Social Determinants of Health and Policy Development
By John Steen
Remember Bill Clinton’s 1992 mantra, “It’s the economy, stupid?” Well, it is, but it’s the
social impact of the economy that has the single most powerful impact on the health of a
nation. The research into that has been pursued for at least three decades in the U.K.,1
particularly by Sir Michael Marmot, Chair of the World Health Organization's
Commission on Social Determinants of Health and Director of the International Institute
for Society and Health, and Richard Wilkinson, Professor Emeritus of Social
Epidemiology at the University of Nottingham Medical School.
A new meta study2 in the British Medical Journal reports that if the gap between the
richest and poorest people in the 30 developed countries of the OECD was reduced, 1.5
million deaths per year could be prevented. The findings reveal that people living in
regions with high income inequality are more likely to die younger, regardless of their
income, socio-economic status, age, or gender. Despite the mounting evidence for the
adverse systemic impact of social inequality, this phenomenon remains controversial.
In an accompanying editorial,3 Kate Pickett and Richard Wilkinson suggest that this is
possibly because of the “deep political implications of a causal relation between better
health of the population and narrower differences between incomes.” The evidence leads
them to conclude that although the benefits of greater equality tend to be largest among
the poor, those benefits seem to extend to almost everyone, and that “a more equal
society might improve most people's quality of life.” The factors underlying this are
psychosocial stress resulting from invidious social comparisons that are divisive and
corrosive, and the erosion of social cohesion. The authors write, “it is now clear that
unequal societies have an increased prevalence of a host of social problems, including
violence, bullying, teenage births, higher rates of imprisonment, low educational
performance, reduced social mobility, low levels of trust, and longer working hours.”4
They conclude that “it is a task for politicians and policy experts to repair our ‘broken
society’ by undoing the widening of inequalities that has taken place since the 1970s.”5
One of those studies on which this is based is Daniel M. Hausman’s, “Benevolence,
Justice, Well-Being and the Health Gradient”6 in which he finds that “for most people the
good life lies in close and intricate social ties with others which can flourish only when
inequalities are limited. The health gradient suggests that there is a story to be told in
which egalitarian justice, solidarity, health and well-being go hand-in-hand.”
The damage to health from invidious social comparisons is illustrated in a study of a
prospective cohort of 565,697 Americans in poor and more affluent neighborhoods from
six U.S. states and two metropolitan areas carried out by a team at the University of
Massachusetts Medical School in Worcester. Compared to people living in the least
deprived neighborhoods, those living in the most deprived neighborhoods had roughly a
22% higher risk of dying from any cause or cancer over a 10-year study period,
regardless of diet, lifestyle, and medical history, and the risk for death increased as the
levels of deprivation in the neighborhood increased.7
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Infant mortality is the most commonly used indicator for the quality of a nation’s
healthcare system, and it is an indicator of social inequality as well. In November, the
government’s National Center for Health Statistics released a report8 ranking us 30th in
the world in infant mortality using 2005 data. The U.S. rate was 12th in the world in
1960, fell to 23rd in 1990, to 29th in 2004, and 30th in 2005. It finds that “the main cause
of the United States’ high infant mortality rate when compared with Europe is the very
high percentage of preterm births in the United States.” One in 8 births in the United
States were born preterm, compared with 1 in 18 births in Ireland and Finland. The
percentage of preterm births in the United States has risen 36% since 1984. This is a
provocative sign of the lack of prenatal care and of untreated complications attending the
pregnancies of U.S. mothers.9 Prematurity is not the only factor behind infant mortality in
the United States. Even for full-term infants, the U.S. rate was high at 2.4 per 1,000
births, placing us 10th in the world. Full-term babies here also had higher death rates than
those in Europe from sudden infant death syndrome, accidents, assaults and homicides.
For every 1,000 births in the United States, 6.9 infants died before they turned 1,
compared with 2.4 in Sweden.
The U.S. has the greatest inequality in wealth of any industrialized nation. This inequality
is unjust in itself, and it also increases the cost of our healthcare through both depreciated
health status and the income gradient that is inherent in the delivery of healthcare itself.
For example, as a multiple of average wage in each nation, physician income is 1.4 in the
U.K., 1.5 in Sweden, but 5.5 in the U.S.10
It’s Neoliberalism, Stupid!
What I find remarkable about all well-intentioned pleas to reduce widening social
disparities is a failure to address its causes. It is its causes that are controversial, for they
are to be found in the neoliberalism that has become an international orthodoxy promoted
by those rich in resources, led by the U.S. over the last three decades.11 The manner in
which the political wars have been fought in Congress over “health care reform” may
finally open the eyes of even ordinary citizens to this travesty.
Anyone in public health who doesn’t yet understand this would do well to read Vicente
Navarro’s “What We Mean by Social Determinants of Health” in the International
Journal of Health Services V39 no.3, pp. 423-441 (2009). Navarro finds the WHO
Commission report to be “profoundly apolitical” for “it reproduces a widely held practice
in international agencies that speaks of policies without touching on politics.”12(p. 440)
The Commission identifies the problems but not the solutions:
Any serious effort to reduce health inequities will involve changing the
distribution of power within society and global regions, empowering
individuals and groups to represent strongly and effectively their needs
and interests and, in so doing, to challenge and change the unfair and
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steeply graded distribution of social resources (the conditions for health)
to which all, as citizens, have claims and rights.13
Perhaps the greatest question for public health in America to answer in this century is
whether and how it will adopt a social medicine agenda to eliminate the disparity
between its goals and its means. For decades, it has focused its attention on individuals
whose morbidity is taken as a given in a socio-political context also taken as a given,14
implicitly operationalizing the neoliberal policy model of assignment of responsibility for
health status to the individual. Will public health be able to meet its responsibilities for
promoting all that is encompassed by the hope and promise of good health and become
“politicized” without losing its credibility?15 All it needs to do is to understand politics
as Aristotle did, as the “master art” that tries to produce the conditions of the happy life
for all.
I think that here in the U.S., we would do well to take social epidemiology more seriously
in order to properly assess all the damage being done to us in our “culture wars.” The
radical difference between private interests and public interests in health and in health
policy development has been obscured from voters. The message that needs to be taken
to heart by public health is that it is social (including political and economic)
determinants driven by a neoliberal agenda that do greatest harm to population
health, and so it is incumbent upon public health to confront that agenda, an agenda
not for health and health system improvement, but for rapacious health and health
system exploitation.16
It is the empowerment of the population as an imperative of human rights that results in
the sought-after benefits of better population health, and these ensue only from good
governance. No professionally honest attempt at policy development in light of the
social determinants of health can any longer ignore the political determinants of
health. The public health ethic requires its adherents to open its populations’ eyes to all
those inequities resulting from misuse of political power. True population health
improvement cannot be achieved without the improvement of a democratically
dysfunctional political process.
Most tragically of all, however, is what the neoliberal agenda is doing to defeat efforts to
address the greatest threat ever faced by the world, that of climate change.17 So now
reread the above paragraph in the spirit of an even greater dedication to 21st century
public health practice that is politically engaged to achieve its mission. In this cause,
physicians in the U.K. are showing the way. On November 25th, they established the
International Climate and Health Council on behalf of efforts by health professionals
throughout the world to speak out in educating their populations and mobilizing the
political will to meet the threat. Dr. Fiona Godlee, Editor in Chief of the British Medical
Journal and Lancet Editor said: “Politicians may be scared to push for radical reductions
in emissions because some of the necessary changes to the way we live won't please
voters. Doctors are under no such constraint. On the contrary we have a responsibility as
health professionals to warn people how bad things are likely to get if we don't act now.
The good news is that we have a positive message - that what is good for the climate is
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good for health.”18 Dr. Robin Stott, who co-chairs the UK Climate and Health Council,
said the Council believes that “tackling climate change and ending poverty are the two
most important, urgent priorities to ensure global health, justice, and survival for present
and future generations.”19
And in The Lancet on December 5th, Margaret Chan, Director-General of WHO, wrote:
The pursuit of economic wealth took precedence over protection of the
planet's ecological health, and over the most vulnerable in society.
Fundamentally we are all facing a choice about values: improving lives,
protecting the weakest, and fairness. These are the same values that
motivate public health, and the health community is a willing partner in
addressing this challenge.20
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