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The original title of this paper was to be "Unhealthy Societies," rather than “An Unhealthy
Society” - a slight shift in emphasis occurred as the title traveled from me to Derek to Ted - but, if
you're assuming that the unhealthy society in question is our own, I won't argue. The goal of this
paper is to talk about a different perspective on public health problems, and I'm going to be
talking about our society, as well as a number of others. I also plan to talk about the part of our
society that we live in.
Why do I say that? The standard way of talking about public health problems is to talk
about other people. Take the concept of "risk groups." While this way of describing things serves
to identify some things that put some people at more risk than others for particular diseases, the
underlying effect of "risk' group" talk is to identify some people, I should say some Other people,
as unhealthy, either through their own behavior or from innate weakness. "Risk group" talk then
lets the rest of us, who are categorized as the "general public," off the hook. We're off the hook,
both in terms of disease risk, and in terms of having any responsibility for anybody else's disease
risk.
Ever notice how selectively this is applied? The original risk groups for AIDS were
Homosexuals, Hemophiliacs, and Haitians -all identifiers that are identifiable, and can be
disowned if you don't fit any of those categories. Risk factors for heart disease are equally well
known, but we don't usually hear overweight stressed white men defined as a "risk group." When
health risk gets that close to home we talk about "risk factors," something that an individual can,
and is expected to, take charge of- but not something attached as a label defining his identity once
and for all.
But that's a digression. The title is taken from a book, Unhealthy Societies, subtitled "The
Afflictions of Inequality." The author is Professor Richard Wilkinson of the University of Sussex,
England. Wilkinson has shifted the conversation about the disparities in health that exist between
socioeconomic groups within some countries. He realized that looking exclusively at risk groups
or risk factors doesn't account for all the facts, and rather than continuing to look for other
individual determinants of health, he recommends that we start looking at the organization of
society as a whole. It is his contention -a conclusion that has convinced many researchers - that
inequitable distribution of income and of social resources is a major determinant of poor health in
the industrialized world.
He also raises a question that I believe is important to think about. Should health - in the
narrower medical sense, meaning the absence of disease -or even more narrowly, the ability to
stay alive in a reasonably comfortable physical state -be part of our criteria for a successful
society? Should the opportunity for health be a right? If not, why not?

1

I

Rich vs. Poor countries

Let's look briefly at the comparison, in terms of health, between rich countries and poor
countries. I'm going to define health even more narrowly, in terms of life expectancy. While this
doesn't begin to capture anything about quality of life, or general health, it's a clear criterion. Dead
and alive are straightforward categories, with the exception of some people who are in transition
between one and the other, and births and deaths are something the most countries keep track of.
In recent months we've heard in the media that the life expectancy in Afghanistan is in the
40s (43.5 in 1992), in contrast to the numbers in the 70s that have been reached by all of what we
refer to as the "developed world," and much of the "developing world." Afghanistan has the
second worst life expectancy in the world; Sierra Leone is even worse; in the 1992 UN health
report, it was only 39. Japan, by contrast, had a life expectancy of 79.5 years, the highest in the
world. Life expectancy, a commonly used measure of national health, is an abstraction that
predicts how long an infant born in, for these figures, 1992, can expect to live based on the
mortality rates -how many people die at what ages -of that country at that time. (As of the early
90s, the average life expectancy for the industrialized countries was 76.1 years; for the least
developed countries was 50.9 years. The US life expectancy at that time was 76.0.)

Figure 1.
If we graph life expectancy against Gross National Product per capita, you can see that up
to a certain level -for the year 1990, the sum was the equivalent of about $5000 U .S. dollars -life
expectancy increases as income increases. Health and income mutually interact with each other;
poverty impairs health, and ill health impairs economic productivity .The New York Times picked
up this issue in an editorial on 1/3/02 titled "Health Aid for Poor Countries," pointing out that,
according to a recent World Health Organization study, disease robs sub-Saharan Africa of up to
50 per cent of its productivity .The investment needed to address the health care needs of these
countries is estimated at one-tenth of one percent of the economies of the industrialized countries.
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Above that $5000 level we see a different pattern. Income no longer has much impact on
life expectancy; the curve flattens out. A couple of things have changed as the curve turns the
corner .
This flattening of the curve is often referred to as the "epidemiological transition." What
this means, in disease terms, is that the infectious diseases that kill people in childhood and young
adulthood are no longer the predominant cause of death. This seems to go along with better
housing, sanitation, nutrition, education, and preventive health measures such as vaccination,
rather than an improvement in health care per se. As a population reaches a level of income that
allows for the provision of basic human needs to most people in that society, their sickness picture
changes. They are now able to live long enough to die of heart disease, cancer, degenerative
diseases, and other so-called "diseases of civilization" that occur at older ages (relative to
infections). A visible change that occurs at this level of basic necessities is that obesity becomes a
condition of poor, rather than rich, people.
This isn't new information; I present it to orient you to the international health picture. But
this paper is interested in what's happening in the richer countries, those where an increase in GNP
doesn't seem to have much effect on life expectancy.
II. Health within industrialized countries.
What happens on the flat part of the curve? Further increase in national wealth doesn't
seem to make a difference in the health status of the population as a whole. But within a country,
health and money have a more complex relationship.
It isn't a surprise to most of us that health is bad in poor parts of even the richest countries.
A paper published in 1990 in the New England Journal of Medicine caught attention with its
comparison: mortality rates in Harlem are so high that a man born in Harlem has less chance of
reaching age 65 than if he were born in Bangladesh, where the national birth rate is only 55.6
years. (The reason Harlem women have more even odds with the Bangladeshi is not that they are
healthier here, but that there is high infant mortality for girls in Bangladesh.) While people in
Harlem suffer more violence and drug-related deaths than exist in healthier parts of the U .S. their
leading cause of death is heart disease, same as for the rest of the country.
Harlem presents a dramatic case, one that is easy to write off as different from the rest of
us. The study that really stimulated the examination of social causes of poor health was done in a
very unexceptional group of people, us rather than them - British civil servants. A study was
started in 1967 that followed about 17,000 government employees working in London -hence
named the "Whitehall Study." These workers, primarily men, were all office workers in stable
jobs. After 10 years of follow-up, the investigators found that death rates were about four times
higher for the lowest grade support staff as for the highest grade of senior administrators.
(You notice we've switched from life expectancy to mortality rates - this is a measure of
the number of people, usually divided into age groups that die in a given year, expressed per
thousand or ten thousand population. A fourfold increase in mortality doesn't mean people live
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one-fourth as long; it means, roughly, that in that group, four times as many people will die in a
year as will die in the comparison group. Or to bring it closer to home, a low-status civil servant
will lose four people in his work grade for every one that dies at the top. )

Figure 2
A similar pattern was found in the US, in the Multiple Risk Factor Intervention Trials
(MRFIT), which studied 300,000 men and correlated mortality with income. Figure 2 shows a
clear decline in mortality rates as income increases.
What's going on here? How can we account for these differences? The traditional approach
to this kind of question is to look at individual risk factors, “individual” both in the sense of things
that pertain to individual people, and that we look at them individually, one at a time. This was
done for the Whitehall subjects, and indeed smoking, high blood pressure, high cholesterol,
height, weight, and exercise account for some of the differences in mortality. Once we've
corrected for those factors, though, there's still about a 2 1/2 times difference left unexplained by
the known risk factors that contribute to heart disease, which is the most common cause of death
(Fig. 3).
Could it be that unhealthy people drift into lower-status jobs? There is a known downward
drift for people with schizophrenia. Otherwise, social mobility doesn't account for the health
differences. For one thing, the stay-at-home wives of the civil servants showed the same pattern of
health disparity as their husbands -mortality rates that correlated inversely with their
socioeconomic status.
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Figure 3.
Are there genetic factors that account for worse health among people in lower- status jobs?
Longevity has a genetic component, but a favorable environment is required for the genetic
potential to be reached. Intelligence also has a genetic component, and favors high occupational
status, but doesn't correlate with physical health. A Darwinian argument would point out that the
lower classes should breed genetically stronger people, since the weak are more likely to be
carried off by environmental hazards; conversely, soft living conditions would allow all sorts of
genetic inferiority to survive. No genetic factors have been found to correlate with social class or
occupational status.
What about behavior? There are certainly behavioral health risks. But an analysis of the
known ones for heart disease fails to account for all of the disparity .The medical literature is full
of papers that fmd that poor health behavior alone accounts for some, but not for all, the social
class differences in health status. This work makes two points: behavior alone doesn't explain the
problem (which means that changing behavior won't solve it on a large scale), and looking at
behavior as an individual problem leaves unexplained the fact that the majority of behavioral
health risks increase as we go down the socioeconomic scale.
Can't we say that these findings are simply due to the health effects of poverty and
deprivation? Poverty and deprivation are certainly hazardous to health -no one is disputing that.
But the Whitehall subjects weren't living in poverty. Also, if the higher mortality found in the
lower socioeconomic groups is due only to poverty or extreme deprivation, the curve should
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flatten above some threshold, as does the national life expectancy curve. But what we see is a
difference all the way up the ladder.
III. Health inequalities between industrialized countries
There are several ways to keep looking for an explanation - we can continue to search out
individual risk factors, or we can entertain the idea of looking at something different. Wilkinson,
and many others who do the same work, decided to stop looking for individual causes, and to look
at the nature of social organization itself.
He makes the further assumption that the health of the healthiest group is an indicator of
what's biologically possible; deviations from that standard have to be explained. (The difference
in mortality rate between the healthiest group and any other is referred to as "excess mortality.")
If we're looking at social organization, what do we find when we compare industrialized
countries? We don't necessarily find the British & American pattern. Health inequalities within
populations are variable, both between countries and in the same country over time.
Compare Sweden with England and Wales. (Wilkinson used Swedish data because social
class organization was easiest to translate into something comparable to the English system.) Not
only does Sweden fail to show a social class gradient, in either infant or adult mortality, but the
mortality rate for its lowest class was better than that of the highest grade of Englishmen. A close
look at other countries or regions that don't have a clear social class difference in health leads to
the conclusion that it is the distribution of income within the society that matters: the degree of
inequality correlates with mortality rates.
Wilkinson gives several examples that correlate egalitarianism with health, and the
opposite.
1. England during both World Wars.
During both decades of war, there was a marked increase in British life
expectancy. We see increases in life expectancy in each decade of the 20th
century, all over the world; one measure of changes in health is the change in the
degree of improvement. The English added 6.5- 7 years during both war decades,
compared to around 2.5 years for every other. During the wars, material
conditions declined for everybody. On the other hand, at least during WW2,
income differences narrowed, both because there was now work for everybody,
but also because of deliberate policy decisions to "flatten the pyramid of social
stratification" in the interest of getting the public behind the war effort. Social
cohesion and greater equality were part of the same picture.
2. Roseto. PA
The town of Roseto, settled in the 1880's by Italians from Roseto, Italy,
attracted public health attention by its low death rates as early as the 1930s.
Investigators found a high degree of social cohesion and a very egalitarian ethos -
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conspicuous consumption was frowned on, and people took care of each other.
Their rate of heart attacks was 40% less than that of neighboring towns.
By the mid-60s, young people began to leave and the community was no
longer as tightly knit. Status symbols began to appear -expensive cars and new
homes advertised higher status -and the rate of heart attacks rose to meet the
Pennsylvania average. Wilkinson doesn't claim that driving a Cadillac is bad for
your heart; he's point out the close connection between health, income
differentials, and an egalitarian ethos.
3. Eastern Europe. Nineteen-sixties and seventies.
The countries of Eastern Europe provide an example in the opposite
direction. Until the early 70s, health in these countries was comparable to that of
Western Europe in spite of much lower per capita income. Something went wrong
around the early 70s, that showed up in increased mortality , worse for men than
for women, and for unmarried (single, divorced, or widowed) people, but
pronounced enough to impact life expectancy, which stopped improving. The
difference between single and married people, and the fact that infant mortality
didn't increase, suggests that something had gone wrong with public life that was
in part buffered by the family.
Gorbachev, in a speech in 1987, blamed the Communist Party for the
deterioration in the social fabric of society. "The social goals of the economy…
were diluted and there emerged a deafness to social issues....social
corrosion....eroded the lofty moral values which have always been characteristic
of our people. ...The stratum of people...whose ultimate goal in life was material
well-being and gain by any means, grew wider. Their cynical stand was
...poisoning the mentality of those around them…. Disregard for laws, distortion
of reports, bribe taking and the encouragement of toadyism and adulation, had a
deleterious influence on the moral atmosphere in society…. Real care for people,
for the conditions of their life and work and for social well-being, were often
replaced with political flirtation. ..."
Cynicism and corruption were accompanied by increasing drug and
alcohol use, and by serious health problems.
4. Japan
By the end of the 1980s, Japan had attained both the highest life expectancy in the
world, and the narrowest income differentials of any country that reported to the
World Bank. An example of a more egalitarian ethos is the practice of having
senior managers take pay cuts before laying off workers.
Health is not randomly distributed. It appears to be closely connected to
social cohesion and the relative importance of status differences. Within nations,
the steepness of the hierarchical slope, or the degree of inequality, correlates
negatively with most health indicators. This negative effect of inequality is large
enough to affect mortality rates and life expectancy, as shown Fig.6 (this data is
from 1970; Japan is now in a position of the longest life expectancy anywhere,
and very low economic disparity). A similar picture has been found within the
U.S., where mortality rates are higher in states with higher levels of inequality.
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Figure 6.
IV Explanations
There is probably no single explanation for this phenomenon; many mechanisms are at
work. Explanations point to individual psychology, social networks, material resources, the social,
political, and economic 'culture' or values, and even to evolution.
A. Psychosocial explanations
At the higher end of the social scale, psychosocial factors impact health. If money
is regarded as the measure of success, the perception of relative income results in bad
feelings, shame and distrust, that create unhealthy stress and immune responses, and often
result in unhealthy behavior -especially overeating and use of various legal and illegal
substances as coping mechanisms.
Loss of the sense of control, which translates as the ability to avoid risks, is also
associated with worsening of general health. Enron is now showing us that loss of control
of one's job, and one's future savings -can hit at many levels of the economic ladder,
although those farther down the ladder were hit harder, as always, than the guys at the top.
At the low end of the scale, chronic lack of work, or insecure work, and the shame
that goes along with the inability to be self-supporting, is directly damaging to health by
way of the body's stress responses. This is compounded by the tendency to resort to
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unhealthy behavior for comfort or escape. In addition, people at the bottom of the
hierarchy often have no way to regain self -respect other than to push around more
vulnerable people, resulting in high levels of violence at the poor end of highly
inegalitarian societies.
B. Social connectedness
Social networks have repeatedly been found to be associated with better health.
While lower-income people can also have many social connections, in the absence of
enough resources to go around these networks can provide more stress than support, as
people without resources try to stretch them to cover others as well.
It is important to recognize that social connections have two dimensions: we
usually think of informal, voluntary, interpersonal connections among peers, or extended
family networks, when we think of social connections. Equally important is the kind of
"formal vertical links that connect individuals and groups to institutional, legal, political
and economic structures". (John Lynch, 2000) The nature -or the absence -of these links is
a factor in the very poor health status of marginalized groups, whether African Americans
in the U.S. or indigenous groups in Australia.
In other words, what is important for health is not only one's own personal
networks, but also a wider sense of social cohesion -that as citizens we're all in it together.
C. Material resources
At the lower end, but creeping into the middle class as well, we have to look at the
impact of real shortages of material resources. Income inequality reflects both a lack of
individual resources, and systematic under-investments in community infrastructure education, public health services, transportation, occupational health regulations,
availability of healthy food, zoning laws, pollution, housing. The absence of adequate
health insurance among much of our working population is an example of lack of material
resources.
D. Public culture: the ethos of market economics.
David Cobum, of the University of Toronto, proposes that the principles of current
market economies produce both social inequalities and poor health. By the "market model"
he means the following assumptions: (1) markets are the best allocators of resources
(hence the push for 'deregulation'); (2) societies are composed of autonomous individuals
motivated primarily by economic considerations; and (3) competition is the major vehicle
for innovations that lead to increased market efficiency and profitability.
Historically, the inequalities produced by market processes have in most
industrialized countries been balanced by a combination of forces: ( 1) labor market
policies have set standards for compensation that aimed at providing a truly living wage
for wage earners (at least for white men); (2) social welfare measures provided a safety net
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to buffer periods of unemployment; (3) access to social resources -such as education and
health care -were regarded as rights of citizenship, not treated as commodities, that is,
controlled entirely by income or wealth.
A number of things have changed this picture over the last two decades.
(1) Social welfare measures have been decreased, or threatened (e.g. the proposed 'reform
'of Social Security), or simply turned into commodities, e.g. giving vouchers for the
purchase of education, rather than providing good public schools.
(2) Functions that were previously performed by public institutions, and therefore
belonged to, and were responsible to, the public, are being privatized. While this may
produce gains in efficiency in some cases, it also diminishes any sense of shared
ownership and responsibility .And the claim to efficiency is not always met, the
comparison of administrative costs between Medicare and private health insurance being
one example.
(3) Labor policy has not kept pace with living costs, to the extent that it is no longer
possible to live on the minimum wage.
This situation both creates the failure of material resources discussed above, and
erodes social cohesion and trust. An ethos of competition and individualism favors every
man for himself, not sharing and cooperation necessary for strong social networks. To
quote Paul O'Neill on the collapse of Enron: "Companies come and go," he said; "part of
the genius of capitalism" is that "people get to make good decisions or bad decisions.
And they get to pay the consequences or to enjoy the fruits of their decisions. That's the
way the system works." The system does not deal with issues of stability, security, or a
sense of control of one's life for individuals.
E. Finally, there is an evolutionary explanation.
In Stone Age Economics, Marshall Sahlins points out that almost every so-called
'primitive' society that has no strong central authority develops a system of gift exchange.
Rules differ from place to place, but widely separated societies developed very similar
systems for the allocation of goods: necessities were to be distributed so that everybody
had enough. Gifts required reciprocity; what went around, came around, with the goal not
only of distributing resources, but, more importantly, of creating good feeling among
people. While these societies had hierarchies, they tended to be based on age or seniority,
so that a person could hope to move to a higher grade eventually. What they didn't have
was market economies; the profit motive was apparently absent.
This custom of sharing and reciprocity is what humans naturally develop, for safety
and survival, in the absence of peace keeping authority .Wilkinson suggests that we can
only live in ways not conducive to social harmony when we know there is enough
governmental power to maintain social order. "The fact that we have had, throughout most
of the existence of our species, what is by modem standards a remarkably egalitarian mode
of social organization, suggests that we may not be psychologically well adapted to
inequality and individualism. The effect of inequality and subordinate status on survival
could be seen as a confirmation of this."
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V Conclusions
I leave you with the question I posed at the beginning. Should measures of health be
included in our assessment of national and societal success? Is a chance at the attainable standard
of health a right of citizenship? Is that what's meant by the "inalienable right to life, liberty, and
the pursuit of happiness? If so, what is the cost, and will we pay it?
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