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Fair Society, Healthy Lives
PICKERING. Have you no morals man?
DOOLITTLE [unabashed]. Can’t afford them, Governor . . . What am I? I ask you, what am I? I’m
one of the undeserving poor: that’s what I am. Think what that means to a man. It means that he’s up
agen middle class morality all the time. If there’s anything going, and I put in for a bit of it, it’s
always the same story: ‘You’re undeserving: so you can’t have it.’ . . . I don’t need less than a
deserving man: I need more. I don’t eat less hearty than him; and I drink a lot more. I want a bit of
amusement, cause I’m a thinking man. I want cheerfulness and a song and band when I feel low. Well
they charge me just the same for everything as they charge the deserving. What is middle class
morality? Just an excuse for never giving me anything . . .
HIGGINS. Pickering: if we were to take this man in hand for three months, he could choose between a
seat in the Cabinet and a popular pulpit in Wales.
DOOLITTLE. Not me, Governor . . . Undeserving poverty is my line.

George Bernard Shaw, Pygmalion (Act II)

In Puccini’s opera, candidates for Turandot’s hand are given a fair choice: correctly
answer three riddles and gain marriage to the princess; fail and be executed. No
male, however ardent or focused on the main chance, is forced into it – he can
choose, so one could argue that the process is fair. The outcome, as distinct from
the process, is anything but: a trail of dead suitors and one chaste princess (until, of
course, the tenor arrives, which in opera usually spells the end of the soprano’s
chastity). On this evidence – fair process versus fair outcome – would we deem the
society in which Turandot was a princess to be a just society?

Obviously not. We have become a little squeamish about executing unsuccessful
suitors for the royal hand. We rig things in more subtle ways. Some philosophers
argue that process is the thing. If the process is fair, the outcome is fair whatever it
may be, wrote John Rawls, the doyen of liberal political philosophers.1 To see if
the Rawls thesis holds, try this experiment with two young children. You have two
ice creams, one vanilla and one chocolate. They both want the chocolate. You
explain carefully that they can both have ice creams but there is only one
chocolate. Do they agree that a fair way to decide would be to toss a coin? Yes,
they agree. The coin is tossed and Peter gets the chocolate and John the vanilla.
And the first thing John says? Unfair!

You try to explain to John that we all believe in equality of opportunity. He had
an equal opportunity to get chocolate ice cream. Things just didn’t work out. John
is totally unconvinced by such theory. It wasn’t the opportunity he wanted but the
chocolate ice cream. He is focused on equality of outcomes, not equality of
opportunity.

I haven’t done the research to know what the age cut-off is beyond which John
would learn to live with his disappointment and acknowledge that although he’s
unhappy he had an equal opportunity and it was a fair process. But for a younger
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child, and I suspect for all of us, the outcome matters too. The principle of tossing
a coin may be better than some other way of deciding – primogeniture for example,
or who’s better-looking – but in the end, they both wanted the chocolate and Peter
got it and not John.

Can you imagine a politician on his soapbox declaiming: ‘I am of the firm belief
that we should deny some people the opportunity to succeed, simply on the basis of
the accident of their birth’? No. I can’t either. It would be difficult to find a social
commentator or politician who is against equality of opportunity – even if their
policies deny such opportunity. But our discussions of social justice should not
stop there.

Certainly as a doctor I care not only about opportunities and process but about
outcomes. Outcomes really matter. Not at any cost or to the exclusion of all else,
but they are important. If the doctor offers you chemotherapy – that will go on for
months, make you sick and leave you bald – for your disease, the first thing you
ask is how it will affect the natural course of the disease. You may be prepared to
put up with an uncomfortable process if there is a good prospect of your health
being better at the end. Conversely, if the likely improvement in survival is
marginal, you may decide that the game is not worth the candle.

Outcomes matter in many domains. One of the objections to capital punishment,
not the only one, is that even though the trial may have been ‘fair’, whatever that
may mean in a particular jurisdiction, there are well-known examples where a
person subsequently shown to be innocent has been executed. There are also good
examples where a ‘fair’ judicial process is open to question. If the accused has
been killed, sorry executed, there is no redress. The outcome matters as well as the
process.

In the Introduction, I described the WHO Commission on Social Determinants
of Health. On the cover of the Report we declared: social injustice is killing on a
grand scale. In my English Review, so as not to frighten anyone in case social
justice sounded like socialism we used the term fairness, and called it Fair Society,
Healthy Lives. Colleagues from different European countries have since told me
that ‘fairness’ sounds like the English playing cricket. I am going to use the terms
fairness and social justice as if they amount to much the same thing.

Ethical debates about justice and health used to revolve around access to health
care.2 Recognising that health is strongly influenced by social determinants
changes the ethical debate to the just organisation of society, in order to achieve
better health. Amartya Sen once wrote that all moral social systems require
equality of something, the question is equality of what?3 And the philosophers
really do disagree about the ‘what’.

Immodestly, I think we can help the philosophers. In Chapter 1, I said that we
can use health, and inequities in health, as a measure of how we are doing in
society. I follow that approach here by exploring which approach to social justice
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is most likely to increase health equity. If a libertarian says that he is right, or an
Aristotelian, or a Kantian, I’ll ask which approach, if followed, would lead to a
diminution of health inequities. That, surely, is one worthy goal on which we can
all agree.

To help resolve this, I want to look at the reality of the lives of people that I have
been studying and writing about – people whose health is worse because of their
social conditions, worse, that is, than it would have been had they grown up and
lived in more favourable social conditions.

SOCIAL JUSTICE AND AVOIDABLE HEALTH INEQUALITIES =
INEQUITIES

Three examples of people at the wrong end of health inequities

We met Gita and Jimmy in Chapter 1. To repeat: Gita sells vegetables on the street
in Ahmedabad in the state of Gujarat in India. She has no formal education. Gita
lives in an ‘informal settlement’ (a slum made of makeshift housing) and has two
children who sit with her by the roadside as she sells her vegetables, and an older
girl who helps with the vegetable trade. To keep her business going Gita takes out
short-term loans, at 20 per cent a month interest, to buy vegetables from the middle
man in the wholesale market. Her husband is a migrant worker who is living in
another state and sends a few rupees back each month. Gita was just about making
her tight budget work, but it was time for her daughter, aged fourteen, to marry,
and instead of paying off her debts she put money into a dowry and a wedding
party for her daughter. Some aid workers are tearing their hair out at what they see
as this ‘irresponsible’ waste of money, as her interest payments have gone up.

Jimmy was born in Calton in Glasgow, was in trouble in school, and delinquency
problems led to trouble with the police as a teenager. Jimmy was enrolled in an
apprenticeship but dropped out; he has never had a ‘proper’ job, but did short-term
temporary manual work. As is common in his subculture, any money Jimmy gets
goes into drink and drugs; his diet, if you could call it that, consists of pub food,
fast food and alcohol. Jimmy has had a series of short-term girlfriends, but is liable
to alcohol-fuelled violent behaviour. He is known to the police for his various
gang-related violent activities.

Rachel is an executive officer in the British Civil Service. She finished high
school, but university was not the done thing in her school, so she took a low-level
job in the British Civil Service; it’s taken twenty-five years but she has slowly
worked her way up from clerical assistant, through clerical officer to low-ranking
executive officer. Rachel’s salary is above the national median income, just, and
she will retire on a pension that amounts to half her salary. She is divorced and
lives alone. She sees her daughter two or three times a year. When council housing
was being sold, she bought her flat and has nearly paid off the mortgage. Given
that she lives alone she doesn’t bother much about preparing elaborate meals.

60



Rachel is not poor but she feels that her life is somewhat impoverished, in the
sense of being restricted by lack of money. When she and her husband were both
earning modest salaries they could go out and do more things. She does not really
have the money for foreign holidays that she sees work colleagues enjoying and,
while she puts a brave face on her single life, were she to admit it, she is lonely.

What Gita, Jimmy and Rachel have in common is that their health is worse than
those around them in more favoured social and economic positions. All three are
on the downside of health inequalities, and I am arguing that putting these health
inequalities right is a matter of social justice.

There are strong and possibly irreconcilable views among political philosophers
as to what constitutes social justice. If there is simply no solution to the
philosophers’ disagreements then I do not expect to devise one. My approach is as
a doctor. I am concerned with health and avoidable health inequalities – health
inequity. I want to know, therefore, which approach to social justice helps provide
the framework for understanding and the impetus for action on health inequities.

My guide has been Professor Michael Sandel, although he doesn’t know it.4 He
teaches a philosophy class at Harvard which apparently is regularly
oversubscribed. Having seen him in action at my own university, I can see why. He
uses everyday problems and controversies, examined in lucid Socratic dialogues
with his audience, to draw out principles of political philosophy. He does not
provide me with an answer to social justice and health but he provides a framework
for thinking about it.

Sandel distinguishes three approaches to social justice:
• maximising welfare,
• promoting freedom, and
• rewarding virtue.

It illuminates the cause of social justice and health to see how each of these might
apply to avoidable health inequalities.

MAXIMISING WELFARE
Jeremy Bentham, a great philosopher whose auto-icon – his skeleton dressed up in
his own clothes with a wax face – sits in a case outside the office of the Provost
and President of UCL where I work, is the founder of utilitarianism. Simply put, he
argued for the greatest good for the greatest number, where good was measured as
utility, on a scale of pain and pleasure. Given that my concern is with health more
than with happiness, the same utilitarian principle could be applied: the greatest
level of health for the greatest number.

A big advantage of simply adding up everyone’s utility, or health, is that prince
and pauper are counted the same. Given my focus on health, equal utility implies
that a sick prince and a healthy pauper add up to the same societal level of health
as do the healthy prince and the sick pauper. Predictably, healthy prince and
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unhealthy pauper are more common.
What if we want to value health against some other desirable good? Economists

will often choose money as a universal measure. As, for example, in the following
exchange that I had with a Chicago economist at a meeting. The economist said:

‘If you want to know how much people value a television set, see how much
they are willing to pay for it. So it is with human life. See how much people are
willing to pay for another year of life and, ergo, you have the value of a year of
human life.’

Setting aside the temptation to invoke Oscar Wilde’s definition of a cynic
(someone who knows the price of everything and the value of nothing), and some
questions about the economist’s stunningly simple methodology, I wondered about
the incommensurability of human life and televisions. Provoked, he said: ‘What’s
the difference between a life and a television? You can’t answer that, can you!’

I mulled over this telling point. Of course, our students are motivated to go off to
Africa to improve the dire situation of suffering televisions. The continued
violence to female televisions is unacceptable. We could have the Millennium
Television Goals, easier to meet than the Millennium Development Goals.
Interrupting this silent riff I was moved to ask: if a poor person were willing to pay
less for another year of life than a rich person, did that mean that a poor person’s
life was worth less than a rich person’s? Absolutely, was the answer. Bangladeshi
lives all worthless? Pretty much. Well, at least that’s clear.

About this time I read a headline in the Financial Times: Economists are from
Mars, Europeans are from Venus. Not all economists, I should add.

It has been put to me that I simply cannot turn my back on such economic
calculations. For example, is it a good idea to introduce a new health programme,
say, breast screening? Tot up the life years saved in dollars, set that against the cost
of the programme, and you know how much society has benefited from the breast-
screening programme.

I have two problems with this utilitarian calculus: the first is that it measures life
years on the same scale as television sets. It is superficially attractive to measure
everything the same way, to make comparisons. With a limited pot of money,
should we invest in curbing global warming or in a programme of breast
screening? Measure the relevant outcomes in dollars, compare them with the costs,
and the decision is made.

Except it isn’t. The methods of assigning dollar values to very different benefits
are problematic. Which would you rather have: a 20 per cent reduction in your risk
of dying from breast cancer, the benefit of screening, or have the polar ice cap melt
at a slower rate? The inherent difficulty in answering that question is not solved by
the superficial attractiveness of measuring them both in terms of dollars. Many
have written on this subject.5 I have resisted translating lives saved into a price for
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any of the reports on health inequalities for which I have had responsibility.

The second problem, which exercises me more, is one of distribution. Think of
Gita in Ahmedabad. Suppose we are part of a team that goes into two Ahmedabad
communities with a programme to improve nutrition of two-year-old children.
When the programme is implemented, the children in both communities grow, on
average, 6 cm in height in the next year. The benefit is the same in the two
communities; they are equivalent in maximising welfare.

The difference is that, in the first community, the growth of all the children was
actually between 5 and 7 cm, average 6. In the second community, there was a
group of children of the poorest families, Gita and her fellow vegetable-sellers,
who were discriminated against and excluded from the nutrition programme, one-
third of the whole, and their average growth was only 2 cm. The other two-thirds
leapt ahead with an average growth of 8 cm – average for the community 6. Simply
by adding up the greatest good for the greatest number, the two communities are
equivalent, average childhood growth in a year 6 cm. Should we leave it there?
Which community is really doing better, the one where two-thirds of the children
are growing rapidly, leaving one-third behind; or the other where all the kids are
growing at about average rate? What I would not conclude is that the two
communities were equivalent.

The outcome of the discussion may depend on whether all the children were
valued equally. If, for example, you thought that the children left behind were
somehow less valuable, then the community with two-thirds of children growing at
8 cm is clearly doing better.

Are some people’s lives less valuable than others?

Kevin Murphy is a much-respected economist at the University of Chicago.
Widely admired within his profession, he has won prizes and is tipped for more.
He and Robert Topel use willingness-to-pay methodology to work out the value of
a human life.6 They ask, as with televisions, how much is someone willing to pay
for another year of life? I am profoundly uneasy at the willingness-to-pay
methodology in principle, and in particular at the way they use compensation
levels in various occupations to infer ‘revealed preferences’. Their methodology
says that the societal value of life is greater:

(i)
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the higher the lifetime income

(ii)
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the less illness people have

(iii) the closer in age people are to the onset of illness

As I read this: the lives of older, richer, healthier people are more valuable than
the lives of poorer, younger, sicker people. If I believe that, what am I doing caring
about poor, sick, Indian children? Their lives are worthless. And if you believe it,
do not waste a moment more on this book.

I was invited to a meeting at the RAND Corporation in Santa Monica California
with a group of economists to discuss valuation of life. The starting text was the
Murphy–Topel paper. I went next. I began by saying that I had had lunch with an
Indian historian recently and I told him that the news from Chicago was that he did
not value his life – he was willing to pay far fewer dollars for another year of life
than an American. Ergo, he didn’t value his life very highly.

Some of the Chicago economists in the room had expressions on their faces that
said: that is what we think but would rather you had not put it so bluntly. I told
them, to little effect, that my Indian lunch companion told me that Indian villagers
were willing to give up food for their families for two days in order to be
vaccinated against smallpox, so highly did they value their lives. But dollars, man,
where are the dollars! My historian colleague’s point is fundamental. Where people
do not have money, money is the wrong unit of measurement to assess value. And
where they do have money, it still may be the wrong unit. In discussing this with
one economist, who I knew was devoted to his daughters, I showed him an SMS
text I had just received from my daughter: ‘Happy birthday, Daddy. You are the
best. Love you. xxx’. I asked him how much that was worth in dollars. He couldn’t
answer because of the lump in his throat.

If you use the valuation of life to make allocation decisions, you spend the
money where it will yield the greatest result, measured in dollars. It is inefficient to
care for the poor, the sick and the young. If social justice demanded attention to the
young, the sick and the poor, I must be paying a price to do this. Economists could
work out the price and then ask me if it was worth it to use the money in this
inefficient way.

To say that I was uncomfortable with this approach would understate it. I was
aghast. At the meeting, I showed the Whitehall mortality graph – the lower the
position in the hierarchy, including low-grade civil servants such as Rachel above,
the shorter the life. I understood that the high-grade civil servant, Rachel’s
superior, would get a higher pension than Rachel in a relatively low grade, but if
they each had renal failure Rachel and her boss had an equal right to dialysis and
renal transplant. The economists disputed that, vigorously and all at once. First was
the Murphy–Topel argument: the senior civil servant’s life was worth more.
Another suggested that the high-grade civil servant contributed more to society, so
society would be better off if we treated her and let the low-grade woman die. Yet
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another suggested that we offer Rachel some money as compensation for not
getting the treatment. Not a lot of money, because if we had a lot, we would give
her the treatment. That amounts to bribing someone to accept a slow,
uncomfortable death, rather than treating her.

There will always be less medical care to go around than we might like. Choices
will always have to be made. Rachel may be less ‘deserving’ of high pay than her
boss, but she has the same right to treatment for her chronic renal disease as her
boss.

Women tend to have more illness than men, although they live longer, and are
paid less than men for the same job, so are likely to be less rich than men. Does
that mean we should give priority to treating men rather than women because the
women are sicker and poorer? I wouldn’t vote for any government that proposed
that. Regrettably, such gender discrimination is all too common in parts of the
world. Social injustice kills, and the utilitarian calculus does not capture or rectify
this.

Do ‘we’ in rich countries owe anything to ‘them’ in poor countries, whose
poverty renders their lives worthless? I do not pretend for a moment that the
answer to that question is simple. In this book I set out what could be done if the
global community took seriously social determinants of health and health equity.
The question of what should be done is, in my view, not answered by taking the
view that the poorer you are the less valuable your life.

If the utilitarian calculus means the greatest good for the greatest number it runs
up against other principles of action that take distributions into account. This was
brought home to me by a conversation with an Irish minister of health. She spoke
out in favour of targeting her limited resources on the poor and the needy and said:

‘I want to spend the money where it will do the most good.’

‘In that case’, I replied, ‘spend it on the middle classes.’

She was shocked.

‘The evidence shows,’ I continued, ‘that people of higher socio-economic
position have better cancer survival after treatment than people of lower position.
If you have limited resources, and who doesn’t, spend it where you’ll get the most
health gain: on the middle classes. That would serve the principle of the greatest
good for the greatest number.’ (I didn’t think her tolerance would stretch to my
telling her that, in addition, economists say that saving a rich person’s life is more
valuable to society, measured in euros, than saving a poor person’s.)

‘But that’s not what I came into politics to do,’ she said, ‘I want to help the poor
and disadvantaged.’

‘Ah, then you have an equity principle, as well as an efficiency one. I would
vote for you.’
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It is clear that for her, as for me, a principle of equity was more important than
simply the greatest good for the greatest number. I am presenting it as if it were a
straightforward choice. It is anything but straightforward. If you were Rachel’s
boss you would not like to be told that because of your privileged place in society
your chronic renal disease was not going to be treated because poor Rachel took
priority, even though she was less likely to benefit than you.

If choosing who got treatment between Rachel and her boss, I would not choose
on the basis of their income or seniority. I further enraged the economists at the
RAND valuation of life meeting by saying that Canadians had made the case that it
was wrong for rich people to buy more health care than was available to the poor.
Now the economists were really screaming at me: ‘Would you not let anyone have
a Mercedes unless everyone could have one?!’

As I shall say, when we get to section three on rewards, I do not think everyone
should have the same income – we should reward some sort of virtue, problematic
as that is – but I do not think motor cars and health care are equivalent. Rich people
have more money to spend, fine, within the limits that society deems acceptable.
But that should not mean that they get better health care than people who have less
to spend.

There is no easy answer to such dilemmas, which is why there are such vexed
debates about allocation of scarce resources. For many of the actions I propose in
this book, the dilemmas are less intense. For example, all over the world children
from less advantaged backgrounds have less adequate pre-school education and
care and less opportunity for quality education than do children from more
privileged backgrounds. It is entirely feasible to work towards bringing the levels
of pre-school education and care up towards the standard available to the best-off.
As I shall show in the chapter on early childhood, there is even a good economic
case for doing it. Would anyone seriously argue that it is morally wrong to give all
children the best start in life?

PROMOTING FREEDOM
In a democracy, it is not easy to find someone to argue that freedom is a bad thing,
and rightly so. Barring a few authoritarians, most people are in favour. I thought of
writing a justification of why democracy is a good thing, and then remembered that
the late Oxford philosopher G. A. Cohen wrote that in Oxford, as opposed to
Harvard, they choose their deepest normative convictions pre-philosophically. To a
non-philosopher, that means they start from some deeply held beliefs and then
reason, rather than reason their way towards these beliefs. Democracy, then, is a
good thing. If I had to have a ‘because’, I would say: because it has at its heart
more freedom than other systems of government. What then is the issue? Surely
any approach to social justice that has as an aim to promote freedom has to be the
correct one.

The challenge is to rescue ‘freedom’ from a polarised political debate.
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Commentators of the political ‘right’ prize the freedom of the individual over the
controls of the state. The economist Milton Friedman called his influential book
calling for free markets and freedom from state intervention Free to Choose.
Putting a more negative slant on a similar idea, Friedrich von Hayek called his
book The Road to Serfdom. Once the state gets involved in economic decision-
making, individual liberty is eroded and we are on the road to serfdom. When
neoliberalism is looking for intellectual flag-bearers these two fit the bill.

Libertarians, articulately represented by Robert Nozick in his Anarchy, State,
and Utopia, argue that only a minimal state limited to protecting people against
force and fraud and enforcing contracts is justified. Anything else is an intolerable
erosion of freedom.

What freedom do Jimmy, Gita and Rachel enjoy? On the surface you might
think that Jimmy in Glasgow has the most freedom to change his situation. He
could stop being a scallywag, lay off the drugs and alcohol, stop abusing his
girlfriends, put away his knife, leave the gang, pull his socks up, find a job and get
on with it. Beneath the surface, though, Jimmy is not simply a tearaway. There is
more to his biography, which is based on a case history brought to me by Detective
Chief Superintendent John Carnochan, the top policeman who was head of the
homicide unit in Glasgow until 2013. Jimmy never knew his father. His mother
had a succession of male partners, most of whom abused Jimmy physically, if not
sexually. He and his mother moved house about every eighteen months. By the
time Jimmy entered school he already had behavioural problems and difficulty
concentrating, and was subject to outbreaks of aggression towards other children
and teachers. As soon as he was old enough, he was in trouble with delinquency
problems, and later was well known to the police for a series of possibly drug-
related thefts, and for violence. At various times, psychiatrists labelled him as
having personality disorder, anxiety, depression and antisocial tendencies. Jimmy
has this in common with men in prisons, over 70 per cent of whom have two or
more mental disorders7 – fourteen times more than among the general population.8

I’ll try and get inside the head of a libertarian. Jimmy is free, when he is not in
prison. He has the freedom to live a life of relative poverty, be arrested and, if he
survives the battles of the gangs, die at age fifty-four of heart disease, if not
alcohol-related causes or drug poisoning. The role of the state should be limited to
locking him up whenever he gets caught for one crime or another. My response: is
the freedom that allows the heads of corporations to have multi-million-pound
salaries the selfsame freedom that Jimmy enjoys to lead a life of intermittent
depression, violence, drugs and alcohol? Perhaps it is a comfort to Jimmy to know
that his miserable situation is what libertarians call freedom.

But what if, a libertarian might ask, Jimmy chose to live this way? My response
is: ‘chose’ to be unemployable, fall out with his friends, be tossed out by his
girlfriends, and to be angry, depressed or drunk most of the time?

Karl Marx said: ‘Men make their own history, but they do not make it as they
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please; they do not make it under self-selected circumstances, but under
circumstances existing already, given and transmitted from the past.’9 I do not
think you have to be a Marxist to recognise that Jimmy is a product of
circumstances. To describe him as having the freedom to change his life is to
ignore the imprint on him of his appalling conditions from early in life. Please
remember I am speaking of averages. There will be some individuals who emerge
from the circumstances that bred a Jimmy who do well, by their own lights as well
as society’s.

As I shall show in the chapter on early childhood, the evidence is clear that state-
provided services such as family–nurse partnerships could have helped with
Jimmy’s early child-development. In turn, fewer social, emotional, behavioural and
cognitive problems would have meant a better chance to flourish in school. In its
turn, better school performance means better chances of decent employment and
reasonable income. Then, I would argue, Jimmy would have far greater freedom to
make his life choices. If at that point he chooses the Glasgow equivalent of sitting
under the yum-yum tree, rather than pursuing a more conventional route, that is his
choice.

John Carnochan, the policeman in Glasgow, said: ‘When I began my career as a
police officer back in 1974, I don’t think anyone would have imagined one day a
police officer would be standing on stage talking to a conference full of midwives
about the importance of cuddling your child when it comes to preventing
violence.’10 Carnochan said that, given the choice, he would rather have more
health visitors than more officers on the beat, in order to prevent violence.

What of Gita? How can she be free when she lives in dire poverty in the slums
of Ahmedabad? Freedom to wallow in poverty, to see your children on the edge of
starvation, and to lack both education and prospects, is not a freedom many would
prize.

But freedom does give us a good way to think about Gita’s life. It may not be the
freedom of the libertarian, but the freedom to be and to do what she values. Such
freedom does not come by eliminating social action, as the libertarian might argue.
It requires social action. Let’s explore this alternative concept of freedom.

A key feature of the lives of Gita, Jimmy and Rachel is that they are
disempowered; they lack basic freedoms. Things have been happening to them all
their lives over which they have little control. One thing that marks out relative
social advantage is the opportunity to shape your life more than the Gitas, Jimmys
and Rachels can do. I think of disempowerment as having three dimensions:
material – if you cannot afford to feed your children you cannot be empowered;
psychosocial – having control over your life; political – having a voice.

My model is of health equity being built on creating the social and
environmental conditions that make empowerment a possibility. Gita’s life can be
transformed if she has access to the basic necessities.
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The second, psychosocial, dimension of empowerment is having control over
your life, and taking your place in society without shame. Having little control over
your life is central to the mechanism by which the social environment influences
health. Rachel, who spent a career in the lower reaches of the Civil Service, has
material conditions for good health, such as Gita and her fellow slum dwellers
could scarcely imagine. What she lacks is control over her life, at work or at home.
The empirical basis for my concern with lack of control came from our Whitehall
II study of British civil servants.11 Men and women whose work environment was
characterised by little control over the circumstances of work – what they did,
when they did it, and with whom – had increased risk of heart disease, mental
illness and sickness absence.12 We also asked a simple question about degree of
control at home. Particularly among women, more than men, people who reported
little control at home had increased risk of heart disease and depression.13

‘Basic freedoms’ is a concept of the inspiring economist and philosopher
Amartya Sen. He emphasises freedom to lead a life one has reason to value.14

Freedom to be and to do has a central place. Sen, like most contemporary
philosophers, is a great admirer of John Rawls. His divergence from Rawls, highly
significant, arises because Sen is not searching for an ideal institutional
arrangement that would constitute the good society. Rather, he wants to evaluate
social arrangements by their effects on actual lives – whether people have the
freedom to lead the lives they choose.15 This resonates with my health-centred
approach. I said that if philosophers could not settle their theoretical differences on
what constituted social justice, I most certainly could not. I want to use the impact
of our set of social arrangements on health equity as my criterion of social justice.
Empowerment, freedom to choose a life you have reason to value, would transform
the lives of Gita, Jimmy and Rachel and improve their health. How we achieve
empowerment – meaningful freedoms – is set out in the chapters that follow.

Sen’s approach to human rights is that they embody important freedoms. A
human rights framework has much to recommend it in seeking to promote action
on social determinants of health. The British philosopher Onora O’Neill reminds us
that simply claiming rights is not enough. For rights, there are corresponding
duties.16 In other words, if I claim that people have rights to good health, there is
the implication that they have rights to the social determinants of health – pre-
school education, good education, housing, a decent paid job, social protection.
Whose responsibility is it to meet those rights? It is a good question. We cannot
say simply that parents have the duty to provide good schools for their children.
My purpose in bringing the evidence together is to show what we need to do. In a
democracy, it is up to all of us to determine what we want to do about this
evidence, and how to go about it.

Equality of opportunity?

I began this chapter by saying that the suitor for Turandot’s hand who was about to
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lose his head because he wasn’t good at riddles, little John who wanted chocolate
ice cream and had to make do with vanilla, and I as a doctor were all concerned
about fair outcomes as well as fair process. And Gita, Jimmy and Rachel are each
on the wrong end of health inequalities that could have been prevented – unfair
outcomes.

What I have said so far may sound perfectly reasonable: it is not just I, as a
doctor, who believe this, but most people who care about their health. It is less
reasonable than it sounds. While politicians of left and right, and the people who
support them, can agree on equality of opportunity, many will argue against
equality of outcome. If equality of outcome demands equality of income, of
education, of living conditions, this will be several steps too far for many.

John Rawls recognised that equal opportunity was a chimera because people’s
basic starting conditions varied so greatly. Opportunity is heavily influenced by
inequalities in power, education and resources – all socially determined – quite
apart from inequalities based on the natural lottery that deals some a luckier
genetic hand than others. In the Rawls schema, to achieve equality of opportunity a
just society guarantees every citizen access to basic or primary social goods,
including basic liberties, opportunity, powers and prerogatives of office, income
and wealth, and the social bases of self-respect. For Rawls fairness rests on a fair
procedure by which these primary social goods are distributed. It is the process that
decides justice, not the ultimate allocation.

Rawls acknowledges that his principles for distributing primary social goods
will not eliminate inequality. He is, however, concerned with the fate of those
worst off. Therefore, his ‘difference principle’ says that, while guaranteeing equal
liberties to all, inequalities in the distribution of the remaining primary social
goods are allowable only when the inequalities work to make those who are worst
off as well off as possible compared with alternative arrangements.

One strand of Amartya Sen’s criticism of Rawls is that it is too much about
process, not enough about outcome. Suppose in Ahmedabad there was a new
programme of education available to all children in the slums. A child who had
been malnourished from birth and was sickly would perhaps benefit less from the
educational opportunity than a child who was thriving. The first child’s ill-health
would limit her opportunity to convert education chances into better education. For
Sen, the freedom to be and to do is not guaranteed by getting the distribution of
social goods right. A fair distribution of social goods that does not take account of
differences in health, skills, needs and vulnerabilities will therefore not be enough.

Note that Sen is arguing that ill-health limits the conversion of opportunities into
meaningful outcomes, such as more educational achievement. I agree, but am also
arguing that more educational achievement, better occupational opportunities and
better conditions in general will transform the lives of Gita, Jimmy and Rachel and
lead to better health.
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There is a particular dilemma with which Rawlsians, and the rest of us, have to
deal. Going back at least to Adam Smith, economists have argued that allowing
some people to have a larger slice of the economic cake may lead to the whole
cake enlarging. In other words, set the wealth producers free and, although they
will benefit the most, people at the bottom will be somewhat better off – trickle-
down economics. I hear the distant rumble of self-interest promoting this view.
What does Rawls say, given that his difference principle states that greater
inequalities are fairer provided that the worst off are better off than they could be
under any alternative arrangement? Does that mean that greater health inequalities
might be fairer provided those at the bottom have improved more than they could
have under alternative arrangements?

This is, after all, close to what has happened in many countries over recent
decades. Health has improved for everybody but it has improved more for those in
more privileged social and economic positions. Health improving for everybody
has to be a most welcome social achievement, but so would flattening the health
gradient by levelling up – bringing everyone’s health up to the standard of the best.

What this suggests to me is that Rawls’s focus on fair distribution of
opportunity, even given his difference principle, does not provide the framework
for approaching a just distribution of health. The Sen idea of freedom to lead a life
one has reason to value comes much closer.

Michael Sandel’s third approach to social justice, after maximising welfare and
promoting freedom, is:

REWARDING VIRTUE
If you want to know what God thinks of money, just look at the people he gave it to.
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Dorothy Parker

‘The important thing in life is not the triumph but the struggle, the essential thing is
not to have conquered but to have fought well,’ said Baron Pierre de Coubertin,
founder of the modern Olympics in 1896. It is often quoted as: it’s not the winning
but the taking part that counts.

That is not how it looks. Contests reward winners. Taking part? Yes, very
worthy. But winning? Winners deserve their rewards, we think. In Britain we
remember the sailor who won gold at four successive Olympics, and the rower who
won gold at five successive Olympics. To keep up that level of performance over
twelve to sixteen years . . . we feel they deserve all the fame, money and
admiration that is heaped on them. No doubt each country has a similar story:
praise for the wonderful winners, rather than respect for the plucky losers for
turning up.

As with sportsmen, so with bankers and others: is it justified that the winner
takes all? Ask the highly paid banker or hedge-fund manager why they get paid as
much as they do, and the answer comes back in some version of: ‘Because we’re
worth it.’ How do we know you’re worth it? ‘Because that’s what we get paid.’
Hardly faultless logic. It is ‘willingness-to-pay’ methodology. How much is
something worth? Whatever someone is willing to pay for it.

At the other end of the income scale, the same circular reasoning applies. Low
pay is a sign of being less worthy; if people were worth more they would be paid
more. When, in the English city of Nottingham in 2013, one of the coffee chains
advertised eight jobs as baristas it received 1,701 applications, despite offering less
per hour than the ‘living wage’. By the logic of price equating to worth, people
who applied presumably realised that they did not deserve to be paid enough to live
a healthy life, else they would not have applied. Or might it have had something to
do with the Great Recession, high unemployment in Nottingham and lack of
alternatives?

It is not just the problem with what passes for logic in this argument that bothers
me, it is that the level of inequalities in income and wealth has been rising in many
countries. The US and UK stand out. Such inequalities may have profound effects
on health in at least three ways.

First, if some people have ‘too much’, others may have too little. If ‘rewards’ to
hedge-fund managers, bankers and the top 1 per cent mean that people living in the
shadows of Wall Street or the City of London have too little for a healthy life, the
system has gone awry. In the US it has been estimated that almost all the income
growth between 2010 and 2012, 95 per cent of it, went to the top 1 per cent.17 At
the same time, 24 per cent of the population were in poverty – taking an OECD
(Organisation for Economic Co-operation and Development) definition of poverty
as less than 60 per cent median income, after taxes and transfers.18 By contrast, in
Denmark and Norway, with much lower levels of income inequality, 13 per cent of
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the population are in poverty, using the same definition. Despite living in a rich
country some people simply do not have enough to lead a healthy life – we call that
the Minimum Income for Healthy Living.

Second, if too much of the money is being sequestered at the top, local and
central governments may have too little to spend on pre-school education, schools,
improving services and amenities for neighbourhoods – reproducing, two
generations later, what in 1958 J. K. Galbraith called ‘private affluence and public
squalor’.19

Third, too much inequality of income and wealth damages social cohesion;
increasingly the rich are separated from everyone else: separate neighbourhoods,
schools, recreation, fitness centres, holidays. Lack of social cohesion is likely to
damage health and increase crime.20 We used to hear that what was good for
General Motors was good for America. Perhaps it was. It is a good deal harder to
make the case that what is good for Private Equity Asset Strippers International, or
Get Rich Quick Hedge Fund, or United Short Sellers, and the billionaires who lead
them, is good for America.21 We will look in more detail at how communities and
whole societies impact on health equity.

For these three reasons we should be concerned about distribution of income.
Were you a market fundamentalist you would now be horrified, or ignore me
because I’m not an economist, so what could I know. The market is a sacred thing:
it allocates income according to worth. Markets are infallible, and here am I saying
that if avoidable health inequalities are the result, it represents market failure.

I have been asked often: we hear your message on how inequities in power,
money and resources are bad for health equity; why are governments apparently
not listening? Or, if they are, why are there are such inequities in power, money
and resources that health is being damaged?

Are there good reasons for the inequalities in income that we have?

There may be a sharp conflict between a distribution of income that can be justified
in some other way and the distribution that is optimal for health equity. Allocating
rewards based on merit or virtue goes back to Aristotle, and may be blind to the
likely effect on people’s lives and hence on their health. But how are we to decide
virtue?

The philosopher Stuart Hampshire considers that a just distribution of society’s
resources might reward individual virtue and excellence and conform to the kind of
society we want, but he then writes: ‘Conceptions of the good, ideals of social life,
visions of individual virtue and excellence, are infinitely various and divisive,
rooted in the imagination and in the memories of individuals and in the preserved
histories of cities and states.’22 If conceptions of the good life and what people
deserve are ‘infinitely various and divisive’ there will not be one answer to the
question of the just distribution. Hampshire then goes on to distinguish two kinds
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of evils of injustice. First, the evil of injustice in the distribution of goods needs to
be revealed and certified by argument as evil before it can be felt as evil. Agreeing
what makes up the right way to allocate goods needs a fair process of negotiation
and debate. The outcome will vary with time and culture.

Hampshire continues: ‘On the other hand, the evils of great poverty, and of
sickness and physical suffering, and of the misery of bereavement are immediately
felt as evils by any normally responsive person.’ I find that extremely helpful.
There is no answer to the question of the just distribution of goods. There will and
should be negotiation, probably helped by rational argument. But the ‘evil’ of
avoidable health inequality should garner much more immediate attention and
concern. To the extent that the uneven distribution of goods, including income,
causes inequalities in health, it is a legitimate object of concern. Where the two
questions – what is a just distribution and what kind of distribution might damage
health – come together is in the question of relative inequalities and perceptions of
unfairness.

If we take money as the index of how much we value someone’s contribution,
we think top-level basketballers and footballers are quite the most wonderful thing
on the planet, and jobbing B-grade movie actors more valuable than professors of
mathematics. Nurses? Worth about one two-hundredth of a banker. Unemployed
single mothers? Beneath contempt.

Contempt brings out the worst in people. In the US, Governor Mitt Romney
distinguished the 47 per cent somehow dependent on the state as those who would
never vote for him. It was almost as if being dependent in some way on the state
marked you out as a lesser person. In Britain we have had politicians dividing the
population into strivers and scroungers. The scroungers are not closely defined but
seem to include people on benefits of various kinds. We have the unedifying
spectacle of politicians presiding over high unemployment rates and then asserting
that unemployment is a lifestyle choice. One might have thought that George
Bernard Shaw’s sharp wit, quoted at the head of this chapter, might have skewered
the language of ‘undeserving poor’ a century ago. My objection to this rhetoric is
not only moral, it is factual. For example, in Britain, the majority of people living
in poverty are in households where at least one person is working.23 In fact of all
adults in low-income working households, three-quarters were in work. For most
poor people, the problem is not being undeserving, it is low pay.

The idea that the market accurately represents worth, and thus justifies the high
incomes of the top 1 per cent, is a self-serving illusion. In Jacob Hacker and Paul
Pierson’s Winner-Take-All Politics, they put the convincing case that the level of
income inequality that we have has more to do with grubby politics than the logic
of the market and rewarding virtue.24

What, then, would a fair distribution of income look like? See what the
population think is fair. The British Social Attitudes Survey in 2009 asked a
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representative sample of the population what they thought various people earned,
and what they thought they should earn.25 Averaging the answers, respondents
thought that chairs of large corporations earned fifteen times as much as unskilled
factory workers. Respondents thought that the big boss should earn £100,000 and
the factory worker £16,000 – a ratio of six times.

I draw three interesting conclusions from this simple survey. First, the
population is not egalitarian when it comes to income. It is a reasonable guess that
the general public hold the view that skills, training and responsibility should be
rewarded. Perhaps scarcity, too. A higher salary might be necessary to attract
people who are in demand elsewhere.

Second, the public take the view that income inequalities are too big. In fact, the
British Social Attitudes Survey shows that since 1983, consistently, more than 70
per cent of the population think the income gap is too large.

Third, they have no idea how big it is. The true ratio of top to bottom salaries is
more like 340 than 15. I am not even for a millisecond entertaining the proposition
that we set salaries by polling the population on what they think they should be. It
is clear, though, that the population take the view that we have a grossly unfair
distribution of income. We could summarise by saying that in our democracy the
majority think that ‘virtue’ should attract rewards, but within limits.

Will Hutton has explored this territory in Them and Us.26 He reviews the
interesting evidence that we are programmed, by evolution, to be sensitive to
unfairness. We welcome people being rewarded for achievement, but not unfairly.
Both the biological/psychological evidence, and people’s attitudes in a country like
Britain, suggest that not only are we comfortable with inequalities in income, we
think it is the right thing to do, provided it is done fairly. It would be hard to argue,
though, that if some people are paid less than the minimum they require for a
healthy life, then the distribution of income is fair.

Undeserving because it’s their own fault

Are the poor architects of their own misfortune?

George Bernard Shaw has Arthur Doolittle, the dustman, claim that he has
chosen his undeserving poverty, but only after a catalogue of complaints about
how demeaning he finds it – ‘think what that means to a man’. Shaw’s intent is
clear: people do not choose their poverty. But, even if they do not choose poverty,
might the decisions they make account for their poverty and the ill-health
associated with it?

Given the history of Gita in Ahmedabad it would be difficult to say that she is
somehow poor of her own volition. She, and perhaps a billion men and women like
her, are poor because of lack of both material conditions and the opportunity to do
better.

Jimmy in Glasgow is different. He certainly has poverty of material conditions,
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compared with those prevailing in Glasgow, but as we have said, they are
wonderful compared with Gita’s. His poverty has more to do with his choices.
Actually, that should probably be ‘choices’, given the disastrous family history that
left him psychologically scarred. The circumstances of his background make social
mobility – going up the social ladder – unlikely.

Rachel, the low-grade civil servant, is not poor, but she is relatively low in the
social hierarchy, which constrains her choices. Rachel, compared with higher-
status women, is more likely to be obese, and to smoke, less likely to pursue
physical activities, has fewer social connections,27 and when her daughter was
young and Rachel was a single mother, she was less likely to have read to her, or to
have cuddled and played with her,28 as she juggled the demands of work,
motherhood, childcare and making ends meet. These ‘choices’ were bad for her,
Rachel’s, own health and played a role in limiting her daughter’s opportunities.

Two US-based researchers, Sendhil Mullainathan, an economist at Harvard, and
Eldar Shafir, a psychologist at Princeton, looking at the Rachels, the Jimmys and
even the Gitas of the world, asked, why do the poor appear to make decisions that
are not in their own interest?29 Summarising the evidence, they say that the poor
use less preventive health care, fail to adhere to drug regimens even when the costs
are covered, are less attentive parents and worse managers of their finances. In
low-income countries, they are less likely to weed their plots of land even though
that would increase productivity. I would add that it is not just the poor versus the
rest, but the evidence shows there is a social gradient in adopting preventive
behaviours or adhering to drug regimes.

So self-defeating do some of these decisions seem to be, that some speculate that
it is the very fecklessness of the poor that leads to their own misfortune and ill-
health. Mullainathan and Shafir’s view is that this is precisely upside down. Rather
than poor decision-making leading to poverty, they argue, it is poverty that leads to
poor decision-making. Their book, Scarcity, brings together evidence that scarcity
narrows a person’s working memory, to use a computer analogy. Someone starving
starts to focus on food, to the exclusion of other concerns; someone time-poor
focuses on deadline pressures rather than on long-term planning; and, crucially, the
poor focus on short-term survival rather than on more strategic decision-making.

In various experiments, they show that being relatively poor makes people less
insightful, and diminishes forward planning and sense of control. The effect of
poverty on cognitive function is equivalent to the effect of going without sleep for
a night. Their experiments and studies show that this diminished cognitive function
is not a permanent state – it gets worse as poverty worsens and improves as it
lessens.

The implication of this effect of scarcity is that the poor need not only money –
they do need money – but also the security of mind that allows a fuller range of
mental functions to flourish. For example, if when Rachel was a single mother she
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could have had access to subsidised childcare, it would have reduced not only her
financial burden but also her cognitive load as she juggled the tasks and the
finances involved in being a single mother. In low-income countries, where
employment and income are insecure and inconstant, short-term low-interest loans
might be valuable in relieving intolerable mental burdens.

My entrée into political philosophy was to help understand the links between social
justice and health. A simple adding-up principle, enshrined in utilitarianism, does
not do it, because we need to take distributions into account.

An approach to social justice that maximises freedom is much closer to my
concerns, provided that we recognise that we need to create the conditions for
people to have control over their lives, to have meaningful freedoms. Such an
approach to freedoms recognises human rights to health and to the social
determinants of health. Understanding how to realise those rights is the task of the
chapters that follow.

Rewarding virtue will be an important principle for deciding the distribution of
resources. My concern is with the impact of these allocation decisions on people’s
lives, and hence on health inequities.

IDEOLOGY AND EVIDENCE
If everyone agreed on the meaning of social justice and there was only one
conception of the good society, political philosophers would have to think of
something else to do. They are kept busy because as Stuart Hampshire wrote, there
is no agreement. Libertarians do not convert to Kantian philosophy, or vice versa,
simply on the basis of reasoned argument. We are dealing with ideology, although
the arguments are revealing.

One might have thought that, in science, where ideology has to come up against
hard facts, the ideological debates would give way to debates about evidence. All
too often, that is simply not the case. I described above my debate with utilitarian
economists at the RAND meeting. Their views were anathema to me. I admired the
intellectual coherence of putting a dollar value on people’s lives and apportioning
care only to the most worthy, but wanted no part of it. The culmination was what I
called bribing people to die. And I would certainly speculate that not a one of them
changed his mind – I think they were all men – as a result of my point of view. I
am guessing now, but they may have thought that my concern for human suffering
led to an intolerable degree of intellectual sloppiness. Heart getting in the way of
head. What we have though is conflicting principles, ideologies, one of which is
efficiency versus equity.

As I will also say later, there is great disagreement among economists when it
comes to discussing macroeconomic policy. There are devotees of austerity and
Keynesians, and they argue their positions with religious fervour. My own view, as
a non-economist, is that data really should settle it. In practice, it does not. Alan
Blinder, a self-declared liberal Keynesian economist at Princeton, quoted a
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Chicago economist, John Cochrane, as saying that Keynesian economics is ‘not
part of what anybody has taught graduate students since the 1960s. [Keynesian
ideas] are fairy tales that have been proved false.’ Blinder comments: ‘The first
statement is demonstrably false; the second is absurd.’ Blinder then goes on to call
this dismissal of Keynes’s ideas ideological. That said, and despite the heavy
interplay of ideology and evidence, economic evidence is important.30

When I come to discuss early child development I will touch on the long-
standing debates on nature and nurture. Here, I think that thought and evidence can
help penetrate the ideological positions, even if it does not change them
completely. Environmental determinists will not issue a mea culpa and convert to
genetic determinists; nor vice versa. But evidence matters.

Economists and public health people disagree, too. Recently, I proposed a
screening test to detect an economist: if someone comes across the social gradient
in health and assumes that health leads to socio-economic position, rather than
social circumstances lead to health, then he is an economist.31 Like all screening
tests there are false positives and false negatives, but the typical economist starting
position is that people’s health determines what happens to them. The public health
starting position is that what happens to people affects their health. When
economists analyse birth cohort data they find evidence that health in childhood
influences adult socio-economic position. When public health people analyse the
same data they find evidence that childhood socio-economic circumstances
influence adult health. Each concludes that their pathway is more important.

One economist was furious with me for pointing out this alleged bias. He said
that any sensible person would conclude that the pathway can go both ways – from
wealth to health and from health to wealth; I give too little credence to the
possibility that ill-health causes low social position. I agree. I do give too little
credence to it. Not because it cannot happen. For example, ill-health can lead to
inability to work. Particularly where there are no safety nets, of the type described
in Chapter 9, inability to work will, of course, lead to lack of income. But, in my
view the evidence is overwhelming that social condition, acting through the life
course, influences health and health equity. No, my concern is the tendency of
many economists to emphasise this health-to-wealth pathway – I would call it
reverse causation – to the exclusion of a focus on the social determinants of ill-
health of the type that this book has addressed. That is not prejudice on my side, it
is an empirical observation. More or less every time I have given a lecture and
someone has asked if I have considered the possibility that everything I have said
is wrong, because ill-health leads to low social position, that someone has been an
economist.

This is not just a polite, or even testy, academic debate. The policy implication
of these two positions is quite different. If the main causal direction goes from
health to wealth the appropriate intervention is to control illness in order to
improve an individual’s social and economic fortunes or, indeed, eradicate illness
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to improve the economy of a whole country. If, as I conclude, the main causes of
health inequalities reside in the circumstances in which people are born, grow, live,
work and age – the social determinants of health – then action to reduce health
inequalities must confront those circumstances and the fundamental drivers of
those circumstances: economics, social policies and governance.

When we published Fair Society, Healthy Lives, the Marmot Review of health
inequalities in England, Social Science and Medicine, an academic journal, invited
eight commentators to give their reactions to our report.32

Six of the commentaries are in little doubt that we have enough evidence to take
action, although all, like us, want a stronger evidence base. Some commentators
thought we put too much emphasis on income, some said too little. Some thought
we had made great strides politically, some that we were not political enough.
Absolutely fine with me. Exactly what you expect when you ask for comments.
The comments were a constructive contribution to the debate.

What of the other two commentators? They were economists. As expected, their
starting position was that people’s health determines what happens to them. The
Marmot Review’s starting position was that what happens to people has a
cumulative effect throughout their life course, progressively affecting their health.

This issue of reverse causation has been examined extensively in the
epidemiological literature. The debate has been around for a long time. I reviewed
it, in extenso, in my book Status Syndrome,33 where I concluded that there was
strong and conclusive evidence for social causation – social conditions cause
health. When the Social Science and Medicine debate surfaced I happened to be
reading Dickens’s Hard Times. Here is Dickens on housing: ‘In the hardest
working part of Coketown, . . . where Nature was as strongly bricked out as killing
airs and gases were bricked in.’ He also describes the terrible working conditions
in Coketown.

Should we really assume that these dark satanic mills and airless places, rather
than causing terrible illness and shortened lives, selectively employed and attracted
as residents sick people and those whose backgrounds accounted for all their
subsequent illness? That subsequent improvement in living and working
conditions, thus abating Victorian squalor, and associated improvements in health,
were correlation, not causation? That while medical care improved health, housing
also got better, and an intellectually slack public health profession mistook the
improvement in housing and working conditions for causes of improved health?

If proponents of this set of assumptions dropped their guard for a moment and
accepted the evidence that air pollution, crowded living space, ghastly working
conditions and poor nutrition were causes of ill-health in Victorian times why, a
priori, do they start from the position that living and working conditions are not a
cause of ill-health in the twenty-first century?

Of course, this disagreement between commentators is not just about evidence.
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It is also about ideology. Talking to a senior economist, Anton Muscatelli,
principal of Glasgow University, I said that you can explain why we in public
health may emphasise the wealth-to-health pathway. We want to improve health
and the evidence suggests that improving social conditions is an important way to
get there. Why do economists take the reverse position, I asked, do they not want
to improve society? Professor Muscatelli’s response: economists are taught that
health is a contribution to wealth, rather than the other way round, because it is
easier to model in their equations. Not a very exalted ideology, then.

What I can say is that not all economists take the same view. Amartya Sen was a
member of the Commission on Social Determinants of Health, and Sir Tony
Atkinson was a Commissioner of the Marmot Review. Each signed up to the
conclusions in the respective reports. Jim Smith, whose work showing how health
affects income is quoted, also showed elegantly the powerful influence of
education on health; such that income drops out of the model.

The fact that ideology, of various degrees of fervour, infuses debates about
evidence does not dim my respect for the evidence. All of the conclusions and
recommendations in this book are based on evidence. But I will assert that I do
have an ideology: avoidable health inequalities are unjust. We need the best
evidence that will help us take steps to make society more just, and reduce health
inequity.
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