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If you are a m
an betw

een the ages of tw
enty-five and sixty-four, and 

your fam
ily incom

e is $50,000 o
r m

ore, your chance of dying this 
year is less than one-third that of a m

an w
hose incom

e is $5,000 or 
less.' C

onversely, if you are at the bottom
 of the distribution in term

s 
of education, incom

e, or occupational standing, your risk of death is 
tw

o to
 three tim

es higher than it w
ould be if you w

ere at the top of 
such distributions. 

S
uch m

ortality figures are not the only evidence of dram
atic 

inequality. B
y other definitions of health as w

ell-including 
m

ea- 
sures of m

orbidity, disability, and pain-people 
are less healthy if 

they are closer to the bottom
 of the social and econom

ic spectrum
 

than to
 the top. 

,
 

D
isparities in health outcom

es have increased over the last three 
' decades, according to

 several reports.' 
Y

et insufficient attention has 
thus far been paid to

 these findings. T
o the contrary, analysts have 

typically em
phasized tw

o pieces of good new
s: life expectancy at birth 

for A
m

ericans has increased to
 an all-tim

e high, and infant m
ortality 

has fallen to
 a record low

.3 W
here disparities have been noted, they 

are generally attributed to
 racial differences. F

or exam
ple, age- 

adjusted death rates for blacks are still 5
0

 percent higher than for 
w

hites; for black infants, the difference is m
ore than 1

0
0

 percent.4 
W

here solutions have been sought, they have generally focused on 
im

proving access to
 high-quality m

edical care or m
aking requests to
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change individual lifestyles o
r behaviors rather than on attributing 

poor health outcom
es to

 socioeconom
ic status. 

T
hese access o

r lifestyle approaches fail to
 recognize the m

any 
com

plex and interrelated influences of econom
ic factors on health. 

O
ne reason is that far m

ore research is needed, at both the individual 
and the population level, to

 appreciate the role that socioeconom
ic 

status plays in determ
ining health outcom

es. By m
ore fully under- 

standing this process, policym
akers can better address som

e of the key 
barriers to

 im
proving health. 

T
he fierce heat w

ave that sw
ept across m

uch of the U
nited States 

in the sum
m

er of 1
9

9
9

 illustrates the neglect of this perspective. 
B

etw
een July 1

9
 and July 31, 1999, at least tw

o hundred persons 
around the country died from

 the heat, m
ostly poor and elderly peo- 

ple w
ho lacked fans o

r air-conditioning system
s. S

om
e m

et their 
dem

ise because they chose to
 keep their w

indow
s shut rather than 

risk their safety in areas w
here crim

inal activity w
as routine. T

hese 
unnecessary deaths w

ere portrayed as tragic hum
an-interest stories in 

w
hich the irrational behavior of the deceased w

as the new
s. T

he 
link betw

een the higher-than-expected 
m

ortality rates of this vul- 
nerable population and their econom

ic and social disadvantage w
ent 

alm
ost unm

entioned. T
here w

as no angry public response, nor any 
recognition that broad-based initiatives m

ight address the problem
 at 

its roots. 
T

his paper takes as its prem
ise th

at docum
enting the links 

betw
een socioeconom

ic status and health disparities w
ould have a 

large im
pact on public policies. In C

anada and W
estern E

urope, pro- 
cedures for assessing the health im

pact of new
 econom

ic o
r social 

initiatives are being developed. B
ut in the U

nited S
tates, the health 

consequences of public policy are virtually absent from
 the debate. 

R
ecent discussions of im

portant social policies such as raising the 
m

inim
um

 w
age or revam

ping the Social Security system
 rarely m

en- 
tion the potential health im

pact. 
W

e focus here o
n

 three key areas, and since elem
ents of this 

analysis are controversial and have not been w
idely accepted by econ- 

om
ists, w

e offer substantial docum
entation in the international liter- 

ature on socioeconom
ic status and health inequalities: 

First, w
e review

 som
e of the basic findings from

 the social deter- 
m

inist health perspective, illustrating the im
portance of socio- 

' 

econom
ic conditions in explaining patterns of population health. 
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Second, w

e exam
ine traditional explanations of the link betw

een 
socioeconom

ic status and illness. M
ost notably, w

e look in 
greater depth at the so-called health selection effect and the asser- 
tions that poor health is the result of lim

ited access to m
edical 

care. W
e fh

d
 these analyses are too narrow

 and divert attention 
aw

ay from
 the underlying social and econom

ic conditions that 
have a larger im

pact on our health. 

Finally, w
e consider the im

plications of requiring health im
pact 

assessm
ents of both existing and new

 econom
ic and social ini- 

tiatives and review
 how

 this is already being done in E
ngland, 

C
anada, and other industrialized countries. 

S
ocioeconom

ic status (S
E

S
) as a m

ajor determ
inant of 

health 
ineqyalities has been docum

ented for m
ost countries, including the 

U
nited S

tates, for m
any years. L

ow
 socioeconom

ic status, m
easured 

variously in term
s of poverty, incom

e, w
ealth, education, or occu- 

pation, has been repeatedly linked to
 a greater burden of disease 

and death.' 
A

lthough this has been one of the m
ost consistent find- 

ings in social epidem
iology for decades, neither the general public 

n
o

r th
e m

ainstream
 of 

the econom
ics profession has generally 

accepted it. 
O

verall, life expectancy increases as incom
e rises.6 In fact, the 

relationship betw
een socioeconom

ic status and m
ortality appears 

graded such that each increm
ent in level of incom

e, education, and 
' occupational status is associated w

ith a reduced risk of death.' 
H

ow
ever, the relationship betw

een incom
e and health does not appear 

to
 be linear-large 

im
provem

ents in health are seen w
hen m

oving up 
the incom

e ladder from
 low

 to
 average or m

edian levels, w
ith increas- 

ingly dim
inishing returns to

 health from
 gains at the upper end of 

the incom
e distribution. O

ne likely explanation is that higher incom
e 

groups reach a "health ceiling" in w
hich good health is enjoyed into 

later life and thus the ability to m
ake further health im

provem
ents in 

adulthood are sm
all.' If true, policies that im

prove the social and 
econom

ic status of 
low

er-incom
e populations can dram

atically 
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im
prove their health w

ithout w
orsening the health of hgher-incom

e 
groups, thereby enhancing the overall health of the population. 

W
hile the precise pathw

ays betw
een social factors and health 

status rem
ain elusive and a fertile area for research, em

pirical studies 
in the U

nited S
tates confirm

 that specific populations bear a dispro- 
portionate burden of poor health. B

lacks have higher m
ortality rates 

than w
hites for nearly every cause of death.9 In a report published by 

the federal governm
ent in 1985, a few

 causes of death w
ere identified 

as being responsible for 80 percent of the excess deaths: cancer; heart 
disease and strokes; chem

ical dependency; diabetes; hom
icide, sui- 

cide, and unintentional injuries; and infant m
ortality and low

 birth 
w

eight.10 In som
e im

poverished inner cities, m
ore than one-third of 

A
frican-A

m
erican girls and nearly three-quarters of boys w

ho reach 
their fifteenth birthday d

o
 not live to see their sixty-fifth." 

A
nd those 

that d
o

 survive have three tim
es the rate of health-induced disability 

as d
o

 their w
hite counterparts nationw

ide. A
 w

idely publicized paper 
published in 1

9
9

0
 reported that black m

ales in C
entral H

arlem
 

betw
een the ages of tw

enty-five and forty-four are six tim
es m

ore 
likely to

 die than w
hite m

ales in that age group, and the life 
expectancy of adult m

ales in H
arlem

 is low
er than that of m

en in 
B

angladesh.12 
D

espite these dram
atic differences in health outcom

es, w
hen 

researchers adequately control for socioeconom
ic status, the racial 

disparities in health are considerably (though not entirely) reduced.13 
T

his is not say that other factors are not extrem
ely im

portant. T
he 

im
pact o

n
 health of social and cultural pressures related to racism

, 
residential and occupational segregation, and environm

ental expo- 
sures is beginning to draw

 increasing attention am
ong researchers.14 

W
hile the com

plex w
ays in w

hich race, ethnicity, and socioeconom
ic 

status are associated are not fully understood, it is evident that social 
and econom

ic disadvantage has been uniquely reproduced for certain 
populations along racial and ethnic lines. D

avid W
illiam

s from
 the 

U
niversity of M

ichigan argues that "culture, biology, racism
, eco- 

nom
ic structures, and political and legal factors are the fundam

ental 
causes of racial differences in health."" 

W
ithout a m

ore sophisti- 
cated analysis of these factors and their historical interplay, policy- 
m

akers and the public at large w
ill rem

ain narrow
ly focused on the 

m
edical m

odel in w
hich access to services and exposure to individ- 

ual risk factors are perceived as the key to understanding the etiology 
of disease. 
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go the extent that m
ainstream

 econom
ists have considered disparities 

,in health at all, they generally have focused their attention on w
hat is 

know
n as the "healthy w

orkern or "health selection" effect. A
t its 

,m
ost basic, this m

eans that healthy w
orkers are m

ore likely to be 
iernployed than sick w

orkers and therefore are m
ore likely to

 earn 
higher incom

es. C
ertainly, there is som

e truth to this com
m

onsense 
notion-num

erous 
econom

ic studies docum
ent the m

agnitude of 
incom

e loss that results w
hen individuals are in poor health and are 

able to w
ork less or not at a11.16 B

ut the proponents go too far in 
arguing that the direction of causality m

oves from
 health to incom

e, 
rather than from

 incom
e (or socioeconom

ic status) to
 health. In 

advancing this position, they underm
ine the past fifty years of social 

epidem
iology and public health, w

hich argues that socioeconom
ic 

status and the social and econom
ic conditions under w

hich people live 
are prim

ary determ
inants of health status. 

T
he real question is not w

hether a health selection effect exists, 
but how

 pow
erful it is and w

hether it can explain the dram
atic socio- 

econom
ic differences in health outcom

es. A
 grow

ing body of research 
has shed considerable doubt on the large-scale im

pact of the health 
selection effect. T

hese studies suggest that incom
e rem

ains strongly 
associated w

ith health outcom
es even after controlling for baseline 

differences in health status; excluding persons w
ith chronic condi- 

tions o
r disabilities; and particularly w

hen the results are based on 
long-term

 follow
-up." W

hile these studies have generally found som
e 

evidence that those w
ho are m

ost healthy have higher incom
es, they 

also suggest that this phenom
enon explains only a sm

all part of the 
overall m

ortality differentials betw
een socioeconom

ic o
r racial 

Im
proving access to care has been em

braced by health service 
researchers as a strategy for elim

inating health disparities and has 
been the prim

ary focus of health care policy reform
 for the past thirty 
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years. C
ertainly, access to

 m
edical care m

akes a difference, particu- 
larly at the individual level, and w

ider insurance coverage is one tool 
for achieving this. T

o a degree, this notion has gained even m
ore 

poignancy as the num
ber of uninsured A

m
ericans has grow

n to nearly 
45 m

illion. Social justice dictates that in the U
nited States the avail- 

ability of affordable health care for everyone should certainly be a 
national goal. B

ut w
e w

ant to
 em

phasize strongly that the debate 
should not end there. 

A
t the population level, there is no guarantee that greater access 

w
ould significantly reduce the disparity in health outcom

es am
ong dif- 

ferent groups.19 For exam
ple, despite the im

proved access to
 m

edical 
care that exists in countries w

ith national health insurance program
s, 

findings from
 m

any E
uropean countries dem

onstrate that health dis- 
parities persist.20 M

oreover, these disparities exist both am
ong people 

w
ith m

edical conditions that are am
enable to

 m
edical intervention- 

w
here one m

ight reasonably expect im
proved access to

 m
ake a dif- 

ference-and 
those that are not.2' Further, those conditions that are 

sensitive to
 m

edical intervention com
prise a m

uch sm
aller com

po- 
nent of overall m

ortality than conditions that are less am
enable to 

treatm
ent. A

s a result of such findings, a num
ber of researchers con- 

clude that death rates are m
ore closely related to social and econom

ic 
factors than to the provision of m

edical care." 
O

ne of the problem
s in the debate is that access tends to

 be con- 
sidered from

 a narrow
 perspective. A

ccess involves m
ore than the 

sim
ple ability to

 afford care. It also requires that adequately funded 
health services be available in a nonthreatening en

~
iro

n
m

en
t.'~

 
For 

m
any rural and urban populations, significant access barriers exist in 

the form
 of cultural and racial discrim

ination and the lack of conve- 
nient health care services, and these barriers w

ill not be entirely elim
- 

inated even by m
ore readily available insurance coverage.24 

A
nother assum

ption underpinning discussions of access is that 
allocating m

ore resources tow
ard the health care system

 w
ithin the 

U
nited S

tates w
ould inevitably im

prove health outcom
es for m

ost 
people. Y

et the U
nited S

tates already outspends all tw
enty-nine 

m
em

bers of 
the O

rganization for E
conom

ic C
ooperation and 

D
evelopm

ent (O
E

C
D

) on health care services. T
his has not resulted 

in achieving better, or even com
parable, health outcom

es based on 
a num

ber of m
ajor indicators. For exam

ple, despite dram
atic increases 

in h
ealth

 care spending over th
e p

ast few
 decades, U

.S. infant 
m

ortality rates-though 
they have decreased absolutely-have 
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slipped significantly in international com
parisons, from

 tw
elfth 

place in 1967 to
 tw

enty-fourth in 1996.25 
unfortunately, discussions of rankings on these and other m

ajor 
health indicators have been largely absent from

 the debate over health 
disparities. T

his poor perform
ance suggests that reform

ing the m
edical 

, system
 m

ay not be the only, or even the best, route to im
proving the 

health." 
It adds m

ore evidence to the claim
s that the genesis 

of disease and illness lies outside the m
edical dom

ain and in the social 
and econom

ic nexus of everyday life, involving issues such as em
ploy- 

m
ent, education, housing, nutrition, and environm

ental exposure. 
~ndividual risk factors such as health-related behaviors including diet, 

and alcohol and tobacco use show
 clear differences by incom

e 
and socioeconom

ic status. B
ut the relative im

portance of behavioral expla- 
nations (lifestyle issues) in determ

ining health outcom
es continues to be 

debated." 
W

hatever the precise role that individual risk factors play in dis- 
ease etiology, perhaps the m

ore fundam
ental issue is that the pattern of risk 

factors in different population groups at different m
om

ents in history are 
shaped by political, econom

ic, and social  condition^.^' For exam
ple, 

M
ichael M

arm
ot from

 the U
niversity of L

ondon and Fraser M
ustard, 

founder of the C
anadian Institute for A

dvanced R
esearch, trace the inci- 

dence of coronary heart disease from
 its being thought of as a "disease of 

affluence" in the first half of the tw
entieth century to its m

ore recent asso- 
ciation w

ith low
er~

icom
e and less-educated populations.lg T

hey find con- 
vincing evidence to support the notion that biological processes respond to 
the social and physical environm

ent. From
 a public health perspective 

this im
plies that focusing m

ainly on targeted, individual-based health 
behavior interventions m

ay be m
isguided. Such findings strongly suggest 

the need to m
ove beyond questions of individual risk factors and im

proved 
access to care to consider structural and institutional factors that are m

il- 
itating against health equity in the U

nited States. 
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A

lthough the association betw
een socioeconom

ic status and health 
has been know

n for decades, the notion that econom
ic inequality, or 

the relative difference betw
een the rich and the poor, is itself a health 



U
nconventional W

isdom
 

risk factor has received increased attention in just the past few
 years.30 

M
any studies have explored the relationship betw

een levels of incom
e 

inequality and health status both across nations and w
ithin nations.31 

T
hese studies, w

hich rem
ain controversial, suggest that regions w

ith 
greater levels of incom

e inequality experience higher m
ortality and 

m
orbidity rates. 

W
hile further research needs to be done to confirm

 and explain 
these findings, they are especially troubling given the dram

atic grow
th 

of incom
e inequality in the U

nited States and the w
orld. A

ccording to 
the 1996 U

nited N
ations D

evelopm
ent R

eport, the poorest 20 percent 
of the w

orld's population experienced a drop in their share of global 
incom

e from
 2.3 percent to

 1.4 percent during the past thirty years. 
A

t the sam
e tim

e the richest 20 percent saw
 an increase in their share 

from
 70 percent to 8

5
 p

er~
en

t.'~
 

Studies in the U
nited S

tates con- 
ducted by the C

ensus B
ureau indicate that the level of incom

e inequal- 
ity fell by approxim

ately 9 percent from
 1947 to

 its postw
ar low

 in 
1969, but has since grow

n by at least 25 percent, reaching a postw
ar 

high in 1993 and 1994 and rem
aining stable since then.33 As a result, 

incom
e inequality in the A

m
erican econom

y now
 surpasses that of 

any other advanced industrial country.34 
In 1997, the top fifth of all fam

ilies in the U
nited S

tates received 
approxim

ately 4
7

 percent of the nation's total incom
e w

hile the bot- 
tom

 fifth received about 4 p
er~

en
t.~

' 
T

his grow
ing incom

e dispersion 
has been accom

panied by absolute declines in real incom
e am

ong 
individuals at the bottom

 of the incom
e distribution and by real gains 

at the top. L
ynn K

aroly of the R
A

N
D

 C
orporation has dem

onstrated 
that in 1995 the poorest 2

5
 percent of the U

.S. 
population had a 

low
er real fam

ily incom
e than it had m

ore than tw
enty years earlier, 

in 1973.36 W
ealth is even m

ore dram
atically skew

ed: In 1995,39 per- 
cent of total household w

ealth w
as controlled by the top 1

 percent of 
w

ealth holders, w
hile the bottom

 80 percent controlled just 16 percent 
of the nation's w

ealth.37 This is the highest concentration of w
ealth 

am
assed in the U

nited States since the G
reat D

epression. 
M

ost of the studies relating econom
ic inequality to

 adverse health 
outcom

es have done so at the population level using large, unlinked 
datasets. In other w

ords, econom
ic and health conditions have been 

m
easured not at the individual level but over broad geographical cat- 

egories-nations, 
states, or standard m

etropolitan areas. T
hus they 

have been subject to criticism
 that findings that link the tw

o are based 
on aggregate data that are not necessarily applicable to

 individuals 
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residing in those areas. H
ow

ever, the m
ost recent studies have 

attem
pted to address this issue by com

bining data at the individual 
and aggregate levels. T

hey have used individuals' specific incom
e and 

health status along w
ith m

ore geographically based m
easures of eco- 

nom
ic inequality. W

ith only a few
  exception^,^^ these studies tend to 

support the view
 that incom

e inequality has an independent adverse 
effect on health outcom

es, but its im
pact is m

ost acutely felt at the 
low

er end of the incom
e distribution.j9 

T
hus, the em

pirical w
o

rk
 to

 date provides fairly consistent 
evidence of a statistical relationship betw

een econom
ic inequality 

and health. T
he greater degree of econom

ic inequality found in a 
region, the w

orse the health outcom
es are in that area. B

ut discus- 
sions of the precise pathw

ays o
r m

echanism
s through w

hich dis- 
parities in incom

e o
r socioeconom

ic status influence health are still 
in an exploratory stage. A

 num
ber of com

peting hypotheses have 
been advanced. H

ugh G
ravelle from

 the U
niversity of Y

ork has 
argued that the association betw

een incom
e inequality an

d
 m

or- 
tality in a geographic area is m

erely a reflection of the inverse rela- 
tionship betw

een incom
e and m

ortality risk at the individual level. 
In other w

ords, in areas of high inequality there are m
ore poor 

people w
ho are at greater risk of dying in the near future and there- 

fore inequality itself is not causally linked to
 adverse healthV

4O
 

T
his 

suggests that the m
ore skew

ed the distribution of incom
e in a soci- 

ety, the m
ore likely th

at the m
ortality rates of the poor w

ill out- 
w

eigh the m
ortality rates of the affluent, leading to

 a rise in average 
m

ortality rates. 
O

ther researchers, how
ever, believe there are m

ore com
plex factors 

at play. R
ichard W

ilkinson from
 the U

niversity of Sussex, one of the 
w

orld's leading proponents of the inequality-health dynam
ic, argues 

that psychosocial factors related to
 deprivation explain the relation- 

ship betw
een incom

e distribution and health. H
e claim

s it is "less a 
m

atter of the im
m

ediate physical effects of inferior m
aterial conditions 

than of the social m
eanings attached to those conditions and how

 peo- 
ple feel about their circum

stances and about them
~

elves."~
' 

T
hus peo- 

ple's perception of their place in the social hierarchy rather than the 
underlying m

aterial conditions they experience can explain the rela- 
tionship betw

een inequality and health. Ichlro K
aw

achi, B
ruce K

ennedy, 
and other colleagues at H

arvard have applied the concept of social 
capital-m

easured 
crudely as voluntary m

em
bership in groups and lev- 

els of social trust-to 
link the characteristics of com

m
unities to the 
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health experiences of  individual^.^' John L
ynch and G

eorge K
aplan 

from
 the U

niversity of M
ichigan add a m

ore m
aterialistic explanation: 

"Inequitable incom
e distribution m

ay be associated w
ith a set of social 

processes and policies that system
atically underinvest in hum

an, phys- 
ical, health and social infrastructure, and this underinvestm

ent m
ay 

have health consequences."43 
N

one of these conceptual approaches as yet adequately explains 
the nature of the relationship betw

een econom
ic inequality and health. 

Y
et it is useful to rem

em
ber that it took decades after cigarette sm

ok- 
ing w

as w
idely recognized as a health hazard before scientists w

ere 
able to articulate the pathw

ays by w
hich sm

oking caused disease. It 
hardly seem

s too early to acknow
ledge that econom

ic and social poli- 
cies that exacerbate econom

ic inequality m
ay have im

portant health 
consequences. 

D
ocum

enting the links betw
een socioeconom

ic status and health dis- 
parities has the potential for an enorm

ous public policy im
pact. T

his 
is suggested by one of the principles of the C

harter on E
nvironm

ent 
and H

ealth, w
hich w

as initiated by the W
orld H

ealth O
rganization's 

E
uropean R

egional O
ffice in 1989 and eventually adopted by all 

m
em

ber states and the C
om

m
ission of the E

uropean U
nion. T

he doc- 
um

ent asserts that, "T
he health of the individual and com

m
unities 

should take precedence over consideration of econom
y and trade."&

 
R

equirem
ents that governm

ental agencies consider potential 
health consequences w

hen they construct long-term
 plans involving 

em
ploym

ent opportunities, tax and incom
e transfer policies, m

onetary 
policy, or the size and quality of the social safety net can have a m

ajor 
im

pact on population health. In general, how
ever, there has been a 

greater w
illingness am

ong industrialized countries outside the U
nited 

States to
 include health im

pact assessm
ents as part of the process of 

introducing new
 econom

ic and social initiatives. 
In E

ngland, there has been a resurgence of research in this area fol- 
low

ing the release of the B
lack R

eport in 1980 and m
ore recently the 

A
cheson R

eport of 1
9

9
8

.~
~

 
T

hese reports, com
m

issioned by the gov- 
ernm

ent, provided solem
n assessm

ents of the state of health disparities 



P 

6
 

U
nconventional W

isdom
 

L
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)re m
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issociated w
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s as yet adequately explains 
nornic inequality and health. 
ecades after cigarette sm
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n

ard
 before scientists w
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sm
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at econom

ic and social poli- 
m
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le C
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n
 E

nvironm
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ealth O

rganization's 
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E

uropean U
nion. T

he doc- 
ldividual and com

m
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n of econom
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~
en

cies consider potential 
long-term

 plans involving 
transfer policies, m

onetary 
safety net can have a m

ajor 
how

ever, there has been a 
ountries outside the U

nited 
ts as part of the process of 
latives. 

4 
of research in this area fol- 

! 

980 and m
ore recently the 

com
m

issioned by the gov- 
ie state of health disparities 

T
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conom
ic D

eterm
inants of H

ealth 
A
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arry F

ig
u
m
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in E
ngland, discussed their potential causes, and outlined a fram

e- 
w

ork for rem
ediation. L

ikew
ise, the C

anadian governm
ent has taken 

an active role in studying inequalities in health, grouping the deter- 
m

inants of health into nine categories for policy research: health and 
child developm

ent, education, incom
e and social status, em

ploym
ent 

and w
orking conditions, social support netw

orks, the physical envi- 
ronm

ent, biological and genetic endow
m

ents, personal health prac- 
tices and coping skills, and access to health care services.46 

T
he decline of tuberculosis from

 the late nineteenth century through 
m

ost of the tw
entieth century in the U

nited States provides a good case 
study in how

 investing in the social and physical environm
ents in w

hich 
people live, includm

g housing, w
ater system

s, proper ventilation, and 
the m

aintenance of higher standards of nutrition, can yield a m
uch larger 

health payoff than short-term
 governm

ental or m
edical interventions tar- 

geted at the individuaL
4' W

hile there is a tim
e lag betw

een public expen- 
ditures for such goods as quality housing, clean environm

ental conditions, 
and protection from

 occupational safety and health hazards, the size of 
the investm

ent ultim
ately helps determ

ine the level of public health. 
T

here are som
e encouraging signs o

n
 the A

m
erican scene. T

he 
U

nited States has taken a step in the right direction in the drafting of 
H

ealthy People 2010  objective^.^^ T
his lengthy docum

ent, assem
bled 

by the U
.S. D

epartm
ent of H

ealth and H
um

an Services, is designed to 
help guide governm

ent, provider, and voluntary com
m

unity efforts to 
im

prove the nation's health over the next decade. B
ut although it laud- 

ably calls for the elim
ination of health disparities for low

-incom
e pop- 

ulations and people of color, its approach is based largely on im
proving 

access to care and m
odifying individual behavior. 

W
e have already discussed the lim

itations of such an approach. 
It has strong and m

ultiple roots in the U
nited States. A

t one level, 
everyone experiences their ow

n health as an individual, and there- 
fore individual risk factors (such as sm

oking, poor diet, excessive 
drinking, and lack of exercise) rather than poverty or incom

e inequal- 
ity have a strong intuitive appeal as direct causal factors of poor 
health. Second, the biom

edical m
odel, w

hich has dom
inated m

edical 
research in the U

nited States, has fostered an alm
ost exclusive focus 

on individual risk factors as the key to disease etiology, at the expense 
I 

of social conditions. A
nd finally, pointing the finger of blam

e at indi- 
I* 

"
.

 
viduals for their "bad" choices is alw

ays an easier political response 
to health issues than questioning the underlying social and econom

ic 
conditions that m

ay prom
ote poor health for the public at large. 
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1

 

I I 
U

ncertainty over how
 to

 control or reduce health disparities that 
have their origins in the social and econom

ic m
ix rem

ains a serious 
I 

political obstacle. L
acking a universal health care system

 in w
hich 

population data is routinely collected and m
onitored, researchers in 

the U
nited States have not developed a com

m
on protocol for incor- 

porating health equity concerns into regional and local health plans. 
T

his is an unfortunate know
ledge gap because exploring the 

health im
plications of our social policies w

ould alm
ost surely alter the 

dim
ensions of the public discourse. F

or exam
ple, as noted, the health 

im
pact of raising the m

inim
um

 w
age has rarely been raised in the 

I 
ideologically charged public debate during the past few

 years. Y
et a 

I1 
num

ber of studies have show
n that the decline in the real value of the 

I 
m

inim
um

 w
age contributed to w

age stagnation experienced by the 
r I 

m
ajority of A

m
ericans and to

 the increase in econom
ic inequality 

during the 1
9

8
0

s.~
~

 
A

 m
ore com

prehensive m
odel of health determ

inants w
ould 

include not only conventional inform
ation on an individual's biologic 

and genetic endow
m

ent but also m
easures of the physical and social 

environm
ent as w

ell. If m
ore rigorous data becom

es available in the 
U

nited States and the health consequences of econom
ic policies are 

better understood, they could be incorporated into the public debate 
and perhaps change its character. E

ntrenched econom
ic and political 

interests in C
ongress are constantly attem

pting to repeal the estate tax 
and dim

inish tax rates for the top incom
e earners w

ithin the U
nited 

States. Policym
akers should give careful thought to possible lag struc- 

tures and how
 the rising inequality and dim

inished social cohesion 
that such tax policies could prom

ote w
ould affect population health. 

Just as environm
ental im

pact statem
ents have becom

e part of the 
routine process of developing policy, so too should m

atters vital to the 
public health be considered. U

nderstanding the health consequences of 
econom

ic and social w
elfare policies likely to affect levels of econom

ic 
inequality w

ould surely enhance public debate. W
hen policies involving 

w
elfare reform

, higher educational subsidies, the m
inim

um
 w

age, cap- 
ital gains taxes, earned incom

e tax credits, and changes in Social Security 
com

e before the A
m

erican public and their elected officials, for exam
ple, 

they should be accom
panied by "health im

pact statem
ents" that exam

- 
ine the social, econom

ic, and hum
an costs and benefits of such policies. 

If public health interests are factored into the developm
ent of our eco- 

nom
ic and social policies a consensus m

ay em
erge that a m

ore egalitar- 
ian and healthier society is not only possible but also prudent. 
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