessible constructed value. They encompassed knowledge and know-how 
that had been invested in and developed, from minor technical procedures and routines to 
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work processes and innovations in health in a broad sense, i.e., regarding medical treatment 
and care, etc. (Larsen 2009b). 
 It is difficult for me to reconstruct how the material dimension came in as a supplement 
and contribution to the work with health capital. This was probably based on my reflections 
on the material side of health, for example during my travels in remote parts of Asia where 
sanitation, health technologies or hospitals were absent or rare. With hindsight I was able 
to arrive at other aspects of health capital by taking inspiration from Bourdieu’s concept of 
cultural capital. Proceeding from Bourdieu’s (Bourdieu 1986, 1990; Bourdieu and 
Wacquant 1992) sociology and cultural capital, you could say that health capital was em-
bedded as mentioned in materiality (in actual buildings, substances such as penicillin and 
vitamins, in technologies such as measuring devices, scanners and computers); institution-
ally in texts and theories (science/knowledge of anatomy, physiology, textbooks); and also 
bodily (in knowledge built up in the health professional’s body in the form of knowledge 
about hygiene, illnesses or, say, use of digital technology). 
 In this later, changed version, materiality was central, as was the embodied aspect. How-
ever, since the analysis was mainly directed at the hospital as one element of a benefit of 
welfare, the body aspect only comprised knowledge incorporated (embodied) in the health 
professional.  
 In summary, the study investigating young people and social inequality (Jensen et al. 
2007; Larsen 2005), health capital was about a shared resource such as a welfare state regime 
that can help to optimise health and minimise illness. In the subsequent version (Larsen 
2009b, 2010) the concept was enlarged to include hospitals, vitamins, health technologies, 
theories about health and disease, and knowledge embedded in the body of the health pro-
fessional. 
 
Patients must have health or body capital 
In the following analyses, capital was more closely related to the patient, user or clients, 
who used, or potentially wanted to use, the health service. This happened at the same time 
as sociological health research increasingly focused on the user and client as well as ine-
quality in health. In this connection, I was also concerned with the topic of inequality in 
general (Larsen 2008; Larsen 2009c) and with an empirical focus on Norway (Larsen and 
Hansen 2014). 
 The focus on the user and inequality also had great importance in analyses of the future 
health service (Larsen et al. 2014). These conditions were probably, more or less, the direct 
reasons for my increased attention to the patient as an active player in the field. Overtime, 
the position assigned to the patient in highly specialized hospital institutions has changed. 
In a study of how the healing institution (the hospital) had become ill (Larsen 2009b; 2010) 
I describe that patients were objectified through the health professionals’ use of standards, 
fast-track programs and manuals. At the same time, patients also increasingly became in-
dividualized subjects, with a larger proportion becoming knowledge seekers, for example 
through the democratization of knowledge (internet). Each country has several health in-
formation websites, for example in England: NHS Choices (nhs.uk), in Australia Healthdi-
rect Australia (healthdirect.gov.au) or in the United States WebMD (webmd.com). These 
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platforms provide new possibilities for those who have the resources to obtain accessible 
health information. 
 With the internet new types of resources were available for some individuals or patients. 
They, or some of them, occasionally acted as expert patients who entered dialogue with 
and challenged the health professionals and their knowledge and knowledge monopoly. 
The patient could be defined as both objects and subjects, but they remained objectified in 
the institutional fields (Larsen 2010. Looking back, I think it was through studying the 
historical development of health institutions, professions, and patients that I became inter-
ested in the patient’s role in relation to the concept of health capital. I remember engaging 
with ‘patientology’ – the study of patients’ experiences and how they manage illness – 
especially because I had to teach it. In sum, growing awareness of patients, including how 
gender and class differences shape their experiences, likely led me to apply the concept of 
health capital to them. 

  
Detour or support of health body capital 
In this context, I described that increasingly more demands were placed on patients during 
illness, hospitalization and transitions between sectors. The structural changes in the field 
necessitated that patients should be able to activate a ‘health body capital’ in order to opti-
mize their own process of becoming healthy (Larsen 2010). That concept was probably 
described with a focus on the body because I wanted to draw attention to the fact that it 
was linked to the individual body and this body’s habitual dispositions to master illness, 
suffering, pain, hospitalization and rehabilitation. But the detour of health body capital, 
which was in a way a detour on the road, became a catalyst for seeing the patient’s own 
bodily capacity (habitus, capital and strategy) in relation to managing the course of illness. 
 Health body capital supported and built on the previous concept of health capital, which 
referred to resources that in principle everyone could potentially draw on. In this version 
of health body capital (Larsen, 2010), the focus was on the unequal resources of the us-
ers/patients. The point was that if patients could not demonstrate the necessary capital in 
and through their bodies, it would be difficult for them to reap the fruits of the conquests 
of medicine and society in relation to health and illness3.  
 It was described that the healthcare field (medical practice, health care, hospitals) me-
diated through doctors and nurses expected patients to be subjects, i.e., self-active and self-
driven in relation to hospitalization, disease treatment, prevention and care (Larsen 2010, 
46-47). 
 In the (for me empirically new) context where I worked more with patients and hospital 
processes, health body capital was an important capital because it could be converted, trans-
formed and exchanged for goods on the market, i.e., the health field. The health body cap-
ital, which only concerned the embodied dimension, can in retrospect be said to have sim-
ilarities with Bourdieu-inspired concepts of cultural health capital (Shim 2010, Dubbin, 
Chang and Shim 2013), which concerned specific capital that was active in the American 
health system, with a focus on relationships between doctor and patient in general practice. 
Shim and colleagues were able to show how patients who were proactive, knowledge-seek-
ing and somewhat instrumental and biomedical in their way of relating to their own body 
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and health received relatively many services from their doctor compared to those who were 
more expectant, passive, etc. Cultural health capital (Shim 2010) was in the health system 
what cultural capital was in the education system. I have since collaborated and supervised 
with Janet Shim and Leslie Dubbin, who have further developed the concept of cultural 
health capital (Dubbin, Chang and Shim 2013). But in 2008-2010 my concept of health 
capital was completely virgin and, in any case, not in any way supported, shaped, inspired, 
guided, or disturbed by other concepts that could have conceptual-empirical similarities. 
 I was aware of concepts such as health literacy and health competence, etc., but with 
health capital I wanted to investigate something different. Health capital has been thought 
of throughout as an analytical counter-concept in relation to the two concepts. At that time 
– around 2010 – I had not given lectures internationally on health capital and even less 
done any literature review as a prerequisite for the concept of health capital. My attention 
was much more directed towards Bourdieu’s concepts of field, capital and habitus, linked 
to the various empirical areas of study such as youth, inequality, materiality, etc. Further-
more, in collaboration with my colleagues, I had received responses from students, col-
leagues, and other researchers on the different versions of the concept of health capital and 
its scientific value, for example in relation to body capital, physical capital, cultural capital, 
or symbolic capital. 
 The concept of health body capital probably emerged and became meaningful to me due 
to two factors. First my growing interest in inequality in health and second a simultaneous 
ideological change. It was increasingly a requirement that patients should be physically 
active, non-smokers, eat healthily and otherwise be proactive with their bodies to get max-
imum benefit from the services that health institutions could provide. Time dictated that 
you were not just the architect of your own luck. You were also the architect of your own 
health. This focus on inequality was likely also influenced by my strong interest at the time 
in the broader transformation of the Nordic welfare states, its institutions, and professions, 
driven by neoliberal reforms and the emergence of New Public Management (NPM). These 
changes included the outsourcing of services to private health actors, occurring alongside 
my engagement with Bourdieu’s work (Bourdieu, Wacquant and Farage, 1994) and 
Wacquant’s (2009) analyses of state transformation. In this context, I also explored Bour-
dieu’s politically and sociologically motivated critique of neoliberalism, particularly his 
indignation at its effects on society (Bourdieu, 1998b). 
 
Patients should cultivate and tone their physical body  
Health capital and health body capital was generally perceived as being capital that counted 
as a resource in relation to the healthcare field. Individuals were ‘encouraged’ or motivated 
to invest in their own body and health status, for example by being aware of correct dietary 
habits and accompanying studies and course activities for following authorised diets and 
nutritional advice.  
 Individuals were also supposed to look after their bodies by engaging in physical activ-
ity, i.e. spending time in gyms and joining in activities such as spinning, body toning, fit-
ness classes, running or possibly even extreme sport. This version (Larsen 2010) involved 
a wholly conventional medical approach supplied with technologies to measure the body 
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using biomedical indicators such as pulse rate, blood pressure, body mass index and serum 
cholesterol to gauge quality of life. Activities associated with health capital also included 
shopping and use of the correct equipment: running shoes, sweat bands and creams. The 
last-mention items possibly harked back to health capital as capital based on positions in 
the social space or other fields.  
 However, at that time there was still only the notion of a resource that could be thought 
of as having value in a specific health field, i.e., capital that could be converted to benefits 
directly in this field, such as better treatment and care or the offer of more medical exami-
nations, support and help. This concept shared many similarities with Cultural health Cap-
ital (Shim 2010) It was not until later that the concept of health capital was described as 
and developed into capital that was also more globally convertible. 
 
Health capital as a general theory 
The concept has since been used as a tool in a general analysis of how the state as a meta-
field and a number of fields and institutions are changing. In Larsen (2021d), I have referred 
to this as our being ‘liberated by or from the state’ in a double movement. The structure of 
bodily labour has been changed by a number of transformations, not least of which is the 
state, e.g., the dominance of the right-hand state (Bourdieu and Champagne, 2014, Bour-
dieu, Wacquant and Farage 1994; Wacquant 2009) and the emergence of a neoliberal mar-
ket. The body has been liberated from the protection and security of the state, but at the 
same time also freed to take care of itself. This liberation does not necessarily indicate that 
the state has made a strong withdrawal, where it was previously active and supportive.  
 We are dealing here with new forms of governance, in which the state retreats and del-
egates responsibility to the market. The individual is, so to speak, further ‘liberated’ and 
left to navigate life autonomously. Yet crucially, this autonomy is accompanied by inten-
sified regulation—an obligation to optimise one’s own health and bodily well-being 
(Larsen 2021d, 102). The state reappears not as an external authority, but as an internalised 
compass or GPS, directing individuals towards the ‘right’ way of living while simultane-
ously producing feelings of guilt and shame. The notion of this ‘inner compass’ is clearly 
informed by Foucauldian thought and, more specifically, by my encounters with the work 
of Nikolas Rose. I first met Rose when I organised a lecture with him at the Danish Uni-
versity of Education in 2006 through the association HEXIS, of which I was – and still am 
– chair. His presentation, titled Changing Ideas of Normality and Abnormality, left a strong 
impression. Even in concepts that are fundamentally shaped by a Bourdieusian framework, 
we find traces – or indeed direct inspiration – from other theoretical traditions. In this case, 
the influence of both Foucault and Rose is unmistakable. 
 Thus, changed conditions of opportunity have been constituted for and increased pres-
sure on the individual in relation to optimizing oneself in a societal context. The societal 
change (Larsen 2021b) underlies the emergence of the fitness, yoga and marathon move-
ments (Larsen, Cutchin and Harsløf 2013). My colleagues and I have since used the concept 
in relation to rehabilitation processes (Guldager et al. 2018; Harsløf, Poulsen and Larsen 
2019). That is, a capital that was still directed towards and had market value linked to the 
health field. 
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 In summary, the important idea in the next phase of health capital was the development 
of the concept into a more general theory or assumption that some forms of work with the 
body could have market value in positions in social space and other fields. My assumption 
was that, for example, bodybuilding, fitness and yoga could have a certain capital value in 
very disparate fields.  In an interview study that we conducted, a fitness centre manager 
recounted, by way of example, that he had once employed a woman at the reception desk. 
He had given her a warning, but when she failed to lose weight, he felt compelled to dismiss 
her: “We can’t have her representing our centre to the outside world.” (Larsen and Harsløf 
2019). The earlier version of health capital accounted for ‘what works’ in the sense ‘is 
valued and seen as capital’ among patients in the healthcare field (in a health field). Now 
health capital – i.e., the bodily dimension – was expanded to a general theory about differ-
ent types of investment in the body and the different receptions in positions in the social 
space or social fields. We have studied this among Danish health professionals (Larsen and 
Harsløf 2019; Larsen, Hindhede and Henriksen 2020; Larsen et al. 2022). 
 
Social differentiation and five forms of investment 
Further refinement of the concept involved social differentiation (class, sex, geography). 
Social groups invest differently in the body (habitus) and marketing of these endeavours is 
different (positions and positionings in social spaces or fields). Furthermore, it became rel-
evant for investment to be differentiated and divided into five types. Previously, in collab-
oration with a colleague (Larsen and Hansen 2014), I described how it was possible to 
differentiate between investment in, for example the external and internal body and in the 
visible and the invisible. These ideas helped me try to approach the body and work on the 
body in new ways. In recent years I have taken part in marathons and cross-country skiing 
events (90-km Vasa race) and have considered them objectively for the most part afterwards 
and wondered why I spent so much energy and time on something that causes pain for sev-
eral days.  One could also similarly approach phenomena such as plastic surgery or strict 
diets. In doing so, I have tried to see the other person’s point of view (Bourdieu 1986, 
1999). As a young man, I was often critical – and somewhat amused – by the idea of jogging 
and running – especially without a football! However, my own later experiences with 
mountain biking, road cycling, and marathon running – activities that I earlier found absurd 
– may have helped me develop a greater ability to ‘put myself in another person’s place’ 
and act as a midwife for stories from individuals differently positioned in the social space. 
In the Understanding chapter of Distinction, Bourdieu (1986) compares the sociologist to 
a midwife, illustrating how sociologists do not impose their own ideas, but instead help 
individuals articulate their own social conditions, experiences, and struggles by bringing to 
light what is already there. Just as a midwife assists in childbirth, I believe these personal 
experiences have made me a better sociologist, enabling me to help uncover knowledge 
that already exists within individuals and groups, making their social realities, struggles, 
and perspectives more visible. 
 It is not quite clear how precisely the five forms of investment were developed. I re-
member ideas about how to make interventions in, on and via the body. The idea was fairly 
simple: you can put something into it (food), inject something into it (medicine), cut it 
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(surgery), and activate it physically (physical exercise) or mentally (yoga). The five types 
of investment were constructed as follows: the surgical body (operation/piercing), the 
chemical body (medication/micro dosing), the nutrition body (diets), the physical body (phys-
ical training) and the mental body (e.g., literature or yoga). The five types of investment 
are rough categories which, like the rest of this construction endeavour, are a complex in-
teraction between seeking and explorative (inductive) and abstract and broad-based (de-
ductive) processes – in deductive reasoning (Timmermans and Tavory 2012). 
 
Travels abroad and differentiated perceptions of the body’s value  
The Bourdieusian conceptual world has played a central role throughout the 20 years under 
study, acting as a doctrine, a set of inherent premises that were indisputable. It is possible 
that the concepts of investment, market (field), economy, value, conversion and costs be-
came particularly apparent in 2008–2009, i.e., at the same time as the global financial crisis, 
when similar concepts were circulating in the media. I am not sure, but it may have indi-
rectly provided inspiration for further integrating the concepts into health capital. It became 
particularly clear to me from my travels abroad, that bodies are cultivated extremely dif-
ferently to conform to with exceedingly disparate markets. It has not been alien or strange 
to me to approach endeavours to develop extremely large breasts or muscles with the same 
objectivity – in sociological terms – with which I approached my own equally absurd ef-
forts to run a marathon.  
 
Dominant and dominated health capital  
Another nuance exists in the fact that some health capital can be said to be dominant while 
other health capital can be described as dominated health capital. It has always been the 
case, albeit not explicitly, that social groups cultivate the body differently and that there 
are different and also contradictory perceptions of what a beautiful, proper, normal or 
healthy body looks like. In my own life, I have experienced myself having contradictory 
views about body cultivation, going from a period in my youth when we made fun of the 
fitness craze to my own participation in marathon races (Larsen 2021d). But the actual di-
vision into dominant and dominated health capital is inspired by a text about what counts in 
a school context (dominant cultural capital) and what counts in a ghetto context (dominated 
cultural capital). Thus, it made sense to construct health capital not just as something quanti-
tative (accumulating to varying degrees), but also as making distinctions (dominant versus 
dominated). 
 When it comes to the mental body as part of health capital, it is fair to say investment 
takes a long time and requires stamina, although it can also be assumed that the capital, 
which could be likened to bonds, is long-lasting and has relatively general applicability 
with many positions in diverse fields and in the social space. This is not empirically illu-
minated but is inspired by Bourdieu’s work looking at how school and education capital 
has a certain general applicability and that it takes a long time to develop. One example is 
that it requires generations to learn the correct cultural code for ways of walking, standing, 
speaking and eating (Bourdieu 1986; Bourdieu and Passeron 1977). On the other hand, 
investment in the medical body could be said to be a direct, immediate investment, the 



84 

Larsen : Beyond the Desk  

 
 

effects of which are also reaped quickly, as seen, for example, when in some cultural field’s 
diverse medicines, drugs and chemicals are taken to be at one’s peak and others are taken 
to relax (Larsen, Hindhede and Henriksen 2020). When considering the approach to the 
body, a distinction could be made between long-term investments, like with bonds, and 
more short-term, risky investments, like with shares, although the latter would include the 
possibility of a fast yield from the investment (Larsen 2021d). 
 
Forms of investment, market value and fields undergoing change 
During my reflections on investment and marked of endeavours regarding the body, I have 
personally experienced for over 50 years how no stigma used to be attached to having a 
large body in Denmark in the 1960s (Larsen 2021c). Once associated with power and grav-
itas—particularly in the case of the male body—the large, smoking, stoic physique for-
merly idealised by the upper classes has largely lost its symbolic capital in the 2020s. Cer-
tain body types – physiognomies4 – are persistently devalued across many positions in so-
cial fields and the social space. Overweight, smoking, and phlegmatic bodies are now fre-
quently perceived as low-status and are disadvantaged in labour, marriage, housing, and 
health insurance markets; in some instances, individuals may even be excluded from em-
ployment due to a high body mass index. Processes of social inclusion and exclusion based 
on bodily form are also mediated through state institutions, with the Danish Health Author-
ity and health professionals playing a notable role in these dynamics (Larsen 2021d; Larsen 
& Brinkkjær 2009). Among Danish health professionals, particular emphasis is placed on 
the cultivation of the physical – and especially the nutritional – body (Larsen, Hindhede & 
Henriksen 2020). Instances of weight-based job dismissal have been documented, and 
Høyer (2019, 42) notes that some American insurance companies now require clients to 
wear fitness trackers and share personal health data in order to access coverage. 
 However, the social positions in the respective social spaces or fields change. Some-
thing that is valued for one position can change rather fast in the case of some forms of 
investment. For example, we are seeing that some types of body tattoos, use of piercing, 
but also plastic surgery to optimise the body’s appearance and aesthetic are becoming more 
widespread in a relatively short period of time and finding new markets. When studying 
body sociology and health sociology, one must be aware of both the analytical tools, e.g. 
the concept of health capital - but also the object moves! In the 20-year period I am referring 
to, significant changes have occurred in who gets tattoos, as well as in the new distinctions 
that emerge—for instance, in their placement on the body and the identity of the tattoo 
artist. 
 
Process of construction  
Over two decades, the concept of health capital has evolved from analysing welfare state 
resources to encompassing bodily investments as a form of social distinction. Our research 
has examined health capital among European workers, healthcare professionals, and pa-
tients, showing how practices like diet and exercise vary by class and are shaped by post-
industrial occupational structures. A recent mixed-methods study of Danish hospital pa-
tients prompted further theoretical and methodological refinements, including new 
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categories such as ‘mental body investment.’ Across contexts, health capital highlights 
emerging inequalities and competing body ideals, underscoring its relevance as both a con-
ceptual and empirical tool. 
 
Inter-related factors in the construction process  
Thus, the concept has evolved over time. While it is not entirely possible to map out the 
full development of research as a craft, I will attempt to summarise some of the key factors 
and components that have actively shaped the construction process. The case of health cap-
ital serves merely as an example – a case that can be reflected upon and potentially applied 
to other types of studies. I believe that preconscious, hidden, or overlooked factors and 
components are particularly important to consider in sociological research. 
 
Empirical data. The description above shows that research questions and empirical fields 
in particular have played a central role in how health capital has been constructed. To start 
with, Bourdieu’s central concepts of capital came into play in the exploration of health 
inequity among young people (Jensen et al. 2007); however, we were not able to analyse 
some of the empirical material using the concepts of economic, cultural and social capital. 
Health capital became a potential answer to the question of what shared resources young 
people could draw on, and today, I would call this concept the institutionalisation of health 
capital. The concept was gradually refined and narrowed down in later analyses, mainly 
because the empirical fields relating to health inequity, young people and the elderly, the 
healthy and the sick, and materiality constituted different objects of study. 
 It is evident that the empirical dimension – its impact and focus area – holds a special 
position in the dialogue between theory and empirical research. Ideally, there should be a 
degree of alignment between theory and empirical reality. However, even if the empirical 
field is constantly shifting – a moving target, as seen in the changing patterns of tattoo 
placement on the body, the most crucial calibration between theory and empirical research 
occurs precisely when empirical conditions change. For instance, when interviewing young 
and adult individuals, it may be relevant to conceptualise body investments in terms of 
‘optimising’ appearance, functionality, and societal recognition (health capital). However, 
demographic factors may shape the empirical data collected. For example, it may be argued 
that older individuals typically do not seek to optimise their bodies. Instead, they may aim 
to ‘maximise maintenance’ or ‘minimise physical decline’. Such ‘empirical’ factors – here  
exemplified by age – significantly influence research design. Similarly, other empirical 
factors – such as whether a body is ‘sick’ or ‘healthy’ or socially privileged or disadvan-
taged – play a crucial role. Empirical reality can challenge or even reject a theoretical con-
cept if that concept fails to adapt, meaning if it is not sufficiently sensitive to empirical 
data. 
 
Studies of the literature. I have read and re-read parts of Bourdieu et al.’s (1986) studies 
dealing with class, body, sex, identity and distinction with the intention of identifying pos-
sible classed and gendered differences in a French context dating back 50 years that could be 
related to the contemporary Danish situation. It was also relevant to explore how these factors 
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had been examined using a similar approach in Danish (Prieur and Rosenlund 2010) and Nor-
dic studies (Hjellbrekke et al. 2007; Hultqvist and Palme 2009). None of these studies has 
an equivalent conceptual approach but they provided inspiration for guides and question-
naires. Järvinen, Ellersgaard and Larsen (2014), gave huge inspiration providing their ques-
tionnaire from a Danish study on alcohol consumption in a major Danish company. These 
questions inspired our work with the questionnaire used in a study of health capital among 
Danish health professionals. In general, studies of literature have played a key role in the-
oretical and empirical endeavours in health capital.  
 
Methodology. Methodological techniques such as statistical analyses of Norwegian prefer-
ences regarding nutrition (Larsen and Hansen 2014) have greatly increased awareness of 
classed and gendered differences in taste preferences. This has also led to the nutrition body 
becoming one of the five bodies under health capital. Use of multiple correspondence anal-
ysis (MCA) as an illustrative way of presenting all the information obtained via the health 
questionnaire study provided important insight into distinctions between ‘culture’ and ‘na-
ture’, between the ‘instrumental’ body and the ‘natural’ body (Larsen et al. 2022), which 
corresponded to class and age. Furthermore, the technique of multiple correspondence anal-
ysis (MCA) helped to uncover how the mental body category was ambiguous and vague 
regarding cultural capital. The advantage of correspondence analysis was to link and relate 
various data sources such as information about income, education, post codes, practices, 
preferences and aversions among the informants in the study. MCA is descriptive and ex-
plorative and the new studies about different patient groups are interesting as we can inter-
relate and show distinct patterns of investment in health capital revealing opposed patient 
groups involving, for example, active vs passive investment related to young vs older, 
highly vs low educated etc. (Larsen, Røpke and Hindhede 2025). 
 In summary, methods are a crucial dimension of sociological research. In the previous 
section, I introduced MCA as a method and technology, but inspired by the concepts of 
‘mixed methods’ and ‘triangulation of methods’, I wish to emphasise the importance of 
methodological approaches in the process of knowledge construction. 
 Different methods allow us to perceive varying angles and perspectives. We can observe 
practices (ethnographic observation), listen to informants (interviews), question partici-
pants (surveys), analyse documents (ranging from personal diaries to legal records), or re-
construct other forms of evidence, such as human remains or cultural legacies, within both 
contemporary and historical contexts. The choice of method establishes a central frame-
work for what can be constructed as knowledge within a given research area. 
 
The researcher researched. From a purely methodological point of view, the researcher/ob-
ject relationship as a basis for the construction endeavour has been extremely interesting. 
As a researcher, I - me - am the most important research tool. A tool, i.e., a habitus with a 
perception matrix that, as object and subject, is included in a wide range of social fields 
beyond the academic field that constitutes the specific work. My interest and attention to 
social conditions and transformations of the state, institutions, professions, and identities 
motivates a universal and omnipresent attention to bodies, health, capital, etc. I cannot, so 
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to speak, abandon or fail to be aware of bodies and the diverse ways in which they are 
handled. My curiosity has also led me to seek out knowledge about bodies professionally, 
but also in everyday life. Like asking family, friends, acquaintances, and strangers about 
their body conditions, e.g., about physical training and diet/nutrition but also about piercing 
and tattooing, etc. 
 I have also mentioned how I have used myself more explicitly as a method (Larsen 
2021b) by reflecting on the (sociological) absurdity of taking part in a marathon or a 90 km 
cross-country skiing race. I was able to use this critical insight to understand how other 
social groups do similarly extreme things to their bodies, such as other types of extreme 
sports, plastic surgery, piercings and tattoos. 
 Studying body practices forces the researcher to be open to different and opposite body 
practices. Bourdieu (1999) makes the point that researchers occupy a position and must be 
able to adopt the informant’s point of view (position) to be able to understand that person’s 
view (positioning). I have a feeling that I from my early upbringing ‘learned’ to understand 
that we do not choose our parents and early upbringing. This has been helpful when trying 
to understand heterodox body practices. For example, interviewing someone for more than 
two hours about their motivation and incentives for covering virtually their entire body 
with tattoos was interesting. I read about the growth in popularity of tattoos and observed 
how designs and tattoo placements have developed, which means I was well-informed for 
the interview (Bourdieu and Wacquant 1992). It became clear during the interview, how-
ever, that tattoos and body decorations can very much lead to exclusion, for example from 
employment in some sections of the health service but were a plus point in other social 
positions, such as in some sections of the dating and relationships market. 
 I grew up in a lower-middle-class family, and my parents’ upbringing in the countryside 
under relatively poor conditions, alongside many siblings, has provided me with profound 
insights. I experience a form of double habitus or dual socialisation—one that allows me 
to understand, from within, the experiences of relatively low-privileged individuals, such 
as those in my family and social circles. At the same time, I also participate in, navigate, 
and connect with relatively privileged positions within the academic field and the broader 
social space in my capacity as a professor. This dual socialisation likely underpins my 
heightened sensitivity, sense of unresolved tension, and critical perspective on inequality, 
social injustice, and related issues. My own class trajectory—that is, the dispositions (hab-
itus) shaped through movements across social fields and social space—has been highly 
influential in shaping my research interests, my theoretical choices, and my overall socio-
logical approach. 
 
Academic exchange and conferences. International academic conferences have been an im-
portant source of input leading to a more nuanced approach to health capital that encom-
passes factors such as changes over the years in the way the body is cultivated and, not 
least, variations between and within individual countries, social classes, the sexes, and var-
ious age groups. For example, I met researchers at a conference who discussed the fact that 
despite the pain and hazards of undergoing surgery, the correction of the body was none-
theless felt to be essential for social recognition (Rahbari et al. 2018).  
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 Another example of direct academic inspiration was a meeting with Karen Willis, who 
introduced us in lectures at a health sociology conference in York, England to, e.g. health-
choice capital. Through my contact with Willis, I also came into contact with Fran Collyer 
(Collyer ed. 2015, Collyer 2018) and Sasha Scambler (Scambler and Newton 2011) and 
learned about concepts they developed with similarities to health capital. My understanding 
of health capital was enhanced through areas of overlap with their concept of health-rele-
vant cultural capital (Abel 2008), healthcare capital (Collyer et al. 2015), cultural health 
capital (Shim 2010), healthcare navigation (capital) (Willis et al. 2016) and personal capital 
related to illness (Scambler and Newton 2011). The overlap was in the inspiration from 
Bourdieu, with habitus, capital and field playing an active role in the field of health, but the 
difference lay in the fact that the latest version of health capital (Larsen et al. 2022) related 
to a more general phenomenon concerning differentiated investment in the body and its 
reception in the case of different positions in the social space and fields. I was more con-
cerned with the tension between capital and field than by the respective types of capital. 
The other concepts strictly related to the field of health and types of capital as well as 
strategies in this context. Studies of the literature also served to make the distinction from 
concepts such as health literacy and self-efficacy clearer (Bandura & Wessels, 1997), and 
this is described in Larsen (2021d). My concept of health capital was not only honed and 
narrowed down through confrontation with others’ concepts of capital relating to the field 
of health, for example in the sense that I discovered and described what positively charac-
terised it, but it was also sharpened through the differences and divergences within the 
concept in relation to cultural health capital (Shim 2010).  
 I have often had, say, students providing insight on how they tone, measure and monitor 
their bodies using various apps. They are far more up to date than I am, and I have learned 
a great deal from them about cosmetic surgery, tattoos, fitness, micro dosing and apps. This 
input also pushed me to review my work and further elaborate the aspects of health capital 
that concern technology and monitoring. The phenomenon of investing in the physical 
body, say through running, cycling and fitness, should, to understand it properly, be cou-
pled with knowledge about self-tracking. In this context, it became relevant to involve 
Lupton’s (2016) work when considering health capital.  
 Talking with colleagues, students, and researchers has taught me, I guess, more than 
any textbooks or articles. Conferences opened my eyes to new takes on health and the body, 
while students kept surprising me with what’s happening on the ground – apps, tattoos, 
microdosing. Their insights made me rethink parts of my own work. It’s in those everyday 
exchanges that the concept of health capital really came to life. 
 
Media and conversations. Media and everyday conversations have played a crucial role in 
shaping my reflections on health capital. The ongoing public debate around the body, iden-
tity, and normality – especially in relation to trends like microdosing, self-monitoring, and 
body activism – has helped refine the conceptual contours of health capital. Platforms such 
as naafa.org and fedfront.dk, along with broader body-positive movements, exemplify how 
normative ideals are both reinforced and challenged. These engagements have led me to 
explore how bodily normativity is negotiated, resisted, or redefined across different social 
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positions. 
 Browsing the internet reveals a vast ecosystem of resources – ranging from therapeutic 
support to educational content – targeted at individuals struggling with physical wellbeing, 
stress, or a sense of imbalance. At the same time, other forms of activism engage with 
bodily cultivation, self-tracking technologies, or even smokers’ rights (e.g. dary.dk), fur-
ther underscoring the diversity of body-related discourses. 
 My learning process has also been enriched by informal conversations with friends, stu-
dents, and acquaintances. Their personal experiences with fitness apps, body modification, 
or wellness routines often introduce perspectives that challenge or expand my academic 
lens. These moments of spontaneous exchange – whether about television programmes, 
hashtags, or lifestyle practices – have offered concrete, grounded insights into how people 
navigate and invest in their bodies. 
 In addition, being interviewed by journalists – across national television, radio, and print 
media – has offered another layer of reflexivity. Media professionals often bring to the table 
emergent cultural questions: Why are LED masks gaining popularity? Why do young men 
shave their legs? What drives the middle class towards cosmetic procedures? These inquir-
ies compel me to engage empirically and theoretically with phenomena that might not have 
originally been on my research agenda. In this way, media discourse becomes a form of 
epistemic dialogue – an unexpected interlocutor that helps shape sociological inquiry. Ra-
ther than simply transmitting knowledge, I find myself also receiving and reworking it in 
light of public discourse. 
 
Peer review. Written responses from peer-review processes where colleagues have read 
and responded to articles or chapters. Previous versions of health capital have been in re-
view processes in journals, which have provided important contributions with regard to 
Foucault-inspired studies of biopolitics or governmentality in connection with, say, physi-
cal training and diets (Elliott, 2016). Similarly, Rose’s (2009) analyses of the medical field 
such as networks and concepts of the pre-patient and the individual as their own health 
economist. These latter concepts have been interesting in terms of what possibly also spurs 
people on to train for a triathlon despite pain, soreness and injury. Literature suggestions 
from peer reviewers have especially drawn my attention to others’ use of Bourdieu (1977) 
and his practice theory, e.g., in connection with physical training, transport and ethnicity 
(Nettleton and Green 2014) or in relation to the field of health and the body (Shilling,  2016, 
1991), in connection with physical capital. Choice and circumstances are a topic in research 
on lifestyle, and I have been inspired by what I have read about lifestyle versus choice and 
circumstances (Cockerham 2005). 
 Peer reviews have made me aware of others’ concepts of health capital, e.g., within 
health economics (Grossman 1972), as a component of human capital (Becker 2007) and 
as a resource that concerns healthcare (Mushkin 1962). In particular, Skeggs (2011) has 
challenged my use of Bourdieu regarding the question of whether and how much people 
are oriented towards social mobility or self-interest. Analysis of changes such as neoliberal 
reforms of the transnational field indicates that sociality and values today are formed in 
ways other than what she calls the bourgeoisie model (Skeggs 2011, 509). Not all social 
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groups are in a position to be future- and self-oriented. Some working-class values, for 
example can sometimes be directed at the present and others rather than themselves. 
 
Summary and discussion of construction work  
As I mentioned in the beginning, educational books about theory and empirical data em-
phasise review of literature, choice of theory, reflections about the empirical data, opera-
tionalisation of concepts or items must be developed. There is a strong correspondence and 
close alignment between the way in which the IMRAD structure (Introduction, Methods, 
Results, and Discussion) organises the structure of academic articles and the way the soci-
ological research process is conventionally outlined. Step by step. Everything in order. A 
logical progression, that is also privileging the ‘scientific’ model of research. 
 However, drawing on insights from historical epistemology and Bourdieu’s sociology 
– and, not least, the reflections found in The Craft of Sociology – this linear, controlled, 
and ostensibly simplified model is fundamentally challenged. Research is neither neat nor 
straightforward; it is inherently messy and presents challenges both externally, in terms of 
questioning dominant social conventions, and internally, as a reflexive and epistemic strug-
gle. Sociological inquiry is complex and demands ongoing critical reflection rather than 
mere procedural execution. It necessitates moments of rupture – pausing, rethinking, and 
working across different conceptual and empirical dimensions – while perhaps still ‘fol-
lowing a manual’. 
 Bourdieu had trouble with queries about definitions of his concepts, which led to a 
schoolmaster- and manual-like description and use of terms such as capital, habitus and 
field. He criticised his book The Craft of Sociology, the first edition of which was in French 
and appeared in 1968. Twenty years after the book was first published, he talked about this 
in an interview with Beate Kreis, in which he criticised his work for being programmatic 
and containing requirements rather than practical examples (Bourdieu, Chamboredon and 
Passeron 1991, 255). His point was that you can read books about epistemological break, 
object construction and applied rationalism, but that the craft should be learned mostly 
through practice and good examples. Similarly, another point was that the sociological con-
cepts – health capital in my case – should be sufficiently improved to capture structural 
patterns but at the same time should be open and flexible so that they can be used for diverse 
types of empirical material and various research questions. In this reconstruction of health 
capital, I have the same experience of the need to be ‘armed’ in the sense theoretical aware 
in relation to the empirical data and concepts have to be open and flexible, just like the 
reflexive process of the researcher. 

 
Conclusion – the amalgam of inspirations 
The reconstruction of health capital over the past two decades is not merely a story of 
gradual refinement. It is a story of how concepts are nourished by a rich amalgam of inspi-
rations – some clearly visible, others opaque and only partially reconstructable. At its core, 
health capital was rooted in Bourdieu’s conceptual framework, especially his theorisation 
of capital, habitus, and field. Yet this was only the starting point. The journey of this con-
cept has been defined by its openness to unexpected influences: empirical surprises, 
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theoretical tensions, and situated experiences. 
 Empirical engagements played a central role in shaping the evolution of the concept, 
prompting reconsiderations, reinterpretations, and, at times, significant redirections. These 
were not simply applications of a pre-formed idea, but occasions where the empirical ma-
terially reshaped the concept itself. Equally important were methodological decisions and 
constraints, which often acted as productive limitations, guiding the framing and scope of 
inquiry. 
 But beyond these formal elements, other inspirations were decisive. Conversations with 
colleagues, feedback from reviewers, teaching encounters, bodily experiences, and larger 
societal shifts (such as the financial crisis of 2007–2008) all fed into the intellectual pro-
cess. These diverse influences often operated beneath the threshold of explicit academic 
articulation, yet they shaped what questions were asked, which patterns were noticed, and 
how theoretical tools were deployed. 
 This mix of explicit and tacit knowledge – of visible and invisible labour – is what I 
mean by the amalgam. The concept of health capital, far from being monolithic, has proven 
bendable and responsive, able to absorb diverse insights while still retaining a coherent 
structure. It has evolved not through linear accumulation, but through iterative ruptures and 
reintegrations – a movement reminiscent of Timmermans and Tavory’s abductive model, 
where theoretical and empirical registers are held in constant tension. 
 If this retrospective offers anything, it is not a final definition but a reflection on the 
very process of conceptual construction. As Bachelard reminds us, concepts are always 
provisional hypotheses, temporarily stabilised for analytical use. And as Bourdieu insists, 
scientific knowledge production is also self-production; the sociologist is both subject and 
object of the inquiry. 
 In tracing the genealogy of health capital, I hope to foreground this dual movement – of 
theoretical rooting and inductive transformation – and, above all, to emphasise the varied 
inspirations that make conceptual labour not only possible, but meaningful. 
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Notes 
 
1  I have presented basic ideas in the historical epistemology and related to sociology and 

pedagogy (Larsen 2008) and in relation to my Ph.D. (Hansen & Larsen. 2015). 
2  ‘Spontaneous sociology’ refers to the unreflected, everyday ways people – including 

sociologists – make sense of society using common sense, ideology, or personal expe-
rience rather than scientific reasoning (Bourdieu 1990). 

3  15 years later, we study a heterogeneous sample of patients’ health capital with Multiple 
Correspondence Analysis (MCA) on 503 patients and 38 individual interviews (Larsen, 
Røpke & Hindhede. 2025). 

4  I attempt to objectify and analyse bodily forms through the concept of physiognomy, 
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understood here not in its traditional essentialist sense, but rather as a sociologically 
informed reading of how bodies are perceived, interpreted, and valued within specific 
cultural and institutional contexts. 
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