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FOREWORD

Despite the tremendous improvements in overall health and life expectancy

during the past century, at the start of the twenty-first century there are un-

conscionable gaps in health for many vulnerable groups, including racial and

ethnic minorities and the poor. These gaps in health thrive in a climate of

economic and social inequities. These inequities create the conditions that ad-

versely affect the health of individuals and communities by denying individuals

and groups the equal opportunity to meet their basic human needs.

Minority children and children from low-income families continue to lag

behind their counterparts in almost every health indicator. Poor children are at

least twice as likely as are nonpoor children to suffer stunted growth or lead

poisoning. Black children and children from poor families are more likely to

have disabling asthma. Infants born to black mothers are more than twice as

likely as infants born to white mothers to die before their first birthdays. Black

and Mexican-American children living in older (pre-1946) housing are more

than twice as likely to have elevated blood lead levels as are white children

living in comparable housing.

Quality health care alone, however, cannot prevent children from being

poisoned by lead paint in deteriorating homes or developing asthma from fumes

emitted by inadequately vented stoves. These disparities in children’s health

reflect the inequities in social and economic well-being of children and their



families. For example, nearly 13 million American children—more than one in

six—lived in families with an annual income below the government poverty

level in 2003. In that year, 34 percent of black, 30 percent of Latino, 13 percent

of Asian, and 10 percent of white children were poor. The racial gaps in the

poverty rate testify to generations of social injustice that have created a system

of unequal access to many sectors of American life, including education,

housing, employment, finance, and criminal justice.

Social Injustice and Public Health calls us to action to improve health

through the pursuit of social justice. This book makes a powerful and com-

pelling argument that a primary goal of public health is to address the root

causes of social injustice: widening gaps between rich and poor, the unequal

distribution of resources within our society, discrimination, and the disen-

franchisement of individuals and groups from the political process.

This system of social injustice has contributed to disparities not only in

health but also in childhood development, education, employment, income,

housing, and family and community safety. The racial and social progress of

the last half-century is in peril of being lost. This would be a moral, social,

and economic catastrophe for America. If we can remove children from the

dangerous intersection of race, poverty, and poor education where so many

young lives are wrecked, we would not only improve children’s health but

we would also help all Americans realize the core values of freedom and

justice that make America America.

—Marian Wright Edelman
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PREFACE

Social injustice underlies many public health problems throughout the world. It

is manifested in many ways, ranging from various forms of overt discrimina-

tion to wide gaps between the ‘‘haves’’ and ‘‘have-nots’’ within a country and

between rich and poor countries. It leads to higher rates of disease, injury,

disability, and premature death. Public health professionals as well as students

of the health professions need a clear understanding of social injustice in order

to address these problems, but relatively few books address the wide range of

issues involved.

The aim of this book is to offer a comprehensive approach to understanding

social injustice and its impact on public health. Part I explores the nature of

social injustice and its adverse effects on public health. Part II describes in

detail how the health of 10 specific population groups is affected by social

injustice. Part III explores how social injustice adversely affects health in

10 different areas, ranging from infectious diseases to mental health, from

prevention of assaultive violence and war to occupational health and safety.

Part IV provides an action agenda for what needs to done to prevent social

injustice and to minimize its impact on health.

This book arose from our experience and observations of the ways in which

social injustice underlies public health problems. Previously we edited War

and Public Health and Terrorism and Public Health, in which we identified



social injustice as a principal causative factor and as a consequence of war and

terrorism. The current book examines social injustice as a principal causative

factor and as a consequence of many public health problems.

We conceived this book with the goals of stimulating a better understanding

of the relation between social injustice and public health, promoting education

and research on these issues, and facilitating effective measures to minimize

the impact of social injustice on health and well-being.

B.S.L. and V.W.S

Sherborn, Massachusetts

The Bronx, New York

May 2005
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1

THE NATURE OF SOCIAL INJUSTICE AND

ITS IMPACT ON PUBLIC HEALTH

Barry S. Levy and Victor W. Sidel

Introduction

Social injustice means a wide variety of different things to different people

who are affected by it:

� To children in urban slums and depressed rural areas, it may mean few

teachers, crowded classrooms, inadequate curricula, functional illiter-

acy, and no development of marketable skills.
� To unemployed youth, it may mean decreased likelihood of getting a

permanent job.
� To minority workers, it may mean reduced opportunities for advance-

ment, reduced income, and increased exposure to on-the-job health and

safety hazards.
� To women, it may mean increased risk of being violently attacked or

sexually abused.
� To people forced to migrate within or between countries, it may mean

decreased social cohesion and increased stress.
� To many people worldwide, it may mean unsafe food and water, poor

sanitation, crowded and substandard housing, exposure to environmental

5



hazards, decreased protection of human rights and civil liberties, and

inadequate access to medical care and public health services.

Social injustice creates conditions that adversely affect the health of indi-

viduals and communities. It denies individuals and groups equal opportunity

to meet their basic human needs. It violates fundamental human rights.

We define social injustice in two ways. First, we define it as the denial or

violation of economic, sociocultural, political, civil, or human rights of specific

populations or groups in the society based on the perception of their inferiority

by those with more power or influence. Populations or groups that suffer social

injustice may be defined by racial or ethnic status, socioeconomic position,

age, gender, sexual orientation, or other perceived population or group char-

acteristics. These groups are often negatively stereotyped and stigmatized and

may be the targets of hate and violence. Part II (chapters 2 to 11) is organized

around this definition of social injustice, with each chapter focusing on a

population or group whose health is affected by social injustice.

Our second definition of social injustice is based on the Institute of Medicine

definition of public health: what we, as a society, collectively do to assure the

conditions in which people can be healthy.1 This second definition of social

injustice refers to policies or actions that adversely affect the societal conditions

in which people can be healthy. Although this type of social injustice is often

communitywide, nationwide, or even global, the populations and groups de-

scribed in our first definition of social injustice—especially the poor, the home-

less, the ill or injured, the very young, and the very old—usually suffer more than

others in the population as a result of these policies and actions. Examples of this

form of social injustice include policies or practices that promote

� War and other forms of violence
� Global warming or other widespread environmental damage
� Failure to provide essential public health and medical care services
� Corruption of government or culture
� Erosion of civil liberties and freedoms
� Restriction of education, scientific research, and public discourse.

Part III (chapters 12 to 21) is organized around this definition of social in-

justice, with each chapter focusing on a different area of public health. Public

health is ultimately and essentially an ethical enterprise committed to the no-

tion that all people are entitled to protection against the hazards of this world

and to the minimization of death and disability in society.2

Under either definition, social injustice represents a lack of fairness or equity,

often resulting from the way that society is structured or from discrimination by

groups or individuals within the society. Among the roots of social injustice are
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poverty and the increasing gap between the rich and the poor; maldistribution

of resources within the society; racism and other forms of discrimination; weak

laws or weak enforcement of laws protecting human rights and other rights; and

disenfranchisement of individuals and groups from the political process. Rel-

evant to our two definitions of social injustice, concepts and definitions of

social justice are based on justice, fairness, and equity (box 1-1).

Social injustice leads to a wide range of adverse health consequences, as

reflected by disparities in health status and access to health services within

or between populations. Within the United States, there have been—and still

are—many disparities with regard to health status, such as the following:

� In the 1998–2000 period, the infant mortality rate for blacks was 14 per

1,000 live births, and for whites and Hispanics, 6.
� In the 1999–2000 period, among women aged 20 to 74, blacks had a

50 percent rate of obesity, compared with 40 percent among Mexicans

and 30 percent among whites.
� In 2001, 90 percent of white pregnant women received prenatal care early

in their pregnancies, compared with 75 percent of blacks and Hispanics.
� In 2001, 35 percent of Hispanics had no health insurance coverage, com-

pared with 20 percent of blacks and 15 percent of whites.3

The Department of Health and Human Services through its Healthy People

2010 initiative has committed the United States to eliminating these and other

health disparities.4

Social injustice and its manifestations have varied with time and place. In the

United States, groups of people with dark skin were denied many opportunities

in the past by law. Since the repeal of laws requiring discrimination and the

adoption of laws banning discrimination, many opportunities have been often

denied these same groups by social patterns and custom, such as by segregation.

Marked disparities also exist internationally (see chapter 21). For example,

a female infant born today in Japan will live, on average, 85 years. She will be

fully vaccinated and will receive adequate nutrition and extensive education.

If she becomes pregnant, she will receive adequate maternity care. If she de-

velops chronic disease, she will likely receive excellent treatment and reha-

bilitation. If she becomes sick, she will likely receive approximately US$550

in medications. In contrast, a female infant born today in Sierra Leone will

live, on average, 36 years. She will have a low probability of being immu-

nized and a high probability of being underweight and malnourished. She

will likely marry as a teenager and have six or more children, none of whom

will be delivered by a trained birth attendant. One or more of her children will

likely die during infancy. She will be at high risk of death during childbirth. If

she becomes sick, she will likely receive about US$3 in medications. If she
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BOX 1-1 Concepts of Social Justice

While the focus of this book is social injustice and methods for preventing

and correcting social injustices, it is important to review definitions and

concepts of social justice. Many definitions focus on preventing human

rights abuses, especially those affecting minority groups, women, and chil-

dren, and ensuring adherence to international law, especially international

law concerningwar crimes and crimes against humanity. Social justice refers,

in part, to the equitable societal distribution of valued goods and necessary

burdens.1 In a similar vein, social justice can be thought of as an application

of the concept of distributive justice to the wealth, assets, privileges, and

advantages that accumulate within a society or state.2 Some describe it as

justice that conforms to a moral principle, such as that all people are equal.3

Some characterize it as full and equal participation of all groups in a society

that is mutually shaped to meet their needs, including a vision of society that

is equitable and in which all members are physically and psychologically safe

and secure.4 In contrast, some contend that social justice may be distin-

guished from justice in law and justice embedded in systems of morality,

which may differ between cultures.5

Many definitions of social justice are based on the premise that all people,

in the words of the U.S. Declaration of Independence, have ‘‘inalienable

rights.’’ In the United States, political and civil rights are usually seen as cen-

tral. In other countries, economic, social, and cultural rights are emphasized;

these include the right to services to meet basic human needs regardless of

differences in economic status, class, gender, race, ethnicity, citizenship, re-

ligion, age, sexual orientation, disability, and health. The Universal Decla-

ration of Human Rights, adopted by the UnitedNations General Assembly on

December 10, 1948, provides a widely accepted summary of basic human

rights (see box 1-2). It served as the foundation for the original two legally

binding United Nations human rights documents: the International Cove-

nant on Civil and Political Rights and the International Covenant on Eco-

nomic, Social, and Cultural Rights.6,7 Many definitions of social injustice

therefore hold that achieving social justice involves eradicating poverty and

illiteracy, establishing sound environmental policy, and attaining equality of

opportunity for healthy personal and social development.8

Social, or civil, justice is largely based on various social contract theories.

Most of these theories are a variation of the concept that as governments are

instituted among populations for the benefit of their members, they must see

to the welfare of their citizens. This concept usually includes, but is not limited

to, upholding human rights. In addition,many variants of this concept contain

elements demanding more equitable distribution of wealth and resources.

A widely accepted formulation of the basis for these rights rests not on the

deism that led the authors of the U.S. Declaration of Independence to state

(continued )
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that people are ‘‘endowed by their Creator’’ with these rights, but rather on

the concept elaborated by John Rawls in A Theory of Justice.9 Rawls draws

on the social contract theories of Thomas Hobbes, Jean-Jacques Rousseau,

and John Locke and argues that the ‘‘veil of ignorance’’ that prevents people

from knowing a priori what position in society they would occupy requires

them to insist on basic liberties and to insist that inequalities in wealth and

position be arranged so as to benefit the worst-off group in society.

We agree with Paula Braveman and Sofia Gruskin10 that social justice

means equity or fairness and that it is an ethical concept grounded in

principles of distributive justice. Equity in health can be defined as the

absence of socially unjust or unfair health disparities. For purposes of op-

erationalization and measurement, equity in health can be defined as the

absence of systematic disparities in health (or in the major social determi-

nants of health) between social groups that have different levels of under-

lying social advantage or disadvantage—that is, different positions in a

social hierarchy. Health represents both physical and mental well-being, not

just the absence of disease. Key social determinants of health include

household living conditions, conditions in communities and workplaces,

and health care, along with policies and programs affecting these factors.

Underlying social advantage or disadvantage refers to wealth, power, and/

or prestige—that is, the attributes that define how people are grouped in

social hierarchies.10

The extent to which social justice and equity exist in a society correlates

with the distribution of resources within the population. Equality in distri-

bution of wealth within a society improves population health status and

reduces health disparities within that society.11

Social justice is inextricably linked to public health. It is the philosophy

behind public health.12 Under social justice, all groups and individuals are

entitled equally to important rights such as health protection and minimal

standards of income. The goal of public health to minimize preventable

death and disability is a dream of social justice.
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develops a chronic disease, she likely will not have adequate treatment or

rehabilitation. She will likely die prematurely of a preventable disease or

injury.5

Social injustice leads to increased rates of disease, injury, disability, and

premature death because of increased risk factors and decreased medical care

and preventive services. People and communities affected by social injustice

may have, for example,

� Poorer nutrition
� Greater exposure to unsafe water
� Increased contact with infectious disease agents
� Increased exposure to occupational and environmental hazards
� Increased complications of chronic diseases
� Increased alcohol, tobacco, and drug abuse
� Decreased social support
� Increased physiological and immunological vulnerability to disease
� Less access to comprehensive diagnostic, therapeutic, and rehabilitative

services
� Lower quality of health care
� Less access to clinical preventive services, such as screening and counseling
� Less access to community-based preventive measures.

It is increasingly recognized that factors related to social injustice, in-

cluding poverty, inadequate education, and inadequate health insurance,

significantly contribute to increased rates of disease, disability, and death. For

example, in 1991, the director of the National Cancer Institute declared that

poverty is a carcinogen.6
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The causes of many diseases are a complex interplay of multiple factors,

many of which are due to social injustice. This is illustrated in figure 1-1,

which describes the impact of multiple causative factors on the occurrence of

several different infectious diseases (also see chapters 13 and 21).

Social injustice often occurs when those who control access to opportunities

and resources block the poor, the powerless, and those otherwise deprived from

gaining fair and equitable access to these opportunities and resources. Social

injustice enables those in the upper class to receive a disproportionate share of
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Figure 1-1 Determinants of infectious diseases. (From Kickbusch H, Buse K. Global

influences and global responses: international health at the turn of the twenty-first

century. In:MersonMH, Black RE,Mills AJ, eds. International public health: diseases,

programs, systems, and policies. Gaithersburg, Md.: Aspen Publishers, 2001:708.

Copyright 2001 Jones and Bartlett Publishers, Sudbury, Mass. www.jbpub.com.

Reprinted with permission.)
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wealth and other resources—‘‘the good things in life’’—while others may

struggle to obtain the basic necessities of life.

Special circumstances may increase the level of social injustice. For ex-

ample, a drought or a flood that diminishes the availability of food supplies

often affects some groups more than others, unless social or legal action is

taken to prevent this disparity. War or civil conflict may increase social in-

justice for some groups, especially for those on the losing side. War, or

preparation for war, may divert resources and attention from social injustice

issues. However, major community emergencies may mobilize and bring

together people in ways that ameliorate social injustice.

The disparities between the rich and poor within the United States and

between rich and poor nations are greater than they have ever been. And the

rich are getting richer, and the poor, poorer. The poor are at greater risk ofmany

diseases and injuries, with resultant disability and premature death. The gap

in wealth between the rich and the poor is illustrated in figure 1-2, which

Richest
fifth

Each horizontal band
represents an equal fifth
of the world’s people

Poorest
fifth

GNP – 1.4
World trade – 0.9
Domestic savings – 0.7
Domestic investment – 0.9

Distribution of economic activity, 1991
(percentage of world total)

GNP – 84.7
World trade – 84.2

Domestic savings – 85.5
Domestic investment – 85.0

Figure 1-2 Global economic disparities. (From United Nations Development Pro-

gram. Human development report 1994. New York, N.Y.: Oxford University Press,

1994:63.)
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demonstrates that the richest quintile (20 percent) of people in the world owns

approximately 85 percent of the wealth, whereas the poorest quintile owns

approximately 1 percent.

Market justice, which has created many of these disparities and gaps, may

be the primary roadblock to dramatically reducing preventable injury and

death.2 It has been asserted that market justice is a pervasive ideology that

protects the most powerful or the most numerous from the burdens of col-

lective action.2 An important role for public health is to challenge market

justice as fatally deficient in protecting the public’s health and to advocate an

ethic for protecting the public’s health—giving highest priority to reducing

death and disability and protecting all humankind against hazards.2

What Needs to Be Done

Humanity, for the first time, has the technical capacity and the human and

economic resources to address poverty, ill health, human rights violations,

and the social injustice that helps spawn and promote these problems. Some

forms of social injustice may be prevented or corrected by individual action,

but most forms of social injustice require social or legal action for their pre-

vention or correction.

As reflected in part IV (chapters 22–28), we believe that basic public health

approaches need to be further developed and implemented to address the role

of social injustice in public health. These approaches include the following:

� Addressing social injustice in a human rights context: The Universal

Declaration of Human Rights (box 1-2) and the International Declara-

tion of Health Rights (box 1-3) provide a foundation for reducing, and

ultimately eliminating, social injustice (also see chapter 22).
� Promoting social justice by public health policies, programs, and ser-

vices: Public health departments and other government bodies at the lo-

cal, state, national, and international levels can reduce social injustice and

promote social justice (see chapter 23).
� Strengthening communities and the roles of individuals in community

life: Communities—as well as civil-society organizations and individ-

uals within communities—can play vital roles in addressing social in-

justice and its impact on public health (see chapter 24).
� Promoting social justice through education in public health: Schools of

public health and educational programs in public health can promote so-

cial justice in many ways, including featuring social-justice subjects and

issues in their curricula (see chapter 25).

(text continues on p. 19)

Nature of Social Injustice and Impact on Public Health 13



BOX 1-2 Universal Declaration of Human Rights

OnDecember 10, 1948, the General Assembly of the UnitedNations adopted

and proclaimed the Universal Declaration of Human Rights, the full text of

which appears below. It then called upon all member countries to publicize

the text of the Declaration and ‘‘to cause it to be disseminated, displayed,

read and expounded principally in schools and other educational institutions,

without distinction based on the political status of countries or territories.’’

Preamble

Whereas recognition of the inherent dignity and of the equal and inalien-

able rights of all members of the human family is the foundation of free-

dom, justice and peace in the world,

Whereas disregard and contempt for human rights have resulted in

barbarous acts which have outraged the conscience of mankind, and the

advent of a world in which human beings shall enjoy freedom of speech

and belief and freedom from fear and want has been proclaimed as the

highest aspiration of the commonpeople,

Whereas it is essential, if man is not to be compelled to have recourse, as

a last resort, to rebellion against tyranny and oppression, that human rights

should be protected by the rule of law,

Whereas it is essential to promote the development of friendly relations

between nations,

Whereas the peoples of the United Nations have in the Charter re-

affirmed their faith in fundamental human rights, in the dignity and worth

of the human person and in the equal rights of men and women and have

determined to promote social progress and better standards of life in larger

freedom,

Whereas Member States have pledged themselves to achieve, in co-

operation with the United Nations, the promotion of universal respect for

and observance of human rights and fundamental freedoms,

Whereas a common understanding of these rights and freedoms is of the

greatest importance for the full realization of this pledge,

Now, therefore, theGeneral Assembly proclaims this Universal Declaration

of Human Rights as a common standard of achievement for all peoples and all

nations, to the end that every individual and every organ of society, keeping

this Declaration constantly in mind, shall strive by teaching and education to

promote respect for these rights and freedoms and by progressive measures,

national and international, to secure their universal and effective recognition

and observance, both among the peoples of Member States themselves and

among the peoples of territories under their jurisdiction.

(continued )
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Article 1

All human beings are born free and equal in dignity and rights. They are

endowed with reason and conscience and should act towards one another

in a spirit of brotherhood.

Article 2

Everyone is entitled to all the rights and freedoms set forth in this Decla-

ration, without distinction of any kind, such as race, color, sex, language,

religion, political or other opinion, national or social origin, property, birth or

other status. Furthermore, no distinction shall be made on the basis of the

political, jurisdictional or international status of the country or territory to

which a person belongs, whether it be independent, trust, non-self-govern-

ing or under any other limitation of sovereignty.

Article 3

Everyone has the right to life, liberty and security of person.

Article 4

No one shall be held in slavery or servitude; slavery and the slave trade

shall be prohibited in all their forms.

Article 5

No one shall be subjected to torture or to cruel, inhuman or degrading

treatment or punishment.

Article 6

Everyone has the right to recognition everywhere as a person before the law.

Article 7

All are equal before the law and are entitled without any discrimination

to equal protection of the law. All are entitled to equal protection against

any discrimination in violation of this Declaration and against any incite-

ment to such discrimination.

Article 8

Everyone has the right to an effective remedy by the competent national

tribunals for acts violating the fundamental rights granted him by the

constitution or by law.

Article 9

No one shall be subjected to arbitrary arrest, detention or exile.

(continued )
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BOX 1-2 (continued )

Article 10

Everyone is entitled in full equality to a fair and public hearing by an in-

dependent and impartial tribunal, in the determination of his rights and ob-

ligations and of any criminal charge against him.

Article 11

(1) Everyone charged with a penal offence has the right to be presumed

innocent until proved guilty according to law in a public trial at which he has

hadall theguarantees necessary for his defense. (2)Noone shall beheldguilty

of any penal offence on account of any act or omission which did not con-

stitute a penal offence, under national or international law, at the timewhen it

was committed nor shall a heavier penalty be imposed than the one that was

applicable at the time the penal offence was committed.

Article 12

No one shall be subjected to arbitrary interference with his privacy,

family, home or correspondence, nor to attacks upon his honor and repu-

tation. Everyone has the right to the protection of the law against such

interference or attacks.

Article 13

(1) Everyone has the right to freedom of movement and residence within

the borders of each state. (2) Everyone has the right to leave any country,

including his own, and to return to his country.

Article 14

(1) Everyone has the right to seek and to enjoy in other countries asylum

from persecution. (2) This right may not be invoked in the case of prose-

cutions genuinely arising from non-political crimes or from acts contrary to

the purposes and principles of the United Nations.

Article 15

(1) Everyone has the right to a nationality. (2) No one shall be arbitrarily

deprived of his nationality nor denied the right to change his nationality.

Article 16

(1) Men and women of full age, without any limitation due to race, na-

tionality or religion, have the right to marry and to found a family. They are

entitled to equal rights as to marriage, during marriage and at its dissolution.

(2) Marriage shall be entered into only with the free and full consent of the

(continued )
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intending spouses. (3) The family is the natural and fundamental group unit

of society and is entitled to protection by society and the State.

Article 17

(1) Everyone has the right to own property alone as well as in association

with others. (2) No one shall be arbitrarily deprived of his property.

Article 18

Everyone has the right to freedom of thought, conscience and religion;

this right includes freedom to change his religion or belief, and freedom,

either alone or in community with others and in public or private, to

manifest his religion or belief in teaching, practice, worship and observance.

Article 19

Everyone has the right to freedom of opinion and expression; this right in-

cludes freedom to hold opinions without interference and to seek, receive and

impart information and ideas through any media and regardless of frontiers.

Article 20

(1) Everyone has the right to freedom of peaceful assembly and associ-

ation. (2) No one may be compelled to belong to an association.

Article 21

(1) Everyone has the right to take part in the government of his country,

directly or through freely chosen representatives. (2) Everyone has the right

to equal access to public service in his country. (3) The will of the people shall

be the basis of the authority of government; this shall be expressed in peri-

odic and genuine elections which shall be by universal and equal suffrage

and shall be held by secret vote or by equivalent free voting procedures.

Article 22

Everyone, as a member of society, has the right to social security and is

entitled to realization, through national effort and international co-operation

and in accordance with the organization and resources of each State, of the

economic, social and cultural rights indispensable for his dignity and the free

development of his personality.

Article 23

(1) Everyone has the right to work, to free choice of employment, to just

and favorable conditions of work and to protection against unemploy-

ment. (2) Everyone, without any discrimination, has the right to equal pay

for equal work. (3) Everyone who works has the right to just and favorable

(continued )
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BOX 1-2 (continued )

remuneration ensuring for himself and his family an existence worthy of

human dignity, and supplemented, if necessary, by other means of social

protection. (4) Everyone has the right to form and to join trade unions for

the protection of his interests.

Article 24

Everyone has the right to rest and leisure, including reasonable limitation

of working hours and periodic holidays with pay.

Article 25

(1) Everyone has the right to a standard of living adequate for the health

andwell-being of himself and of his family, including food, clothing, housing

andmedical care and necessary social services, and the right to security in the

event of unemployment, sickness, disability, widowhood, old age or other

lack of livelihood in circumstances beyond his control. (2) Motherhood and

childhood are entitled to special care and assistance. All children, whether

born in or out of wedlock, shall enjoy the same social protection.

Article 26

(1) Everyone has the right to education. Education shall be free, at least in

the elementary and fundamental stages. Elementary education shall be

compulsory. Technical and professional education shall be made generally

available and higher education shall be equally accessible to all on the basis of

merit. (2) Education shall be directed to the full development of the human

personality and to the strengthening of respect for human rights and fun-

damental freedoms. It shall promote understanding, tolerance and friendship

among all nations, racial or religious groups, and shall further the activities of

the United Nations for the maintenance of peace. (3) Parents have a prior

right to choose the kind of education that shall be given to their children.

Article 27

(1) Everyone has the right freely to participate in the cultural life of the

community, to enjoy the arts and to share in scientific advancement and its

benefits. (2) Everyone has the right to the protection of the moral and

material interests resulting from any scientific, literary or artistic production

of which he is the author.

Article 28

Everyone is entitled to a social and international order in which the rights

and freedoms set forth in this Declaration can be fully realized.

(continued )
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� Researching critical questions on social justice and public health: Sys-

tematic research approaches can better document social injustice, iden-

tify its underlying causes, and help point the way to reducing social

injustice and its impact on public health (see chapter 26).
� Protecting human rights through national and international laws: Na-

tional and international laws can be strengthened and better implemented

to protect human rights and promote social justice (see chapter 27).
� Promoting equitable and sustainable human development: Achievement

of social justice requires equitable and sustainable human development

(see chapter 28).

The Healthy People 2010 initiative in the United States and the Millen-

nium Development Goals initiative worldwide provide a framework for

making progress in reducing social injustice as it affects public health. (See

table 21-7 on p. 394.) The Millennium Development Goals include eradi-

cating extreme poverty and hunger; reducing infant and childhood mortality;

improving maternal health; combating HIV/AIDS, malaria, and other in-

fectious diseases; ensuring environmental sustainability; and establishing a

global partnership for development.

We believe that the ultimate remedy for social injustice and its adverse

effects on health lies in the development, adoption, and implementation of

policies and programs that promote social justice and protect individuals and

communities from social injustice. Therefore, we believe that advocacy for

these policies and programs is the most critical component of an agenda for

social justice and public health. Solving problems of social injustice requires

Article 29

(1) Everyone has duties to the community in which alone the free and full

development of his personality is possible. (2) In the exercise of his rights

and freedoms, everyone shall be subject only to such limitations as are

determined by law solely for the purpose of securing due recognition and

respect for the rights and freedoms of others and of meeting the just re-

quirements of morality, public order and the general welfare in a demo-

cratic society. (3) These rights and freedoms may in no case be exercised

contrary to the purposes and principles of the United Nations.

Article 30

Nothing in this Declaration may be interpreted as implying for any State,

group or person any right to engage in any activity or to perform any act

aimed at the destruction of any of the rights and freedoms set forth herein.
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BOX 1-3 International Declaration of Health Rights

We, as people concerned about health improvement in the world, do

hereby commit ourselves to advocacy and action to promote the health

rights of all human beings.

� The enjoyment of the highest attainable standard of health is one of the

fundamental rights of every human being. It is not a privilege reserved for

those with power, money or social standing.
� Health is more than the absence of disease, but includes prevention of

illness, development of individual potential, a positive sense of physical,

mental and social well-being.
� Health care should be based on dialogue and collaboration between citi-

zens, professionals, communities and policymakers. Health services should

be affordable, accessible, effective, efficient and convenient.
� Health begins with healthy development of the child and a positive family

environment. Health must be sustained by the active role of men and

women in health and development. The role of women, and their wel-

fare, must be recognized and addressed.
� Health care for the elderly should preserve dignity, respect and concern

for quality of life and not merely extend life.
� Health requires a sustainable environment with balanced human popu-

lation growth and preservation of cultural diversity.
� Health depends on the availability to all people of basic essentials: food,

safe water, housing, education, productive employment, protection from

pollution, and prevention of social alienation.
� Health depends on protection from exploitation without distinction of

race, religion, political belief, economic or social condition.
� Health requires peaceful and equitable development and collaboration of

all peoples.

The International Declaration of Health Rights was created by the faculty,

students, and alumni of the Johns Hopkins School of Public Health on the

occasion of the School’s 75th anniversary. It was first signed at a ceremony

on April 23, 1992, by Hiroshi Nakajima, Director-General of the World

Health Organization; James Grant, Executive Director of UNICEF; and Alfred

Sommer, Dean of the School.

Since then, signing ceremonies have taken place around the world to

bring recognition to the need for all peoples to work together to prevent

disease, disability, and premature death.
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painful costs that the dominant interests in society may be unwilling to pay.

Ultimately, what is needed to effectively address social injustice is the

popular and political will to address its root causes. A primary goal of public

health is to help develop this popular and political will, and to use it to help

end social injustice.
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THE SOCIOECONOMICALLY

DISADVANTAGED

Michael Marmot and Ruth Bell

Introduction

In many of the rich countries of the world, social inequalities in health have

been increasing. This has happened at the same time as overall health has

improved. National data from England and Wales show that although mor-

tality has improved for each social class between the 1970s and the late

1990s, it has improved most for those initially in the highest social class1

(fig. 2-1). As a result, the life expectancy gap between the bottom and top

social classes has increased. Similar results have been seen for many Eu-

ropean countries2 and for the United States3 (fig. 2-2).

Why is this relevant to a book on social injustice? If differences in health

among social groups were an inevitable consequence of the social stratifi-

cation that comes from living in social groups, we might comment on it but

would perhaps not regard it as unjust. But inequalities in health can change

over a relatively short time as overall health improves. Such inequalities are

therefore unlikely to be inevitable. If they are not inevitable and if we could

do something about them, they are unjust.4

The starting point for this chapter is that inequality in the conditions under

which people live and work translates into inequalities in health. We argue

that it is the inequality in these circumstances that is unjust. To take action
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against the circumstances that determine ill health, we need a better under-

standing of what they are and how they come about.

Socioeconomic Disadvantage Is More Than Low Income

One could equate ‘‘socioeconomic disadvantage’’ with poverty, and poverty

with lack of money. Socioeconomic disadvantage does indeed imply lack of

money, but it also implies more. One cannot understand the relation between

socioeconomic disadvantage and health by focusing solely on money or

material disadvantage. Other disadvantages are associated with socioeco-

nomic position and these are crucial for health. Amartya Sen, a pioneer in the

use of the concept of capabilities, observed that it is not so much what one

has that is important but rather what one can do with what one has.5 Social

inequalities in health may be a consequence of inequalities in capabilities.

A second, related, theme pervades this chapter: In considering socioeconomic

disadvantage or poverty, there is no sharp dividing line between ‘‘the poor’’ and

‘‘the non-poor.’’ Many countries set a threshold level of income for ‘‘poverty.’’

Below it, people are considered to be poor, and above it, not poor. A threshold is

useful insofar as one can then calculate the prevalence of poverty and make com-

parisons over time and among countries.6 Its limitation is that there are degrees of

socioeconomic disadvantage. Similarly, social inequalities in health are graded—

the lower the social position, the higher is the risk of ill health.

To understand the important, but not comprehensive, role played by money

in generating inequalities in health, we provide two crucial distinctions:

(a) The importance of income for health depends on how much or how little

money an individual or a population has (see below). (b) Income or wealth of

individuals has to be separated from income or wealth of populations.

Income Matters If You Have Little of It

If individuals or populations have little money, a small increase may make a

big difference. At low incomes, internationally, there is a strong relation

between gross national product (GNP) per capita and life expectancy. Much

of this is driven by infant and child mortality. In Sierra Leone, the mortality

of children under age 5 is about 300 per 1,000 live births. This contrasts with

Sweden and Japan, where infant and child mortality is about 4 per 1,000 live

births.6 Extreme poverty is related to extreme bad health. Investment in public

health and poverty relief has a major impact on ill health in poor countries.7

The disparities in health between rich and poor countries represent a gross

abuse of human rights8 (see chapter 21). The remainder of this chapter deals

with socioeconomic differences in health within the richer countries of the

world.
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After Material Deprivation, Absolute Income Matters Less

Among richer countries, differences in absolute income appear to be less

important than among poorer countries. Among developed countries, there

is no relationship as measured by gross domestic product (GDP) between

national income and life expectancy6 (table 2-1). For example, the United

States, for which the GDP in purchasing power is second only to Luxembourg,

ranks 26th in life expectancy. Israel, Greece, Malta, and New Zealand—all

countries with a GDP of less than $20,000—have a higher life expectancy than

the United States. Greece, with a GDP of slightly more than $17,000, has

a longer life expectancy than the United States, which has twice the national

income. Once a country has solved its basic material conditions for good

health, there is evidence that more money does not buy better health.9

TABLE 2-1 Life Expectancy at Birth and Gross Domestic

Product (GDP) in U.S. Dollars in 2001, Adjusted for

Purchasing Power

Life Expectancy at Birth GDP

Japan 81.3 25,130
Sweden 79.9 24,180
Canada 79.2 27,130
Spain 79.1 20,150
Switzerland 79.0 28,100
Australia 79.0 25,370
Israel 78.9 19,790
Norway 78.7 29,620
France 78.7 23,990
Italy 78.6 24,670
The Netherlands 78.2 27,190
New Zealand 78.1 19,160
Malta 78.1 13,160
Greece 78.1 17,440
Cyprus 78.1 21,190
Germany 78.0 25,350
Costa Rica 77.9 9,460
United Kingdom 77.9 24,160
Singapore 77.8 22,680
United States 76.9 34,320
Ireland 76.7 32,410
Cuba 76.5 5,259
Portugal 75.9 18,150

From Human development report 2003 by United Nations Development

Programme. Copyright 2003 by the United Nations Development Pro-

gramme. Used by permission of Oxford University Press, Inc.
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We have included two poorer countries in the table: Cuba (GDP* adjusted

for purchasing power, $5,259) and Costa Rica ($9,460). Life expectancy in

Costa Rica, at 77.9 years, is higher than in the United States, 76.9 years, and

that of Cuba is only 0.4 year less, despite having less than one sixth the

purchasing power.

All of the countries listed in table 2-1 have low infant and child mortality

rates—an indication that none of them suffer from the severe material dep-

rivation seen in Sierra Leone. In the United States, for example, infant mor-

tality is about 7 per 1,000 live births.10 Within countries, there are major

differences in health among socioeconomic groups, especially in the middle

and older age groups. For example, infants born to mothers with less than

12 years of education (in the 1998–2000 period) had a mortality rate of 8.0

per 1,000, compared with 5.1 per 1,000 for infants born to mothers with 13

or more years of education. Even infants born to African-American mothers

with low education, the group with the worst rate of mortality in this anal-

ysis, had a mortality rate of 14.8 per 1,000—remarkably better than that of

infants in Sierra Leone (182 per 1,000).

This is not to say that socioeconomic disadvantage ceases to be a problem

for health in the United States or other rich countries. Despite small dif-

ferences in infant mortality rate, there are still substantial differences among

socioeconomic groups in life expectancy. There is, for example, a 7.4-year

gap in life expectancy between the lowest and highest social classes in

England and Wales (see fig. 2-1). Not only does length of life show a socio-

economic gradient; so do measures of ill health. For example, in the United

Kingdom, at each age there is a remarkable stepwise relation between wealth

and poor health11 (fig. 2-3). Not only do people at the bottom have poor

health, but also there is a gradient: The lower one’s wealth, the worse is

one’s level of health. For all groups, ill health increases with age; however,

the level of ill health for those in the top quintile of wealth in the 70–74 age

group is less than the level of ill health for those in the bottom quintile in the

50–54 age group. We could repeat figure 2-3, substituting income for wealth,

and obtain similar findings.

We have then an apparent paradox: Among the rich countries, income of a

country is not related to health or life expectancy. However, within a rich

country, there is a strong relationship between measures of socioeconomic

status and health. Therefore, in rich countries, where the problems of ab-

solute material deprivation have been solved, it is not absolute level of

income or wealth that matters for health. What matters is a person’s position

*Gross domestic product is adjusted for purchasing power in order to make the ‘‘meaning’’ of a

dollar comparable across countries.
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within the social hierarchy. Let us examine which features of socioeconomic

position are important for health.

At Higher Levels of Income, Relative Position
Remains Important

A focus on the ‘‘haves’’ and ‘‘have-nots’’ leads, understandably, to concern

with those toward the bottom of any hierarchy, or with those who are totally

socially excluded. The social gradient in health, however, runs all the way

from top to bottom of society. In our Whitehall studies of British civil ser-

vants, we found a social gradient in health and disease in which those second

from the top had worse health than those at the top.12,13 It would be hard to

describe those second from the top as socioeconomically disadvantaged, yet

the social gradient in health includes them.

This phenomenon is not confined to British civil servants. In Sweden, for

example, men with a doctoral degree had a lower mortality rate than those

with a masters degree or professional qualification, even after income was

taken into account.14
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Figure 2-3 Self-reported health by total wealth quintile. (Data from the English

Longitudinal Study of Ageing [University College London and the Institute for

Fiscal Studies].)
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The Impact of Social Injustice on the
Socioeconomically Disadvantaged

‘‘Modern’’ Impoverishment

The ways of doing without have changed. For example, in the early twenti-

eth century, poverty in Britain meant damp, cold, crowded houses, with poor

sanitation, unclean water, and lack of nutrition. It meant working in dusty,

hazardous, and physically arduous occupations. These living and working

conditions provided ample explanation for the high mortality rate of children

and high susceptibility of adults to chronic respiratory disease and tuberculosis.

This is no longer the typical picture of the socioeconomically disadvan-

taged. Here are two quotes from a lower-status civil servant in our Whitehall

II study.9 The first is about work:

I went to the typing pool, and sat there typing documents. Which was absolutely

soul destroying. The fact that we could eat sweets and smoke was absolute heaven,

but we were not allowed to talk.

The second is about her life after retirement. Although on a ‘‘reasonable’’

occupational pension, she does not have the resources to engage in a

meaningful retirement. She said:

I’ve got used to my own company. . . . I do find the week-ends a bugger. . . . I’ve got
no incentive. . . . I sit and read the paper. . . . and breakfast at 10.30. If you sit

watching TV in the afternoon. . . . I’m at rock bottom.

These quotes were chosen to demonstrate what ‘‘impoverishment’’ means

for people not at the bottom of the social hierarchy. For those closer to the

bottom, there may be no work and no social isolation so much as living in

disordered circumstances. The following comes from a young man living in

a deprived neighborhood in the north of England:

I trust my work mates more than my close mates. I’ve experienced what they’ve

done with each other, I’ve watched as they’ve slagged each other off to me and I

think, you know, I’ll not say anything to this guy ’cos he’ll go and tell him, so I just

keep it hush hush, I don’t tell ’em much.

I’d never trust anyone else, not in this area. A lot are drug dealers who would rob

you, it’s as simple as that, they would do anything to get in your house. They would

backstab you. They will just turn around and rob you.

The challenge is to understand how the circumstances of impoverished

lives lead to poor health, when people have enough to eat, do not drink
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contaminated water, have adequate shelter, and are not dying, to any ma-

jor extent, of infectious disease.

Early Life

The work of David Barker has alerted us to the importance of early life for

the subsequent risk of adult diseases. He described the effects of exposure in

a critical period with long-term subsequent effects. In a series of studies,

he showed that the physical dimensions of children at birth and age 1 year—

height and thinness—predict diabetes, hypertension, and heart disease in

adulthood.15 The presumed cause is maternal and child nutrition, which, in

turn, are likely to be linked to social position of mothers. Although Barker has

shown that the relation between low birth weight and subsequent risk of heart

disease is independent of the link with maternal socioeconomic position, it is,

in part, dependent on the individual’s adult socioeconomic position. In a study

in Helsinki, Finland, Barker and colleagues showed that thinness at birth and

low social position in adulthood were linked to an increased risk of heart

disease; adult socioeconomic position was more strongly related to disease if

people had also had a low birth weight, and vice versa.16

There are at least two other ways in which social and environmental

circumstances can affect adult risk of disease: (1) a pathway effect, and

(2) accumulation of advantage and disadvantage; for example, the effects of

poor nutrition, infections, and psychosocial exposures at different points in

life may cumulate to influence adult disease risk.17 The pathway effect

demonstrates that it is not the circumstances of early life, per se, that increase

risk of adult disease but rather that circumstances in childhood lead to cir-

cumstances in adulthood that affect adult risk. The strong relation between

education and adult disease may reflect both accumulation and pathway

effects.18 Indeed, in order to understand the impact of socioeconomic dis-

advantage on adult disease, circumstances through the entire life span need

to be considered.19–21

One way we see the evidence of early life effects is by studying adult

height. There is a clear relation between social position and height. In the

Whitehall studies, the taller the man, the higher was the employment

grade.22 On average, men in the top employment grades were 5 cm taller

than men in the bottom. We see a similar phenomenon in the United States.23

Height of individuals is clearly related to genetic inheritance. Heights of

groups, however, are far more likely to be related to nutritional status at birth

and during childhood and adolescence, which is linked to socioeconomic

circumstances.

In the Whitehall studies, short height was a potent predictor of adult cor-

onary heart disease.24,25 The additive effects on prediction of coronary heart
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disease of short height and adult social position suggest that social circum-

stances of both adulthood and childhood make important contributions to risk

of adult disease.

Medical Care

Equity in health care can be construed as equal access for equal need. In

theory, lack of utilization of health care could be related to lack of access or,

conversely, personal disinclination to use health care that cannot be attributed

to lack of access.26 Inequity is a reasonable label for lack of access that results

from circumstances beyond an individual’s control. In practice, as disincli-

nation to use health care can also be attributed to social, cultural, or educa-

tional barriers, utilization of health care is used as a proxy for lack of access.

When considering social inequities in health care as a contributor to so-

cial inequalities in health, there is a striking contrast between Britain and the

United States. In Britain, the whole population has access to the National

Health Service, which provides care independent of ability to pay. In the

U.S. system, over 40 million people do not have health insurance and, there-

fore, do not have the same access as those who do. With access to Medicare,

differential access may be less important in people over 65. Overall gener-

alizations like these do not reveal the patterns of inequity in relation to need

that may occur. Equity of access in theory is not the same as equity of access

in practice.

A review in Britain of access in relation to need revealed a mixed pic-

ture.26 In part, the mixed results relate to problems in defining ‘‘need.’’ If

need for health care is thought of as capacity to benefit from that health care,

then a person with advanced malignancy may have no ‘‘need’’ for curative

treatment in that he or she has no capacity to benefit from it. This contrasts

with the person with less advanced malignancy who has capacity to benefit

and, therefore, greater ‘‘need’’ for health care. In practice, health status is

taken as a measure of need.

This may account for some of the variation in results. In Britain, most studies

show that people from lower socioeconomic groups have higher rates of health

service utilization than those from higher socioeconomic groups. But they have

greater need. When adjusted for need, the results seem to depend on the type of

need. For emergency hospital admissions, lower socioeconomic groups seem to

have rates proportional to need. For elective procedures and those involving

preventive care, lower socioeconomic groups are underserved.26

This issue has been reviewed comprehensively in the United States by the

Agency for Health Care Research and Quality.27 It found that the lower the

income, the less satisfactory is entry to the health care system, as reflected

by: (a) no or inadequate health insurance, (b) no specific source of ongoing

The Socioeconomically Disadvantaged 33



care, and/or (c) difficulties in obtaining care. It also found that low income is

associated with (a) reports of poor communication with health care personnel

and (b) lower likelihood of having had blood pressure or plasma cholesterol

checked as part of preventive health care.

At first, the disparities in health care appear to be greater in the United States

than in Britain. In both countries, however, there are large socioeconomic dif-

ferences in health. Socioeconomic differences in health cannot easily be at-

tributed to lack of access to high quality medical care since they are seen for

onset of new disease and for treatment of existing disease. Nevertheless, in-

equities in medical care are a further cause of morbidity and suffering that will

contribute to the disadvantage of having low socioeconomic status.

Lifestyle and Its Effects

The term ‘‘lifestyle’’ commonly conveys a misleading impression. It is

common to refer to the diseases that affect the rich countries of the world as

diseases of affluence and, in turn, attribute them to lifestyle factors, such as

smoking, diet, and sedentary habits. This is doubly misleading. First, the

major causes of morbidity and mortality in rich countries affect the socio-

economically disadvantaged to a greater extent than those more affluent. Sec-

ond, to think of lifestyle as something freely chosen—a style—provides little

insight as to why relevant health behaviors now follow a social gradient.

There are two questions in relation to lifestyle: (a) How much of the social

gradient in health and disease does it explain? (b) Why should there be a

social gradient in lifestyle? Let us consider cigarette smoking. Strikingly,

smoking is more prevalent as one descends the social hierarchy.28 In the

Whitehall and Whitehall II studies of British civil servants, smoking ac-

counted for just under one-quarter of the social gradient in coronary heart

disease.29,30 While this leaves much unexplained, smoking is still an im-

portant contributor to the social gradient in health. Explanations for why

there should be a social gradient in smoking have been somewhat unsatis-

factory. It has been suggested that people of lower socioeconomic position

are more oriented to the present than the future and hence are less likely to

take action that will lead to future health benefits. That leaves open the ques-

tion of why this should be. Hilary Graham has shown that women’s smoking

can be linked to problems in their lives that come from their precarious

social and economic circumstances.31,32

The same may apply to other health behaviors. Cost may be of more direct

relevance. Although to smoke cigarettes makes no economic sense, because

it costs the smoker money and leads to worse health, the consumption of

energy-dense foods may indeed be a cheaper way to find calories. In the

United States, there is an inverse association between energy density of foods
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(in calories per kilogram) and energy cost (per calorie); that is, cheaper foods

have more calories per weight. However, high-energy density usually means

fats and added sugars.33 Given that low income means, among other things,

lower expenditure on food, this may help explain the link between lower

socioeconomic status and obesity. Interestingly, this link is stronger among

women than among men,34 possibly because body weight is under stronger

cognitive control in higher-status women, who have the luxury to consider

body shape.

The quality of diet is important in other ways. Higher status means greater

consumption of fruit and vegetables, which generally reduces risk of disease.

A contributor to socioeconomic differences in obesity is differences

in physical activity. As physical activity at work has become less important,

leisure-time physical activity has become more important. The higher the

social position, the more frequent is participation in leisure-time physical

activity.22,35,36

In summary, lifestyle does provide a partial explanation for the social gra-

dient in health, but lifestyle is related to socioeconomic situation.

The Circumstances in Which People Live and Work

If inequalities in health cannot be attributed to differences in medical care or

lifestyle, what else is there? Work environments are important for health37

and may play an important role in generating inequalities in health.30 Two

models of the work environment have been shown to be linked to increased

risk of cardiovascular disease: (a) jobs characterized by high psychological

demand and low control, and (b) jobs that entail high effort and low rewards

in terms of esteem, career opportunities, and financial remuneration. These

aspects of work may be important links between socioeconomic status and

disease.38 Psychosocial characteristics of work are related not only to car-

diovascular disease but also to sickness absence, mental and physical func-

tioning, mental illness, and musculoskeletal disorders.39–42

Outside of work, the characteristics of residential areas predict disease

beyond the characteristics of the individuals who live in those places.43 So-

cioeconomic characteristics of areas are linked to the health status of indi-

viduals, even after taking into account individual characteristics.44–47 Part of

the explanation for these effects appears to lie in the degree of social cohesion

of neighborhoods.48,49

The fact that social and psychosocial characteristics of areas may be im-

portant for health does not rule out the contribution of more physical exposures.

Lower social status means worse housing quality in ways that may damage

health.50 A recent review, citing evidence from the United States and the United

Kingdom, showed that people of lower income are more likely to be exposed to
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residential crowding, hazardous wastes, ambient and indoor air pollutants, ad-

verse water quality, and ambient noise, in addition to worse working and

housing conditions.51 The review concluded, however, that in the present state

of knowledge it is not possible to provide an accurate estimate of how important

these exposures might be in generating the social gradient in health.

Roots and Underlying Factors of This Social Injustice

All societies have stratification. Social stratification by its nature means unequal

access to resources, privileges, and esteem. Does this mean that social in-

equalities in health are inevitable? Not to the extent that we now see them.

Health inequalities have increased in the United States, Great Britain, and many

other countries. If they can increase, they can, presumably, decrease.

Fundamental human needs can be simplified into (a) health and its deter-

minants, (b) autonomy or control over life, and (c) opportunities for full social

participation—and these domains are linked.9 To these could be added respect

and self-respect and participation in culture, including the tradition of peo-

ple,52 which could easily be linked with autonomy and social participation.53

If these needs for autonomy and social participation are not met, health suf-

fers. Inequality in the degree to which these needs are met constitutes social

injustice. Our contention is that although social hierarchies are universal, the

degree of social inequality in meeting these needs varies. Our approach is

closely linked to Amartya Sen’s concept of capabilities or freedoms.54

It is tempting to think that marked economic inequalities are a feature of

unbridled markets seen in advanced capitalist countries. Indeed, there is ev-

idence to support the view that income inequalities are not only tolerated but

also encouraged in some capitalist countries more than in others. (It is dif-

ficult to lay this at the door of markets per se. Much of the accumulation of

great wealth can be attributed more or less directly to the distortion of mar-

kets. There is nothing like a monopoly position with little market competi-

tion for wealth accumulation by a section of the community.)

That said, income inequalities are more marked in developing countries

than in established market economies55 (table 2-2). Although comparison

among countries is limited by differences in how data are collected, some

general conclusions can be drawn. First, there are large variations in the de-

gree of income inequalities among the rich countries. The top 10 percent of

households in Japan, Sweden, and Norway enjoy less than 22 percent of total

income; in contrast, in the United Kingdom, the top 10 percent have 28 per-

cent, and in the United States, 31 percent. In both the United Kingdom and the

United States, income differentials have grown in recent years.56,57 Second,

income inequalities are smaller in rich countries than in poor countries. The
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well-developed market economies of the West have narrower differences

between rich and poor than in the grossly unequal conditions of countries such

as Paraguay and Sierra Leone. Even Costa Rica, with a good health record, has

wider income inequalities than the richer countries listed in the table 2-2.

There has been a vigorous debate as to whether income inequalities, per

se, lead to worse health.58,59 We do not need to review the arguments here to

note that increasing income inequalities are indicators of increasing divisions

in society. These are likely to be fundamental drivers of inequality in access

to resources. In other words, inequality in income is likely to be correlated

with inequality in meeting needs. Such inequalities are not inevitable but are,

in part, a consequence of decisions taken as to how a society’s economic and

social affairs are to be organized.

A second trend that goes along with increased income inequality has been

seen, particularly in the United States, to be the increasing geographic seg-

regation of affluence and poverty.60 Increasingly, people below the poverty

line live in neighborhoods with a high proportion of poor households; those

at the upper end, increasingly, live in neighborhoods that are more exclu-

sively affluent. Such residential divisions are likely to mean poorer services,

more crime, and more civil disruption in poorer neighborhoods than in

wealthier areas.

TABLE 2-2 Percentage Share of Income Distribution of

Bottom 10 Percent and Top 10 Percent of Households

Bottom
10 Percent

Top
10 Percent

Japan 4.8 21.7
Sweden 3.7 20.1
Canada 2.8 23.8
Switzerland 2.6 25.2
Norway 4.1 21.8
France 2.8 25.1
Italy 3.5 21.8
The Netherlands 2.8 25.1
Greece 3.0 25.3
Germany 3.3 23.7
United Kingdom 2.3 27.7
Costa Rica 1.7 34.6
United States 1.8 30.5
Dominican Republic 2.1 37.9
Paraguay 0.5 43.8
Sierra Leone 0.5 43.6

Adapted from The World Bank. World development report 2003.

Washington, D.C.: The World Bank, 2003.
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In the United Kingdom, similarly, affluence and poverty tend to be spa-

tially segregated. There has, however, been no strong trend for this spatial

segregation to increase in recent years.61

A third fundamental driver of inequalities in society is education. In-

equalities affecting today’s adults are passed on via today’s children to to-

morrow’s adults9 (fig. 2-4). An international literacy survey conducted by the

Organization for Economic Cooperation and Development (OECD) demon-

strated that the literacy levels of young people are highly correlated with their

parents’ level of education.62 This relationship is graded: the higher the par-

ents’ education, the better their children perform. The slope of the relation,

however, varies: it is much shallower in Sweden than it is in the United States.

These findings suggest that family background matters but so does the gen-

eral environment of the country. In detailed studies, J. Douglas Willms63 has

shown that family background, social capital of the area in which the person

lives, and the quality of the school all influence the development of literacy.
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Figure 2-4 Literacy scores of people aged 16–25 according to level of education of

their parents in the United States, Canada, and Sweden. (Adapted from Statistics

Canada; Inequalities in Literacy Skills Among Youth in Canada and the United

States by J. Douglas Willms, Catalogue number: 89-552-MIE, International Adult

Literacy Survey No. 6, reference period: September 1999, adapted from Figure A.

Statistics Canada information is used with the permission of the Minister of Industry,

as Minister responsible for Statistics Canada. Information on the availability of the

wide range of data from Statistics Canada can be obtained from Statistics Canada’s

Regional Offices, its World Wide Web site at http://www.statcan.ca, and its toll-free

access number, 1-800-263-1136.)
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(Robert Putnamdefines social capital as ‘‘the connections among individuals—

social networks and the norms of reciprocity and trustworthiness that arise

from them.’’64) The relevance for our present concern is that various measures

of education are strongly related to health. Figure 2-4 presents a mechanism

by which socioeconomic disadvantage is passed down from one generation to

another; the degree of the intergenerational transmission, however, is less in

Sweden than it is in the United States.

What Needs to Be Done

Asocietywithout social hierarchy is one that has yet to be observed.Evenhunter-

gatherer societies that are said to be relatively egalitarian have hierarchies.65

They are kept in check.66 More complex forms of social organization have

clearer hierarchies. There cannot, therefore, be a realistic program of action that

aims to abolish hierarchies. Nor does the history of the twentieth century en-

gender much enthusiasm for the type of communist government seen in central

and eastern Europe. If the health records of these countries is a judge, then in the

1970s and1980s these countries failed tomeet humanneeds on agrand scale.67,68

Neither of these cautions—the universality of hierarchies and the disap-

pointing experience of state socialism—should be taken as grounds for think-

ing that nothing can be done. Health levels and inequalities in health vary over

time within countries and vary among countries. There is, therefore, good

reason to believe that appropriate social and economic changes can reduce the

health disadvantage associated with progressively lower position in the social

hierarchy. In the United States, for example, with life expectancy ranked at

twenty-sixth among countries despite spending approximately one sixth of

GDP on health care, there are scant grounds for complacency.

Britain’s record also gives little reason for complacency but recent history

is encouraging. In 1997, after a change in government, the new Labor gov-

ernment set up an independent group to inquire into inequalities in health

under the chairmanship of Sir Donald Acheson, a former chief medical of-

ficer to the government. (One of the authors, M.M., was a member of the

scientific advisory group of that inquiry.57) The group made 39 recommen-

dations to government, of which only two had to do with health care. Three

key recommendations that we made were as follows:

1. We RECOMMEND that as part of health impact assessment, all policies likely

to have a direct or indirect effect on health should be evaluated in terms of

their impact on health inequalities, and should be formulated in such a way that

by favouring the less well off they will, wherever possible, reduce such in-

equalities.
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1.1. We recommend establishing mechanisms to monitor inequalities in health

and to evaluate the effectiveness of measures taken to reduce them.

1.2. We recommend a review of data needs to improve the capacity to monitor

inequalities in health and their determinants at a national and local level.

2. We RECOMMEND a high priority is given to policies aimed at improving

health and reducing health inequalities in women of childbearing age, expectant

mothers, and young children.

3. We RECOMMEND policies which will further reduce income inequalities, and

improve the living standards of households in receipt of social security benefits.

Specifically:

3.1. We recommend further reductions in poverty in women of child-bearing

age, expectant mothers, young children and older people should be made by

increasing benefits in cash or in kind to them.

3.2. We recommend uprating of benefits and pensions according to principles

which protect and, where possible, improve the standard of living of those

who depend on them and which narrow the gap between their standard of

living and average living standards.

3.3. We recommend measures to increase the uptake of benefits in entitled

groups.

We recommend further steps to increase employment opportunities.

In other words, the group took the view that health inequalities are a result

of wider social and economic inequalities in society. The group, therefore,

recommended that there be a fundamental change in attitude to inequality in

society that runs across the whole of government. The recommendations of

the group spanned the life course from pregnant women and early childhood

to education, skills training for those dropping out of school, workplaces, com-

munities, and support for people beyond retirement age. Lifestyle was put

in context and changes were called for in the provision and availability of

healthy food, exercise facilities, and nicotine replacement therapy available

on prescription to aid those individuals in economic need.

Does the report represent wishful thinking on a grand scale?69 Perhaps, but

there is evidence that government has moved to implement many of these

recommendations.70 To take the most contentious, income redistribution—a

subject not popular with the well-to-do—there is evidence that the tax system

has been changed to mitigate the effects of growing pretax income inequal-

ities.71 Figure 2-5 shows the effects of the finance minister’s (chancellor of

the exchequer’s) changes to the tax and benefit regimen since taking office in

1997. The lower the income to begin with, the more favorable have been the

changes in the tax and benefit regimen—that is, the greater has been the gain

in household income.
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A crucial question relates to improving the chances of the next generation.

Child poverty is a particular problem in Britain, and the chancellor has set

reduction in child poverty as an aim. There is a new program, Sure Start, aimed

at early child development, that is modeled on the U.S. Head Start program.

There is a view that, for society to be affluent, the wealth-producers have to

be motivated to generate wealth—rather than hampered with indignities, such

as progressive taxation. If this means growing inequalities, it is an acceptable

side effect, even if such economic inequalities lead to health inequalities. This

view has been characterized as a myth convenient to the interests of those who

benefit from inequalities.72 In fact, the view that growing income inequalities

aid economic growth has been seriously questioned.60

There is indeed a case to be made that growing income and social inequalities

will damage social cohesion.64 This will, in turn, work to the detriment not only

of the socioeconomically disadvantaged but also of everyone in society. A so-

ciety that is more socially inclusive is likely to be a healthier society.

Conclusion

A usual reaction to the evidence on the social gradient in health is that the

causes must have to do with inadequacies of medical care or an unhealthy
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Figure 2-5 The effects on disposable incomes of changes to tax and benefits between

1997 and 2002, by income decile group. (From Bond S, Wakefield M. Distributional

effects of fiscal reforms since 1997. In: Chote R, Emmerson C, SimpsonH, eds. The IFS

Green Budget: January 2003, London, England: Institute for Fiscal Studies, 2003.)
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lifestyle. In fact, inequalities in health relate fundamentally to inequalities in

society. Health of a population and inequalities in health are markers of how

a society is meeting the needs of its members. There is no reason to believe

that the health of today’s disadvantaged groups could not improve were that

socioeconomic disadvantage to be relieved.

The fact that socioeconomic disadvantage is not relieved is a matter of

social injustice. This is not to call for egalitarianism in the sense of everyone

being the same—a hopeless and undesirable goal. It is, however, to suggest

that society may benefit if our set of social arrangements were to move to-

ward a situation where control over one’s life and full social participation are

more equitably distributed. Governments can help this occur by the way they

channel resources to improve the conditions under which people live and

work and in which our children develop and older citizens thrive.
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RACIAL AND ETHNIC MINORITIES

Carol Easley Allen and Cheryl E. Easley

Introduction

Many Americans confront complex, historical, multifaceted disparities as

they navigate the U.S. health care system, as documented by an extensive

review by the Institute of Medicine of health care inequities experienced by

racial and ethnic minorities.1 Even when access-related factors such as in-

surance and income are controlled, racial and ethnic minorities receive a

lower quality of care than do nonminorities across the broad range of health

concerns such as cardiovascular problems, pain management, and preventive

health care.1,2 Perhaps these disparities should lead us to place renewed

emphasis on prevention for racial and ethnic minorities to keep them out of

the hands of health care providers.3

The term ‘‘racial and ethnicminorities’’ as used in this chapter includes any of

the nonwhite racial or ethnic groups in the United States as well as people of

Hispanic origin: blacks regardless of country of origin (African-Americans);

American Indians and Alaska Natives; Asians and Pacific Islanders; Native

Hawaiians and Other Pacific Islanders; and Hispanics (Latinos). The terms

‘‘Hispanic’’ and ‘‘Latino’’ are used interchangeably, as are the terms ‘‘black’’

and ‘‘African-American,’’ with the recognition that not all blacks in the United

States are African-American, such as Haitian-Americans, Jamaican-Americans,
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and people from African countries. Although the focus of this chapter is on

racial and ethnic minorities in the United States, the concerns and solutions

presented apply to analogous situations in many other countries.

The federal Office of Management and Budget established guidelines in

1997 to collect and present data on race and Hispanic origin. These guide-

lines were used in Census 2000. The following terms were used:

Race

The concept of race reflects self-identification by people according to the

race or races with which they closely identify. The categories are sociopo-

litical constructs and are not scientific in nature. Race and Hispanic origin

are treated as separate and distinct concepts.

White

A person having origins in any of the original peoples of Europe, theMiddle

East, or North Africa, including people who indicate their race as white or

report on entries such as Irish, German, Italian, or Arab.

Black or African-American

A person having origins in any of the original black racial groups of

Africa, including, for example, people who indicate their race as black,

African-American, or Negro.

American Indian and Alaska Native

A person having origins in any of the original people of North and South

America (including Central America) who maintains tribal affiliation or com-

munity attachment.

Asian

A person having origins in any of the original people of the Far East,

Southeast Asia, or the Indian subcontinent, including, for example, China,

India, and the Philippine Islands.

Native Hawaiian and Other Pacific Islander

Includes people who have origins in any of the original peoples of Hawaii,

Guam, Samoa, or other Pacific Islands, or who provided a write-in response

of a Pacific Islander group.

Hispanic or Latino

A person who identifies in categories such as Mexican, Puerto Rican, or

Cuban or as being of other Spanish origin. Origin can be viewed as heritage,

nationality group, lineage, or country of birth of the person or person’s
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parents, or ancestors before a person’s arrival in the United States. A person

who identifies his or her origin as Spanish can be of any race.

For the first time, in Census 2000, respondents were given the option to

identify themselves as belonging to more than one racial group. Given this

change, Census 2000 data on race are not directly comparable to previous

U.S. census data.4,5

African-Americans and Non-American Blacks in the United States

Blacks andAfrican-Americans include a rich diversity of cultural groups.Most

have descended from the more than 4 million enslaved persons stolen from

Africa, but some are children of blacks whowere free in this country before the

arrival of theMayflower in 1620.6 The end of slavery in 1865 was followed by

laws that disfranchised blacks and imposed racial segregation. Despite ad-

vances in civil rights in the past half-century, blacks continue to experience

racism throughout the United States. Current black migrants come to this

country from many places in Africa, the Caribbean, Europe, and elsewhere.

In 2002, blacks comprised 12.8 percent of the U.S. population (36 million

people).7 While most live in the South, black Americans live in every region

of the country. Over half of blacks live in urban areas beset by the conditions

of poverty—overcrowding, inadequate housing, poor public education, and

crime.8,9

Latinos

Latinos have recently overtaken blacks as the largest minority group in the

United States, with a diverse population of 37 million, comprising 13.5 per-

cent of the population in 2002.7 Significant within-group distinctions exist

based on place of origin, length of time in the United States, income levels,

family size, educational attainment, and the degree to which members speak

Spanish, English, or both.10 Latinos are geographically concentrated, with

the highest concentrations in the western and southern United States. Latinos

are a young population, of whom 39 percent are foreign born. They are more

likely to live in poverty, to reside in large-family households, to be unem-

ployed, and, if working, to earn less than non-Latino whites.6

Asian-Americans

Asian-Americans, one of the fastest growing segments of the population, are

a diverse group, claiming descent from 28 different countries in the Far East
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and Southeast Asia. Although some groups have long histories in this country,

others, especially some Southeast Asians, are relatively recent arrivals.11

Asian-Americans are at the extremes of income and educational scales.12

Most are foreign born, with some groups, namely the Hmong, Khmer, Lao-

tians, Chinese-Vietnamese, and Vietnamese, being at risk of extreme poverty

and health disparities.

Native Hawaiians and Other Pacific Islanders

Native Hawaiians and Other Pacific Islanders (NHOPI) have descended from

the original peoples of Hawaii, Guam, Samoa, and other Pacific Islands. Al-

though Hawaii comprises the best known of the Pacific islands, there are

many other islands with political or historical ties to the United States in both

the North and South Pacific.13

Pacific Islanders comprise a very small ethnic group in the United States. Until

2000, they were grouped with Asians under the category Asian-Americans/

Pacific Islanders (AAPI), in which demographic trends and health needs of Pa-

cific Islanders were often hidden.14 Like Latinos, Pacific Islanders are a young

population. Most live in the western states, with the highest concentrations in

Hawaii and California. Many Pacific Islanders, especially Samoans, experience

high rates of poverty.13

Native Americans and Alaska Natives

There are 569 federally recognized American Indian and Alaska Native (AI/

AN) tribes and an unknown number that are not recognized—each with its

own culture and beliefs. The unique relationships between the tribes and the

federal government derive from wars and subsequent treaties that recognize

the tribes as sovereign entities.15 While the histories of these groups vary

according to the timing and nature of their encounters with the Europeans,

common features include the introduction of infectious disease, ecological

alterations, forced relocation, genocidal violence, social and cultural dev-

astation, and poverty.16

AI/AN experience some of the most severe health disparities as well as

low incomes and limited access to quality education and, in some cases, to

health care. Although the Indian Health Service is charged with the pro-

vision of their health care, many who live outside reservations cannot

access care provided by the Indian Health Service. Increasingly, AI/AN

groups are providing their own health services with federal financial

support.15
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The Impact of Social Injustice on the Health
of Racial and Ethnic Minorities

African-Americans and Non-American Blacks
in the United States

Despite overall decreases, the infant mortality rate among blacks has remained

at double the rate among whites for many years. Between 1980 and 2000, the

percentage decline for whites (10.9 to 5.7 per 1,000 live births) was greater

than that for blacks (22.2 to 14.0 per 1,000 live births). Death rates from heart

disease, cancer, andmany other diseases are significantly higher among blacks.

For example, the prostate cancer mortality rate among black men is more than

double that of white men. Black women are more likely to die of breast cancer,

despite a lower incidence rate and a higher mammography screening rate than

for white women. The HIV/AIDS death rate of blacks is more than seven times

that of whites. The homicide rate of blacks is six times higher than that of

whites.17,18

Latinos

The likelihood of dying of diabetes, in 2001, was nearly 63 percent higher

for Latinos than for non-Hispanic whites.19 In 2003, Latinos accounted for

over 27 percent of tuberculosis cases, almost 75 percent of which were in

foreign-born Latinos.20 While the overall infant mortality rate for Latinos is

lower than that for whites, this situation masks within-group differences. For

example, the infant mortality rate among Puerto Ricans is 50 percent higher

than that among whites.18

Latinos are highly likely to report communication problems with phy-

sicians that affect the care they receive, even when they use English as

their primary language. They are most likely to fail to follow a physician’s

advice because of treatment costs, with many Latinos using alternative

therapies that they do not report to physicians. Latinos are least likely to

have a regular physician and most likely of all major racial and ethnic

groups to report feeling that they (a) have been treated with disrespect by

physicians and (b) have little or no choice in sources of health care. Latinos

are also most likely to report low rates of screening and preventive health

services.21

Asian-Americans

Prevalent among Asian-Americans are such problems as parasitic infections,

tuberculosis, sudden infant death syndrome (SIDS), sudden unexpected nocturnal
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death syndrome (SUNDS), hepatitis B virus infection, cardiovascular disease, and

HIV infection. Many foreign-born Asian-Americans have reduced access to

health care due to lack of insurance, as well as cultural, psychosocial, and lan-

guage barriers. Many find it difficult and confusing to make the transition from

their traditional ways of understanding and treating illness to those of Western

health care. Often health care providers other than Asian-Americans have a poor

understanding of Asian-American cultures and their health care needs, falling

back on stereotypes that inhibit adequate responses.11,14

Native Hawaiians and Other Pacific Islanders

NHOPI experience poorer health overall than the total U.S. population, with

a high risk of cancer, heart disease, diabetes, and other diseases.22 Significant

health disparities among Pacific Islanders include diabetes and cardiovas-

cular disease, both of which are linked to obesity. Contributing factors in-

clude a sedentary lifestyle and high-fat diets throughout the Pacific islands.

Health care access problems also confront Pacific Islanders, including high

poverty rates, linguistic and spatial isolation, and perceived poor quality of

health services. Inadequate national sample sizes for the study of NHOPI ren-

der understanding of disparities in health care and health status difficult,

especially when examining within-group differences.13,14

Native Americans and Alaska Natives

In comparison to other ethnic groups, native people in the United States are

more likely to die from unintentional injuries, diabetes, chronic liver dis-

ease (including cirrhosis), and suicide. In 2000, AI/AN infants died at nearly

twice the rate of white infants. These minorities also have disproportionately

high rates of SIDS, substance abuse and related problems (including fetal al-

cohol syndrome), unintentional injuries, and domestic violence.

Among both Native Americans and Alaska Natives, there is a trend toward

deaths that occur earlier in the life cycle.23–25 For example, the 1999 death

rate among Alaska Native children aged 1 to 4 years was more than double

that for both all Alaskan children and all U.S. children. The 1999 mortality

rate per 100,000 population for Alaska Native youth aged 15 to 19 years was

280.6, compared to 110.7 for all Alaskan and 69.8 for all U.S. teenagers in

this age group.26

The years of potential life lost (YPLL) is a useful measure of the impact of

premature death that serves to illuminate disparities in health outcomes for

a population. Between 1999 and 2000, the YPLL before age 75 for non-

Hispanic whites was 92 percent of the national average, whereas the rate for

Native Americans was nearly 107 percent. In Alaska in 2002, the Native
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population experienced over twice the YPLL before age 75 as the non-Hispanic

white population.23,27 Inadequate national sample sizes for the study of AI/AN

render understanding of disparities in health care and health status difficult,

especially when examining within-group differences.

Special Health Issues for Minority Women, Children, Elders, and Men

Women

In the United States, women of color comprise the largest number of people

with new HIV infections. Among women in the United States during the

1998–2002 period, African-Americans represented approximately 60 percent

of new cases, and Latinas, about 20 percent. This difference was most notable

among poor women, whose situation is often complicated by family respon-

sibilities. In 2002, the AIDS incidence rate for African-American women was

more than 20 times, and for Latinas, more than 5 times, that of white women.28

Children

Food-insecure families have reduced diet quality, increased use of emer-

gency food sources, and anxiety about their food supply. In 2001, 0.6 percent

of children in the United States lived in households with child hunger and over

4 percent of children lived in food-insecure households, and children from the

most populous racial/ethnic minority groups were at higher risk of food in-

security than white children.29

Minority children have shorter average survival times than whites for several

malignancies, including leukemia. In the 1990s, only 75 percent of black and

Latino children with leukemia survived 5 years compared with 84 percent of

white children and 81 percent of Asian children, a statistically significant dif-

ference,30 in part becauseminority children receive less consistent medical care.

Apparently, black children are more likely to have a more virulent form of the

disease than white children, so genetic differences may affect a child’s response

to the disease aswell as to various drug regimens.31 A retrospective study of 412

children and adolescents with newly diagnosed acute lymphoblastic leukemia

(ALL) revealed that black children were significantly more likely than white

children to have factors associated with a poor prognosis, which included a

chromosomal translocation. However, the authors of the study concluded that

with equal access to effective therapy, black andwhite children could expect the

same high rate of cure.32

Older People

In the United States, 16 percent of members of racial/ethnic minority

groups are over age 65. This proportion is expected to increase to 22 percent
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in the next 20 years. Specific ethnicity-related problems include the fol-

lowing:

� Filipinos, Japanese, and Southeast Asian groups in the United States have

a high prevalence of hypertension. Hypertension is one of the 10 leading

causes of death for men over age 65 only in Asian/ Pacific Islanders

(ranked ninth) and African-Americans (ranked tenth).33

� Obesity and diabetes are increased in Pacific Islanders, American Indians,

Alaska Natives, African-Americans, and Latinos. In the 1999–2001 pe-

riod, obesity among women aged 20 to 74 was much more common

among blacks (50.8 percent) and Mexicans (40.1 percent) than among

whites (30.6 percent).34

� Vietnamese women have the highest incidence of invasive cervical cancer

amongAmericanwomenwho are Asians or Pacific Islanders—a rate that is

three times higher than that of the second-ranked group (Korean women of

the same age) and five times higher than that of white women.35 Cancer is a

major concern for this group of women because they are less likely to have

annual Pap smears or mammograms.
� Rates of influenza and pneumococcal immunizations are significantly lower

for African-American adults (31 percent) and Latino adults (30 percent)

than for white adults (57 percent). These disparities have persisted over

time.36

� Both language and cultural barriers to health care and poverty pose sig-

nificant and persistent problems for many minority elderly.18,37

Men

Men of color are less healthy than any other group, partly due to reduced

access to care. They are less likely to be included in programs to reduce

disparities in health outcomes.38 In the United States in 2001, the life ex-

pectancy for black men (68.6 years) was lower than that for black women

(75.5) and for white men (75.0) and white women (80.2).39 Black men are at

significantly greater risk than white men for death from cardiac and cere-

brovascular disease or from HIV/AIDS. In the 1999–2002 period, African-

American men accounted for 49 percent of the new HIV cases reported in

the United States. In 2000, Latinos represented 13 percent of the population

but accounted for 19 percent of the new cases of AIDS—with men ac-

counting for 81 percent of these cases. The two leading instances of HIV

infection in the two groups are men having sex with men and injection drug

use; however, there is within-group variation among Latinos by place of

birth.40,41 African-American and Latino gay men with AIDS in the United

States now outnumber white gay men with the disease.42
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Men of color are more likely than white men to be poor, less educated, and

unemployed and to experience the detrimental effects of residential segre-

gation and other economic and social problems that are associated with poor

health. Black and Latino men are less likely than white men to see a phy-

sician, even when they are in poor health. Nonelderly black and Latino men

are more likely than white men to lack health insurance. Medicaid insures

only 6 to 8 percent of black and Latino men. Men of color, regardless of their

insurance status, are less likely to receive timely preventive services and

more likely to experience the adverse effects of delayed attention to chronic

health problems, as reflected, for example, by limb amputation and radical

cancer surgery.38

The combination of gender and race affects the health of men of color in

various ways. The effects of economic marginality and unemployment are

especially potent for men, who see themselves as providers. These effects are

more pronounced among men of color. Occupational hazards, low-wage jobs,

poor educational opportunities, discrimination, and poor housing are among

the frequent stressors for men in the United States society.38

Environmental Quality

Relatively little research has been done on environmental quality in com-

munities of color. A number of studies since the 1970s, however, demon-

strate that African-Americans and other minorities, low-income groups, and

working-class persons are disproportionately subjected to pollution and en-

vironmental stressors at home and at work. For example, a study of ambient air

quality in California revealed that blacks and Hispanics are more likely to live

in areas characterized by substandard air quality.43 Even with social class held

constant, studies have found that race is a determining factor in elevated

public health risks due to the distribution of air pollution, consumption of

contaminated fish, location of municipal landfills and incinerators, abandon-

ment of toxic waste dumps, inadequate clean-up of Superfund sites, and lead

poisoning in children. Race has been found to be the single most important

determinant in the location of toxic waste sites—more important than income,

percentage of home ownership, or property values. Blacks have been shown to

be most at risk, with three of five living in communities with abandoned toxic

waste sites.44

Due to discrimination in housing and lack of economic and political power,

minorities live nearest to sources of pollution, such as power plants and in-

dustries, and in central cities, where vehicular emissions are often heaviest.

African-Americans have fewer chances than low-income whites to escape

these conditions because of racial barriers to education, employment, and

housing.44
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The effects of environmental toxins on children that begin in the womb

and persist into or emerge in adulthood—such as those due to lead, dioxin,

environmental tobacco smoke, and methyl mercury—are examples of the cu-

mulative, life-limiting effects of social injustice.45,46 The significant long-

lasting impacts of environmental exposures are critical risks for children from

low-income households, who are more likely to face increased contact with

hazardous pollutants in their communities.

Social injustice is also evident in the differential implementation of en-

vironmental regulations and other policies that are designed to protect com-

munities, such as cleaning up toxic waste sites and punishing polluters.

Unequal protection, favoring white communities over communities of color,

occurs whether the community is wealthy or poor.44 Environmental injustice

contributes to the excess burden of a broad array of health problems, such as

respiratory, reproductive, renal, and neurological disorders, that affect ethnic

minorities in the United States.47

Access to and Quality of Health Care

A qualitative study has shown that racial and ethnic minorities have worse

first-contact primary care than whites, even after controlling for disparities in

sociodemographic and health-status characteristics.48 This finding suggests

complex relationships in the interactions of persons from different back-

grounds with the health care system and indicates the need for culturally

competent care to remove barriers to access.

The U.S. Census Bureau estimated, in 2002, that 43.6 million Americans

were uninsured—this is thought to be underestimated because it only mea-

sured those who were uninsured at the time the census was taken. If the report

had counted all who had been uninsured for any part of 2001 and 2002, it

would have shown that 74.7 million were without insurance. The numbers of

those without insurance increased by 2.4 million between 2001 and 2002, the

fastest rate in a decade.49

Latinos represent the largest group without health insurance, with nearly

half of those under 65 years reporting that they had no health insurance at

some point during the previous year. This problem is widespread among

people of Central American and Mexican descent50 because many Latinos

work in low-wage jobs that do not provide health insurance, have ques-

tionable immigration status, or live in states with stringent eligibility stan-

dards for Medicaid.51 In 2003, approximately 44 percent of Latino children

in low-income families were uninsured for all or part of the year, compared

with 33 percent of all U.S. children in low-income families.49

Disparities in quality of health care have also been documented compre-

hensively. For example, the odds of blacks and women with chest pain being
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referred for cardiac catheterization are 60 percent of those for whites and

men. Black women with chest pain have only 40 percent the chance of white

men of being referred for catheterization.1

Roots and Underlying Issues of This Social Injustice

Poverty, Income, and Wealth/Assets

From 2001 to 2002, the number of poor people in the United States increased

by 1.7 million, from 11.7 percent to 12.1 percent of the population—34.6

million people were living below the poverty line in 2002. Blacks and His-

panics sustained the greatest increase in poverty during this period. 52

Although income disparities are significant, and are currently widening,

the most compelling difference between majority and minority populations

lies in the area of assets or wealth. More than 33 percent of nonwhite house-

holds in the United States today do not have any positive wealth, compared

with approximately 12 percent of white households.53

Social policies for asset development have been used for centuries in the

United States to benefit whites and disadvantage minorities, and the dis-

criminating impacts of these policies have cumulated over time. Three salient

examples of past discriminatory social policies whose effects persist are the

Homestead Act of 1862, the G.I. Bill of 1944, and a series of federal initiatives

designed to enable homeownership in the 1940s and 1950s. Racial discrimi-

nation and segregation inherent in the implementation of these programs

provided opportunities for asset development among whites that were denied

to blacks and other ethnic minorities. And the more recent policy of redlining

by banks continues to discriminate against blacks and other minorities.54

(‘‘Redlining’’ is the practice of designating a particular residential area for

preferential or prejudicial treatment based on race or ethnicity.)

Today, institutional policies related to asset development favor those with

incomes of $50,000 or more, who receive approximately 90 percent of the

benefits from tax deductions or ‘‘breaks.’’ These deductions are actually tax

expenditures that include tax credits, preferential tax rates, tax deferrals, and

exclusions from taxation. Such deductions represent approximately 50 per-

cent of direct federal expenditures on a yearly basis. The largest of these tax

expenditures, which help the rich to accumulate financial and real assets,

are in the areas of home ownership, retirement accounts, and preferential

treatment of gains from investments. The housing tax exemption policy, for

example, provides the nonpoor with substantial subsidies that assist them

to become homeowners, while the overwhelming majority of the housing

subsidies directed to the poor, such as Section 8 of the housing code, rental
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vouchers, and public housing, enable them only to rent housing, not to own

homes.54–56

Social Exclusion

Like poverty, social exclusion has a major impact on health and mortality.

Social exclusion stems from racism, discrimination, stigmatization, hostility,

and unemployment. Persons experiencing these mechanisms are barred from

full participation in education and from access to services and community

activities, and they experience harm to their overall health.57

Geographical Location and Residence Patterns

Segregated residential location has been linked to health and well-being in a

number of ways. Living within one’s ethnic community hasmany benefits, such

as social support, but the fact that many communities of color are beset by the

damaging conditions of poverty affects the health of all community residents.38

A project to investigate race- and ethnicity-based discrimination in housing

reported persistent discrimination against African-Americans, Hispanics, and

Asians and Pacific Islanders in both sales and rentals of homes.58

Employment Status and Occupational Health Issues

Blacks with an associate degree are unemployed at almost twice the rate as

are whites with the same education.59 Unemployment can lower a person’s

motivation and can lead to emotional and physical damage.60 Although data

relating minority status with occupational disease are not adequate, there are

disproportionately higher rates of disease in occupations and specific occu-

pational activities that employ workers of color61 (see chapter 19).

Health Literacy Issues

The average American adult reads at the eighth- to ninth-grade level, whereas

most health education and information materials are written above the tenth-

grade level. Health literacy—the ability to read, understand, and act on health

information—is a stronger predictor of health status than age, income, em-

ployment status, educational level, or racial or ethnic group. Health literacy

problems affect a disproportionate number of ethnic minorities and immi-

grants, especially those who speak English as a second language.62 Low health

literacy results in higher health care costs, problems with self-management of

health care, and increased risk of hospitalization.62–66
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Specific Implications of Social Injustice for
Racial and Ethnic Minorities

Minorities Are at Greater Risk for the Imposition
of Social Injustice

The same problems that contribute to discriminatory practices in the larger

society also influence the experience of minorities in their encounters with

the health care system. These problems include individual and institutional

racism in health care and the legal, regulatory, financial, and political en-

vironments in which health care decisions are made and implemented, all of

which can operate to deny social justice to minorities who seek the benefits

of the U.S. health care system.

The health inequities that exist in every nation are largely due to the social

injustice that leads to unequal access to societal resources. These inequities

are caused by unjust social arrangements that often discriminate against mi-

nority groups.67 The health trends of disadvantaged minorities are extremely

sensitive to economic, social, and political trends. Whether a country is rich or

poor, better health is associated with higher social position.

In important ways, a nation’s health inequities may be seen as a barometer

of its citizens’ experiences of social justice and human rights. Health equity

is best thought of not as a separate social goal but as a measure of social

justice.67

What Needs to Be Done

Ensuring Cultural Competence Among Health
Professionals and Institutions

An expert panel appointed by Physicians for Human Rights made 24 pol-

icy recommendations to address the problem of racial and ethnic disparities

in the quality of medical care, based on a comprehensive survey of peer-

reviewed medical literature:68

� The federal government should create an Office of Health Disparities

within the Office of Civil Rights of the Department of Health and Hu-

man Services to determine if health disparities are the products of dis-

crimination and to take appropriate action.
� The federal government should collect data on race, ethnicity, and pri-

mary language in health plans to assure analysis of data on racial and

ethnic disparities and to provide resources to agencies addressing racial

and ethnic health disparities.

58 HEALTH OF SPECIFIC POPULATION GROUPS AND SOCIAL INJUSTICE



� National professional organizations, educational institutions, accrediting

bodies, and health care provider associations should take appropriate action

to assure that health professionals are educated on health disparities and

cultural competence, and these competencies should be evaluated for li-

censure and individual and institutional credentialing purposes.
� Research should be performed on patient-provider interactions, provider

attitudes and behaviors related to race and ethnicity, health care system

disparities in care, and interventions to eliminate disparities.

Language sensitivity that accounts for appropriate words for subpopula-

tions speaking the same language is important. For example, the use of con-

dones for ‘‘condoms’’ is acceptable to Puerto Ricans, but for Dominicans,

profilacticos should be used. Qualified medical interpreters are required for

accurate and appropriate care.42

Increasing Recruitment and Retention of Minority
Youth Into Health Professions

The inadequate number of minorities in health care professions contributes

to racial and ethnic minorities receiving unequal treatment, and thus higher

rates of morbidity and mortality from chronic diseases. Sensitivity to culture

and language is critical to quality health care.69,70 Recruiting and retaining

minority students in the public health and health care professions should be

supported through an increased number of scholarship programs and men-

toring relationships.

Attention to Clear Health Communication
to Address Health Literacy Problems

Public health efforts, such as the Ask Me 3 campaign (www.AskMe3.org)

developed by the Partnership for Clear Health Communication, should be

directed specifically to minority and immigrant communities that are at sig-

nificantly greater risk of low health literacy. The American Public Health

Association is a founding member of the Partnership, which is now in the

first phase of national effort to improve health communication between pa-

tients and providers. The Ask Me 3 campaign is a solution-based initiative

that promotes three simple, but essential, questions that patients should ask

providers during every health care interaction: (a) What is my main prob-

lem? (b) What do I need to do? (c) Why is it important for me to do this? 62

In addition, more systemic advocacy is needed to address such issues as the

disparities in public education that place poor and minority children at risk of

poor literacy skills.
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Reducing Poverty and Addressing Factors That Create Poverty

Poverty reduction should begin with monitoring of health outcomes related

to poverty and the education of health care providers on the relationship

between social injustice and health. Collaborative efforts are necessary with

a range of other sectors to address human rights issues, such as adequate food,

housing, safe communities, employment, health care, and full social, eco-

nomic, and political participation. Policies should be changed and resources

equitably distributed to ensure an adequate level of public education for all

children in the United States, regardless of ethnicity, residential location, or

socioeconomic status. The most effective policy change would be a per-

capita educational allocation rather than basing educational expenditures on

community of residence; the likelihood of this happening in the foreseeable

future, however, appears to be remote.

Community-based interventions tailored to specific community contexts

can help reduce poverty and improve health outcomes. Such interventions are

characterized by the use of multisector and multistrategy approaches and

building on community assets, such as enlisting local residents to bridge cul-

tural gaps.70 It is also important to support capacity-building, the provision of

access and opportunity in the areas of health and economic opportunity in

minority communities. In terms of the economy, capacity-building includes

such things as access capital in the form of small business loans and education

in business management for minority group members so they will be able to

handle business opportunities. Economic opportunity also includes transpor-

tation to the inner city for minority groupmembers who have been relocated to

the suburbs due to the renovation and takeover of the inner city by affluent

majority groups. Often the suburbaniteminorities have no transportation to the

inner-city jobs on which they depend. Capacity-building in the area of health

involves increasing the numbers of minority groupmembers who are educated

in the health professions, especially in the higher-income and higher-status

occupations. Capacity-building also includes the provision of health educa-

tion and information to minority community members so they can assume

greater responsibility for their own health status and serve as health resources

to others in their communities. Capacity-building can be supported by both

government and private initiatives and funding.

Public policy should remove barriers to affordable housing in neighborhoods

of choice. Residential segregation, unless forced, is not inherently bad. Indeed,

many ethnic minorities prefer to live in neighborhoods of their own race.38

Problems occur when ethnic neighborhoods are composed solely of the poor,

where the accumulated ills of poverty and institutional neglect are compounded

by substandard public education, unemployment, and the lack of positive role

models, transportation, and opportunities for economic development.
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All people should be protected by minimum income and wage guarantees

and access to gainful employment. Unemployment benefits should be set at

a level that protects individuals and families from drifting into poverty.

Education and accessible retraining are important in the prevention of un-

employment.57

Public and private mechanisms, such as credit unions and credit counseling,

may help to reduce indebtedness among the poor. Low-income households

should have access to the institutional mechanisms, incentives, and subsidies

that exist to assist those who are not poor to save, such as employment-matched

pension plans, payroll-deduction savings programs, and mortgage-financed

home purchases. The poor generally do not receive the tax benefits for mortgage-

interest deductions and, if they are homeowners, they typically receive lower rates

of return for their housing investments. The main federal social welfare program

to which the poor have access, Temporary Assistance for Needy Families

( TANF ), actually discourages saving by setting asset limits above which benefits

are denied.

Matched savings accounts—known as Individual Development Accounts

(IDAs)—enable low-income families to save enough money for a down

payment on a home, pay for post–secondary education, or obtain start-up

capital for a small business. There are more than 500 community-based asset-

building programs, with over 20,000 account-holding beneficiaries in 49

states. These programs have begun to stimulate saving, enable the use of IDAs

to purchase assets expected to have high returns, and increase future-oriented

thinking.54,57 One study revealed that 28 percent of matched withdrawals

from the IDAs were used to purchase homes; 23 percent to start businesses;

21 percent for post–secondary education; and 18 percent for home repair.

Participants reported that the acquisition of assets improved their outlook and

helped them to think less about getting through the next day and more about

what they might want to do in 5 years.71

Addressing Racial Discrimination

Many whites have no awareness of their privileged status even as they

protect their interests in every area of social interaction. Although they may

admit that disparities exist, they attribute them to lack of ambition or effort

by minorities rather than the structural favoritism for whites that has always

been an integral part of American society. David Wellman, professor of

community studies at the University of California, Santa Cruz, and co-author

of a text on racial discrimination, states, ‘‘You don’t need to be a racist to

promote qualities that are race-conscious. Most whites don’t see white as a

race. Like a fish in water, they don’t think about whiteness because it’s so

beneficial to them.’’59
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Camara Jones, a former professor at the Harvard School of Public Health,

has presented three levels of racism:

1. Institutionalized racism is ‘‘differential access to the goods, services,

and opportunities of society by race’’ (p. 1212).72 It is structured into the

norms, customs, and sometimes the laws such that there need be no

perpetrator for it operate. Institutional racism is seen in both (a) material

conditions, such as lack of equal access to quality education, sound hous-

ing, gainful employment, and adequate health care; and (b) access to

power, such as differential access to information, resources, and voice

(voting rights, representation in government, and control of the media).

The historical association between socioeconomic status and race in the

United States is perpetuated by contemporary structural arrangements

that foster the continuation of those historic injustices.

2. Personally mediated racism is prejudice and discrimination—that is,

differential assumptions about others based on race and differential actions

toward others according to race. It is what many people mean by ‘‘rac-

ism.’’ Personally mediated racism may be intentional or unintentional and

may include acts of commission or omission. It may be evidenced as lack

of respect, suspicion, avoidance, devaluation, scapegoating, or dehu-

manization. Like institutionalized racism, personally mediated racism is

condoned by societal norms and maintains structural barriers: Personally

mediated racism is manifested in everyday customs of interaction that

may range from poor service in a department store to police brutality.

Individual practices of avoidance based on race serve to perpetuate

structural barriers between racial groups.

3. Internalized racism occurs when members of the stigmatized race ac-

cept the negative messages of racism about themselves and engage

in devaluation of themselves and others of their race. This leads to

hopelessness, resignation, and helplessness.

Jones advocates first addressing institutionalized racism. If institutional-

ized structures no longer support racism, those disadvantaged by such struc-

tures would be relieved and it is possible that personally mediated racism

would be lessened in succeeding generations.

Performing Research

Comprehensive research is needed on the roots and effects of racial and ethnic

discrimination, as well as on the impact of individual and institutional racism

on the broad range of health outcomes. Adequate surveillance systems should

be developed to obtain data on the determinants and distribution of physical,
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mental, social, and environmental health outcomes due to racial and ethnic

disparities. Data collection should account for the diversity of subgroups

within each minority category in the census. Research should be enhanced by

the inclusion of data on such issues as residential segregation, occupational

health problems, employment discrimination, individual exposure to discrim-

ination and related coping mechanisms, physiological effects of racism and

discrimination, and health care provider behaviors that contribute to dispar-

ities. Research that explores the relationship between race/ethnicity and oc-

cupational health and safety is needed; however, such research will serve a

descriptive function only if it is not used to facilitate policy changes that will

reduce the increased occupational health risks that confront workers of color.61

Researchers must be sensitive to the particular cultural perspective on

genetic research of the various ethnic groups in terms of handling of human

tissues, confidentiality, and appropriate questions to pursue.23

Conclusion

The most important immediate action in response to social injustice against

racial and ethnic minorities that leads to disparate health outcomes is the

equitable provision of health care (see chapter 12). We must enact legislation

that ensures better quality of and access to health care through the provision of

basic health care for all people in an atmosphere of acceptance and respect.

Initiatives that address the specific areas of health disparities for ethnic

minorities should be promoted, including the collection of data on barriers to

equitable care and the monitoring of progress in the elimination of disparate

outcomes.

The Institute of Medicine report Unequal Treatment contains several rec-

ommendations that could be implemented quickly:

� Increasing the awareness of disparities among the general public, key

stakeholders, and health care providers
� Integrating cross-cultural education into the training of all current and

future health professionals
� Providing patient education on how to access health care and participate

in individual health care planning
� Using evidence-based guidelines to promote consistency and equity of

health care, with financial incentives to ensure evidence-based practice
� Structuring payment systems that ensure adequate services to minorities

and limiting provider incentives that promote disparities
� Providing resources to the Office of Civil Rights of the Department of

Health and Human Services to enforce civil rights legislation.1
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The solution to the problem of disparate health care based on race and

ethnicity requires attention not only to its immediate consequences but also

to the many contextual issues that have caused and now perpetuate its

devastating effects. Health care providers must collaborate with people in

other disciplines, the business community, the general public, and minority

groups to reach an effective and sustainable resolution to this problem.
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4

WOMEN

Stacey J. Rees and Wendy Chavkin

Introduction

Women are often characterized as a special subgroup for purposes of health

research and data analysis; witness the presence of this chapter in a section

of the book devoted to ‘‘Specific Population Groups.’’ Women as a popu-

lation, however, have been the targets of discrimination and disadvanta-

geous treatment. A too-narrow focus on women’s reproductive and

mothering roles has been central to this discrimination; however, the as-

sertion of women’s inequality in all spheres has been a fundamental orga-

nizing principle of social relations and economic and family life. Resulting

social injustice has had a profound impact on women’s health status. Mi-

sogynist cultural and social norms have led to limitations on women’s ac-

cess to abortion and contraceptive services; ignorance of the differences

between disease processes in women and men; the exclusion of women

from much medical research (as both research subjects and researchers); and

the disproportionate effects of both poverty and violence on the health of

women. This chapter will attempt to highlight some of the ways that social

injustice, rooted in beliefs about women’s inequality, has affected women’s

health.
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The health needs of a group as heterogeneous as women vary widely. None-

theless, all women share reproductive capacity and the potential for engaging in

sexual activity. All therefore have significant needs related to the avoidance and

treatment of sexually transmitted infections (STIs), including HIV/AIDS; con-

traception and pregnancy care; and the prevention and treatment of reproductive

organ cancers and other reproductive system diseases.

An estimated 26 percent of HIV-infected people in the United States are

women. From 1996 through 2001, an average of 10,500 cases of AIDS were

annually diagnosed in women and adolescent girls in the United States.1 As of

2002, an estimated 19.2 million women worldwide were living with HIV/

AIDS. In sub-Saharan Africa, North Africa, and the Middle East, the esti-

mated percentage of HIV-positive adults who are women ranges from 55 to

58 percent.2 Women also shoulder a disproportionate burden of serious health

consequences from curable STIs, including infertility and preterm birth.3

Pregnancy prevention remains one of women’s most pressing health needs.

The average age of first childbearing increased in the United States from 21.4

years in 1970 to almost 25 years in 2000.4 Globally, a demographic transition

from high to low fertility is taking place. In less-developed regions, fertility

rates have dropped from 6.2 children per woman in 1950 to less than 3 per

woman in 1999.5 Although decreasing fertility rates indicate that progress has

been made, up to half of the 175 million pregnancies that annually occur

worldwide are either unwanted or ill-timed.5

Different issues arise when women struggle to achieve, rather than pre-

vent, pregnancy. Many women, in the United States and elsewhere, put

childbearing on hold to accommodate education and career expectations that

are not commensurate with early motherhood. The desire for pregnancy later

in life has increased demand for assisted reproduction technologies (ART).

Lesbian and single women are also seeking access to ART to achieve their

childbearing goals. Should we guarantee access to services desired in re-

sponse to societal pressures on women to delay childbirth? ART is costly;

limited health care resources force difficult choices between making such

‘‘high-tech’’ care available to some and making high-quality primary care

available to all.

Women who do become pregnant need access to high-quality prenatal

and intrapartum care. In the United States, the persistence of higher rates of

infant and maternal mortality (compared with most other industrialized coun-

tries) and disparities between white and minority women underscore our

country’s continued failure to equitably meet maternity care needs.

Later in the life cycle, women need access to routine care and screening

for reproductive organ cancers, treatment for symptoms of menopause, and

osteoporosis care. Eighty percent of people with osteoporosis are women,
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and the rate of hip fracture is two to three times higher in women than in

men. Sustained weight-bearing exercise helps build bone mass and reduce

the risk of hip fracture later in life.6 Because women were traditionally dis-

couraged from participating in athletic activity, older women now face a

serious health problem rooted in discriminatory beliefs that kept women

from exercising.

Women of all ages face challenges maintaining health insurance that would

allow them to seek needed care. Women are more likely to work in low-

income, service-industry jobs that rarely provide health insurance benefits.

Women who do not work outside the home may be dependent on insur-

ance provided by their husbands’ employers. In addition, women who leave

the Temporary Aid for Needy Families (TANF) program for jobs may lose

health insurance if it is not provided by their employers.

How Social Injustice Affects the Health of Women

Constraints on Choice, Access to Abortion,
and Family Planning Services

A careful look at abortion and contraception reveals overt and wide-ranging

effects of social injustice on women’s health. In 20 states, local laws in-

trude into the informed consent process by means of state-directed coun-

seling and mandatory waiting periods; more states require counseling but

forego the waiting period.7 For minors, the problem of access to abortion is

further exacerbated by parental consent or notification laws.

As of late 2003, 19 states required parental consent and 14 additional

states required parental notification before a minor could obtain an abortion.

A new parental notification law, which took effect at the end of 2003 in New

Hampshire, may be the start of a trend that will likely continue as other states

consider restrictive legislation. Only eight states and the District of Co-

lumbia do not require parental involvement when a minor child seeks abor-

tion services.8 For minors unable or unwilling to talk to their parents about

their need for an abortion (in some cases out of fear of physical abuse or

because the pregnancy was the result of incest), these laws put one more

roadblock in the path to an earlier—and therefore safer—abortion. No pa-

rental consent is required by any state for childbirth.

Other laws restrict certain kinds of abortion procedures altogether. In 2000,

the Supreme Court heard Stenberg v. Carhart, a challenge to Nebraska’s

‘‘partial-birth’’ abortion ban. The court found the Nebraska ban unconstitu-

tional but did outline a two-pronged test of constitutionality for other such

laws: they must include an exception protecting the life or health of the
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woman and they may not impose an undue burden on a woman’s right to

choose late-term abortion. Four states currently have laws banning some form

of late-term abortion procedure that meet the Stenberg requirements. Twenty-

seven states have bans that are unenforceable under the Stenberg test, and in

19 of these states courts have specifically blocked these measures.9

Congress enacted and President George W. Bush signed the Partial Birth

Abortion Ban of 2003, a bill that contains no exception to protect the health

of the mother—one of the two necessary tests of constitutionality under the

Stenberg ruling. Reproductive rights advocates have challenged the law in

court.

The harassment and physical assaults on both women who seek abortions

and those who provide abortion services have had an adverse effect on access

to abortion services. The numbers of abortion providers declined by 11 per-

cent between 1996 and 2000.10 To counter this trend, groups such as Medical

Students for Choice and Physicians for Reproductive Choice and Health

(PRCH) have galvanized support for abortion training for physicians during

medical residencies. Clinicians for Choice advocates for expanding the pool

of abortion providers to include midwives, nurse practitioners, and physician

assistants.

In the 1990s, a wave of Catholic and secular hospital mergers resulted in

religious proscriptions on reproductive health care services. Services such as

contraception, sterilization, abortion, and some infertility services were often

discontinued in the merger process. In addition, victims of sexual assault who

come to Catholic merger-affected hospitals for care have been denied access

to emergency contraception to prevent pregnancy from rape. This has led to

significant loss of access to such care in many communities.

Access to reproductive health care services is also restricted by managed-

care health insurance plans owned by religious groups. These plans serve

both the private and Medicaid insurance markets. Fifteen of 48 Catholic

managed-care plans identified in a recent report participate in Medicaid

managed care.11 Many argue that refusing to provide reproductive health

services on religious grounds is unacceptable if agencies receive state or

federal funding. Protections must be built in for women, especially the most

vulnerable Medicaid recipients, so that they understand the limitations of

such plans before enrolling.

Young women need accurate information about their health and sexual-

ity. Funds are increasingly being made available for abstinence-only educa-

tion; about 33 percent of teachers in one survey describe their school’s main

message as abstinence-only until marriage. Such programs do not include

any information about contraception or STI prevention strategies.12 Denying

young women (and men) important information about reproductive health

impairs their decision-making ability and has potentially negative health
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consequences. Not teaching young people about the consequences of unpro-

tected sex, including HIV infection, puts them at grave, and unneces-

sary, risk. Moreover, abstinence-only education has been shown to be

ineffective at reducing teen sexual activity and teen births, while compre-

hensive sex education has a positive impact on these indicators.13

Unfortunately, the current chilly climate for women’s reproductive health

care extends well beyond the borders of the United States. Policies re-

stricting access to services in the United States are echoed by policies lim-

iting U.S. funding for services abroad. In 1984, President Ronald Reagan

implemented theMexico City Policy, better known as the ‘‘Global Gag Rule.’’

This policy prevents the United States Agency for International Develop-

ment (USAID) from giving funds to nongovernment organizations that per-

form abortions or actively promote abortion as a method of family planning

in other nations. This policy remained in effect until 1993, when it was res-

cinded by President Bill Clinton, but in 2001 one of President Bush’s first

acts was to reinstate this policy.

The 1985 Kemp-Kasten Amendment prohibits the disbursement of U.S.

funds to any group that supports or participates in coercive abortion or invol-

untary sterilization, as determined by the president. This amendment has been

used as a tool to deny funding to the United Nations Population Fund

(UNFPA). Funds were withdrawn from UNFPA over its support for China’s

allegedly coercive population policies, despite a 2002 State Department in-

vestigation documenting that the UNFPA does not provide direct support for

abortion services in China and has, in fact, worked to stop coercive practices.

Congressional passage of the Smith amendment in 2003 prevented payment of

$100 million to UNFPA in fiscal years 2004 and 2005, denying crucial re-

productive health funding to many women throughout the world.

Disproportionate Impact of Poverty

Although women have gained some ground in earning power over the last

decade, women in the United States still earn only $0.76 for every $1.00 that

men earn. The gap is wider for single mothers: Over 26 percent of single

mothers live below the poverty level, compared with less than 12 percent of the

general population. The rate is even higher for African-American and Hispanic

single mothers, over 35 percent of whom live below the poverty level.14

Access to reproductive and other basic health care is particularly tenuous for

women living in poverty. Federal funding for abortion has not been avail-

able—except in cases of rape, life endangerment, or incest—since passage of

the Hyde Amendment in 1977. Currently, just 16 states have a policy to use

their own funds to pay for all or most medically necessary abortions sought by

Medicaid recipients. In these 16 states, ‘‘health’’ is broadly defined to include
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both physical and mental health concerns.15 An analysis of the number of

abortions to Medicaid-eligible women in two states before and after the Hyde

Amendment concluded that about 20 percent of the women who would have

obtained an abortion, had funding been available, were unable to do so and

carried their pregnancies to term.16

The 1996 Personal Responsibility and Work Opportunity Reconciliation Act

(PRWORA) has effectively eliminated poor women’s entitlements to income

supports while attaching strings—in the form of strictures on reproductive

behavior and employment requirements—to the limited benefits they may still

receive. This change in welfare legislation has affected the health of poor

women in two ways: through changes in access to care and through changes

resulting from reproductive-related provisions of PRWORA.17

As advocates had warned, one result of PRWORA has been reduced Med-

icaid enrollment. Many families who were dropped from, or failed to enroll in,

cash assistance programs have not enrolled in Medicaid, despite continued

eligibility.18 Declines in Medicaid enrollment for women have been dramatic

with low-income single mothers experiencing the largest decrease.19 Because

nearly half of all publicly funded family planning services in 1994 were paid

for by the Medicaid program, declines in Medicaid enrollment mean a sub-

sequent decline in revenues for family planning providers and an increase in

uninsured patients whose care must be subsidized. If this trend continues, it

may jeopardize the ability of clinicians to continue to provide family planning

services. Eighteen states have attempted to prevent the decline in the use of

Medicaid family planning services by issuing waivers that extend women’s

eligibility for such services.20

As of late 2003, 13 percent of white women, 23 percent of black women,

and 37 percent of Latinas were uninsured.21 Women without health insurance

coverage often fail to make family planning or well-woman visits. They are

thus less likely to benefit from routine preventive services, such as Pap smears,

mammograms, STI screening, and screening for chronic diseases, such as

hypertension.

Mandates expanding Medicaid eligibility during pregnancy have been in

effect since 1990, but over 28 percent of pregnant women living in poverty

were uninsured in late 2003, as compared with only 3 percent of those earn-

ing at least three times the poverty level. Of uninsured pregnant women,

77 percent were eligible for Medicaid in 1997.22 Why aren’t more of these

eligible women being reached?

Although not thought of as preconceptional or prenatal care per se, access

to the Special Supplemental Nutrition Program for Women, Infants and Chil-

dren (WIC) and the Food Stamp Program (FSP) before and during pregnancy

can have a significant impact on reproductive health. Women with low
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prepregnancy weights and/or those without sufficient weight gain during

pregnancy are at higher risk for low birth weight or preterm birth.23

Welfare reform drastically reduced the food safety net for women.

The food stamp benefits of poor women, who have been forced into low-

wage jobs as a result of welfare reform work requirements, are reduced

because these women now have earnings. Such reductions can cause them to

decrease spending on food and adversely affect their spending on housing,

clothing, and medical care.24 The net effect of welfare reform on women’s

nutritional status and reproductive health remains a concern.

Several other elements of welfare reform policy attempt to directly in-

fluence women’s reproductive choices. For several years, states were offered

an illegitimacy bonus under PRWORA for decreases in nonmarital births

without a concomitant increase in abortion rates. Twenty-three states have

enacted a cap on additional benefits when a new child is born into a family

receiving welfare. 25

Despite little evidence to support their efficacy in reducing teen pregnancy

rates, PRWORA also includes an allocation of $50 million over 5 years to

fund abstinence-only sex education programs. States are required to match

every $4 of federal funds with $3 in state money, bringing the total closer to

$90 million.26

The reproductive-related components of PRWORA are direct attempts by

policy-makers to control the reproductive lives of low-income women and, in

the case of abstinence-only education, to forward an agenda for all families

that restricts sexual activity to monogamous heterosexual relationships

within marriage. Such efforts at social control are an egregious and anach-

ronistic attempt to interfere in women’s reproductive decisions, with serious

potential to negatively affect the health of low-income women and their

families.

The Disproportionate Impact of Violence

Women suffer disproportionately from violence and often face health con-

sequences from sexual abuse and domestic violence that endure years be-

yond the acute episode of violence. Such violence is global in scope, with at

least one in every three women worldwide having been beaten, coerced into

sex, or abused in some other way. As many as 5,000 women and girls

die each year in so-called ‘‘honor killings.’’ Identifying the use of violence

against women as a weapon of war, the International Criminal Court added,

in 1998, a statute classifying rape, sexual slavery, enforced prostitution,

forced pregnancy, enforced sterilization, and other forms of sexual violence

as grave breaches of the Geneva Convention.27
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Most violence suffered by women occurs at the hands of intimate partners.

In a U.S. survey, 76 percent of women who reported being raped and/or

physically assaulted since the age of 18 were victimized by a current or

former husband, cohabiting partner, date, or boyfriend, and 22 percent of

all women polled reported an assault perpetrated by an intimate partner

in their lifetime.28 Female victims reported only about half of incidents of

violence by an intimate acquaintance to the police.29 Although over 500,000

women were treated in emergency departments for physical assault in

the year preceding one national survey, many more women do not receive

any medical care for injuries received as a result of rape or other physical

assault.28

Violence affects women of all ages, but young women are particularly

vulnerable. More than half of female rape victims identified in one survey

were younger than 18 years old when they were first sexually assaulted.28

The long-term physical and mental health consequences of violence against

women are significant. Sexual assault increases the odds of substance abuse by

a factor of 2.5, and rape victims are 11 times more likely to be clinically

depressed than are others.30 The importance of integrating sexual abuse therapy

into treatment for chemically dependent women is demonstrated by the fre-

quency with which drug-dependent women have been abused sexually and the

relationship between such abuse and the severity of addiction.31

In addition, rape victims suffer from physical symptoms that can per-

sist years after the attack, including pelvic pain, sleep disturbance, chronic

headaches, and sexual dysfunction.26–32 Sexual abuse has also been identified

as a risk factor for HIV infection.33 Domestic violence in pregnancy may

result in pregnancy loss, preterm labor, low birth weight, fetal injury, and fetal

death.34

Although resistance to recognition of sexual abuse has decreased in re-

cent years, disagreement on the definition of sexual abuse continues to ham-

per the collection of accurate prevalence data. Insufficient data collection,

women’s resistance to disclosing abuse histories because of stigma and fear,

and the lack of consensus about the definition of sexual abuse have neces-

sarily led to underreporting and increased risk for neglected survivors of

abuse.35

Campaigns for comprehensive federal policy–based responses to the prob-

lem of violence against women began in earnest in 1990. The 1994 Violence

Against Women Act (VAWA) created new penalties for gender-related

violence and funded grant programs supporting state efforts to address do-

mestic violence and sexual assault. The provisions of VAWA were reau-

thorized for an additional 5 years in 2000, continuing existing programs,

with some improvements, additions, increases in funding, and requirements
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that several studies be completed, including one addressing insurance dis-

crimination against victims of domestic violence.

Underlying Causes and Roots of
Social Injustice Against Women

Gender Discrimination and the Assumption of a Male Norm

Assumptions that male sex is the norm and that female sex is a complication

of that norm have had a profoundly negative impact on the health of women.

These assumptions have led, until very recently, to the exclusion of women

from clinical trials and a dearth of research on specific women’s health is-

sues, including differences in prognosis, diagnosis, and progression of dis-

eases that affect both men and women. Such discrimination has also resulted

in a missed opportunity for greater understanding of diseases that affect both

sexes. A recent Institute of Medicine report asserts that studying sex differ-

ences, like other biological variations, can yield greater insight into under-

lyingbiological diseasemechanisms,36 leading, in turn, to improved treatments

and outcomes.

Few people are aware that cardiovascular disease (CVD) is the leading

cause of death in women. Despite the prevalence of CVD among women,

early research often failed to provide useful information about key gender

differences in risk factors, outcomes, and manifestations among women.37

Research on gender differences in other disease states that affect both men and

women has revealed significant differences in the manifestations and pro-

gression of HIV38 and the increased prevalence among women, compared

with men, of diseases such as irritable bowel syndrome,39 and type 2 diabe-

tes.40 Major depression or a depressive disorder affects approximately twice

as many women as men,41 and pregnancy as well as gender differences in

pharmacokinetics can affect dosage of antidepressant medications for women.

It is clearly essential to include members of both sexes in sufficient numbers

to permit analysis and detect gender differences. Otherwise, the medical and

scientific community remains uncertain as to whether findings frommale-only

studies can be generalized to women, and thus uncertain about the course of

disease and applicability of treatment to women.42

In recognition of this problem, the U.S. Public Health Service Task Force

on Women’s Health Issues reported, in 1985, that the lack of research spe-

cifically addressing women had compromised the quality of health care.43

Five years later, the National Institutes of Health (NIH) created the Office of

Research on Women’s Health, and, in 1991, instructions to NIH grantees first

included requirements to include women and members of racial/ethnic
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minorities as research subjects. In 1993, the U.S. Congress passed the NIH

Revitalization Act, which included funding for women’s health research and

policy statements supporting the inclusion of women in federally funded re-

search.42

Several decades ago, public concern over the untoward effects of thalido-

mide and diethylstilbestrol (DES) led to an increased emphasis on the protec-

tion of pregnant women in research. In 1975, Department of Health and

Human Services regulations were instituted that limited research on preg-

nant women and that classified them as a vulnerable population. However,

when pregnant women are excluded from clinical trials, health care providers

end up treating disorders in pregnant women with medications for which the

pregnancy-altered pharmacokinetics and the consequences for fetal devel-

opment are not known.42 To encourage the participation of women in re-

search, the Food and Drug Administration revised this restriction in 1993.44

The impact of gender discrimination affects the very formulation of research

questions by muting the voices of women scientists.45 Although women now

constitute almost half of all medical students in the United States,46,47 a much

smaller fraction of faculty members in U.S. medical schools are women—only

one-fourth were faculty members in 1995.48

Women’s underrepresentation in academic medicine, business, public policy

endeavors, and government may well contribute to roadblocks encountered

when legislation or policy that primarily benefits women’s health is considered.

The struggle for contraceptive coverage provides a particularly salient example.

While most employment-related insurance policies in the United States cover

prescription drugs and outpatient medical care, most do not cover contracep-

tive drugs and devices or the medical care to provide them. Yet, in 1998, more

than half of all prescriptions for Viagra, a prescription medication to treat

erectile dysfunction, were covered by health insurance.49 This glaring inequity

fueled efforts to mandate contraceptive coverage legislatively at the state and

federal level. Nonetheless, the Equity in Prescription Insurance and Contra-

ceptive Coverage Act (EPICC), first introduced in Congress in 1997, has not

yet, as of mid 2004, been passed.

There is a delicate balance between protectionism and discrimination in

legislation concerning female reproductive capacity. Policies have often valued

fetal protection over maternal benefit, as was the case with initial FDA re-

strictions barring women from clinical drug trials. Antiabortion forces advocate

for granting the fetus limited rights of personhood, characterizing pregnant

women as so selfish and irresponsible that their indifference to fetal welfare

must be constrained by outside intervention.

The antiabortionmovement is not alone in using this line of argument; it has

also been adopted by those who have advocated for punitive solutions to the

problem of women who abuse drugs during pregnancy. Opponents of such
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sanctions argue that this approach has grave consequences for the social status

of women and that it is likely to be ineffective.50 Policies that assume or foster

the construction of maternal-fetal or maternal-child conflict use women’s re-

productive capacity as the basis for further disadvantage of women.

Overall, U.S. policies on childbearing are inconsistent. Sometimes they

have been pro-natalist; for example, Medicaid covers prenatal care but not

abortion. At other times, they have been anti-natalist; for example, family cap

limitations deny poor women additional income support. The family cap

debate has been characterized by a symbolic focus on women coupled with a

programmatic lack of interest in them. Welfare policies attempt to dramati-

cally alter the reproductive, parenting, and economic behaviors of poor

women, with little compassion for them, while simultaneously asserting con-

cern for the ‘‘innocent children,’’ who will now face poverty without public

assistance.

What Needs to Be Done

The advancement of women and the achievement of equality between

womenandmen are amatter of human rights. This is a basic condition for

social justice, and should not be seen in isolation as just a women’s issue.

Indeed, this is the only way to build a sustainable, just and developed

society. Empowerment of women and equality between women and

men are prerequisites for achieving political, social, economic, cultural

and environmental security among all peoples.

—Platform for Action, 1995 Fourth World Conference

on Women, Beijing

To improve women’s health and eliminate social injustice, it is necessary to

eliminate policies and practices that reduce women’s options regarding edu-

cation, employment, access to resources, and control over their health and

choices. At the 1994 International Conference on Population and Development

(ICPD) in Cairo and again at the Fourth World Conference on Women

(FWCW) inBeijing in 1995, 179 nations agreed to platforms—action plans—to

achieve these objectives. The Vienna Declaration, adopted at the 1993 World

Conference on Human Rights, had laid the groundwork for the Cairo and

Beijing conferences by asserting women’s rights as inalienable human rights.

Out of the Cairo and Beijing conferences, a worldwide consensus emerged that

population and development goals are inextricably linked and that improving

the status of women is central to promoting sustainable development.

The enormous significance of the Cairo andBeijing action plans was twofold:

(a) gender discrimination and its wide range of manifestations were acknowl-

edged as depriving half of the world’s population of basic human rights, and
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(b) this deprivation was understood to be a central impediment to economic

development and improvements in global health. The Cairo and Beijing con-

ferences brought the issue of gender discrimination to the center of the global

stage. For the first time, by signing onto the platforms, nations agreed to actively

work toward reducing gender discrimination and its manifestations.

The 16 chapters of the Cairo action plan outline priority actions in areas,

including (a) gender equality, equity, and empowerment of women; (b) re-

productive rights and health; (c) morbidity and mortality, including women’s

health and safe motherhood objectives; and (d) population, development, and

education. Public health professionals can and must play a vital role in con-

tinuing to implement the Cairo vision as it concerns women, social justice, and

health. Among the objectives of the Cairo action plan forwhich the expertise of

public health professionals is needed are the following:

� To build the capacity of women and incorporate gender perspectives in

all programs related to population and development
� To assist women to establish and realize their rights with regard to

sexual and reproductive health
� To develop procedures and indicators for gender-based analyses of de-

velopment programs and for assessment of the impact of these programs

on women’s health
� To collect data to raise awareness of all forms of exploitation, abuse,

harassment, and violence against women with the objective of ending

such practices
� To assist in documentation and condemnation of rape as a weapon of war
� To assist in the development of women-controlled methods to prevent

HIV infection, such as microbicides and vaccines
� To ensure that women are involved in the planning, leadership, decision-

making, management, implementation, organization, and evaluation of

all reproductive and sexual health programs
� To develop and evaluate curricula that adequately cover gender sensitivity

and equity, reproductive choices and responsibilities, and sexually trans-

mitted infections, including HIV/AIDS, in order to ensure that education

about population issues begins in primary school and continues through all

levels of education
� To strengthen training of population specialists at the university level and

incorporate content relating to interrelationships of demographic variables

with development planning in the social sciences, economics, health, and

environmental disciplines.51

The Beijing conference was focused on the empowerment, rights, and

advancement of women. The Beijing declaration asserted a commitment to
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ensuring ‘‘the full implementation of the human rights of women and of the

girl child as an inalienable, integral, and indivisible part of all human rights

and fundamental freedoms.’’ (The complete declaration is available.52) The

chapter of the Beijing Platform for Action that is devoted to women and

health identifies five strategic objectives:53

1. To increase women’s access throughout the life cycle to appropriate,

affordable, and quality health care, information, and related services

2. To strengthen preventive programs that promote women’s health

3. To undertake gender sensitive initiatives that address sexually trans-

mitted diseases, HIV/AIDS, and sexual and reproductive health issues

4. To promote research and disseminate information on women’s health

5. To increase resources and monitor follow-up for women’s health.

The input and active participation of public health professionals is essential

to fulfill these key aspects of the Beijing conference action plan.

Political consensus about the fundamental importance of combating gender

discrimination represented a dramatic step forward. The next series of steps

must convert this vision into reality. The Cairo and Beijing action plans called

for an unprecedented commitment of funds devoted to implementing the re-

productive health–related recommendations of the documents in the devel-

oping world. Unfortunately, much of this funding commitment has yet to

materialize. TheUnited States lagswell behind other developed countries in its

level of contributions thus far.

An important element of the holistic approach advocated by the Cairo and

Beijing action plans is increasing women’s levels of education. Increasing

access to education for women is not only key to improving women’s pros-

pects but also can positively affect the health of children. Surveys in 25 de-

veloping countries demonstrate that minimal education (1 to 3 years of

schooling) for a mother can reduce child mortality rates by 15 percent,

compared with reductions of just 6 percent when fathers have the same level

of education.54 Such benefits demonstrate the importance of recognizing the

many links between efforts to improve women’s status and to improve global

health. Public health workers can bring these data to the attention of policy-

makers and the general public, and in so doing can shift the terms of the

debate regarding the interrelationships between the status of women and

global health.

As we highlight ways to improvewomen’s status and public health globally,

it is important to recognize shortfalls that remain in the United States.

Seventy-seven percent of uninsured pregnant women were eligible for

Medicaid in 1997.55 Public health professionals can work to ensure that more

of those eligible for Medicaid are enrolled in this program.
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To reduce the women’s health consequences of social injustice, public

health workers must continue to serve as advocates for women—both in the

United States and elsewhere in the world. They must initiate research that

demonstrates the adverse health effects of ill-advised public policies and

speak out for change. They must be prepared to respond to and counter dis-

information campaigns with sound empirical evidence. Among the many

roles that public health professionals can play to reverse the adverse impact

that social injustice continues to have on women’s health are serving as a re-

source for advocacy groups and participating in policy formation, including

providing congressional testimony.

Teaching and research roles also provide many opportunities for public

health professionals to make a difference. Professors and researchers in public

health can highlight associations between social injustice andwomen’s health.

In so doing, they can influence the debate on women’s health issues and con-

tinue to encourage progressive social change.

In developing countries, public health professionals, among other key roles,

have been at the forefront of efforts to increase access to reproductive health

care for women in refugee settings; to develop high-quality sustainable

emergency obstetric care and health infrastructure; and to decrease morbidity

and mortality associated with illegal abortions. Modest successes have been

achieved in these areas, but much work remains. Public health professionals

must continue to focus international attention on women’s health, especially

by advocating for increased international funding for programs that attempt to

promote equity for women and mitigate the effects of social injustice, such as

those proposed in the Cairo and Beijing action plans.

While efforts to improve the lives of women in developing countries

must include ensuring access to basic citizenship rights, resources, and ed-

ucation, social policies must simultaneously address dramatic changes in

social roles and the form of families worldwide. Decreasing social injustice

and improving the health of women necessitate engaging with a world in

transition.

In the second half of the twentieth century, women’s participation in the paid

workforce rose worldwide, mandating that social policies strive to make par-

enthood compatible with employment. The concurrent steep decline in child-

bearing rates globally—although uneven—further underscores the urgency of

promoting policies that improve child-care benefits for working parents and

support the widespread availability of adequately compensated part-time work

that provides health benefits. Other initiatives that support parents’ engagement

in family life and meaningful employment must also be developed.

Technological developments that separate sex from procreation have re-

sulted from and fueled these trends. Such developments include means of

fertility control, such as contraception and abortion, with the recent advances
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of emergency contraception and medical abortion. These developments also

include fertility enhancement, such as ART, which have special relevance to

women who defer childbearing to older ages, when infertility risks increase.

Although alternatives to later childbearing—including true family-friendly

workplace policies that support women as key employees while simultaneously

recognizing the importance of their childbearing role—could be awayout of this

bind, there is little public pressure to implement such changes. Instead,ART and

related technologies have become symbols of profoundly contentious societal

transformations, thus often being caught in the center of political storms. The

participation of public health professionals is needed to help answer key ques-

tions about health equity and access to ART, associated health risks, ethics of

ART, and cost burdens.

Because of societal expectations and limited state-sponsored services for

care of the elderly, women bear a disproportionate share of caregiving re-

sponsibilities for elderly spouses, parents, or disabled children. They often do so

while coping with, and sometimes neglecting, their own ill health.56 Public

health professionals can contribute to the creation of other viable options so that

this burden does not fall disproportionately on women. They can play an active

role in formulating equitable solutions and creating or evaluating pilot pro-

grams that can test these solutions. They can also provide data to policy-makers

that document the unique health challenges faced by female caregivers.

Uncomfortable as changes may be in matters as intimate as gender roles,

family constellations, childbearing, and caregiving, these changes are long

term and irreversible. They require societies to formulate policies and provide

services that support these altered realities to narrow disparities in health and

opportunity.

Conclusion

Many negative health consequences for women are rooted in social injustice.

Changes in discriminatory policies, such as those that kept women from par-

ticipating in clinical trials in the United States, have taken place, but women

are still underrepresented in the ranks of research scientists. Welfare reform

policies and policies that prevent public funding for abortions in the United

States have demonstrated adverse health impacts but nevertheless remain in

effect—thus continuing the legacy of social injustice.

Globally, HIV/AIDS continues to spread among women who are monog-

amous but whose husbands are not. Women still die too often in childbirth and

have insufficient access to contraception. Female children’s access to edu-

cation and even adequate nutrition remains restricted in too many parts of the

world.
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In combating the negative effects of social injustice on women’s health,

public health professionals have much to do. Many long-term actions were

outlined earlier in this chapter. In the short term, what needs to be done seems

to constantly shift, often being influenced by changes in the political climate.

That women’s health is so vulnerable to political gamesmanship is, in itself, an

example of social injustice. Recent disturbing examples include the federal

partial-birth abortion ban and debates over the appropriateness of making

emergency contraceptives available over the counter. To be effective in the

short term, public health professionals must pay close attention to the political

climate and respond to challenges quickly. For public health professionals and

others working to combat the adverse health effects of social injustice on

women, making a commitment to effecting positive social change for women

is most important.
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5

CHILDREN

SaraRosenbaumandChung-HiH. Yoder

Introduction

This chapter deals primarily with the impact of social injustice on children in

the United States, emphasizing children’s rights in a legal context.

The Legal Status of Children in Society

International Standards

The United Nations Convention on the Rights of the Child (CRC) is an

international treaty establishing the human rights of children, including the

right to an education and health care and protection against execution and life

imprisonment for crimes committed by individuals under age 18.1 Although

the United States has signed the CRC, the U.S. Senate has yet to ratify it:

among all countries in the United Nations, only the United States and Somalia

have failed to ratify the CRC.2 Analysts speculate that the U.S. Senate’s

failure to ratify the treaty reflects its concern that the CRC will undermine the

authority of parents to control the upbringing of their children.3

The availability of the death penalty and life imprisonment under state law

for crimes committed by children also may be factors in the Senate’s
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unwillingness to ratify the CRC. It is likely that the availability of the death

penalty for child offenders also played a role in the Senate’s decision. Al-

though in March 2005, the U.S. Supreme Court held that the death penalty, for

juvenile offenders under age 18 was unconstitutional,4 as of January 2004,

more than 70 juvenile offenders were on death row in the United States for

crimes committed before age 18.5 Of all executions of child offenders

worldwide since 1995, 65 percent took place in the United States.6

Children’s Rights Under U.S. Law

The U.S. Constitution protects individuals who are recognized as legal ‘‘per-

sons.’’ Thus, for example, U.S. law does not recognize fetuses as ‘‘persons,’’

although it accords government considerable powers to protect its interest in

potential life once a fetus becomes viable.7 Children who are born are recognized

as legal persons, and the U.S. SupremeCourt has recognized that children possess

certain constitutional rights independent from those of their parents.8

At the same time, however, children who have not reached the age of legal

majority under state law are restricted considerably in their legal autonomy

on decisions involving family living arrangements, education, and health care.

Because children are not autonomous individuals and rely on adults eco-

nomically and physically, they lack full legal personhood under U.S. law.

Where children are concerned, the United States Supreme Court has stated,

the constitutional rights of children cannot be equated with those of adults [because

of] the peculiar vulnerability of children; their inability tomake critical decisions in an

informed, mature manner; and the importance of the parental role in child rearing.9

The Supreme Court’s holdings recognize that states may validly restrict chil-

dren’s freedom to make important decisions for themselves because children

lack the maturity and experience ‘‘to recognize and avoid choices that could

be detrimental to them.’’9 In general, children’s rights are assigned to the par-

ents or to the state in loco parentis.

The Court’s holdings establish parents’ liberty interest in directing the edu-

cation of their children.10 Similarly, the Court will accord considerable defer-

ence to a parent’s substantive due process right to determine what is in a child’s

best interest and has declared such parental rights to be ‘‘fundamental.’’11

Furthermore, although children are persons within the meaning of the

Constitution and thus must be accorded procedural and substantive due pro-

cess, the Supreme Court has held that a state has no constitutional duty of

rescue—a duty to protect a child from his or her parent, even when the state

knows the child’s safety is at risk.12 The Court stated that the 14th Amendment

does not require the state to protect individuals from violence between private

individuals but is meant as a safeguard from state actions intruding on the
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liberty interests of private persons.12 The state has no affirmative duty to

protect individuals from private violence; however, when states have limited

individual autonomy, they have a duty to provide basic medical services to

prisoners and a duty to protect the involuntarily committed.13

Children have very limited rights to make their own medical decisions.

Informed consent presumes that the individual giving consent is mature

enough to understand a choice of treatment and its consequences. Many courts

have held that children under the age of 18 do not have the intellectual or

emotional capacity to make those decisions, and consequently, their parents

are given the discretion to consent or refuse medical treatment for their

children. At the same time, the Supreme Court has recognized that parental

consent is not absolute and that states are required, in some instances, to

provide procedural due process to children. Thus, for example, a parent does

not have absolute discretion over a decision to institutionalize a child in a state

facility, and commitment can be ordered only following an independent re-

view procedure that meets procedural due process standards.14

Children have somewhat greater rights in the areas of abortion and re-

productive health. Under rulings of the U.S. Supreme Court, states may con-

stitutionally require that a minor receive parental consent for an abortion, but

the state may not grant absolute veto power to a parent or guardian for such a

decision and must provide a judicial bypass procedure.15

The Impact of Social Injustice on Children’s Health

The Health Needs of Children

Although a complex set of factors influences children’s health, what children

need to promote optimal health is relatively straightforward.16 Overall, chil-

dren are healthier than adults. When acute or chronic health threats occur,

their symptoms are generally milder and more easily overcome or amelio-

rated. A very small proportion of children do suffer from highly definable

and serious illnesses and conditions, but the prevalence of these conditions in

children is lower than that in adults.16

Development is the most socially and biologically significant dimension of

childhood.Modern social expectations of children are not that theywill be self-

sufficient and productive in a grown-up sense; rather; society expects that

children will develop and evolve toward productivity during adulthood.16 For

this reason, utilitarian norms of functionality for adults have only a limited role

in evaluating children’s health needs.16

Furthermore, conditions that express themselves as overt health problems

in adults may manifest themselves as problems of physical, cognitive, or
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mental development in children. Because poor health in children tends to be

expressed in developmental, rather than overt and diagnosable, terms, the

health status and needs of children differ from those of adults.16

Children in the United States are a generally healthy population.16 (See box

5-1 concerning children in other developed countries and box 5-2 concerning

children in developing countries.) Infant mortality is considered a seminal

measure of population health. From1998 to 2000, theU.S. infantmortality rate

reached a historic low of 7.0 deaths per 1,000 live births, higher than in other

industrialized countries17 (fig. 5-1 on p. 97). It remained comparatively ele-

vated for minority infants, especially black and American Indian infants. In-

deed, the black–white gap in infant mortality rate actually widened between

1983 and 2000, although minority infants experienced a significant decline in

deaths between 1980 and 2000.17 However, the incidence of low birth weight

(less than 5.5 pounds), a key indicator of child health, was higher in 2001 than a

decade earlier.18

Simple measures of health in childhood also show positive trends in health

status. In 2001, an estimated 77 percent of all children aged 19 to 35 months

were fully immunized against preventable diseases, a rate that was below the

national goal but a significant improvement.19 The vast majority of children

are considered in good to excellent health by their parents and caregivers, and

more than 95 percent of all children are reported to have a regular source of

health care.20 In the United States and western Europe, deaths among children

are rare. In the earliest years, childhood deaths tend to be associated with

congenital anomalies and low birth weight.16 As children grow, injuries and

deaths from defined illnesses and conditions become a factor.16

On closer examination, however, the health profile of children becomesmuch

more problematic. A significant proportion of the child population in the United

States has a special health need. Studies of child health define the concept of

special need in various ways, from the narrowest of definitions (a specific

recognized class of diagnosis or a severe disability) to broader conceptualiza-

tions (such as having an impairment in functioning21 or having fair to poor self-

assessed health status).16 Not surprisingly, the health profile of children declines

as the definition of special need is expanded to encompass more modern con-

cepts of child development and as the measurement tools broaden.21

Measurement systems, such a vital statistics, parental interviews, health ex-

aminations, and surveys, indicate a broad range of health problems among

children.16 Based on parental assessments, 2.1 percent of U.S. children were

estimated, in 1997, to be in fair to poor health—an improvement from the

beginning of the decade.22 However, this figure is higher when the definition

is expanded to assessments done by others.

The most widely used current definition of special needs, developed by the

U.S. Department of Health and Human Services, classifies them broadly to
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BOX 5-1 How the United States Compares With

Other Developed Countries

While the social justice agenda can be improved in virtually every nation,

there are major differences in how far many nations have come compared

with others. This difference is manifest among developed countries. Perhaps

the most comprehensive analysis of these variations is depicted by the lon-

gitudinal Luxembourg Income Study (LIS), which compared and contrasted

poverty within a cohort of 18 nations—both overall and for subpopulation

groups, such as children and older people. Countries included in this study

were the United States, Great Britain, Germany, France, Israel, Denmark,

Sweden, Austria, Belgium, and Italy. A look at LIS outcomes for children

among these nations is instructive in terms of how different nations approach

the goal of social justice.

In the United States, approximately 25 percent of children live in house-

holds whose incomes are below the federal poverty level. Over the past

20 years, the trend in child poverty has been worsening. From 1969

through 1986, for example, child poverty in the United States rose from

13.1 percent to 22.9 percent. Even during the peak economic years of the

1990s, child poverty decreased only slightly, and it has now risen again to

more than 25 percent of children. But what, we might ask, happens to child

poverty rates when we factor in government benefits, such as income

transfer programs and food stamps? The answer is that government pro-

grams reduce child poverty (defined as half of the median income after

taxes and government benefits) only minimally—to 21.5 percent. Their

economic impact, in other words, is quite minimal. They do relatively little

to help lift poor children (and their households) out of poverty.

By contrast, France also begins with a child poverty rate equal to that in

the United States. But government policy in France slashes that 25 percent

rate to 6.5 percent once the impact of national programs are factored in.

Most of the other nations in the cohort also fare well. In 11 of the nations

surveyed, government programs reduce child poverty by at least 50 per-

cent. And nearly half the nations surveyed—Austria, Belgium, Denmark,

Finland, Luxembourg, Norway, Sweden, and Switzerland—have succeeded

in keeping child poverty rates below 5 percent. With more than 20 percent

of its children in poverty, the United States leads what LIS refers to as ‘‘the

child poverty league.’’ The world’s wealthiest nation has the poorest record

in reducing child poverty. Only four other LIS nations have child poverty

rates above 10 percent: Australia, Canada, Ireland, and Israel. And each of

their records is better than that of the United States.

(continued)
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include ‘‘chronic physical, developmental, behavioral, or emotional conditions

[which] require health and related services of a type or amount beyond that

required by children generally.’’21 Using this modern definition, the magni-

tude of the problem grows. It includes not only physical conditions but also

developmental and mental health needs. As a result, the estimates of children

with health problems rise to 14.8 to 18.2 percent of all children under age 18.21

Three related factors are associated with the higher child poverty rates in

the United States compared with other developed countries.

The first factor is what economists refer to as differences in the ‘‘political

economy.’’ In many, if not most, other nations, there is a stronger history of

government involvement in rounding off the sharp edges of inequality.

While averring attempts to create similar economic outcomes, other nations

see inherent dangers in growing gaps between rich and poor. They use

their tax systems to control or prevent growing disparities. The United

States, on the other hand, has a more laissez-faire approach to income

differences, more typically holding that income disparities are reflections of

hard work and self-worth.

The second factor is embedded in the first. Taxes in the United States are

unpopular, so much so that for nearly two decades no significant political

leader has called for an increase in federal taxes. In European and other LIS

nations, taxes—at least begrudgingly—are accepted as the price of civiliza-

tion. Theyhold society together and are themeans to provide amoral bottom

line against unacceptable disparities. As a result of these divergent traditions,

the tax burden on U.S. households is the lowest in the industrial world. The

United States, as a consequence, fails to do what other nations do to reduce

poverty.

The third, and final, factor is that theUnited States relies farmore on ‘‘welfare

programs’’ to reduce poverty than do other nations. Rather than developing

categorical programs designed only for the poor, other nations typically rely

far more on their national tax systems to temper the economic extremes. Truly

progressive taxes in these countries levy a higher rate on the wealthiest tier, far

more than in theUnited States. At the same time, tax programs also are used to

bolster the incomes of otherwise impoverished households. The United States

has such programs—the Earned Income Tax Credit (EITC), the most signifi-

cant, provides tax credits to working families whose annual incomes fall below

a certain line. But the United States, unlike most other developed countries,

manifests its limited approach to social justice primarily through its regressive

tax system. As a result, little is done to reduce poverty. It is almost as if the

nation has decided to live with the extremes of social injustice that are now

unknown among other developed countries.
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BOX 5-2 Saving Children’s Lives in Developing Countries

Kathryn L. Bolles

More than 10 million children under age 5 die each year from diseases that

could be prevented at little or no cost. For example, 2 million children die

each year from pneumonia, while life-saving antibiotics are available for

US$0.15 per child. The primary causes of children’s deaths in developing

countries—diarrhea, pneumonia, malaria, measles, and underlying malnu-

trition—are the same today as they were 20 years ago, despite the wide

availability of simple, effective, and low-cost interventions that could save

most of these children’s lives. Unfortunately, as people worldwide become

increasingly—and appropriately—aware of the impact of HIV/AIDS, and as

governments dedicate more resources for HIV/AIDS prevention and treat-

ment, efforts to reduce other causes of infant and child mortality are

decreasing.

Which Children Are at Risk?

Many factors contribute to placing children at risk of early death, beginning

with where they are born. Most child deaths occur in the poorest countries of

the world. For example, 10 percent of the world’s population lives in sub-

Saharan Africa, but 43 percent of child deaths occur there. High levels of

absolute poverty—an income of US$1 or less daily—prevent families from

having adequate food, appropriate housing, sanitation, safe drinking water,

basic health care, and education. In addition, within these countries, the

poorest 20 percent of the population are four times more likely to die than the

least-poor. Poorer families have less knowledge of healthy behaviors, less ac-

cess to health services, such as vaccination programs or treatment for malaria,

and the available services are often of lower quality.

Poverty also affects a child’s mental health and development. In Asia and

Africa, families put children towork at young ages to have them contribute to

household income—sometimes as young as 6 years of age. In Indonesia, for

example, over 8 million children under age 15 are employed. Girls are par-

ticularly affected by child labor practices: millions are employed as domestic

servants, are forced into prostitution, or sold by their families into indentured

servitude. Children who begin working at an early age are often unable to

continue their schooling, which results in illiteracy, early age atmarriage, and

early childbirth. Ten percent of births worldwide occur to teenage mothers;

these girls are twice as likely to die in childbirth as are older women. In

addition to poverty, lack of education, long geographic distance from health

facilities, language barriers among ethnic minorities, low caste, female gen-

der, and the effects of war all lower a child’s—and a mother’s—chances of

survival.

(continued)
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What Have We Achieved So Far?

The first month of an infant’s life is critical. Forty percent of all children’s

deaths occur during this period. Mothers in many developing countries

postpone naming their children because they are so accustomed to the

possibility of an infant dying early. However, health programs that offer

simple, life-saving interventions, such as tetanus toxoid immunization during

pregnancy, delivery of the infant by a trained birth attendant, access to basic

obstetric services, and even drying and keeping a babywarm after delivery all

can reduce the newborn death rate. Oral rehydration therapy (ORT), with a

simple solution of salt and sugar, has reduced deaths due to diarrhea by half;

it can prevent almost 1 million deaths annually. Breastfeeding promotion

programs that encourage exclusive breastfeeding for the first 6 months of an

infant’s life can prevent 13 percent of all children’s deaths. And effective

immunization campaigns can prevent serious illness or death from diseases

like measles, tetanus, and polio.

Finishing the Unfinished Agenda

Although effective and low-cost vaccines are available and can save lives, over

30 million children are not vaccinated each year. Although sleeping under

insecticide-treated bednets can reduce one-third of child mortality from

malaria, fewer than 2 percent of children sleep under these treated bednets. In

the 1980s, global support for the Child Survival Agenda increased the avail-

ability of these interventions and saved millions of lives. In the past decade,

however, funding and enthusiasm have lagged and the rates of decline in

mortality that were once approximately 2.5 percent a year, have slowed to 1

percent. The goal of the World Summit for Children—a one-third reduction in

mortality from 1990 to 2000—was not completely achieved; therefore, in

2000, all United Nations member countries set Millennium Development

Goals (see table 21-7 on p. 394) that pledged to reduce child deaths by two-

thirds andmaternal deaths by one-half by 2015. This recommitment to saving

the lives of mothers and children has already demonstrated some success.

Many governments, even when struggling with continued political instability

or insurgency, have committed to increasing the opportunities for girls’ ed-

ucation—a proven strategy to reduce both maternal and child death. Since

the fall of the Taliban, the government of Afghanistan and its Ministry of

Health, in a country with one of the highest rates of maternal and

child mortality, have prioritized education and basic health care for girls

and the poorest of the poor. The government of Indonesia and counter-

trafficking organizations are drafting legislation to prohibit child trafficking

and offering programs that provide alternatives to poor families. Newly

formed collaborations in developing countries among NGOs, foundations,

governments, health care providers, and community groups have brought

about positive change, ranging from village health programs to national

(continued)
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Nearly 20 percent of all children aged 3 to 17 have been estimated to have at

least one mental health problem.23 Furthermore, as children age, the incidence

of health problems associated with risk-taking behaviors tends to rise, particu-

larly in the areas of addiction and alcoholism, obesity, unprotected sex and

sexually transmitted diseases, teenage pregnancy, suicide, and homicide.16

Recent studies of child health recommend that health problems in children be

reconceptualized in their relationship to the child population as a whole. These

studies suggest that problems of child health and development tend to be co-

occurring and concentrated in certain children and that these problems tend to

persist over time. Therefore, child health problems need to be understood as long-

term, persistent, multilayered, and concentrated in specified cohorts of children.16

Threats to Children’s Health

To be healthy, children need access to regular, continuous, comprehensive,

and stable health care from a health system capable of identifying problems

in growth and development at the earliest possible stages and positive and

supportive interaction with parents.24 Parents also need the ability to pay for

immediate and appropriate care when the need arises. Even more funda-

mentally perhaps, children need freedom from the conditions that raise the

risk of poor health and diminish developmental potential and attainment.

BOX 5-2 (continued)

policy changes. Still, much needs to happen before 2015. It will take col-

laboration, sufficient funding, and sustained international commitment to

reach the Millennium Development Goals and to save lives. (See also

chapters 11, 14, 17, 18, 19, 21, and 28.)
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Child health is being free not only from specified illnesses and conditions but

also from the community and social threats that can profoundly affect long-

term development.

Poverty and Health

Among children there is a strong association between low socioeconomic

status of children and their poor health—an association that appears to exist in

all stages of child and adolescent development and almost all preventable

child and adolescent disorders.16 Therefore, freedom from poverty may be the

single most important determinant of child health and development. Child

poverty affects a large proportion of children in the United States. In most

parts of the country, income at least twice the federal poverty level, which was

$18,400 for a family of four in 2003, is essential to ensuring adequate food,

clothing, housing, and other basics of life.25 In 2001, family income below this

basic threshold affected nearly 40 percent of all children in the United States,

nearly 60 percent of African-American children, and 62 percent of Latino

children.25 In 2000,more than 6 percent of all children, andmore than 7 percent

of children under age 6, lived in families with incomes below 50 percent of the

official federal poverty level.26 After accounting for food, rent assistance, and
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Figure 5-1 Infant mortality rate for industrialized countries for 1999. (FromUnited Nations

Children’s Fund. The state of the world’s children 2001, table 1, basic indicators. New York:

UNICEF, 2001.)
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taxes, the proportion of children living in deep poverty has grown steadily

since 1990, with the largest increases following the enactment of federal

welfare reform legislation in 1996 (fig. 5-2).

Poverty carries with it two important consequences for the health of children.

First, it creates andmaintains poor living conditions for children. Poverty threat-

ens access to adequate food, shelter, health care,27 child care, family time, and

other aspects of daily life that make a child’s surroundings safe and stable.

Poverty threatens the ability of families to invest in the necessary tangibles of

daily life, which, in turn, promotes a sense of well-being and stability. Inade-

quate income (both cash and in-kind) hampers families’ ability to deal with ad-

versity and health threats in a prompt and comprehensive manner.

Second, poverty is associated with stress that robs children and adults of their

health and deprives children of their parents as functional and strong caregivers.

Perhaps the worst form of childhood poverty in the United States is the con-

centrated poverty found in the poorest communities in urban America. This

intense and concentrated poverty creates geographically identifiable health ad-

versity for the children and their parents who experience it, with elevated rates of

illness, disability, and death. Community-ridden poverty leads to ‘‘weathering,’’

that is, ‘‘the grinding every day stress that flows from such adverse conditions.’’28

Environmental Health Threats

Children’s unique developmental status makes them particularly vulnerable

to environmental health threats. Young children are more likely to absorb

more toxins, such as lead and pesticides in food, water, and air, because they

breathe faster and eat and drink more in proportion to their body weight than

do adults.29 Furthermore, children tend to play close to the ground and tend to

engage in hand-to-mouth behavior that increases their contact with toxins in

soil, dust, and carpets.30 Also, their hand-to-mouth behavior heightens their

likelihood of ingesting toxins in dust or from the ground.
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According to the Centers for Disease Control and Prevention (CDC), ap-

proximately 890,000 children in the United States aged 1 to 5 have elevated

blood lead levels (BLLs), and more than one fifth of African-American children

who live in homes built before 1946 have elevated BLLs.31 Research shows that

children sustain impaired intellectual development as a result of lead exposure

below what the CDC currently considers safe (10mg/dL).32 Children living in

poorer communities bear the greatest risk; while poor children represent about

19 percent of all children under age 6,33 among young children who have

elevated BLLs, 60 percent are poor.32

Hazardous waste is a danger to children. As of 2000, about 0.8 percent of

children in the United States lived within 1 mile of a Superfund hazardous

waste site that had not been cleaned up or controlled and another 500,000

children lived within 1 mile of a controlled Superfund site.34 The Agency for

Toxic Substances and Disease Registry estimates that 3 to 4 million children

live within 1 mile of at least one hazardous waste site and therefore face a

greater chance of exposure and increased risk for health problems.35

Poor air quality also is a significant danger to children. In 2001, approxi-

mately two fifths of all children were residents of counties that exceeded

officially acceptable ozone standards.36 In 1999, 31 percent of Hispanic chil-

dren, 25 percent of Asian children, and 16 percent of black children lived in

counties in which air quality standards were exceeded.37

Air pollution triggers asthma attacks, one of the most common and po-

tentially serious of all childhood conditions. In 2001, 6.3 million children in

the United States had asthma. In 2000, there were 214,000 hospitalizations

of children below the age of 18 due to asthma. Asthma prevalence and

mortality are higher among blacks than among whites.38 In 2000, asthma

prevalence among black children was 10 percent higher than among their

white counterparts, while age-adjusted asthma mortality was 200 percent

higher.39

Other major environmental threats can be found. Elevated mercury levels,

chiefly as a result of its unregulated release into the air from coal-burning

power plants, are widespread. The CDC estimates that 8 percent of women

of childbearing age have levels of mercury higher than what the U.S. En-

vironmental Protection Agency considers safe because they have eaten con-

taminated fish. As a result, approximately 300,000 infants are at increased

risk for brain damage and learning disabilities.40

Poor water quality is another problem faced by U.S. children, millions of

whom reside in areas without adequate treatment and filtration systems or

served by public water systems with health-based violations.37

Finally, the presence of pesticides in food is a major health threat. In 2001,

19 percent of fruits, vegetables, and grains had detectable residues of or-

ganophosphate pesticides, which can impair the absorption of food nutrients
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necessary for growth.41 Furthermore, the underdeveloped digestive system

of children may be unable to adequately excrete toxins from the body.42

Social injustice linked to maldistribution of family income and of public

health risks takes a heavy toll on the health of U.S. children. Table 5-1

summarizes some of the most important known health risks and adverse

health conditions associated with childhood poverty, up to quadruple the risk

of death from specific diseases. Children who are poor are at elevated risk for

a range of preventable and manageable conditions, including complications

of appendicitis and diabetes, severely impaired vision, severe anemia, de-

layed immunization, meningitis, and deaths from accidents.

Children of low-income families are more likely to be born prematurely,

at low birth weight, and to women who received inadequate or no prenatal

care. One of every six teenagers aged 15 to 18 lacks health insurance, and

teenagers are (a) five times as likely as younger children to lack a regular

source of health care; (b) four times more likely to have unmet health needs;

and (c) twice as likely to have no yearly contact with physicians.43 Teen-

agers from families who face the highest social risks have more alcohol

TABLE 5-1 Relative Frequency of Health Problems in Low-Income Chil-

dren Compared With Other Children

Health Problem
Relative Frequency in
Low-Income Children

Low birth weight Double
Delayed immunization Triple
Asthma Higher
Bacterial meningitis Double
Rheumatic fever Double to triple
Lead poisoning Triple
Neonatal death 1.5 Times
Postneonatal death Double to triple
Child death due to accidents Double to triple
Child death due to disease Triple to quadruple
Complications of appendicitis Double to triple
Diabetic ketoacidosis Double
Complications of bacterial meningitis Double to triple
Conditions limiting school activity Double
Lost school days 40% More
Severely impaired vision Double to triple
Severe iron deficiency anemia Double

From Starfield B. Child and adolescent health status measures. U.S. Health Care for Children

[serial on line]. 1992;2:225–40, table 5. Available at: http://www.futureofchildren.org/in-

formation2827/information_show.htm?doc_id¼77358. Accessed January 10, 2005.
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and drug abuse, cigarette smoking, unprotected sexual activity, and sexually

transmitted diseases, and they more frequently become single parents.23

Table 5-2 underscores the magnitude of the nation’s failure to invest in

children. The United States stands alone among 24 industrialized nations in its

failure to guarantee universal health insurance and health care, paid maternal

and parental leave at childhood, and a family allowance/child dependency grant.

Underlying Factors and Roots of Social Injustice

Numerous factors contribute to childhood poverty. The first is a maldistribution

of income as a result of the failure of U.S. policy to intervene in the market.

TABLE 5-2 How U.S. Child Safety Net Policies Compare With Those of 23 Other

Industrialized Countries

Country

Universal Health
Insurance/Health

Care
Paid Maternal/Parental
Leave at Childbirth

Family
Allowance/Child
Dependency

Grant

Australia Y Y Y
Austria Y Y Y
Belgium Y Y Y
Canada Y Y Y
Czech Republic Y Y Y
Denmark Y Y Y
Finland Y Y Y
France Y Y Y
Germany Y Y Y
Hungary Y Y Y
Ireland Y Y Y
Italy Y Y Y
Japan Y Y Y
Luxembourg Y Y Y
The Netherlands Y Y Y
New Zealand Y Y Y
Norway Y Y Y
Poland Y Y Y
Portugal Y Y Y
Spain Y Y Y
Sweden Y Y Y
Switzerland Y Y Y
United Kingdom Y Y Y
United States N N N

From Children’s Defense Fund. The state of America’s children: 2001 yearbook. Washington, D.C.:

Children’s Defense Fund, 2001; p. xxix.
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The second is a failure of income replacement policies, both cash and in-kind.

The third is a low level of commitment at all levels of government to the types of

societal investments in families and children, such as paid maternity and pa-

rental leave, high-quality child care and education, and supports for vulnerable

families. These societal investments help strengthen families and communities,

helping them to raise childrenwho are healthy, ready to learn, and capable of the

maximum possible growth and achievement. As a result, the problem of child-

hood poverty, rather than abating over time, has grown more intense in the

United States.

Maldistribution of Income

In U.S. history, the gulf between rich and poor families is as wide now as it

has ever been. Figure 5-3 illustrates the change over a 40-year time period in

the average income of rich and poor families in constant dollars and by

economic quintiles. Between 1959 and 1979, the average real income of the

lowest 20 percent of all families grew by 75 percent, while families in the top 5

percent of the income bracket experienced real income growth of 54 percent—

the real income of poorest families not only grew but also grew in relation to

the income growth of the nation’s wealthiest families. The nation’s industrial

base, as well as its governmental policies, fueled real improvements in living

conditions among the poorest families. Between 1979 and 1999, the reverse

occurred: Real income of the poorest families declined by 4 percent, while that

Bottom
20%

Second
20%

51
56

62 61

42

54

66

19

6
11

Third
20%

Fourth
20%

Top
20%

Top 5%

P
er

ce
nt

 C
ha

ng
e

80

70

60

50

40

30

20

10

0

−10 −4

1959–1979 1979–1999

75

Figure 5-3 Change in the average income of rich and poor families (in constant dollars),

1979–1999. (From Children’s Defense Fund. The state of America’s children: 2001

yearbook. Washington, D.C.: Children’s Defense Fund, 2001, p. 3. Copyright � 2001 by

Children’s Defense Fund. All rights reserved.)

102 HEALTH OF SPECIFIC POPULATION GROUPS AND SOCIAL INJUSTICE



of the wealthiest families grew by 66 percent—a sharp departure from the

previous period (fig. 5-3).

Several factors account for this widening economic gap between wealth and

poverty in the United States and this increasing skewing of family income.

First, education now represents a ‘‘growing fault line in the economy.’’

Workers with limited educational attainment find themselves increasingly

relegated to the lowest wage jobs, disproportionately vulnerable to economic

slowdowns and job layoffs, and at risk for underemployment. Among non–

high school graduates, the median wage for full-time work dropped by 26

percent between 1979 and 2000; for high school graduates, the median wage

declined 13 percent. Among black and Hispanic workers, the wage declines

were even greater, and unemployment rates, higher.23

The failure of the government to intervene in the market is another major

contributor to depressed income among such a large proportion of families with

children. The minimum wage has failed to keep pace with inflation. In 1970, a

minimum wage worker could earn enough from a full-time, year-round job to

lift her family above 100 percent of the official federal poverty level—a bare

subsistence to be sure, but significant. By 2001, the same full-time, year-round

work yielded income equal to only 75 percent of the federal poverty level.23

A third cause of declining economic conditions for children has to do with

family composition. In the United States, approximately one-fourth of children

live with only one parent, a fraction that has risen steadily over the past decade.

Between 1990 and 2001, the proportion of all U.S. births that were to unmarried

women rose from 28 to 34 percent.44 Only 8 percent of children who live with

both parents are as likely to be poor compared with 42 percent of those who live

with single mothers.23 Numerous factors account for the prevalence of children

living with single parents, especially greater social acceptability of both divorce

and births to unmarried women of all ages. Whatever the underlying causes,

single parenthood—which typically involves a single mother—almost auto-

matically means lower economic prospects for both parent and child.

Failure to Invest in the Neediest Families

Given the market conditions that feed low wage and poverty-level work

and promote formation of families at risk for poverty, direct economic in-

terventions aimed at infusing both cash and in-kind income into low-income

families thus become critical. Child support collections help. But collection

is small in relation to the number of lower-income children living in single-

parent families, principally because of inadequate resources to aid in col-

lection of child-support payments and the low income of absent parents.44

Direct government economic transfers, both cash and in-kind, become key

for households headed by a single parent and for low-wage workers gener-

ally, regardless of structure of parental presence within the household.
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There are several sources of economic cash transfer programs, including

welfare assistance and income transfers based on the U.S. tax code. By far, the

most important source of cash transfer has become the U.S. tax code, par-

ticularly true in the wake of the 1996 welfare reform legislation, which by

2001 had reduced already-low welfare rolls by another nearly 50 percent.44

Studies suggest that most families work after leaving welfare; two-thirds

of low-income children live in households in which someone works.45 Jobs,

however, are unstable, and wages, low.23

In this regard theEarned IncomeTaxCredit (EITC),which is available to low-

income families under U.S. tax law, represents a critical source of family sup-

port. In 1999, the EITC resulted in a transfer of $31 billion to poor families and

lifted 2.6 million of the nation’s 16 million poor children entirely out of poverty.

But as of 2001, the credit ended at $28,000, and only 15 states supplemented it.23

In 18 of 42 states that impose a state income tax, poor families continued to owe

income taxes in 2002.46 The economic downturn that began in 2001 and has

ravaged state economies poses a fundamental threat to further relief.

Some of the most critical income-transfer programs represent in-kind as-

sistance, such as food stamps, housing assistance for rental housing (which

would compensate for the failure of the U.S. tax code to recognize a renter’s

deduction comparable to the homemortgage deduction), and health insurance.

Indeed, housing and health care assistance are two supports that are available

to and heavily skewed toward affluent families. In the United States, the value

of the home mortgage deduction increases as the value of homes rises and

without regard to family income. In the case of health care insurance coverage,

employer contributions to private insurance are not treated as taxable income,

regardless of the income level of the family receiving assistance.

However, these favorable policies do not reach poor families who do not

own homes or have employer-sponsored health insurance. Parents who have

low-wage jobs tend to work for employers who offer no health care insurance

coverage; as a result, these families receive no employment-based coverage,

nor does the tax code provide them with refundable credits to secure afford-

able group coverage elsewhere. All states extend health insurance to poor

and near-poor children under Medicaid and its smaller companion, the State

Children’s Health Insurance Program (SCHIP). But in 2003, only 39 states

extended coverage to all children living at 200 percent of poverty while cov-

erage for parents stood at approximately 71 percent of the federal poverty

level.47 Thus, despite advances in the expansion of public health insurance

programs for children, 12 percent of all children, and over 20 percent of poor

children, remained without health care insurance in 2002.48 Minority children

and adolescents are at particular risk for lack of coverage (fig. 5-4).

Housing statistics are particularly grim. In 2001, nearly 5million families in

2001 paid over half their income for rent or lived in substandard housing.23
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According to a 2003 report, in only seven states could a person working full-

time for the minimumwage afford the cost of a two-bedroom rental unit at fair

market rental rates. In 40 states, workers needed twice the prevailing mini-

mum wage to afford a two-bedroom rental unit. In the six most expensive

states, workers needed to earn three times theminimumwage to afford the rent

of a two-bedroom apartment.49

In recent years, access to food stamps has fallen sharply. Between 1996 and

2001, the number of food stamp recipients fell by 29 percent, from 24 million

to 17 million.23 More than half of the decrease occurred among the poorest

recipients, a phenomenon attributed to the rollover effects of welfare reform

on families’ access to all forms of benefits, not merely cash welfare. Across-

the-board termination of all types of assistance, as well as diversion of fam-

ilies away from seeking assistance for which they remained eligible (such as

Medicaid or foods stamps), was pervasive.

Even the most disabled children have not been spared. The welfare reform

amendments of 1996 included new restrictions on the Supplemental Security

Income (SSI) program, which provides cash assistance to children with se-

vere disabilities.50 The effect of these changes, which involved new and
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restrictive criteria for determining disability, has been to remove hundreds of

thousands of children from the rolls.

Finally, the effects of welfare reform arguably have been at their most dra-

conian where immigrant children are concerned. As a result of the 1996 leg-

islation, recently arrived, legally resident children no longer can qualify for

either Medicaid or SCHIP. Only 19 states have adopted replacement programs

for children barred fromMedicaid and SCHIP eligibility as a result of the 1996

changes in immigration law.51

In addition, an increasingly aggressive stance by the federal government

toward immigrant families has elevated their already-high concerns about the

potential adverse impact on their legal U.S. status that could result from efforts

to secure cash or medical or food assistance—even for eligible children born in

this country.

The cumulative result of U.S. economic policies on families is startling.

The United States leads industrialized nations in the percentage of children

who are poor and lags behind all such nations in the proportion who are

lifted out of childhood poverty by government policies (fig. 5-5).
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Figure 5-5 International poverty among all children: percent in poverty and percent lifted
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America’s children: 2001 yearbook. Washington, D.C.: Children’s Defense Fund; 2001,

p. 10. Copyright � 2001 by Children’s Defense Fund. All rights reserved.)
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What Needs to Be Done

Improving the health of children in the United States means moving toward a

time when all children live under conditions that foster strong growth and

development, rather than act as impediments. It is one thing to say that the

nation affords equal opportunity to all residents, but it is quite another to

carefully, consciously, and affirmatively pursue the types of policies that make

such assertions meaningful. Our national rhetoric is eloquent, but in mean-

ingful follow-through our nation stumbles badly.

The United States has never been particularly good at community invest-

ment, but circumstances have grown far worse in recent years. Beginning in

2001, Congress has borrowed more than $4.5 trillion against the country’s

future, representing additional debt of more than $15,000 for every person in

the United States.52

Promoting child health means a fundamental rejection of these choices in

favor of investments in the families whowillmost benefit from them. Tax-based

economic supports for workers, such as the EITC, could be further broadened to

ensure that all families who work can escape low income. Programs for families

who do not work because of illness and disability could be established that

combine economic supports with education and job training to promote self-

sufficiency. The same funds that have been plowed into lavish tax cuts for

people who do not need them could instead be invested in maternity and pa-

rental leave policies for moderate-income families, the provision of high-

quality child care services, universal health care coverage for children and their

parents, education improvements (particularly for the poorest communities),

and housing assistance. Rather than economically starving our most vulnerable

families, the nation needs to invest in them, just as other nations with strong

industrial economies have done.

Furthermore, protection of the environment ultimately is a child’s issue in

the United States. Air, water, and food quality investments may have their

biggest payoffs in the lives and health of children, and the diminution and

relaxation of standards take their worst toll on children.

Finally, vigilance toward the rights of children is essential. Strong, stable,

and loving parents represent perhaps the most important asset to children. At

the same time, children need to be safe in all environments, whether controlled

by government, industry, or families. Even as the United States places primary

emphasis on family-centeredness in the development of children, children

deserve to be protected in all settings when necessary. Child welfare programs

aimed at strengthening and supporting families through social investments

and at providing rapid and preventive services to families under stress are

critical to the overall health of children.
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The Roles of Health Professionals

Health professionals must be vigilant and committed on behalf of children.

Health professionals bring a unique power to the debate over the well-being

and future of children because their opinions regarding the factors that un-

derlie threats to children, as well as what can be done to ensure children’s

healthy growth and development, carry much weight with decision-makers at

every level of public policy-making. Whether the issue is building a play-

ground, expanding public health insurance programs, raising the minimum

wage, or investing in children and their families in other ways, the power of

health professionals must be brought to bear in public debate.

Accomplishing this goal means building a sustained and visible presence

with decision-makers through ongoing communication strategies with elected

and appointed officials. It also means ensuring that elected and appointed

officials see both the conditions under which the poorest children live and

success in action through visits to local programs that are making a difference

in children’s lives. In addition, it means organizing such visible activities as

‘‘get out the vote’’ efforts to support political candidates with strong track

records of investment in services and programs that make a difference in the

lives of children.

Finally, health professionals can make more personal investments, such as

accepting publicly insured children into pediatric practices, volunteering at

clinics serving low-income families, participating in community health

outreach efforts to identify children at risk, promoting wellness activities in

local schools and child care programs, and investing time and energy in

other ways that promote concern about and commitment to the future of

children.

Conclusion

This chapter has reviewed the impact of social injustice on children’s health.

It has summarized the rights of children under U.S. law, particularly the legal

standards that determine children’s personhood status and the corresponding

duties that personhood status confers on government. This chapter has also

examined important child health indicators, the factors that influence child

health, and the pivotal role played in health determinants by measures of

growth and development. The well-being of children is critically influenced

by far more than medical care. Indeed, the well-being of children depends on

many investments, such as adequate family income, safe housing and neigh-

borhoods, and caregivers whose own lives are sufficiently supported to be

able to invest time in and nurture their children.
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While most children lead healthy lives punctuated by episodes of acute

illness, a substantial proportion of children experience significant disabilities

and functional limitations that require ongoing investments to foster growth

and development.

There is no more serious threat to children and their families in this country

than poverty and its consequences, which largely result from societal policies

that compare poorly with those of other nations. Health professionals and

others can play critical roles in promoting social justice and the health of

children by advocating for progressive social policies and personally investing

time and energy in activities to promote children’s health and well-being.
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OLDER PEOPLE

Carroll L. Estes and Steven P. Wallace

Introduction

Despite the growing academic and political interest in health equity and in

social justice in health care, little attention has been paid to these issues as

they relate to older people.

In the United States, Healthy People 2010 has two central goals—one

focusing on equity, to eliminate health disparities, and the other linked to

aging, to increase the quality and years of healthy life. Although many of the

Healthy People 2010 targets focus on issues of concern to older persons,

disparities among age groups are not included. This omission occurred while

the United Nations was declaring 1999 the International Year of Older Persons

and developing a program on ‘‘Building a Society for all Ages’’1 that links the

status of older people to that of others in society. There is a burgeoning lit-

erature on disparities within the older population,2,3 but there has been a

decline during the past 30 years in attention given to ageism and inequities

based on age. The growing popularity of trends such as ‘‘antiaging’’ medicine

and the continuing efforts to blame the elderly for projected deficits in

Medicare and Social Security suggest that older people are likely to face less

equitable treatment because of their age in the future unless social policies

and political ideologies change. Thus, it is important to consider both the
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inequities within the older population and between the older and younger

populations.

Eliminating inequities in the determinants of health care and health status

for older people is an ethical imperative. However, it is also in society’s so-

cial and material interest to promote conditions in which older people can be

healthy. Many older people continue to contribute to their families and com-

munities through very old age,4 and as the ‘‘baby-boom’’ generation ages, an

even larger pool of older people with valuable skills and experiences will be-

come important resources. If older people are not healthy, their ability to

contribute to their communities declines, and the costs of their debilitating

illnesses are borne by society.

The Global Challenge

Population aging is often thought of as a phenomenon of developed countries,

but it marks developing countries as well. The number of elderly people (aged

60 and above) exceeded 600 million worldwide in 2000 and is projected to

reach 2 billion by 2050.5 The older population is growing fastest in devel-

oping countries, where currently almost two-thirds of all older people (355

million) now live. By 2025, 75 percent of all elderly people are expected to be

residing in developing countries. In developed countries, the fastest growing

age group is 80 and older. In 1996, almost half (43 percent) of people aged 75

and older lived in four countries: China, the United States, India, and Japan.

Life expectancy remains below 50 in more than 10 developing countries, and

since 1970, it has fallen or barely risen, in several African countries.6 Both the

AIDS pandemic and development loans requiring the privatization of health

care have lowered life expectancy in many developing countries.7

Increasing life expectancy is usually viewed as a societal achievement, but

it is also seen as a socioeconomic burden of crisis proportions by adherents

of ‘‘apocalyptic demography.’’8 This view, common in the United States and

elsewhere, assumes that aging populations will burden public policies to the

point of creating disastrous social consequences. Dire warnings of impending

national bankruptcy, underinvestment in children, and the overwhelming of

available family support stem have been voiced.9 This scapegoats the elderly

for political problems such as budget deficits that reflect tax cuts and rising

military spending.10,11 Internationally, aging is not distinct from social inte-

gration, gender advancement, economic stability, or issues of poverty, and

societies need to recognize the potential benefits from ongoing contributions

of older people.12

The aging of societies is mainly an issue of older women.13 In all societies,

women outlive men; by very old age, the female-to-male ratio is generally 2:1.5

This is a formidable challenge because women are caregivers for people of all
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ages, especiallychildrenand, increasingly, grandchildren.For example, inplaces

where HIV/AIDS prevalence is high, older women are essential caregivers of

their adult children and their orphaned grandchildren. Although unpaid, wom-

en’s caregiving work generally ceases only when they are physically and

mentally unable to provide it and in need of care themselves. As a result, older

women worldwide experience more economic deprivation and insecurity than

do older men.14 Older women are highly vulnerable to the government upheav-

als and restrictions of safety-net policies, especially in developing countries.

‘‘Building a Society for All Ages,’’ the theme of the SecondWorld Assembly

on Ageing (2002), developed a framework for economic development and

poverty reduction that emphasized the importance of active aging, intergener-

ational solidarity, and the necessity of developed countries helping developing

countries.1 Participants at this conference discussed principles of justice that

are used to legitimate social policies. The United States and other developed

countries have been supporting free-market–oriented policies that embody an

individualistic principle of justice, based on a utilitarian philosophy where

maximizing the sum of individuals’ health and wealth has been the primary

goal—as reflected in regularly reported data on life expectancy and gross do-

mestic product (GDP). These measures ignore the distribution of health and

wealth, making them inadequate—even detrimental—to ensuring equal op-

portunities for all.1

One example of implementing increased attention to equity is the recent

framework of the World Health Organization (WHO) for evaluating health

systems. Its two health objectives—the best attainable level (goodness) and

the smallest feasible differences among individuals and groups (fairness)—

are applied across three key dimensions of health systems: (a) health out-

comes, such as mortality and morbidity; (b) the responsiveness of the health

care system, such as being treatedwith dignity and technically competent care;

and (c) the financing of the system. Although not incorporated in the current

United Nations documents on aging, such performance measures need to be

applied to older people.2

The Impact of Social Injustice on the
Health of Older People

Injustice among the elderly is well documented. Health status varies by race,

ethnicity, income, and gender among older persons. Older African-Americans

have worse health than do older whites across all measures of health status,

including disease, disability, and self-assessed health.15 Older Latinos have

lower rates than do non-Latino whites of some diseases, most notably heart

disease and stroke, but higher rates of diabetes and of disability.2 Poverty is
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strongly associated with all measures of poor health in old age. And women

have more chronic conditions and disability than do men, despite their greater

life expectancy.

Self-assessed health status, a good predictor of death and disability as well

as current health status,16 follows social categories of inequality. Older people

with the lowest income are more than twice as likely as older people with high

incomes to report reduced health status (table 6-1). Both Latinos and non-

Latino African-Americans are about 50 percent more likely to report reduced

health status as are non-Latino whites. Women are somewhat more likely to

report reduced health status than are men.

With the substantial reduction in deaths from acute infectious diseases

during the past century, mortality is increasingly due to chronic conditions that

are most common in old age. With aging, the disease profile shifts from pre-

dominantly infectious diseases to predominantly chronic and degenerative

noncommunicable diseases, such as arthritis, hypertension, coronary artery

disease, cerebrovascular disease, and cancer. This ‘‘epidemiological transi-

tion’’ has occurred in developed countries and is occurring in developing

countries.17 Many chronic diseases could be prevented or delayed through

health promotion and disease prevention strategies. Older African-Americans

have more chronic conditions than do older whites, and older women have

more than do older men (table 6-2).

TABLE 6-1 Percentage of Self-Assessed Health Status of

Persons Aged 65 and Over by Income, Race/Ethnicity, and

Gender, United States, 1999

Fair/Poor
Self-Assessed Health

Income

Below poverty level 36.0
Low: 100–199% poverty level 31.9
Middle: 200–399% poverty level 22.4
High: �400% poverty level 16.4

Race/Ethnicity

Non-Latino African-American 37.7
Non-Latino white 23.0
Latino 34.0

Gender

Women 25.1
Men 23.7

Modified from Agency for Healthcare Research and Quality, Household

Component Analytical Tool (MEPSnet/HC). Rockville, Md.: AHRQ, 2003.
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Elderly people in the United States, where disability rates have declined in

recent years, are projected to have healthier lifestyles and better health than

comparably aged people in the past.18 The global generalizability of this trend,

however, remains to be established; instead, there may be increasing ‘‘pop-

ulation frailty,’’19 longer life but worsening health, and increased morbidity as

people live longer, placing greater demands on the health care system.20

Inequities also exist in the access to health services by different population

groups of older persons. The same social and economic characteristics that

are associated with worse health outcomes account for documented differ-

ences in the level of use of health services. Unmet medical needs are more

common among older African-Americans, those with incomes below the

poverty line, and older women (table 6-3). Although most older people have a

TABLE 6-2 Percentage of Older People (Aged 65 or Older) With Chronic

Conditions, by Race, Ethnicity, and Gender, United States, 2000

Stroke Diabetes
Mobility
Limitation Incontinence

Two or More
Chronic

Conditions*

Non-Latino whites 11.3 16.0 47.3 27.6 71.6
African-Americans 13.3 28.3 56.6 24.0 76.9
Latinos 9.9 23.3 47.6 21.4 67.9
Women 11.1 16.9 53.7 34.6 76.1
Men 11.7 18.8 40.1 15.9 65.6

*Hypertension, diabetes, arthritis, osteoporosis/broken hip, pulmonary disease, stroke, Alzheimer’s

disease, Parkinson’s disease, skin cancer, other cancer.

From Center for Medicare and Medicaid Services (CMS). The characteristics and perceptions of the

Medicare population: data from the 2000 Medicare Current Beneficiary Survey. Baltimore, Md.:

CMS, 2003.

TABLE 6-3 Percentage Reporting Access to Health Care Problems, Persons

Aged 65 and Over, by Race, Poverty, and Gender, United States, 1993

Unmet
Medical
Needs

No Regular
Source of

Care

Regular Source
of Care Not a

Private Physician

Whites 9.9 6.1 7.2
African-Americans 18.4 6.6 22.1
Income at or above poverty level 8.8 5.6 7.8
Income below poverty level 27.2 8.2 15.5
Older men 8.7 6.7 10.9
Older women 12.0 5.7 7.0

From Cohen RA, et al. Access to health care, part 3: older adults (series 10, volume 198).

Hyattsville, Md.: Vital Health Statistics, National Center for Health Statistics, 1997.
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regular site for health care, older African-Americans and those with incomes

below the poverty line are less like to have a private physician as their regular

source of care; they are more likely to seek care at clinics with reduced

continuity of care and limited services.

In addition to differences in receiving any health care, there are disparities

among older people in the quality of care they receive. The Institute of Med-

icine has determined that racial and ethnic disparities in health care are in-

dependent of economic status, health insurance, and other factors.21 Some of

the differences in quality of care among older people are reflected in measures

of satisfaction with care. Older African-Americans have the lowest satisfac-

tion rates; Latinos, intermediate rates; and whites, the highest rates (table 6-4).

In sum, inequities exist in health status, access to health care, and the quality

of care received among different groups of older people based on their social

characteristics.

In addition to the inequities that exist within the older population, there is a

continuing bias against older people as a group in several health-related di-

mensions. For example, there is much devaluing of older people by health

professionals22,23 and social-policymakers. Treatment decisions for older people

are often influenced by the person’s age, rather than a consideration of the costs

and benefits of treatment. Older people, for example, are less likely to receive

recommendations for cancer treatments that could extend their lives than

younger people, evenwhen there is nomedical reason to avoid those treatments.

The pattern of undertreatment is exacerbated by the underrepresentation of

older people in most clinical trials.24 Some even suggest that older people, such

as those over age 80, should receive no curative treatments, regardless of their

prognosis, because they have lived out their ‘‘natural’’ lives.25,26

Older people are often devalued in discussions of the costs of health and

social programs that they use.11 Some policymakers blame the rising costs of

TABLE 6-4 Percentage of People Aged 65 to 74 Who Are Very Satisfied With Care,

United States, 2000

Follow-up
Care

Ease of
Access to
Physician

Information
From Physician

Physician’s
Concern for

Overall Health

White, non-Latinos 22.6 25.1 22.9 23.6
African-American, non-Latinos 11.5 11.4 11.2 11.9
Latinos 18.2 20.2 18.8 17.6
Men 21.1 23.5 21.7 21.8
Women 21.4 23.1 21.2 22.4

From Center for Medicare and Medicaid Services (CMS). The characteristics and perceptions of the

Medicare population: data from the 2000 Medicare Current Beneficiary Survey. Baltimore, Md.: CMS,

2003.
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Medicare on older people, even though much medical treatment is driven by

physician referral, not patient demand. In addition, the rapidly rising costs of

prescription medications appear to be largely a function of manufacturer-

induced demand (especially by direct advertising to consumers) for high-cost

drugs, rather than use of new drugs that improve treatment of disease.27

Furthermore, our technology-intensive medical care system is increasingly

inappropriate for the chronic disease challenges of older people, including

hearing problems, falls, incontinence, and social isolation, as well as poly-

pharmacy and the need for end-of-life care.28–30 These challenges do not

usually require expensive tests, surgical interventions, or state-of-the-art

technology. An example is the current treatment pattern of older people with

incontinence—a socially embarrassing condition that contributes to social

isolation and increases the risk for deconditioning, falls, and institutionaliza-

tion. It is often erroneously seen as a ‘‘normal’’ part of growing old.31 Although

behavioral therapy, including pelvic exercises, is the most effective treatment

of urinary incontinence,32 drug therapy, surgery, and the use of adult diapers

continue to be the most common forms of treatments. An estimated 8 percent

of women aged 60 and older have ever had surgery for incontinence.33 Among

men and women over age 50 with incontinence, 20 percent use pads or other

absorbent supplies.34 Adult diapers and drugs produce significant profits for

their manufacturers, creating incentives to promote those products; in contrast,

behavioral therapy is time-consuming and not very profitable. As a result,

many older peoplewith incontinence do not receive adequate treatment for this

condition.

Roots and Underlying Causes

Among the underlying causes of social injustice affecting the health of older

people are (a) poverty and inequalities associated with differences in socio-

economic status (SES) over the life course (the ‘‘graying’’ of the SES gra-

dient), (b) the biomedicalization of aging, and (c) globalization.

The Graying of the Socioeconomic Status–Health Gradient

The association between health and poverty in all age groups also affects

older people. The poor have reduced life expectancy, lower self-rated health

status, increased morbidity and disability, and worse functional status.19 SES,

whether defined by income, education, employment, poverty, or wealth, is

inversely associated with mortality in virtually all countries studied.35,36 In

addition, socioeconomic inequality, independent of economic status, is re-

lated to health status.37
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The inequitable circumstances of older women and older people of color

can be explained by cumulative disadvantage across the life span.38–40 Health

is a life course phenomenon. There is a crucial connection among late-life

health, one’s early health status, and health events across the life span. Thus,

where social injustice early in life affects one’s health, health care, and life

chances, it is likely to be mirrored later in life.5 Over the life course, three

different types of resources convert early-life inequities into later-life in-

equities in health: (a) human capital—knowledge and skills of individuals that

influence employment, job satisfaction, and income; (b) social capital—the

types and density of ties among people that enhance social integration and

support; and (c) personal capital—in lifestyle, sense of efficacy, and personal

control, which has mainly developed during younger adult years.38

Health is influenced throughout the life course by the interactive effects of

racism, sexism, social class, and ageism on human, social, and personal

capital.41–44 These inequalities are significantly influenced by the institutional

effects of race, government, the market, gender, and family structures.42,45

Poverty in older women stems partly from ‘‘the family care penalty’’—the

economic and health costs to female caregivers for their substantial unpaid

caregiving throughout their life course that affects their ability to develop this

human capital.46 Older women’s dependence on the government, including

the public health system, increases with aging, widowhood, divorce, and

declining economic and health status.47 Privatization of core public services

and reduction of public pensions compound the gender disadvantages of

earlier life and place older women at a higher risk for adverse health conse-

quences.48 Social class and gender inequalities are reproduced by the gov-

ernment through retirement policies that allow the extreme disparities of

wealth in adulthood to continue into old age.39 And housing, employment, and

other markets that discriminate against persons of color in early life continue

their patterns into old age.

The Biomedicalization of Aging

In Western countries, especially the United States, during the past century

and the start of this century, old age has often been equated with specific

diseases or a general pathological state. The cultural aversion to aging and

veneration of youth has spawned negative attitudes toward older people that

are sometimes internalized and manifested in personal low self-esteem, low

self-efficacy, and low sense of control—all of which are risk factors for de-

pendency, depression, and illness.49 The response to this trend has been to

define the problems that face older people as rooted in biology and to place

the treatment of these problems in the realm of medicine. This biomedica-

lization of aging50 has facilitated the ‘‘commodification’’ of the needs of
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older people, which has, in turn, produced a costly and highly profitable

‘‘aging enterprise’’ and enlarged the medical-industrial complex.51,52 As a

result, the goal of producing medical goods and services has shifted from

fulfilling human needs (basic shelter and nutrition) to monetary exchange

and private profit—and, with it, increasing social inequality.

The biomedicalization of aging obscures the extent to which the health

of older people can be improved by modifying social, economic, political,

and environmental factors. Biological and genetic factors account for only

30 percent of successful aging, while behavioral, social, and environmen-

tal factors account for 70 percent.53 Therefore, public health approaches are

more likely to support population-level interventions than are approaches that

focus on individual behaviors and personal responsibility.54 Nonbiomedical,

population approaches to improving the health of older persons include

(a) making a more-equal distribution of wealth; (b) increasing education

opportunities; (c) providing adequate housing for all; (d) enhancing the op-

portunities for meaningful human connections; (e) offering public guarantees

of universal access to health care, including long-term care and rehabilitation;

and (f) creating policies and community environments that promote healthful

behaviors, such as diet and exercise.55

Globalization

Growing old is increasingly viewed in a transnational context of interna-

tional organizations and cross-border migration that creates new conditions

and challenges for older people and their families. There is a growing tension

between an individual country’s policies on aging and those formulated by

global organizations and institutions. Aging can no longer be viewed solely

as a national issue.7

International financial institutions that would gain enormous wealth through

privatization claim that no country can afford to support older people through

publicly guaranteed retirement and health programs.48 These institutions use

the aging of the population as a reason to pressure governments to privatize

pension and health systems—moving away from systems based on social sol-

idarity (where all citizens share financial risk) to systems of individual capita-

tion (where each person is at individual risk).48

In developing countries, the marginalization of women occurs when gov-

ernment no longer protects subsistence activities. Women’s economic par-

ticipation is restricted with the (a) increase of self-regulating markets and

privatization of farm land for cash crops, creating food insecurity; (b) increase

in out-of-pocket costs that accompanies privatization of health services; and

(c) decrease in government support for other vital services.56 These forces

encourage some women from developing countries to move to developed
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countries, where they find work as caregivers for other’s children and older

people, even as they rely on female relatives back home to care for their own

children and aging parents.

What Needs to Be Done

Given the cumulative lifetime disadvantage underlying much of the social

injustice that affects the health of older people, measures need to be taken to

improve the distribution of health and health services among both the current

generation of older people and people who are now young and represent fu-

ture generations of older people. Today’s older people cannot easily change

their lifetime history of employment earnings, living conditions, or other re-

sources. Addressing social injustice among older people requires interven-

tion with social policies that reduce inequities—by race, ethnicity, income,

and gender—in retirement income, quality of medical care, and community

integration.

To promote policy change, it is necessary to raise political awareness.57

Because older people of color, older poor people, and older women tend to

be disenfranchised from the political process,58 it is important to increase

understanding about the health status, process of care, and financial burdens

of these groups of older people. Organizations that focus on race and eth-

nicity, poverty, and women’s health need to join those that focus on aging to

support this work.

Health policies that focus on structural factors, such as the organization and

financing of medical care and the social environment where older people live,

affect the entire population. Population-based interventions that potentially

affect all older people, such as ensuring access to health care, have the po-

tential political advantage of drawing support from others, including middle-

class and politically influential people. Improving the health of older people

in the United States therefore requires changing the health care system so that

all older people receive appropriate care.

Public policy can influence other important changes in the health care

system, including changes in the composition of the health care workforce and

the financial incentives within the system. Because patients’ satisfaction with

physicians is higher when they can choose physicians of the same ethnicity,59

equity in medical care depends, in part, on the racial and ethnic composition

of the physician workforce. Members of racial and ethnic minority groups

need to be provided the tools and incentives to pursue careers in health care.

There are also important community level changes that do not involve

the medical care system that promote health. Building large supermarkets in

inner cities, for example, can increase the consumption of fruits and vegetables

122 HEALTH OF SPECIFIC POPULATION GROUPS AND SOCIAL INJUSTICE



by low-income older people.60 Policies that encourage such construction—

usually thought of as economic-development or zoning policies—are also im-

portant health policies thatmay help reduce disparities in nutrition and health. In

general, providing older people with financial resources to obtain adequate

housing, nutrition, and medical care would contribute to reducing many of the

financing, process-of-care, and health-status inequities that they experience.

All of these types of policy changes will require broad coalitions of ad-

vocates. Policies that substantially improve the distribution of resources to

older people, such as Social Security and Medicare, have been adopted when

there has been a broad coalition of advocates, including organized labor,

citizen’s groups, and health professionals.61

To improve equity and justice for the coming generations of older persons,

it is most effective if we address earlier phases of the life course. Public

policy should encourage the payment of a living wage so that lifetime earnings

can lead to Social Security and pension benefits that provide a reasonable

income. Recent federal tax reductions, which cut inheritance and unearned-

income taxes, have exacerbated inequality by lowering taxes on income that

the wealthy rely on while maintaining or increasing payroll taxes paid mainly

by lower- and middle-income workers. Racial and gender inequities in wages

also need to be addressed because these disparities generate lifelong disad-

vantages.

Incentives are needed in the U.S. medical care system that promote the

most efficacious and least invasive ways of improving the health and quality

of life of older people. This will require reimbursement mechanisms and prac-

tice settings that prioritize chronic conditions and palliative care.

The United Nations publication World Ageing Situation62 calls for revo-

lutionary thinking in which aging is viewed as a lifelong and society-wide

phenomenon that permeates all social, economic, and cultural spheres, com-

pelling ‘‘policy interventions that include social and human, as well as eco-

nomic, investments.’’ Regrettably, neither theWHO nor the United Nations as

a whole appears poised to implement either revolutionary thinking or action.

Heavily influenced by health and aging research in the developed countries

and the U.S. paradigm of ‘‘successful’’ and ‘‘productive’’ aging,63–65 both the

WHO and the United Nations have adopted an overarching general objective

of ‘‘active aging’’—enhancing the quality of life of older people through

activities and efforts that increase health, participation, and security.66

According to the WHO publication Towards Policy for Health and Ageing,

there is a dual challenge: first, applying public health measures to achieve

healthy aging, and, second, increasing access to affordable medical care.66

From a public health perspective, more than medical interventions are needed

to improve the health of the elderly, especially in developing countries.67 A

healthy life course depends on the safety and security of family and home,
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housing, sanitation, food and economic security, and a health strategy built on

the principles of primary care and supportive social and rehabilitative care.

From a public health perspective, the overall focus on active aging reflects

a scientifically proscribed area of emphasis to improve the health of ‘‘couch

potatoes’’ in developed countries. The calls for age-friendly services and in-

stitutions and long-term care are appropriate. However, even in developed

countries, there is a valid critique of an overemphasis on ‘‘active aging’’ inso-

far as it draws attention and resources away from efforts to overcome the

pervasive inequalities and formidable structural barriers of class, race, and gen-

der across the life course68 that, cumulatively, produce serious health dispa-

rities.40,69 The active aging mantra risks blaming the victim while elevating

productivity as the only acceptable metaphor for a good old age.70 For older

women, themessage appears to be that there is no end to one’s responsibility for

unpaid caregiving—now recast as ‘‘productive,’’ if rendered during old age.

From a public health perspective, the international documents do not reflect

and inculcate strategies that link health services and health improvements with

wider fields of intersectoral action, including adequate sanitation, housing,

and potable water.71 In the context of globalization, pressures for privatiza-

tion, the power of international financial markets and medical-pharmaceutical

markets, and the biomedicalization of aging, it is likely that the demography

of aging will become an excuse to impose on the world’s poor ‘‘prefabricated,

selectively chosen, market- and technology-driven, externally monitored, and

dependency-producing programs.’’71

Although social injustice is inherent in the denial of the means to health,

in developing countries the key health issues and best means for addressing

them are not likely to be the same as in developed countries. In the poorest

developing countries, obtaining the basic necessities of survival precede all

other needs and the consequences of injustice against the elderly, the poor,

and women are likely to be life-threatening. Inequities between rich and poor

countries in the terms of trade and impact of globalization serve to exacer-

bate the internal inequities. (See chapter 21.)

Fighting Back: Reclaiming Public Health and the State

Older people, women, minorities, and the poor have been largely absent from

influential debates of the World Bank—against public pensions—and the

World Trade Organization (WTO)—for the commercialization of care ser-

vices. The major participants in these debates have been governments from

rich countries, wishing to deregulate government provision of services, and

corporations, wanting to expand into lucrative areas of work worldwide.7,72,73

Major players in the international trade of health services include health

insurance companies, drug companies, and medical equipment suppliers.
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Opponents of globalization have been mobilized in areas of human rights,

ecology, women’s rights, race and ethnic justice, and worker rights. (See box

19-2 on p. 348.) Elder rights advocates are invisible, except for the largely

uncritical formal positions articulated in United Nations andWHO documents

that offer little guidance or evidence of commitment to the goals of universal,

collective, and social obligations enacted through government programs. Al-

though not ‘‘wrong’’ in their entirety, current United Nations andWHO efforts

are no match for the active efforts of the WTO, the International Monetary

Fund, and theWorld Bank to privatize government provision of social care and

support for the aged. The privatization of those services is now commonly

inserted as a condition of development loans and debt relief to developing

countries, known as structural adjustment.

Organizations representing older people need to link with larger organi-

zations and forums working on a global justice agenda. The recent upsurge

of political activity among pensioners in a number of countries74 offers a po-

tentially important platform upon which to build age-integrated social move-

ment for social change. The joining of the movements of opposition to the

worst abuses of globalization is essential and the role of older-people’s

organizations is pivotal because older people have much to lose should there

be widespread privatization of public health and retirement programs.

An example of positive networking is in the actions of eastern European and

Third-World women networking in struggles that define women’s rights as hu-

man rights as a key principle of citizenship. These efforts have occurred through

collaborations, such as Women’s EDGE, the Association for Women in De-

velopment, the Center for Economic Justice, InterAction/Commission on the

Advancement of Women (2000), and the Open Society Institute’s Network

Women’s Program (2002). Declining female political participation and re-

legation to traditional women’s work inspired the first independent Women’s

Forum in the former Soviet Union in 1991 that adopted the platform that

‘‘democracy without women is no democracy.’’ Forms of resistance and col-

lective action are also emerging in submerged networks (those without defined

organizational structures), such as the Internet, and everyday forms of resis-

tance, such as boycotts of certain products and business entities.56 Globalization

does not inexorably lead to minimal levels of social protection.75,76 The road

map for the work ahead consists of actions and activities that install pro-welfare,

social-protection, and full-employment policies.77

Conclusion

Rights for older people must be defined as basic human rights. Social justice

for older people must begin with the assertion of the human right to health,
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as established in the Universal Declaration of Human Rights and other in-

ternational agreements. This includes the human rights of older people as a

group, as well as subgroups of older people who have suffered lifelong in-

justice. Working to reduce the socioeconomic-health gradient at all ages

promotes justice for both current and future cohorts of older people. Pro-

moting public health approaches to aging will reduce the biomedicalization of

old age. And activists must denounce macroeconomic adjustment policies

and militarization of relationships among nations for their devastating effects

on people’s health and quality of life; they must demand ethical principles in

politics and economics that work to satisfy people’s needs.78
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7

LESBIAN, GAY, BISEXUAL, AND

TRANSGENDER/TRANSSEXUAL

INDIVIDUALS

Emilia Lombardi and Talia Bettcher

Introduction

‘‘Liberty protects the person from unwarranted government intrusions into a

dwelling or other private places. In our tradition the state is not omnipresent in

the home. And there are other spheres of our lives and existence, outside the

home, where the state should not be a dominant presence. Freedom extends

beyond spatial bounds. Liberty presumes an autonomy of self that includes

freedom of thought, belief, expression, and certain intimate conduct.’’1

With those words written by Justice AnthonyM. Kennedy in 2003, the U.S.

Supreme Court removed legislation criminalizing same-gender sexual rela-

tions throughout the country—a major event in the history of lesbian, gay,

bisexual, and transgender/transsexual (LGBT) men and women. This event

makes clear that consensual sexual relationships between adult, same-gender

couples are not to be prohibited. Previous legislation was a major barrier for

LGBTmen andwomen.While it was not used directly against them very often,

it restricted their activities in other situations, such as adoption and employ-

ment protections. The removal of legislation criminalizing same-gender sex-

ual activity leads the way toward granting the lives of LGBT men and women

greater legitimacy, and hence better health outcomes. However, there is still

much to be done.
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In general, LGBT people continue to be stigmatized and marginalized

both legally and culturally. This can affect their health in various ways:

1. Stigma can impair health through direct acts of violence—even murder.

2. It may affect an individual’s psychology. For example, increased stress

from stigma, as well as internalized homophobia, may lead to such behav-

iors as substance use or high-risk sex.

3. Access to health and social services may be constrained. For example,

organizations may fail to provide LGBT men and women specific ser-

vices, may fail to demonstrate adequate LGBT sensitivity, or may even

be overtly hostile to them.

While the Supreme Court ruling was clearly an important event, it masks

complex issues found within LGBT populations. The ruling focuses specifically

on sexual behavior among consenting adults. Transgender and transsexual peo-

ple often experience discrimination based on gender presentation and identities

rather than sexual/affectional orientations. Bisexual individuals continue to be

represented, if at all, as indecisive and promiscuous, and bisexual men are often

identified only as an STD/HIV bridge between gaymen and heterosexualwomen.

Both gay men and lesbians experience discrimination based on their sexual ori-

entation, such as lack of partner benefits, but lesbians must also deal with sexism

as well, such as lack of access to economic resources. Moreover, many LGBT

people also experience race- and/or class-based injustice that intertwines with

LGBT-based injustice in complicated ways. Although progress has been made,

these considerations make the promotion of social justice difficult because the

failure to address the specific andmultiple needs within LGBT communities may

actually lead to the promotion of further injustice.

The Impact of Social Injustice on the
Health of LGBT Men and Women

Violence

Stigma-based violence and the threat of violence can undermine the health and

well-being of LGBT people. This situation is aggravated by the use of ‘‘blame-

shifting’’ rhetoric to justify or excuse such violence. In the first 11 months of

2003, for example, more than 30 murders of transgender people were reported

worldwide—15 of them occurred in the United States.2–6 Most of these people

were murdered because of their ‘‘non-normative’’ gender presentations. Most

of these murder victims were transgender women of color.

Transphobia (the hatred and intolerance people feel toward those who do

not conform to traditional gender norms)—and perhaps LGBT phobia more
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generally—may not always be easily separable from race- and class-based

injustice. One of the authors (E.L.), for example, found that African-American

men and women reported higher levels of transphobic life events than did

others in the study.3

Domestic violence among LGBT couples is also much more a problem

than some might suppose.7 Domestic violence in LGBT relationships ap-

pears to occur as often as in heterosexual relationships. However, the myth

of egalitarian same-gender relationships creates a barrier for those who ex-

perience domestic violence. Helping professionals often may not be able to

distinguish victim from batterer. Most domestic violence workers assume

that there is a heterosexual relationship and that the wife is the victim and the

husband, the batterer. As such, many do not know how to respond to reports

of same-gender domestic violence.8 Most shelters admit only women, which

leaves men with fewer resources.9 In addition, many shelters do not acknowl-

edge the gender of transsexual women and refuse services to them. Batterers

might also use LGBT-based prejudice to control their victims or to further

harass them by informing others about their LGBT identity.

HIV/AIDS

HIV/AIDS remains a major health issue for many LGBT men and women.

There has been a resurgence of HIV infection among men who have sex with

men, especially among men of color.10–13 In addition, the rate of HIV infection

is high among transgender women (people who are assigned male at birth but

who have the gender identity and expression of women).14–17 Research on the

health of LGBT individuals in areas other than HIV/AIDS is limited.18,19

Mental health and substance use issues are especially important and have been

found to be linked to HIV infection.20,21

Mental Health and Alcohol, Tobacco, and Other Drugs

Gay men and lesbians generally have higher rates of substance use and mental

health disorders, which may be linked to societal discrimination.22–24 Ex-

periences of violence, harassment, and discriminatory events can significantly

affect the mental health of gay men and lesbians.25,26 Furthermore, factors

relating to the hiding and concealment of identities, expectations of rejection,

and internalized homophobia are specific stressors that LGB men and women

experience.27 The internalization of negative attitudes about their identity can

also weigh heavily on their lives and cause them much distress.28

Focus groups conducted with lesbian, gay, bisexual, and two-spirit people

(LGBT persons of Native American origin) indicate that hiding one’s identity

is unhealthy, especially when one hides his or her identity from health care
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providers.29 Internalized homophobia can interfere with HIV prevention ef-

forts.30 Many LGBT people live under the assumption that they will experience

negative sanctions if other people find out about them, and as a result many

constantly evaluate whether actions or words may identify them as being LGBT.

Transgenderism and transsexuality, unlike homosexuality or bisexuality, are

still listed in diagnostic manuals of the American Psychiatric Association as

mental illnesses(referredtoas‘‘gender identitydisorder’’and‘‘transvesticfetishism’’

in the current and recent editions of the Diagnostic and Statistical Manual of

Mental Disorders).31 Furthermore, many clinicians conceptualize transsexualism

among the psychotic disorders, such as schizophrenia,32,33 even though trans-

sexuals as a population are not more likely to have mental disorders than are

nontranssexual men and women.34 This problem is augmented by the existence of

social policies that require individuals to obtain medical services before allowing

them to change/amend their legal documents (such as driver’s licenses, passports,

and birth certificates) and, therefore, require transgender/transsexual people to

seek mental health services and be diagnosed with a mental disorder.

The psychological impact of LGBT-related social injustice can directly in-

fluence people’s health. Gay men who conceal their identities may have worse

health outcomes. Gay men who conceal their homosexual identity have in-

creased incidence of cancer and infectious diseases, and, for those who are

positive for HIV infection, concealment is associated with their infection ad-

vancing faster than for those who do not conceal their homosexual identity.35,36

Furthermore, gay men who are sensitive to rejection generally have a greater

decrease in CD4 count and a longer time to AIDS diagnosis, in comparison to

gay men who conceal their identities and are protected, hiding their identity

from others and shielding themselves from possible rejection.37 This is the

dilemma that many LGBT people face: being ‘‘out’’ reduces the amount of in-

ternal stress that hiding one’s identity creates, but it may sever important social

connections that people rely on for support and resources.38,39

The levels of alcohol, tobacco, and illicit substance use among gay men and

lesbians are higher than those of the general population. One study found that

young gay or bisexual men were twice as likely, and lesbian and bisexual

women four times as likely, to have usedmarijuana in the previous year.40 In the

same study, gay and bisexual men were three times more likely, and lesbian

and bisexual women four times more likely, to have used the street drug ec-

stasy in the previous year. Lesbian and bisexual women were also three-and-a-

half times more likely to have smoked in the previous month. Other studies

have linked LGBT people’s substance use to their experiences of discrimina-

tion.23,39,41–43 While smoking in the general adult population is decreasing, gay

men and lesbians are still more likely to smoke than the general adult popula-

tion.44–46 Preliminary comparisons between young gay men and lesbians have

found that lesbians actually smoke more than their gaymale counterparts.47 It is
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important to note the difficulty of making assessments regarding rates of use

because few studies include measures of sexuality and gender identity.

Cardiovascular Disease and Cancer

LGBT men and women are at increased risk for cardiovascular disease.48–50

Lesbians smoke more and have, on average, a higher body mass index than

heterosexual women, which may place them at higher risks of cardiovascular

disease.51–53 Tobacco use of lesbian and bisexualwomen influences their cancer

risks. Because lesbian and bisexual women tend to smoke more, use alcohol

more, are less likely to report routine Pap smears, and have more sexual part-

ners, they are at a greater risk of lung, cervical, and other forms of cancer.54–60

LGBT men and women experience many problems with access to health

care.24 For example, a transsexual man died of cervical cancer because he

could not get a physician to treat him until it was too late.61 A ‘‘masculine’’

lesbian discussed her experiences trying to get access to health care for a

serious health condition; she was refused treatment, comments were made

about her by staff members, and a physician claimed her ill health was a

result of her immoral lifestyle.62 In general, many LGBT people are afraid to

disclose their lives for fear of being discriminated against. Moreover, health

care providers likely fail to collect important information by assuming a

person’s sex/gender or sexuality. For example, transsexual patients may need

medical assistance for problems that members of their identified gender may

not be expected to have, such as transsexual men needing gynecological

examinations and transsexual women needing prostate examinations.

Additionally, many partners of LGBT men and women experience pro-

blems when taking care of their sick or hurt loved ones that do not exist for

heterosexual men and women. Some of the issues include:

1. Inability to visit their partners in hospitals

2. Inability to make legal decisions for incapacitated partners

3. Lack of access to health insurance for one’s partner and partner’s children

4. Lack of coverage for medical expenses by their health insurance

5. Denial of the right to make funeral arrangements and to address other

end-of-life issues, such as child custody

6. Denial of many fiscal rights, including Social Security, property own-

ership, and taxation.63

These problems create an added burden for LGBT people in addition to

the stress and worry related to having a sick or injured partner. Not only

could LGBT persons lose the persons whom they have loved, but also they
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could lose their homes and custody of their children and have to pay huge

health care bills not covered by insurance.

At a deeper level, class status may play a significant role in preventing

access to health services through lack of adequate health coverage. In this

respect, LGBT (as well as racial) stigmatization and discrimination in schools,

universities, and employment may undermine the potential of LGBT people to

secure the sort of incomes or jobs that would make health service more af-

fordable. For example, the Los Angeles Transgender Health Study found that

69 percent of the participants did not have postsecondary education, 50 per-

cent earned less than $12,000 annually, 50 percent reported that commercial

sex work was a major source of income, and 64 percent reported lacking any

health insurance coverage. These findings suggest that class, race, and LGBT

disadvantage in education and employment act together in complex ways to

prevent adequate access to health services.

Underlying Factors and Roots of This Social Injustice

One needs to recognize not only the existence of stigmatizing views about

LGBT people but also the role of simplistic categorization in the promotion

of social injustice. The diversity found among LGBT people affects research

and access to health care resources. Failure to appreciate this complexity may

promote social injustice.

The category ‘‘LGBT’’ contains considerable diversity within it, making it

difficult to provide a unified account of the social injustice that confronts

LGBT people. Unsophisticated or reductive accounts that attempt to address

LGBT social injustice may fail to address all of the problems, and may even

leave some individuals out of the solution by failing to address specific is-

sues. For example, some transgender people may seek various bodily-altering

medical technologies, such as hormones and surgeries; these technologies,

when accessed through ‘‘black markets,’’ raise specific health concerns that

are easily ignored in a simplistic description of LGBT health, especially those

that emphasize sexual orientation.

More generally, the tense relationship between gender-based and sexuality-

based social injustice points to the complexity of LGBT issues.64 For while it may

be initially tempting to draw a clear distinction between gender-based and

sexuality-based social injustice, the diversity within the category ‘‘LGBT’’ makes

it difficult to draw this distinction. For example, ‘‘lesbian,’’ ‘‘gay,’’ and ‘‘bisexual’’

are categories of sexual orientation, but ‘‘transgender’’ and ‘‘transsexual’’ are cat-

egories of gender and gender identity. This diversity makes more difficult at-

tempts to explain (a) LGBT discrimination and stigmatization in terms of the
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oppression of non-normative sexualities alone, and (b) social injustice only in

terms of the enforcement of strict gender norms.65

More deeply, it is difficult to distinguish between being assaulted because

of one’s gender presentation and one’s perceived sexual orientation.66 Gay

bashing in public space, for example, may be facilitated by non-normative

gender cues. Stigma against gay men, lesbians, and bisexual people may often

be gender based; for example, gay men may be represented as ‘‘feminine’’—

‘‘not real men.’’65 Moreover, gender presentation and gender identity may

be important in some gay and lesbian relationships, such as ‘‘butch’’ and

‘‘femme’’ identities. By contrast, transgender and transsexual individuals may

find themselves subject to reductive representations—such as ‘‘really a gay

man’’ or ‘‘really a lesbian’’—and subject to violence on the basis of perceived

sexual orientation.66 Hence, gender and gender identity may be implicated in

social injustice against LGB individuals, and sexuality implicated in social

injustice against transgender individuals.

The social injustice faced by LGBT people lies in the complex intersec-

tions of gender-based and sexuality-based oppressions, where deep cultural

views about gender and sexually appropriate conduct are enmeshed. It is

useful to distinguish between different forms of stigma and the background

assumptions that ground them. For example, one might distinguish LGBT

stigmas that are grounded in religious perspectives (LGBT individuals seen

as ‘‘sinful’’) from those that flow from more ‘‘scientific’’ or ‘‘medical’’ dis-

courses (LGBT sexualities and identities seen as ‘‘pathological’’). One might

also identify prevalent cultural views about gender, such as ‘‘the natural at-

titude about gender,’’ and distinguish them from higher-order theoretical

legal, medical, or other discourses that also promote stigmatizing views in

different, albeit related, ways.67–69

In addition, such social injustice is often linked with other forms of in-

justice, making it difficult to separate LGBT injustice from other forms of

injustice. For example, lesbians may face discrimination not only on the basis

of sexuality but also as women. The existence of hybrid forms of discrim-

ination is especially important with respect to the intersections between race-

and class-based injustice and LGBT injustice and the possibility of complex,

hybrid forms of social injustice. There are many LGBT people of color who

also experience hybrid forms of discrimination. In addition, LGBT discrim-

ination and stigma may take on distinctive forms in culturally specific con-

texts. For example, within some Latino cultural contexts, religion plays an

important role in promoting negative views about LGBT people.70 The very

way in which ‘‘LGBT’’ identities are negotiated may vary considerably de-

pending on cultural context. For example, homosexuality may be concep-

tualized differently in Latin America and North America, suggesting different

sexual identifications of Latinos and Latinas who live in different places.71
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Moreover, it is not clear that language and culturally specific terms may be

easily translated or assimilated into Anglo ‘‘LGBT’’ terms without significant

distortion.72 For example, the Chicano colloquial term jota may be roughly

translated ‘‘dyke’’ or ‘‘lesbian,’’ but such translations cannot easily capture the

roles that such terms play in the culturally specificways of lifewithinwhich such

terms are actually deployed and negotiated. Related to this, mainstream U.S.

‘‘LGBT’’ identifications can be seen from certain vantage points as distinctively

‘‘white Anglo,’’ and consequently any identification with such terms may also

take on connotations of cultural betrayal.73 Finally, it may be difficult to discuss

the ways in which homosexuality has been viewed as ‘‘aberrant’’ without also

discussing the ways in which racialized sexualities have been stereotyped and

devalued. For example, African-American sexuality has been historically re-

presented inmainstreamwhiteAmericandiscourseas ‘‘degenerate’’ or ‘‘dirty.’’74

Given this, it is unclear to what extent onemay seriously discuss representations

of homosexuality as ‘‘sick’’ or ‘‘degenerate’’ without also appreciating the

possible connections with racial representations and the role that both sorts of

stigma may have on African-American homosexuals and lesbians.75

An analysis of the social injustice faced by LGBT people, therefore, should

consider its raceandclass stratificationaswellas thespecificgenderandsexuality

differences among LGBT people. For example, discrimination against LGBT

people may be more likely in lower-paying jobs; thus race and class could in-

teract with gender and sexuality to a create a context that is farmore problematic

for people than either would be separately. Internalized LGBT stigmatization

and its impact on self-esteem may not always be easily separated from inter-

nalized racial stigmatization. And the ability of medical and social service

organizations to provide services to LGBT people may be impaired by failures

to accommodate culturally specific issues—indeed, by their ‘‘white’’ specificity.

What Needs to Be Done

Legislative and Other Policies

Legislative and other policies that explicitly prohibit discrimination and violence

against LGBT people may reduce the social injustice experienced by LGBT

individuals and thereby improve their health. Such policies can also reduce their

own internalized prejudice against LGBT people and themselves, thereby im-

proving their mental health. This strategy may also decrease discrimination at

school and work so that LGBT people can afford and access adequate medical

care. Nevertheless, such policies need to be thoroughly examined for possible

racist or classist assumptions and/or consequences that provide advantage to

particular groups within LGBT communities while harming others.

Lesbian, Gay, Bisexual, and Transgender/Transsexual Individuals 137



Domestic partner legislation that gives partners of LGBT men and

women many of the same benefits as married, heterosexual couples has been

a welcome development for many LGBT families. The legal recognition of

same-gender relationships in a manner similar to heterosexual relation-

ships will have major implications toward improving the lives of LGBT

people.

Transgender/transsexual individuals also need legislation and policies that

legitimize their lives and identities.76–78 The ability of transgender/transsexual

men and women to change important legal documents varies by document and

locality. In some localities, little to nomedical intervention is required to change

one’s legal sex or name, while in others, surgery is required. However, in many

instances, even this may not be sufficient, as many places do not allow people to

change their legal sex designations on documents or to be able to live their lives

fully. There have been recent court cases with mixed responses to opposite-

gender marriages of transsexual individuals, and all cases involved people who

underwent some operative procedure as a requirement for changing legal sex

designation.

Transgender/transsexual men and women need affordable and more reli-

able access to medical care that will enable them to better embody their gen-

der identity. As such, legislative and other policies must prevent denial of

public and private insurance coverage for such procedures, because doing so

restricts people’s ability to interact in society in their identified gender. Many

transgender men and women are considered to be one gender in some in-

stances and another gender in others. The process of changing one’s gender

must be made easier so that people do not need to guess what to do next and

whether they can afford access to medical services necessary to change one’s

legal gender.

Roles of Health Care Facilities and Organizations

Health care facilities and organizations need to have policies that protect the

dignity of those accessing care and prohibit discrimination or harassment

based on people’s LGBT status. Organizations must allow domestic partners

and all children being raised by same-gender couples to have the same rights

as those in opposite-gender relationships. As such, they must respect the ex-

istence of domestic partners and treat them as they would any other partner

in a committed relationship—including end-of-life activities.

In addition to policies and procedures that do not discriminate against

LGBT men and women, personnel within these organizations need training

about issues relating to LGBT health. Training needs to inform people about

the diversity found among LGBT people and not focus on specific stereo-

types or media images. Although HIV/AIDS is important, especially for gay

138 HEALTH OF SPECIFIC POPULATION GROUPS AND SOCIAL INJUSTICE



men, it should not be seen as the only health risk faced by LGBT people.

Diversity among LGBT people needs to be recognized and understood,

especially the relevance of race, culture, and class. Health care workers need

to know how to promote sensitivity and to provide culturally relevant care.

Educational Measures

Because access to educational resources affects employment opportunities,

which, in turn, affects access to adequate health insurance and overall health

and well-being, teachers and school administrators need to be trained to

treat LGBT youth without discrimination and to educate students about

LGBT issues. Such measures help provide LGBT students with a safe place

to learn and promote supportive cultural attitudes. These educational ap-

proaches should be sensitive to race, class, and culture. In addition, programs

are needed that enable disenfranchised LGBT people to access educational

resources.

Research Issues

There is a need to ensure that measures are included to identify LGBT

people within health care research. Most studies of LGBT people use rela-

tively small convenience samples that greatly limit their generalizability to

the larger population. To be inclusive, survey instruments should:

1. Differentiate between sexual orientation and gender (transgender and

bisexual individuals should not be assimilated into lesbian or gay cat-

egories).

2. Allow people to self-identify as lesbian, gay, or bisexual, and allow

transgender/transsexual individuals to self-report their gender identity

and sexual orientation—rather than having interviewers or staffmembers

decide. Instruments should also be sensitive to language- and culture-

specific identifications.

3. Allow people to identify unmarried domestic partners, rather than

forcing categorization as ‘‘single’’ or ‘‘married.’’

4. Be aware of and allow for the diversity of attitudes and behaviors found

among LGBT people.

5. Be cognizant of—and sufficiently sophisticated to investigate—other forms

of social injustice and the impact that this might have on some LGBT

people. For example, studies that examine possible correlations between

LGBT stigma and health outcomes ought to be sufficiently sophisticated to

measure the role of race and race stigma in promoting lower health out-

comes among LGBT people of color.
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6. Recognize that terminology—including ‘‘LGBT,’’ ‘‘gay,’’ ‘‘lesbian,’’

‘‘transgender,’’ and ‘‘queer’’—may have white/Anglo cultural connota-

tions that can undermine efforts at promoting social justice.

Conclusion

There has been improvement in the status of LGBT people in the United

States, as evidenced by the 2003 Supreme Court decision regarding laws

criminalizing same-gender sexual relationships, but much remains to be done.

Changes in legislation and social policies are needed to provide LGBT

people with adequate resources and benefits. Health care providers need to

be informed about LGBT issues in culturally sensitive ways to address in-

adequacies in health care. And researchers need to be sufficiently sophisti-

cated to investigate the complexity of LGBT issues and their intersection

with other forms of injustice.

Most of all, there needs to be a change in the social environment that creates

social injustice against LGBT people—a change that can only be brought

about through education and by addressing multiple forms of social injustice.

To foster greater change, coalitions need to be developed and nurtured, not

only among the diverse groups found within the LGBT population but also

with other groups that experience social injustice.
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8

PEOPLE WITH DISABILITIES

Nora Ellen Groce

Introduction

The image of the little boy in the polio prevention poster was arresting.

Perhaps 4 or 5 years of age, he had obviously responded to the photogra-

pher’s request by pulling himself up on his crutches, looking straight into the

camera, and beaming his most winning smile. The caption, however, was

what caught one’s attention. ‘‘Let’s make him the last,’’ it told the reader,

pleading for more active commitment to the local polio immunization

campaign.

Preventing polio is an admirable public health goal, but it is not the only

one.* What will become of the little boy in the poster? Certainly, his life

should be worth more than simply encouraging public health professionals

to redouble their efforts. Yet research clearly shows that compared with his

peers, this boy will be far less likely to receive adequate health care or

*While many types of disability may be preventable, some individuals and families with certain

hereditary disorders, such as deafness and dwarfism, have made a strong case for continuing to have

children with these traits, who can share their family’s genetic heritage and social legacy. The

assumption that all types of disability should be prevented is not, therefore, as straightforward as it is

sometimes presented.

145



education and far less likely to participate in the social, economic, or reli-

gious life of his community.

Six hundred million people, 10 percent of the world’s population, live

with a physical, sensory, intellectual, or mental health impairment significant

enough to make a difference in their daily lives. Eighty percent of these peo-

ple live in developing countries1 (fig. 8-1). Social justice cannot be achieved

unless these people with disabilities—among the poorest and the most

marginalized—are fully included (box 8-1).

Disability as a Social Justice Issue

The primary issues faced by disabled individuals are not only their specific

impairments but also the social stigma, reduced access to resources, and poverty

that limit their full potential. For example, in many countries, people with

disabilities are still denied the right to decide when, where, and with whom they

Figure 8-1 A boy disabled by a landmine stands in a courtyard of a UNICEF-

assisted rehabilitation center in Cambodia. This boy is one of the fortune few. Most

disabled people in both developing and developed countries have inadequate access

to necessary services and reduced opportunities in education, employment, and other

aspects of life. (Photograph: UNICEF/HQ92-0629/Roger Lemoyne.)
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will live. They have no say over how they will support themselves and may be

denied the right to marry and have a family.2 Gender and ethnic or minority

status can compound these inequities.3 Hundreds of thousands continue to

be institutionalized against their will, although community-based inclusionary

models provide far better and more cost-effective services.4,5 The literacy rate

for people with disabilities worldwide may be as low as 3 percent, and for

women, as low as 1 percent.6 Unemployment rates for people with disabilities

are often 80 percent or higher.7 The most common form of employment for

disabled individuals outside of their households remains begging.3

BOX 8-1 Terminology

Much attention has been devoted to getting away from pejorative terms

and phrases. Older terms such as ‘‘cripple’’ have given way to more polit-

ically neutral terms. To say that someone is a ‘‘wheelchair user’’ rather than

‘‘confined to a wheelchair’’ shifts the emphasis to an individual making use

of an appliance rather than being a victim imprisoned in an object.

Some issues of terminology are of more relevance in one language than

are others. For example, the term handicap (‘‘cap in hand’’ or ‘‘beggar’’) has

a more pejorative connotation in English than in French, where the term

handicap carries a more neutral connotation.

At its best, this debate over proper language fosters rethinking and re-

evaluation of basic assumptions by members of society—and, as such, is

analogous to the shifts in many languages brought about by women’s

rights movement. (This is particularly true in languages where general

terms about those with a disability include concepts like ‘‘the unfortunates’’

and ‘‘the cursed.’’) At its worst, controversy over the proper language about

disability has taken much time and energy, which could more fruitfully be

directed at more substantive issues facing disabled populations. It has also

led to the generation of a number of terms (usually by people who are not

themselves disabled) that are politically correct but unlikely to enter com-

mon speech, such as ‘‘the differently-abled.’’ A good rule of thumb is to ask

members of the local disability community what terms they prefer be used.

Another solution to this ongoing debate over terminology was offered by

a mother at a meeting of parents of young children with severe intellec-

tually disabilities in Canada. The mother turned to the audience, composed

largely of human rights lawyers and physicians, and said, ‘‘Please promise

me you will tell the professionals you work with that there is one term that

applies to everyone with a disability, no matter what type of disability they

have. Tell them the term is ‘citizen.’ ’’
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Worldwide, one family in four has a member with a significant disability,

and this ratio is growing.1,8 Injury and violence, as well as lack of access to

adequate health care, continue to disable millions of people. Many other types

of disabilities are not currently preventable. In addition, improved health

care, particularly for critically ill newborns and those who are seriously in-

jured or chronically ill, means that many people who previously would have

died, now survive—often for decades—with a disability.

Although there is extensive literature on disability, the vast bulk of it addresses

clinical, rehabilitative, or vocational issues rather than public health. Outside of

specific data sets from developed countries, where income-maintenance schemes

and general health care initiatives have prompted officials to keep statistics for

rehabilitative or educational services, there is a lack of epidemiological or de-

mographic data on disabled populations.1,8 Little attention has been paid to how

people with disabilities can and should be incorporated into broader public health

initiatives or social justice campaigns.

Yet people with disabilities are often at increased risk for many chronic

and infectious diseases, from Alzheimer’s disease to malaria, and for social

and behavioral problems, such as malnutrition, domestic violence, and sub-

stance abuse.3,9 They are also more likely to be denied legal, social, and po-

litical rights, largely because, in many countries, they continue to face severe

stigma and discrimination.6,10

Disability is often assumed to be evidence of bad blood or incest, divine

displeasure, or punishment for sins. Too often, people with disabilities and their

families are relegated to the margins of society. Such social interpretation of

disability is important because disability cannot be understood outside of a

cultural matrix.Within every society, attitudes and inclusionary or exclusionary

practices are, in part, shaped by beliefs about why a disability occurs and what

the anticipated adult roles are for people with disabilities.11 Differences in so-

cioeconomic status, class, caste, and educational level also make a significant

difference in the quality of life for people with disabilities.3,6

Where disability is stigmatized, a common corollary is that people with

disabilities are deprived of the resources of that society. In such societies,

people with disabilities often contend with a ‘‘charity model.’’ That gives

them no inherent right to the resources of a community. In poorer societies,

the unmet needs of people with disabilities are sought through individualized

appeals for charity—begging on a street corner or the steps of a church. In

more industrialized societies, such unmet needs are often addressed by more

organized appeals, such as telethons and public fundraisers. These kinds of

charitable appeals, whether done by individuals or organizations, differ sig-

nificantly from how needs could be addressed through a ‘‘rights-based’’

model, in which all individuals are believed to be entitled to an equitable share

of the community’s resources.
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Disability, Poverty, and Inequality

People with disabilities may account for as many as one in five of the poorest

people in the world. Even among the very poor, people with disabilities are

recognized to be the poorest members of the community. Disability rates can be

used as a socioeconomic indicator to help assess poverty and development.1

Not all disability is associated with poverty, but there is a heightened chance

that once a disability occurs, those who lived above the poverty line will be

driven into poverty. Those who were poor before the disability are more likely

to become destitute.3

Disability disproportionately affects the poor.7,8 Those who are poor are

likely to live and work in more physically dangerous environments, have

less to eat, and receive poorer quality medical care or none at all. This feed-

back loop between disability and poverty places people with disabilities at a

marked disadvantage at every stage of their lives.6

Disabled children, particularly those with more visible disabilities, are fre-

quently assumed to be in frail health and unlikely to survive into adulthood.

Indeed, in many countries, a significantly disabled child is referred to as ‘‘an

innocent’’ or a ‘‘little angel.’’9 From this perspective, sending such children to

school, including them in social interactions, or preparing them for participation

in the adult world seems unnecessary. Families with disabled children have

often anticipated their early death, but not their possible survival (box 8-2).

Disabled adolescents and young adults are rarely allowed to learn mar-

ketable skills or participate in the formal and informal ‘‘rites of passage’’—

such as learning to drive, playing sports, and dating—that prepare all other

young people for their transition to adulthood. Where no services exist,

such young people usually must either continue to live as ‘‘children’’ in their

parents’ households, face institutionalization, or find themselves on the street.

One-third of all street children are disabled.9

As adults, people with disabilities are often denied the right to work out-

side the home. They are also often forbidden to marry or have children or

to participate in those religious, social, and recreational activities that mark

their status as adult members of society. They often have no political voice

and frequently are barred from taking oaths or giving testimony in court,

which severely restricts their ability to call upon protection from the legal

system or to question legal decisions made for them by family or society.

To be female and disabled is frequently referred to as being doubly disabled.

Survival itself is often at issue.12 For example, a poor family may delay buying

medicine for a disabled daughter, hoping that the condition will clear on its own.

An indication of the extent of this problem can be seen in the survival figures of

individuals who have had polio from Nepal, where the survival rate for males is

12 percent compared 6 percent for females. As polio affects males and females
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BOX 8-2 Disability and Education

Sara had looked forward to school for years. Third in a family of five chil-

dren, Sara, age 8, has waited an additional 2 years to start school because of

her parent’s reluctance to let her venture beyond their rural homestead.

Born with a withered right arm, Sara’s parents feared that she would be the

object of ridicule by local children and a sign to other parents that their

family had been cursed. But she was bright and inquisitive, and a full season

of pestering on her part had finally led her parents to relent. Taking her seat

in the classroom, the surrounding students looked at her uneasily. Many

were playmates, who already knew her from home. It was the teacher who

would decide her fate, however, and the teacher’s reaction was swift and

uncompromising. ‘‘You would be a distraction to other children,’’ the tea-

cher told her. ‘‘And besides, I do not know how to teach crippled children.

There is a special school for your kind in the city if you want to go.’’ Sara

dissolved into tears and returned home. Twelve years later, her eyes still fill

with tears as she recounts the incident.

Sara’s experience in her West African village school is hardly unique. How-

ever, inclusion into general classroom settings is not unknown. For example,

up to 40 percent of disabled children in rural northwest Pakistan have at-

tended school in general classrooms.1 Yet, in many countries children with

disabilities are simply turned away even through their specific disabilitywould

not preclude thembeing able to functionwithin a general classroom. In other

cases, minor adaptations—allowing a child with poor eyesight to sit closer to

the board, or moving a class from the second to the first floor of a building to

allow a child who has mobility problems to attend—is all that is required. In

cases where special adaptations are needed, such as sign language inter-

pretation or instruction for children who are deaf or special adaptations for

children with intellectual disabilities, more resources are needed.

Unfortunately, many countries have only one or two schools for special

education, often located in capital cities, that tend to serve children from

more affluent families. While such schools are helpful for those who attend

or for teachers who can receive some training through them, the capacity of

these schools is limited. They are usually underfunded and short of staff and

facilities; they can rarely educate more than several hundred children at a

time. In many countries, this means that there are ‘‘waiting lists’’ for such

schools that, in theory, number in the tens of thousands.

Some countries are beginning to respond. Uganda, for example, has now

established a nationwide program to serve every disabled school-aged child.

Each district has an office of special needs education, integrated with the

district’s educationoffice.Within eachdistrict, three specially trained teachers

are appointed as assistant inspectors of schools to oversee services related

to special needs education and to provide training and support for

(continued)
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in equal numbers, the gender imbalance reflects higher mortality rates in fe-

males.6 A study in six Asian-Pacific nations found that the incidence of dis-

ability was higher for women than for men, making the higher survival rate for

men with disabilities in these countries even more strikingly unequal.12

Women with disability often receive significantly less education, are less

likely to marry, and have much more difficulty finding employment than do

disabled males or nondisabled women.6 With little ability to support them-

selves and few prospects for marriage, millions of women with disability live

in abject poverty and at increased risk of physical and psychological abuse.13

People with disabilities who are members of ethnic and minority popu-

lations are also at increased risk. Coming from traditions that differ from that

of the majority population, they are less likely to be included in available

services and programs. Women with disability from ethnic or minority com-

munities often find themselves contending with forces that exclude them on

the basis of gender as well as disability and heritage.3

The Impact of Social Injustice on People With Disabilities

Public health work is frequently framed in terms of disability prevention.

However, the need to ensure that people with disabilities maintain good health

is all too often overlooked. This lack of attention is perhaps not surprising,

because few schools of public health or medicine integrate issues of disability

into the curriculum.When addressed at all, information on disability is usually

offered in electives taken only by those students with an already-established

interest in the subject.

teachers, communities, local leaders, and parents on issues of education and

inclusion. In addition, all 13,000 schools in Uganda have been grouped into

clusters of 15 to 20, with a special needs education coordinator available for

each cluster to make educational plans for each disabled child.

Regrettably, however, in many countries, education for disabled children

is still a low priority. Adult education and literacy programs designed spe-

cifically for adults with disabilities are all but unknown. Any attempt to bring

these millions of individuals with disability into the economic, social, and

political mainstream or to reach them effectively in public health campaigns

will not occur unless their educational needs are seriously considered.

Reference
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In health services and programs in the community, the question of whether

people with disabilities are being reached and served is rarely raised—whether

the focus is breast cancer screening, dental care, or reproductive health. Research

on the distribution of chronic and infectious diseases among disabled people and

on their knowledge, attitudes, and practices concerning various health and social-

welfare issues—research that is frequently performed on other vulnerable sub-

groups, such as women and racial/ethnic minorities—is rarely pursued.

Access to non–disability-related medical care is also limited.14 Health care

facilities frequently are simply inaccessible. Stairs block access for wheel-

chair users. Medical equipment that requires patients to transfer from a

wheelchair or to stand—from examining tables to dental chairs to x-ray

machines—are difficult to locate. A lack of sign language interpreters makes

medical consultation difficult for many deaf people. Access to clinics, testing

sites, and counseling programs may require more organization and planning

than individuals with mental health problems or intellectual impairments are

capable of providing (box 8-3).

Problems go beyond accessibility. In both developed and developing coun-

tries, those who seek care for conditions not related to their disability report

that clinicians seem fixated on their disabilities no matter what the condition

is for which they seek help.3,13 Clinicians often refuse to provide basic vac-

cinations, reproductive health information, or chemotherapy to people with

disabilities because they assume that people with disabilities do not have

need for these services or do not have the right to use scarce resources.3,9

During times of disaster and political upheaval, disabled people face addi-

tional challenges (box 8-4).

Disability-Specific Resources

Issues of unmet rehabilitative needs for some also lessen the ability of people

with disabilities to fully participate in society. Not all people with disabilities

need rehabilitative care; some never need it and many more need it for limited

amounts of time or intermittently throughout the lifecycle. Therefore, one

can be both disabled and healthy.2

The availability of rehabilitative care and prosthetic devices, such as ar-

tificial limbs, wheelchairs, hearing aids, and eyeglasses, however, must be

specifically addressed because it is usually accorded a low priority by health

professionals and policy-makers. Lack of such resources often restricts peo-

ple with disabilities far more than does their specific impairment.

Worldwide, an estimated 3 percent of those who need rehabilitation ser-

vices receive any care.6,8 Rehabilitative services tend to be concentrated in

urban areas and are prohibitively expensive. Programs that require long-term
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care are unavailable to many, especially women in those societies where they

are not allowed to travel or live away from home unescorted. Globally, women

and children receive less than 20 percent of all rehabilitation services.12 In

developing countries, community-based rehabilitation (CBR), in which ser-

vices and expertise is offered at the community level with a triage system in

place to access greater expertise, offers some promise. However, CBR pro-

grams are chronically underfunded, rarely brought to the necessary scale,

and usually the first programs cut when funding is reduced.

BOX 8-3 Similarities and Differences Among People With Disabilities

People with different types of disability often face markedly different sets of

problems. For example, an individual with a physical impairment who needs

assistancewithactivitiesofdaily living, suchasdressing, toileting,andfeeding,

may benefit significantly from environmental adaptations such as ramps,

grab bars, and automated doors. An individual who is deaf may have no

physical restrictions but will need a sign language interpreter in order to com-

municate effectively with the surrounding hearing world. An individual who

is intellectually impaired may be physically fit and fully able to communicate

but may need help in organizing and carrying out daily responsibilities. An

individual with a mental health problem may be fully able to meet both

physical and intellectual challenges but need support and appropriate medi-

cation in order to continue to function successfully in the community.

Historically, disabled individuals, on the basis of their specific disabilities,

have been divided into distinct constituencies. The concept of ‘‘disability’’ as

a politically viable category developed in the late 1960s when people with a

broad range of disabilities started to join together in an emerging Disability

Rights Movement. They argued that, no matter what types of disabilities

they had, most faced common challenges. Their lives were structured and

their options determined by (a) complex medical, legal, and educational

bureaucracies; (b) a social security system not designed to serve those

people with disabilities who wanted some measure of independence and

self-determination; and (c) the broader society where prejudice and ste-

reotypes were still widespread.

Because resources for people with disabilities are extremely limited, dis-

ability advocacy and service organizations are frequently forced to com-

pete with each other for these limited resources. Organizations working on

behalf of those who are blind or physically disabled, for example, must

often justify why funding for their projects or programs will yield greater

benefits or why their constituents are more worthy of support than are

individuals with other types of disabilities.
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BOX 8-4 Disability During Times of Disaster and Political Upheaval

During times of natural disasters and political upheaval, individuals with

disability often face a complex set of problems. For example, a recent study

by the Center for Services and Information on Disability (CSID) examined the

fate of individuals with physical mobility problems during times of natural

disasters in 10 coastal districts in Bangladesh.1 Only 17 percent of individuals

with mobility impairments had been taken to cyclone shelters; 55 percent of

them remained at home while their families went to shelters. The remaining

28 percent either sought safer shelter in a built structure nearby or were

forced to cling to a tree or other permanent structures. Following the di-

saster, individuals with mobility problems were much less likely to be able to

access relief supplies—largely because, in order to get emergency food ra-

tions, building materials, or medicines, people were required to travel to

central distribution sites and stand in line for long hours—difficult or im-

possible for many of those with mobility impairments. Only 2 percent of the

families with a disabled individual in the CSID study had received any special

attention during the rehabilitation phase following the disaster.

Suchproblems are compoundedwhen families are forced to flee their homes.

Individuals with disability are often left behind in times of war and famine when

families flee; in particular, when they are forced to flee on foot. Being left behind

in times of emergency is not related solely to the physical inability of individuals

with some types of disabilities to keep up. In many disaster situations, families

who anticipate becoming refugees and seeking asylum in another country may

fear that all members of the family will be denied asylum if one in the family is

disabled. (This is a realistic fear, as many countries, including the United States,

have routinely denied asylumbecause of disability status—arguing that the new

immigrants would be unlikely to become self-supporting.) Social and political

unrest often leads to the closure of health care institutions, schools, and other

resources that have been responsible for providing support and advocacy. In

such situations, individuals with disability are often left behind, with only the

thinnest of social support systems in place—the neighbor down the street who

promises to look in once in a while or distant relatives.

Although there has been increasing attention to the fate of people disabled

during political upheaval and natural disasters, most disaster relief organi-

zations still do not anticipate how to reach and serve these people, within

either communities or refugee camps. Some relief organizations have re-

sponded to queries about serving individuals with disability by stating that

they actually see few individuals with disabilities. The troubling question is:

‘‘Then where are they?’’

Reference
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HIV/AIDS and Disability

A study that this author pursued on the impact of HIV/AIDS and the global

disability community helps to illustrate the interlocking problems faced by

people with disabilities.

Although AIDS researchers have studied the disabling effects of HIV/AIDS

on previously healthy people, almost no attention has been given to the risk of

HIV/AIDS for people with existing disabilities. A review of both the pub-

lished literature and resources on the Internet yields only a few articles on the

risk posed by HIV to people with disabilities, with most attention directed to

people affected by both mental illness and drug addiction.15

Why have people with disabilities not been included? It appears to be

because it is commonly assumed that people with disabilities are not at risk.

They are incorrectly thought to be sexually inactive, unlikely to use drugs,

and at less risk for violence or rape than their nondisabled peers. Yet they

actually have equal or increased risks for all known risk factors for HIV/

AIDS compared with their nondisabled peers.

For example, extreme poverty and social sanctions against marrying an in-

dividual with a disability mean that people with disabilities, especially women

with disabilities, are likely to become involved in a series of unstable relation-

ships and have less ability to negotiate safer sex within these relationships.12

Factors such as increased physical vulnerability, the need for attendant care, life

in institutions, and the almost universal belief that disabled people cannot be a

reliable witness on their own behalf places many disabled males and females at

risk of being victims of sexual abuse and rape at rates up to three times as high as

their nondisabled peers.13 In cultures in which it is believed that HIV-positive

individuals can rid themselves of the virus by having sex with virgins, there has

been a significant rise in the rape of disabled children and adults, who have been

specifically targeted because they are assumed to be virgins.16 Bisexuality and

homosexuality have been reported within disabled populations at rates com-

parable to that of the general population.17 People with disabilities are at in-

creased risk of substance abuse and less likely to have access to interventions.

Disabled adolescents in particular are rarely reached by safer sex campaigns.3

Educating disabled populations about AIDS is also difficult. Lack of access to

education has resulted in extremely low literacy rates, which makes communi-

cation of messages about HIV/AIDS even more difficult. This lack of access

is reflected in significantly lower rates of knowledge about HIV prevention

in several studies among deaf people and adolescents with intellectual impair-

ments.3,18 Sex education programs for those with disabilities are rare.18–20

Few HIV/AIDS educational campaigns target, and fewer include, disabled pop-

ulations.15 Indeed, where HIV/AIDS educational campaigns are on radio or tele-

vision, groups such as the deaf and the blind are at a distinct disadvantage.
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People with disabilities who become HIV positive are equally disadvan-

taged, having far less access to general health services than do nondisabled

people.11,21 Indeed, care is often both too expensive for impoverished people

with disabilities and physically inaccessible.22 A growing number of reports

from disability advocates worldwide point to significant unreported rates of

infection, disease, and death due to HIV/AIDS.22

Despite these risk factors, our global survey identified only a few HIV/

AIDS pilot programs and interventions for disabled populations.15,22 While

a number of these projects are innovative, almost all are small and under-

funded. HIV/AIDS campaigns that specifically target people with disabilities

as members of the general public are rarer still.23 There is a pressing need to

understand the impact of HIV/AIDS on disabled populations and to design

and implement programs and policy for them in a more coherent and com-

prehensive manner. And AIDS is only one of a number of public health issues

in which such exclusion has occurred.

Roots and Underlying Issues

How could such a large and vulnerable population be so significantly over-

looked? The answer in part is that ‘‘experts’’ and ‘‘policymakers’’ are also the

product of the societies in which they are raised and, thus, accept commonly

held assumptions about people with disabilities as scientific ‘‘fact.’’ Just as in

earlier eras, assumptions about women ormembers of ethnic or minority groups

went unchallenged, much of what we think we know about people disabilities

reflects our cultural biases, not biological fact. This is compounded by the

common assumption—not proven fact—that the needs of those with disability

are invariably too expensive or too complex to be addressed immediately.

What Needs to Be Done

What is needed most is awareness that people with disabilities must be

included—and the commitment to do so (fig. 8-2). In many cases, people

with disabilities can be included in health programs at little or no additional

costs. For example, in many countries, ramps into clinics can be made of

pounded sand, stone, or bamboo. General AIDS prevention campaigns and

smoking cessation messages for the general public can easily be designed to

be simple and straightforward to enable individuals with intellectual im-

pairments to understand them.

Arguments for the need to improve public health and social justice for peo-

ple with disabilities increasingly meet with positive responses. At professional
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conferences, nongovernmental organization (NGO) meetings, and United Na-

tions forums, discussions of the needs of disabled populations now often bring

warm responses from colleagues. However, problems remain. ‘‘I would very

much like to help disabled children in my community,’’ a colleague recently

confided after I had given a talk on social injustice and disabled adolescents.

‘‘But I can’t even get services to nondisabled children.’’

The problem, of course, is that there is no reason why people with disabilities

should be listed last on a long list of social problems—to be addressed after

other problems are solved. For one thing, the lives of people with disabilities are

no less valuable than the lives of anyone else.Moreover, many public health and

social justice issues will never completely disappear. If disabled populations

must wait until all other inequalities are solved, they will wait forever.

More important, other problems will not themselves be solved unless people

with disabilities are part of the common solutions. Global poverty, for example,

will never be fully eradicated unless people with disabilities are included in all

international health and development schemes. As former World Bank Presi-

dent JamesWolfensohn has noted, ‘‘Unless disabled people are brought into the

development mainstream, it will be impossible to cut poverty in half by 2015 or

to give every girl and boy the chance to achieve a primary education by the same

Figure 8-2 Disabled man demonstrating at the Justice Department in Washington,

D.C., advocating for better Medicare and Medicaid benefits for long-term care for

disabled people. (AP Wide World Photos.)
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date—goals agreed to by more than 180 world leaders at the United Nations

Millennium Summit.’’24

There is a growing number of resources to help public health professionals

as they address these issues. Over the past three decades, a global disability

rights movement has emerged and achieved an impressive record of public

advocacy, debate, and involvement. In some countries, it has successfully

advocated for new legislation. The movement is currently pressing the United

Nations for a convention on the rights of disabled people. Disability advocates

can—and should—serve as a major resource for public health and social

justice professionals. Indeed, growing numbers of people with disabilities are

also seeking training in public health, law, medicine, and political science and

can now serve as both advocates and experts.

The involvement of people with disabilities in helping to identify and define

the needs and concerns of disabled populations is particularly important to

note, because all too often public health professionals and organizations in-

terested in disability issues continue to call upon only nondisabled experts in

rehabilitation or medicine for guidance. These experts often have much they

can offer, but decisions on behalf of people with disabilities can no longer be

made without their input at all stages of policy and program planning.

Those who are concerned with social justice issues in pubic health can

also make a significant contribution by ensuring that disability issues are

included in all phases of public health education and practice. The example

of women in health and development provides a useful model. Thirty years

ago, there was little in public health that specifically addressed women be-

yond the arena of maternal and child health. Today, few public health or so-

cial justice issues can be raised without careful consideration of how women

are affected, both as members of the general population and as a specific

group. In the same way, people with disabilities must routinely be included

in all public health activities.

Conclusion

Advocates in public health and social justice must rethink many basic as-

sumptions about disability. The issue is not disability prevention or disability

services but recognition that disability is—and will continue to be—an in-

evitable part of life. Although disability is inevitable, denial of human rights to

people with disabilities, their lack of equitable access to public health and

social services resources, and their disproportionate rates of poverty should

not be. These threats to social justice are socially determined and, as such, can

be socially redefined. The public health and social justice needs of people with

disabilities are strikingly similar to those of their nondisabled peers. What
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distinguishes people with disabilities are not their common needs but the fact

that these needs continue to go so largely unmet.

The expectation that an individual with a disability will either recover

or die does not fit current reality. People with disabilities will often sur-

vive whether or not they receive an education, are provided medical and

rehabilitative care, or are included in the social, religious, and economic af-

fairs of their communities. Their existence and our own, however, will be

much richer if they are allowed to develop to their full potential.
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9

INCARCERATED PEOPLE

Ernest M. Drucker

Introduction

Over the past 30 years, high levels of imprisonment have become a driving

force of social injustice in the United States. While largely unrecognized as a

public health issue, mass incarceration derails the lives of millions by dam-

aging opportunities for work, education, housing, and a stable family life,

undermining many of the foundations of personal health and well-being and

community cohesion—the principal safeguards against crime in any society.1

When incarceration occurs at very high rates and with great disparities in its

application, it becomes an important way of relating social injustice to public

health.

Studying patterns of mass incarceration and its consequences helps us

understand the most persistent health and social problems of this society

because of (a) the magnitude of the population affected; (b) the huge dis-

parities in the racial and ethnic composition of prison populations (relative to

the population as a whole); and (c) the direct effects of incarceration for the

individuals imprisoned and collateral damages for the families and com-

munities affected. Incarceration policies and practices in the United States

are the modern heir to our long legacy of state mechanisms that perpetuate

social and racial injustice in the tradition of slavery; segregation; and
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discriminatory immigration, trade union, and social welfare policies that

isolate, stigmatize, and marginalize the most economically disadvantaged.2

The contrast of U.S. incarceration policies to those of other developed

societies is astonishing. While the United States has only 5 percent of the

world’s population, it has 25 percent of its prisoners. Today more than

6.5 million Americans—almost 4 percent of the adult population—are under

the control of the criminal justice system (table 9-1). In 2004, over 2 million

people were in federal, state, and local prisons and jails, and another 4.6

million were on probation and parole.2 Since 1975, over 25million individuals

have been incarcerated—more than the total imprisoned in the previous

100 years. New York State, with more than 100,000 inmates in 2000, had the

highest incarceration rate in the 120 years that state records were kept, a trend

that holds nationally.3

The U.S. imprisonment rate is now at the highest level in its history: nearly

700 per 100,000 people. Most other countries have substantially lower rates

(fig. 9-1). European countries average less than one fifth the U.S. incarceration

rate, and many average only one tenth of it.4,5

Prison budgets in the United States are also at an unprecedented level,

averaging over $25,000 per inmate or about $50 billion annually—most of it

coming from state budgets needed for social and health services. With $100

billion used to build new prisons since 1980, the United States has created a

prison industrial complex—a vast system of over 5,000 federal, state, and

local prisons and jails housing millions of inmates and employing an equal

number of law enforcement and correctional workers.

This corrections ‘‘industry’’ has a huge economyof prison construction, health

and mental health services, and food and equipment sales. In addition, the oper-

ation of private, ‘‘for-profit’’ prisons has become a significant feature of the U.S.

correctional system. By 2001, over 6 percent of the entire system and 12 per-

cent of the federal system (142,521 beds in total) were being run privately—

with 75 percent of the business going to two publicly traded international

security firms; one of these had $147 million in contracts in 2002.6–9

TABLE 9-1 U.S. Prison Rates in State and Federal Prisons and Local Jails, per

100,000 Adults Aged 18 to 29, by Race, Gender, and Age Group, 2000

Male Female

Age Group White Black Hispanic White Black Hispanic

18–24 649 4,180 1,710 68 349 137
25–29 1,615 12,877 4,339 170 752 314

From U.S. Department of Justice, Bureau of Prison Statistics. April 2002, NCJ No. 198877 p. 11.
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Mass Incarceration and Race

A hallmark of incarceration in the United States is the striking economic,

ethnic, and racial disparity in its application. While representing only about

12 percent of the total U.S. population, African-Americans comprise nearly

50 percent of the prison population. Worldwide, over 10 percent of all pris-

oners are African-American males.2

Incarceration is now becoming the norm for a substantial proportion of

African-American men. Over one-third of all black men aged 20 to 29 in the

United States are now in prison or jail, or on parole and probation. More

black males go to jail than to college. In Washington, D.C., more than 75

percent of all black men can expect to be incarcerated at some point in their

lives.10 A random telephone survey conducted in central Harlem in 2002

found that 9 percent of all those responding had been in jail in the previous

year and between 35 and 40 percent knew of someone who had been released

from prison in the previous year.11

This pattern is not entirely new. A large racial disparity in prison rates has

always existed in the United States and was an important feature of the post–

Civil War era of reconstruction, when freed slaves were converted to pris-

oners and put back on the plantation under vagrancy laws.12 Outside of the

South, however, the current magnitude of black–white disparities in incar-

ceration is unprecedented. In the late nineteenth century in New York State,
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countries in 2000. (From Incarceration rates by country [selected countries]. Available
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for example, about four blacks were locked up for every white; today that

ratio is 12:1.3 For nonviolent drug offenses (about 30 percent of all New

York State cases), that ratio is 40:1, and for Hispanics, it is 30:1, relative to

whites (fig. 9-2).13 Drug incarcerations are at the heart of the huge growth of

racial and ethnic disparities seen in our prisons. Yet there is no evidence of

any great difference in the rates of illicit drug use by these groups: in New

York State, for example, drug overdose rates for blacks, whites, and His-

panics are within 20 percent of each other.14 Compounding the adverse ef-

fects of welfare policies, unemployment, and broken families, incarceration

for drug offenses predicts future criminal involvement and subsequent more-

serious crimes.

Collateral Damages of Incarceration

The impact of incarceration extends well beyond the massive populations in

prisons. It has profound consequences for the families and communities who

are its principal targets—the black and Hispanic urban communities, which

account for more than 80 percent of all inmates in the United States. Over

2.5 million school-aged children currently have an incarcerated parent. This

has important adverse effects on the mental health of these children and

families, both when the family member is put behind bars and after release.

Over 600,000 prisoners in the United States reenter the community each

year, with powerful consequences for urban community life due to their so-

cial, political, and economic disenfranchisement.15
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Figure 9-2 Incarceration rates by race for 1880–2000 in New York State. (From

U.S. Census; and Hupart JH, unpublished report on New York State historical data
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How Social Injustice Affects the Incarcerated

Any effort to understand the health impact of incarceration must reckon with

its huge scale and its role in the specific communities and populations most

affected, beginning with the effects on prisoners themselves—both while

under the control of the criminal justice system and after release.

The Health of Prisoners

Others have documented the many serious health problems of the incar-

cerated.16 Not surprisingly, these are the same problems seen among low-

income people in the community who are overrepresented in prisons: poor

access to health care, drug addiction, alcoholism, and infectious diseases—

especially sexually transmitted diseases (STDs), viral hepatitis, and HIV/

AIDS. The conditions of prison life serve to amplify all of these problems, such

as the transmission of HIV/AIDS, other STDs, and hepatitis B and C virus

infection through rape and through the sharing of contraband drug–injecting

equipment.

Beyond the high levels of pathology among incarcerated populations in the

United States, poor inmate health services persist in many of the nation’s

prison systems. Despite the constitutional entitlement to ‘‘decent medical

care’’ (under the 8th Amendment barring ‘‘cruel and unusual punishment’’)

and frequent court mandates to provide it, there remain persistent failures to

fulfill this obligation.16

Ultimately, however, incarcerated people do not represent a distinct pop-

ulation. They are overwhelmingly drawn from the same populations that in-

habit the poor and minority communities of the United States, as is true in

many other nations. The particular risks and disparities in health care that

are the norm in prisons mirror faithfully those to which these same popu-

lations are exposed when in their home community. Further, many of the

specific health risks and patterns of social injustice faced by incarcerated

people persist after their release. This is due to the socially disabling effects

of multiple periods of incarceration that poor African-American and His-

panic men routinely face, such as the loss for drug offenders of eligibility

for many jobs and many federal health entitlements. In the United States,

where incarceration has become ‘‘normative for these groups’’ (p. 181),17

repeated periods of incarceration must be understood as a major determi-

nant of the health of those populations subject to the highest rates of im-

prisonment.

While in some circumstances, such as court-ordered care, prisoners may

receive better medical care in prison than they receive outside of prison, the
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norm is inadequate health care for the incarcerated. This too often mirrors and

worsens the inadequate health care of the poor outside of prison, especially in

the case of mental illness. In combination with the ill health that these pop-

ulations bring with them into the prisons, the result is a pattern of health

problems not seen in any other institutional population in the United States.

More than 80 percent ofU.S. prison inmates enter prisonwith problems of drug

abuse or dependency, and drug use often continues throughout prison stays—

often with more dangerous injecting. After release, inmates face an increased

risk of acquiring bloodborne diseases, STDs, and (by 10-fold) dying of an

overdose.18,19 The violence and stresses of prison life and the poor quality of

diet and medical care all increase the risks of complications of diabetes, hy-

pertension, and other chronic diseases, which are so prevalent among the

incarcerated, especially black andHispanic inmates and those with histories of

tobacco and/or alcohol abuse.

Mental health problems are another hallmark of U.S. prison popula-

tions. Following deinstitutionalization in the 1970s, the strong association

of drug use and mental illness led the criminal justice system to become

the default system for the chronic mentally ill in the United States—most

dramatically, among the poor. Today, approximately 500,000 inmates have

a major psychiatric disorder. Serious psychiatric cases are recurrent in the

prison system. Over 40 percent of those in solitary confinement—which is

widely used to discipline prisoners—have major psychiatric disorders.20

While those in solitary represent only 5 percent of the prison population,

they account for almost half of the suicides. Homelessness before and after

incarceration is widespread; almost 25 percent of those released from prison

will end up in a shelter or on the street within the first 6 months after

release.21

The psychological trauma of being incarcerated under brutal circumstances

and the routine abuse, humiliation, and disregard of fundamental human

rights that go along with mass incarceration in the United States are similar

to the widely publicized accounts of abuse by U.S. prison guards in the war

in Iraq—and in Afghanistan and at Guantanamo.

These apparently criminal offenses by U.S. servicemen and servicewomen

abroad may be understood in the context of (a) the harsh conditions and racial

disparities of mass incarceration in the United States (box 9-1), and (b) the

daily portrayals of the prison world in the U.S. news media in ways that

desensitize the American public to their true nature. As incarceration be-

comes commonplace, it engenders a callous disregard of the damaging effects

on individuals and their families, and denial of any political responsibility for

all of its social consequences—often shifting the blame to the victims, their

families, and their communities.
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BOX 9-1 Prisoner Abuse and Torture in the United States and Iraq

There are some clear lines between the abuses of mass incarceration in the

United States and the treatment of prisoners in the Iraq war. Many of the

military personnel in Iraq were reservists who were formerly prison guards

in the United States, influenced by that system’s values and practices. Ac-

customed to processing many inmates at home, these recruits were poorly

trained to serve the military police function—especially in the midst of a

conflict like the Iraq occupation and insurgency, where friends are hard to

distinguish from foes and fellow soldiers are randomly killed or wounded

daily. This is a classic formula for dehumanization of the enemy, the abuse

of prisoners, and the commission of war crimes.

The New York Times columnist Bob Herbert has described U.S. prisons

where ‘‘inmates are viewed as less than human, routinely treated like ani-

mals,’’ brutalized and degraded ‘‘in ways remarkably similar to the abuses at

Abu Ghraib’’ (p. 17).1 He recounted that, in 1996, officers from the Tactical

Squad of the Georgia Department of Corrections raided Dooly State Prison,

in Unadilla, Georgia, where

officers opened cell doors and ordered the inmates, all males, to run
outside and strip. With female prison staff members looking on, and
at times laughing, several inmates were subjected to extensive and
wholly unnecessary body cavity searches. The inmates were ordered to
lift their genitals, to squat, (and) to bend over and display themselves.
One inmate who was suspected of being gay was told that if he ever

said anything about the way he was being treated, he would be locked
up and beaten until he wouldn’t ‘‘want to be gay anymore.’’ An officer
who was staring at another naked inmate said, ‘‘I bet you can tap
dance.’’ The inmate was forced to dance, and then had his body
cavities searched (while another) was slapped in the face and ordered
to bend over and show himself to his cellmate. The raiding party ap-
parently found that to be hilarious.

As in Iraq, these abuses appear to have been sanctioned by prison lead-

ership and committed with impunity—the commissioner of the Georgia

Department of Corrections was present at the Dooly State Prison raid. And

governmental accountability for these crimes is limited—a law passed by

Congress in 1996 bars most inmates from receiving any financial com-

pensation for such abuse. A lawsuit filed by the Southern Center for Human

Rights, representing several prisoners in Georgia who sought compensation

in the late 1990s for treatment that was remarkably similar to the abuses at

Abu Ghraib, was denied. Herbert concluded, ‘‘The treatment of the de-

tainees in Iraq was far from an aberration. They, too, were treated like

animals, which was simply a logical extension of the way we treat prisoners

here at home.’’

(continued)
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Collateral Damage: Effects on Prisoners’ Families and Communities

‘‘Collateral damage’’ is the military term for unintended effects of wartime vi-

olence onnoncombatants—bystanders caught in the line offire.The samephrase

applies to U.S. incarceration policies where, in addition to the crime victims,

there are many other ‘‘innocent’’ casualties—not of crime, but of punishment.

Most significant, more than half of incarcerated men have children under age

18 and more than half of these men were living with their children at the time

they were sent to prison. (For women, the percentage in both instances is greater

than 80 percent.) A recent Human Rights Watch report estimated that in New

York State, which had 70,000 prisoners in 2001, there were 23,537 children

who had a parent in prison as a result of drug charges and an estimated 124,496

children who had at least one parent imprisoned as a result of the state’s

‘‘Rockefeller drug laws,’’ which were enacted three decades ago and mandate

long sentences for nonviolent drug offenses.15 Nationally, there are more than

2millionminor children of current inmates (in prison for all offenses), andmore

than 20 million children have had a parent incarcerated since the early 1970s.

The incarceration of a parent—often repeatedly—disrupts these children’s

social environment and the financial stability of their families, weakening pa-

rental bonds and placing severe stress on the caregivers left behind to fend

for themselves. This often leads to a loss of discipline in the household and to

feelings of shame and anger for the children, which are manifested in be-

havioral problems. Poor school performance, unsupervised free time, financial

strain, decreased contact with adults, and suppressed anger are all precursors

of delinquency.22 Despite widespread awareness of this problem, there is no

systematic effort to minimize the impact of parental incarceration on children.

Drug-enforcement policies are particularly important for understanding

mass incarceration. They account for the most racially disparate incarcera-

tion rates during the past 25 years. More prisoners are incarcerated for drug

offenses in the United States today—more than 450,000—than the number

of prisoners incarcerated for all offenses in the European Union, which has a

BOX 9-1 (continued )

Ultimately, the systematic abuse and humiliation of prisoners in both U.S.

and Iraqi prisons is torture—a human rights violation and crime that should

be subject to protection under international law.

Reference

1. Herbert B. America’s Abu Ghraibs. The New York Times, May 31, 2004.
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population 25 percent larger than the United States. Most of the growth of

incarceration in the United States in the past three decades has been driven

by public policies on drugs.23 Beginning in 1973, the ‘‘Rockefeller drug laws’’

in New York State (initiated by Governor Nelson Rockefeller) mandated

long prison sentences for nonviolent drug offenders. Soon after, they became

a model for state and federal drug enforcement. Between 1975 and 2000, the

rate of drug incarcerations in New York State increased from 8 percent of

the prison population to more than 30 percent.13

Since 1974, more than 150,000 people have been incarcerated in New

York State, where over 110,000 person-years of life have been lost to im-

prisonment for drug offenses alone in this time.24 About 90 percent of the

prisoners have been male, with a median age (in 2000) of 35; 78 percent

have been New York City residents, 94 percent black or Hispanic, and 70

percent have come from just six New York City neighborhoods.

In the United States, there are now more than 450,000 individuals incar-

cerated for nonviolent drug offenses. To this number must be added almost

2 million drug offenders on parole or probation—lives greatly diminished by

incarceration and control by the criminal justice system. With the chronic

inadequacies of addiction treatment in the United States, positive drug tests

are a leading cause of reincarceration for drug offenders violating their pro-

bation and parole.

Economic Disenfranchisement

As one inmate put it, ‘‘My sentence really began the day I was released.’’ Ex-

tensions of the impact of incarceration into the postsentence life of felons also

increase the burden on their families beyond the time of prison terms. Specifi-

cally, felony conviction usually means a greatly reduced chance of gainful em-

ployment. In most states, 75 to 95 percent of jobs requiring a state license are

barred to those with felony records. They are disqualified for many professional

careers, such as those for beauticians and barbers, taxi drivers, or U.S. Postal

Service employees. Many felons lose their driver’s licenses and the job oppor-

tunities that require one. They lose eligibility for military service. Felons with

drug offenses are also temporarily or permanently barred from visits to their fam-

ilies in public housing and from getting important federal benefits, such as home

and school loans that might help them pursue lives without crime.

Civic Death: Felony Disenfranchisement

Intensifying the damage done to family and community structure, felony con-

victions also mean the loss of the right to vote—in prison, while on parole,

and, in some states, while on probation. In 7 states, convicted felons are

Incarcerated People 169



barred from voting for life. Currently, an estimated 4.4 million Americans

are barred from participating in the most meaningful expression of civic

life—even after they have ‘‘paid their debt’’ to society. Almost half of these

disenfranchised people (about 2 million) are black.

At any given time, 30 to 40 percent of all black men aged 18 to 30 are thus

disenfranchised.25 The usual voting rate of this age group, regardless of race, is

about 25 percent, meaning that for young black youngmen in those areas with high

incarceration rates, more people may be disenfranchised than those who vote.26 As

the 2000 presidential elections in Florida demonstrated, this is political disem-

powerment writ large—affecting not just individuals but entire communities.

Roots and Underlying Issues

To understand the political roots of mass incarceration as social injustice, one

must understand the ‘‘war on drugs’’ (p. 16).23 The arrest and incarceration of

nonviolent drug offenders have led to a 10-fold increase in the prison popu-

lation over the past three decades. U.S. government surveys make clear that

the prevalence of illicit drug use differs only slightly by race and ethnicity.27

Why, then, are so many African-Americans imprisoned for drugs?

It is largely the result of (a) the huge illegal drug industry, which is a

major part of the economy and operates openly in most minority commu-

nities; and (b) the vulnerability of the low-level user-dealers in these com-

munities to police ‘‘buy and bust’’ operations—low-risk methods that stoke

police arrest rates and prosecutors’ conviction rates (95 percent are plea-

bargained without trial). These drug laws and prosecution practices are by

now deeply embedded in our criminal justice system.17 Their restrictions of

judicial discretion by mandatory sentencing policies represent the triumph of

political forces of the right and the acquiescence by more liberal political

forces for fear of being dubbed ‘‘soft on crime.’’ Governor Rockefeller of

New York, seen as a moderate Republican by many in the early 1970s, pro-

moted these laws to distinguish himself from the liberal wing of his party. In

appearing to address the burgeoning heroin epidemic of the time by this

tough stance, he succeeded in undermining the newly successful methadone

programs of that era, which were just beginning to establish their efficacy.28

This unprecedented use of incarceration in the United States represents an

ominous sea change in the American criminal justice system. It is creating an

imbalance of power in the judicial system and a move away from earlier no-

tions of rehabilitation, toward a ‘‘more punitive approach of incapacitation and

retribution’’ (p. 61).29 It is deforming the entire legal apparatus by increasing

prosecutorial powers, minimizing and weakening the defense function, and

decreasing judicial discretion and power—especially in drug enforcement,
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where harsh mandatory sentences account for much of the national growth in

incarceration since 1975. Incarceration has now become the ‘‘presumptive

method of punishing lawbreakers’’ (p. 67).29 Incarceration is the default po-

sition of the criminal justice system instead of alternative punishments that

leave offenders in the community, such as drug treatment, probation, work

programs, and restorative justice strategies, which attempt to compensate and

heal victims’ families.

All societies need to deal with crime and punishment, to establish and en-

force laws, and to expend resources to restrain and sometimes imprison those

who transgress. However, mass incarceration is another matter. Mass incar-

ceration systematically undermines black family and community life on a

scale not seen since slavery, by destroying the very social capital needed to

prevent crime.30–32 And it may contribute to the persistent deficits seen in

the physical and psychological health and well-being of the entire black

population.33–35

What Needs to Be Done

Clearly, we must recognize that incarceration should be used sparingly,

especially for nonviolent offenders who are the parents of minor children—

to recognize that our ‘‘cure’’ is worse than the ‘‘disease.’’ But how may we

get to this point? Approaches are now being developed to reverse these

trends and limit the damage they have done by addressing the specific social

injustices affecting the incarcerated, their families, and their communities.

Improve Community Services

Involvement of youth in drug use and the local drug trade can be addressed

by improved alternative activities for youth, better schools, and support for

families in poor communities. Offering nonjudgmental and accessible health

care, with better diagnostic, therapeutic, and preventive services in those com-

munities (including counseling, education, and screening for mental health

problems, drug abuse, and HIV and STDs), can significantly reduce the

chronic health problems that often become evident in prisons.

Provide Better Health Services to Those Incarcerated

This is the subject of constant litigation, but it remains a persistent challenge

as states cut budgets and privatize prison health services. There is also a

great need to improve programs and services available to those just released

from prison and those on probation or parole.
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Reform Drug Laws

Marijuana laws account for more than 300,000 people in prison and over

800,000 arrests annually. Reform of these laws has significant public support.

Medical use of marijuana should be legalized and possession of small amounts

of marijuana for personal use should be decriminalized, as has been done in

the United Kingdom and Australia, and is now being considered in Canada.

Repeal Mandatory Sentencing Laws

Mandatory sentencing laws need to repealed, especially those for nonviolent

drug offenses. While some headway is being made through the use of ‘‘drug

courts’’ that order treatment of nonviolent drug offenders instead of their

incarceration, the real need is to replace the old drug laws with new ones that

allow judges discretion to discriminate between dangerous criminals and the

vast number of defendants with drug-dependency problems.

Assist Family Members

We must work to reduce the collateral damage to the children, families, and

communities most affected by implementing policies and programs to help

them when their family members are sent to prison—and when they are dis-

charged. There are some preliminary efforts now under way to limit these

collateral harms of incarceration for families and children. On New York’s

Lower East Side, Family Justice, Inc./La Bodega de la Familia, begun under

the sponsorship of the Vera Institute of Justice, provides intensive support to

drug offenders’ families when they are released from prison in order to reduce

the risk that they will return to criminal activity. To reduce the impact on

children when a parent is incarcerated, several programs of the Osborne As-

sociation and the Fortune Society supporting families of inmates in New York

now offer the most basic supports to children aged 4 to 14: counseling, edu-

cational tutoring, and helping children write letters to incarcerated parents.

More than 80 percent of children with parents in prison never get to visit them,

so these programs organize visits to the often-remote prisons where their par-

ents are incarcerated. Some programs are using videotechnology to enable

‘‘tele-visiting’’ between inmates and their families at home.

Address Voting Disenfranchisement

Disenfranchisement has become a major focus of political activity since the

2002 election, in which over 2 million blacks were unable to vote due to these

laws. Some preliminary work is under way to re-register former inmates and
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restore their voting rights, such as the Jeht Foundation programs for ex-

offenders to reinvolve them in the society in positive ways. (See http://

www.jehtfoundation.org.) But many more such programs are desperately

needed. In addition, the National Association for the Advancement of Col-

ored People (NAACP) Legal Defense Fund and the Brennan Center for

Constitutional Rights at New York University School of Law are litigating

felony disenfranchisement on the basis of racial disparities in the application

of criminal penalties.

Conclusion

The unprecedented rate and racial disparity of incarceration in the United

States have their roots in the application of drug laws and their dispropor-

tionately harsh mandatory-sentencing policies. Although there is no evidence

of any significant differences in the use of illicit drugs by minority popula-

tions, the specific conditions of their purchase and use in poor communities—

such as at shooting-gallery and street-drug markets—expose minority users to

arrest and prosecution, and then to a series of plea bargains and establishment

of criminal records that lead to very long mandatory sentences for subsequent

(and predictable) drug violations. About one-third of incarcerated people are

nonviolent drug offenders, and another third are drug-dependent individuals

prosecuted for acquisitive crimes associated with their drug use. In addition,

the increasingly normative nature of incarceration of minority men in urban

centers feeds the growth of gangs and greater involvement in drugs and

criminal culture.

We, as a society, must learn how to limit our use of incarceration—

especially in response to youthful drug use—and find other means to enforce

many other laws. This means setting lower incarceration rates as targets and

holding political leaders accountable for meeting them. We should reduce

the number of prisoners to levels that other democratic states have achieved

through the use of more-effective and less-damaging social policies.

The principal reforms needed are (a) changes in drug policies to reduce

criminalization of drug use, and (b) application of a public health model

to address drug problems worldwide, replacing prosecution with effective

treatment, education, and prevention efforts. We must abolish laws that are

patently unjust and counterproductive—especially antiquated and discredited

drug laws, which have led us to make imprisonment ‘‘normal’’ for so many

Americans. We should direct much of the huge resources expended in the

criminal justice system—more than $100 billion annually—to housing,

health care, education, and social supports in those communities now most

heavily affected by mass incarceration policies.
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HOMELESS PEOPLE

Lillian Gelberg and Lisa Arangua

Introduction

Homelessness is a focus of increasing social and public health concern

worldwide, even in countries with superior safety nets. The United Nations

Committee on Human Rights defines absolute homelessness as the condition

of those without any physical shelter who sleep outdoors, in vehicles, or in

abandoned buildings or other places not intended for human habitation, as

well as those people staying in temporary forms of shelter, such as emer-

gency shelters or in transition houses.1 An estimated 100 million people

worldwide fit this definition of absolute homelessness.2 The estimated num-

ber of homeless people in the United States is 3.5 million,3 in England and in

France, at least 500,000,4–6 and in Canada, tens of thousands.7

The demographic characteristics of homeless people vary from country to

country. In developed countries, 60 to 95 percent of homeless people are

male (fig. 10-1). Single men account for most chronically homeless indi-

viduals (those with a current homeless episode of 1 year or longer). Homeless

families are frequently reported in the United States but only rarely in other

countries. The median age of homeless people in the United States is 32

years; in most European countries, it is 40. Minority and indigenous persons

are overrepresented in the homeless population.
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Mortality and disease severity of homeless people far exceed those of the

general population and the housed poor population and are due to factors such as

extreme poverty, delays in seeking care, nonadherence to therapy, substance-

use disorders, and psychological impairment. Homeless people in their 30s and

40s develop severe disabilities and seek hospital care at rates that are seen in

people decades older. The homeless condition itself is a powerful contributor to

adverse health outcomes; for example, street-dwelling homeless people have

significantly worse health outcomes than do homeless-shelter residents.

The multitude of social and health problems that homeless people endure

reflects a variety of social injustice issues. The homeless condition itself represents

the convergence of multiple factors, including poverty, high housing costs, and a

shortage of subsidized public housing units. The exposure to substandard envi-

ronmental conditions that affects the health of homeless people is related to urban

development failures. The complex health, social, and psychological problems

commonly experienced by homeless people as a result of these factors present a

therapeutic challenge. Many health care providers lack the time or necessary

training to treat homeless persons. Even in countries with socialized medicine,

general primary care physicians often fail to fully register homeless people who

seek to register at a practice because of associated social problems, complex

health problems, substance abuse, and lack of medical records.

Figure 10-1 Homeless people eating dinner at the Bowery Mission in New York,

which serves 500 to 600 meals a day. (AP Wide World Photos.)
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How Social Injustice Affects the Health of Homeless People

Homeless people, as a group, are exposed to among the highest levels of vir-

tually all social and environmental risk factors for adverse health effects and

thus pose serious public health challenges. The impact of homelessness on

health can be profound for the newly homeless, long-term homeless, formerly

homeless, or episodically homeless. Even relatively short bouts of homelessness

expose individuals to deprivations such as hunger and poor hygiene and to

victimization through robbery, physical assault, or rape.8 Homeless persons

have a very high prevalence of untreated acute and chronic medical, mental

health, and substance-abuse problems. Many health problems, such as infec-

tions due to overcrowded living conditions in shelters, hypothermia from ex-

posure to extreme cold, and malnutrition due to limited access to food and

cooking facilities, are a direct result of homelessness.9 Homeless persons who

have a substance-abuse or mental health problem or a physical disability are at

increased risk of remaining homeless.10 Poor health among the homeless is due

to many factors, including extreme poverty, inadequate family and other so-

cial supports, the pressing demands of day-to-day survival, delays in seek-

ing care and reduced access to care, nonadherence to therapy, and cognitive

impairment.

Health Status

Approximately 35 percent of homeless persons in developed countries report

having poor health,11–14 compared with 21 percent of housed persons of lower

socioeconomic status (SES) and 4 percent of housed persons of higher

SES.13–15 Factors such as length of time people are homeless or the condition

of living on the streets significantly increase the probability of perceived

poor or fair health status.14,16

Contagious diseases and infections, such as tuberculosis (TB),17 HIV in-

fection,18 hepatitis B virus infection,19 and hepatitis C virus infection,20 are

more common among the homeless than among housed people. In most

developed countries, TB prevalence rates among the homeless are 3 to 20

times greater than in the general population.21,22 Prevalence of HIV infection

among the homeless in developed countries ranges from 2 to 9 percent—3 to

10 times greater than that of the general population.23,24 Among homeless

adults in the United States, 23 to 47 percent have had previous exposure

to hepatitis B virus, compared with 5 to 8 percent in the general popula-

tion, and 1 to 12 percent are currently infected with this virus, compared

with 0.1 to 0.5 percent for the general population.25,26 In developed coun-

tries, between 22 and 44 percent of homeless adults and between 5 and

17 percent of homeless adolescents have tested positive for hepatitis C virus

178 HEALTH OF SPECIFIC POPULATION GROUPS AND SOCIAL INJUSTICE



infection27,28; these rates are 10 to 12 times greater than that of the general

population.

Substance Use

Between 69 and 82 percent of homeless people in developed countries cur-

rently smoke—more than double the rate of lower SES groups and more than

three times the rate in the general population.29

Homeless persons describe high rates of alcohol and drug use. The preva-

lence of alcohol dependence among the homeless ranges from about 25 per-

cent in England, France, and Spain, to 60 percent in the United States

and 73 percent in Germany30–33—three to five times greater than rates of the

general population in these countries. The high rates in the United States and

Germany may result from high per-capita alcohol use, easy accessibility, and

relatively low cost.

Rates of illicit drug dependence are also high among the homeless. In

Germany, England, Spain, and France, the prevalence of drug dependence

among the homeless ranges from 9 to 16 percent.30,31,33,34 Drug dependence is

more prevalent in the United States (30 to 49 percent) and the Netherlands

(60 percent).35,36 Rates of drug dependence among the homeless are four to

six times greater than those of the general population in these countries. Drugs

of choice among the homeless in the United States are cocaine and marijuana,

whereas in Spain and the Netherlands they are opioids and heroin. The prev-

alence of both alcohol and drug abuse is higher among homeless men than

among homeless women.

Obesity and Sedentary Lifestyle

The prevalence of obesity in homeless persons ranges from 23 percent in

Germany to 39 percent in the United States—almost three times the rate of

the general population.37,38 In contrast, the homeless in Japan do not appear

to have any significant problems with obesity.39 Limited physical activity is

significantly more common among homeless persons (47 percent), compared

with the general population (15 percent). Heart disease, diabetes, and hy-

pertension are higher among the homeless largely because of their sedentary

lifestyles.40

Mental Health

Since the 1960s, mental health services have gone through major transitions in

developed countries, leaving an increasing number of mentally ill people liv-

ing on the streets or in shelters or hostels.41 Over a lifetime, 34 to 45 percent
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of the homeless in England and almost 60 percent of the homeless in the

United States and France experience a serious mental disorder—rates that are

two to four times those in the general population.34,42,43 Lifetime major de-

pression (20 percent) and recent major depression (15 percent) are the most

prevalent mental disorders. More than half of homeless persons suffering from

a chronic mental health disorder also experience comorbid substance abuse/

dependence problems.35 Rates of schizophrenia among the homeless range

from 4 to 9 percent in Germany, Canada, the United States, Spain, and Eng-

land to 15 percent in France.30,33,44,45 Rates of mental disorders are higher for

men than they are for women, except for rates of lifetime depression and

serious mental disorder without associated substance abuse.

Mortality

Homelessness is strongly associated with an increased risk of death in several

countries.46–48 For homeless people in developed countries, the average age at

death is between 45 and 50 years.46–48 The age-adjusted number of years of

potential life lost (YPLL) before age 75 is three to four times higher for

homeless persons than for the general population.49,50 Cause of death differs

significantly among the homeless in different countries. For example, in the

United States, homicide, accidents, substance abuse, liver disease, heart dis-

ease, HIV infection, pneumonia, and influenza are the leading causes of death

among the homeless.46,49 In some other countries, leading causes of death are

substance abuse, cardiovascular disease, alcoholic liver disease, and sui-

cide.47,50,51 Homeless persons in other developed countries have much lower

mortality rates than those in the United States48–50; access to social and health

services as well as cultural factors may better explain this difference.

Health Care Access and Utilization

Of homeless persons in Canada and the United States, 75 percent report re-

ceiving some form of health care in the past year.52 However, 25 percent of

homeless persons reported that they needed to see a doctor in the past year

but were unable to do so.53 Additionally, most homeless persons seek care at

places that do not provide the continuous quality care that can address their

complex health problems. Of those homeless persons who sought care in the

past year, 32 percent received care at a hospital emergency department,

27 percent at a hospital outpatient clinic, 21 percent at a community health

clinic, 20 percent at a hospital as an inpatient, and 19 percent at a private

physician’s office.3 High rates of emergency department use among home-

less persons represent the substitution of emergency department care for

conditions more suitable for outpatient primary care. Having a regular source
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of care, which is strongly associated with access to health services and use of

preventive health services, is very low among homeless persons, with more

than half lacking a regular source of care.

In the United States and Canada, about 24 percent of the homeless are

hospitalized each year.52,53 About 75 percent of hospitalized homeless per-

sons are hospitalized for conditions that are often preventable, such as sub-

stance abuse, mental illness, trauma, respiratory disorders, skin disorders, and

infectious diseases except AIDS—a rate 15 times that in the general popu-

lation.54 Following hospital discharge, 40 percent of homeless persons are

readmitted to the hospital within 14 months, usually with the same diagno-

sis. The finding that most homeless inpatients could have been treated less

expensively in an outpatient setting highlights the difficulty in sustaining

treatment intensity for homeless persons outside the hospital. Despite higher

rates of medical hospitalization and higher rates of disease, homeless persons

are, in fact, less likely to use medical ambulatory services than other sectors

of the population. Homeless persons often delay seeking medical attention at

an early stage when illness could be prevented. Homeless adults, given their

increased need for care, may benefit from improvement and increased avail-

ability of primary and preventive care.

Disparities in Health Status Among the Homeless

The degree of homelessness, as measured by number of homeless episodes,

length of time homeless, and living in unsheltered conditions, has profound

effects on health status and use of health services. Unsheltered homeless

persons are more likely to use illegal drugs, have an acute skin injury, report

daily alcohol use, be victimized, experience an accident or injury, and be

exposed to TB than are sheltered homeless persons.55 Unsheltered homeless

women are more likely to report fair or poor health status, be engaged in

risky sex, have poor pregnancy outcomes, have more gynecological condi-

tions, be forcibly raped, have poor mental health, and use drugs and alcohol,

compared with sheltered women.56–59

Despite their overwhelming health needs, unsheltered and long-term home-

less persons are significantly less likely to use health services. Sheltered home-

less persons are more likely to report use of health services than are unsheltered

homeless persons.53,60 Unsheltered and long-term homeless persons are less

likely to use nonurgent ambulatory care services or be hospitalized and more

likely to have unmet needs for care and use emergency departments than more

stably housed homeless persons.56,61,62 Long-term homeless persons are also

less likely to have a regular source of care and to receive substance abuse

treatment. Homeless persons with extended homelessness have twice the mor-

tality rates of others, even after controlling for all other factors.63
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Roots and Underlying Issues

Historically, two competing political and economic models—the social

democratic model and the individual rational choice model—have pro-

foundly influenced health and social policies regarding the homeless.

The social democratic model, which stresses the social rights of citizens in

society, emphasizes that everyone is entitled to the resources that provide

good health. Thus, society should seek to maximize the aggregate health of

all. Under this model, the better health enjoyed by the upper classes is evi-

dence that the poor and homeless could enjoy better health. As a result, the

population is less healthy than it could be and, with the right policies in

place, society could achieve better aggregate health for all. The social dem-

ocratic model is the foundation of the European health care system and its

superior safety net, which emphasizes the social ethic of the principle of

solidarity. This model also found its way into the U.S. health care system

during the ‘‘Great Society’’ initiative of the Johnson administration in the

1960s, and strains of it have persisted through the public health insurance

systems of Medicaid, Medicare, and Social Security Insurance (SSI).

The individual rational choice model, which advocates individual effort

and the freedom to exercise individual choice, stresses that people bear some

responsibility for their individual risks for illness and death. Differences in

health status reflect choices—in lifestyles, social conditions, and health

habits—that have a greater influence on health status than medical care.

Because individuals bear responsibility for health, this model calls into

question whether differences in health can be construed as injustices. The

model incorporates a justification for curbing political excesses, control-

ling administrative costs, and preventing overutilization of resources; hence,

the market became the framework through which many rights could be re-

alized. The model of individual rational choice also facilitates a distinction

between the ‘‘deserving poor’’ and the ‘‘undeserving poor.’’ Advocates har-

ness a public fear that undeserving able-bodied malingerers will ‘‘free-ride’’

on other citizens who contribute compulsorily to the provision of public health

benefits. ‘‘Deserving homeless’’ groups, under this model, include veterans,

the disabled, the mentally ill, older people, and families with children.

However, neither of these models has clearly addressed a population health

perspective that focuses on the social determinants of health in society. The

social democratic model has created a system that ultimately increases access

to medical care. The persistence in disparities in health among the homeless

within countries with universal health care demonstrates that access alone

will not eliminate health disparities in society. Many who support this model

and its emphasis on medical care cite the super-sophisticated subspecialty
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system as perpetuating inequities and advocate for a strong primary care

network, which will improve health status. Specialty care, which commands

more health care resources, is virtually a closed system that worldwide is

heavily accessed and used by groups better off socioeconomically.64–66

However, the emphasis on the role of medical care, especially primary care, as

explaining why groups of higher SES are healthier than the homeless over-

looks evidence that demonstrates that social and cultural environments and

other factors influence morbidity and mortality.

The individual rational choice model relies heavily on the process of

economic growth, which is presumed to automatically bring improvements

in population health. The Industrial Revolution improved sanitation, food

safety, housing conditions, and life expectancy. But the human record shows

no necessary direct relationship between economic advance and population

health status. In the early modern period, economically advanced towns had

the highest mortality rates among the lower classes.67 Population health can

serve as an index for economic strength. In nineteenth-century Britain, the

absence of a significant political response to population health during a pe-

riod of increased economic growth resulted in epidemiological devastation

lasting half a century and significantly affecting the economy.68 Japan and

Scandinavia have succeeded in recently transforming economic growth into

improved health for most citizens, resulting in the highest life expectancy

rates in the world, which, in turn, has heightened these countries’ economic

potency.

Recently, there has been an overzealous application of the individual ra-

tional choice model, even in countries that have espoused the social dem-

ocratic model. International policy priorities of the late twentieth and early

twenty-first century have been marked by suspicion of central government

and a heavy emphasis on the promotion of free trade and rapid economic

growth, even at the expense of government investment in welfare and health

services. Leading economists, including central finance ministers and ad-

ministrators, have not supported the position that the social determinants of

health should be considered in all major government initiatives or further

research related to these determinants. The United Kingdom, Canada, and

the United States have implemented fiscal policies over the past 15 years that

have restricted public spending and increased income inequality through tax

benefits for those with higher incomes.69 Homeless persons and other dis-

advantaged people will be paying the health price for policies such as these

that ultimately support the global market economy’s growth. Epidemic-level

health problems globally have provoked some governments, such as Canada

and England, to begin to seriously examine the merits of the social deter-

minants movement.70,71
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What Needs to Be Done

A guiding and globally embraced political and social ethic for population

health is critically needed to address the complex factors at play that severely

affect the health of the homeless. This social ethic needs to address not only

the equitable access to health services, but also the quality of care received

and other contextual factors that may be affecting health.

Homeless people, even in countries with superior safety nets, report the

stigma of being homeless and the prejudice of health care providers as a primary

factor in not receiving care. These findings are consistent with emerging re-

search that demonstrates that even at equivalent levels of access to care, im-

poverished groups experience a lower quality of health care services and are less

likely to receive even routine medical procedures than higher income groups.

Those delivering health care to homeless persons must carefully consider how

their usual procedures and advice will be heard and experienced by those who

do not have a home. Appropriate models of care must be developed, taught to

clinicians, and replicated in the community. Medical education must perpetuate

attitudes and professional paradigms that are attuned to the real and consistently

changing needs of homeless people. Because most care provided to homeless

people is in emergency departments rather than in special clinics for the

homeless, all medical and surgical trainees in medical school, residency, and

fellowship programs must be trained to develop an appreciation for and sen-

sitivity to their patients’ housing and poverty status.

Worldwide, clinics designated as treating the homeless report that they

have difficulty in recruiting physicians. England reports that primary care

physicians are not fully registering homeless patients due to the difficulty in

treating them. Medical education reform and health care reform could amelio-

rate some of the major physician-recruitment barriers experienced by these

clinics: poor working conditions, inadequate salaries, physician bias against

working with homeless patients, and lack of respect that this work now re-

ceives from the medical profession.

Health care, however, is only one of many complex factors that explain health

disparities among the homeless. Social and environmental factors also play an

important role. As seen in our studies, disparities in health behaviors, such as

cigarette use, obesity, and communicable disease, are also shaped by social and

physical environments where homeless persons live. Most poor neighborhoods

where homeless people live are littered with liquor and convenience stores that

heavily market cigarettes and sell unhealthy food and drink. In addition, crowded

shelters, substandard and unsanitary housing conditions, and social influences,

such as drug use and high-risk sexual behaviors, place the homeless at higher risk

for socially and environmentally induced health conditions, such as asthma

(associated with mold), tuberculosis (associated with crowded living quarters),
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and infections with HIV, hepatitis A virus (associated with unhygienic and un-

sanitary living conditions), hepatitis B virus, and hepatitis C virus.

Redevelopment of low-income neighborhoods may be critically impor-

tant to reduce disparities in health among impoverished groups such as the

homeless. Recent studies have shown that countries with equally distrib-

uted environmental and social factors concerning sanitation, air quality,

food and water safety, housing conditions, nutrition, and exercise have signif-

icantly narrowed the socioeconomic gap in health disparities.72–74 Coun-

tries in which these contextual conditions have not been equally distributed

would ultimately require redirecting resources, significant government in-

vestment, and collective efficacy (the capacity of neighborhood members to

improve social and structural development according to collective principles

and desires).

One promising model that could influence a guiding social ethic in health

is the concept of ‘‘institutional’’ rational choice. According to the institutional

rational choice model, social and environmental context facilitates and per-

petuates patterns of behavior.75 This model broadens the focus on solely the

individual to include institutions or context, and thus challenges the indi-

vidual rational choice model. Thus, factors such as the sensitivity of health

care providers, the general quality of health care, and the social and physical

environments in which homeless people live are included in the model as

influencing health and individual behavior. The model ultimately encom-

passes many of the complex institutional, environmental, and social struc-

tures that profoundly influence the health of homeless persons.

The persistent and widening gap in health disparities between the home-

less and higher income groups is largely the result of society’s acceptance of

approaches that focus exclusively on altering individual behavior as a means

of improving health. The institutional rational choice model reveals how

social justice demands recognition of how economic structures, cultural

norms, and health institutions shape decision-making processes to undermine

the prospects for self-determination and equality for homeless and poor

people. In this sense, the model can take a leading role in setting priorities

for social, economic, and health policy to better promote health among

society’s most vulnerable members, as well as helping to motivate a more

clearly defined social ethic in health care.

Conclusion

Consideration of the health of homeless persons globally should not be limited

to addressing their physical health, mental health, and substance abuse prob-

lems. It should also address attitudes toward and treatment of the poor
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worldwide, as well as welfare and housing policies. Globally, we have become

ever more intimately interdependent on each other and on the consequences of

our collective actions. Social justice for homeless people must reflect the

collective efforts of local and global political leadership and cross-class al-

liances. This collective effort requires a thoroughgoing mobilization and

participation of the population in a social ethic that focuses on the institu-

tional, social, and physical elements that profoundly influence the health of

homeless people in our societies.
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FORCED MIGRANTS: REFUGEES AND

INTERNALLY DISPLACED PERSONS

Michael Toole

Introduction

One of the most stark examples of the relationship among social injustice,

inequality, and poor health outcomes occurs among populations that are forc-

ibly displaced. The major forced population movements in the past 50 years

have been a result of (a) systematic persecution of certain population groups,

such as religious or ethnic minorities; (b) widespread human rights abuses,

such as torture, imprisonment, deprival of legal rights, and inadequate access

to food, health care, education, and other social services; and (c) exposure to

systematic violence intended to terrorize communities. Most of these situa-

tions have evolved in the context of economic uncertainty, political transition,

and the emergence of predatory social formations.

During the ColdWar period, civil war, persecution, and forced displacement

of civilian populations were often masked by the ideological nature of the

parties involved in armed conflict. In the 1970s and early 1980s, millions of

refugees fled civil wars, which were mainly between pro- and anti-Communist

forces in Central America (Guatemala, El Salvador, and Nicaragua), Asia

(Indochina andAfghanistan), andAfrica (including Ethiopia andAngola). Even

during this period, however, movements that were apparently politically mo-

tivated sometimes disguised the underlying oppression of minorities by power
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elites. As examples, the right-wing Guatemalan government directed military

action against indigenous Mayan communities, the new communist Pathet

Lao government harassed members of the Hmong ethnic minority group in

Laos, and the socialist Ethiopian government (dominated by the Amhara ethnic

group) actively oppressed other ethnic groups (such as the Tigrayans). In each

case, many refugees from the oppressed ethnic minorities fled into neighboring

countries.

After the Cold War ended, most of the factions in armed conflicts ceased

to masquerade as ideologically motivated, and civilian populations were

increasingly targeted by violence—simply on the basis of their belonging to

ethnic or religious minority groups. Many of these conflicts arose during a

period of economic uncertainty and political transition; for example, as the

former Yugoslavia abandoned communism, a small nationalist elite emerged,

which violently resisted independence movements in the various republics

and embarked on a massive campaign of ‘‘ethnic cleansing.’’

At the end of 2003, there were approximately 12 million refugees world-

wide.1 These people had crossed international borders, fleeing war or per-

secution for reasons of race, religion, nationality, or membership in particular

social and political groups. Refugees are clearly defined by international

legal conventions and, therefore, entitled to protection and assistance by the

United Nations High Commissioner for Refugees (UNHCR).

The sources of most of the world’s refugees continue to be countries in

Asia, Africa, and the Middle East (fig. 11-1). However, at the end of 2003,

three Asian countries—Afghanistan, Myanmar (Burma), and Vietnam—

were the source of more than 3.5 million refugees. While the global total of
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Figure 11-1 Source of the world’s 12 largest refugee populations in 2002 (in thou-

sands). (From U.S. Committee for Refugees and Immigrants, 2002.)
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refugees declined in the early 1990s, there was a further increase between

1998 and 2001, with major refugee crises in Kosovo, East Timor, and West

Africa, followed by another decline.

In addition, there were, at the end of 2003, about 24 million persons who

had fled their homes for the same reasons as refugees, but who had remained

inside their own countries and did not legally qualify for refugee status.1 These

internally displaced persons have been in especially precarious situations

because they often have been beyond the reach of international agencies,

which rely on the cooperation of national governments to deliver relief aid.

Effects of Social Injustice on the Health of Refugees

The social injustice experienced by civilians who eventually become refu-

gees, internally displaced persons, or the victims of a siege, such as the in-

habitants of Sarajevo, has often had a direct impact on their health status.

The story of Kosovo is revealing. Starting in 1989, when Serbian nationalism

was being inflamed by the ruling elite in Belgrade, Kosovar Albanians suffered

a gradually escalating gradient of discrimination. Ethnic Albanians found it

difficult to obtain land titles, could not access professional employment, and

could not enter universities. By 1998, Serbian police imposed severe restrictions

on the physical movement of Albanians and frequently intimidated and ha-

rassed them.2 These restrictions extended to access by Albanians to health care.

The actual process of traveling to a hospital was restricted by random deten-

tion at checkpoints and lengthy identification checks. The general climate of

fear meant that travel to a hospital after dark was impossible. Albanians were

arbitrarily charged for their treatment, whereas Serbs did not have to pay. By

early 1999, heavily armed police patrolled the main hospital in Pristina, snipers

operating from the roof terrorized patients, Albanians who had been injured by

violence were increasingly denied treatment, and all Albanian employees of the

hospital had been fired.2

This spiral of human rights abuses culminated in massacres of Albanian ci-

vilians in their villages, which led to NATO intervention in March 1999. By the

end of May, about 1.4 million Kosovars had been uprooted, including 442,000 in

Albania, 250,000 in Macedonia, and more than 600,000 in Kosovo; and more

than 67,000 had been displaced into Montenegro.3 Following the success of the

NATO campaign in June, most Kosovars returned to their homes; however, in a

tragic irony, this repatriation led to the forced displacement of nearly 250,000

non-Albanian minorities from Kosovo, including Serbs and Roma.

The international community’s assistance to Kosovar refugees was gener-

ous and effective in preventing disease outbreaks and excess mortality.4 How-

ever, the impact of the forced migration on mental health was significant.
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A large study by the U.S. Centers for Disease Control and Prevention in late

1999 found that 17 percent of adult Kosovar Albanians had a psychiatric

disorder and, not surprisingly, 90 percent expressed strong feelings of hatred

toward Serbs—and half of these Kosovar Albanians reported strong feelings

of revenge.5

Impact of Violence

In other situations that have led to mass population displacement, the extent

to which basic human rights have been denied has varied and included the

worst possible types of violation. The systematic discrimination experienced

by Kosovar Albanians was also experienced by Muslims in Bosnia, Serbs in

Croatia, and Muslims in Chechnya—leading in all three cases to open armed

conflict, many civilian casualties (between 25,000 and 60,000 in Bosnia),

and millions of refugees and internally displaced persons.

The most dramatic manifestation of this gradient of terror has been genocide.

Indisputably, genocide has occurred at least twice since World War II: first in

Cambodia from 1975 to 1979 when a fanatical elite (the Khmer Rouge) de-

clared war on its educated urban population, and then in Rwanda in 1994, when

Hutu extremist leaders exploited long-standing ethnic animosity to slaughter

approximately 1 million ethnic Tutsis. A more recent conflict in Sudan has also

led to charges of genocide. Since late 2003, systematic human rights abuses

have been perpetrated by the janjaweed militia against the Zaghawa, Masaalit,

and Fur peoples in the Darfur region. The Sudan government has been accused

of supporting the militia. By the end of 2004, more than 30,000 civilians had

been killed, 1.5 million had been internally displaced, and 200,000 were living

in refugee camps in neighboring Chad.

Organized violence has a major, direct public health impact when it results

in such high numbers of civilian casualties. Since World War II, approxi-

mately 190 armed conflicts have occurred, affecting 92 countries.6 Most oc-

curred in Asia, Africa, and Latin America; however, since 1990, four European

conflicts—in Chechnya, Azerbaijan, Georgia, and the former Yugoslavia—

have caused more than 250,000 deaths. Some wars are still fought primarily

between competing armies, such as the Iran-Iraq conflict (1980 to 1988), but

most now take place within states. Civilian populations have increasingly been

the intentional targets of military actions, as can be seen in the shelling of urban

centers during the conflicts in Bosnia and Herzegovina, Chechnya, Angola,

Lebanon, and Somalia. In addition, modern weapons such as napalm, cluster

bombs, and land mines do not discriminate between combatants and innocent

civilians. In Mozambique, the antigovernment forces killed approximately

100,000 civilians in 1986 and 1987 and between 5 million and 6 million people

were either internally displaced or fled to neighboring countries.7
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In addition to deaths and injuries caused by trauma, a further direct effect

of armed conflict has been sexual violence. Rape is increasingly recognized as

a feature of internal wars. In some conflicts, rape has been used systematically

as an attempt to undermine opposing groups; as examples, in the conflicts in

Rwanda and in the former Yugoslavia, women were systematically abused.

The conflict in the former Yugoslavia, where there are an estimated 10,000 to

60,000 rape survivors,8 has firmly placed the issue of systematic use of rape

on the international agenda. The more extensive development of women’s

organizations helped to ensure that these events were made more visible and

that support for survivors was mobilized. However, some forms of sexual

abuse, such as male rape, have been poorly recognized, if at all.

In addition to long-lasting mental health disorders, rapes have resulted in

the transmission of HIV. Wars and political conflict present high-risk situ-

ations for the transmission of sexually transmitted infections (STIs), includ-

ing HIV infection.9 There are various ways in which war predisposes to STI

transmission, such as:

� Widespread population movement
� Increased crowding
� Separation of women from partners who otherwise provide a degree of

protection
� Abuses and sexual demands by military personnel and others in posi-

tions of power
� Weakened social structures, thereby reducing inhibitions on aggressive

behavior and violence against women.

Aside from these additional exposures, access to barrier contraceptives, to

treatment for STIs, to the prerequisites for maintaining personal hygiene, and

to health promotion advice are all compromised in conflict situations.

Immeasurable psychological trauma has been caused by widespread hu-

man rights abuses, including detention, torture, and forced displacement. The

extent of mental health ‘‘trauma’’ experienced during and in the aftermath of

war and conflict is controversial, with some analysts identifying significant

proportions of affected populations suffering from posttraumatic stress dis-

order and others arguing that this term and the response to it medicalize an

essentially social phenomenon.10

Indirect Effects on Health

Refugees and internally displaced persons have often been exposed to long

periods of deprivation and denial of access to food and basic services. This

deprivation has in many cases been linked directly to membership in a
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specific ethnic, religious, or social group, such as southern Sudanese Chris-

tians, Bosnian Muslims, Kosovo Albanians, residents of Tigray province in

Ethiopia, and East Timorese supporting independence.

Political disturbances, as they evolve in a country, generally have a sig-

nificant effect on national and local economies. In some cases, such as in

Indonesia in 1998, an economic crisis may initiate political turmoil where

there have been underlying tensions among political factions, ethnic or reli-

gious groups, or disadvantaged geographic areas. In Indonesia, ethnic tensions

led to open violent conflict in a number of provinces. In such situations, es-

pecially in low-income countries, one of the first health effects is undernu-

trition in vulnerable groups, which is caused by food scarcity. According to

the Food and Agriculture Organization (FAO) of the United Nations, all ex-

cept 2 of the 15 countries with the highest rate of undernourishment in the

world have recently experienced armed conflict (table 11-1).11

Local farmers may not plant crops as extensively as usual, or they may

decrease the diversity of their crops due to the uncertainty created by the

economic and/or political situation. The cost of seeds and fertilizer may in-

crease and government agricultural extension services may be disrupted,

resulting in lower yields. Distribution and marketing systems may be ad-

versely affected. Devaluation of the local currency may drive down the price

paid for agricultural produce, and the collapse of the local food processing

industry may further diminish demand for agricultural products.

If full-scale armed conflict occurs, the fighting may damage irrigation

systems, crops might be intentionally destroyed or looted by armed soldiers,

distribution systems may completely collapse, and there may be widespread

theft and looting of food stores. In countries that do not normally produce

agricultural surpluses or that have large pastoral or nomadic communities,

TABLE 11-1 Countries With Prevalence

(Rates) of Undernourishment (Defined by FAO

as Inadequate Dietary Energy Intake) Greater

Than 40% of Their Populations, 1999–2001

Afghanistan Haiti
Angola Liberia
Burundi Mozambique
Central African Republic Rwanda
Democratic Republic
of Congo

Sierra Leone
Somalia

Eritrea Tanzania*
Ethiopia Zambia*

*Not recently affected by armed conflict.
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especially in sub-Saharan Africa, the impact of food deficits on the nutritional

status of civilians may be severe. If adverse climatic factors intervene, as often

happened during the 1980s and 1990s in drought-prone countries, such as

Sudan, Somalia, Mozambique, and Ethiopia, the outcomemay be catastrophic

famine. A study by the International Food Policy Research Institute compared

actual mean food production per capita with ‘‘peace-adjusted’’ values for

14 countries. The study found that in 13 countries, food production was

lower in war years, with declines ranging from 3.4 percent in Kenya to over

44 percent in Angola, with a mean reduction of 12.3 percent.12

When food aid programs are established, there may be inequitable dis-

tribution due to political and gender factors, food stores may be damaged or

destroyed, food may be stolen or diverted to military forces, and the dis-

tribution of food aid may be obstructed.13 The resulting food shortages may

cause prolonged hunger and eventually drive families from their homes in

search of relief. There have been many examples of food aid diversion, in-

cluding in Mozambique and Ethiopia in the 1980s and southern Sudan and

the former Yugoslavia in the 1990s. In the Central African Republic (CAR),

40 to 50 percent of the cattle owned by members of the pastoralist federation

had been killed during the fighting between progovernment and antigov-

ernment forces from October 2002 to March 2003, which mostly took place

in the cattle-rearing north. Many herdsmen had already gone to Cameroon,

Chad, and Sudan. Should this continue, it could transform the CAR—once

an exporter of meat, with 3.2 million cattle in 2001—into a meat importer.

Since the 1970s, numerous studies have documented the public health

impact of population displacement. Among refugees, mortality rates have

varied widely from relatively low rates among Kosovar and East Timorese

refugees to rates that are 25 times baseline mortality in the country of origin.

The highest death rate recorded among refugees has been among those

Rwandans who fled to eastern Zaire in 1994.14

For refugees in developing countries, the major causes of death have con-

sistently been measles, diarrhea (including outbreaks of cholera and dysen-

tery), malaria, acute respiratory infections, and meningitis, reflecting the

crowding, poor water, and sanitation in many refugee camps.15 Severe mal-

nutrition has characterized a number of refugee populations, exacerbating

the high mortality due to infectious diseases. In eastern Europe, the most

important public health impact has been death and injury caused by the

violence associated with armed conflict. In addition, armed conflict has often

included the intentional destruction of medical facilities and the concentra-

tion of medical resources to treat military personnel, both of which, in turn,

have led to deterioration in other medical services, such as management of

chronic diseases, elective surgery, and provision of obstetrical and neonatal

services (fig. 11-2).
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Roots and Underlying Issues

The definition of refugees, described in the Convention and Protocol Re-

lating to the Status of Refugees (1951)16 as people who have crossed inter-

national borders ‘‘fleeing war or persecution for reasons of race, religion,

nationality, or membership in particular social and political groups,’’ implies

that they have experienced systematic injustice. However, this definition

was developed immediately after World War II in response to the massive

movements of refugees within Europe. It suggests a political context in

which one government is the oppressor and asylum is being sought under the

protection of another government. The situation today is far more complex

than the people who drafted the Convention could have envisaged.

Article 25 of the Universal Declaration of Human Rights, proclaimed by

the United Nations General Assembly in 1948, states that ‘‘everyone has the

right to a standard of living adequate for the health and well-being of himself

and of his family, including food, clothing, housing and medical care. . . .’’ In
times of war, this declaration and other declarations, laws, covenants, and

treaties that constitute the body of human rights law are complemented by

international humanitarian law. The latter is ‘‘a set of rules aimed at limiting

violence and protecting the fundamental rights of the individual in times of

armed conflict.’’17 (See chapters 1 and 27.)

These legal instruments relate to the obligations of nation-states and their

governments. However, recent studies have suggested that many millions of

people live in situations where ‘‘traditional distinctions between people, army,
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Figure 11-2 The 10 countries with the highest childmortality rates in theworld. Seven

of themhave experienced recent conflict. (Based on data in BlackRE,Morris SS, Bryce

J. Where and why are 10 million children dying every year? Lancet 2003;361:2226–34.)
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and government have been blurred, and new ways of projecting power have

emerged.’’18 Many people can no longer rely on their governments, or even

organized resistance groups (once called liberation movements), to protect their

basic human rights. They live in areas governed by a variety of warlords,

international criminals, and opportunists who have developed and have sus-

tained ‘‘shadow’’ economies that link diamond dealers in the conflict zones of

Sierra Leone with members of the RussianMafia; jade mine owners in northern

Burma with army generals and international drug traffickers; leaders of ethnic

separatist movements in the Balkanswith leaders of prostitution rings inwestern

Europe; and warlords in the Democratic Republic of Congo (DRC) with in-

ternational money launderers and diamond smugglers. These parallel econo-

mies within an increasingly unregulated global economic system have created

new elites of wealth and power who live outside the boundaries of international

law and the governments of sovereign states. They remain wealthy and pow-

erful by exploiting the poor and powerless, often sustaining their influence by

taking advantage of the fears generated by perceived differences among various

ethnic and religious groups. The Serbian power elite in Belgrade exploited these

fears in the early 1990s, provoking widespread ethnic violence, while enriching

themselves by controlling illegal sanctions-busting trade operations. Likewise,

Somali warlords exploited traditional differences among familial clans, even-

tually eroding the authority of the central government and leading to the total

collapse of governance. These alternative economies have thrived, in part,

because the liberalized international economic system has increasingly mar-

ginalized the least developed countries of Africa.

In this lawless environment, social inequalities greatly increase. Not only

are people subject to discrimination and terror, but they also have minimal

access to basic social services. The DRC is an extreme example of this sit-

uation. This country is ‘‘ground zero’’ of what has been called an ‘‘African

world war.’’18 Nearly 20 armed groups—Congolese and foreign—are vying

for political advantage or economic gain. Attempts to curb the war, through

peace accords signed in Zambia, have been desperately inadequate, as has

the small United Nations force meant to keep the ‘‘peace.’’ The intractable

war comes on the heels of decades of misrule and misappropriation of

the country’s vast natural wealth. Congo’s infrastructure and health system

are in ruins. Of the 300 health districts in the country, 79 are more than

62 miles (100 km) from their referral hospitals. The lack of government

funds and foreign aid means that 100 districts are left without any external

funding. Human resources fare no better: The country’s 50million people have

only 2000 Congolese physicians to serve them. Life expectancy is 45 years.

One in four children dies before age 5. Large parts of the country are inac-

cessible to humanitarian assistance. A mortality survey conducted in 2004

was the largest (involving 19,500 households) and the fourth such survey
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conducted in the country since 2001. The first three surveys found that an

estimated 3.3 million people had died as a result of the armed conflict in DRC,

which commenced in 1998. The fourth survey, conducted in 2004, found that

the national crude mortality rate of 2 deaths per 1,000 per month was 67

percent higher than before the war and that 3.8 million people had died.19

The custodian of international humanitarian law is the International Com-

mittee of the Red Cross (ICRC). For many decades after the end of World

War II, the ICRCwas able to negotiate adherence to the Geneva Conventions by

the parties involved in internal conflicts. However, since 1990, ICRC and other

neutral humanitarian nongovernmental organizations (NGOs) have had in-

creasing difficulty in ensuring the protection of civilians affected by civil wars.

Its own staff has often been the targets of violence, despite the sanctity of the

Red Cross symbol. The chief delegate of the ICRC in the former Yugoslavia

was killed in a vehicle clearly marked with the symbol. A number of delegates

were killed in Chechnya, Sudan, and central Africa. In one of the most flagrant

acts, the ICRC Iraq headquarters inBaghdadwas bombed in 2003. In addition to

these incidents, humanitarian agencies have increasingly been forced to com-

promise their neutrality by negotiating with warlords to ensure safe passage and

even paying to have armed guards to protect their staff members, as was the

norm in Somalia in 1992 and 1993. This practice has often bestowed legitimacy

on armed groups that are littlemore than criminal gangs, contributing, in turn, to

the intimidation by these groups of local communities.

Poor Health as a Risk Factor for Conflict

Recent studies have indicated that poor national health indicatorsmay increase

the risk of conflict within a country. PopulationAction International conducted

a study of the relationship between civil conflict in the 1970s, 1980s, and 1990s

with demographic and social indicators, using data from 180 countries. The

study found that countries in the early stage of the demographic transition

(high birth and high child-mortality rates) were at higher risk of armed conflict.

The study found that a decline in the annual birth rate of 5 per 1000 corre-

sponded with a 5 percent reduction in risk of civil conflict during the following

decade (table 11-2).20

International Responses

The vulnerability of populations subjected to these extreme conditions of

injustice has often been compounded by the inconsistency of the international

community’s response to their plight. Inequity has characterized the global

response to their needs. Although the impact of these conflicts on populations

has varied greatly, the response by the international community—itself a
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relatively new concept since 1990—has generally not been based solely on

humanitarian needs. The scale of the response has often been determined by

(a) media interest, such as theNew York Times coverage between July 5 and 12,

1992, of the Somalia famine (five stories in eight days); (b) geopolitical con-

cerns, such as in Kuwait, Iraq, Kosovo, and Afghanistan; (c) the domestic

agendas of donor nations, such as President George H. W. Bush’s support for

United Nations intervention in Somalia during the next to the last month of his

presidency in December 1992; and (d) the strength of international advocacy

groups, such as those in Australia that provided extensive public support for

intervention in East Timor. In 1999, President Bill Clinton exhorted the world

community to take action in Kosovo (‘‘a moral imperative’’), citing Serb atroc-

ities against Kosovar Albanians. No such moral imperative, however, has been

cited to mobilize support for similarly oppressed populations in Africa.

A dramatic shift in geopolitical priorities has occurred as a result of the

terrorist attacks in theUnited States in 2001.Amongwealthy nations at present,

the pressing concerns of ensuring national security overshadow the humani-

tarian motives that had their brief airing in the 1990s. Afghanistan is but one

example of the blurring of humanitarian andmilitary objectives. Humanitarian

action depends on (a) concern for humanity, (b) impartiality of assistance, (c)

the independence of the organization delivering aid, and (d) neutrality in the

relevant conflict. These principles are only adhered to if there is unhindered

access to people in danger, independent evaluation of their needs, independent

and impartial distribution of aid according to the level of need, and indepen-

dent impact monitoring. NGOs are concerned that humanitarian action has

been severely compromised in recent humanitarian programs taking place

in military environments, such as in Kosovo, Afghanistan, East Timor,

and Iraq, where military objectives have subsumed humanitarian goals. In

addition, grave humanitarian needs of large populations in Liberia, Sierra

TABLE 11-2 Relationship Between Infant Mortality, Birth Rate,

and Civil Conflict

Birth Rate 1985–1990
(births per 1,000)

Average Infant
Mortality Rate,
1985–1990
(infant deaths

per 1,000 live births)

Risk of Outbreak
of Civil Conflict,
1990–2000 (%)

�45 125 53
35–44 78 34
25–34 42 24
15–24 20 16
<15 10 5

From FAO. The state of food insecurity in the world 2003. Rome: FAO, 2004.
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Leone, Angola, and the DRC have largely been ignored by major donor gov-

ernments.

What Needs to Be Done

Social injustice and inequality are most pronounced in those politically un-

stable and impoverished countries where armed conflict has occurred and

where the line between political struggle and organized crime is blurred. These

conditions are not confined to those countries where civil wars are widely

recognized, such as in Africa (including the long civil war in the DRC, in-

volving troops from seven African countries), central Asia, the Middle East,

and eastern Europe. They also exist in Colombia, where right-wing and left-

wing guerrilla movements spread terror; in Burma, where government officials

and liberation groups sponsor ruthless drug-trafficking armies and suppress the

democracy movement; and in Algeria, where Islamic extremists terrorize local

communities.

During the 1990s, these situations were referred to as ‘‘complex political

emergencies’’ and the response was often to mount complex humanitarian oper-

ations that focused on the delivery of food and medicines, while neglecting the

underlying causes of conflict. This approachwas evident inBosnia between 1993

and 1995, when United Nations ‘‘peacekeepers’’ averted their eyes to the most

widespread abuses of human rights in Europe since World War II. The focus on

short-term humanitarian responses has shifted recently to a broader discourse on

the relationship among economic and social development, national and interna-

tional security (and the prevention of terrorism), and humanitarian emergencies.

Professor Mark Duffield, Director of Conflict, Development, and Security

Studies at Lancaster University in the United Kingdom, has stated that un-

derdevelopment and the resultant exclusion and destabilization of developing

countries are threats to global security.21 He calls for a coalition of politi-

cians, United Nations agencies, NGOs, military establishments, and private

companies to promote a potentially ‘‘pro-poor system of global liberal gov-

ernance’’ (p. 10).21 The goals of these global players can be complementary if

one accepts that:

1. Poverty reduction can only be achieved through a commitment to eq-

uity and substantial investment in access to basic health and education.

2. Poverty alleviation, goodhealth, and education promote economic growth,

political stability, and national security.

3. Improvements in the quality of life of the poor will prevent the emer-

gence of extremist movements and reduce international terrorism and the

need for counterterrorist military interventions.
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The appropriate response to the continued threat of complex emergencies

that generate refugees and internally displaced persons is firm commitment

to a combination of prevention and preparedness planning. Poorer countries

need greatly increased international assistance to reduce poverty and im-

prove health services and education. Population Action International, an in-

dependent policy advocacy group based in Washington, D.C., published a

report in 2003 that said20:

Progress through the demographic transition helps reduce the risk of civil conflict,

and thus contributes to a more peaceful and secure world. Over the past 40 years this

progress has been impressive, albeit uneven, in all of the world’s regions.

Movement in this direction, however, is uneven and in peril. Continuing declines in

birthrates and increases in life expectancy in the poorest and worst-governed

countries will require much more international collaboration and assistance than are

evident today, and greater efforts to improve the lives of women and increase their

participation in government and throughout society. (p. 20)

Armed conflicts rarely occur in economically prosperous countries; thus,

equitable economic development is an important preventive measure against

complex emergencies. And so is the promotion of the commitment made at

the United Nations Millennium Summit in 2000 by all United Nations mem-

ber nations to eight key development goals, three of which relate directly to

public health. (See table 21-7 on p. 394 and chapter 28.)

During the past few decades, wealthy countries have become less committed

to supporting the development of poorer countries. For example, in 1961, the

per-capita income in donor countries was about US$13,300; by 2000, it was

about US$30,000. However, between 1961 and 2000, the per-capita amount

allocated by wealthy countries to development assistance remained un-

changed.21 In many donor countries, the proportion of gross domestic product

(GDP) spent on development assistance has been steadily declining. Only

Denmark, Norway, Netherlands, and Sweden currently exceed the United

Nations development assistance target of 0.7 percent ofGDP; theUnited States

spends only 0.1 percent of its GDP on development assistance. (See fig. 21-1

on p. 384.) The generous pledges made at the Millennium Summit may be

an indication of a reversal in that downward trend.

At the same time, a more concerted effort—based on humanitarian need,

rather than on political expediency—is needed to ensure a consistent interna-

tional response to evolving conflict-related emergencies. More work is needed

to resolve conflicts using diplomatic initiatives, backed up, when necessary, by

proportionate use of force—a contentious and highly emotional issue. There is

still no consensus on what should bring about a forceful international response

to mass human rights abuses. The whims of public opinion cut two ways: The

same public that demands intervention to prevent widespread human rights
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abuses is as likely to demand withdrawal if the intervention goes sour (as in

Somalia) or leads to excessive ‘‘collateral damage’’ (as in Kosovo).3

Conclusion

In 2004, more than 37 million people globally were displaced from their

homes by the threat of persecution and violence. Many have experienced

years of systematic injustice that has limited their freedom of movement and

employment and has restricted their access to food, health care, education,

and other human needs. Many of these people can no longer rely on their

governments to protect their human rights or to provide basic social services.

In many cases, they are being exploited by quasi-criminal groups that mas-

querade as legitimate political movements. These warlords wield increasing

power and influence, and amass significant wealth through the exploitation of

populations under their control. Many of them collude with government au-

thorities and transnational entities to sustain a parallel economy that thrives in

the unregulated environment of a globalized economy. It is the poor and

powerless who are eventually faced with no option other than to flee their

home—and sometimes their country—to survive. The toll on the health of

displaced populations is severe.

The plight of these people can be addressed only if the international commu-

nity is serious about addressing the root causes of poverty, poor governance,

exploitation, and the terrible inequity between the rich and poor countries of the

world. The Millennium Summit development goals provide a useful unifying

target that requires a multifaceted approach to achieve. Liberal politicians,

military leaders concerned with increasing global insecurity, United Nations

organizations, NGOs concerned with equity and justice, and private corpora-

tions that depend on political stability and global prosperity all have much to

gain from a coordinated campaign to resolve conflicts and alleviate poverty and

powerlessness. Such a campaign would yield vast gains to the public’s health.
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MEDICAL CARE

H. Jack Geiger

Introduction

In the United States, medical care—that is, access to personal medical services,

both preventive and curative—is ironically a grave area of social injustice. Deep

dysfunctions in the organization, financing, and distribution of medical care

have profound consequences for individuals in avoidable suffering and pre-

ventable death, cumulatively damaging the health status and life prospects of

whole populations and incurring staggering costs to the larger society.

These costs and damages in our country are not the inevitable result of

fundamental economic laws or the nature of health care itself, as the much

better experience of all other modern industrialized democracies attests.

They are instead the consequence of a deliberate ideological and political

choice: to treat medical care as a market commodity, to be rationed by abil-

ity to pay—rather than as (a) a social good to be distributed in response to

medical need, (b) a responsibility of government, and (c) a fundamental right

embodied in a social contract. As a consequence, the opportunities to maintain

a healthy and longer life and to fulfill one’s human potential are skewed in

the United States by income, education, primary language, race, ethnicity,

and area of residence. This injustice is not the consequence of random chance

in the distribution of disease. It is injustice by design.
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The roots of this injustice lie in American political culture and history. In

the United States, neither government nor the shared beliefs of the public

have ever fully recognized a human right to health care, as they have done—

albeit in a slow political evolution—for other social goods, such as educa-

tion. While the health status of the U.S. population is now clearly seen as a

matter of essential national interest, massive inequalities in the health status

of variously disadvantaged or marginalized population groups—by race, eth-

nicity, social class, and gender—are officially viewed, at best, as problems

requiring intervention but not as issues of social justice. Indeed, they have

been often viewed as the fault of those populations themselves, on grounds

of alleged biological inferiority or deliberate lifestyle choices.

While nominal ‘‘fairness’’ is seen as an important criterion for many policy

choices, health care in the United States is not widely considered a part of what

John Rawls has defined as ‘‘primary social goods’’ (p. 43): rights and liberties,

powers and opportunity, income and wealth, or a social basis of self-respect.1

Views on health care are thus reflective of the society’s willingness to tolerate

very large inequalities in income, wealth, and economic and political power.

As many recent studies have shown, the more unequal a society is in economic

terms, the more unequal it is likely to be in health terms.2 Yet many ethicists,

following Rawls, have argued that health care is special and that, in this

domain, inequity is injustice—because poor health care and poor health so

profoundly limit opportunities, throughout the life cycle, for the full realization

of one’s potential for employment, relationships, and social and political

participation. In this view, justice in health care is good for the public’s health,

and the public’s good health, in turn, broadens opportunities and facilitates a

more just society.3

The Impact of Social Injustice in Medical Care

The consequences of this social injustice for public health are complex. Personal

medical services make only a modest contribution to the health status of any

population—in terms of its morbidity and mortality, life expectancy, or health-

relatedquality of life.Health is notmerely a function of access tomedical care: to a

much greater extent, it is a function of the cumulative experience of social con-

ditions over the course of one’s lifetime.4 The most powerful forces in public

health are its social determinants: income levels; rates of employment; the quality

and affordability of housing; educational opportunity; workplace safety; the qual-

ity of air, water, and food; sanitation; and less tangible, but pervasive, factors such

as racism, class bias, and political inequality.

Medical care, however, makes a difference to both personal and public

health—one that is most clearly revealed when care is absent or denied. For
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example, failures to provide immunization have repeatedly led to outbreaks—

sometimes lethal—of measles, polio, and other contagious diseases among

children of the poor and disadvantaged. Lack of prenatal care is associated

with higher rates of infant and maternal mortality among minorities and the

uninsured. Studies of poor adults removed from programs that fund access to

care, such as Medicaid, have documented the occurrence of uncontrolled

illness—and some preventable deaths—within a year of removal. An analy-

sis by the Institute of Medicine concluded that lack of health insurance an-

nually causes approximately 18,000 unnecessary deaths in nonelderly U.S.

adults and costs the nation from $65 to $130 billion annually in lost pro-

ductivity.5

On a personal level, the consequence of inaccessible care is the enforced and

unjust assumption of risk, as when untreated hypertension leads to a crippling

stroke or a lethal heart attack. Poor and uninsured adults consistently assume

such risks, even though most of them are full-time workers. So do elderly

low-income patients suddenly abandoned when their private-sector, for-profit

Medicare health maintenance organizations (HMOs) cancel their coverage and

withdraw from the health care marketplace because they find it insufficiently

profitable.6 Whole communities may be affected: neighborhoods with high

rates of uninsurance attract few physicians and health care facilities, making

access more difficult for everyone—even those who do have coverage. Con-

sequences ripple through the health care system: Hospitals burdened with the

huge expenses of unreimbursed emergency department visits and inpatient care

by the uninsured shift those costs by increasing their rates for insured patients,

thus driving up the cost of health insurance premiums.

There is now overwhelming evidence, from hundreds of careful peer-

reviewed studies, that minorities and the poor who do gain access to medical

care receive less-comprehensive and lower-quality diagnosis and treatment

compared with others—even when insurance status, severity of disease, and

other potentially confounding variables are comparable.7 These minority and

poor populations thus bear a triple burden: they live, on average, in the most

dangerous biological and physical environments and are exposed to the

worst social determinants of health status; they have the least access to care;

and, when care is provided, it tends to be of poorer quality. These are long-

standing patterns; at no time in the history of the United States has the health

status of African-Americans, Hispanic-Americans, Native Americans, and

a number of Asian-American subgroups equaled or even approximated that

of the white majority. It is largely because of such systemic defects that the

United States, while making the world’s highest per-capita expenditures for

medical care, lags far behind other nations—not just advanced industrial so-

cieties but even much poorer countries, such as Cuba and Costa Rica—in

such classic indicators as infant mortality and life expectancy.
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After prolonged political struggle, and in a time of broader social change,

a significant advance toward the assumption of social responsibility for med-

ical care was made in the 1960s with the passage of Medicare to insure the

elderly and Medicaid to insure at least some of those with low incomes.

However, a fundamental ambivalence in U.S. policy remained. Medical

care continued to be treated as a consumer good, subject to the rules of the

marketplace and alleged competition, even as these programs represented a

partial recognition of the principle that justice is embodied in a shared social

responsibility. The strength of that recognition has fluctuated over subse-

quent decades. With no effective control over total health care costs, in-

cluding health insurance and prescription drug costs, in a mainstream system

that depended on employer provision of health insurance as a workplace

benefit, more employers—and more patients—were priced out of the market.

Pressures mounted for incremental increases in publicly funded cover-

age, especially for children, further increasing total health expenditures. By

the first decade of the twenty-first century, the medical care system in the

United States—the world’s only advanced industrial democracy without

universal health insurance—was accelerating its long drift into crisis.

The Health Care Crisis and Social Justice

The crisis has three dimensions: access, cost, and quality. Each has impli-

cations for social justice.

Access

In a system in which citizens have no legal right to health care (beyond

emergency treatment) and no guarantee of access to adequate care unless

they have the means to pay for it, some 44 million Americans in 2003 lacked

private or public health insurance of any kind. That number has been in-

creasing at a rate of 2 million a year. It includes at least 20 million workers

(about 80 percent of uninsured adults) and 8.5 million children.8 The dis-

tribution of the uninsured follows the race- and ethnicity-specific discrimi-

natory patterns that characterize social injustice in the larger society: Among

all working adults, 11 percent of whites, 18 percent of African-Americans,

and 35 percent of Hispanics are uninsured.9 (Surveys that count persons who

have lacked insurance for just part of the past year find startlingly higher

percentages among these same disadvantaged groups.)

The consequences of the lack of health insurance for access are profound.

They are best revealed by a comparison of the uninsured with those who

have coverage. A study by the Robert Wood Johnson Foundation found that
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approximately 20 percent of uninsured adults went without urgently needed

medical care in the past year, compared with about 5 percent of insured adults.

More than half of uninsured adults (56 percent) said they did not have a

personal physician or usual source of care compared with 16 percent of the

insured. Among uninsured women in at-risk age groups, 46 percent did not

receive a mammogram compared with 20 percent of insured women; among

uninsured men of appropriate age, 70 percent did not receive a prostate cancer

screening test compared with 47 percent of insured men. About 20 percent of

uninsured adults rated their own health as only ‘‘fair’’ or ‘‘poor’’—prognoses

associated with earlier mortality—compared with only about 10 percent of

insured adults.9 Thus, lack of insurance—primarily a function of inability to

pay for it despite full-time employment—translates directly into inequitable

risk and both poorer health and the diminished opportunities that accompany it.

These data do not include the millions more who are underinsured, either

because of the unaffordable cost of truly adequate coverage or because of

insurance policies that limit coverage to those with preexisting disease.10 And

even among those who do have insurance, an estimated 36 million persons

(including those eligible for Medicare or Medicaid) are unable to access care

because there are too few providers in their communities—or none who will

accept public-insurance reimbursement.11

These poeple—an estimated 12 percent of the population—are medically

underserved.12 Thus, the health care system arbitrarily but selectively in-

creases inequality in ways that have little to do with individual merit, and

(with the exception of the original passage of Medicare) reflects an aban-

donment of the concept of shared social responsibility—a general obligation

to protect the individual against disease, disability, and premature death.3

Lack of insurance does not, of course, mean absence of illness, fromminor to

disabling and life threatening. Some care is delivered to uninsured patients in

emergency department visits and in unavoidable, but uncompensated, hospi-

talizations. The Kaiser Family Foundation’s Commission on Medicaid and the

Uninsured estimated that the medical costs for all uninsured persons in the

United States would reach $125 billion in 2004, adding to the second dimension

of crisis: cost.12

Cost

In 2003, the most recent year for which complete data are now available,

health care spending in the United States totaled $1.7 trillion—more than

15 percent of the total U.S. economy. This amount represented an average

expenditure of $5,440 per person—the highest level in the world. Health

care spending is projected to grow to 17.7 percent of the economy by 2012 if

the system does not change. The premiums that employers paid to provide
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health insurance coverage to their employees jumped 50 percent from 1996 to

1999, doubled from 1999 to 2002, and are rising by 12 to 16 percent in 2004.

In response, many employers reduced benefits, increased deductibles and co-

payments, and required their workers to pay a steeply rising share of the

premiums; some employees could not afford to pay those costs and joined the

ranks of the uninsured, or dropped coverage for other family members. Other

employers cut off insurance benefits for retirees or no longer offered health

insurance benefits at all. And the coverage that did continue was almost

always incomplete. For individuals, out-of-pocket costs not covered by in-

surance rose $12 billion in 2003 to $212.5 billion. These costs were com-

pounded by fragmentation of care—the consequence of an employer-based

system that relies primarily on thousands of private-sector insurers, mostly

for-profit concerns withwildly varying benefit packages, frequent limitations on

patient choice of physicians and hospitals, and complex regulations. The costs of

administering this system—to employers, insurance companies, hospital ad-

ministrators, and the billing offices of physicians and other providers—is high:

Administrative costs add $1,059, on average, to the cost of health care for every

insured patient in the United States, compared with only $307 in Canada’s

government-run, single-payer system.13

The cost crisis does not occur only at the federal level. Tax cuts and the

slumping national economy produced state fiscal crises in 2003 and 2004, with

total state budget shortfalls for 2004 estimated at $78 billion. About 1.6 million

people, including about 500,000 children, lost coverage under Medicaid,

Supplemental Children’s Health Insurance Programs (SCHIP), and other state-

funded health insurance programs.14 (At their peak, these means-tested pro-

grams had provided coverage for one-third of all the children in the United

States but still had failed to cover all the children of the poor and near-poor.) In

Florida, for example, 63,000 children were placed on ‘‘waiting lists’’ for access

to care after enrollmentwas cut off. InGeorgia, eligibility rules changes removed

almost 20,000 pregnant women from coverage. Mississippi ended coverage for

65,000 low-income patients. Texas ended SCHIP coverage for nearly 160,000

children inworking families. In addition, over the past 2 years, 38 states added or

raised co-payments for these programs, despite evidence that co-payments are a

significant deterrent to the use of essential medical care and prescription drugs

among low-income populations and that there are adverse health consequences

when such treatment is foregone or delayed. In other states, the scope of covered

benefits was reduced and payments to providers were cut dramatically, as were

outreach efforts for enrollment. Long and complicated application forms were

devised, and extensive documentation and frequent recertification for eligibility

was required.Texas,which used all these techniques, added a unique newhole to

its safety net: Health insurance coverage did not begin for 90 days after enroll-

ment, even for newborns. In sum, as state governments struggled to balance their
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budgets, a major stratagem was denial of responsibility for the health care of

the poor.

Quality

Vast expenditures, however, do not ensure quality of care. Repeated studies

over many decades have documented wide variations in the appropriateness

and comprehensiveness of the medical care that patients receive; one gov-

ernment agency has called the gap between what is done and what should be

done a quality chasm.15 A recent study of the quality of care in 12metropolitan

communities across the United States found that patients in all parts of the

country are at risk for receiving poor-quality care, receiving only 50 to 60

percent of recommended treatments for any of 30 acute and chronic conditions,

such as diabetes, asthma, high blood pressure, and heart disease, as well as

reduced preventive care.16 A congressionallymandated national report card on

disparities in care for African-Americans, Hispanics, and other minorities

concluded that the problem of lower-quality, less-comprehensive care for these

populations is pervasive and systemwide, resulting in serious personal and so-

cial costs.17 Despite its international leadership in biomedical research and tech-

nological innovation in health care and repeated claims that its market-based

health care system is the best in the world, the United States, despite massive

health care expenditures, has neither ensured quality of care nor produced

uniform improvements in health status.

Medicare ‘‘Reform’’ and the Triumph of Injustice

In the four decades since the institution of Medicare and Medicaid, incre-

mental expansions of coverage have, at least in principle, given support to the

mechanism of government action to assume responsibility for access to health

care. However, reliance on employment-based health insurance has, in fact,

meant that the proportion of the population covered has waxed and waned

with advances or downturns in the national economy. In 2004, this pattern of

incremental, but varying, improvement was reversed. An assault was laun-

ched on the principle of social cohesion to ensure health care for all. Nothing

better illustrates this tilt toward social injustice than the Medicare changes

enacted by the U.S. Congress and signed into law by President George W.

Bush in 2004.

The new Medicare legislation was characterized by its proponents primarily

as a means to help elderly patients pay for the staggering costs of prescription

medications—a goal that its drug provisions will accomplish only minimally.

(There are gaping holes in its drug coverage and, in any case, its core provi-

sions will not take effect for several years.) However, the legislation’s other,
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less-emphasized, provisions reveal a much broader purpose: the effect, and

clearly the intent, will be to abandon Medicare as a social insurance system in

which risks and costs are shared across the entire population of the elderly—

healthy and ill, rich and poor alike, with free choice of physicians and hos-

pitals, all under a government guarantee to pay for their medical care as an

entitlement—a right. Instead, the new law creates multiple strategies to

(a) fragment this common-risk pool; (b) move most of the elderly into a spu-

riously competitive, private-sector, profit-driven marketplace of choice-limited

managed-care plans; and (c) transform entitlement into a voucher for the pur-

chase of care as a commodity. The driving principle of this new effort is the use

of government funds to subsidize the for-profit and private sector’s efforts to

establish exclusive dominion over the provision of care.18

The first of these stratagems is indeed a subsidy. The government will make

huge preferential payments to private-sector health maintenance organizations

(HMOs) and managed care organizations, enabling them to lower their monthly

premium charges to patients, offer more generous prescription drug coverage,

and ‘‘compete’’ on a tilted playing field with traditional fee-for-service Medi-

care. The field is made still more uneven by provisions allowing these firms to

negotiate with pharmaceutical companies for lower drug prices but specifically

prohibiting traditional Medicare—with its massive bulk purchasing power—

fromdoing the same. (This is a startling deviation by advocates of a freemarket.)

But there is still more. The law allows elderly beneficiaries—if they are wealthy

enough to make this choice—to withdraw from Medicare almost entirely, by

establishing large, tax-free ‘‘health savings accounts’’ or tax shelters, using their

own money to pay for medical expenses rather than paying monthly premiums

forMedicare coverage and remaining in the common-risk pool of all the elderly.

The predictable effect of these provisions is that the healthiest and wealthiest of

the elderly—those with the greatest means and the lowest risk of needing

prolonged and expensive care—will join private-sector plans and effectively

withdraw from Medicare, while the poorest and sickest will remain. The in-

creased medical needs and costs of the poorest and sickest will inevitably drive

up traditional Medicare’s expenses, requiring its premiums to rise sharply,

and escalate Medicare’s drain on general government revenues. (Since the tax-

sheltered ‘‘health savings’’ provisions apply to everyone, not just the elderly, the

selective flight of the healthy and wealthy will similarly also drive up the cost of

employment-based health insurance.) To ensure that these outcomes appear to

be a triumph of the private marketplace and to ensure that the principle of social

insurance is demeaned, the law arbitrarily asserts that when more than 45 per-

cent of traditional Medicare’s costs come from general revenues, Medicare will

be declared to be in crisis—by fiat, rather than fact, an unaffordable failure.

At the first level of analysis, what is striking is the extent to which these

stratagems fly in the face of well-established evidence. Careful studies of
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Medicare managed-care plans (euphemistically named MedicareþChoice)

have shown that they cost more than fee-for-service Medicare, incur higher

out-of-pocket costs for subscribers, frequently deny services (sometimes with

disastrous medical results), and often require limitation or elimination of

patients’ free choice of health care providers. Some plans abandoned their

subscribers entirelywhenprofits turned into losses. For example, between1999

and 2003, Medicare HMOs dropped 2.2 million elderly patients from their

rolls.19 The administrative costs of commercial health insurers and private-

sector, managed-care plans are approximately seven times higher than the

2 percent rate of administrative costs in traditional Medicare. Finally, health

economists have long demonstrated that health care, unlike real commodi-

ties, cannot be efficiently managed by the marketplace.20

To stop at this level of analysis, however, is to miss the real goal of these

efforts, which is to abandon the principle of shared social responsibility—

government action to embody a right—in favor of an intrinsically unjust

allocation of resources, favoring the most affluent and those least in need. In

effect, the new law creates an Orwellian choice: We can all equally be in-

volved in this task of providing health care, or some people can be more equal

than others. That choice becomes clearer if we examine it in relation to another

primary social good, a system that is widely understood to be a government

responsibility designed to serve the whole population: police protection for

the security of individuals and property. Of course, in addition to the police,

there are private guards and security firms already in existence. But sup-

pose the government now began to use public funds to subsidize these private

firms to lower their rates and expand their services. Imagine, further, that

legislation created tax-sheltered ‘‘security savings accounts,’’ so that citizens

with the means could use their own money to hire bodyguards and private

patrols, while reducing their local property taxes by one-third on the grounds

that they no longer depended primarily on the public police system. Inevita-

bly, those with the highest incomes, the most property to protect, and the most

to gain from tax shelters would be those most likely to enter this subsidized

marketplace for commercial security services. Just as inevitably, local gov-

ernments’ revenues from property taxes would fall, forcing them to either

raise taxes on everyone else or close police stations and fire police officers,

making life more dangerous for the middle class and the poor. Either way, the

principle of collective security would be abandoned. That is precisely what is

now threatened by the planned de-socialization and de-universalization of

health insurance. In both cases, what is denied is a general social obligation to

provide systems of protection for individuals and families. In the case of health

care, this involves the willingness of more affluent and healthy people to share

in the cost of care for people who are sicker and less well off—a matter of

distributive justice.
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Root Causes of Paradox and Failure

There is a political paradox in these new plans. Public opinion polls consistently

show that Americans, dissatisfied with incremental expansions, favor universal

health coverage—as do substantial numbers of physicians and other health care

providers.18 The same polls reflect deep public concern about exploding costs

and shrinking and uncertain coverage, access, and quality. Even among Medi-

care beneficiaries seeking help for the unmanageable costs of prescription drugs,

a large majority wish to remain in the traditional fee-for-service program—

rather than to receive such assistance by relying on the marketplace and its

promises of ‘‘competition’’ and ‘‘efficiency,’’ while limiting choices. Yet all

attempts to establish universal coverage and access have failed.

Political analysts attribute this failure to the power of two basic American

cultural beliefs: (a) a persistent mistrust of government and (b) an ideological

commitment to individual autonomy and entrepreneurship. Other factors are

structural, such as the long-term political absence in the United States of a labor

party—a key supporter of universal health coverage in other advanced de-

mocracies. More important than these factors, however, is a federalist political

system designed to resist populist pressures and constrain large-scale changes,

even when they have widespread public support. In this view, the passage of

Medicare itself was an aberrant event, the product of a rare period of control by

one party of the White House and both branches of Congress by lopsided

margins.18 The most important factor of all, however, is the organized power

and money of corporate interests to influence the political process, at both the

state and federal levels, through campaign contributions, lobbying, and ad-

vertising. A recent ‘‘Op-Chart’’ in the New York Times succinctly outlined this

process in the passage of Medicare’s ‘‘reform’’ legislation by simply presenting

a series of numbers. It identified the multi-billion dollar profits expected to

accrue to the drug and insurance industries, the multi-million dollar total of

contributions made by those industries to political parties, the number of in-

dustry lobbyists involved in the effort to shape legislation, the rapid benefits that

will accrue to marketplace entities, and the limited and delayed benefits for

patients.21 Against this power, progressive change is difficult. The uninsured

have no organized constituency or voting block.

What Needs to Be Done

Forty years of incremental remedies have ameliorated, but not fundamentally

changed, the inequities and inefficiencies in the U.S. health care system. And, as

data from state Medicaid programs demonstrate, these ‘‘remedies’’ have been

profoundly regressive. The effort to establish access to health care as a right in
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the United States has been an unsteadymarch—and will likely continue to be so

unless changes occur both within and outside the health care system.

At the root of these difficulties is an unresolved ideological conflict in the

political and social thinking of the American public, a conflict between

(a) those who see government as an instrument of shared social responsibility,

and (b) those who view government action as a threat to individual freedom

and autonomy and argue—in the face of the evidence—that, in health care as

in other areas, the marketplace and entrepreneurship are the most effective

mediators. This conflict, however, is susceptible to resolution on pragmatic

grounds: if the crisis of exploding costs, deteriorating access, and uncertain

quality becomes an implosion, the American public—already in favor of

universal coverage, in principle, but divided as to the best means to achieve

it—may then be ready to embrace fundamental change.

To be effective, fulfillment of that wish will require change outside the health

care arena, most conspicuously in the achievement of real campaign finance re-

form, so that corporate money cannot have its present power to block legislation

or to shape it to its own interests, rather than the public interest. Such reform,

important to many issues in addition to health care, is also essential to the resto-

ration of a public belief in the integrity of the political process, the absence ofwhich

is reflected in nearly half of all registered voters not voting in major elections.

Federalist sentiments and traditions may provide an intermediate step.

Legislatures in Maryland, Maine, and other states are now considering state-

level plans to provide universal coverage to their residents, albeit with amix of

private and public funding and mechanisms. While a patchwork of widely

varying state programs is no substitute for a uniform and efficient national

program, any success at the state level may spur support for federal initiatives.

Effective change will also require new alignments within the health care

sector—most notably, a recognition of the common interests of health care

providers and patients, the twin victims of the present system of corporate and

marketplace control. The two groups share profound concerns about the loss

of autonomy, the uncontrollable costs, the exhausting burdens of adminis-

tration and paperwork, and the difficulties of providing or receiving appro-

priate and high-quality care. The egalitarian and ethical commitments of

health care providers and the self-interest of patients are in alignment. What

may be necessary for both groups is to recognize that the present system is not

merely unsatisfying but rather profoundly unjust.

Conclusion

Social injustice is built into the very fabric of the American health care system.

The United States is the only advanced industrial nation that does not define
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health care as a right of its citizens and a social responsibility of government,

and therefore does not provide universal health care coverage. Instead, access

to health care is treated as a commodity to be purchased by those with the

means to pay, or as a partially subsidized benefit of employment, in a system

that is increasingly dominated by for-profit insurance companies, pharma-

ceutical manufacturers, and corporate medical providers. As a consequence,

44 million people, including members of many working families, lack any

ensured access to health care; millions more are inadequately insured; and the

overall financial costs of the system—the highest per-capita expenditures in

the world—have escalated to the point of crisis. The other costs—unattended

illness, disability, and preventable mortality, limiting the opportunities for

social, political and economic participation—violate fundamental principles

of distributive justice.

These burdens fall most heavily on the poor and racial and ethnic minorities—

the very populations at greatest risk and in greatest need—and contribute sig-

nificantly to the poorer health status of these groups, already impaired by their

exposure to more dangerous physical, biological, and social environments and

other social determinants of health. During the last third of the twentieth century,

one true form of social health insurance—the Medicare program for all the

elderly—was established, and a variety of means-tested programs and safety-net

systems provided some access tomedical care for the poor. In the first years of the

twenty-first century, however, even these programs have come under attack, most

ominously in legislation encouraging the wealthiest and healthiest to withdraw

from systems of shared risk and cost in favor of the tax-sheltered purchase of

private protection.

At the root of these injustices are ideological and political choices: (a) to rely

on the mechanisms of the marketplace—ill suited to such a basic human need

as health care; (b) to invoke a suspicion of government action; and (c) to permit

enormous expenditures by corporate health-sector interests to influence leg-

islation and governmental regulation. The present system, which leaves the

United States far behind other advanced nations in population health status, is

drifting toward financial and social chaos. In contrast, universal health access

through public-sector social insurance must become part of the American

social contract, restoring the primacy of the interests of patients and providers

in a just and equitable system.
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INFECTIOUS DISEASES

Joia S. Mukherjee and Paul E. Farmer

Introduction

Bubonic plague—the ‘‘Black Death’’—is the epitome of a devastating infec-

tious disease epidemic. In 1348, Europe was ravaged by the first attack of

Yersinia pestis. Over the next 300 years, as many as 40 million people per-

ished.1 Plague-stricken communities lacked strategies to deal with the rapidly

spreading disease and resorted to extrememeasures, such as burningmasses of

people alive—amethod considered to be a rational public health strategy at the

time. Other defensive measures included banishing members of society who

followed lifestyles seen as offensive to God, partaking in public processions to

appease angry deities, and simply awaiting a realignment of the planets.

The plague claimed the lives of up to half of many urban populations, but it did

not affect Europe’s entire population equally. Thewealthy could avoid the plague

by physically running away from it: ‘‘by fleeing early, fleeing far, and returning

late.’’2 Indeed, many physicians, being of greater means themselves, moved to

safer, less plague-ridden areas.3 To exercise this option required money, em-

ployment, housing, land ownership, and access to transportation. Only if these

resources were available could one escape the transmission of the plague.

Today, despite many advances in prevention and treatment, infectious dis-

eases continue to plague humanity (fig. 13-1). Tuberculosis (TB) accounts
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for 8 million new cases and 2 million deaths a year; one-third of the world’s

population is infected with the tubercle bacillus. Malaria accounts for 300 to

500 million new cases and 1 million deaths a year. Approximately 40 million

people are infected with HIV—mainly in less developed parts of the world

(fig. 13-2)—and approximately 3 million die of AIDS each year. Millions of

Figure 13-1 The Epidemic Scorecard: The sudden appearance of an epidemic typically

inspires rapt attention, panic, and action. Once the crisis subsides, public attention wanes al-

though the threat of contagion continues, especially among the world’s poor. Compare our

response to severe acute respiratory syndrome (SARS) with the more familiar germs that

plague us daily. Compare it with the dangers of smoking or getting into a car and heading out

on the road. Every life is precious, but when you look at the numbers, SARS just is not as

formidable a threat as we have made it out to be. When the facts are few, it is easy for fear to

fill the vacuum. (From Markel H, Doyle S. The epidemic scorecard. New York Times, April

30, 2003, p. A31.)
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other people suffer from and die of diarrheal, respiratory, hepatic, and other

infectious diseases annually.

Long before the development of the germ theory of disease, it was recognized

that overcrowding, lack of sanitation, and poverty exacerbate the spread of ep-

idemic diseases. For centuries, individuals with agency over the basic aspects of

their lives—such as where to live and work and what to eat and drink—have

experienced a significantly lower risk of contracting infectious diseases than

those who have not enjoyed such choices. Structural risks and lack of agency,

largely borne by the poor, have proved to be central factors in most infectious

disease epidemics.4 Thus, disease prevention programs that do not address

issues of structural violence are inevitably limited in their effectiveness.

Communities most heavily affected by infectious diseases also tend to have

the least access to treatment. One of the most vivid and dramatic examples

occurred when envelopes containing Bacillus anthracis were mailed to U.S.

senators and news media leaders in October 2001. Countless Americans were

thought to be at risk. Yet, nationally, only five fatalities occurred as a result of

this sinisterly engineered outbreak. One of the few consolations during this

national scare was that anthrax can be treated with ciprofloxacin or even

cheaper alternatives, such as penicillin or doxycycline. The U.S. government,

concerned for the welfare of its people and perceiving a national emergency,

exerted its substantial influence and persuaded the Bayer Corporation to lower

North America
1.0 million

(540,000–1.6 million)

Caribbean
440,000

(270,000–780,000)

Western Europe
610,000

(480,000–760,000)

South and South-East Asia
7.1 million

(4.4 million–10.6 million)

East Asia
1.1 million

(560,000–1.8 million)

Latin America
1.7 million

(1.3 million–2.2 million)

Sub-Saharan
Africa

25.4 million
(23.4 million–28.4 million)

Oceania
35,000

(25,000–48,000)

North Africa
and Middle East

540,000
(230,000–1.5 million)

Eastern Europe
and Central Asia

1.4 million
(920,000–2.1 million)

Total: 39.4 (35.9–44.3) million

Figure 13-2 Number of adults and children estimated to be living with HIV in various

regions as of the end of 2004. (From UNAIDS. AIDS Epidemic Update 2004. Geneva,

Switzerland: Joint United Nations Program on HIV/AIDS [UNAIDS] and World Health

Organization [WHO], 2004, 77.)
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the price of ciprofloxacin from about $1.80 per tablet to $1.00 per tablet,

reducing the cost of a 6-week course of therapy from about $150 to about $80.

Meanwhile, numerous anthrax cases have been reported from Haiti since

the mid-1970s. Less than 10 percent of Haiti’s population has access to basic

health care—let alone drugs such as penicillin or doxycycline. Clearly, treat-

ment access is not proportional to need. Even in the context of a disease as

deadly as anthrax, drugs are neither developed nor made accessible if the

target population does not represent a lucrative market for the pharmaceutical

industry.While the U.S. annual health expenditures exceed $4,800 per person,

that of Haiti is the equivalent of US$12 per person. Haiti is only one example

of an extremely poor and heavily disease-burdened country that lacks the

economic bargaining power to effectively pressure pharmaceutical companies

who boast corporate profits that are often of greater magnitude than the gross

national product (GNP) of poor nations.

Another important issue of social injustice related to infectious disease

concerns the cost of treatment. Efforts to prevent an infectious disease epidemic

are often significantly cheaper than providing treatment afterward. Therefore,

cost constraints often lead to public health policies focusing on prevention in

lieu of treatment. In schools of public health and global public health institu-

tions, the underlying assumption that resources are limited drives an ethic that

favors programs with the lowest cost and the broadest reach—without regard to

equity, justice, or disease burden. Such utilitarian decision-making not only

neglects the lives of the sick but also promotes the spread of untreated infections

through poor neighborhoods. The global community has not fully appreciated

the long-term costs wrought by public health and economic policies by which

entire communities live and die without access to modern medicine.

This chapter focuses on the causative relationship between social injustice

and infectious diseases and the processes by which the disproportionate burden

of infectious diseases on the poor further a vicious cycle of poverty and in-

justice. The remediation of social injusticemust be at the root of global efforts to

successfully prevent, treat, and control infectious diseases. Thus, current public

health paradigms for the prevention and treatment of infectious diseases must be

altered to incorporate an ethos of social justice and human rights.

The Impact of Social Injustice on Infectious Diseases

The burden of infectious disease cases and deaths falls most heavily on devel-

oping countries, as illustrated in table 13-1 for malaria and respiratory infections.

These marked disparities are also reflected in table 13-2, which demonstrates a

much higher prevalence of HIV infection and a much higher incidence of tu-

berculosis among people living in developing countries.
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Structural Inequities and the Disproportionate Burden
of Infectious Diseases on the Poor

It is often said that infectious diseases know no boundaries. While it is true

that transmissible diseases can freely cross national borders, it is also the

TABLE 13-1 Estimated Burden of Disease and Deaths, for Selected Diseases,

by Areas of the World, 2002

Burden of Disease
(in thousands of DALYs*),

by Cause

Deaths
(in thousands),

by Cause

WHO Region and
Mortality Stratum Malaria

Respiratory
Infections Malaria

Respiratory
Infections

Africa

High child and
adult mortality

19,429 16,569 538 533

High child, very
high adult mortality

19,736 16,134 549 538

The Americas

Very low child and
adult mortality

0 390 0 72

Low child and
adult mortality

86 1,872 1 107

High child and
adult mortality

24 1,120 0 49

Eastern Mediterranean

Low child and adult mortality 92 559 2 20
High child and adult mortality 2,112 10,458 55 345

Europe

Very low child and
adult mortality

1 690 0 174

Low child and adult mortality 18 1,437 0 60
Low child, high
adult mortality

0 625 0 39

Southeast Asia

Low child and adult mortality 502 1,499 12 108
High child and adult mortality 2,253 30,286 53 1,285

Western Pacific

Very low child and
adult mortality

0 372 0 108

Low child and adult mortality 433 8,165 11 403

*DALYs are disability-adjusted life years.

Adapted from World Health Organization. The world health report 2003. Geneva, Switzerland:

World Health Organization, 2003, pp. 154–55, 160–61.
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case that socioeconomic boundaries are not nearly as porous as national

frontiers. For example, a man living in South Africa may travel to Botswana

to work in a diamond mine. While isolated and away from home for many

months, he may acquire HIV from a commercial sex worker who was herself

infected at age 15, when she was raped by an older man in her village in

Namibia for whom she had worked as a domestic servant. Both the South

African man and the Namibian woman may then spread the virus in their

home villages and countries.

Yet it is unlikely that this infected couple will spreadHIV to awealthy banker

in Durban or a research scientist in the United States.Why? The same structures

that create a disproportionate burden of infectious diseases among the poor—

lack of housing, employment, land ownership, and education—also serve to

physically and socially separate the poor from the wealthy. Such structural

divisions effectively concentrate and magnify the impact of infectious diseases

to epidemic proportions in the world’s most impoverished and vulnerable

communities. Because these forces are embedded in ubiquitous social structures

and occur wherever people are disadvantaged by political, legal, economic, or

cultural traditions, prevention programs must address these fundamental and

widespread inequities in order to significantly decrease the transmission of

infectious disease to and within the most vulnerable populations.

Thanks to the fruits of modern medicine, life expectancy for women in

developed countries has now reached a high of 78 years. Yet over the past

two decades, life expectancy for men in sub-Saharan Africa has plummeted

to 46 years.5 The vast difference in life expectancy trends in rich and poor

TABLE 13-2 Prevalence of HIV Infection (2001) and Incidence of Tuberculosis

(2002) in Selected Developing Countries and the United States

Prevalence of HIV (in percent)
Incidence of Tuberculosis
(per 100,000 people)Country Males Aged 15–24 Females Aged 15–24

Afghanistan NA NA 333
Guatemala 0.90 0.85 77
Haiti 4.06 4.96 319
Iraq NA NA 167
Kenya 6.01 15.56 540
Pakistan 0.06 0.05 181
Peru 0.41 0.18 202
Sierra Leone 2.48 7.53 405
South Africa 10.66 25.64 558
Vietnam 0.31 0.17 192
United States 0.5 0.2 5

From The World Bank. 2004 World development indicators. Washington, D.C.: The World Bank,

2004.
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nations can largely be explained by disparities in infectious disease preva-

lence and mortality. For example, 60 percent of all adult deaths in Africa are

caused by infectious diseases, compared with only 10 percent of all adult

deaths in developed countries.

The statistics for children are equally grim. Both child and infant mortality

rates were greatly reduced in the 1970s and 1980s, largely due to the widespread

implementation of oral rehydration therapy and infant vaccination. But these

gains have been virtually reversed over the past decade in the world’s poorest

countries. Diarrheal diseases, pneumonia, and malaria are now the leading

causes of child and infant mortality. In 2001, the average under-5 mortality rate

in low-income countries was 121 deaths per 1000 live births; in lower-middle-

income countries, 41; in upper-middle-income countries, 27; and in wealthy

countries, fewer than 7. The 17-fold difference in under-5 mortality rates be-

tween low-income and wealthy countries can largely be explained by the high

rate of gastrointestinal disease in poor countries.6–8 Yet even in developed

countries, poor children suffer disproportionate morbidity from diarrheal dis-

ease related to structural factors, including inadequate maternal education and

substandard, transient housing.9 Lack of access to sanitation and clean water

have also been determined to bemajor risk factors for gastrointestinal disease.10

In a comprehensive study using aggregatedWorld Bank andUNICEF data from

22 countries in Latin America and the Caribbean, the following five structural

factors were found to be inversely related to under-5 mortality rates: the use of

oral rehydration therapy, access to safe water, vaccination levels, female lit-

eracy, and per-capita GNP.11

Roots and Underlying Factors

Preventive interventions, such as the use of DDT to control malaria north of

the Panama Canal12 and the decline of child mortality as a result of vacci-

nation,13 have been great victories in public health. Social injustice, however,

underpins the enormous differences in the distribution of diseases. Prevention

can be defined as the mitigation of risk, but when unequal access to food,

water, housing, and employment promote the transmission of infectious dis-

eases, the world’s most impoverished and vulnerable communities have

neither the resources nor the agency at the governmental, community, and per-

sonal levels to mitigate disease risk.

Inadequate Support for Public Works and Infrastructure

Risk factors for the spread of infectious diseases are often directly related to

public works and infrastructure, or the lack thereof. This relationship was first
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recognized in 1854 when John Snow traced a London cholera epidemic to

uncleanwater originating from one isolated pump.14 Snow removed the handle

of the pump and effectively stopped a cholera epidemic with one simple in-

tervention. However, the structural inequalities affecting access to clean water

are usually far more widespread and complex. In 2003, the United Nations

Development Program estimated that over 1.2 billion people lack access to

clean drinking water and over 2.4 billion lack access to proper sanitary fa-

cilities.15 The ability to construct basic public works, such as wells and san-

itation systems, lies far beyond the economic means of many of the world’s

poorest governments. Furthermore, under the guise of development programs

and loans, international financial institutions often impose structural adjust-

ment policies that further constrain the ability of poor countries to provide

basic services to their citizens.16 (See chapter 21.)

For example, South Africa, although not as poor as many of its neighbors,

still struggles to overcome the well-documented inequalities stemming from

decades of oppression and injustice under apartheid. Only after the transition to

democracy in 1994 did South Africa begin to provide sanitary water to residents

of the former homelands. However, bowing under pressure from international

financial institutions, these water programs were subsequently privatized, and

user fees were imposed. Not surprisingly, a cholera epidemic in KwaZulu Natal

in 2000 was directly linked to the cessation of sanitary water provision to an

informal settlement whose residents were unable to pay the new user fees.17

All too often, prevention strategies fail to address the structural inequities

that perpetuate disease at the most basic level. For example, decentralizing

and privatizing health care—another tenet of structural adjustment and neo-

liberal economic reform—has severely weakened the public health infra-

structure in many poor countries.18,19

The public sector in all countries serves the poor. This is true for both health

and education, two strong determinants of public health. Privatization of the

health sector and the imposition of user fees in the public sector reduces the

utilization of services, especially by the poor.20–22 Such cost recovery mea-

sures, although widely considered as regressive, are still being implemented to

force poor countries to spend less in the public sector and move toward market

economies. As countries face the mounting HIV/AIDS crisis, such policies

have been called into question. In 2003, Uganda was awarded a grant from the

Global Fund to Fight AIDS, Tuberculosis, and Malaria to implement an HIV

treatment program. Pursuant to preexisting stipulations handed down by the

international financial institutions, however, the grant would have exceeded

health care spending limits. It was thus suggested by the Ugandan government,

afraid of repercussions from the international financial institutions, that the

money be put into the financial sector.23 Even a physician without formal

economic training soon starts to wonder if the neoliberal agenda of the
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international financial institutions might be increasing the risk of infectious

diseases, as these institutions ‘‘slap the hands’’ of those who dare to treat the

destitute sick.

Social and Economic Rights

The spread of infectious diseases is strongly linked not only to the services to

which people have access but also to the conditions in which people live.

However, fulfilling basic social and economic rights, such as the right to ad-

equate housing, education, and food, is not often linked to strategies that are

developed to prevent infectious diseases. Disparities in housing, level of

education, and nutritional status are causally linked to the disproportionate

burden of infectious disease in impoverished communities. This relationship

is clear in the spread of airborne diseases, most notably TB, among the poor.

Conditions of urban poverty—overcrowding, poor housing, and poor

nutrition—continue to drive the spread of TB worldwide. While TB treat-

ment is highly effective, it was not treatment but the improvement of living

conditions that first reduced TB occurrence in developed countries.

In the 1940s, before the advent of effective treatment, the rate of active TB

plummeted in New York City, mainly due to the post–World War II economic

boom and the migration of people from tenements in cities to single-family

homes in the suburbs. TB thenmade a striking reappearance in the United States

in the 1990s,24 fueled by HIV and structurally associated with overcrowding in

prisons, increased rates of homelessness, and funding cuts that led to deterio-

ration of the public health infrastructure.25 Similarly, the incidence of childhood

acute respiratory infection in developing countries has been directly linked to

conditions in the home environment, including inadequate food, concomitant

diarrheal illness, little maternal education, and indoor cooking fires.26,27 Yet

current strategies to eradicate respiratory diseases are primarily focused on

secondary prevention, such as raising awareness and prompting the affected to

seek treatment.8 As is true with all infectious diseases, true eradication of

respiratory diseases will require remediating the conditions of poverty that

initially place people at risk and subsequently impede effective treatment.

Economic Freedom and Agency

The spread of sexually transmitted infections brings the concept of structural

violence to an individual level. HIV/AIDS is the worst epidemic disease of

our time. It spreads with a strikingly unequal distribution among populations,

both locally and globally. Methods promoted by global health experts to

prevent the sexual transmission of HIV/AIDS include delaying the onset of

sexual intercourse, decreasing one’s number of sexual partners, and using
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condoms. ‘‘Knowledge, attitudes, and practices’’ surveys and prevention

strategies based on their results have been used for almost two decades to try

to limit the spread of HIV/AIDS. The risk of acquiring HIV depends less on

knowledge of how the virus is transmitted, however, and more on freedom to

apply this knowledge. Poverty is a major factor limiting such freedom. Many

who acquire HIV infection do so despite having enough information to

protect themselves. Studies indicate that migration for work, domestic ser-

vitude, and sex for food, money, and survival are among the main risk

factors fueling the epidemic.1,28,29 While sub-Saharan Africa is wracked by

violence, little has been written about the increase in HIV infection after

political conflict, war, or genocide.30,31 Yet rape as a war crime is front-page

news when it occurs on the European continent.32 Risk groups in the modern

HIV era consist of those who live lives of constrained choices: from child

servants who are raped by their masters, to men who work in mines far from

their home villages, to married women remaining faithful to one man who

has multiple partners. Often, their very survival may be contingent on main-

taining or enduring the situations that put them at risk.

Access to Treatment

The improved treatment of infectious diseases has been a hallmark of modern

medicine. The discovery of penicillin in the 1940s was quickly followed by

the discovery of other antimicrobials, most notably streptomycin for TB

treatment. In the 1950s, cures for previously fatal bacterial diseases such as

pneumonia, endocarditis, and tuberculosis became normative inWesternmed-

icine. HIV/AIDS, when it came along, presented one of the first widespread

incurable infections. As a retrovirus, it is a unique pathogen against which to

target pharmaceuticals. Highly active antiretroviral therapy (HAART), which

was developed 15 years after the first reported cases, has dramatically pro-

longed and enhanced the lives of those affected by HIV.33

Drug Development and Market Forces

The treatment of TB is one of the most illustrative examples of how

market forces—rather than disease burden—drive the development of drugs.

Worldwide, 1.8 billion people are infected with the TB bacillus; resistance to

anti-TB drugs is growing; and more than 5,000 deaths each day are attri-

butable to TB. Yet there has not been a new drug developed for TB since the

1970s. Drugs are not developed if there is nomarket able to pay for treatment—

even for the most devastating diseases in the world. Although manufacturers

claim that it takes years to recoup the cost of research and development of a new

drug, they in fact spend twice as much on marketing than on research and

development.34
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In wealthy countries, determined constituents are sometimes able to cir-

cumvent market-driven research and development agendas, even when no ob-

vious market exists. In 1983, the U.S. Congress passed the Orphan Drug Act.

The purpose of this law was to encourage the development of drugs for

‘‘orphan diseases’’—6,000 known rare diseases and conditions that each

affect, on average, about 40,000 Americans. Brought about through lobbying

by those afflicted by these rare diseases, the act enabled the government to

safeguard pharmaceutical companies—through tax incentives—against fi-

nancial losses that they might incur in the research and development of thera-

pies expected to generate relatively small sales.35,36 The hundreds of millions

of people worldwide who are suffering from TB, whose ability to pay for life-

saving drugs is limited, have no such lobbying power.

The Use of Substandard Therapies

Utilitarian public health strategies have promoted a nihilistic approach to-

ward treatment regimens. For example, the standard treatment for diarrheal

disease is oral rehydration therapy (ORT). While ORT is a life-saving inter-

vention, invasive bacterial gastrointestinal infections, such as typhoid, often

require antibiotics and occasionally surgical management. Case-fatality rates

of untreated typhoid range from 10 to 50 percent, and children 1 to 5 years of

age are at the highest risk of death. However, antibiotics are not the standard

of care for diarrheal diseases, even when dysentery is present. Constrained

choices are cited as the reason for focusing solely on ORT.37–39

A similar choice has been made historically in the treatment of drug-re-

sistant TB. While multidrug-resistant tuberculosis (MDR TB) is treatable,

duration of treatment is 18 months or more with second-line anti-TB drugs,

which are expensive.40 Because of the cost of second-line treatment and con-

strained choices, however, the international public health community has

continued to promote the use of standard anti-TB drugs to treat patients known

to have MDR TB. This misguided policy has resulted in disability and death

for those infected, and ongoing transmission of resistant TB strains.

Neglecting the Sick: The False Dichotomy
of Prevention Versus Treatment

Much of the ongoing debate over how best to addess the AIDS pandemic

centers on the relative merits of prevention versus treatment efforts, as if the

two are mutually exclusive. While AIDS claims 8,500 lives daily in poor

countries, it is in fact a treatable disease. Where available, highly active

antiretroviral therapy has resulted in a 90 percent reduction in mortality and

marked improvement in quality of life for people in treatment.41 As of July

2002, however, less than 5 percent of people worldwide who required therapy
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had access to HAART. Fewer than 50,000 Africans with AIDS are currently

receiving HAART—less than 2 percent of those who need it.42

Even in the face of the mounting death toll, some experts argue that, based

on cost-effectiveness considerations, prevention efforts should take priority

over AIDS treatment in Africa.43,44 Cost-effectiveness analyses fail in their

accounting of the most important reason for implementing widespread HIV

treatment: treating the sick. Prevention strategies do nothing to improve the

quality or length of life of the millions of people currently living with HIV.

Failure to treat this population leads to a range of huge indirect costs, in-

cluding orphanhood, economic decline, famine, stigma, and burnout of health

professionals. Moreover, the very programs considered to be ‘‘cost-effective’’

are even more effective when linked with the provision of treatment.

One of the most critical components of a comprehensive strategy against

HIV/AIDS is widespread access to voluntary counseling and testing (VCT).

Data from VCT programs indicate that the most effective way to catalyze

behavior change is by enabling people to know their HIV serological status.45

However, 95 percent of people inAfrica have no access to testing and therefore

remain unaware of their HIV status. The linkage between this prevention

modality and treatment is critically important, as the availability of treatment

increases the demand for VCT. For example, voluntary counseling and testing

at the Partners In Health hospital in rural Haiti increased four-fold after the

introduction of HAART.41 Similar results have been reported from anti-

retroviral treatment programs in African countries.46

Access to VCT has been implemented most successfully in Brazil, one of

the few resource-poor countries to offer its residents comprehensive access

to HAART. Under a national control strategy, annual incidence of HIV

infection in Brazil declined from 24,816 in 1998 to 7,361 in 2001.47

Treatment provides an obvious avenue of contact with health care providers

who can reinforce prevention messages. New prevention strategies proposed

by the U.S. Centers for Disease Control and Prevention emphasize this

‘‘secondary prevention’’ approach, targeting HIV prevention messages to

those who are known to be sero-positive.48 From cholera to syphilis, from

tuberculosis to AIDS, infectious-disease epidemics have taught the public

health community that successful disease control involves a combination of

prevention, education, and treatment rather than a dichotomization of these

complementary components.

What Needs to Be Done

The World Health Organization (WHO) declaration at Alma-Ata in 1978 for

‘‘health care for all by the year 2000’’49 was the last time we heard such an
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ambitious and rights-based call for access to health care. The rights-based goals

of Alma-Ata were straightforward: (a) 90 percent of children should have a

weight-for-age that corresponds to reference values; (b) every family should be

within a 15-minute walk of potable water; and (c) women should have access to

medically trained attendants for childbirth. In addition, it was widely agreed that

these goals could not be achieved without increased international aid. However,

the right to universal basic health care proposed in the Alma-Ata declaration

was attacked by international experts as naı̈ve and too expensive. Since 1978,

distribution of limited resources for health has been determined more by mar-

kets than by rights.50 With foreign debt mounting, poor countries were called

upon by the international financial institutions to decrease the proportion of their

gross national product spent on health as theymoved towardmarket economies.

Reforms in the health sector emphasized user fees, privatization, and other cost-

recoverymeasures. The effects of these so-called reforms have been devastating

in most of the countries in which they were implemented.

Revitalizing the public health infrastructure and improving the delivery of

essential services, such as immunization, sanitation, and the provision of clean

water, are critical if we are to address the social injustices that underlie and

perpetuate infectious disease. Governments need to assume responsibility for

the health of their people by setting rational, stable, and rights-based policies

that guarantee health care for even the poorest and most vulnerable citizens.

Poorly planned, sweeping reforms of the health sector in developing countries

have often resulted in (a) chaotic implementation of services; (b) unclear lines

of authority for specific tasks, such as drug purchasing; and (c) a lack of in-

stitutional memory. For example, poor planning and health system changes

have adversely affected TB control efforts in many countries.51,52

While many say this responsibility rests with the governments of the

poorest countries, these governments cannot realistically begin to address the

right to health without substantial financial assistance. Advocacy efforts to

address social injustice and the health of the poor must recognize that in-

ternational financial institutions, in calling for restrictions on health spend-

ing, promote inequity in health care and perpetuate social injustice. Recent

calls for debt relief are rooted in the argument that governments that spend

less of their budget paying off debt can invest more money in health and

education. In addition, novel strategies to dedicate more money to the health

sector have been initiated over the past several years, including the Global

Fund to Fight AIDS, Tuberculosis, and Malaria (the largest multilateral

public health fund) and calls for debt relief. In 2003, the Global Fund dis-

bursed $1.5 billion to 160 programs in 85 countries—a remarkable

achievement for a program just 2 years old. Yet the Global Fund continues to

face budgetary shortfalls due to the desire of donor countries to maintain

political control over their aid monies.
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Another important principle in remediating inequalities of access to health

care is to ensure that treatment gets to the people who need it the most.WHO’s

list of essential drugs serves as a guide to the medications that have the great-

est impact on health, but access to even essential drugs is severely limited in

poor settings. TheMillenniumDevelopment Goals (table 21-7 on p. 394) were

established to improve factors that most affect health and development, one of

which is access to essential medicines. These goals, however, are not within

the reach of poor countries without external help.53 The newly created Global

Drug Facility was initiated to coordinate the bulk procurement of low-priced,

quality-assured anti-TB drugs. Governments of poor, heavily indebted coun-

tries can apply to the Facility to obtain these drugs free of charge. Price re-

ductions and tiered pricing systems are additional methods of decreasing

inequities in treatment.54 Advocacy efforts led by Médicins Sans Frontières,

the Clinton Foundation HIV/AIDS Initiative, and other organizations has

helped to lower the annual cost of anti-AIDSmedication from $10,000 in 2001

to about $140 in 2003. Advocating for the progressive interpretation of trade

laws would allow poor countries to access less-expensive generic medica-

tions.55 Recently, the Global Alliance for Tuberculosis Drug Development, a

nonprofit organization, was created to encourage pharmaceutical companies

to undertake research on new anti-TB drugs.56

The magnitude of human suffering due to infectious diseases can be alle-

viated only if social injustice is comprehensively addressed by governments

of both developed and developing countries, as well as by the interna-

tional business and financial communities. All governments have the re-

sponsibility to ensure basic social and economic rights, including the right to

health care, education, and access to food, water, and shelter. However, the

governments of deeply impoverished countries suffer profound economic

stress because of large debt burdens. The responsibility of the donor com-

munity is to abolish punitive structural-adjustment policies and grant debt

relief, which would allow poor countries to spend more money ensuring the

right to health and addressing the social injustices that underlie ill health.

Additionally, novel approaches to drug development and intellectual property

law are needed to ensure that the advances of science are shared equitably

worldwide.

Conclusion

Risk mitigation, prevention, and care for those suffering from infectious

diseases must be seen as a public good. The justifications for such ambitious

initiatives are many: the needs of those already sick, the prevention of on-

going transmission, and the rectification of previous clinical and policy
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errors. Perhaps the most compelling justification is the ethical unaccept-

ability of tolerating a lower standard of care for the poor. If we are to truly

improve global health, social justice must become a central component of

public health.

Focusing solely on prevention fails to address the needs of those already

infected or sick. Prevention is considered cheap when compared to treatment,

and yet real preventive measures—the provision of safe water sources, adequate

housing, and gainful employment—have not yet been promoted as integral

components of public health strategies. Rather, these factors are relegated to the

‘‘development’’ sphere and most often linked with reform of markets that ex-

clude the poorest and most vulnerable populations.

We can undermine faith in medicine and public health by making unrea-

sonable, excessive, or propagandistic claims. Arguing, for example, that

‘‘education is the only vaccine’’ is neither accurate nor appropriate.We cannot

show that cognitive interventions have been highly effective in preventing

HIV infection among the poor, and it would thus seem unwise to rely ex-

clusively on such methods. We keep hearing that we live in ‘‘a time of limited

resources.’’ Yet the wealth of the world has not dried up—it has simply

become unavailable to those who need it most.

Improving the lives of the destitute sick requires large-scale, novel, multi-

lateral, and innovative funding strategies (such as the Global Fund) and coor-

dinated political activities (such as debt relief and reinterpretation of intellectual

property rights laws and trade agreements). The global community has been

slow and less than generous in addressing the inequalities that promote the

occurrence of infectious diseases. Social justice in global public health requires

a commitment to eliminating the structural violence that puts communities at

risk and to treating the populations most heavily affected by infectious diseases.

Without a social justice approach, public health will be relegated to the his-

torical ledger as having offered cheap and inadequate palliation, rather than

sustainable remediation, in the face of global cataclysm.
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14

NUTRITION

J. Larry Brown

Introduction

Poor nutritional status leads to adverse health outcomes. In both developing

and developed countries, there is a strong association between poor nutrition

in vulnerable populations and poverty, inequality, and other manifestations

of social injustice (fig. 14-1). (See box 21-2 on p. 388 concerning inadequate

nutrition in developing countries.)

Inadequate Nutrition: The U.S. Context

In 1966, a team of physicians commissioned by the Field Foundation studied

areas of endemic poverty in the United States: migrant labor camps, Indian

reservations, urban slums, and small towns in the Mississippi Delta. In their

report to the U.S. Congress the following year, they underscored the desperate

circumstances they had found: ‘‘If you go look, you will find America a shocking

place. No other Western country permits such a large population of its people to

endure the lives we press on our poor. To make four-fifths of a nation more

affluent than any other people in history, we have degraded one-fifth merci-

lessly.’’1,2 It was common, the team reported, for poor infants and young children

to have nomilk to drink because their parents did not have the money to purchase
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it. Hunger was widespread. Many households had little, or sometimes nothing, to

eat for several days each month. Kwashiorkor, a form of severe malnutrition

usually associated with Third World conditions of starvation, was not uncom-

mon. It was seen in African-American children whose black hair had turned

yellow, in Native American children with sunken eyes and rotted teeth, and in the

protruding abdomens and thin limbs of children in migrant camps and city slums.

(See box 14-1 for definitions of hunger, malnutrition, and related terms.)

These shocking findings provoked enough public outrage to galvanize a

Republican President, Richard Nixon, and a Democratic Congress into ac-

tion.3 The Food Stamp Program was expanded from a pilot effort reaching

only 2 million poor households to a national program covering 10 times that

number.4 The federal School Lunch Program was augmented with a parallel

School Breakfast Program, elderly feeding programs were begun, and the

Special Supplemental Food Program forWomen, Infants, and Children (WIC)

was established.5 This collective policy response, viewed by political leaders

as a wise investment in the nation’s future,6 produced remarkable results. A

decade later, the team of physicians returned to the same areas of the nation

and reported to Congress that, while poverty remained a significant problem,

Figure 14-1 Malnutrition among children in a Cambodian refugee camp. Left:

young child with kwashiorkor, a severe form of malnutrition. Right: Seven-year-old

girl with severe malnutrition, who weighed only 27 pounds. Much hunger and mal-

nutrition occurred among Cambodians during the genocidal regime of Pol Pot in the

late 1970s. (Photographs by Barry S. Levy.)
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hunger was no longer widespread.5 This conclusion was later borne out by

university-based scholars and national nutrition surveys.7,8

The success, however, would be short-lived. The first official recognition

that hunger had reappeared came in 1982, from the U.S. Conference of

Mayors.9 Since the beginning of the 1980s, the news media had been re-

porting locally and regionally on what would become a national phenome-

non: increasing bread lines and soup kitchens in the United States.10 The

mayors termed hunger ‘‘a most serious emergency,’’ and some, like the

mayors of Detroit and Salt Lake City, called the situation ‘‘a national tragedy

and a national disgrace.’’11 In 1983, a study commissioned by the U.S. De-

partment of Agriculture (USDA) found that hunger was growing across the

nation ‘‘at a frenetic pace,’’12 but the White House ordered that these findings

not be released. They became known only because lower-level civil servants,

angered by the suppression of the study, gave copies to the media.13

The first authoritative calculation of the extent of hunger in the United

States was published in the 1985 report of the Harvard-based Physician Task

Force on Hunger in America entitled Hunger in America: The Growing Ep-

idemic.This group estimated the number of people affected by hunger to be

BOX 14-1 Definition of Key Terms

Food deprivation

Involuntary lackof access toanadequatediet typically associatedwithpoverty

and low income status.

Food insecurity

The condition of not knowing where one’s next meal will come from, going

without enough to eat, cutting back on adequate nutritional intake, and/or

reliance on charitable hand-outs.

Hunger

Defined by the federal government as a ‘‘painful sensation’’ associated with

inadequate food intake. The scholarly community considers hunger to

be the chronic underconsumption of adequate food and nutrients associ-

ated with inadequate income.

Malnutrition

A general term referring to severe impairment of health and/or mental func-

tion that results from chronic failure to receive adequate nutrients in the diet.
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20 million,11 or 9 percent of the U.S. population—a number challenged by the

Reagan Administration, for which the problem had political overtones.14

At the time there was no universal definition of hunger. The Harvard-based

physician group defined hunger as ‘‘chronically inadequate nutritional intake

due to low income status.’’11 Whether chronic or episodic in nature, hunger

was the lack of sufficient calories and nutrients for physical growth or the

maintenance of good health. Frequently extending over longer periods, hunger

can lead to serious chronic health conditions in both children and adults.

Since 1995, the federal government has used its own measure of nutri-

tional deprivation based on an annual survey conducted by the U.S. Census

Bureau as part of its Current Population Survey. Known as the ‘‘Federal

Hunger and Food Security Module’’15 and annually released by the USDA,

this survey consistently supported estimates that the number of Americans

living in households with serious food problems is more than 30 million. The

latest report (for 2002) put the number above 35 million.16 Representing more

than 12 percent of the population, this proportion is significantly higher than

the somewhat more conservative Harvard estimate, although the federal data

are based on a slightly different definition of hunger.

The federal standard labels anyone having food-access problems as ‘‘food

insecure,’’ including (a) people experiencing the pangs of hunger, (b) families

who do not eat what they know they need because they cannot buy it, and (c)

those who have no idea from where their next meal will come. However, the

federal standard also has a subcomponent: households that it terms ‘‘hungry.’’

Oddly, its official definition of hunger is far more conservative than its own

survey justifies. Hunger is defined as a ‘‘painful sensation,’’ meaning that its

victims must hurt in their stomachs before they are considered hungry.15 Not

only is this definition not reflective of their survey questions, but it also has

little basis in science. Pain is neither the first nor the only consequence of

being hungry. Moreover, many people who experience hunger report no pain

at all; others who experience pain report that it passes with time.17,18 In other

words, ‘‘pain’’ is neither a necessary nor sufficient definition of hunger.

Whether or not people experience pain, their nutrient intake may be inade-

quate for optimal health and productivity.

It is with this backdrop—a nation carrying the burden ofmore than 30million

people consistently without adequate nutrition—that we can examine what hun-

ger does to its victims and why it occurs amid extravagant wealth.

The Impact of Social Injustice on Nutrition

While debate about the causes and remedies of hunger is conducted in the

political arena, hunger itself is a public health issue. The adverse consequences
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of chronic undernutrition, as well as the social sequelae, make hunger a critical

problem for the nation. Moreover, an increasing body of knowledge points to

the problem of obesity as a health consequence frequently associated with

inadequate income and even hunger19 (box 14-2).

In the United States, hunger presents quite differently than it does in de-

veloping nations. (See box 21-2 on p. 388.) Protein-calorie malnutrition, or

marasmas, and kwashiorkor, characterized by adequate calories but extreme

protein deficiency, now occur in the United States only rarely.20 Rather,

hunger in this country typically takes the form of what the World Health

Organization calls ‘‘silent undernutrition.’’21 It is reflected in young children

who are several pounds beneath the low end of the pediatric growth chart.

They may look simply like thin children, but a trained health professional will

recognize that they are experiencing growth failure. Although their symptoms

are different from those of malnourished children in developing countries,

they are, from a health perspective, in difficulty. (See box 5-1 on p. 92 for a

comparison between the United States and other developed countries.)

Because children grow and their height and weight gains are plotted on

internationally used pediatric growth charts, they are perhaps the easiest pop-

ulation group in which to detect the consequences of inadequate nutrition.

Typically, youngsters who fall below the fifth percentile in weight or

height for age on growth charts are candidates for further investigation. To be

certain, it is expected that normally 5 percent of any population would fall in

this low end of the range; but in studies of low-income children, 10 to 15

percent do so. This indicates that what is being observed is not normal genetic

variation but rather a ‘‘human-made’’ outcome. Moreover, this analysis is

confirmed in the work of child development clinics in urban teaching hospitals

across the United States, where children experiencing growth failure due to

poverty are nursed back to health with appropriate nutrition.

While the relationship between inadequate nutritional intake and health

status reflected in the height and weight of children is well established, sci-

entific research in recent years has broadened our understanding of other

insidious effects. Direct links exist between inadequate food intake and a va-

riety of poor developmental outcomes in children. The health status of chil-

dren from impoverished homes experiencing hunger and food insecurity is

much worse than that of other children. They get sick more often, have much

higher rates of both iron-deficiency anemia and serious ear infections, and

are hospitalized more frequently.22

As a result, low-income children miss more days of school and are less

prepared to learn when they do attend, making the relationship among food

intake, health status, and learning farmore poignant than previously understood.

Further exacerbating this interactive impairment of young bodies andminds are

behavioral and emotional outcomes that accompany food deprivation. Poorly
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BOX 14-2 Obesity

Recent research is beginning to shed light on the paradox of obesity among

low-income households that experience food insecurity and hunger. Obe-

sity itself is now at epidemic proportions in the United States, as more and

more people are affected by the social causes of high energy consumption

and/or too little expenditure through exercise. Ironically, this problem also

affects poor people. It is reasonable to wonder how households that do not

get enough to eat can produce people with obesity.

Hunger exists when people lack access to an adequate diet because they

do not have enough money to purchase what they need to eat. Their

dietary purchases are limited to cheaper, more-filling foods that produce

the sensation of being full. Healthier foods, such as vegetables and fruit,

especially those with necessary micronutrients, cannot be purchased.1 In-

stead, many poor families rely on diets of macaroni and cheese, biscuits and

gravy, and hamburgers and French fries at fast-food restaurants—a ‘‘good

buy’’ from a caloric perspective, filling the body with cheap calories to stave

off hunger. In the short term, the stomach is not an intelligent organ; it

knows when it is full, not whether it has had an adequate meal.

The research community is now looking into several aspects of the

hunger–obesity relationship.2,3 One consists of the needs mentioned in the

text of this chapter to maximize caloric intake on limited food dollars to

stave off hunger. The greater the economic constraints, the harder it is for

families to achieve the nutritional quality they need in their diets.2,4 This

‘‘economic roulette,’’ in turn, produces a tradeoff between quantity and

quality of food. Households go through a succession of coping strategies to

try to get by. They first reduce overall food expenditures, they then change

the quality and variety of their intake, and ultimately, if forced, they re-

duce the quantity of their intake as well. Parents consistently reduce their

own intake first to protect that of their children, but often both children and

parents suffer this circumstance. Overall, the primary goal of households

faced with not enough money to eat right is to consume enough to not feel

hungry. Theirs is a tradeoff of quantity over quality. The price paid for the

circumstance in which they are put is the resulting obesity it produces.

Obesity also can be an adaptive response when food availability is un-

reliable. Chronic food shortages related to low income leads people to

overeat when food is available. This cycle often results in weight gain. The

body then experiences physiological changes designed to help conserve

energy when it is available. It compensates for periodic shortages by be-

coming more efficient at storing more calories as fat.

In the future, researchers will learn still more about how the social in-

justice that produces hunger in America also produces obesity among many

of its victims.

(continued)
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nourished children have significantly higher rates of emotional problems,

mental disorders, and withdrawn or disruptive behavior.

Household food insufficiency is associated with overall declines in general

health.23,24 In one national study, food-insufficient preschool and school-

aged children had elevated rates of stomach aches, headaches, and colds.23,24

Other studies have corroborated these results and reported additional ones.

In a multistate study of low-income families, hungry children under age 12

had twice the rate of anemia of nonhungry children in low-income house-

holds.25 Hungry children also have higher rates of emergency department and

physician visits.25

Food deprivation is associated with considerable psychological and emo-

tional distress in children. In controlled studies, low-income children from

households with inadequate food were more likely to exhibit impaired psy-

chosocial functioning, including higher levels of anxiety, irritability, hyperac-

tivity, and aggression.26,27 In a national sample, children from food-deprived

households manifested significantly higher levels of aggressive and destructive

andwithdrawn behavior.28 Related outcomes apparently extend into the teenage

years as well. Two studies have shown that food-insufficient teenagers are more

likely to have no friends and to exhibit both depressive disorders and suicidal

behaviors.29 Such efforts, not surprisingly, seem to be expressed in the edu-

cational environment aswell. Hungry children aremuchmore likely to have had

mental health counseling and to require special education services.27,28

Nutritional status and cognitive function in children are strongly linked.

Children from food-insufficient households do not perform as well on aca-

demic achievement tests as do food-sufficient children. In some studies,

hungry children not only have higher rates of lateness and absence but also are

BOX 14-2 (continued)
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more likely to have to repeat a grade in school. For example, in two national

studies of elementary school children, household food hardships were nega-

tively correlated with school test results and achievement test results.28–30 In

another national study of kindergartners, children from food-deprived house-

holds not only entered school less prepared to learn mathematics but also

learned less over the course of the year.31

Food deprivation impairs cognitive function.32 In a nutrient-deprived state,

the body allocates energy (a) first to critical organ function, (b) then to height

and weight gain, and (c) then to the role of the nervous system in one’s in-

teraction with the environment, including listening to parents, dealing with

peers, and learning. If there is insufficient energy to enable a child to carry out

the latter activities, cognitive dysfunction results. Children from hungry and

food-insecure homes are more likely to repeat grades,26,27,29,30 be absent or

late,25,33 and be suspended from school.29,30 The public health and economic

implications of all this evidence are significant.

In general, low-income families know what constitutes a nutritious diet as

well as the rest of the population.34 Because limited income constrains their

purchasing choices—for example, fresh fruits and vegetables typically are too

expensive for them—their intake of required nutrients is significantly lower

than both the Recommended Dietary Allowances (RDAs) and that of the

general population.35

Pregnancy is a period of significant risk from dietary inadequacy because a

woman needs nutrient energy not only for herself but also for the growing

fetus. Stores of maternal nutrients may be depleted, and maternal anemia can

be one consequence. The primary risk is borne by the fetus, including pre-

maturity (birth at less than 37weeks’ gestation) and low birth weight (less than

2500 grams, or approximately 5.5 pounds). Infants born too early or too small,

or both, are not well equipped for extrauterine life. Sequelae include respi-

ratory distress syndrome, weakening of the immune system, and long-term

developmental problems. The most paramount threat, however, is death, be-

cause low birth weight infants account for 75 percent of deaths to infants in the

first month of life (neonatal deaths).36

Older people represent another highly vulnerable population for food

deprivation. In old age, the risk factors associated with not having enough to

eat are heightened by the circumstances associated with aging. Chief among

these are chronic conditions, such as hypertension, coronary heart disease, and

diabetes, at least one of which affects 85 percent of people over age 65.13

Other factors impairing health status in the elderly that are associated with

food intake are deficiency diseases, such as osteoporosis, and conditions that

impair digestion.37 In addition, the elderly have a heightened vulnerability to

infection, and their risk of infection is increased significantly when their diet is

constrained by limited income for purchase of appropriate foods.
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Roots and Underlying Factors

Why do so many people have an inadequate food supply in the wealthi-

est nation the world has ever seen? Several factors are commonly cited.

I will critique the first two, which are myths, and then address the actual cause:

There Is Not Enough Food to Go Around (Myth 1)

In fact, not only does the United States produce enough food for all its people,

but some experts estimate that it has the capacity to feed most of the world’s

hungry as well.

The Poor Make Bad Purchasing Choices (Myth 2)

Former President Ronald Reagan once suggested that the poor simply are ‘‘too

ignorant.’’38 Scholarly analysis sheds a different light on the situation. All

population groups could learn more about getting better nutritional value for

their food dollar. Too many non-nutritious purchases are made, and too few

healthy diets are the norm. But no evidence suggests that low-income

households make poorer purchasing choices than do the rest of the population.

Indeed, the Continuing Survey of Food Consumption suggests that poor

households do as well as non-poor households in knowing what they should

purchase. They simply do not have the money to do it. Moreover, we might

come at this notion of ignorance from a somewhat different standpoint, that of

common sense. It is well established that hunger in this nation was reduced

and then returned and that the rate now varies up and down from year to year.

Were we seeing an outcome resulting from ignorance, it is not likely that the

impact would vary as it has over time. In other words, when the prevalence of

hunger suddenly spikes, it makes little sense to think that this reflects a sudden

upturn in nutritional ignorance. Conversely, when the rate of hunger goes

down, this cannot be sensibly attributed to a sudden increase in knowledge.

The Underlying Cause

How, then, are we to understand the existence of 35 million people in this

country without enough to eat? For this, we must consider some of the com-

ponents of social injustice: the economy, wages, poverty, and related public

policies. Virtually all food deprivation and its adverse health consequences

are the direct or indirect outcome of social injustice or, to put it another way,

of human actions that include policy decisions.

To see how the human hand can create food deprivation in our nation,

let us go back to the 1970s, when domestic hunger seemed largely under
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control, and the early 1980s, when it returned with a vengeance. Within a

few years, bread lines and soup kitchens went from a handful to 300, 400,

and even 500 in each of our major cities.11 Clearly, something quite abrupt

had changed the situation. Toward the end of the 1970s and into the early

1980s, a national recession led to high unemployment and unusually high

interest rates. Millions of people lost their jobs, thousands and thousands of

farmers lost their livelihood, and many people once secure in their middle

class existence went through unemployment due to downsizing, only to

reenter the labor market with a much lower income. While the recession was

significant, it was not unprecedented; the nation had experienced some tough

economic circumstances not too many years earlier, but these times had not

led to the proliferation of bread lines and soup kitchens. The phenomenon in

the 1980s had not been seen since the Great Depression of the 1930s.

Something else was at work.

The return of hunger to the nation was ushered in not by the economy per

se but rather by new public policy that was adopted as more households were

becoming vulnerable. Starting in 1982, the Reagan Administration submitted

its first 4-year budget (for the 1982–1985 period)—the Omnibus Budget and

Reconciliation Act. It was passed by a Democratic Congress largely as sub-

mitted. This budget cut more than $12 billion from the federal food program

safety net that had been created during the late 1960s and early 1970s.

Nearly $8 billion was cut from the Food Stamp Program, largely through re-

ducing the allotment or value of the stamps to an average of $0.72 per person

per meal. An additional $4 billion was cut from child nutrition programs,

such as the school breakfast program.

In sum, more people jobless during a recession together with the inten-

tional weakening of federal programs to feed people during tough times led

to more bread lines and soup kitchens. Hunger was the inevitable product of

political choices made at the time. Although we cannot always predict or

control the national economy or the well-being of individual households, we

can protect families from the occasional vicissitudes of the economy.

Food deprivation in the United States remained relatively stable, at more

than 30 million each year, even during the economic boom from 1992 to

1999. However, the tremendous accumulation of income and wealth by some

segments of the population then masked two other factors: (a) the dramatic

shift of resources up the income scale and away from working and low-

income households, and (b) the shift to a job market based on increasingly

lower wages.

At the end of 1999—the peak of the boom—the average hourly wage was

$11.87, lower than it had been in 1979: $12.05 (adjusted for inflation). For

salaried workers, the median weekly income was $567 in 1999, about the

same when it was $558 in the 1970s. In 1999, the per-capita annual income
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of the poorest quintile of the labor market earned $13,320, compared with

$13,540 in 1979 (in constant dollars). In contrast, in this 20-year period, the

richest quintile increased its per-capita annual income to $45,000.

In terms of wealth, inequality is evenmore striking. The bottom four quintiles

own 4 percent of the nation’s wealth, compared with the richest 1 percent that

owns 48 percent.

Hunger and food deprivation exist in the United States because we are

tolerating such great inequality. When our nation’s nutrition-policy safety

net is so threadbare, such economic disparities are destined to have a pro-

found impact.

What Needs to Be Done

Two avenues exist to remedy hunger and other forms of nutritional depri-

vation in the United States: to treat the symptom and to address the root

cause of the problem—the growing inequality in both income and wealth

that increasingly affects more people.

It is possible to end hunger without addressing poverty and inequality—

the quicker, easier, and less costly approach for now. Hunger in the United

States could be ended by the president and Congress within 6 months by fully

funding and utilizing existing programs for people in need. For an estimated

$8 to $9 billion a year,39 we could:

� Better fund the Food Stamp Program and extend it to the 45 percent of

eligible people that it now fails to reach
� Mandate that all schools offer the federal school breakfast program and

that all communities with low-income children participate in the fed-

erally funded summer food program
� Expand the provision of after-school snacks
� Increase the coverage of elderly feeding programs.

Implementation of these measures and some fine-tuning of a handful of other

federal programs, such as WIC and Head Start, would mean that no one in

the United States would go hungry or need to demean themselves by taking

their children to eat in a soup kitchen.

We can also work to address the structural injustices that cause hunger. This

will require a reconstruction of the social contract—the nature of the re-

lationship between government and households. The social contract that had

been the hallmark of social policy since the NewDeal has eroded dramatically

over the past quarter-century due to regressive social policies that have re-

moved much protection for those most vulnerable.
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The most likely policy construct through which a new social contract

might be built is referred to as asset development policy.40 To reach middle-

class living standards, households need (a) income; (b) financial wealth, in

the form of a home, a savings account, investments, and a retirement plan;

and (c) human capital assets, such as a good education and skill-based

training. This new policy construct is based on long-standing U.S. govern-

ment policies. The Homestead Act of another era or, more recently, the GI

Bill was a federal policy that invested in asset building through the pro-

motion of property ownership, home ownership, and higher education.

Millions of military personnel, for example, entered the middle class through

this form of governmental largesse. Currently, many people benefit through

other governmental investments, such as pretax retirement accounts, home

mortgage deductions, and college loan funds—all of which help household

members accrue the assets they need for economic security and well-being.

What has been good government policy for the many, however, has not

been extended to the downtrodden. Social policy has seen most Americans as

targets of governmental investments but the poor as a drain on the economy.

The new vision of asset-based social policy, however, is to treat all households

as targets of government investment so that people in low-income households,

like other Americans, can acquire the assets they need for greater in-

dependence and security.

This transformation can be achieved in numerous ways,41 as the following

examples illustrate:

� By indexing the minimum wage to inflation, and restoring it to at least

its purchasing power of, say, the 1970s, we can ensure that no working

people bring home paychecks insufficient to feed the family.
� Similarly, the earned income tax credit (EITC) can be expanded, along

with its state tax corollary, to ensure adequate household incomes.
� Individual development savings accounts (IDAs) can be provided to

help low-income people to accrue wealth.
� Home ownership can be expanded through set-aside savings

plans, whereby part of rents paid by public housing tenants are

placed into dedicated accounts so they can save for down payments on

homes.
� Children’s savings accounts (CSAs) can be created whereby, for ex-

ample, each child born in the United States would receive a $10,000 in-

vestment in a dedicated account. The investment could be matched in

subsequent years by other federal investments and/or be augmented by

family contributions. The original investment could grow to $50,000 or

more by the time a child reached college age, and $500,000, if left to

accrue until retirement. Moreover, CSAs could be earmarked for specific
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purposes, such as a college education, a first home, the establishment of

a business, or retirement income.

The beauty of asset development policy is that it is universal in nature,

treating rich and poor alike. It is built on the widely shared values of work,

responsibility, meaningful opportunity, and reward.

Conclusion

Social injustice in the United States has many adverse effects. Few are as

troubling as hunger. Seven thousand years after the first cities were estab-

lished to ensure food security, the wealthiest civilization in the history of the

world somehow finds itself incapable of doing the same. But hunger, as we

have seen, stems not from a shortage in the food supply or from lack of

capacity and know-how but rather from structural inequalities built into our

economy and social system.

While it is possible to end hunger in the United States within a year by

better using the federal programs designed to feed those at risk, it is also

possible to address the root cause of food insecurity by reframing the na-

tion’s social contract. Government policy that invests in all households—

rather than some—and narrows disparities in income and wealth—rather

than widening them—will end not only hunger but also the many other ad-

verse health outcomes that result from social injustice.
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CHRONIC DISEASES

Derek Yach

Introduction

When considering health inequalities worldwide, public health profession-

als tend to focus on infectious diseases, hunger, and poor access to health

services. This focus has become entrenched in the priorities and spending

patterns of international donors and health agencies (box 15-1). In addi-

tion, there may have been a further narrowing of the scope of public health

in recent years, leading to serious neglect of major chronic diseases that

kill many people and cause considerable suffering. This neglect is a major

injustice. Differences in morbidity and mortality rates of chronic diseases—

and their risk factors, by sex, race, ethnic group, and socioeconomic status—

account for a significant proportion of overall inequalities in survival and

quality of life within the population. However, these inequalities are ame-

nable to reduction, provided appropriate policies and programs are imple-

mented. This chapter addresses mainly the socioeconomic dimensions of

social injustice and chronic disease risks. Gender aspects have recently been

reviewed elsewhere.1

Worldwide, approximately 56 million deaths occurred in 2003. Chro-

nic diseases in adults accounted for 60 percent of them: cardiovascular

(text continues on p. 257)
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BOX 15-1 Selected Actors’ Neglect of the Global Burden

of Chronic Diseases

Heads of State

Heads of state of the ‘‘G8’’—the eightmajor industrial democracies—recognized

health as a global challenge at the G8 Summit in 2000; acknowledged

that health is the ‘‘key to prosperity’’ and ‘‘poor health drives poverty’’; and

agreed to mobilize resources, ultimately leading to the establishment of the

Global Fund for HIV/AIDS, Tuberculosis, and Malaria.1,2 No subsequent com-

mitment has yet been made for chronic diseases.

The World Health Organization

With the important exception of tobacco control, financial resources for

chronic disease control across WHO remains paltry compared with other

major contributors to the global burden of disease. In 2002, the Noncom-

municable Disease Cluster spent 7.2 percent of the total headquarters

regular budget expenditure and 9.0 percent of extrabudgetary expendi-

ture, and the six regional offices spent between 2.5 percent (Africa) and

5.0 percent (Europe) of their regular budget expenditure, on noncommu-

nicable disease programs.3

Research Institutions

The exponential growth of funding for international research over recent

decades has not been proportionally allocated to the growing burden of

chronic disease.4,5 Major international research funding portfolios, includ-

ing the Wellcome Trust in the United Kingdom (UK), the Medical Research

Council (in the UK), and the Canadian Institutes of Health Research con-

tinue to focus their research programs almost entirely on infectious dis-

ease.6–8 One notable exception is the Fogarty International Center at the

U.S. National Institutes of Health, which has allocated one-third of its re-

sources for the next several years to chronic disease research and training

programs in developing countries.9

Donors

Chronic diseases in developing countries have received substantially less

attention than other health issues. Although official development assistance

for health has increased in the past 5 years, this has been almost entirely

absorbed by HIV/AIDs in sub-Saharan Africa.10 Bilateral aid agencies rarely

prioritize chronic disease or related risk factors.11 The Bill and Melinda Gates

(continued)
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Foundation does not yet include chronic diseases in its portfolio. Many foun-

dations in the United States support innovative domestic chronic disease

research and training programs but not internationally.

The World Bank and Regional Development Banks

The World Bank’s Health, Nutrition, and Population Sector Strategy rec-

ognizes the increasing burden of chronic diseases on the poor.12 Yet this

is not reflected by investment in chronic disease control, nor is it reflected

in the Bank’s Poverty Strategy Reduction Papers (PRSPs), which are in-

tended to guide investment priorities to reduce poverty in the poorest

countries in the world.

Although all regional development banks have health sector strategies,

only one—the Asian Development Bank (ADB)—includes chronic dis-

eases.13 This has been met by minimal spending commitments. A review

of economic analysis of health sector projects carried out for the ADB in

1999 recommends that ‘‘reallocating subsidies from chronic diseases to the

prevention and treatment of communicable diseases would better target

public subsidies to the poor’’ (p. 8).14 The rationale for this recommenda-

tion was that the cost of treating chronic disease is most likely to accrue to

individuals and, as such, should be left to the private market.14

Private-Public Partnerships

There are now about 50 private public partnerships that address diseases of

poverty on an international basis,15 but all focus on infectious diseases. The

potential for new partnerships with food and related industries to address

diet and physical activity remains largely untapped.

Health and Development Initiatives

United Nations health and development reports play a major role in setting

priorities for global health. Despite their impact in low- and middle-income

countries, chronic diseases are not recognized as a health and development

issue. The United Nations Population Fund (UNFPA) does not mention

chronic illnesses in its strategy on population and development,16–18 and the

United Nations Children’s Fund (UNICEF) recent goal-setting program, A

World Fit for Children, excludes risk factors for chronic conditions for children

from the 25 action points proposed to ‘‘promote healthy lives,’’19 despite

strong global evidence that tobacco use and obesity are ubiquitous risks

among children in developing countries.

(continued)
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disease (CVD), especially coronary heart disease (CHD) and stroke, caused

16.7 million deaths; cancer, 7.0 million deaths; chronic respiratory disease,

5.2 million deaths; and diabetes, almost 1 million deaths.2 Eighty percent

of CVD deaths occur in low- and middle-income countries.3 Deaths attrib-

utable to many chronic diseases rank as major causes of death in developing

countries (see fig. 21-2 on p. 387). Mental health problems are leading con-

tributors to the burden of disease in many countries4 and contribute signifi-

cantly to the incidence and severity of many chronic diseases, including CVD

and cancer. (See chapter 16.)

Cardiovascular Disease

CHD and stroke are the two leading CVD causes of death among both men

and women in developed and developing countries.5 Yet, in absolute num-

bers, twice as many deaths from CVD occur in developing countries as in

developed countries. CVD accounts for 2.8 million deaths a year in China

and 2.5 million in India, dwarfing the combined totals of all deaths from

infectious diseases in these countries.3 In developing countries, the age at

which people die of CVD is significantly younger than in developed coun-

tries, leading to economic and family hardship on a large scale (fig. 15-1). In

India and South Africa, for example, CVD death rates in working-age wo-

men are higher today than they were in U.S. women in the 1950s.6

In rural and urban Tanzania, stroke mortality rates are threefold higher

than in the United Kingdom. CVD rates for 30- and 40-year-olds in many

developing countries are now the same as for 40- and 50-year-olds in de-

veloped countries.5 While CVD deaths have declined by 50 percent since

the 1960s in the United States, the United Kingdom, and many other de-

veloped countries, they continue to increase rapidly in most developing

countries.6

Predictions for the next two decades include a near-tripling of CHD and

stroke mortality in Latin America, the Middle East, and even sub-Saharan

Africa. Projected CHD mortality for all developing countries is anticipated to

increase between 1990 and 2020 by 120 percent for women and 137 percent for

18. United Nations Population Fund. Summary of the ICPD Programme of Action.
Available at: http://www.unfpa.org/icpd/summary.htm. Accessed January 22,

2005.

19. World Health Organization/United Nations Children’s Fund. Making a difference

for the health of children, young people and women. Report of a technical
meeting of UNICEF/WHO senior staff. Geneva, Switzerland: World Health Or-

ganization, 2002.

Chronic Diseases 257

http://www.unfpa.org/icpd/summary.htm


men—compared with age-related increases of between 30 percent and 60

percent in developed countries.

Diabetes Mellitus

The global prevalence of diabetes mellitus in adults was estimated to be

about 5 percent in 2003. Various projections suggest that it will increase to

5.4 percent in 20257 and 6.5 percent in 2030.8 Virtually all of the projected

doubling of global diabetes prevalence over the next 25 years will occur in

developing countries. By 2025, an estimated 228 million adults with dia-

betes, of the 300 million worldwide, will live in developing countries.7 By

2020, most people with diabetes in developing countries will be between 45

and 64 years of age. In developed countries, by contrast, most people with

diabetes will be over 65 years old. These projections consider demographic

changes and some aspects of urbanization but not current increases in child-

hood and adult obesity in most urban settings.8

One example of rapid change and diabetes prevalence comes from the Pa-

cific region. Diabetes was virtually nonexistent in people indigenous to the

Pacific whomaintained a traditional lifestyle. However, in recent years, fueled

by rapid change in diet and a reduction in physical activity, diabetes prevalence

has soared. A similar picture is emerging in many island states and even in

some of poorest countries of the world.9 For example, epidemiological data

indicate that diabetes prevalence in adults (35 years and over) in urban areas of

Tanzania is at least 10 percent.
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Figure 15-1 Deaths due to cardiovascular diseases, by age, 2000. (FromWorldHealth

Organization. World health report 2003: shaping the future. Geneva, Switzerland:

World Health Organization, 2003.)
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Cancer

About 10 million people are diagnosed with cancer every year worldwide, and

7 million die of the disease. The International Agency for Research on Cancer

(IARC) estimates that cancer incidence increased 19 percent between 1990

and 2000.10 The major causes of cancer are (a) tobacco use in both developed

and developing countries, (b) chronic infections in developing countries, and

(c) a complex array of dietary, environmental, and other factors. Lung cancer,

the most frequently occurring cancer worldwide and a type of cancer that is

primarily due to tobacco use, accounts for 1.2 million deaths a year—about

17 percent of all cancer deaths. Cancers caused by tobacco are increasing in

most developing countries and among women in almost all countries. In a few

developed countries, tobacco-related cancer incidence has started to decline as

men smoke less. In contrast, cancers caused by chronic infections and by food

contaminants and food-preparation methods have started to decline in de-

veloping countries. There has been little change in the incidence of the two

most common cancers in women—breast and cervical cancer—over the past

few decades. Survival rates remain very low for lung, liver, and stomach

cancers, although they have increased for many other cancers in recent years,

due mainly to early detection and increasingly effective treatment.10

Chronic Respiratory Diseases

Chronic respiratory diseases include two major groups of diseases: chronic

obstructive pulmonary disease (COPD)—comprising chronic bronchitis and

emphysema—and asthma. COPD accounts for 4.8 percent of all deaths

worldwide (2.7 million annually); 50 percent of COPD deaths occur in China

and countries in the Western Pacific and an additional 24 percent occur in

India. Major risk factors for COPD include tobacco use, a range of occupa-

tional exposures, indoor air pollution from the burning of biomass fuel, and

childhood respiratory infections. These risk factors are substantially higher

among people living in developing countries and in poor communities in

developed countries.

Aging and Risk Factors

The current burden of chronic diseases reflects cumulative lifetime risks. The

future burden will be determined by current population exposures to the major

chronic disease risk factors. The aging of populations, due mainly to a decline

in fertility rates and a higher proportion of children living into adulthood, is an

important underlying determinant of chronic disease epidemics.3 While de-

mographic change has been well described in developed countries, the pace
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and impact of aging in developing countries are only starting to be recog-

nized. Recent United Nations projections suggest that the proportion of the

population over age 60 will rise from about 6 percent to about 15 percent in

Algeria, Egypt, Iran, South Africa, and Tunisia. Developed countries are

already under pressure to address the pensions and social insurance demands

of aging populations; developing countries will soon have to do so, although

they will be starting from a base of substantially fewer resources.

Major risk factors explain the incidence of most chronic diseases. Many are

common to several chronic diseases. And most are modifiable.3 In developed

countries, seven chronic disease risk factors—tobacco use, high blood pres-

sure, alcohol use, increased cholesterol, increased body mass index, low fruit

and vegetable intake, and physical inactivity—are among the 10 leading risk

factors contributing to the overall burden of disease. In contrast, in high-

mortality developing countries, four chronic disease risk factors—tobacco use,

high blood pressure, indoor air pollution, and high cholesterol—are among the

10 leading risk factors contributing to the burden of disease (fig. 15-2).2

How Social Injustice Influences Chronic Diseases

Social Class and Chronic Disease Risks and Outcomes

For policy decisions, the rates and potential risks of chronic diseases can be

conceptualized by use of a ‘‘chronic disease consumption curve’’ (fig. 15-3).

In high-income and some middle-income countries, where risk factors for
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Figure 15-2 Deaths attributable to 16 leading risk factors, worldwide, 2000 (in

thousands). (From World Health Organization. World health report 2003: shaping

the future. Geneva, Switzerland: World Health Organization, 2003.)
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chronic diseases have been established for decades, chronic diseases caused by

these risk factors are amajor reason for inequalities by social class, ethnicity, and

gender.11–14 In the United States, it is estimated that a few conditions, mainly

related to chronic diseases, account for most of the socioeconomic and racial

disparities in years of potential life lost: (a) tobacco-related diseases, accounting

for much mortality among people with relatively few years of education; and

(b) hypertension, HIV, diabetes mellitus, and trauma among blacks.

Socioeconomic inequalities, which are well described for CVD and cancer

(and their major risks factors), are present from ages as young as 2 years, even

in a politically egalitarian country with a homogeneous population like Ice-

land.15 Studies of trends in major risks for chronic diseases in developed

countries—smoking, obesity, hypertension, and physical inactivity—have

demonstrated that almost all risks are higher among people from the lowest

social classes, mirroring trends in morbidity and mortality.16 A recent study

estimated that 14 risk factors—smoking being the most important—explained

73 percent of the social differences in CHD incidence and mortality for men

and 77 percent for women.17 (See chapter 2.)

In most low- and middle-income countries, where risk levels have been high

for years, there are much lower risk levels among the more-affluent and more-

educated groups but a mixed picture concerning disease morbidity and mor-

tality. This discrepancy is due to the variable and often-long lag period between

increased risk levels and increased chronic disease occurrence in a population.

In lower-income countries, risks such as tobacco use, physical inactivity,

and obesity are initially higher among those with the highest levels of

• Chronic diseases higher on the political
agenda of decision makers
• Policies influencing the incidence of chronic
diseases through risk factor control
• Policies influencing the severity and
mortality associated with chronic diseases
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Figure 15-3 Chronic disease consumption curve.
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disposable income. A social class drift occurs as commodities and consump-

tion patterns become available and affordable to the poor at a time when health

education and effective government actions have yet to be implemented.

An important recent study comparing the relationship between social class

and consumption patterns in the United States and China illustrated these

points.18 Using a composite ‘‘lifestyle index’’ that included data on diet, smok-

ing, alcohol use, and physical activity, there was an inverse relationship

between socioeconomic status and the lifestyle index in the United States but

a direct relationship in China. (China is on the ascending limb of fig. 15-3, and

the United States, on the descending limb.)

This phenomenon suggests that policymakers in low- and middle-income

countries should not wait for the appearance of a social class gradient in the

occurrence of chronic disease (or chronic disease risk factors) before im-

plementing strong preventive and health-promoting policies. Governments of

developing countries, including the very poorest, made this point throughout the

negotiations for the Framework Convention on Tobacco Control.19 They rec-

ognize the need for action, but they need international support tomake it happen.

Cumulative Exposure to Risks Increases Inequalities

A downward spiral occurs with chronic diseases. As Gunnar Myrdal, the re-

cipient of the Nobel Prize for Economics in 1974, told the World Health

Assembly of the World Health Organization (WHO), people are sick because

they are poor, and become poorer because they are sick.20

The major risks for cancer, CVD, and diabetes accumulate from early in

fetal life. Early-life risk factors—such as suboptimal diets, early termination of

breastfeeding, exposure to tobacco and alcohol, indoor exposure to biomass

fuels, and recurrent respiratory infections—contribute to the development of

chronic diseases in adulthood. Increased lifetime cumulative exposure to these

risk factors, combined with social and economic risk factors, leads to dis-

parities in chronic disease occurrence in later adult life. Recent birth cohort

studies have documented how and when these life-course influences hap-

pen.11,12 The risk of developing CVD or diabetes is influenced by biological

and social factors from fetal development to adulthood. Some life course

influences are disease specific, whereas others are cohort specific. Major risk

factors are firmly established for many major chronic diseases. For example,

80 to 90 percent of patients who develop clinically significant CHD and more

than 95 percent of patients who have experienced a fatal CHD event have had

at least one of themajor cardiac risk factors—smoking, diabetes, hypertension,

and hypercholesterolemia.21

COPD and lung function decrement in adults are the result of cumulative

exposures that start early in life. South African studies have shown that what
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were assumed to be racial or genetic differences in lung size are probably

due to early childhood respiratory infections occurring in crowded homes

where biomass fuel is used, combined with tobacco use and adverse occu-

pational exposures.

Trends in risk factors for chronic diseases in developing countries are dis-

turbing. For example, a survey of 1 million 13- to 15-year-olds demonstrated

that (a) tobacco use occurs in about 20 percent of children in almost all of the

over 100 countries surveyed,22 and (b) almost as many girls as boys smoke.

Furthermore, obesity and overweight have become problems of developing

countries. In China in 1995, 8 percent of boys and 12 percent of girls were

overweight; it is projected that in 2025, about 24 percent of boys and 37 percent

of girls will be overweight.23

In most developing countries, chronic disease risk factors have increased

over time. Moreover, rapid increases in obesity and tobacco use among chil-

dren during the past decade, especially in cities of developing countries,

portend amassive increase in chronic disease occurrence in future decades that

will impose additional strains on already stressed national health systems.

Asymmetrical Access to Healthy Messages

In countries and communities with low health-literacy levels, commercial

‘‘messages’’ have a particularly strong influence on behavior. However, the

impact of being functionally illiterate is even more pervasive and undermines

many public health efforts to control chronic disease. Low levels of health

literacy are associated with reduced comprehension about causes of disease,

the value of prevention and health promotion, how and when to seek care, and

adherence to therapy—especially therapy thatmustbe taken for several years.24

Although well-designed advertising and marketing campaigns can help to

promote health, they have not been explicitly designed to reach the poorest and

most illiterate groups.

Globalmarketing of tobacco, alcohol, and salty, sugary, and fatty foods now

reaches most parts of most countries. Much global marketing is targeted at

children under age 14. Marketers use sophisticated means to ensure that their

messages ‘‘slip below the radar of critical thinking,’’ take advantage of weak

regulatory environments, and sometimes use false, misleading, or deceptive

advertising to reach their targets.25 Unopposed commercial messages can in-

crease the consumption of unhealthy products. Meanwhile, the weakness of

the government’s voice has prevented messages about healthy behaviors and

diets from reaching the poorest communities of most countries, making it

difficult for the people to make healthy choices.

Attitudes, perceptions, and beliefs are partially shaped by commercial

interests, which are especially dominant and pervasive in countries and
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communities without access to continuous information about (a) public

health risks and how to avoid them, and (b) effective treatments and where to

obtain them. This asymmetry in access to ‘‘healthy information’’ particularly

affects the poorest of the poor.

Aggressive promotional marketing of tobacco products, alcohol, and un-

healthy foods exploits the vulnerability of individuals and populations and tar-

gets specific population subgroups, including young people,members of ethnic

minorities, and low-income populations. Internal tobacco industry documents

reveal that cigarette-marketing campaigns have been designed to target young

people. Children are exposed to, and respond to, cigarette advertising through

their consumption choices. In the United States, alcohol advertisements in

magazines and on radio stations popular with young people lead to high youth

exposure. By using images popular with youth, such as those focusing on

masculine pride, action, and celebrity endorsements, alcohol advertisements

reinforce positive attitudes towards alcohol consumption. Young children are

also heavily targeted with advertisements—legally—for unhealthy foods,

which may be deliberately designed to encourage children to pester their

parents to purchase these products. This advertising affects children’s food

preferences, purchasing behavior, and consumption patterns. Racial and ethnic

minority groups are targeted by tobacco, alcohol, and food companies.

In developing countries, companies take advantage of weak regulatory en-

vironments to use a wide range of techniques to target populations. In these

emerging markets, companies are highly strategic in attempting to reach low-

income populations. In China, for example, South African Breweries became

profitable by targeting the mass market with locally brewed beer. Other com-

panies take a more targeted approach. In Asian countries, tobacco companies

use glamorous images to advertise ‘‘light’’ and ‘‘mild’’ cigarettes specifically to

women. Inmany developing countries, transnational food companies attempt to

take ‘‘stomach share’’ away from other foods and drinks, with techniques

specifically designed to attract children to eat at fast-food restaurants and con-

sume soft drinks and snacks. Across all commodities and countries, extensive

market research is used to better understand the perceptions and desires of the

target market. And the results are starting to pay off in terms of increased profits

for transnational corporations—with increased prevalence of unhealthy con-

sumption patterns among children in emerging markets.

Increased Comorbidity and Demands for Long-term Care

Not only do poorer communities and countries suffer from a heavier burden of

cumulative risk throughout life but, as a consequence, they also suffer from a

higher burden of comorbidity. Chronic infectious diseases, such as HIV/AIDS,

tuberculosis (TB), and schistosomiasis, have a harsh impact on the poorest
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countries; so do injuries and chronic noninfectious diseases, such as CVD,

cancer, and diabetes. All have serious consequences for the provision of

health care, especially long-term care. WHO estimates that developing

countries in sub-Saharan Africa, Latin America, and the Eastern Mediterra-

nean will experience threefold to fourfold increases over the next several

decades in people requiring long-term care services, which are rudimentary in

most developing countries.26

The interactive impacts between certain infectious and noninfectious dis-

eases have become clearer. Several infectious agents can cause cancer: for

example, hepatitis B virus causes liver cancer; human papillomavirus (HPV),

cervical cancer; Helicobacter pylori, stomach cancer; HIV infection, several

cancers, including Kaposi’s sarcoma and non-Hodgkin’s lymphoma; and

Schistosoma haematobium, bladder cancer.10 All of these cancers are com-

mon in the least-developed countries, where resources for treatment are ex-

tremely inadequate. Vaccines to prevent these infections and effective drugs

to treat them could greatly reduce the cancer burden in these countries.

Tobacco increases the death rate from TB—a classic disease of poverty—in

those already infected. In India, smokers are 4.5 times more likely to die of TB

than are nonsmokers.27 Although an estimated 80 percent of TB patients

smoke, little progress has beenmade in helping TB patients to quit. As a result,

tobacco is probably the major cause of death in treated TB patients.

Comorbidity between mental and physical disease is also common. The

proportion of patients with depression who also have common chronic dis-

eases, such as CVD, diabetes, cancer, and HIV/AIDS, ranges from 22 to

44 percent.28 Because the burden of these individual diseases falls pro-

portionately on the poor, the combined impact of depression and these diseases

is substantial—an observation that is generally ignored from a preventive or

therapeutic perspective. (See also chapter 16.)

Decreased Access to Quality Medical Care

The poor generally do not have access to tests for early detection of chronic

diseases, such as diabetes, hypertension, and cervical cancer, leading to many

cases of these diseases presenting at an advanced stage. In the United States,

for example, the widest socioeconomic gradients exist for patients diagnosed

at advanced stages with melanoma of the skin, prostate cancer, and female

breast cancer. Compared with their counterparts in low-poverty areas, people

in high-poverty areas are almost 2.5 times more likely to be diagnosed with

advanced-stage melanoma of the skin and almost twice as likely to be diag-

nosed with advanced-stage cancers of the prostate and female breast.

Patients in low social classes have consistently poorer survival for many

forms of cancer than those in high social classes, especially for cancers of the
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bladder, colon, female breast, and uterus.13 In addition, chemotherapeutic

agents most effective against the 10 leading cancers are not readily available

in many developing countries, where they are often subject to high import

duties.10 In addition, inhaled beclomethasone is often not available or affordable

in developing countries, placing patientswithCOPDand asthma at considerable

risk for premature death.

Participation in breast cancer screening has been shown to depend on in-

come and education, health insurance, and the type of health service.Women of

low social classes tend to have lower screening rates than do those in higher

social classes.29 In both developed and developing countries, women of low

socioeconomic status have increased risk of cervical cancer but less participa-

tion in cervical cancer screening. Survival by stage of cervical cancer varies

little; thus, the major goals in screening programs for cervical cancer—and

other chronic diseases—are to reduce barriers to early access and to ensure

public resources for long-term sustainability of programs. Socioeconomic dif-

ferences tend to decrease when participation is promoted, cultural and economic

barriers are removed, and social support is offered.

Roots and Underlying Issues

Macroeconomic Influences

The direct and indirect pathways by which global and regional forces influ-

ence chronic diseases are complex. The indirect effects are mediated by na-

tional economic performance and act mainly through changes in household

income, government expenditure, the exchange rate, and prices. National in-

come is especially important because of its effects on public-sector resources

available for health and its effects on household health-related behaviors—

especially those of low-income households—and costs of health care.3

It is often assumed that global economic development increases income and

subsequently improves all aspects of health. A more globalized approach to

development has resulted in some positive consequences for health in devel-

oping countries. Yet while greater economic investment and higher incomes

among some groups have eased some of the health challenges in developing

countries, chronic diseases have been exacerbated, leading to economic costs.

Important drivers here are trade, foreign investment, promotional marketing,

and urbanization.

Trade and investment drive economic development and may not encourage

healthy behaviors. Conditions for trade and investment that are more open can

bring economic benefits but also risks. Expanded global trade of, and foreign

direct investment in, tobacco have promoted demand. Among the world’s 100
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nonfinancial transnational corporations, ranked by foreign assets in 2000, were

several associated with noncommunicable disease risks, including tobacco,

food, and alcohol companies. These powerful companies often seek to avoid

health conditionalities being linked to their investments, which may weaken

the regulatory environment that has effectively controlled chronic disease risks

in developed countries.

Economic investment in the unregulated marketing of unhealthy products

encourages acquisition of the risk factors for chronic diseases. Global tobacco,

alcohol, food, and automobile companies all invest heavily in marketing their

products, creating an environment where healthy choices are more difficult.

Developing countries experience many of the risks associated with globally

interconnected economic development, without necessarily receiving the in-

vestments found in many high-income countries required to provide protec-

tions from these risks.

Certain transnational corporations have played a key role in avoiding

regulations and suppressing advocacy by governments and WHO aimed at

encouraging healthy consumption patterns. For example, the tobacco industry

has asserted that WHO should not focus on ‘‘lifestyle issues’’ of affluent

Western countries, such as tobacco. It has also attempted to redirect WHO

policies on tobacco and alleged that WHO was misspending its budget ‘‘at the

expense of more urgent public health needs, particularly in developing

countries, such as prevention of malaria and other communicable diseases.’’30

Lobbyists for tobacco, sugar, and other food interests have worked hard to

keep attention away from the need to address consumption patterns that drive

chronic diseases and their views have become the accepted position of many

policymakers.

Consumption patterns become increasingly unhealthy in countries and com-

munitieswhere (a) incomes are rising, (b) public health and legislative capacities

are weak, and (c) commercial pressures—often hidden from the public—are

stronger than government’s influence.

In time, most major risks for chronic diseases concentrate among the poor.

Economic development is often accompanied by greater political awareness

of the benefits of prevention, even if it requires tackling strong commercial

interests to implement preventive measures. Thus, countries with the highest

levels of both income and education—and a high degree of openness in policy

development—seem to have public health policies that encourage reduced

levels of unhealthy consumption (fig. 15-3). In countries where the news

media are not restricted and the government is democratic, the intensity and

quality of the public discourse on how best to address chronic disease risks is

far better than elsewhere. The more extensive the discourse, the more likely

‘‘healthy’’ policies will be adopted by governments and supported by the

population.
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An additional macroeconomic impact of chronic disease is related to the

protection of domestic producers by some developed countries and their re-

gional organizations. For example, certain agricultural subsidies in the United

States and the European Union restrict imports of fresh produce from de-

veloping countries, thereby seriously reducing incomes in these countries.3

These agricultural subsidies should be removed.

Urban and Rural Factors

Urbanization increases chronic disease risks. These risks increase with rising

levels of disposable income,marketing of and better access to certain products,

and cultural changes in taste and behavior. Increased tobacco use and con-

sumption of energy-dense foods are occurring in many poor rural areas, with

resultant increases in cancer risks and obesity. For example, a recent study of

poor rural South Africans over age 30 showed that the prevalence of diabetes

was 10 percent in both men and women; tobacco use exceeded 50 percent

(mainly snuff in women, mainly cigarettes in men); and the prevalence of

hypertension was 25 percent in men and 29 percent in women31—all of these

rates are similar to those in urban South Africa.

Even obesity rates, which are closely associated with physical inactivity

patterns, are not always higher in urban than in rural areas. In Pakistan32

and South Africa,33 obesity rates, especially among rural women, exceed

35 percent; in India and China, obesity rates are increasing mainly in cities.23

Rates of all major chronic disease risk factors, except smoking, are worse in

urban than rural areas of Thailand34; however, the number of people with risk

factors is highest in rural areas.

Generally Weak Noncommunicable Disease Policies
and Programs in Developing Countries

The extent of missed opportunities for both primary and secondary prevention

remains very high in most countries. A recent WHO review of the capacity of

185 countries to implement chronic disease control programs provided stark

information on the neglect of chronic diseases in many countries.35 Only about

40 percent of countries had a specific budget line for noncommunicable dis-

eases, and less than 50 percent of countries had a policy or plan for these

diseases. In addition, the survey found that essential medicines for chronic

disease management were not always available in primary care settings.

Pathways operating at different levels link experiences of disadvantage

with their biological impact on a specific chronic disease problem.36 Six

such pathways that lead from disadvantage to end-stage renal disease for
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indigenous Australians and also apply to many other chronic diseases, are

the following:

1. Direct linkage from disadvantage, such as via infections transmitted in

crowded housing, to renal damage

2. Indirect linkage via psychosocial factors, particularly chronic stress

3. Indirect and intergenerational linkage via health-damaging behaviors

4. Indirect linkage via factors in the health care system that impede access

5. Indirect cultural factors, including poor understanding of issues related

to prevention, diagnosis, and treatment of renal disease

6. Linkage to renal disease via government and corporate polices.

What Needs to Be Done

Institute Comprehensive Prevention, Health Promotion,
and Treatment Policies That Reach the Poorest
People in All Countries

Myrdal, over 50 years ago, cautioned against quick fixes for complex public

health problems. Efforts to reach permanent improvement of health stan-

dards, with maximal beneficial effect on the well-being of people, will need to

be integrated in a broad economic and social reform policy.20 Comprehen-

sive, multisectoral approaches over decades are needed. Education, health

services, and intersectoral action will be required to reduce socioeconomic

and other differences in chronic disease outcomes. In the Netherlands, it is

estimated that increased educational levels could counteract increased ill

health that is expected to occur due to aging of the population.37 Increased

education is associated with reduced exposure to health risks, increased levels

of well-being and wealth, and more effective use of health services. Increased

investment in health (and media) literacy in developing countries could po-

tentially slow the demand for expensive tertiary treatment—a demand that

already distorts the meager health budgets of developing countries away from

prevention.38

Place Greater Emphasis on Prevention and Health Promotion

The application of existing knowledge has the potential to make major, rapid,

and cost-effective contributions to the prevention and control of chronic

disease epidemics. However, there are important constraints on the im-

plementation of effective policies. The global health agenda is dominated by

the notion that communicable (infectious) diseases need to be prevented
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and treated before chronic (noncommunicable) diseases receive attention.

However, chronic diseases, such as CVD and diabetes, need to be addressed,

in part because of their severe adverse economic impact on poor families and

developing countries.39

Although chronic disease prevalence has increased markedly in all but the

poorest countries, the institutional response to disease prevention and control

is still based on the infectious disease paradigm. As a consequence, the global

and national capacity to respond to chronic disease is woefully inadequate, and

few countries have implemented comprehensive prevention and control pol-

icies. Furthermore, several commercial entities involved in the production and

promotion of unhealthy products, such as the tobacco industry40 and some

major food companies,41 exert much adverse influence on the development of

health policy.

There is only limited advocacy at the global level for a chronic disease

prevention and control agenda. What little advocacy exists tends to be frag-

mented and specific to certain risk factors or diseases. In addition, CVD,

diabetes, and cancer are not generally regarded as major diseases of poverty in

developing countries today. In contrast, there is growing dominance of com-

mercial and consumer organizations that have placed treatment of selected

diseases at the center of health policy debates and funding priorities. The most

effective advocates for prevention, such as national tobacco control advocacy

groups, have focused on single issues. Stronger and broader alliances of major

health professional organizations, consumer groups, enlightened businesses

and industries, and academic institutions are needed to prioritize strategies for

the prevention of chronic disease in developing countries.

Strengthen Capacity and Mobilize Resources

Capacity at the national level for chronic disease prevention and control is

weak in most developing countries. Donor agencies and governments have

been reluctant to invest in national institutions and infrastructure. A global

commitment is needed for sustainable progress in chronic disease policy

development and implementation. The Tropical Disease Research Program

of WHO, funded by a consortium of donors, has developed over the past

20 years an impressive network of communicable disease researchers42—a

useful model for chronic disease research.

Inadequate support by international donors for chronic disease prevention

and control in developing countries, however, is a major impediment to prog-

ress. Over the past 5 years, new private foundations and new sources of public

development finance have led to many billions of dollars being invested,

appropriately, in infectious disease control for HIV/AIDS, malaria, tubercu-

losis, and vaccine research and field programs. There are no significant new
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sources of funding anywhere near this magnitude for prevention of chronic

disease. Tobacco control has recently received modest increases in support

from international donors. In addition, WHO, European Commission, and

World Bank representatives have agreed that tobacco control should be fi-

nanced as part of development funding,43 as is done for HIV/AIDS control.

Develop Global Norms That Benefit Developing Countries

Many developing countries lack the basic human resources to develop and

implement laws and regulations, as well as tax policies, that are important for

chronic disease control. For them, international support is often the catalyst for

national action, and global norms provide the umbrella of legitimacy that they

need to develop and implement national laws. There is also an increasing need

to establish global norms in many spheres concerning the influences of trans-

national corporations on chronic diseases—from marketing and trade to hu-

man resource flows. Such norms can balance the otherwise unrestrained

influences of powerful interests and can assist countries that have limited

national public health and regulatory ability. To do so, public health capacities

in trade and political science must be strengthened so as (a) to effectively

participate in the World Trade Organization (WTO), where health issues are

increasingly considered, and (b) to develop stronger norms that could be used

as the basis for resolving trade disputes concerning products associated with

adverse health impacts.

The Framework Convention on Tobacco Control (FCTC) is one example

of a global norm that can protect developing countries from industry pres-

sures as they introduce effective tobacco control. The FCTC represents the

first time that WHO used its treaty-making right to advance public health

goals. The FCTC was adopted by all 192 WHO member states in May 2003

and came into force in February 2005. This pioneering convention aims to

protect health and save the lives of billions in present and future generations

through tobacco advertising bans, larger health-warning labels on tobacco

products, measures to protect against secondhand smoke, tobacco tax and

price increases, and efforts to eliminate illicit trade in tobacco products. The

FCTC could provide a template for policy development for control of diet-

related and food-related chronic diseases. Other norms that are important for

noncommunicable disease control include the International Code of Mar-

keting of Breast-milk Substitutes and the Codex Alimentarius Commission

(with its likely increased focus on food labeling and health claims).

More, however, will be needed. Treaties are probably not the solution to

the complex issues related to nutrition or physical inactivity. A combination

of multistakeholder and intergovernment codes are better options to pursue,

especially in relation to restricting marketing of alcohol and food items to
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young children. Such approaches are already being used in many ways in

many developing countries to improve labor conditions, environmental qual-

ity, and protection of human rights. These approaches are cheaper and quicker

to implement than traditional legislative approaches but require strong inde-

pendent oversight to ensure they have the desired impact.

Reorient Health Services to Address Chronic Disease

Many lives are lost prematurely because of inadequate treatment and long-

term management of chronic diseases, even though simple and inexpensive

approaches exist.44 Even in wealthy countries, the potential of these inter-

ventions is not fully put to use. The situation in both poorer countries—and

poor communities within rich countries—is even less satisfactory. In most

countries, effective means of preventing, treating, and providing palliative

care for cancer exist but are not implemented. There are many opportunities

for coordinated risk reduction, care, and long-term management of chronic

disease. For example, smoking cessation is a priority for all patients who

smoke; dietary and physical activity advice should be provided to most

patients in virtually all health care settings. Few efforts have been made to

explicitly target poor communities with such interventions. A good example

of these are smoking cessation programs in the United Kingdom that have

successfully reached poor smokers.

Considerable progress has been made in improving access to, and re-

ducing the price of, antiretroviral drugs for HIV/AIDS, drugs to treat TB, and

several vaccines. Similar progress has yet to be made for essential drugs that

are required to improve survival for treatable cancers, diabetes, and CVD.

A patient with heart disease in a poor nation has the same right to effective

drug treatment as a patient with malaria, tuberculosis, or HIV/AIDS.45 Non-

governmental organizations have yet to advocate as effectively for better ac-

cess to chronic disease treatment as they have for selected infectious diseases,

despite the huge saving in lives and suffering that would result.

Promote Broader Societal Changes

Many aspects of chronic disease prevention require legislative, financial, and

engineering approaches. These aspects, often not under the control of health

departments, can complement educational programs. Educational programs

have a limited impact, especially among the poor and illiterate. Implementa-

tion of the following measures can bring about a disproportionately large

positive impact for poor populations: infrastructural changes that promote

public transport and physical activity, laws that ban tobacco advertising and

smoking in public places, tax policies that raise excise taxes on tobacco, and
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agricultural policies that provide schools and poor communities with easy,

government-funded access to fruits, vegetables, and other food staples.

Build on Opportunities to Link Control of Communicable Disease
With Control of Noncommunicable Disease

Continued strengthening of certain aspects of infectious disease control, par-

ticularly related to chronic infectious diseases such as TB and HIV/AIDS, will

benefit the control of CVD, diabetes, and cancer. The same transformation of

health care systems is required to address long-term disease management and

enhanced compliance to treatment for both infectious and noninfectious

chronic diseases.44 For sub-Saharan African countries, there is an opportunity

to ensure that new platforms for health service delivery that are being built to

expand access to treatment for HIV/AIDS also address noninfectious chronic

diseases. The marginal increased investments required would probably yield

substantial gains for public health among poor communities that already suffer

from CVD, diabetes, and cancer.

Conclusion

Over the past few years, there have been several initiatives that suggest a

growing awareness among public health professionals of the need to act de-

cisively to prevent social injustice in public health. Initially, academics and

researchers led theway.Nowpolicymakers in government are respondingwith

new policies and funded projects. Those that explicitly address chronic dis-

eases are mainly based in developed countries, although the approaches used

have applications worldwide. Several recommendations that generally apply

are as follows46:

1. Ensure that a government spending review, performed by the treasury

or finance ministry, identifies how government spending—not limited

to health department spending—could be directed to reduce health dis-

parities.

2. Ensure better coordination in health service delivery between traditional

boundaries.

3. Develop partnerships with the voluntary organization, business, and com-

munity sectors.

4. Invest in programs that aim to improve support for young children and

families.

5. Improve housing and social services.
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6. Identify specific programs that will close life-expectancy gaps, such as

by reducing smoking among the poor and among children.

7. Provide better access, including financial support, to poor communities

for early detection and long-term treatment of chronic diseases.

At long last, social injustice concerning chronic diseases is being recognized

as neither inevitable nor acceptable.
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16

MENTAL HEALTH

Carles Muntaner and Jeanne Geiger-Brown

Introduction

Epidemiologists were among the first scientists to document that the poor

suffer from a higher rate of mental disorders than the affluent.1 Investigations

of social inequities and mental health have been fueled, in part, by social

justice concerns about the need to improve the harsh living conditions to

which workers, immigrants, and racial and ethnic minorities have been ex-

posed.2–5 The absence or poor quality of psychiatric care for poor working

class, immigrant, or racial and ethnic minority populations points to a related

need.2

There is a strong inverse association between socioeconomic privilege—

based on class, race, ethnicity, nationality, gender, age, or sexual orientation—

and mental disorders.6 The evidence is particularly strong to support the

association between socioeconomic position, measured in terms of income,

educational credentials, or occupational social class, and the most frequent

forms of psychiatric illnesses, such as depression, anxiety disorders, and sub-

stance use disorders.6 For example, a comprehensive meta-analysis of the

prevalence and incidence studies of socioeconomic position and depression

indicated that persons with low educational credentials or low income are at

higher risk of depression.7 In the United States, individuals with annual
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household incomes of less than $20,000 per year were found to have a

prevalence of major depression in the past month that was twice as high as

that for individuals with annual household incomes of $70,000 or more.4

Studies of U.S. metropolitan areas have found even stronger associations

(with odds ratios of 11 to 16) between high- and low-income respondents

and depression.2 In a 13-year follow-up study that used psychiatric inter-

views as a method of assessment, poverty was found to increase the risk of

depression by 2.5 times.8 In the same study in East Baltimore, respon-

dents who did not receive income from property were 10 times more likely

to have an anxiety disorder than were those who obtained some income from

property.2 (See chapter 2.)

With regard to occupational social class, the prevalence of depression in

the past 6 months among those employed in household services was 7 percent,

almost three times that of executive professionals (2.4 percent).5 More recent

studies show that blue-collar workers are between 1.5 and 2.0 times as likely

to be depressed as white-collar workers.1 Similar risk increases have been

reported with a 1-year follow-up period.1 Being born to parents employed in

manual labor occupations confers almost twice the risk of depression for

women and almost four times the risk of depression for men compared with

those born to at least one parent not in the working class.1

In addition to depression, similar two- to three-fold differences in prev-

alence between high and low socioeconomic position have been reported in

the United States for substance use disorders, alcohol abuse or dependence,

antisocial personality disorder, anxiety disorders, and all psychiatric disor-

ders combined.2,3 Internationally, even larger differences have been found—

up to four-fold higher current prevalence of depression among working-class

respondents compared with their middle-class counterparts.3

Mental disorders, which have a major worldwide impact on disability,9 are

the leading cause of disability among women and, by 2020, are expected to

become the main cause of years lost to disability.9 The relevance of mental

disorders to social injustice and public health is both in the strength of as-

sociation between socioeconomic factors and mental disorders and in the

great consequences that this association has for the quality of life of affected

individuals and their families.

Underlying the study of social inequalities and mental health are competing

notions of what constitutes social injustice. Two opposing views of social

justice and mental health are prominent. The first is that behavior is a matter

of individual agency or volitional control, accounting for the disproportionate

burden of mental illness among workers, women, and minorities. This view

holds that most social outcomes, including mental health, reflect personal

autonomous choices and that therefore there is little that society, as a whole, is
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obliged to do for people who are afflicted by mental disorders. In one study,

for example, educated ‘‘liberals’’ respected the autonomy and individual

rights of homeless persons but felt little obligation to do anything to improve

their situation.

In contrast, the ‘‘structural’’ view focuses on the social relations of class,

race, ethnicity, and gender inequality as determinants of individual outcomes,

including mental disorders. The social justice implications of this view in-

clude a collective responsibility for those whose mental health is negatively

affected by class, gender, and racial and ethnic inequalities in access to eco-

nomic, political, and cultural resources. For example, a recent ethnographic

study of African-American and white working-class men concluded that

African-American men have a greater sense of collective responsibility and

are less prone to use individual responsibility as an explanation for personal

outcomes than their white counterparts.10 Western European and U.S. whites

are more likely to use individualistic attributions for the outcomes of persons

in social situations—personal attributes are seen as the cause of personal

outcomes, as opposed to the features of the situation.11

We believe that there is sufficient evidence from social science to main-

tain that social class, gender, and racial/ethnic inequalities in mental health

stem from social structures rather than from personal choices. Furthermore, a

contemporary definition of public health—as organized efforts by society to

improve the health of populations—implicitly acknowledges both social

determinants and collective responsibility for the public’s health.

The description of social injustice in mental health cannot be separated

from the technical knowledge that constitutes normative or prescriptive epi-

demiology. Public mental health is thus faced with the obligation to improve

the health of groups affected by social injustice—that is, public health officials

have the responsibility to improve the mental health of populations that due to

economic, political, or cultural inequalities have a high rate of mental disor-

ders. For example, a society’s unequal distribution of economic, political, or

cultural resources will generate worse mental health among the relatively

poor, powerless, and less educated. Furthermore, inequalities in property

generate an intergenerational transmission of poverty that has dispropor-

tionately affected African-Americans in the United States. Political inequal-

ities preclude immigrants from obtaining equal rights, while confining them to

economic, political, and cultural subordination. And cultural factors such as

racism, patriarchy, or classism can lead to labor market discrimination and

residential segregation with negative economic, political, and cultural con-

sequences for people of various races and ethnicities, nationalities, religions,

age groups, categories of sexual orientation, gender, medical conditions or

disabilities, and social classes.
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The Relationship Between Social Injustice
and Mental Health

Social Injustice Produces Mental Disorders

Poverty, Inequality, and Workplace Domination

Poverty is a consistent risk factor for multiple mental disorders, including

depression, anxiety disorders, antisocial personality, and substance-use disor-

ders.2,6,7 Cross-sectional and longitudinal studies have found consistent asso-

ciations between area poverty andmental disorders. About two-thirds of income

inequality studies have shown an association between high income inequality

and high rates of mental disorders.

Social class inequality, which includes relations of property and control

over the labor process, is also associated with mental illness. Social class,

understood as a social relation linked to the production of goods and ser-

vices,12 is conceptually and empirically distinct from socioeconomic status

(SES). Thus, social class is associated with mental disorders over and above

SES.13–18 One study found a small overlap between SES and social class

measures, but the association between social class and depression could not

be accounted for by SES.15 Other studies have found initial evidence of a

nonlinear relationship between social class and mental health, as would be

predicted by social class models but not by SESmodels.16,18 Low-level super-

visors (who do not have policymaking power but can hire and fire workers)

have higher rates of depression and anxiety than both upper-level managers

(who have organizational control over policy and personnel) and front-line

employees (who have neither). Control over organizational assets is deter-

mined by the possibility of influencing company policy (making decisions on

number of people employed, products or services delivered, amount of work

performed, and size and distribution of budgets) and by sanctioning authority

over others in the organization (granting or preventing pay raises or promo-

tions, hiring, and firing or temporally suspending subordinates). The repeated

experience of organizational control at work would protect most upper-level

managers against mood and anxiety disorders. Low-level supervisors, on the

other hand, are subjected to ‘‘double exposure’’: the demands of upper man-

agement to discipline the workforce and the antagonism of subordinate

workers, while exerting little influence over company policy. This ‘‘contra-

dictory class location’’ may place supervisors at greater risk of depression and

anxiety disorders than either upper management or nonsupervisory workers.

Nevertheless, the literature on social class and major psychiatric disorders still

lacks evidence of pathways linking class position to depression and anxiety

disorders.
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Does Social Injustice Get Under the Skin?

There is controversy on the relative importance of ‘‘neo-material’’ deter-

minants (contemporary physical or biological risk or protective factors) and

‘‘psychosocial’’ determinants, such as perceptions of relative standing in the

income distribution, of socioeconomic position (SEP) gradients in health in

wealthy countries.19,20 Neo-material indicators of SEP, such as owning a car

or a house, and indices of deprivation have recently been incorporated in the

social epidemiology of mental disorders.21–23 For example, in a national

survey of United Kingdom households, an independent association was found

between housing tenure and access to a car, on the one hand, and neurotic

disorder (including some anxiety disorders) and depression, on the other.21,23

Also, an analysis of the British Household Panel Survey found that low

material standard of living was associated with risk for depression and anxiety

disorders.21 A geographic area deprivation index, including housing tenure

and car ownership, has been associated with the prevalence and persistence of

risk for depression. Although deprivation indicators suggest that absence of

material goods increases the risk of psychiatric disorders, research has yet to

uncover the specific mechanisms linking material factors to depression or

anxiety. On the other hand, some studies have provided cross-sectional and

prospective evidence of an association between (a) psychosocial factors, such

as perceived job demands and perceived financial hardship, and (b) depres-

sion, symptoms of depression, and anxiety disorders.8,21 A common limita-

tion of both ‘‘neo-material’’ and ‘‘psychosocial’’ studies is overreliance on

self-report measures of depression and anxiety, and infrequent use of diag-

nostic interviews to assess mental disorders. Even in prospective studies that

take into account reverse causation, it is difficult to rule out the possibility that

features of the material environment (physical and biological exposures) are

confounded with a respondent’s perceptions.24 However, the reported asso-

ciations of job insecurity or remaining in a downsized organization with

symptoms of anxiety and depression suggest that psychosocial exposures can

have independent effects on psychiatric disorders.25

Discrimination and Mental Health

Women have at least twice the risk of men for depression and anxiety

disorders—in part because of their lower socioeconomic standing and higher

exposure to stressors.26 Low SEP increases the risk of depression. Low-

income people have higher rates of depression than do people with higher

incomes or the general population.27,28 Factors such as financial strain

and level of debt are associated with higher rates of depression.8,29 (See

chapter 4.)
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Women residing in states with the highest levels of income inequality have

substantially higher rates of depression than do women living in states with

the lowest quintile of income inequality.30 New mothers of low SEP have

higher rates of depressive symptoms 2 months postpartum than do women of

high SEP,31 perhaps due to their social networks being smaller.

Large surveys in psychiatric epidemiology have tended to show small

differences in mental health status among races, although the effects of racial

discrimination and other forms of racism, such as residential segregation, are

just beginning to be examined. One exception seems to be a higher rate of

anxiety disorders among black women in the United States. Perceptions of

racial and ethnic discrimination are consistently associated with worse mental

health.32 Ageism and discrimination based on sexual orientation adversely

affect mental health.33,34 (See chapters 3, 6, and 7.)

How Mental Disorders Become Problems of Social Injustice

Mental health services vary in quantity and quality across geographic areas.

In addition to the natural variation, there are systematic differences in the

availability, accessibility, and appropriateness of treatment and in treatment

outcomes for racial and ethnic minorities. Other marginalized groups suffer,

including those who are homeless or incarcerated, children in foster care, trau-

matized persons, refugees, those with substance-use disorders, and those with

alternative sexual preferences. These disparities in access and quality of care

cause minority and marginalized groups—those with limited political power

and access to resources—to suffer a disproportionate health burden because of

unmet mental health needs. As rates of mental illness are similar despite racial/

ethnic background, the disparity in outcomes relates directly to the ability of

the mental health service sector to diagnose and appropriately treat individ-

uals from different backgrounds, as well as to differences in the willingness

of individuals to submit to treatment by clinicians they mistrust or fear.

A recent report35 classified the causes of racial/ethnic disparities into pa-

tient, provider, and institutional factors.

Patient factors included cultural beliefs about health and medical care by

members of the minority group, mistrust of the health care system (based on

past discrimination), language barriers and other difficulties in communi-

cation, patient ‘‘preference’’ (usually describing patient noncompliance), and

other socioeconomic factors associated with race and ethnicity.

Provider factors included a lack of cultural competency, styles of physi-

cian practice, atypical symptom presentation, and negative stereotypes and

other biases that operate either consciously or unconsciously. All of these

provider factors are thought to influence both diagnosis and treatment of

racial/ethnic minority patients.
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Institutional factors included lack of familiarity with the presenting case

mix and failing to treat the uninsured.

These individual, provider, and institutional factors interact with each other

to produce poorer treatment for members of racial/ethnic minority groups.

Access to Treatment

The availability of mental health services depends both on having sufficient

providers to meet the specialty mental health care needs of a given population

and on the available care being culturally relevant to the population. Because

most U.S. mental health providers are European-American, most minority

consumers cannot find a provider of the same racial/ethnic background.36,37

For African-Americans, this difficulty is striking; only 2 to 4 percent of men-

tal health professionals are African-American.36 In addition, many African-

Americans live in the urban South, where specialty mental health treatment is

less available.36 Similarly, African-Americans are incarcerated, homeless, in

foster care, and uninsured at a disproportionate rate to their relative compo-

sition in the U.S. population, and mental health services are far less available

to these high-need individuals. The situation is even worse for American

Indians and Alaska Natives. The number of mental health care providers

available for these groups is much smaller and far less likely to be racially or

ethnically similar. In 1998 in the United States, only 29 psychiatrists were of

American Indian or Alaskan Native heritage and only a very small fraction of

physicians identified themselves as American Indian or Alaska Native.38

Asian-Americans, Pacific Islanders, and Hispanics often have limited avail-

ability of services because of limited proficiency in English.38

Affordable care and generous insurance coverage have a strong influence

on receipt of services. Members of minority groups are less likely to have

health insurance and to be able to pay for mental health care. With insurance,

mental health coverage seldom reaches parity with coverage for treatment for

somatic disorders, even in states where parity has been legislated. Federal

regulations have attempted to improve insurance coverage for children; how-

ever, children with mental disorders, even with Children’s Health Insurance

Program coverage, are often inadequately covered formental and substance-use

disorders. Insurance coverage is often tied to employment, and because many

blue-collar jobs have been moved overseas, many blue-collar workers are not

able to pay for care.

Feelings of mistrust deter some minority patients from receiving mental

health services. Mistrust may be based on a historical legacy of discrimina-

tion and maltreatment but may also derive from recent experiences with

culturally insensitive clinicians. One study found that 12 percent of African-

Americans and 15 percent of Latinos perceived that physicians treated them

with disrespect or unfairly compared with 1 percent of whites.39 Immigrants
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to the United States from other countries whose governments persecuted their

citizens—and American Indians—are unlikely to trust authorities, including

those in clinical roles.

Mental health disorders are undeniably stigmatizing. Stigma operates at the

individual, family, community, and societal levels. At the individual level,

mentally ill persons who fear rejection due to their illnesses are often socially

isolated and behaviorally are less likely to seek and be adherent to therapies.

At the family and community levels, these prejudices against those with a

mental illness affect members of some minority groups more than whites. In

some Asian cultures, the shame of having a mentally ill family member ad-

versely influences the potential of other immediate-family members to marry

or to work. Stigma by association is also present in other cultures. Asians

living in Los Angeles are half as likely as whites to disclose a mental health

problem to a friend or relative and are very unlikely to see a psychiatrist for

assistance; the basis for these differences is thought to be pervasive stigma.

Asians and Hispanics view mentally ill patients with more distrust than do

whites.40 Contact with mentally ill patients—and thus, direct experience with

them—decreased perceptions of dangerousness for whites but not for blacks.40

Such contact also improves the ability of mentally ill patients to integrate into

the community.41 As a society, the United States has reduced discrimination

experienced by the mentally ill with the passage of the Americans with

Disabilities Act (ADA). However, the stigma of mental illness can still pre-

vent the mentally ill from acquiring housing and employment with accom-

modations, as required under the ADA—because they must disclose the

nature of their disability to prospective employers and may be reluctant to do

so for fear of recrimination. The claims outcome for filers under the ADA has

not been favorable for most.

Patients with mental disorders often have multiple needs that extend be-

yond visits to psychiatrists, and they must negotiate their way through a

complex physical and mental health system to receive needed care. In addi-

tion, they often require income supports, assistance with supported housing

and employment, and legal aid. The system of service delivery that supports

individuals is fragmented by funding streams, geographic borders, and, to

some extent, diagnoses. Because systems of care have difficulty organiz-

ing to provide comprehensive care, case-management models have been used

to try to reduce the effect of persistently fragmented services on satisfying

patients’ needs.

The use of mental health services by minorities has been assessed. One

study found that African-Americans do not underuse mental health services

but are more likely to receive care in a general, rather than a specialty,

mental health setting.37,42 Perhaps African-Americans have unfavorable at-

titudes toward mental health treatment and may fear being ‘‘guinea pigs.’’
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A study of adolescents found that African-American males receive treatment

at one-third the rate of African-American females and one-half the rate of

white males, suggesting a referral bias based on racial discrimination.43 Other

reasons for racial differences in treatment contacts might be (a) African-

Americans having a higher threshold for tolerating symptoms before seeking

help, (b) African-Americans having lower expectations that treatment would

be helpful, and (c) African-Americans possibly being shunted into the juve-

nile justice system. African-American children, aged 5 to 14, on Medicaid are

less than half as likely to be prescribed psychotropic medication as are white

youth, with psychostimulants being prescribed for whites at 2.5 times the

rate they are prescribed for African-Americans.44 In poor inner-city neigh-

borhoods, there are few behavioral pediatricians, less psychiatric follow-up

care, and cultural differences in interpretation of symptoms of attention def-

icit-hyperactivity disorder (ADHD) in the family that reduce referral for care.

Studies using treated prevalence samples suggest racial differences in the

amount and type of treatment received. A study at an inpatient treatment

facility found that African-Americans have shorter lengths of stay, higher

rates of urine drug screens, and higher neuroleptic doses for schizophrenics

compared with whites.45 Whites had a higher rate of one-on-one observation

for risk of self-harm, which corresponded to a higher rate of diagnoses of

personality disorders.45

There may be an unconscious bias about ‘‘treatability’’ for blacks, espe-

cially when comorbid substance-use disorders are present.45 Blacks may re-

ceive less close observation because they are reluctant to disclose suicidal

thoughts because of cultural mistrust.45 Administrative claims data from the

Los Angeles County mental health system revealed that blacks used fewer

sessions with a psychotherapist, Asians and Latinos had more frequent out-

patient treatment than those of other racial/ethnic groups, and Asians had the

most outpatient sessions. Patients of lower SEP had fewer psychotherapy

sessions, more sessions with a nonprofessional therapist, less medication

treatment, and less overall treatment.46 Another study found that the single

factor linking ethnicity to ‘‘treatment readiness’’ was having low SEP.47 Low

SEP may inhibit participation in the bureaucratic mental health system but

may also create more distress from stressful life events. A secondary analysis

of BlueCross/BlueShield claims found no differences in service utilization

based on race alone.48 Thus, there are differences among treated prevalence

studies in patterns of service utilization by race, and the reasons for reported

differences vary by investigator.

Inequalities in the Quality of Treatment

Once an individual is received into treatment, the outcome of care depends

on the clinician making a correct diagnosis, and then using appropriate
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methods of treatment to ameliorate the presenting symptoms. Treatment

guidelines that are based on scientific evidence have been published by

several professional organizations and evidence-based reporting organiza-

tions and supported by government agencies. The translation of this research

into clinical practice is deficient for all races. Few practitioners use evidence-

based treatment for patients with mental disorders.49 Compared with whites,

African-Americans are less likely to receive guideline-based treatment for

anxiety or depression,50,51 less likely to receive an antidepressant,51 less

likely to receive a selective serotonin reuptake inhibitor (SSRI) (rather than

an earlier-developed antidepressant), and more likely to be overmedicated

with antipsychotics.52,53 Unfortunately, minorities are severely underrepre-

sented in clinical trials where interventions for major mental disorders are

tested; thus, the efficacy of these treatments among minority group members

is not known.

Populations at Risk for Unjust Treatment

Lesbian, gay, bisexual, and transgender (LGBT) persons living in the

community suffer from homophobia and heterosexualism in the broader so-

ciety (see chapter 7). School-age children can experience teasing, abuse, and

violence daily, leading to substance-use disorders, generalized anxiety, and

depression. These individuals can suffer from psychological difficulties as

they cope with both overt discrimination and internalization of hate messages.

For LGBT males, rates of depression and panic attacks are higher than those

for heterosexual men.54 Although psychiatrists formerly pathologized ho-

mosexuality as a disorder, recent studies indicate that LGBT individuals who

seek psychotherapy are generally satisfied with their experience.55 Some are

reluctant to disclose their gender orientation to therapists, fearing negative

reactions to their gender identity or unfamiliarity with the life issues that

are associated with same-sex relationships.

Mental disorders and comorbid substance use are common among pris-

oners (see chapter 9). For youth entering the criminal justice system, these

disorders are often unrecognized. Prisoners have often experienced trauma

and family disruption during childhood. Treatment during incarceration is

often inadequate, and aftercare upon release is generally poor compared with

care for somatic disorders. The experience of incarceration is traumatizing for

many; stressful daily experiences with other inmates and correctional staff

members can induce mental illness in those predisposed to these disorders.

‘‘Supermax’’ prisons have been described as ‘‘incubators for psychosis’’;

sensory deprivation is severe and electroshock instruments are often used to

force compliant behavior. The period of incarceration presents an opportunity

for focused treatment and rehabilitation; however, this has not been a social

priority despite some suggestion that it would reduce rates of re-arrest. To
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better serve this population, collaboration between the mental health and

criminal justice systems is required, as well as a reconceptualization of the

role of prisons to be restorative rather than punitive.

Refugees suffer myriad traumas that they bring with them (see chapter

11). Many are fleeing war, famine, or repressive regimes that use torture and

intimidation to control the population. Posttraumatic stress disorder (PTSD)

is common among those who have been subjected to torture or rape or have

witnessed murder. Often refugees are leaving behind relatives with no way

to be assured of their safety or ability to contact them. In new countries,

refugees have difficulties with language, cultural assimilation, social isola-

tion, and poverty and are often at the bottom of the social strata despite past

professional successes in their countries of origin.

When mental health problems are recognized, refugees continue to face

problems in treatment. In cultures with traditions of somatization of emo-

tional distress, they may be misdiagnosed with somatic illnesses. Because of

the extended period between traumatic event and treatment, the outcomes

of therapies are less than optimal. In some cultures, psychotherapy is not

culturally acceptable, so different models of treatment must be used to assist

refugees; trust is sometimes difficult when medical care providers in coun-

tries of origin participated in torture. Systems of care must be coordinated to

include somatic and mental health care, as well as housing, social services,

language instruction, employment assistance, and income supports.

For the 750,000 children in foster care in the United States, the risk for

experiencing mental disorders or developmental delays is high. Many of these

children have been abused or neglected just at the time of early brain de-

velopment. Once in the foster care system, behavioral problems often worsen

because of difficulty with attachment to the foster caregiver, separation from

siblings, and uncertainty about the relationship with the biological parent. In

the worst case scenario, the foster care setting or the social service system

increases the stress on the child and can lead to iatrogenic mental disorders.

Child welfare workers can be a vital link to appropriate pediatric services but

only if the worker’s caseload is sufficiently small to be able to screen children

for behavioral symptoms over the life of the placement. Older children who

have failed to ‘‘catch up’’ emotionally are aged out of the system at 18 and can

have difficulties living independently. The child welfare worker must be able

to coordinate care across systems while advocating for the child’s needs.

Successful programs have been developed that integrate intensive mental

health treatment at a young age.56 (See chapter 5.)

On any given night in the United States, more than 700,000 people are

homeless, of whom 20 to 25 percent are mentally ill and 50 percent have

a substance-use disorder (see chapter 10). Minorities are overrepresented

among those with mental disorders, and poverty is an important moderator of

Mental Health 287



the influence between being mentally ill and homeless.57 Successful inde-

pendent housing and vocational rehabilitation programs have been developed

that are effective in reducing the number of shelter days that are used by

consumers and should be promoted. These are more effective when treatment

for comorbid substance-use disorders is provided and when there is good

coordination between community mental health providers and the shelter care

system.58

What Needs to Be Done

Social class, gender, race, and ethnic inequalities represent a substantial

source of social injustice, but they have been rarely examined in relation to

mental health. Studies on policies that alleviate these forms of unjust in-

equalities and their impact on mental disorders are needed to document the

impact of contemporary social policies. For example, there are few studies of

the mental health impact of housing policy, child care policy, wage ordi-

nances, and social services among low-income women.

Public health change is multidisciplinary, as it corresponds to any social

technology. For example, raising a child not only requires schooling; it also

requires economic support—food, clothing, and housing—and emotional

support. Similarly, reversing the mental health effects of social injustice will

require more than addressing the immediate social determinants of men-

tal illness, such as stigma, lack of access to treatment, and homelessness. The

United States, for example, hasmany socialmovements—for the elderly, poor,

women, minorities, children, homeless, andmental patients—and yet, inmany

health indicators, it fares worse than countries of comparable wealth.59,60

Denmark and Sweden do not have somany single-issue social movements, but

they do have powerful political organizations and labor movements that ad-

dress these issues—poverty, gender, aging, children’s health, and mental

health—simultaneously in an egalitarianmanner. Unless we tackle the broader

social policies that affect well-being, including mental health, it will not be

possible to adequately redress the effects of social injustice on the public’s

mental health.

The effect of stigma on the quality of life for patients with mental disorders

cannot be understated. The only antidote to discrimination is the provision of

systematic, repetitive, culturally appropriate public education that paints a

realistic picture of mental illness. Media portrayals of individuals with mental

disorders stress dangerousness, deviant behavior, and unpredictability. Ac-

curate portrayals that stress the biological basis for the disorder, describe

issues of discrimination, and show positive outcomes for those who receive

optimal treatment, would challenge discriminatory beliefs. This coupled with
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an investment in true community-based services, such as Assertive Com-

munity Treatment—in model form, not diluted, in which individuals would

have meaningful opportunities to reintegrate into their communities—would

expose the lay public to real people with mental disorders.

Obtaining justice for persons with mental illness requires that advocates

for the mentally ill use a ‘‘bottom-up’’ approach to challenging discrimina-

tion. Groups such as the National Alliance for the Mentally Ill have im-

plemented commendable programs to assist consumers and their families

and to advocate for health policies that reduce stigma. Each advocacy group,

for a category of patients such as those with manic-depression, depression,

alcoholism, or childhood ADHD, takes on its own cause with vigor. Yet it

would be very appropriate to develop umbrella organizations to assist these

groups to leverage their efforts. In addition, changing the focus from illness

care to civil rights has the potential to leverage additional change if alliances

with powerful civil rights organizations can be developed.

Conclusion

We recommend the following action steps:

1. Reframe the issue of mental health disparities among deprived and

victimized populations from a medical to a civil rights issue, and use

enforcement as a lever to improve the access and quality of care deliv-

ered in all settings where mentally ill persons are treated or housed. This

should include examination of federal financing systems for evidence of

disparities in clinical care programs that are funded by taxpayers.

2. Collect data systematically on ethnicity, race, socioeconomic position,

neighborhood disadvantage, and primary language in all clinical re-

cords and health databases.

3. Include stakeholders in a meaningful way in all policy forums where

their health services are acted on.

4. Increase the recruitment of socioeconomically, ethnically, and racially

diverse physicians, nurses, psychologists, social workers, and other

health professionals to provide treatment for the mentally ill. Provide

culturally competent education for all professionals who treat people

with mental disorders.

5. Insure the uninsured and insist on parity for care of mental disor-

ders. Provide feedback mechanisms to ensure that treatment adheres to

evidence-based practices with known efficacy.

6. Focus on primary prevention efforts by strengthening families at risk and

reducing adverse conditions, such as poverty, discrimination, and racism.
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7. Increase the participation of all ethnic and racial minorities in funded

efficacy and effectiveness research studies.

8. Mount public education efforts designed to combat stigma.

9. Include mental health policies aimed at reducing the social injustice that

determines mental illness, such as poverty, disparities, stigma, and ac-

cess to quality care, in the political programs of government and non-

governmental organizations, including political organizations and

unions, at the local, state, and national levels.
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ASSAULTIVE VIOLENCE AND WAR

James A. Mercy

Introduction

Violence can be both a consequence of social injustice and a tool used to per-

petrate it. Intimate partner violence, for example, can stem to some degree

from customs that support gender inequality.1 Genocide, as was evidenced in

Nazi Germany and more recently in Rwanda, is the most extreme example of

using violence as a tool to perpetrate social injustice by attempting to deny an

entire population group of its right to exist.2 Public health has a fundamental

role to play in preventing violence by promoting social justice.

Violence is now viewed as a leading public health problem worldwide.3

The involvement of the public health community in violence prevention has

expanded with heightened awareness that violence is a major contributor to

premature mortality, morbidity, and disability.4

Public health professionals have helped develop and implement strategies

to prevent violence from occurring in the first place (primary prevention).5 In

addition, they have brought a multidisciplinary, scientific approach to vio-

lence prevention aimed at identifying effective measures. The evidence base

for preventing some forms of violence has been substantially strengthened

since the entry of public health professionals into this field.6 They have also

emphasized the need for collective action to prevent violence, involving
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collaboration among different scientific disciplines, organizations, and

communities.

Efforts to address violence as a public health problem have increased dra-

matically since the late 1970s.7 In 1979, the SurgeonGeneral’sReport,Healthy

People, documented the dramatic gains made in the health of Americans dur-

ing the previous century and identified 15 priority areas in which, with ap-

propriate action, further gains could be expected.8 Among those areas was the

control of stress and violent behavior. A variety of violence prevention activ-

ities within the public health sector followed. In 1983, for example, the Centers

for Disease Control and Prevention established a Violence Epidemiology

Branch, and in 1985 the Surgeon General held a workshop on violence and

public health.9 In 1996, the World Health Assembly—the annual gathering of

all ministers of health—adopted a resolution stating that violence is a global

public health priority.3

Defining Violence

The World Health Organization (WHO) defines violence as ‘‘the intentional

use of physical force or power, threatened or actual, against oneself, another

person, or a group or community that either results in or has a high likelihood

of resulting in injury, death, psychological harm, maldevelopment, or depri-

vation’’(p. 5).10 Under this definition, suicidal behavior is considered an

important type of violence, and violence can be wielded through threats or

intimidation as well as physical force. The definition includes outcomes that

go beyond physical injury and death, such as psychological harm, mal-

development, and deprivation. It defines violence as it relates to the health and

well-being of individuals—not in cultural terms.10 This is an important fea-

ture because some people who intend to harm others may not perceive their

acts to be violent because of prevailing cultural norms within their societies.

Physical violence toward spouses or children, for example, is regarded as an

acceptable practice in some societies, even though these acts may have se-

rious health consequences for the victims.11,12

Three general types of violence are encompassed by the WHO definition:

interpersonal, self-directed, and collective. Interpersonal violence includes

forms perpetrated by an individual or small group of individuals, such as child

abuse and neglect by caregivers, youth violence, intimate partner violence,

sexual violence, and elder abuse.10 Self-directed violence includes suicidal

behavior as well as acts of self-abuse, where the intent may not be to take one’s

own life. Collective violence is the use of violence by groups or individuals

who identify themselves as members of a group, against another group or set

of individuals, to achieve political, social, or economic objectives. It includes

war, terrorism, and state-sponsored violence toward its own citizens.2
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The Public Health Burden of Violence

Worldwide, more than 4,500 people each day, on average, die violent

deaths.4 More than 90 percent of these deaths occur in middle- and low-

income countries. About one-half of the estimated 1.7 million violent deaths

that occurred worldwide in 2000 were suicides, about one-third were ho-

micides, and one fifth were due to war-related injuries. Rates of violent death

vary considerably by region, country, and area within countries (fig. 17-1).

The data on violent deaths, however, reflect only a small part of the health

and social burden of violence. Violent behaviors, such as suicide attempts,

physical and psychological abuse, sexual assault, neglect, acts of war, ter-

rorism, and political violence, are very prevalent in many parts of the world.

For example, in some countries nearly 50 percent of children report they have

been hit, kicked, or beaten by their parents,13 and about 20 percent of women

and 5 to 10 percent of men report having suffered sexual abuse as children.14

Similarly, between 10 and 69 percent of women worldwide report that they

have been physically assaulted by their male partners at some point.11

The physical and mental health consequences of these violent behaviors can

persist long after the violence has stopped. These consequences are cumulative

as victims experience different types of violence and multiple episodes over

time.11,15,16 Permanently disabling spinal cord and brain injuries, burns, and the

losses of limbs, eyesight, and hearing are not uncommon consequences of war,

Africa

R
at

e 
pe

r 
10

0,
00

0

35

0

5

10

15

20

30

25

Homicides Suicides War-related

Americas Eastern
Mediterranean

Europe Southeast
Asia

Western
Pacific

Figure 17-1 Rate of violent death by type and World Health Organization region,

2000. (From World Health Organization. Global Burden of Disease Project [2000].
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terrorism, and other forms of violence where highly lethal weapons are

used.2,17 Victims of child maltreatment, sexual violence, and intimate partner

violence suffer a variety of immediate and long-term health consequences that

can profoundly affect their quality of life.11,12,15,18 Women abused by their

partners, for example, are at higher risk of physical injury, depression, suicide

attempts, chronic pain syndromes, psychosomatic disorders, gastrointestinal

disorders, infertility, sexually transmitted infection, and other consequences.11

Exposure to maltreatment and other forms of violence during childhood con-

tribute to (a) high-risk behaviors and conditions, such as depression, smoking,

obesity, high-risk sexual behaviors, unintended pregnancy, and alcohol and

drug use and (b), as a consequence, causes of death, disease, and disability,

such as heart disease, cancer, suicide, and sexually transmitted diseases.15 Wars

have many of the same consequences as interpersonal violence for the physical

and mental health of combatants.2,19 Modern warfare, however, has had a

increasingly devastating effect on civilians, who are specifically targeted or

caught in its wake through its adverse impact on nutrition, crowding, sanitary

conditions, and availability of medical care19,20 (box 17-1).

In those nations and communities most heavily affected, violence can have a

substantial economic impact.21 Estimates of the economic impact of violence

between acquaintances and strangers in six Latin American countries have

ranged from about 5 percent of the 1997 gross domestic product in Peru to

almost 25 percent in El Salvador.22 The subcategories of these costs (table 17-1

on p. 301), although not entirely exclusive or exhaustive, serve to illustrate

the magnitude of the economic burden associated with violence. High rates

of violence can severely limit the economic growth of countries and regions by

increasing the costs of health and security services, diverting funds from so-

cially beneficial activities to nonproductive ones, and threatening the estab-

lishment and viability of business.21

Social Injustice as a Cause of Violence

The forms of social injustice that often spawn violence can be subdivided into

three general categories: (a) the unequal access, distribution, or concentration

of economic resources; (b) the influences of cultural norms, beliefs, or atti-

tudes; and (c) the policies and practices of criminal justice, education, social

welfare, and political institutions. Empirical research on the links between

social injustice and violence is largely derived from cross-sectional and cross-

national research, ecological studies, and longitudinal studies. Historical,

ethnographic, and qualitative research is a valuable adjunct to these empiri-

cal analyses. It is difficult, however, to reach firm conclusions about the

(text continues on p. 301)
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BOX 17-1 War and Public Health

Barry S. Levy and Victor W. Sidel

An estimated 191 million people died directly or indirectly as a result of con-

flict during the twentieth century, more than half of whom were civilians.1

During some wars in the 1990s, as many as 90 percent of the people killed

were noncombatants.2 Many of them were innocent bystanders, caught in

the crossfire of opposing armies; others were civilians who were specifically

targeted during wars. During each year of the 1990s, there were about 30

to 50 wars, mainly civil wars that are infrequently reported by the news

media in the United States. Most of these civil wars have taken place in de-

veloping countries. For example, more than 3.8 million people have died

during the civil war in Congo in the past several years—and troops from six

other African countries have participated in this war.3 As another example,

over 30 years of civil war in Ethiopia have led to the deaths of 1million people,

about half of whom were civilians.4

Many people survive wars, only to be physically scarred for life. Millions of

survivors are chronically disabled from injuries sustained during wars or the

immediate aftermath of wars. Landmines are a particular threat. For ex-

ample, in Cambodia, 1 in 236 people is an amputee as a result of a land-

mine explosion.5 Approximately one-third of the soldiers who survived the

civil war in Ethiopia were injured or disabled and at least 40,000 individuals

lost one or more limbs during the war.

Millions more are psychologically impaired from wars, during which they

have been physically or sexually assaulted; forced to serve as soldiers against

their will; witnessed the death of family members; or experienced the de-

struction of their communities or entire nations. Psychological trauma may

be demonstrated in disturbed and antisocial behavior, such as aggression

toward others, including family members. Many soldiers suffer from post-

traumatic stress disorder (PTSD) on return from military action.6

Rape has been used as a weapon in many wars—in Korea, Bangladesh,

Algeria, India, Indonesia, Liberia, Rwanda, Uganda, the former Yugoslavia,

and elsewhere. As acts of humiliation and revenge, soldiers have raped the

female family members of their enemies. For example, at least 10,000

women were raped by military personnel during the war in Bosnia and

Herzegovina. The social chaos brought about by war also creates situations

and conditions for sexual violence.7

Children are particularly vulnerable during and after wars. Many die as a

result of malnutrition, disease, or military attacks. Many are physically or psy-

chologically injured. Many are forced to become soldiers themselves or

sexual slaves to military officers. Their health suffers in many other ways as

(continued)
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well, as reflected by increased infant and young-child mortality rates and

decreased rates of immunization coverage.8

The infrastructure that supports social well-being and health is destroyed

during many wars, so that many civilians do not have access to food, clean

water, medical care, or public health services. For example, during the Gulf

War in 1991 and in the 12 years of economic sanctions that followed, an

estimated 350,000 to 500,000 children died, with most of these deaths due

to inadequate nutrition, contaminatedwater, and shortages ofmedicines, all

of which may be indirectly related to destruction of the infrastructure of

civilian society: health care facilities, electricity generating plants, food supply

systems, water treatment and sanitation facilities, and transportation and

communication systems.9 The 2003 attack on Iraq by the United States and

United Kingdom left much of the infrastructure of the country devastated.

In addition, during wartime many civilians flee to other countries as refu-

gees or become internally displaced persons within their own countries,

where it may be difficult for them to maintain their health and safety (see

chapter 11). Refugees and internally displaced persons are vulnerable tomal-

nutrition, infectious diseases, injuries, and criminal and military attacks. A

substantial number of the approximately 37 million refugees and internally

displaced persons in the world today were forced to leave their homes be-

cause of war or the threat of war.10

War and the preparation for war divert huge amounts of resources from

health and human services and other productive societal endeavors.11 This

is true inmany countries, including the United States, which ranks first among

nations in military expenditures and arms exports but forty-second among

nations in infant mortality. In some developing countries, national govern-

ments spend the equivalent of US$10 to US$20 per capita on military ex-

penditures but only US$1 per capita on all health-related expenditures. The

same type of distorted priorities also exist in more developed countries. For

example, in early 2003, at a timewhen federal, state, and local governments in

the United Stateswere experiencing substantial budgetary shortfalls and itwas

difficult for them to find monies to maintain adequate health and human

services, the U.S. Congress allocatedmore than $70 billion for the war in Iraq.

War often creates a cycle of violence, increasing domestic and community

violence in the countries engaged in war. War teaches people that violence is

an acceptable method for settling conflicts. Children growing up in envi-

ronments in which violence is an established way of settling conflicts often

choose violence to settle conflicts in their own lives. Teenagegangsmirror the

activity of military forces. Men, sometimes former military servicemen who

have been trained to use violence, commit acts of violence against women.

Finally, war and the preparation for war have profound impacts on the

environment. The disastrous consequences of war for the environment are

(continued)
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BOX 17-1 (continued )

often clear. Examples include (a) bomb craters in Vietnam that have filled

with water and provide breeding areas for mosquitoes that spread malaria

and other diseases; (b) destruction of urban environments by aerial car-

pet bombing of major cities in Europe and Japan during World War II; and

(c) the more than 600 oil well fires in Kuwait, which were ignited by re-

treating Iraqi troops in 1991, that had a devastating effect on the ecology of

the affected areas and caused acute respiratory symptoms among those

exposed, sometimes many miles away. Less obvious are the environmental

impacts of the preparation for war, such as the huge amounts of nonre-

newable fossil fuels used by the military before (as well as during and after)

wars and the environmental hazards of toxic and radioactive wastes, which

can contaminate air, soil, and both surface water and groundwater. For

example, much of the area in and around Chelyabinsk, Russia, the site of a

major nuclear weapons production facility, has been determined to be

highly radioactive and residents there have been evacuated.12

In the early twenty-first century, new geopolitical, tactical, and techno-

logical issues concerning war are arising that have an impact on health, law,

and ethics. These issues include the use of newweapons; the increasing use in

guerillawarfare (and terrorism) of suicide, or ‘‘homicide,’’ bombers; the use of

drone (unmanned) aircraft and high-altitude bombers; and newly adopted

United States policies on ‘‘preemptive’’ wars and on ‘‘first-use’’ of nuclear

weapons.
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relationship between social injustice and violence because violent behavior, in

whatever form it takes, is caused by a complex interaction among a broad range

of biological, psychological, social, economic, and political factors.Moreover,

research into some of these dimensions of social injustice is very limited.

The Influence of Economic Forms of Social Injustice

To varying degrees, economic resources are unequally distributed in every

nation, but the mere presence of this unequal distribution does not constitute

social injustice. Social injustice arises when an individual or a group takes

advantage of their power to economically exploit another individual or group,

or when the unequal distribution of resources interferes with the ability of

individuals or groups to meet their basic human needs.

Economic Exploitation

Economic exploitation is associated with violence when an individual (or a

group) uses force or his or her (its) greater power to (1) misappropriate the funds

10. Cranna M, ed. The True Cost of Conflict. London: Earthscan and Saferworld, 1994.
11. Levy BS, Sidel VW. The impact of military activities on civilian populations. In:

Levy BS, Sidel VW, eds. War and Public Health. New York, NY: Oxford University

Press, 1997:149–167.

12. Levy BS, Sidel VW. War. In: Frumkin H, ed. Environmental Health: From Global to
Local. San Francisco, Calif: Jossey-Bass, 2005:269–287.

TABLE 17-1 Economic Costs of Social Violence* in Six Latin American

Countries (Expressed as Percentage of 1997 Gross Domestic Product)

Brazil Columbia El Salvador Mexico Peru Venezula

Health losses{ 1.9 5.0 4.3 1.3 1.5 0.3
Material losses{ 3.6 8.4 5.1 4.9 2.0 9.0
Intangiblesx 3.4 6.9 11.5 3.3 1.0 2.2
Transfers} 1.6 4.4 4.0 2.8 0.6 0.3
Total 10.5 24.7 24.9 12.3 5.1 11.8

*For the purposes of this table, social violence is defined as violence that occurs between ac-

quaintances and strangers.
{Expenditures on health services incurred as a result of the violence.
{Private and public expenditures on police, security systems, and judicial services.
xAmount that citizens would be willing to pay to live without violence.
}Value of goods lost in robberies, ransoms paid to kidnappers, and bribes paid as a result of extortion.

(From Buvinic M, Morrison A, Shifter M. Technical study: violence in Latin America and the Ca-

ribbean: a framework for action. Washington, D.C.: Inter-American Development Bank, 1999.)

Assaultive Violence and War 301



or resources of another person or group, or (2) force another person or group to

engage in behavior that economically benefits the perpetrator of the violence.

Robbery is taking, or attempting to take, anything of value from another

person by force, by the threat of force, or by putting the victim in fear.23 It is an

example of using violence to misappropriate the economic resources of an-

other person. In the early 1990s, the annual prevalence of robbery victimiza-

tion was about 7 percent for residents of cities in sub-Saharan Africa, about

5 percent in Latin-American cities, and almost 1.5 percent in Asian cities.24 In

1999, the prevalence of robbery victimization in industrialized countries was

highest in Poland (1.8 percent), Australia (1.2 percent), England and Wales

(1.2 percent), Portugal (1.1 percent), and France (1.1 percent), and lowest in

Japan and Northern Ireland (0.1 percent).25

Sexual trafficking is a graphic example of economic exploitation associated

with violence. Every day, women and girls throughout the world are bought

and sold into prostitution and sexual slavery.18 The U.S. Central Intelligence

Agency estimated that 45,000 to 50,000 women and children are trafficked to

the United States each year.26 Women and children are often forced into

participation through physical assaults, rape, and threats of violence; working

as a prostitute is associated with a high risk of violence-related injury.27 The

estimated annual occurrence of violence to prostituted children throughout the

world is 2.5 million physical assaults, 2.5 million rapes, and 6,900 homicides.27

Fifty percent of persons trafficked out of Kyrgyzstan reported being physically

abused or tortured by their employers.28 (See box 21-1 on p. 382.)

Poverty and Relative Deprivation

Poverty is consistently found to have a strong and positive correlation with

interpersonal violence, especially homicide.29 However, when other commu-

nity factors distinct from, but related to, poverty are controlled, this association

is substantially weakened, suggesting that the effect of poverty on interper-

sonal violence may be conditional on other factors. These factors include

community change associated with high residential mobility, concentrations

of poverty, family disruption, high population density, and community disor-

ganization, as reflected in weak intergenerational family and community ties,

weak control of peer groups, and low participation in community organiza-

tions.30,31 Poorer communities and their residents appear to bemost vulnerable

to interpersonal violence when exposed to fundamental economic and popu-

lation changes that lead to community disorganization that, in turn, under-

mines their ability to exert social control over violent behavior. In the United

States, for example, the shift from goods-producing industries to service-

producing industries—and the associated relocation of manufacturing indus-

tries out of the inner cities—is a fundamental change that has been linked to

the problem of inner-city violence.32 Similarly, rapid population growth and
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related economic tensions in Algeria, Senegal, and elsewhere in Africa have

been found to be associated with increases in youth violence.33–35

Relative deprivation, which refers to the magnitude of the gap between the

rich and the poor in a society or community, is typically measured by ex-

amining economic inequality. Income inequality is strongly related to homi-

cide rates.36,37 Extreme social and economic inequalities, especially those

between—rather than within—distinct population groups have also been hy-

pothesized to be risk factors for collective violence.2

An extension of this concept involves the geographic concentration of

economic deprivation. It has been argued that in the United States, beginning

in the 1960s, many inner-city communities became increasingly isolated is-

lands of poverty as middle- and working-class residents moved out of ghetto

communities into areas with better housing and job opportunities.32 The

exodus of more economically stable families from inner cities undermined the

viability of basic community institutions, such as churches and schools, that

served as social buffers against violence. The resulting concentration of pov-

erty isolated primarily African-American, inner-city residents from job

networks, a pool of available marriage partners, quality schools, and con-

ventional role models. This form of relative deprivation has led to a high

concentration of those very factors that are highly associated with poverty and

strongly related to interpersonal violence—residential instability, family

disruption, and community disorganization.29–31 Recent research has sup-

ported the theory that the concentration of poverty and the imbalance between

concentrations of affluence and poverty in a neighborhood are important

predictors of community variations in interpersonal violence.38

The Influence of Cultural Forms of Injustice

Culture embodies the shared beliefs, values, customs, symbols, and behaviors

that members of a society ‘‘use to cope with the world and with each other,

and that are transmitted from generation to generation through learning’’

(pp. 3–4).39 The cultural context plays an important role in both contributing

to and protecting people from violent behavior. Cultural sources of injustice

are often very entrenched in societies because they are rationalized by a body

of shared knowledge and beliefs that most members of a society accept,

sometimes without question. Several aspects of culture contribute toward

unjust and violent treatment of specific social groups, such as women, chil-

dren, and members of racial and ethnic minority groups.

Hate-Motivated Violence

Hate-motivated violence consists of acts of interpersonal or collective

violence that are directed toward other people, property, or organizations
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because of the group to which they belong or identify with.40 These forms of

violence are most commonly perpetrated against individuals or groups based

on race, ethnicity, religion, and sexual orientation. Motivations for hate-

related violence often emerge from cultural beliefs and attitudes that foster

negative stereotypes. However, these beliefs and attitudes are often sup-

ported or exacerbated by political or economic conflicts between or among

groups, such as between the Palestinians and Israelis or among immigrant

groups competing in tight job markets.

Hate-related violence has a long tradition in the United States. It is per-

haps best exemplified by the lynching of African-Americans by both orga-

nized groups, such as the Ku Klux Klan, and unorganized lynch mobs, which

escalated following the Civil War and Reconstruction.41 Other groups have

also been targets of hate-related violence in the United States. Surveys

conducted between 1988 and 1991 indicated that from 9 to 24 percent of gay

respondents reported that they had been punched, hit, or kicked because of

their sexual orientation.42 Moreover, between 37 and 45 percent of gay re-

spondents reported they had received threats of physical violence because of

their sexual orientation.42 In the 10 days following the terrorist attacks on

New York and Washington on September 11, 2001, violent attacks on people

of Middle Eastern descent or those perceived to be of Middle Eastern descent

escalated dramatically in the United States (fig. 17-2).43
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Figure 17-2 Hate-related violent attacks on Middle Easterners, United States,

September 1–October 11, 2001. (From Swahn MH, Mahendra RR, Paulozzi LJ,

et al. Violent attacks on Middle Easterners in the United States during the month

following the September 11, 2001 terrorist attacks. Injury Prevent 2003;9:187–189.

Reproduced with permission from the BMJ Publishing Group.)
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Military actions whose primary purpose is to forcefully displace groups

from their homelands based on their religious, ethnic, or national identity are a

collective manifestation of hate-related violence. The wars and associated

‘‘ethnic cleansing’’ in the former Yugoslavia and Rwanda are recent examples.

In these conflicts, the tools of ethnic cleansing were the torture and murder of

noncombatant men, women, and children; the systematic use of rape to ter-

rorize communities; the destruction of residences, farms, industries, and basic

infrastructures that supply water, power, food, sanitation, and other necessi-

ties; denial ofmedical care; and interferencewith humanitarian relief efforts.44

Other examples of ‘‘ethnic cleansing’’ that have received less public attention

have occurred in Sri Lanka, East Timor, Armenia and Azerbaijan, Ossetia and

Georgia, China and Tibet, and Iraq and Kurdistan.44 (See box 17-2.)

Gender Inequality

Gender inequality has many faces. For example, cultural traditions that fa-

vor male over female children, early marriage for girls, male sexual entitle-

ment, and female ‘‘purity’’ place women and girls in a subordinate position

relative to men and make them highly vulnerable to violent victimization.45,46

More subtle cultural attitudes and beliefs about female roles may also con-

tribute to violence and exist, to varying degrees, in every part of the world.47

An ethnographic study of wife-beating in 90 societies concluded that it occurs

most often in societies where men hold the household economic and decision-

making power, where divorce is difficult for women to obtain, and where

violence is a common conflict resolution tactic.48 Rape is also more common

in societies where cultural traditions favoring male superiority are strong49

(see chapter 4).

Maintaining the sexual ‘‘purity’’ of girls is a powerful cultural value that is

associated with violence in many parts of the world. Female genital mutila-

tion, for example, is a practice usually performed on girls before puberty in

many parts of Africa, some Middle Eastern countries, and immigrant com-

munities around the world.50 An estimated 80 to 135 million women and girls

worldwide have undergone female genital mutilation.50,51 Within the socie-

ties that practice it, female genital mutilation is considered essential to make a

woman eligible for marriage because it is believed to reduce her desire for sex

and, therefore, the likelihood that she will have sex before she is married or

later outside of marriage.51 ‘‘Honor killings,’’ another extreme outcome of

cultural traditions found mainly in Middle Eastern and south Asian countries,

occur when a female is killed by her own family after her virginity or faith-

fulness has been brought into question because of, for example, infidelity or

rape.45,52 Data on this phenomenon are very limited, but a study of homicides

in Alexandria, Egypt, found that 47 percent of female victims were killed by a

relative after they had been raped by another person.52
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BOX 17-2 Genocide

Victor W. Sidel and Barry S. Levy

Genocide, also known in recent years as ethnic cleansing, is by far the most

far-reaching and despicable form of social injustice. In one of its first actions

after its formation, the General Assembly of the United Nations on De-

cember 11, 1946, declared that genocide is a crime under international

law.1 The term was defined in 1948 in the Convention on the Prevention

and Punishment of the Crime of Genocide: ‘‘Genocide means any of the

following acts committed with intent to destroy, in whole or in part, a

national, ethnical, racial or religious group, as such:

1. Killing members of the group;

2. Causing serious bodily or mental harm to members of the group;

3. Deliberately inflicting on the group conditions of life calculated to bring

about its physical destruction in whole or in part;

4. Imposing measures intended to prevent births within the group;

5. Forcibly transferring children of the group to another group.’’2

Examples of events that are widely considered to constitute genocide include

the killing of an estimated 1 million Armenians in Turkey in 1915; the killing

of 6million Jews in Germany and occupied countries duringWorldWar II; the

killing of 800,000 Tutsis and Hutus in Rwanda and Burundi in 1944; the

‘‘ethnic cleansing’’ of ethnic Albanians in Kosovo in 1999; and the killing of an

estimated 80,000 Muslims in Darfur in the Sudan in 2004. In Kosovo, mili-

tary intervention authorized by the United Nations was used to stop the

killing. In Rwanda, there was no effective intervention. As this box is be-

ing prepared, it is not clear whether military intervention will be used in

Darfur.

The United Nations has permitted intervention in extraordinary humani-

tarian emergencies, including the use of armed force. Intervention in Kuwait

in 1991 to force the withdrawal of Iraqi troops and in Kosovo in 1999 to

prevent ethnic cleansing of ethnic Albanians are examples of military inter-

vention authorized by the United Nations that have been widely accepted.

On the other hand, the United States and other developed countries, as well

as the United Nations itself, have been criticized for not intervening in

Rwanda in 1994. Beginning in 2003, as Human Rights Watch reported in

2004, the government of Sudan has been responsible for ethnic cleansing

and other crimes against humanity in Darfur, one of the world’s poorest and

most inaccessible regions on Sudan’s western border with Chad. The Su-

danese government and the Arab militias it arms and supports have com-

mitted numerous attacks on the civilian population. Government forces have

(continued)
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directly participating inmassacres; summary executions of civilians, including

women and children; burning of towns and villages; and the forcible de-

population of wide areas long inhabited by Muslim populations.3 Other

groups have alleged that the reports have been exaggerated and that the

presence of oil reserves in the region would be the driving force for outside

military intervention.4

Debate continues not only about the clear documentation of genocide

or ethnic cleansing but also about the authority of United Nations or of

individual countries to intervene when a government that is involved in or

has permitted severe, life-threatening, social injustice refuses to permit

outside intervention to protect the population threatened. The question

those concerned with response to social injustice of this magnitude must

consider is whether military intervention is acceptable when the injustice is

so great that the dangerous consequences of armed intervention pale in

comparison. One of the problems lies in the ‘‘preemptive’’ attack on Iraq

by the United States and the United Kingdom, which may have created

such a backlash against unwarranted and unauthorized military interven-

tion that no effective response to severe humanitarian emergencies will be

possible. Military intervention may be justified under emergency circum-

stances if there were strict adherence to certain conditions, such as

prompt use of nonmilitary intervention to attempt to correct the problem;

preauthorization of military intervention by the United Nations Security

Council; imposition of a strict deadline and conditions for the withdrawal

of the interveners; and a plan for prompt restoration of representative

government.
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The cultural preference for male children is associated with high levels of

female infanticide in China, some Middle Eastern countries, and India.53 In

China, the preference for sons is particularly strong in rural areas, where tra-

ditional cultural beliefs have their strongest hold.54 It has also been suggested

that the ‘‘one couple, one child’’ policy in China may have exacerbated the

problem of female infanticide.54,55

Suicidal behavior can be both a direct and an indirect consequence of

cultural traditions that support male dominance. As an indirect consequence,

women exposed to intimate partner violence are at greater risk of suicidal

behavior.11 The subordination of women has also been more directly linked to

high rates of suicidal behavior, particularly among women in their child-

bearing years.53 In India and Nepal, for example, culturally related phenom-

ena, such as dowry disputes and arranged marriages, have been linked with

suicidal behavior among young women.45 In China, young rural women are at

particularly high risk of suicide; their rates are 66 percent higher than rates

among young rural men.56 Low status, limited opportunities, and exposure

to various forms of domestic violence may partially explain their elevated

rates.57

The Influence of Institutional Forms of Social Injustice

Social injustice often becomes incorporated into the policies and operations of

key social institutions. Legal institutions, for example, can become tools of

social injustice when a society creates laws that deny human rights or civil

liberties to a specific social group. Violence can erupt as a response to insti-

tutionalized injustice or may be used to suppress opposition to it.

Political Repression

History is replete with examples of governments that have used their mil-

itary and police powers to systematically repress their own citizens. El Sal-

vador provides a graphic illustration of the devastating effects that violent

political repression can have on a nation’s population. After coming to power

through a military coup in 1979, the Salvadoran government began to use its

military forces to violently suppress efforts on the part of peasants and labor

activists to improve living and working conditions.58 During a civil war that

lasted from 1980 through 1992, about 70,000 (mostly unarmed) people were

killed by government forces and their allied death squads.59 Torture was an

officially sanctioned policy of the Salvadoran government forces and was

widely used on rebel combatants and their suspected supporters.58 The po-

litical repression and associated war in El Salvador have had broad and long-

lasting effects on the health and welfare of the population.58 Similar scenarios

have played out in many other places over the past few decades, including
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Argentina, Brazil, Chile, Colombia, Ethiopia, Guatemala, Haiti, Kashmir,

Nicaragua, the Philippines, and South Africa.44

There may be a relationship between the type of government and violent

political repression that is affected by the ability of a government to respond to

threats to its regime by opposition groups.60 Democratic governments are less

prone to repression because threats can be politically channeled through the

more widely available official and legitimate avenues for voicing and orga-

nizing dissent and the greater accountability of political leaders to vot-

ers.60,61 Moreover, the system of checks and balances in democracies makes it

difficult to organize institutions of the state for repression. In general, au-

tocracies also have low levels of violent political repression because demands

by opposition groups are muted by the existence of state institutions that can

be easily mobilized to carry out repressive actions. Governments that have

intermediate levels of democracy are the most likely to engage in violent

political repression because they tend to lack the institutional mechanisms for

(a) addressing demands by those in opposition that exist in mature democ-

racies, or (b) deterring opposition, as in the case of autocracies.60

The Unfair Distribution of Justice

Criminal justice institutions—police, courts, and correctional agencies—

in any society are responsible for apprehending, adjudicating, and punishing

people who break the law. As part of this responsibility, they also enforce the

norms of social justice that are encoded into the law. In many ways, criminal

justice institutions, therefore, are a society’s first line of defense against

social injustice. The manner in which these institutions carry out these re-

sponsibilities has important implications for both social injustice and vio-

lence.

The ability of a state to provide social protection to its citizens is associated

with violence. The presence of strong national institutions for social protec-

tion is negatively associated with homicide.62 Having inefficient—or even

corrupt—criminal justice institutions may not constitute social injustice, but

these inefficiencies can contribute to situations in which citizens take the

responsibility for justice into their own hands. In Brazil, for example, support

for efforts to have ‘‘undesirable’’ children and adolescents eliminated through

death squads, lynchings, and other forms of violence is related to widespread

perceptions that the justice system does not work and that police are inefficient

and corrupt.63 Similarly, in postapartheid South Africa, impunity from human

rights abuses and the inability of police to change their methods may have

contributed to generalized feelings of insecurity and an increasing number of

extrajudicial actions involving violence.64 Another way in which criminal

justice institutions may contribute to social injustice and violence is through

the use of force by police. Over the past century, most civil disturbances
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occurring in the United States were initiated or exacerbated by the perception

that police had inappropriately used deadly force.65,66

What Needs to Be Done

The relationship between social injustice and violence is embedded within the

broader issues of political and economic development and the clash between

traditional and modern culture. Interventions to reduce social injustice that

contribute to violence will necessitate that public health professionals extend

their attention and influence far beyond what has traditionally been consid-

ered their appropriate realm. To prevent violence, we must become more cre-

ative than simply calling for reductions in poverty, for greater democracy, and

for the enforcement of human rights. While these are all laudable goals, their

attainment requires strategies that are grounded in science and that are prac-

tical, given the clear constraints and obstacles to progress in these areas.

Fortunately, there are some promising directions toward which public health

efforts could be directed that have health and social benefits extending beyond

violence prevention. These directions all require more thorough scientific as-

sessment, engagement with partners in other sectors, and a sustained effort.

Increasing the Cost of Injustice

Where behavior is influenced, even, in part, by economic considerations,

increasing the cost of that behavior may be an effective primary prevention

strategy. Increases, for example, in the price of beer and alcohol have been

found to be associated with lower consumption and small decreases in wife

abuse (3.1 to 3.5 percent) and child maltreatment (1.2 percent).67,68 Because

the primary motivation for sexual trafficking is economic gain, strategies to

increase the cost of trafficking may be useful in reducing its profitability and,

hence, its frequency. Public health professionals, working together with hu-

man rights organizations, could be of help by conducting research to make the

case for more effective law enforcement intervention and use of media ad-

vocacy or social marketing strategies to bring greater attention to the problem

and greater pressure on policymakers to address it.

An innovative approach to media advocacy on the issue of trafficking of

womenandchildren is illustratedbyWITNESS, anorganization that uses video

and other communication technology, in partnership with local activists, to

expose human rights abuses and mobilize public concern.69 Its advocacy has

been used in Thailand, Malaysia, Indonesia, the Philippines, Taiwan, the

United States, and Vietnam to encourage policymakers to enact legislation

based on human rights standards that will help to increase the costs and reduce
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the frequency of trafficking by, among other things, fully engaging law en-

forcement agencies in bringing those that engage in this business to justice.

Deconcentrating Poverty

The high geographic concentration and social isolation of poor people com-

pound many problems that contribute to interpersonal and, potentially, col-

lective violence. Interventions and policies that seek to deconcentrate poverty

by dispersing poor people within more economically and socially heteroge-

neous communities may help to reduce their isolation from jobs, positive role

models, marriage partners, and good schools. For example, one evaluation of a

housing voucher program in the United States, in which public housing ten-

ants are given vouchers they can use to rent housing in the private market in

any location, found that enabling families to move from public housing

complexes into neighborhoods with lower levels of poverty substantially re-

duced violence by adolescents.70 A systematic review of evaluations of the

effects of housing voucher programs found them to also be effective in re-

ducing violent victimization and property crime.71 Efforts to reduce the in-

equalities that are exacerbated by extreme concentrations of poverty may be

among the most powerful strategies for preventing violence and the economic

injustice that underlies it.

Reducing Social Distance

Hate-motivated violence appears to flourish in societies and communities where

racially or ethnically distinct groups hold dearly to negative beliefs and ste-

reotypes about each other. The occurrence of this type of violence may be

associated with the social distance that separates such groups.72 The greater

the social distance, as reflected, for example, in the frequency of interac-

tion, the level of functional independence, and degree of cultural disparity

between two groups, the greater is the frequency and severity of collective vio-

lence.73 One study attempting to explain the presence and absence of communal

violence between Hindus and Muslims in India provides support for this the-

ory.74 The findings suggest that the presence of strong associational forms of

civic engagement, such as integrated business organizations, trade unions, po-

litical parties, and professional associations, appears to protect against out-

breaks of ethnic violence. In relatively peaceful communities, the existence of

these forms of association created a context that essentially reduced the social

distance between these ethnic groups. In those settings, violence came to be

seen as a threat to business and political interests that were shared across ethnic

groups, thereby increasing the motivation to nip in the bud rumors,

small clashes, and tensions, rather than to let them fester.74 Consequently,
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interventions and policies that support the creation and maintenance of formal

mechanisms of association between social groups, otherwise at odds with one

another, may be a useful tool in the prevention of collective violence, partic-

ularly where conflicting groups are in close geographic proximity.

Redefining Harmful Cultural Norms

Cultural norms undergo change, which can be promoted and even accelerated.

Norms associated with smoking and drunk driving in the United States, for

example, have undergone substantial changes over the past several decades.

Although harmful traditions associated with gender inequality are, in many

ways, qualitatively different from smoking- and drinking-related norms, ef-

forts to alter them are nevertheless possible. For example, the Reproductive,

Education, and Community Health Program in the Kapchorwa District of

Uganda has reportedly been successful in reducing rates of female genital

mutilation by enlisting the support of elders in incorporating alternatives to

this practice that are consistent with their original cultural traditions.75 Ap-

proaches to influencing social norms that are based on reinforcing sentiments

or beliefs within a population that run counter to a harmful norm have been

successful in reducing alcohol abuse on some college campuses and have been

suggested for addressing sexual assault.76,77 Public health programs along

these lines in traditional societies must be approached with extreme sensitivity,

given the passionate attachment to traditions that often exists.10 However, these

programs, which can be implemented in ways that are sensitive to cultural

traditions and are likely to reduce harm, may be met with broader support than

anticipated.

Strengthening Democratic Institutions

Given the possible horrendous public health impact of political repression,

public health professionals and organizations should have a greater voice in

preventing it. Primary prevention in this realm should include the creation and

support of stable democratic institutions. Cross-national research suggests that

the probability of violent political repression is greatest in nations that are in

transition from autocratic to democratic regimes—that is, in ‘‘semi-democ-

racies’’ (p. 120).60 An important reason for this finding may be that in these

semi-democracies, the institutional framework for responding to public de-

mands and addressing threats from opposition groups is typically insuffi-

cient.61 A focus on assisting semi-democracies in the development

of institutions, such as political party systems, mechanisms for the peaceful

transfer of power, and service systems that address basic human needs, may be

the most useful for preventing repression.60 Public health professionals, in
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collaboration with political scientists, can play an important role in using

science to further understand how best to prevent political repression and

bringing these strategies to the attention of policymakers. Furthermore, as-

sistance to semi-democracies in strengthening public health services may help

to forestall conditions that could contribute to political repression.

Conclusion

Social injustice is fundamentally related to the problem of violence. Although

we can only guess at the proportion of the health burden of violence attrib-

utable to social injustice, it is clearly enormous. Yet public health has been

reluctant to address social determinants of health.78 If public health profes-

sionals are to have a tangible and sustained impact on violence worldwide,

they must begin to more forthrightly address social injustice as a root of

violence. The science of public health has much to contribute. New part-

nerships will be critical to the success of these efforts.78 Most exciting of all,

explicit recognition of the role that social injustice plays in violence opens up

many new frontiers for prevention. All of this should be no surprise to those of

us who work in public health because, as Dr. William Foege, former director

of the Centers for Disease Control and Prevention, observed, ‘‘At its base, the

practice of public health is the search for social justice’’ (p. 11).79
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ENVIRONMENTAL HEALTH

Colin D. Butler and Anthony J. McMichael

Introduction

Modern environmental health evolved from the concept of ‘‘miasmas,’’ or nox-

ious vapors seeping from unhealthy environments and causing diverse ill-

nesses that we now identify as including cholera, bronchitis, and malaria.

Although the miasmatic paradigm was discredited by the microbiological and

toxicological discoveries of the nineteenth and twentieth centuries, miasmatic

thinking still surfaces when novel illnesses appear in proximity to novel en-

vironmental phenomena.

Not all miasmas were invisible. London was called the ‘‘big smoke’’ for

centuries, and those with means have long tried to live upwind of the worst

air pollution, attempting to also escape invisible vapors.

In the course of the twentieth century, many polluting industrial processes in

high-income countries were reformed, whereas others were moved, both to

rural locations and increasingly to developing countries, which often have

large and growing populations and cheap, compliant, nonunionized, vulnera-

ble workforces. Prices andwages in these economies have been depressed due,

in part, to low environmental and occupational safety standards, as well as to

family-provided—as opposed to state-provided—safety nets. Ancient, wide-

spread, and visible poverty depresses individual and community expectations
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of affluence. Low wage and price structures permeate the economies, so that

life—although rarely health—is maintained on incomes absurdly low by

Western standards.

In developing countries, these factors combine to promote extreme poverty

for large, but powerless, groups. Their hardship helps to benefit relatively

affluent people within these countries as well as populations in developed

countries, who are unknown and unknowable to the poor in developing

countries.1,2

This is how this happens. Globalization has increased the proportion of

goods and services consumed by wealthy populations in developed countries.

Amajor reason for the low price of goods and services in developing countries

is that these economies are characterized by an environment of cheap labor

and high risk. The wages and conditions of the workforce making and pro-

viding these goods and services are poor in comparison to similar workers in

developed countries. But even if the wages and conditions of the workforce

are comparatively good for a developing country, existence at this wage level

is enabled by an even poorer stratum of workers who provide goods and

services to the workforce that supplies markets in developed countries. Thus a

kind of economic food chain exists. Consequently, the price of many con-

sumer items is lowered in developed as well as developing countries, and

much pollution and other environmental hazards are sequestered among poor

populations, who have little recourse to legal, media, or political counter-

measures. Costs that are not incorporated into the price of goods and services

are called ‘‘externalities.’’ These externalities, such as a greater exposure

to environmental and other forms of risk, are generally higher in developing

countries. Examples of these hazards include toxic wastes and localized air

pollution. Some hazards, such as greenhouse gases, mercury (for example,

fumes released by burning coal), and hazardous chemicals embedded in food,

are not sequestered.

Scale and Distribution of Environmental Health Hazards

The most quantitatively important environmental causes of ill health are from

microbiologically contaminated water and indoor air pollution.3 Almost the

entire burden of these hazards is carried by poor populations in developing

countries.Within developed countries, the largest environmental risks are also

experienced by the poor.

The importance of environmental health hazards has been questioned, but

skepticism is totally unjustified if contaminated food, water, and air are included

in environmental health. Doubt is also cast on the hazards of exposure to low

levels of persistent pollutants.4 However, many studies suggest a causal rela-

tionship between disease and pollutants, especially those that bioaccumulate in
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tissue. These include lead, asbestos, mercury, fine airborne particulates, and

persistent organic pollutants (POPs), such as organochlorines. Ionizing radia-

tion and electrical fields also harm health. While the burden of disease from

these hazards cannot now be reliably determined, in the aggregate it may ap-

proach the burden of disease from unsafe water.

Downplaying the scale of environmental hazard has philosophical and

political dimensions. There are many cases in which defenders of industry

have used deceit, public relations, pragmatism, and corrupted scientific re-

search to obfuscate the need for and delay the progress of reform.5–7

Pollution is a tradeoff for the material and economic benefits of urban

centers—cooking, heating, and industrial production.However, as understand-

ing, technology, and aspirations have evolved, many individuals and groups

have sought tominimize their exposure to the known and perceived risks of en-

vironmental hazards. Sometimes the invisibility of these hazards has height-

ened concern, making the risk more uncertain and difficult to avoid; however,

for uneducated and unaware populations, invisibility and ignorance probably

contribute to exposure.

Those who are skeptical about environmental hazards also understate the

health risk of future climate and ecosystem change,8 whichmay cause an enor-

mous burden of future disease—perhaps rivaling that attributed to existing

environmental hazards.9 Again, these costs are likely to be borne mainly by

the poor in developing countries, such as low-lying Bangladesh and countries

in sub-Saharan Africa.

New Environmental Health Problems

One hundred years ago, POPs had not been synthesized. Greenhouse gases

were accumulating in the atmosphere and ecosystems were then becoming

degraded, but neither climate change nor ecosystem change would be rec-

ognized as a legitimate environmental health issue until the late twentieth

century. The synthetic, halogen-based chemicals that damage the strato-

spheric ozone layer did not exist.

What Is Not Discussed in This Chapter

Vector-borne diseases, once also considered miasmatic, could also be con-

sidered environmental, but this use has declined, and they are not discussed

in this chapter, except in the context of climate change. Asthma and atopy

are not discussed in detail, nor are nutrition, tobacco, and environmental

deficiency diseases, such as from lack of iodine. Occupational exposures are

discussed in chapter 19.
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The Relationship Between Social Injustice
and Environmental Health

Water

Unlike many aspects of environmental health, the health burden of micro-

bially contaminated water is established. Although the water and sanitary

revolution within developed countries largely occurred more than a century

ago,10 this has not yet been extended to the poorest andmost vulnerable quarter

of humanity—a population larger than the entire global population in 1900.

More than 1 billion people lack access to microbiologically safe water, and

2.4 billion lack access to improved sanitation. The major cause of disease and

death from feces-contaminated water is diarrhea, which particularly affects

poor children living in slums and rural areas of developing countries. Chronic

or repeated diarrhea in children is not just unpleasant but also a potent cause of

physical stunting and reduced cognitive development, perhaps because of

malabsorption.11 Hence, the disability adjusted life-years lost (DALYs) from

dirty water is higher than mortality rates alone suggest. The global burden of

disease study attributes 2 million deaths annually to this cause (the tenth most

important cause), leading to 4 percent of the total DALYs (the sixth most

important cause).3 In both numbers of cases and DALYs, contaminated water

is higher than the next leading environmental cause for ill health, indoor air

pollution.

The United National Development Program (UNDP) claims that one of the

few Millennium Development Goals (see chapter 28) within reach is to halve

the proportion of people without access to safe drinking water and improved

sanitation.12 To achieve this goal would involve providing clean water to an

additional 50,000-plus people per day, every day, until 2015. More encour-

agingly, the annual number of deaths due to diarrhea is thought to have fallen

by almost one-third during the 1990s, from 2.9 million to 2.1 million, mainly

because of improved medical treatment.3

Access to water, even of poor quality, is also important for health. Beyond

a threshold, the cost of carting water limits its use for washing the hands and

face, with consequent adverse health effects.13

Indoor Air Pollution

The regular breathing of smoky air from cooking fires is almost entirely

confined to poor populations in developing countries. Indoor air pollu-

tion is the eighth leading cause of attributable DALYs, responsible for about

3 percent of the global burden. Indoor air pollution increases the risk of acute

respiratory infections in childhood—the most important cause of death
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among children—and of chronic obstructive pulmonary disease. There are

also associations between indoor air pollution and pulmonary tuberculosis,

nasopharyngeal and laryngeal cancer, cataract, and, when coal is burned,

lung cancer.14

Outdoor Air Pollution

Outdoor air pollution, from motor vehicles, industry (fig. 18-1), and home

heating, is a major human health issue in urban areas. Globally, outdoor air

pollution is thought to cause approximately 1 million deaths annually, of

which two-thirds occur in low- and middle-income countries. However, be-

cause most deaths occur in adults, the burden of disease in DALYs is not as

high as that from indoor air pollution.3

Since the 1970s, evidence has accumulated that air pollution in developed

countries still represents a health problem for health. In the Netherlands, for

example, cars are thought to cause more deaths from air pollution than from

trauma. Air pollution has also been linked to atopy and cardiac disease.15 Air

is also the main carrier of lead pollution (see below).

Urban air pollution is worst in the megacities of developing countries,

exacerbated by the growing use of motor vehicles, dust from construction,

Figure 18-1 Ambient air pollution in the Czech Republic. This chemical plant in the

northern part of the Czech Republic has accounted for much air pollution in the surrounding

area. (Photograph by Barry S. Levy.)
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and smoky fuels used for manufacturing and domestic purposes.16 Some

cities, such as New Delhi and Dhaka, have passed, and are enforcing, leg-

islation to encourage the limited use of cleaner fuels, such as compressed gas.

Beijing is also trying to improve its air quality in preparation for the 2008

Olympic Games.

Continental Air Pollution

Haze on a continental scale has recently been recognized as a third category

of air pollution. Over SouthAsia, this haze is called the ‘‘Asian BrownCloud.’’

It is caused mainly by the burning of biofuels, such as firewood, dung, and

agricultural waste, by the enormous rural population that lives there.17

These polluted air masses affect agriculture (by changing precipitation

patterns and reducing the penetration of sunlight), modify climate, and pos-

sibly adversely affect health in other ways that distinguish it from the bet-

ter studied mechanisms of indoor and outdoor air pollution.18 For example,

sulfate-rich air released mainly from Eastern Europe during the 1970s and

1980s has been linked with reduced precipitation over the eastern Sahel during

those decades.19 Hence, the famine and conflict experienced by the poor and

vulnerable populations that inhabit that part of the world may be inadvertent

consequences of European action.

Soil Contamination

Several parasitic diseases, again mostly affecting poor populations in devel-

oping countries, are transmitted by contact with soil and water contaminated by

human wastes. The most important of these are schistosomiasis and hookworm.

Although hookworm infestation causes few deaths, it contributes to anemia and,

thus, reduced economic output and probably cognitive impairment.11,20,21

Guinea worm is another parasite, which enters the body through contact with

contaminated water. Madura foot, caused by a subcutaneous fungus, is also

transmitted by prolonged contact with infected soil. Both conditions are con-

fined to developing countries.

Food

Microbial contamination of food, other than through contaminated water, is

not discussed in this chapter. However, there is increasing recognition that

food is a source of chemical contamination, such as heavy metals in fish and

marine mammals, organochlorines in breast milk and farmed fish,22 and arse-

nic in crops irrigated by arsenic-contaminated water. Pesticides and other

chemicals, such as polychlorinated biphenyls (PCBs), also contaminate food.23
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Lead

On the basis of lost DALYs, after indoor air pollution, lead exposure is the

most important environmental health problem, causing about 1 percent of the

global burden of disease.3 Debate continues about what is a ‘‘safe’’ level of

lead, but it is discomforting to realize that the average body lead burden of

today’s population is estimated to be more than 500 times that of preindus-

trial populations.24

At high exposures, lead is a systemic poison, particularly affecting the cen-

tral nervous system, kidneys, and hematopoietic system.24 A problem since

Roman times, the main current environmental exposures to lead are from its

use as an additive to gasoline, in paint, and in ceramics. Lead exposure has

been lowered in most developed countries but remains high in most devel-

oping countries. Chronic exposure to low levels of lead is an important cause

of reduced cognitive development25,26 and thus serves to reinforce the dis-

advantage experienced by poor populations. In the past several years, more

than 20 developing countries, such as Thailand, have phased out leaded

gasoline or substantially reduced the levels of lead in gasoline.24

Asbestos

In developed countries, the health hazards of asbestos exposure are widely

appreciated—not only in the workplace but also in the ambient environment.

Safer alternatives exist. As a consequence, asbestos use is highly regulated or

banned in most developed countries.27

The tactics of the asbestos industry have been compared with that of the

tobacco industry. As markets in developed countries contract, the industry has

aggressively transferred its commercial activities—and hazard—to develop-

ing countries.28,29 In developing countries, the myth that asbestos is safe is

aided by the inadequate number of in-country studies and is reinforced by

political and industry opposition to regulation.29,30 The epidemic in most

developing countries is less advanced, so mortality is not yet as obvious.

Mercury

Like lead, mercury contamination is a global problem, caused mainly by the

burning of coal,31,32 gold mining, waste incineration, and various industrial

processes. Mercury bioaccumulates in the food chain, especially in carnivo-

rous fish and marine mammals.33 The inadvertent consumption of mercury in

marine creatures has been problematic since the Minimata epidemic in Japan

in the 1950s, in which birth defects and neurological disorders occurred as
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a result of industrial dumping of mercury into a bay and its subsequent in-

corporation into the food chain.34

There is debate over the minimum safe mercury exposure, especially for

unborn children. Studies from the Seychelles35 and New Zealand36 support

different interpretations, but a recent review by the U.S. National Academy of

Sciences favored the more cautious conclusions of the New Zealand study.37

The population at the greatest risk of mercury exposure probably comprises

indigenous peoples of the Arctic who mainly eat fish and marine mammals.

This population also absorbs disproportionately high concentrations of heavy

metals and chemicals, such as PCBs and organochlorines.38 However, these

hazards in this population are associated with only subtle adverse health out-

comes, disputed and largely ignored by more powerful groups.39

Persistent Organic Pollutants

POPs include a range of synthetic, long-lived chemicals, including many pes-

ticides. One class of POPs, organochlorines, have been especially suspected

of having adverse health effects, because of their propensity to bioaccumu-

late, their long half-lives, and, in some cases, their capacity to mimic estro-

gen. There is also concern that multiple POP exposures may have synergistic

effects, especially to genetically vulnerable subgroups.40

Farmers have been repeatedly found to have higher-than-expected rates of

lymphoma, possibly due to their exposure to pesticides.41 In the Seveso ac-

cident in Italy in 1976, large quantities of dioxin were released into the en-

vironment. Higher concentrations of dioxin and other POPs are still present in

the local population more than 25 years later.42 Female survivors of Seveso

have been shown to bear a reduced number of male children than expected.43

While definite conclusions cannot be drawn from studies of people exposed at

Seveso, long-term investigations have indicated increases in the occurrence of

certain malignancies, increases in cardiovascular and respiratory deaths early

after the incident, and an increase in diabetes.

Organochlorines have also been claimed to contribute to the causation of

breast cancer.44 One study linked dieldrin to breast cancer.45 While a recent

review of this putative relationship concluded that evidence in favor of this

hypothesis is weak,46 this review itself erroneously claimed that a follow-up

study by the Danish group47 found conflicting results.

In the region of the former Aral Sea in Russia, a high rate of respiratory

disease has been preliminarily attributed to the inhalation of dust contami-

nated by pesticides and other chemicals.48 However, as with many such an-

ecdotes from developing countries, there is no convincing evidence to support

a causal association.
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Global Climate and Ecosystem Change

The focus of the debate on global climate change is shifting from whether

it is occurring to what will be its magnitude and consequences.49 Predic-

tions that may have seemed far-fetched a decade ago are now coming to

pass. As examples, the European heat wave in 2003 caused the deaths

of at least 20,000 people,50 and the entire population of Niue (a small

island state in the Pacific) may be dislocated because of an extreme weather

event.

Climate change is likely to adversely affect human health through five

main mechanisms:

1. From increased heat stress, especially affecting populations neither

acclimatized nor technologically adapted

2. Through a change in the distribution of disease-transmitting insects,

including mosquitoes and ticks, with probable increases especially for

malaria51 and dengue fever52

3. Through an increased frequency of infrastructure- and morale-damaging

extremeweather events, including storms, winds, floods,53 droughts, and

fires

4. By interacting with ecosystem change, potentially contributing to food

insecurity,54 loss of biodiversity, and armed conflict

5. By more-drastic effects, such as destabilizing the Western Antarctic and

Greenland ice shelves—thus substantially elevating global sea level and

disrupting the Gulf Stream, causing paradoxical cooling in Europe—

although probably not until the next century.55,56

Ecosystem change, even without climate change, can also adversely affect

development and health.57 For example, Hurricane Mitch, which, in 1999,

caused extensive devastation in Central America, had a far more severe impact

on human health than did Hurricane Andrew, which struck Florida several

years earlier. The effects of Mitch, such as huge mudslides that killed many

people, were exacerbated by the extent of deforestation on steep hills that had

occurred. Bridges collapsed and a considerable amount of infrastructure was

damaged. In contrast to Andrew, very few people affected by Mitch were

insured. The lack of insurance and emergency services, combined with factors

such as poor building standards andmismanagement of relief funds, reinforced

conditions of poverty for many people. But wealthy populations are also

vulnerable to a collapse of the global insurance industry due to climate change

and terrorism.58
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Environmental Disasters and the Erosion of Trust

Disasters have magnified public suspicion of chemicals and radiation. Cher-

nobyl and Bhopal59,60 provide two notorious cases in which feared hazardous

materials were released and adversely affected the health of thousands of

people. Characteristic of many disasters, these events were marked by initial

attempts to downplay harm, by claimant victims being denied compensation,

and by a trickle of admissions—sometimes over decades—that the damage

was greater than originally thought.61 Collectively, these tactics have eroded

public trust, domestically and globally.

The world’s worst industrial accident occurred in December 1984 in

Bhopal, India, in and around a pesticide-manufacturing factory owned by the

multinational company Union Carbide. It mainly affected thousands of people

living near the plant. Estimates of the mortality and morbidity are contested,

but probably more than 3,800 people died and 350,000 have had chronic

sequelae. Some studies into the health effects of Bhopal have been prema-

turely terminated; others were allegedly suppressed. Many victims have never

been properly registered or compensated. As late as 1996, as many as 50,000

survivors still had partial or total disability as a consequence of the disaster. A

class-action lawsuit against Union Carbide, filed by victims of the disaster in a

U.S. court, was dismissed. The former head of Union Carbide was pronounced

a ‘‘proclaimed absconder’’ due to his failure to appear at hearings for a

criminal case filed in India.59

The Bhopal disaster illustrates both how the poor are trapped and why

polluting and risky industries are moved, when possible, to developing

countries. Had the Bhopal disaster occurred in the United States, its victims

would probably have eventually achieved compensation greater by orders of

magnitude. However, it is also likely that, had the plant been in the United

States, the incident would never have happened. In fact, Union Carbide op-

erated a similar plant in the United States with greater safety precautions—a

reflection of the double standard that exists.

Globalization and Environmental Health

Globalization has many definitions, but two of its widely recognized charac-

teristics are relevant to global environmental health: (a) the continuing driving

by trade, technology, and ideology of a single global economic community,

with an unprecedented sharing of culture; and (b) market deregulation.1

Previously, market forces dictated that the poorest fraction of domestic

populations experienced the highest environmental risk. Increasingly, it is

the poorest fraction of the global population that experiences this risk.

Environmental Health 327



National Implications

The widespread attempts to restrain capitalism that followed the Depression

and accompanied the peak of the Soviet Union’s and China’s international

appeal have weakened substantially in the past three decades, leading to a

resurgence of market forces. Increasingly, pockets of impoverished, nonem-

powered, and vulnerable populations are appearing in high-income countries,

especially the United States.62

Ascendancy of the free market has helped to promote, and even to celebrate,

this inequality. This has fueled the environmental justice movement, which so

far has had little success (see below). Because environmental inequality is only

one manifestation of multiple, interlocking kinds of inequality, this is not

surprising.

What Needs to Be Done

Achieving Environmental Justice

Work linking poverty, disadvantage, and environmental health is often known

as the environmental justice movement (EJM).63–67 The most egregious ex-

posures to environmental health risk clearly occur among the poor popula-

tions of developing countries. An evidence-based approach to environmental

health at a global scale would thus accord prominent place to this. Unfortu-

nately, this is not reflected in the EJM literature.

Most of this literature is concerned with health inequalities within high-

income countries, especially the United States. A partial exception is provided

in a report by the Institute of Medicine, entitled Toward Environmental Jus-

tice.68 Investigators for this report visited Nogales and reported critically

about this maquiladora center on the Mexican–United States border. At its

margins, the EJM is also concerned with international issues, such as climate

change, tropical deforestation, and the dumping of toxic waste in developing

countries.67

The fairly narrow focus of the EJM means that few of its suggested rem-

edies are likely to have much effect on either the distribution of global

environmental risk or the health burden experienced by the global poor.

However, the failure of the EJM to adequately consider global health issues

does not necessarily stem from its contributors’ ignorance or lack of concern

for global issues of fairness. Many interlocking causes combine to depress

awareness of the environmental risk experienced by poor populations in de-

veloping countries. These include inadequate data and researchers with poor

resources within developing countries. In addition, the populations most at
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risk have many other concerns. The poor cannot lobby effectively, especially

in developing countries. Few are literate, and, by definition, they have lit-

tle power. Many suffer a degree of cognitive impairment—often a result of the

environmental and other hazards with which they live. As a result, their voice

is muted, especially in proportion to the risk that they face.

In developed countries, and even amongprivileged populations of developing

countries, a publication and readership bias exists in the scientific literature,

which depresses interest and concern for the health risk of poor populations. In

short, there are few incentives to reward, and many barriers to penalize, those

who try to raise the issue of global environmental justice.69,70

Creating Greater Awareness of the Costs of Environmental Hazards

The environmental hazards described in this chapter belong to a class of costs

called ‘‘externalities’’ by economists. While real, these costs are poorly

measured and, by definition, never incorporated into the price of items. Cre-

ating greater awareness of externalities is one way to create pressure to reduce

them. However, internalizing externalities would reduce profits and increase

prices, especially in the short term. And the population that would dispro-

portionately benefit from this action would be those who are currently the

poorest and most vulnerable.

Market forces, if unrestrained by legislation and other institutions, are

therefore unlikely to reduce externalities. Reforms are likely to be bitterly re-

sisted, not only by those who profit from the creation and maintenance of en-

vironmental risk but also by those who consume the material fruits of this risk.

Harnessing Sufficient Political and Economic Will

The world is increasingly unequal, particularly with regard to the distribution

of international economic power.1,70 Although the Millennium Development

Goals (see chapter 28) were announced with great fanfare, there is as yet

little evidence that many, or even any, will be achieved. The U.S. invasion of

Iraq in 2003, counter to the approval of the global community through the

United Nations,71 casts further doubt over our collective capacity to reduce

the disproportionate exposure to environmental hazards of the global poor.

It is human to hope for a better future, and it is possible to argue cogently

that humans can find a way to intelligently and fairly balance their limited

resources with the demand placed upon them.72 However, the fact that so

much progress has been made to reduce the exposures of comparatively priv-

ileged populations to known and suspected environmental hazards and so little

has been done for the poorest fraction of humanity points to deeper causes than

technical ones—and perhaps even deeper than political or economic causes.
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While it is unlikely that technology can reduce the concentrations of the

harmful substances discussed in this chapter to their preindustrial levels, it is

not technologically impossible to provide clean water or, within a lifetime, to

reduce global lead, mercury, particulates, and greenhouse gas emissions.

What is lacking is sufficient global will. Although a dramatic change of

global consciousness73 is utopian, major changes in global thinking have oc-

curred before, such as in the birth of theUnitedNations in 1945, the adoption of

the Universal Declaration of Human Rights in 1948, and the World Health

Organization’s commitment to ‘‘Health for All’’ in 1978.

Reducing Exposure to Hazardous Chemical Exposures

In the late nineteenth century, the Sanitary Revolution spread throughout

industrialized England.74 It could provide a model for the Sustainability

Transition to come.75 The Sanitary Revolution arose from a mix of reformers,

enlightened leadership, ‘‘noblesse oblige,’’ improving technology, gradually

increasing expectations, and, after a while, competition among reforming

cities.

The costs undertaken to achieve the Sanitary Revolution did not cripple

wealthy economies. Instead, many economic benefits accrued, not only from

the stimulus given to new industries but also from reduced sickness. Simi-

larly, cleaner technologies could stimulate new industries. Human produc-

tivity could improve if health improved. Agricultural productivity could be

enhanced by reduced air pollution.

Other signs that environmental hazards can be alleviated are provided by

the reduced use, in developed countries, of lead and asbestos. Acid rain has

lessened, as has the use of stratospheric ozone-depleting substances. In some

developed countries, such as Germany and Spain, measures are being taken

to reduce greenhouse gas emissions.

These examples provide a model for how humanity could avert irrevers-

ible environmental damage, improve global public health, and even generate

vast numbers of new jobs, especially in developing countries.

Performing Epidemiological Research

The proper investigation of environmental and other health hazards in most

developing countries is rudimentary, due to a combination of inadequate lo-

cal and international resources and access. Many vested interests oppose

such investigation, including by the denial of adequate research funds.

JamesLavery and colleagues76 have suggested an additional obstacle.While

accepting that environmental health research (EHR) is inappropriately and

disproportionately performed, mainly in developed countries, they propose
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that EHR is unethical among populations ‘‘restricted in their ability to avoid

environmental hazardsbyeconomicorpolitical repression.’’Onecouldquibble

over what this means, but a liberal interpretation would exclude EHR from

almost all disadvantaged populations in developing countries. One could ar-

gue that research among repressed populations, were it actually possible, is

highly ethical, provided that the purpose of the research is to alleviate the

repression, such as by drawing global attention to this injustice. For this rea-

son, of course, such research is unlikely to be encouraged.

Nigel Bruce and colleagues14 have pointed to new research into indoor air

pollution as a worthwhile goal, especially in relation to tuberculosis and acute

lower respiratory infections. They also argue for a more systematic approach

to the development and evaluation of interventions, with clearer recogni-

tion of the interrelationships between poverty and dependence on polluting

fuels.

As globalization advances, enlightened funding bodies and philanthropists

may increase their support for research projects in developing countries. This

support could increase local capacity and public awareness, and eventually

facilitate legal and social reform. Advocacy for these goals by epidemiolo-

gists based in developed countries would go a long way toward answer-

ing those who have criticized epidemiology for its loss of public health

relevance.77

Reforming Organizations and Institutions

Bodies such as the World Bank have long proclaimed their desire to foster

genuine development, yet repeatedly these efforts have failed. However,

blaming corporations for environmental ill health may be as fallacious as

blaming the World Bank and the International Monetary Fund (IMF).

Consumers and shareholders support corporations because the goods they

supply are the cheapest and the profits they deliver are the highest. Citizens in

high-income countries largely support, implicitly, the policies of the World

Bank and the IMF because they feel their own lives are made richer and more

secure by so doing.

It follows, then, that it is the attitudes and values of the global middle class

that really need to be changed. Is this a pipe dream? It may not be, if middle

class people globally could be convinced that their current acquiescence to

unsustainable and socially and environmentally exploitative policies places

the future of their grandchildren—and perhaps even their children—at seri-

ous risk. The force of this conviction could then release an unstoppable

wave, driving changes in global values, technologies, advertising campaigns,

and new economics. This would not guarantee a sustainable future, but civili-

zation would at least have a fighting chance.
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Conclusion

Reducing the health risks of environmental hazards is an important part of

fostering the Sustainability Transition. Inequality, overconsumption of natural

resources, population growth, and outmoded economic theories and policies78

are driving civilization farther along a slippery tightrope.

The global problem of poor environmental health, together with non-

sustainability, requires ambitious and global strategies, on the scale of a new

Manhattan Project, to develop and disseminate the environmentally friendly

technologies that are required.78,79 Demographers and economists need to

rediscover the negative economic effects of rapid population growth80 to

stimulate the political will to reduce illiteracy and to promote family planning.

A fairer world will lead to a more genuine attempt to achieve the Millennium

Development Goals and thus further reduce the human cost of the most im-

portant current environmental health issue, that of feces-contaminated water.

This world of value changes sounds utopian. Yet so did the near-global

abolition of slavery, space travel, and Internet communication. The panic in-

duced by the SARS epidemic in 2003 illustrates a deep residual fear of epi-

demics among the educated, global middle class, which can lead to profound

behavioral change. Could this instinct for self-preservation be harnessed to

change behavior inways that promote sustainability?Canwe hope for a reprise

of the response by the London middle class to the malodorous Thames? This

might be possible in regard to coping with climate change and even over-

consumption.

To effectively address these challenges also requires better education, fairer

trade, and more genuine global democracy—all of which is in our collective

self-interest. Much more discussion of these ideas is required if the middle

class is to be motivated.
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OCCUPATIONAL SAFETY

AND HEALTH

Andrea Kidd Taylor and Linda Rae Murray

Introduction

Historical Overview and Scope of the Problem

Work offers significant life-sustaining benefits. Throughout human history, it

has been a basic requirement of human survival. How work is organized,

who does what, and who reaps the benefits of the work largely determine the

nature and level of social justice in a society.

Social injustice in the workplace is not just an issue of health disparities or

disproportionate representation of workers of color in themost hazardous jobs.

It encompasses the lack of workplace democracy and the lack of workers’

democratic ability to control their work environment and to shape their own

lives. It also reflects the absence of justice in other spheres of society. To

appreciate the impact of social injustice on occupational safety and health, we

must consider the critical role of work in the entire society.

The nature ofwork has a profound impact on the social status, well-being, and

health of individuals and populations. Wages, economic inequality, working

conditions, the structure of the workforce, and occupational segregation—

which, in the United States, exacerbates and perpetuates class, racial/ethnic, and

gender inequalities—help form the underlying social determinants of health.1
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The very foundation of our nation is based on historic expropriation of the

land from Native Americans, the practice of indentured servitude among new

colonists, and development of the Southern economy based on slavery. The

lack of workplace democracy in the United States can be traced back to the

time of slavery or earlier, where every aspect of some individuals’ exis-

tence was overshadowed by compulsory labor.2 When slavery ended after the

Civil War, sharecropping became an economic surrogate for slavery; through

indebtedness, the former slaves—now tenant farmers—became as tied to the

land as they were under slavery.3

Waves of immigrants continued to supply cheap labor to industry in the

United States. Whether the immigrant workforce was composed of Irish im-

migrants in steel mills or Asian immigrants in the building of railroads, denial

of basic rights and exposure to extreme hazards remained hallmarks. Racism

against Asians, Mexicans, Native Americans, and African-Americans led to

inhumane treatment and dangerous occupational exposures.

Job discrimination starts when people are denied the right to freely compete

for the kind of jobs to which they aspire and for which they are qualified. It

continues in the workplace. Historically, within manufacturing, there was (a)

discrimination in applying seniority rules and in denying opportunities for in-

plant training and industrial courses and (b) ‘‘Jim Crow’’ barriers* in many

unions.4

The industrial boom of World War II forced a temporary breach in the

bastion of Jim Crow with the federal government’s establishment of the Fair

Employment Practice Committee (FEPC) in 1942. The FEPC, established by

executive order of President Franklin D. Roosevelt, was created to promote

the fullest employment of all available persons and to eliminate discrimi-

natory employment practices.During this period, the ‘‘job ceiling’’was slightly

raised and thousands of African-American men and women entered areas of

skilled employment from which they had traditionally been barred. How-

ever, a report issued by the FEPC indicated that (a) nearly two-thirds of all

African-American women workers remained in service occupations, (b) close

to one-half still held domestic service jobs, and (c) almost one-half of the

African-American men continued working as unskilled laborers or as farm

workers. While African-Americans gained a foothold in industry, this foot-

hold has always been a precarious one. And the overall strategy of the U.S.

free-market enterprise system has been designed to hold poor workers, Af-

rican-Americans, and other workers of color in perpetuity as a special

*After the U.S. CivilWar, in most Southern states, ‘‘JimCrow’’ laws discriminated against African-

Americans by prohibiting their attendance together with whites in public schools and facilities, such as

restaurants, theaters, hotels, cinemas, and public baths. Even water fountains were segregated.
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reserve of cheap and underprivileged labor—an instrument for undercutting

the standards of their white brothers and sisters and a deterrent to working

class unity.4

In the 1930s and 1940s, the traditional tactic of the employing class for

any major American industry was to use the African-American sharecrop-

pers of the South and the poorest peasantry of Europe, Mexico, and Asia as

‘‘wage-cutters’’ and ‘‘strike-breakers’’—thereby limiting workplace democ-

racy. As a result, white workers resented and fostered prejudice against these

groups of workers, splitting them from the main body of American labor. In

addition, white workers were persuaded to accept the fact that these ‘‘infe-

rior’’ groups had wages and living standards that undercut their own.4

During the youth rebellions of the 1960s, young factory workers reacted

against the contrast between their civil rights in society and authoritarianism

of their workplaces. A free market economy, as a social system, could not

survive with the rise in security and equality for workers. Working-class

victories and concessions from business were raising expectations and threat-

ening profits, class power, and class rule. Thus, what were viewed as earlier

measures of progress, such as better wages, better social programs, and

greater security, were redefined as barriers that blocked the needs of a free

market system.5 This drive for the success and stability of free trade led, over

time, to a decline in social justice in the workplace and to poor health,

particularly for those workers who have remained in low-wage and high-

hazard jobs.

Work-related injuries and occupational exposure to toxic chemicals,

physical hazards, and poor and risky working conditions are, in general, re-

lated to low wages and are increased among workers of low socioeconomic

status and racial and ethnic minorities.6,7 Historically, each group that ar-

rived in the United States worked in the most dangerous jobs in industry and

was followed in these jobs by the next immigrant group. Discriminatory

hiring and employment patterns that were racially motivated in many in-

dustries have been used to prevent many workers of color from moving out

of entry-level jobs, in contrast to the job promotion of white immigrant

groups.7

During the post–World War II economic boom, expanding membership

made organized labor a powerful political constituency, but much of the lead-

ership remained white and male, with little inclination to broaden the labor

movement to underrepresented workers. Although some unions made sig-

nificant gains in organizing female workers and workers of color, most of

these workers remained unorganized through the 1950s. Among the unions’

rank and file and the unions’ leadership, racial and sexual discrimination and

discriminatory hiring and employment patterns in many industries pre-

vented African-Americans, Latino-Americans, Asian-Americans, and Native
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Americans from moving out of entry-level, low-wage, and hazardous jobs.8,9

In the 1960s, unions mobilized to support national legislation, which led

Congress to adopt the Occupational Safety and Health Act in 1970 that

established the Occupational Safety and Health Administration (OSHA). In

an attempt to create better workplace democracy, the most important conse-

quence of the OSHA was to place workplace health and safety issues on the

agenda of unions, workers, health professionals, and the general public. With

increasing pressure from their membership, unions formed health and safety

committees to teach their members how to identify and control workplace

hazards.10

Since OSHA was enacted, OSHA regulations have been promulgated very

slowly, and in recent years, very few new regulations at all have been

adopted. The existing OSHA laws have been weakened by lack of strict en-

forcement, layers of government bureaucracy, and very influential industry

lobbyists. Employers were never very enthusiastic about the prospect of

oversight by a centralized government bureaucracy; therefore, it was no

surprise when attacks began on OSHA not long after it started promulgating

and enforcing standards in the 1970s. Since then, OSHA enforcement and

promulgation of new standards have been principally guided by electoral

politics.11

Although substantial gains have occurred in many workplaces since the pas-

sage of OSHA, many disparities remain, due to unchecked hazardous working

conditions. One example of such a disparity was the devastating fire that oc-

curred in 1991 at a poultry plant in Hamlet, North Carolina, a poor rural

community. Twenty-five workers were killed when locked safety doors pre-

vented them from escaping the fire (fig. 19-1).12 Today, in the age of the World

Trade Organization and the North American Free Trade Agreement

(NAFTA)—when manufacturing jobs are being exported to China, Indonesia,

Mexico, and elsewhere—many U.S. workers believe that many existing OSHA

standards are neither adequately protective of workers’ health and safety nor

adequately enforced. In this climate, some unions are reluctant to press for

betterworking conditions because, if they do, they believe that employerswould

threaten to close their workplaces.

The up-and-down pattern in OSHA’s effectiveness, regulatory policies, and

practices has continued to recent years. For example, in 2001—soon after

President George W. Bush took office—the OSHA ergonomics standard,

which had been promulgated during the previous Clinton administration, was

overturned by Congress. In the current anti-regulatory climate, OSHA is

leaning more and more toward appealing to corporate and other big-business

interests by developing more voluntary initiatives, including compliance-

assistance programs and consultations. OSHA’s partnerships with workers

and organized labor have virtually disappeared.
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Income Inequalities in the United States

Income inequalities in the United States are a reflection, at least in part, of

structural factors in the workforce and the general economy. Personal in-

come in the United States peaked twice during the twentieth century—just

before World War I and just before the Great Depression. Between the end

of World War II and 1970, the average U.S. worker made significant gains in

income, with those on the bottom rungs making greater progress. During the

1970s, these trends stagnated.

Since the 1980s, the United States has experienced a steady and significant

increase in income inequalities. Structural changes have helped to exacerbate

these income inequalities. Possible explanations for the increasing income in-

equalities have been (a) changes in workforce composition, such as the impact

of workers of the ‘‘Baby Boom’’ generation (78 million Americans who were

born between 1946 and 1964), more women participating in the wage econ-

omy, and new waves of immigrants, especially immigrant workers of color;

(b) a decline in the manufacturing sector; (c) an increase in the service sector;

and (d) globalization. These income inequalities, in combination with poverty,

Figure 19-1 Workers processing chickens on an assembly line. Minority workers

and women are overrepresented in entry-level jobs like this one, in which safety and

health hazards are prevalent. Twenty-five workers in a similar chicken-processing

plant died in Hamlet, North Carolina, in 1991, when few workers were able to escape

a fire that swept through the plant because the employer had locked most of the exit

doors. (Photograph by Earl Dotter.)

Occupational Safety and Health 341



discrimination, and other factors, have had a profoundly negative impact on

the morbidity and mortality of populations.13

Social Injustice and Occupational Safety
and Health

Occupational safety and health provides an essential basis for worker satis-

faction and commitment. The level of concern for safety and health in the

workplace is an important indicator of a society’s commitment to the overall

health and well-being of its workers. Two dynamics have been identified as

having a strong impact on worker health: (a) poor working conditions, in-

cluding little career mobility; and (b) the lack of access to work, including

unemployment. Working and living in an environment of physical and social

disadvantage—being low in the social hierarchy, being poor, working under

adverse conditions, or being unemployed—are major risk factors for ill

health.14 Several studies on unemployment link job loss with elevations in

blood pressure, adverse changes in mental health, and excess morbidity and

mortality.15–18

Workers of color have been, and continue to be, concentrated in jobs with

relatively low status, low pay, and high risk. A greater percentage of African-

American workers have been exposed to the highest levels of toxic substances,

resulting in their having a disproportionate percentage of chronic occupational

diseases and premature deaths, such as the following7,19,20:

� The landmark silicosis disaster at the construction of the Hawk’s Nest

Tunnel near Gauley Bridge, West Virginia, in the 1930s
� Toxic and carcinogenic chromate dust exposures in the chromate industry

in the 1940s
� Exposure to carcinogenic aromatic hydrocarbons amongcoke ovenworkers

in the 1950s
� Hazardous exposures in the textile and rubber industries in the 1970s.

Today, in workplaces described as ‘‘virtual ghettos,’’ workers are exposed to

a range of hazards, from agricultural-industry settings to modern-day sweat-

shops. Farm work is one of the most dangerous occupations; 71 percent of

seasonal farm workers are Hispanic (Latino) and 95 percent of migrant workers

are Hispanic. Over 13 percent of workplace fatalities occur in farm work.

Between 1993 and 2002, there were over 12,000 case reports of pesticide illness

in California, the state with the most comprehensive surveillance program for

pesticide illnesses.21 Illness due to pesticide exposure accounts for many more

deaths in developing countries, often as a result of exposure to pesticides that
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have been banned or restricted in developed countries (fig. 19-2). Sweatshops

are labor-intensive workplaces that violate not only safety and health laws but

also child labor laws. Most sweatshop workers are Hispanics, Asians, and

African-Americans, and many are immigrants. Repetitive forceful movements,

poor lighting, overcrowding, and abusive work conditions are hazards fre-

quently reported among sweatshop workers.22

Employment data in the United States for children and adolescents under

the age of 16 are not used in official Bureau of Labor Statistics (BLS) esti-

mates or included in published BLS tables. The BLS reports, however, that

34.5 percent of 16- and 17-year-olds—more than 2.6 million adolescents—are

employed at any given time during the year.23 Young people—children and

adolescents—in the United States are exposed to many occupational hazards.

Annually, approximately 100,000 young people seek treatment in emergency

departments for occupational injuries and at least 70 die from occupational

injuries. The annual injury rate for adolescents is 4.9 per 100 full-time

equivalent workers, compared with 2.8 for all workers. The most dangerous

work for young people in the United States is in agriculture (on family farms),

retail trade, and construction.23

Figure 19-2 Pesticide applicator in Kenya. Workers in developing countries are often

exposed to pesticides that have been banned or restricted for use in developed countries,

where these pesticides aremanufactured. This worker is exposed, both by inhalation and

skin absorption, to captafol, a fungicide that has been banned in the United States and

in the United Kingdom, where it is produced. (Photograph by Barry S. Levy.)
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In the United States today, most jobs are being created in service indus-

tries, where unionmembership is very low.Workers of color aremore likely to

be employed in those service occupations that pay relatively low wages. The

‘‘contingent workforce’’ of part-time, temporary, and contract employees has

significantly increased in the past decade. Workers of color, women workers,

young people, and older people are overrepresented in this contingent

workforce.24 Rather than creating new permanent jobs, more than a decade

of corporate restructuring—downsizing, franchising, and outsourcing—has

allowed many companies to reengineer their workplaces, shift to ‘‘lean pro-

duction,’’ and seek flexibility by lowering labor costs. This trend has had a

significant impact on worker health and on occupational safety and health, in

general. Areas of concern related to the microelectronics industry and

technologies are musculoskeletal disorders (MSDs), chemical hazards, job

stress, and use of video display terminal hazards (associated with MSDs, eye

strain, headaches, and other problems). Repetitive strain injuries have had

the highest incidence and fastest growth rate among categories of occupa-

tional injuries and diseases. The outsourcing of maintenance work in the

U.S. petrochemical industry has caused an increase in occupational safety

and health problems, including fatalities, in that industry, particularly among

small firms; this outsourcing may have been an indirect cause of several

catastrophic explosions that have occurred in recent years, such as those that

killed contract and other workers at the Tosco Oil Refinery in California and

the Equilon Refinery in the State of Washington.25,26

Health Care Access

In addition to poor worker health, lower pay, and fewer benefits, other adver-

sities exist for workers in the contingent workforce, including (a) the stress of

not knowing when and for how long they will work; (b) the absence of job se-

curity; (c) inadequate protection by laws and regulations, including workers’

compensation laws, and occupational safety and health, unemployment insur-

ance, and pension regulations1; (d) inadequate or no health insurance; and

(e) limited or no access to health care. Language barriers, cultural insensitivity,

and the lack of health care providers in communities where contingent workers

live compound these problems. These workers are less likely to have a regular

source of medical care and less likely to receive occupational health services

and clinical preventive services, such as cancer screening. They are also less

likely to participate in voluntary worksite health promotion programs. Con-

tingent workers are more likely to die, and die earlier of diseases affecting

them19; however, there is no documentation that this pattern extends to occu-

pational illnesses and injuries.
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Workers of color appear to be less likely than white workers to receive

workers’ compensation benefits for work-related injuries, even though work-

ers of color, as a group, experience higher rates of occupational injury and

disease.7 Workers with severe job-related disabilities are more likely to re-

ceive welfare benefits than disability payments from workers’ compensation

programs—suggesting that all workers find it difficult to receive adequate

compensation for work-related injury and illness.7

Unemployment in the United States during the 1990s was at historic

lows. The current unemployment rate for African-Americans, however, is

10.2 percent, higher than rates in the 1990s and 2000. The black unem-

ployment rate in the United States remains about twice that of whites (5.2 per-

cent), with Latino unemployment intermediate (7.4 percent).27 Female

workers usually have unemployment rates substantially higher than those of

male workers.28 Unemployed people have higher risks of disease, with

documented physiological changes in blood pressure and other health out-

comes. The health risks of unemployment increase in areas where the general

unemployment rate is higher. Job insecurity and unemployment can result in

increased stress, higher blood pressure, heart disease, and adverse mental

health outcomes.29,30

Education

On average, workers of color have less education, lower income levels, in-

ferior housing, poorer health status, and less access to health care compared

with white workers. In 2000, in the civilian labor force 18 years and older,

the proportion of workers who had not completed high school was 7 percent

for whites, 12 percent for African-Americans, and 36 percent for Latino-

Americans. Similarly, the proportion of workers who had completed college

was 22 percent for whites, 14 percent for African-Americans, and 8 percent

for Latino-Americans.31

Due mainly to the low levels of education and on-the-job training that they

require, hazardous jobs generally pay low wages. Wages earned by workers

tend to rise with their levels of education and experience. However, the wage

rates earned by African-Americans rise much less quickly with increases in

education and experience than those of whites.32 One study found that more-

educated and more-experienced workers were employed in substantially safer

jobs, on average, than less-educated and less-experienced workers. Even after

education and job experience are accounted for, black and Latino workers in

the United States face, on average, more occupational hazards than their white

counterparts.32 (See box 19-1 for an account of these forms of social injustice.)

Of all of the OSHA regulations, the 1983 OSHA Hazard Communication

(‘‘Right-to-Know’’) Standard (HazComm) is the regulation most often cited
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by OSHA and violated by employers. Under this standard, employers are

required to train workers about hazards related to their jobs and to provide

material safety data sheets (MSDSs) that supply essential health and safety

information for workerswhomust handle hazardous chemicals or work around

them. Since the promulgation of the standard in 1983, OSHA has required

employers to keep MSDSs at their facilities and to make them freely avail-

able to workers. At many worksites, HazComm training is inadequate and, in

some cases, nonexistent. For workers who speak little or no English or who

speak English as a second language, the training conducted may not be well

understood or may be incomprehensible. Without knowledge of their rights

under the law, many workers do not (a) request health and safety informa-

tion, (b) complain of hazardous working conditions, or (c) know how or

where to file a complaint if such conditions exist.22

Globalization and International Occupational Health

Globalization is defined as the increased movement of people, goods, ser-

vices, production processes, and capital across international borders. If one

BOX 19-1 Epidemic of Toxic Liver Disease

A Spanish-speaking worker from Puerto Rico presented to a hospital’s

emergency department with nausea, abdominal pain, and headache. The

physician’s assistant, suspecting work-related liver disease, took an occupa-

tional history and referred the worker to the nearby occupational medicine

clinic. The worker and an additional 58 of the 66 workers of a fabric-coating

factory were evaluated. Sixty-two percent of them had abnormally elevated

liver function tests. Toxic liver disease was diagnosed and the probable

causative agent was identified as dimethylformamide (DMF), a solvent used

at the factory. Almost 76 percent of the production workers had abnormally

elevated liver function tests compared with 8 percent of the nonproduction

workers. Literacy was not required of the production workers, of whom

93 percent were Hispanic—most spoke only Spanish; in contrast, English

literacy and a high-school education were required of the nonproduction

workers, most of whom were white. The long delay in recognizing the epi-

demic at this factory was largely due to inadequate training provided by the

employer, language barriers, the workers’ lack of knowledge about the

hazards associated with the job, and their lack of access to resources. Fear of

job loss also contributed.33
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agrees that a minimum precondition for any notion of social justice is

people’s ability to shape their own lives, skepticism about globalization’s

compatibility with social justice might be reinforced. This is especially true

if globalization is viewed as largely establishing global rules that act as a

constitution for investor rights, which are beyond any parliamentary chal-

lenges. If a socially just world is defined as one that supports the full and

mutual development of the potential capacity of every individual, many would

judge globalization to be inconsistent with that ideal. Globalization has been

integral to a free-market economy and free-trade system; ensuring its long-term

stability has fallen short of the social justice ideal for workers5 (box 19-2).

A prime example of globalization and its impact on the social justice ideal

for workers has been the implementation of NAFTA. Since the ratification of

NAFTA in the early 1990s, approximately 1 millionMexicans have worked in

over 4,000 assembly plants, known as maquiladoras, on the United States–

Mexico border. The plants are owned by foreign corporations or sub-

contracted by them to produce parts or perform final assembly of products for

export. Products that are produced vary from plant to plant; but violations of

workers’ human, labor, and health rights are consistent among plants—a

tragic byproduct of free trade. Such violations are also becoming more ap-

parent in countries like Indonesia and China, where many of the maquiladora

industries and jobs have now moved. A growing number of workers will find

themselves in the position of Mexican maquiladora workers as more export

processing zones (EPZs) are established around the world. EPZs are located

intentionally where labor is cheap and plentiful, and people are desperate for

jobs. Substantial tax breaks are offered to foreign corporations by govern-

ments, sweetening the deal with loose regulations and active repression of

unions.34

Faced with an impossible choice between safety and livelihood, maquila-

dora workers often submit to dangerous working and living conditions, while

communities are forced to subsidize corporations by absorbing their social and

environmental costs. Most maquiladora workers are women, who comprise

50 to 60 percent of the workforce in Mexico and over 70 percent in Guatemala

and Honduras. Workplace hazards, such as toxic chemicals, poor workstation

design, excessive heat and cold, poor ventilation and lighting, and harmful

noise levels, and high production quotas cause a wide range of health prob-

lems. Toxic substances, such as organic solvents, paints, acids, glues, and

dyes, are common in maquiladoras that produce auto parts, electronics, and

furniture. However, workers are rarely informed about the risks, MSDSs are

not provided, and there is inadequate labeling of chemicals.

Many maquiladora workers, especially assembly-line workers, also ex-

perience MSDSs caused by performing repetitive machine-paced motions

and/or standing or sitting in awkward positions for long periods without
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BOX 19-2 Economic Globalization

Ellen R. Shaffer and Joseph E. Brenner

Economic globalization refers to the increasing pace and volume of (a) in-

ternational trade in goods and services among interconnected multinational

corporations, (b) the flow of capital across borders, and (c) the related mi-

gration of populations, facilitated by technological changes in communica-

tion and transportation. It also includes changes in policy favoring the

privatization of public enterprises, and reducing government’s right to reg-

ulate corporate activity in the public interest. While increasing wealth for

some corporations, these policies contribute to social inequality and in-

stability. Public health professionals can help ensure that the world’s econ-

omy supports social justice and sustainable development. The most effective

modes of action are through formal organizations or looser networks of like-

minded colleagues. Meetings and publications sponsored by professional

organizations—as well as relevant listservs and websites—can stimulate

thinking and facilitate interactions among individuals and groupswith similar

concerns.

Basic to any action is analysis of policies, principles, and institutions that

shape economic globalization—and their implications for population health

and for health care services—as well as an understanding of where op-

portunities exist to address problems created by globalization.

International financial institutions (IFIs)—the World Trade Organization

(WTO), the International Monetary Fund (IMF), and the World Bank—play

an important role in establishing policies that govern the global economy.

The IMF and the World Bank, which orchestrate loans and enforce economic

policies on such matters as interest rates and public budget deficits, also

fund programs and set policies in health. The WTO, established in 1995, sets

the framework for multinational trade agreements.

Drawing on the wealth, power, and influence of developed countries, the

IFIs have prescribed for developing countries controversial measures that

rely on (a) market forces to regulate all economic activity, (b) fiscal disci-

pline by states, (c) privatization, (d) deregulation, and (e) liberalization of

rules restricting foreign trade. Policies of the IFIs aim to

� Reduce the role of governments by restricting their ability to regulate
� Encourage competition from private companies to own and produce ser-

vices and goods
� Reduce public funding and allocate public subsidies to private corporations
� Shift the burden of raising revenues for services from public subsidies to

individuals, through cost recovery, user fees, or co-payments

(continued)
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� Target remaining public subsidies to the poorest, which generally creates

a two-tiered system in which people who can afford to pay receive a

higher level of services than those who cannot
� Decentralize administrative and financial procedures to the state and local

level, thereby weakening control at the national level.

Trade agreements impose these rules and curtail the right and ability of

nations to determine whether they wish to abide by them, challenging the

role that democratically elected public officials and civil society leaders play

in determining the rules of trade and their own policy priorities. The WTO is

empowered to impose substantial financial penalties on member nations

that it determines do not comply with its rules. Disputes about compliance

are adjudicated by tribunals that deliberate without public scrutiny. Gov-

ernment intervention in trade in the interests of social, environmental, and

health policy objectives can be disallowed by WTO tribunals. For example,

the WTO has overridden prohibitions against importing tuna caught with a

method that also snares dolphins.

These policies and the commercialization of vital human services, such as

health care and provision of water, adversely affect population health. While

the stated goal of privatization and deregulation is to increase prosperity

through trade, analysts increasingly contend that they contribute to the rise

in global poverty and economic inequality and instability, and therefore to

increased preventable illness and death.

For many years, liberalization of trade meant reducing barriers to inter-

national trade, such as tariffs and other measures that discouraged com-

petitive trade from foreign producers, relating primarily to goods. Recently,

however, agreements such as the General Agreement on Trade in Services

(GATS) apply trade rules to vital human services, including health care,

education, and provision of water and sanitation, for all 148 member na-

tions of the WTO. Including services broadens the range of public health

protections that can be struck down by trade panels.

These agreements could limit the ability of federal, state, or local govern-

ments to adopt and enforce public health standards concerning, for example,

health care facilities, health insurance, health professional training and li-

censing, access to medications, environmental protection, occupational

health and safety, tobacco, alcohol, firearms, and provision of water and

sanitation.

Public health professionals can influence international trade agree-

ments and their adverse impacts on health, by taking actions, such as the

following:

1. Write a journal or a newspaper article exploring the tensions between

commercial and health interests.What rules regulate tobacco companies, the

(continued)
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breaks.34 Stress is blamed for a growing number of illnesses and deaths,

because maquiladora workers are under constant pressure to work quickly to

meet high production quotas. Breaks—even for using the restroom—are

permitted infrequently or not at all. Wage and job insecurity may also ex-

acerbate the stress. These workers also have increased rates of reproductive

health problems, such as menstrual irregularities and abnormal pregnancy

health insurance industry or hospitals? How do those rules contribute to

economic productivity and human well-being? How do human rights

treaties, international environmental agreements, and trade agreements

address the value of life?

2. Promote assessments of the impact of international trade agreements on

population health. One could examine why trade rules on intellectual

property protect pharmaceutical companies from price competition, which

would make essential medicines affordable to people with HIV/AIDS and

other diseases.

3. Write a resolution for your professional association explaining the role of

trade rules in determining health protections. Establish a committee to de-

velop and implement an advocacy program that brings the public health

perspective to policymakers. (See item 6.)

4. Ask your member of Congress to designate you and your colleagues as her

public health advisory committee. In this way, you could provide a public

health perspective on proposed trade agreements and on the implementa-

tion of existing ones. You could hold public hearings to inform your com-

munity and the news media. Ask her to recommend that the U.S. Trade

Representative establish a similar committee.

5. Support enforceable commitments to advancing population health and to

achieving universal access to health care, affordable medications, and safe,

affordable water in the United States and internationally. Link your daily work

with advocacy campaigns to ensure that safe and affordable health care,

medicines, and water are not eroded by trade agreements.

6. Participate in the network of the Center for Policy Analysis Trade

and Health (CPATH) (www.cpath.org). Enroll in the CPATH listserv to stay

informed and to participate in campaigns to contact policymakers regard-

ing pending decisions in Congress and at trade summits. Enroll by sending

a blank email (nothing in the ‘‘subject’’ line or in the body of the message)

to globalizationandhealth-subscribe@topica.com. Ask your professional

association to endorse CPATH’s Call for Public Health Accountability in

Trade. To explore volunteer opportunities and other issues, email at cpath@

cpath.org.

BOX 19-2 (continued)
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outcomes, including miscarriages and children born prematurely or with birth

defects.34

For several years, labor advocates, public health practitioners, and scholars

have recognized that increasing international trade would threaten worker

health and safety. Concern grew that industries from developed countries were

relocating to plants in developing countries because of lower labor costs, more

lax regulatory environments, and, in some cases, proximity to raw materials

and/or markets. These industries failed to follow the same workplace safety

and health standards in developing countries that were required in their coun-

tries of origin, thereby exposing workers to greater risks.35

Concurrent changes in macroeconomic policy among many European and

North American nations have also had an impact on occupational safety and

health policies; however, workers in developing countries remain a high-risk

population, facing a range of workplace hazards at levels not seen in developed

countries for decades and in patterns that seem to be accelerating with the

growth of global trade.35 In developing countries, governments often place

economic development ahead of worker protection, and independent labor

unions, when functional, often focus on wages and job security, rather than on

working conditions.

The growth in globalization has also influenced worker safety and health in

the United States in recent years, with very few new OSHA standards adopted

and many existing ones not being as strictly enforced.36 Many local govern-

ment officials and groups of workers, perceiving the same dilemma, refrain

from pressing for safer workplaces, fearing job loss from companies closing

workplaces and moving to lower-wage areas.

What Needs to Be Done

Educating Workers and Empowering Communities

Worker education is the greatest tool available in creating stronger work-

place democracy andworker empowerment. This includes education forwork-

ers, not only in occupational safety and health but also on electoral politics,

labor union organizing, and coalition building. Recognizing that language and

cultural barriers might exist, worker education programs must be designed

appropriately and in a language understood by the workers involved, and they

also must be designed to specifically address the workers’ needs. Worker

education can be instrumental in helping to build effective leadership and

active participation of workers who otherwise might feel disenfranchised in

addressing poor working conditions and health and safety concerns at their

worksites.
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Community empowerment is defined as a social action process by which

individuals, communities, and organizations gain a mastery over their lives in

the context of changing their political and social environment to improve equity

and quality of life.14 Hence, if there is workplace democracy, the community

would then also have a seat at the table. Such community empowerment would

emphasize partnership and collaboration—not a top-down approach.

Preventing Discrimination

Greater workplace democracy and social justice depends on preventing dis-

crimination against workers of color, immigrant workers, women workers,

child laborers, and older workers. Institutionalized racism, sexism, and job dis-

crimination are major obstacles to workers and communities in strategizing,

organizing, and forming coalitions to fight together for better workplace

protections and to establish mechanisms to prevent corporate negligence and

indifference. Acknowledging, understanding, and recognizing these obstacles

can be useful for identifying and resolving issues that may be the root causes of

hostility among different racial and ethnic populations.

Promoting Workplace Democracy and Environmental Justice

Occupational safety and health are linked to the struggle for better workplace

democracy—workers’ democratic ability to control their work environment

and to shape their own lives. The shared principles include equity and em-

powerment of workers, individuals, and communities. To improve the overall

health of workers and promote healthier communities, labor unions, public

interest groups, community activists, and public health practitioners should

join forces to (a) organize workers and members of the community to fight for

equal justice and protection under occupational and environmental laws and

regulations, and (b) rally together against corporate interests. Achieving

workplace democracy and environmental justice will be more likely with

sharing of expertise and resources.11

Improving Surveillance and Research

Improved surveillance of occupational exposures and work-related injuries

and illnesses, along with systemic development of reliable data sources, needs

to be a national priority.

Surveillance systems and research studies should gather and analyze data

not only on occupation but also on socioeconomic class and race/ethnicity to

help develop hypotheses about the interactions between (a) occupational

exposures, and (b) class and race/ethnicity.20
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Reforming OSHA

In the early 1990s, labor unions organized campaigns promoting OSHA re-

form. The legislation they proposed, whichwas not passed byCongress, would

have mandated (a) joint labor-management health and safety committees at all

worksites, (b) more OSHA compliance officers, (c) more targeted inspections

of hazardous workplaces, (d) criminal arrests for employers who willfully

violate OSHA standards and cause employee deaths, and (e) the worker’s right

to refuse hazardous work. Such OSHA reform legislation is still needed today.

It could substantially enhance workplace democracy by providing workers

with direct participation and a voice ‘‘at the table’’ on health and safety matters

at their workplaces.

Public health professionals and students should join with labor leaders in

calling for OSHA reform by lobbying Congress and holding their elected

officials accountable for protecting the health and safety and rights of all work-

ers. In the midst of globalization and the current pro-business anti-regulatory

climate, more strategic actions and plans are needed to provide increased

worker participation in the political process, better worker education, and

recruitment of workers to increase union membership, thereby providing

more workers with a united voice to fight for stronger and more effective

workplace protections.

Reforming Workers’ Compensation

The United States does not have a unified workers’ compensation system.

Each state has its own standards and practices. The burden of proof that

disease is occupationally related lies with workers. They must find physi-

cians who believe that their illnesses are occupationally related. Judges who

hear contested cases must be convinced that the illnesses are work related.37

A national workers’ compensation system with uniform benefits should be

established. Employers should bear the burden of proof that illnesses are not

related to work. Workers’ compensation should also not be the ‘‘exclusive

remedy’’ for workers seeking to recover damages from employers; pain-and-

suffering awards should be allowed.38

Promoting the Role of Organized Labor

Workers who can be fired at the whim of their employers cannot be very

insistent in demanding safer working conditions. This situation is especially

true (a) in workplaces where there is no union, and (b) in jobs where em-

ployees can easily be replaced and for which alternative safer jobs at mar-

ginally lower wage rates are not available. In addition, the costs associated
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with switching jobs—such as loss of health care benefits, pension rights, and

seniority; the necessity of becoming familiar with a new employer; and the

expense and personal disruption of relocation—may be too high a risk for

many workers.11 Labor unions have been a powerful market force to protect

workers’ rights and to assist workers in confronting employer market power.

Starting in the 1980s, however, the power of many labor unions diminished to

the point where workers in many industries were forced to accept wage con-

cessions. In other industries, prominent companies replaced unionized work-

ers with nonunion workers and the overall percentage of the U.S. workforce

declined considerably, from 22 percent in 1982 to 14 percent in 2004.

Union organizing has become the principal rallying cry for unions in the

AFL-CIO. Unions at every level are being asked to shift resources to help

workers organize. Unions are recruiting and training new organizers whose

diversity reflects that of workers in the United States.39 Forming a labor

organization in the workplace is still a fundamental right. Now, more than

ever, workers need a strong and countervailing voice to corporate power, to

speak out against the social injustice of an unhealthy work environment. Due

to liberalized trade practices, free market economic policies, and the elim-

ination or weakening of protective labor legislation, the risks and costs to

workers attempting to organize have increased. Still, however, the possibility

remains that unions can win organizing drives—even in hostile organizing

climates—if they implement more comprehensive and multifaceted orga-

nizing strategies. Humility, class unity, persistence, and determination—

combined with the commitment for better wages, better workplace health

and safety protection, and fair contracts—form a strong foundation for or-

ganizing workers.12

Conclusion

Work profoundly defines the well-being of individuals and populations. The

structure of the workplace is a reflection of both general social conditions in

the society at large and the specific organization within the workplace.

The frightening acceleration of economic disparities, even in the context

of boom economies, stands as a major barrier to achieving social justice in

the United States. The workplace remains the crucible where social justice

must be established. Disparities in working conditions must be addressed if

occupational injuries and diseases are to be prevented. To achieve health and

safety goals, a large, militant, and principled labor movement is needed—

the major tool to achieving democracy in the workplace. Upon that foun-

dation, we believe, rest all measures to expand democracy in general, and to

eliminate racial, ethnic, and gender discrimination.
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20

ORAL HEALTH

Myron Allukian, Jr., and Alice M. Horowitz

Introduction

Oral diseases, including dental disorders, represent a neglected or silent ep-

idemic,1–7 largely due to social injustice. Although they affect almost ev-

eryone, the prevention of oral diseases has not received high priority. In fact,

the United States in recent years has moved backward, with the elimination or

limiting of adult dental services in most state dental Medicaid programs.8 The

most vulnerable people have become even more vulnerable.

A healthy mouth and smile, free from pain and infection, is a valued

necessity for those who live and work in the public eye, as witnessed by the

large sums of money many people spend to achieve this ideal image and state

of health. However, what about the rest of the population?

Health Care versus Medical and Dental Care

Amajor reasonwhy oral health is such a low priority in theUnited States is that

it is not viewed as an integral component of overall health. Since the first dental

school was established in 1840, dentistry developed as a separate profession.

Most medical schools teach very little, if anything, about oral health. Because

medicine has played a dominant role in the development of health policy and

357



practice in our country, oral health is usually excluded or not considered part

of primary health care. This perception is held by many policymakers, and it is

reflected in the public financing of health care. Only 4 percent of dental care is

financed with public funds, compared with 32 percent for medical care.6

Defining Oral Health

Good oral health is being able to eat, chew, talk, smile, kiss, sleep, read, think,

study, or work without oral pain, discomfort, or embarrassment. Oral health is

having a smile that helps you feel good about yourself and gives others a healthy

and positive image of you. Good oral health is essential and integral to overall

health and well-being. Poor oral health is associated with diabetes, premature

birth and low birth weight,9–11 heart disease, and stroke.12–14 As Dr. C. Everett

Koop, a former U.S. Surgeon General, has said, ‘‘You’re not healthy without

good oral health.’’ Themaintenance of oral health is important for freedom from

pain, infection, and suffering; the ability to eat and chew, as well as proper

digestion and nutrition; the ability to speak properly; social mobility; employ-

ability; self-image and self-esteem; and a higher quality of life.

A Neglected Epidemic

Oral diseases are life-long for most Americans. There has been a marked

improvement in our nation’s oral health since the 1970s due to community

water fluoridation, fluorides, dental sealants, technological advances, dental

insurance, and better education of the public and the health professions. But

oral diseases remain a neglected epidemic in the United States:

� Seventy-eight percent of 17-year-olds have had tooth decay, with an av-

erage of seven tooth surfaces affected.15

� Ninety-eight percent of 40- to 44-year-olds have had tooth decay, with

an average of 45 affected tooth surfaces.15

� Thirty percent of Americans older than 65 have no teeth.16

� Twenty-two percent of 35- to 44-year-olds have destructive periodontal

disease.16

� More Americans die each year from oral and pharyngeal cancer than

from cervical cancer or malignant melanoma.17

There are great disparities in oral health between the ‘‘haves’’ and ‘‘have-

nots.’’ For those people who are sophisticated and have the financial resources,

personal preventive procedures are used and dental services are obtained on a

regular and periodic basis. For everyone else, dental services are crisis oriented.

In addition, increasingly less money is being spent on oral health in the United
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States. In 2003, the total cost for dental care, about $74.3 billion, represented

4.4 percent of health care expenditures compared with 6.4 percent in 1970—a

31 percent relative decrease.18

The Relationship Between Social Injustice and Oral Health

Laws, regulations, policies, customs, and practices can serve as barriers to social

justice in oral health. Social injustice especially affects the oral health of vul-

nerable populations, including children, older people, low-income individuals,

poorly-educated people, the developmentally disabled, medically compromised

people, the homebound and the homeless, people infected with HIV, migrants,

immigrants, uninsured people, institutionalized individuals, residents of rural

areas, and members of racial, ethnic, and linguistic minorities.

Vulnerable populations have greater oral health needs and less access to

resources to respond to these needs. In the United States:

� Oral diseases represent the most prevalent unmet health need of children.19

� The rate of untreated dental disease among low-income children aged

2 to 5 years is almost five times that of high-income children.20

� Low-income children have 10 times more unmet dental needs than do

higher-income children.21

� Low-income children have almost 12 timesmore daysmissed from school

than do higher-income children.22

� The oral cancer mortality rate of African-American males is almost double

that of white males.23

� Among 14-year-olds, the use of preventive dental sealants is almost four

times greater for whites than for African-Americans of the same age.16

� The rate of untreated dental disease for American Indian and Alaska Native

children aged 2 to 4 years is six times greater than that in white children.16

� People without health insurance have four times the rate of unmet dental

needs as do those with private insurance.24

� Among those aged 18 and older, Asian-Americans and native Hawaiians

or other Pacific Islanders have never been to a dentist at a rate about

10 times that of white Americans.25

� Only 15.7 percent of adults—and only 2.5 percent of poor adults—aged

65 and over living in rural areas have private dental insurance.26

There are strong relationships between both low dental care use and poor

oral health status and (a) low education, (b) low income, (c) nonwhite racial

status, and (d) lack of health insurance coverage (tables 20-1 and 20-2). (See

also box 20-1.) For example, only about 35 percent of people over age 25
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with less than 12 years of education have been to a dentist in the past year,

compared with about 71 percent of those with more than 12 years of edu-

cation. Over 20 percent of people over age 2 with a family income less than

$10,000 have not been to a dentist for 5 years or more, compared with 5.5

percent for these with a family income of more than $35,000. Over 13

percent of Mexican-Americans have never been to a dentist, compared with

4.4 percent of whites (table 20-2). A national study showed that Mexican-

American children and adults had greater unmet dental needs, less dental

insurance, and fewer dental visits than other Hispanics or Latinos, as well as

Puerto Ricans, Cubans, and Central or South Americans.26a

TABLE 20-1 Percentage of Persons Aged 25 or Older

Who Had a Dental Visit Within the Last Year by Education,

Income, and Race, 1993

Persons Who Had a
Dental Visit (%)

Education

<12 Years 35.1
12 Years 54.8

>12 Years 70.9

Income

Below poverty 30.4
At or above poverty 55.8

Race and Hispanic Origin

White, non-Hispanic 56.6
Black, non-Hispanic 39.1
Hispanic 42.1

Education, Race, and
Hispanic Origin

<12 Years
White, non-Hispanic 41.0
Black, non-Hispanic 33.1
Hispanic 33.0

12 Years
White, non-Hispanic 60.4
Black, non-Hispanic 48.2
Hispanic 54.6

>12 Years
White, non-Hispanic 75.8
Black, non-Hispanic 61.3
Hispanic 61.8

From U.S. Department of Health and Human Services. Oral health in

America: a report of the Surgeon General. Rockville, Md.: National

Institute of Dental and Craniofacial Research, National Institutes of

Health, 2000.
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Health Literacy and Social Inequality

Higher levels of education are generally associated with better overall health

status. Health literacy is recognized as an essential skill not only for managing

disease but also for preventing it and for navigating the health care system to

facilitate access.27 Nearly half the U.S. population has low or limited literacy

skills28—they cannot read and understand directions on prescriptions and

over-the-counter medicines; interpret bus schedules, which may preclude

getting to health appointments; complete Medicaid forms to determine if their

children are eligible for oral health care; and understand what their health care

providers tell them.27 Concomitantly, most health care providers have not

been trained to communicate with patients so that patients or their caregivers,

TABLE 20-2 Percentage of Persons, 2 Years or Older, by Time

Since Last Dental Visit, by Education, Income, Race, and Insurance,

United States, 1989

5 Years or
Longer (%) Never (%)

Education

<9 Years 30.6 5.9
9–11 Years 23.5 1.3
12 Years 14.4 0.5

>13 Years 6.9 0.2

Family Income

<$10,000 20.1 7.0
$10,000–19,999 16.1 6.6
$20,000–34,999 10.4 4.6

>$35,000 5.5 2.9

Race

White 10.5 4.4
Black 15.1 5.9
Other 10.8 6.7

Hispanic Origin

Non-Hispanic 10.8 4.1
Hispanic 13.0 9.7
Mexican-American 15.8 13.1
Other Hispanic 9.0 5.1

Dental Insurance Coverage

With private dental insurance 6.6 3.3
Without private dental insurance 14.2 6.0

From U.S. Department of Health and Human Services. Oral health in America: a

report of the Surgeon General. Rockville, Md.: National Institute of Dental and

Craniofacial Research, National Institutes of Health, 2000.
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BOX 20-1 Social Inequalities in Oral Health Internationally

Most oral diseases can be prevented or controlled, yet they often are ram-

pant, especially in developing countries. In many ways, social injustice in oral

health in developing countries mirrors that among lower socioeconomic

groups in the United States. For example, many poor people in developing

countries cannot afford to purchase toothbrushes and fluoride toothpaste,

and many do not understand the value of either; many can barely afford to

feed themselves, let alone go to a dentist. All too often oral health is not

considered important, or even part of overall health. In many developing

countries, inadequate education perpetuates myths concerning health. In

addition, in many developing countries there are few, if any, sources of

dental care. The dentist-to-population ratio in these countries often ranges

from 1:36,000 to 1:119,000, compared with 1:1,700 in the United States.1

In developing countries, central water supplies often are few and much of

the water is not potable. Thus, community water fluoridation is not feasible.

However, fluoridated salt, a proven method of ensuring adequate levels of

systemic fluoride, could be used in countries where central water supplies are

sparse.2 This method of dental caries prevention is an effective and equitable

approach because virtually all people buy and use salt. In Central and South

America, the Pan American Health Organization (PAHO) has promoted

fluoridated salt, which is usually the same price as nonfluoridated salt. Fluoride

toothpaste and other sources of fluoride usually are not available in these

countries or they are too expensive. Even toothbrushes are often not available.

U.S. industries export huge quantities of sugar-laden products, especially

soft drinks. These products contribute to tooth decay and obesity. Despite

efforts by the World Health Organization (WHO) to address the obesity

problem by developing a strategic plan for all countries to adopt, the United

States has attempted to derail theplan because of the influence of the foodand

sugar industries that want to continue to sell their products in these countries.3

In many developing countries, young children with malnutrition and poor

oral hygiene develop noma or cancrum oris, a gangrenous condition that

starts in the mouth and destroys the mouth and face. Ninety percent of the

children with this condition die without having been treated. This disease is

preventable, but the WHO budget for preventing it and other oral health

disorders is severely limited.4

Worldwide, 4.9 million people died in 2000 as a result of tobacco use.

Although tobacco use is decreasing inmore affluent countries, its use is rapidly

rising in low- andmiddle-incomecountries,wheremostpeople live.5 Tobacco-

induced oral diseases include periodontitis and oral and pharyngeal cancers,

which rank among the three most common cancers in South Central Asia.4–5

Use of tobacco also is associated with congenital defects, such as cleft lip

and palate, in children whose mothers have smoked during pregnancy. In

2003, the World Health Assembly agreed on a groundbreaking public health

(continued)
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in the case of children or older people, understand. Moreover, if decision-

makers are not aware of the importance of health literacy, their health pro-

grams will likely be less effective and more expensive.

Overall, adults are not very knowledgeable about many aspects of oral

health.6 Often people with the greatest oral health burdens have the least

treaty to control tobacco supply and consumption.5 Because the United

States has curtailed to a certain extent who can use tobacco products and

where they can be used, multinational tobacco industries have turned their

attention to other countries where there are few restrictions. Their adver-

tising efforts have worked because they have gained access to Eastern

Europe, Asia, and Africa, where markets previously were restricted. In most

Asian countries, there is easy access to cigarette machines by children and

youth and little effort to educate the public about the dangers of tobacco

use. About 25 percent of teenagers in other countries have been offered

free cigarettes by company representatives.6

The following recommendations would improve the oral health and

general health of people in developing countries:

1. The United States must be more responsive to the health and human

needs of other countries and should not support the export of U.S.

products deleterious to health or safety.

2. Developing countries should place a higher priority on the oral health

of their populations and implement community-based primary pre-

vention programs, such as community water fluoridation or salt

fluoridation, and school-based dental programs.

3. WHO and PAHO must make oral health a much higher priority,

especially in developing countries.

References

1. FDI World Dental Federation. Global dentistry information. Available at: http://

www.fdiworldental.org/resources/3_Ofacts.html. Accessed February 22, 2005.
2. Pan American Health Organization. Final report to the W. K. Kellogg Foundation,

project no. 43225. Multi-year plan for salt fluoridation programs in the region of

the Americas. Washington, D.C.: Pan American Health Organization, World Health

Organization, 2000.
3. SteinR.U.S. says itwill contestWHOplan tofightobesity.WashingtonPost,2004,pA3.

4. Petersen PE. The World Oral Health Report 2003: continuous improvement of oral

health in the 21st century—the approach of the WHO Global Oral Health Pro-

gram. Community Dent Oral Epidemiol 2003;31(suppl 1):3–24.
5. Petersen PE. Tobacco and oral health—the role of the World Health Organization.

Oral Health Prev Dent 2003;1:309–15.

6. Warren C, Riley L, Asma S, et al. Tobacco use by youth: a surveillance report from
the Global Youth Tobacco Survey Project. Bull WHO 2000;78:868–76.

Oral Health 363

http://www.fdiworldental.org/resources/3_Ofacts.html
http://www.fdiworldental.org/resources/3_Ofacts.html


access to health information and the fewest skills to navigate the health care

system.27 However, most oral diseases can be prevented or controlled.29 In-

adequate government policies at the national, state, and local levels adversely

affect the oral health of the public, especially of vulnerable populations.

National Priorities

In the absence of a national oral health program, the United States has created

many ‘‘ad hoc’’ or ‘‘Band-Aid’’ programs to respond to the oral health needs

that are inadequate, as follows:

� Medicare does not include dental services, except for trauma or cancer.
� Medicaid dental programs nationally serve only about 20 percent of

eligible children.30

� Dental care is an optional service in Medicaid for adults, and most state

Medicaid programs do not provide dental care to adults.8

� Until recently, less than half of the federally funded community and

migrant health centers did not include dental services.
� There are 2,112 dental health professional shortage areas (DHPSAs)

with more than 41 million residents.31

� Head Start programs no longer have a meaningful oral health component

even though access to dental services is their number-one issue.32

� Job Corps dental programs have become a low priority.
� Indian Health Service dental programs have become more fragmented

and less effective.

Executive branch federal agencies and the Congress have not made oral

health services for the underserved a sufficient priority. U.S. federal agencies

have done a good job in documenting the oral health needs of our country,

with such initiatives as Healthy People 2010 and the U.S. Surgeon’s Report

on Oral Health, and in funding some research. However, such reports and

research have yet to be translated into effective national programs.

Local and State Priorities

Oral health is a low priority in most states.

� Most states have eliminated or dramatically cut back their adult dental

Medicaid programs.8

� Only 35 states have a permanent full-time state dental director with a

dental education, and most of them are inadequately funded and un-

derstaffed.33

364 HOW SOCIAL INJUSTICE AFFECTS HEALTH



� Many states have restrictive state practice acts that limit whomay practice

dentistry in their states and what scope of services may be provided by

dental hygienists and dental assistants.
� Most state and local boards of health do not include a dentist or dental

hygienist.
� Many local boards of health in nonfluoridated communities have not

attempted to achieve fluoridation for their communities, even though it

is the most cost-effective preventive measure for better oral health and

was designated by the Centers for Disease Control and Prevention as one

the of 10 great public health achievements of the twentieth century.34

� Most school-based health care centers do not include oral health.
� Only a small minority of local health departments have a dental program.
� Access to dental care is one of the leading cause of discrimination for

persons with HIV/AIDS.

School Programs

Many school-age children and youth in the United States do not have access

to basic preventive and primary oral and medical care, even though many of

them are poor enough to qualify for free school lunches and breakfasts.

Because most children and youth in the United States are enrolled in schools,

they would benefit from school-based health clinics that include oral health

services.35 This approach to providing health services to children and ado-

lescents is very practical and cost-effective. Less time is lost from classes

going to and from a dental care facility located in the school, and parents do

not have to miss work to take their children to obtain health services. There

are more than 1,500 health centers in schools in the United States, of which

few provide oral health preventive and treatment services.36

Comprehensive, school-based oral health education and preventive regi-

mens, especially in schools with a high prevalence of youngsters on free-lunch

programs, provide an equal opportunity for good oral health.35 New Zealand,

Australia, Denmark, and other countries maintain such school-based oral

health programs. Not to provide these services in the richest country in the

world is social injustice.

Dental Public Health Infrastructure

Most of the more than 2,800 local health departments in the United States do

not employ dentists or dental hygienists who are trained in public health.

Although a majority of state health departments employ full-time dentists or

hygienists, they generally have very limited funding and small-sized staffs. Of

the approximately 150,000 dentists in the United States, only 152 are certified
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by the American Board of Dental Public Health.37 Public health dentists are

trained to improve and protect the oral health of communities and population

groups at the community, town, region, state, or national level. Almost al-

ways, the population groups served include vulnerable populations, such as

children, low-income people, the homeless, or the elderly.

Although dentists trained in public health, compared with dental clinicians

or private practitioners, make a greater impact on improving the oral health of

a population, they are not valued by our society. Dentists trained in public

health have more education and training than most dental clinicians, but their

income is much less because they do not treat individual patients.

Dental Workforce

The dental workforce does not mirror our population. Although 12 percent of

the U.S. population is composed of African-Americans, they represent only

2.2 percent of practicing dentists38—and the future does not look promising.

In 2001–2002, 13 of the 55 dental schools in the United States did not have

any entering African-American students and 10 schools had only one en-

tering African-American.39 Hispanic and Native-American dentists also are

sorely needed.

Practices of the Food Industry

The food industry in the United States, a $709 billion enterprise in 2002,

adversely affects the health ofmost Americans,40 including oral health. Nearly

98 percent of adults have had tooth decay16 and about 60 percent of adults are

overweight or obese.41 The average American consumes about 154 pounds

of sugar, most of which is added to processed foods, drinks, and sweets42—a

34-pound or 28-percent increase in added sugar or sweeteners since 1982. In

1997, the average American consumed 53 teaspoons of added sugar a day.42

The consumption of high-sugared drinks by U.S. children and youth has

escalated. Soft-drink consumption among school-aged youth (6 to 17 years of

age) increased from a prevalence of 37 percent in 1977–1978 to 56 percent in

1994–1998. During this period, the average daily intake increased from 5 to

12 fluid ounces.43 At least 56 percent of school-age children drink at least one

soft drink daily.

Adolescent males are the highest consumers of soft drinks; 20 percent of

them drink four or more servings each day.44 Each 12-ounce serving of a

sweetened soft drink contains 10 teaspoons of sugar. The odds of children

becoming obese increase 1.6 times for each additional can or glass of sugar-

sweetened soda consumed daily.45 This increase in consumption of soft drinks
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has resulted from an aggressive marketing campaign that spends billions of

dollars a year to target children and youth.46

About 60 percent of middle and high schools sell soft drinks on campus.47

Recently, there has been an outcry among parents, educators, and health care

providers regarding the practice by the soft drink industry of ‘‘buying

schools’’—such as a soft drink company givingmoney to a school in exchange

for exclusive rights to sell high-sugar drinks in the school. Approximately 16

percent of school districts in the United States have made such an arrange-

ment. Because most schools are experiencing severe budget cuts, this ap-

proach to supplementing their income has had a huge impact on what students

drink on school premises.47 These contracts have provided schools with more

than $20 million in revenue.48

Candy sales on school grounds also are a common practice to earn money

for team uniforms, recreational equipment, and computers. These sugar-laden

products cause tooth decay in children and youth and establish poor health

practices that contribute to obesity. Marketing high-fat and high-sugar prod-

ucts to children and youth has resulted in our country having the highest

percentage of overweight school-age children in the world, 15 percent.49

Enticing school-age children and youth to eat high-fat and high-sugar products

is a social injustice because many of them are not knowledgeable enough to

make appropriate decisions about healthy food choices. In addition, the

amount of money the food industry puts into advertising for this vulnerable

age group far outweighs attempts to educate children about healthy lifestyles.

Also, high-fat and high-sugar products are usually less expensive to purchase

than healthy foods, which makes it all the more inequitable for families of low

socioeconomic status.

Practices of the Tobacco Industry

In the United States, over 440,000 people die each year from tobacco-related

diseases, including cancer,50 and 4,000 U.S. children and youth begin smok-

ing each day51—most between the ages of 10 and 18. The tobacco industry

promotes smoking by annually spending billions of dollars on advertising

and marketing—since 1999, it has spent more than $101 million to lobby the

U.S Congress.52 The federal government is investing heavily in reducing

tobacco use among our youth, but it simply is no match for the tobacco

industry.53 The tobacco industry spent over $11.2 billion in 2001 on

marketing—much of which was directed at reaching children and youth,

including high-visibility, store-shelf display sales that are more affordable to

this age group and ‘‘giveaways,’’ such as hats and lighters.54 Although the

tobacco industry does not now invade U.S. school premises as it once did,

some schools still allow the tobacco industry to support sporting events and

some school districts continue to allow the use of tobacco on school grounds.
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Many coaches and teachers are users and the industry continues to advertise

directly to youth. In addition, some tobacco companies have increased ad-

vertising in youth-directed magazines.55 Among 12th-grade students, ap-

proximately 27 percent reported that they smoke.51 Because many youth do

not graduate from high school, there may be an even higher percentage of

youth of this age group who smoke. Directing advertising practices to vul-

nerable youth is an extreme social inequality because the use of tobacco is

addictive and it is very difficult to quit. Frequently, children and youth who

are attracted to the use of tobacco are those who already have other disad-

vantages, which make the inequality all the more burdensome. The use of

tobacco products essentially ensures a lifetime of addiction, poor general and

oral health, and an early death. In 2000, 32 percent of Americans below the

poverty level smoked compared with 23 percent of those at or above poverty

level.55

What Needs to Be Done

National initiatives could help sensitize policymakers and the general pub-

lic about the need for better oral health. Healthy People 2010, the Sur-

geon General’s report on oral health, and the Surgeon General’s National

Call to Action56 have been steps in the right direction, but they have

limitations.

Healthy People 2010

This report on the nation’s health objectives for the year 2010 includes oral

health as one of 28 priority areas. Previous reports focused on national health

objectives for the years 1990 and 2000. Oral health has always been included

in these objectives, although, in its first draft, the 1990 objectives did not

include oral health. The Healthy People 2000 objectives emphasized dis-

parities. Healthy People 2010 has two overarching goals: to increase lon-

gevity and quality of life and to eliminate disparities. Healthy People 2010

includes objectives on prevention in a variety of content areas, access, and

infrastructure. These national objectives provide a strategic management tool

for local, state, and national government agencies and organizations to de-

velop their own health plans with objectives specific to their needs. These

national objectives have been helpful in providing guidance to interested

parties concerning national needs and priorities. Unfortunately, there have

been too few interested parties or any significant funding to achieve these

objectives at the national, state, or local level.
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Oral Health in America: A Report of the Surgeon General

The first U.S. Surgeon General’s report on oral health, published in 2000,6

raised the visibility of the ‘‘silent epidemic of oral diseases’’ (p. vii) and

documented the importance of oral health as essential to overall health and

well-being. The report also documented great disparities between the ‘‘haves’’

and ‘‘have-nots,’’ and stressed the importance of effective community-based

prevention programs and the need for a strong dental public health infra-

structure. Its major findings were as follows:

� Oral diseases and disorders affect health and well-being throughout life.
� Safe and effective measures exist to prevent the most common dental

diseases: dental caries and periodontal diseases.
� Lifestyle behaviors that affect general health, such as tobacco use, ex-

cessive alcohol use, and poor dietary choices, adversely affect oral and

craniofacial health as well.
� There are profound and consequential oral health disparities within the

U.S. population.
� More information is needed to improve oral health and eliminate health

disparities.
� The mouth reflects general health and well-being. Oral diseases and

conditions are associated with other health problems.
� Scientific research is key to further reduction in the burden of diseases

and disorders that affect the face, mouth, and teeth.

Although this report clearly demonstrated the extent of the dental crisis in

the United States and the epidemic of oral diseases, it was not accompanied by

any legislation, executive orders, or funding to respond to these great unmet

dental needs.

A National Call to Action to Promote Oral Health

In 2003, U.S. Surgeon General Richard Carmona released A National Call to

Action to Promote Oral Health,56 as recommended in the Surgeon General’s

report on oral health. The vision of the Call to Action was to ‘‘advance the

general health and well-being of all Americans by creating partnerships at all

levels of society to engage in programs to promote oral health and prevent

disease’’ (p. 9). Its three goals mirror those of Healthy People 2010: to pro-

mote oral health, to promote quality of life, and to eliminate oral health dis-

parities. The Call to Action contains five recommended actions to achieve

these goals:

Oral Health 369



1. Change perceptions of oral health.

2. Overcome barriers by replicating effective programs and proven efforts.

3. Build a science base and accelerate science transfer.

4. Increase oral health workforce diversity, capacity, and flexibility.

5. Increase collaborations.

The Surgeon General has recommended that action plans throughout the

United States be written, each by a consortium of stakeholders at the local,

regional, and state level, using theHealthy People 2010 objectives to establish

goals and to guide needs assessments and outcome measures. Although the

Call to Action is an essential step in the right direction, it consists primarily of

guidance with no substantive funding or legislation for programs that can

make a difference in people’s lives, especially for vulnerable populations.

Recommendations

When there is a problem that affects the entire community, the entire com-

munity needs to be involved in some way to respond to the problem. Just as it

takes a village to raise a child, it will take a village to resolve the neglected

epidemic of oral diseases, especially for vulnerable populations. Clinical

dentistry alone cannot resolve this epidemic of oral diseases. There are ap-

proximately 1,700 people for every dentist in the United States.39 The average

dentist treats about 800 to 900 people a year.57

Oral diseases should be a national priority with appropriate leadership,

policies, funding, and programs to have a meaningful impact. The following

recommendations would dramatically improve the oral health of the U.S.

population, especially for those who are most vulnerable.

1. A national health program. We need a national health program for all

U.S. residents with a comprehensive oral health component that stresses

prevention and primary dental care. It must also include targeted ini-

tiatives for schoolchildren and other vulnerable populations, as well as

population-based preventive measures, such as community water fluo-

ridation, school-based sealant programs, and tobacco prevention and

control programs. The obstacles are enormous, including the insurance

industry, drug companies, many other major corporations, and much of

organized medicine.58

2. Oral health as a national priority. Oral health must be made a much

higher national priority by the federal government and national orga-

nizations, agencies, and institutions in all of their health policies and

programs. Oral health must be an integral component of all health
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programs for all stages of life and for all vulnerable populations. In

addition, the federal government must provide appropriate funding for

community-based preventive measures, such as water fluoridation and

school-based prevention programs. Charity and volunteerism by dental

care providers are helpful but not sufficient.

The federal government also must provide the leadership, expertise,

and technical assistance to states and local communities to improve oral

health through its regional offices. This action would necessitate a sig-

nificant increase in the recruitment and staffing of dentists with public

health expertise in the U.S. Public Health Service and all federal agen-

cies involved in health services. In 1988, a congressional report docu-

mented the inadequacy of the federal government’s lack of resources and

focus to improve oral health, and in 2003, Congress again expressed its

concerns about the oral health programs of the Health Resources and

Services Administration.59,60 Although a few improvements were made

in oral health as a result of this report, much more needs to be done:
� Targeted initiatives should be implemented to strengthen and dra-

matically improve oral health programs for high-risk populations

served by programs like Head Start, Community Health Centers,

National Health Service Corps, Job Corps, Maternal and Child

Health, and the Indian Health Service.
� Medicare should include dental services. Medicaid should include

dental services for adults, and both Medicaid and the Child Health

Improvement Program (CHIP) should upgrade and improve their

dental programs for children.
� Nondental professional associations and national organizations, such

as the National Governors Association, the National Conference of

Mayors, the National Education Association, and the American As-

sociation of Retired People (AARP), should include oral health in

their policies and programs. The dental profession should work with

these organizations so that oral health is part of general health, as it is

considered to be by the American Public Health Association.

3. Health in schools. All public schools should provide comprehensive

health education, with ameaningful oral health component for all children

in grades K through 12. Children need to learn tomake healthy choices for

healthy lifestyles and healthy lives. We recommend the following:
� All schools should be tobacco free.
� No public school should provide ‘‘junk’’ foods or high-sugared drinks.
� Schools with high-risk, low-income, and minority children should

have school-based health programs with an oral health component

that provides preventive services and dental care onsite.
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� Schools of education and teacher training should include health ed-

ucation with oral health in their curricula.
� Medical, nursing, social work, and public health schools should in-

clude oral health in their curricula.
� Accreditation standards for schools in the health professions should

include oral health.
� National board examinations for medical, nursing, and other health

professional students should include oral health.

4. State and local priorities. State and local government should make oral

health a much higher priority:
� State and local health departments should integrate oral health into all

health policies and programs.
� State Medicaid programs should upgrade and improve their dental

programs and include dental services in their services for adults and

in their CHIPs.
� State and large local health departments should have full-time dental

directors who are board certified or board eligible in dental public

health, with sufficient resources and staff members to make a mean-

ingful impact.
� State dental licensing boards should be part of state health depart-

ments, with more public health dentists, dental hygienists, and con-

sumers as full voting members.
� State dental practice acts should be permissive for licensees to be

responsive to access issues in their state, by allowing national reci-

procity, limited licensure for foreign-trained dentists for public pro-

grams and educational institutions, and a broad scope of duties and

supervision for dental hygienists and dental assistants.
� State and local departments of education should integrate health

education with a meaningful oral health component into the school

curricula for all children in grades K to 12.
� State and local departments of education should allow only nutritious

foods and snacks in the schools and should not allow ‘‘junk’’ food

and high-sugared drinks into schools.
� State and local boards of health and health departments should actively

promote community water fluoridation until all communities with a

central supply are fluoridated. (For communities without central water

supplies, school-based fluoride programs should be implemented.)
� State and local health departments should implement school-based

sealant programs for all schools with high-risk children.

5. Prevention. Effective prevention programs, initiatives, and services

must be the foundation for all dental programs at the local, state, and
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national levels. Effective population-based prevention programs, such

as community water fluoridation, tobacco prevention and control pro-

grams, and school fluoride and sealant programs, should be the cor-

nerstones of these prevention programs and have targeted funding.

Preventive services for children and vulnerable people, such as

brushing with fluoride toothpaste, applying sealants, and using topical

fluoride, should be promoted. Oral cancer screening, especially for

high-risk groups, should also be promoted.

6. Workforce development. The oral health workforce needs greater diver-

sity, flexibility, sensitivity, and expertise in population-based oral health

prevention programs and services for vulnerable populations. The work-

force should reflect the population it serves. Initiatives should be estab-

lished to enable and support inner-city, rural, minority, and low-income

students in middle schools, high schools, and colleges for a future in

dentistry, dental hygiene, dental assisting, and public health. These ini-

tiatives should focus onAfrican-Americans,Hispanics,NativeAmericans,

and other underrepresented minorities.

Initiatives also should be established to dramatically increase and

support the number of dentists trained in population-based oral health

and dental public health, especially on community-based prevention and

resolution of disparities in oral health. Scholarship and loan repayment

programs need to be developed to encourage graduate dental residents to

practice in dentally underserved communities.

A national board clinical examination or a national reciprocity pro-

gram needs to be developed, implemented, and accepted by state li-

censing boards, so that dentists and hygienists can practice in any state.

Training programs for dental hygienists and dental assistants should

begin teaching their students to their maximum competency, including

expanded duties, so that they can function most effectively and effi-

ciently. Dental schools should again teach their students how to be more

productive through a team approach, such as four-handed dentistry

using dental assistants and multiple chairs, using auxiliaries more ef-

fectively and efficiently.

Conclusion

The neglected epidemic of oral disease is a social injustice for many

Americans, especially vulnerable populations. Our country has the money,

expertise, and resources, but we continue to ration dental services. Millions

of U.S. residents have unnecessary oral diseases and infections because
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proven cost-effective, population-based preventive measures, such as com-

munity water fluoridation, have not been implemented.

Oral health is an integral part of total health. Institutions, agencies, and

organizations must understand and promote this concept. The greatest dis-

parities in oral health are between the ‘‘haves’’ and ‘‘have-nots.’’ People are

much more likely to have poor oral health if they are low-income, uninsured,

developmentally disabled, homebound, homeless, medically compromised,

and/or members of minority groups or other high-risk populations who do

not have access to oral health services. Although the U.S. government has

documented well the disparities in oral health with Healthy People 2010 and

the Surgeon General’s report on oral health, without funding or legislation,

these initiatives will not have much of a national impact.

To make a difference, we recommend the following:

� A national health program should be available for all U.S. residents,

with a meaningful comprehensive oral component that stresses pre-

vention and primary dental care.
� A much higher priority should be given to oral health by federal, state,

and local government agencies and by nongovernmental organizations

and institutions.
� Provision by all public schools of (a) comprehensive health education,

with an oral health component, for all children in grades K through 12;

and (b) dental care services in all school health clinics and centers for

high-risk children.
� Effective prevention programs, initiatives, and services, such as water

fluoridation, which must be the foundation for all dental programs at the

local, state, and national levels.
� Promoting in the oral health workforce greater diversity, flexibility, sen-

sitivity, and expertise in population-based, oral health prevention programs

and services for vulnerable populations.

Once these recommendations are implemented and monitored in a mean-

ingful manner, the United States will have social justice for better oral

health.
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INTERNATIONAL HEALTH

Barry S. Levy and Victor W. Sidel

Introduction

Widespread social injustice leads to profoundly increased rates of illness and

premature death in developing countries. This social injustice and resultant

morbidity and mortality are related to inadequate public health services and

medical care, as well as other factors, both internal and external.

Internal factors include (a) extreme poverty; (b) rampant discrimination

against women, indigenous peoples, racial and ethnic minorities, the physically

and mentally disabled, and other vulnerable groups; (c) unrepresentative, un-

accountable governments and often widespread corruption; and (d) failure to

protect human rights.

External factors—many of which result from the policies of devel-

oped countries, multinational corporations, and international financial

institutions—include (a) high external debt; (b) ‘‘structural adjustment,’’

which has reduced health and other human services; (c) trade barriers, which

have limited exports to developing countries; (d) export of hazardous sub-

stances from developed to developing countries; (e) inadequate financial and

technical assistance from developed countries; (f) the ‘‘brain drain’’ of edu-

cated people from developing to developed countries; (g) arms trade; and

(h) high cost of drugs and vaccines needed to treat and prevent serious and
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widespread diseases. Several of these factors are discussed in more detail

below.

Of the 192 countries in the world, 132 are categorized as ‘‘developing (or

less-developed) countries,’’ the better-off of which are sometimes considered

‘‘industrializing countries’’ or ‘‘countries in transition.’’ The World Health

Organization (WHO) classifies 72 of these countries as high-mortality devel-

oping countries (46 of them in Africa) and 60 of them as low-mortality de-

veloping countries.1 WHO classifies the other 60 countries as ‘‘developed

countries,’’ which includes the United States, Canada, Japan, Australia, New

Zealand, and all nations in Europe.1

Extreme Poverty

Developing countries are characterized by profoundly low levels of income,

along with high population density and high fertility2,3 (table 21-1). There are

wide gaps between the very few who are rich and the multitudes who are

poor.4 Approximately 1.1 billion people live on less than the equivalent of

US$1.15 per day—almost all in developing countries.5 Most people in de-

veloping countries cannot meet their basic needs for food, clothing, shelter,

and health care. Such extreme poverty—often due to multiple forms of social

injustice—has a huge impact on health as a result of poor nutrition, limited

access to therapeutic and preventive health services, and increased exposure

TABLE 21-1 Characteristics of Selected Developing Countries and, for

Comparison, the United States

Country

Total
Population
(2002)

Gross National
Income per

Capita (2001)
(U.S. dollars)

Population
Density

(per square
kilometer) (2002)

Total Fertility
Rate (births
per woman)

(2002)

Afghanistan 22.9 NA 43 6.8
Guatemala 12.0 1,680 111 4.3
Haiti 8.2 480 301 4.2
Iraq 24.0 NA 55 4.1
Kenya 31.5 350 55 4.2
Pakistan 149.5 420 188 4.5
Peru 26.8 1,980 21 2.6
Sierra Leone 4.8 140 73 5.6
South Africa 44.8 2,820 37 2.8
Vietnam 80.3 410 247 1.9
United States 291.0 34,280 31 2.1

From The World Bank. 2004 World development indicators. Washington, D.C.: The World Bank,

2004:14–16, 96–98.
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to health and safety hazards. Individuals and governments spend far less

money capita on health than in developed countries6 (table 21-2).

Education and employment opportunities are extremely limited in devel-

oping countries. Primary school completion rates are much lower and adult

literacy rates are much higher than in developed countries7 (table 21-3).

Inadequate industrial development restricts economic opportunities for in-

dividuals and entire countries. As a result, highly educated individuals, in-

cluding many physicians, nurses, and other health professionals, often leave

their home countries to seek better educational and employment opportunities

in developed countries.8 As one example of this ‘‘brain drain,’’ in 2002 there

were 5,334 nonfederal physicians trained in African medical schools who

were licensed to practice medicine in the United States; other data suggest

that there are even more Africa-trained physicians in the United States.9

Failure to Protect Human Rights

In developing countries, protection of human rights is often limited or non-

existent. Threats to human rights include (a) large-scale abuses, such as

genocide10 and ethnic cleansing (see box 17-2 on p. 306), torture, and forced

migration; and (b) chronic, systemic problems that deny people their basic

rights, including access to safe food and water, health care, security, and a

TABLE 21-2 Annual Per-Capita Expenditures on Health, Total and

Government (in U.S. Dollars, Using Average Exchange Rates, 2001),

Selected Developing Countries and, for Comparison, the United States

Country

Total Per-Capita
Expenditures

on Health (U.S. dollars)

Government Per-Capita
Expenditures on Health

(U.S. dollars)

Afghanistan 8 4
Guatemala 86 41
Haiti 22 12
Iraq 225 72
Kenya 29 6
Pakistan 16 4
Peru 97 53
Sierra Leone 7 4
South Africa 222 92
Vietnam 21 6
United States 4,887 2,168

From World Health Organization. World Health Report 2003: shaping the future.

Geneva, Switzerland: World Health Organization, 2003:178–181.
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healthy working and living environment; freedom of religion, speech, and

assembly; and protection against arbitrary use of governmental power. Hu-

man rights problems also include the following:

� Discrimination based on gender, age, racial and ethnic status, political

opinion, sexual orientation, health, and disability status
� Child labor, with more than 250 million children between the ages of

5 and 14 working—approximately half of them working full-time
� Trafficking in human beings (box 21-1)
� Design and implementation of health policies that adversely affect health
� Civil wars and international conflicts.11

Although women provide 70 to 80 percent of all health care in developing

countries, are the heads of the households in at least 20 percent of all households

in Africa and Latin America, and grow 80 percent of the food consumed do-

mestically in parts of Africa and at least 50 percent of export crops, they face

widespread and serious discrimination in many developing countries.12 One-

third to one-half of women become mothers before reaching the age of 20.

Forty percent of all women of reproductive age are anemic. And many girls

(about 6,000 worldwide) are subject to genital mutilation each day. In sub-

Saharan Africa, 1 in 22 women dies from pregnancy-related complications.12

TABLE 21-3 Primary School Completion Rate (1995–2001) and

Adult Illiteracy Rate for Men and Women (2002), Selected Developing

Countries

Primary School
Completion Rate (%)

Adult Illiteracy Rate (%)

Country Men Women

Afghanistan 8 NA NA
Guatemala 52 23 38
Haiti 70 46 50
Iraq 55 NA NA
Kenya 63 10 21
Pakistan 59 47 71
Peru 98 9 20
Sierra Leone 32 NA NA
South Africa 98 13 15
Vietnam 101* 6 13

*Artifact of calculation.

From The World Bank. 2003 World development indicators. Washington, D.C.: The

World Bank, 2003:84–86; and The World Bank. 2004 development indicators.

Washington, D.C.: The World Bank, 2004:84–86.
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BOX 21-1 Trafficking in Persons

‘‘Trafficking in persons,’’ or human trafficking, is the ‘‘recruitment, trans-

portation, transfer, harboring or receipt of persons,’’ by threat or use of

force or other coercion, abduction, fraud, deception, abuse of power or

position of vulnerability, or giving or receiving of payments or benefits in

order to achieve the consent of a person having control over another person

for the purpose of exploitation.1

From Himalayan villages to Eastern European cities, people—especially

women and girls—are attracted by the prospect of a well-paid job as a do-

mestic servant, waitress, or factory worker. Traffickers recruit victims through

false advertisements, mail-order bride catalogs, and casual acquaintances.

Upon arrival at their destination, victims are placed in conditions con-

trolled by traffickers, while they are exploited to earn illicit revenues. Many

are physically confined, their travel or identify documents are taken away,

and they or their families are threatened if they do not cooperate. Women

and girls who have been forced to work as prostitutes are blackmailed by

the threat that traffickers will tell their families. Trafficked children are de-

pendent on the traffickers for food, shelter, and other basic necessities.

Traffickers also play on victims’ fear that authorities in a strange country will

prosecute or deport them if they ask for help.

Trafficking in human beings is a crime in which victims are moved from

poor environments to more affluent ones, with the profits flowing in the

opposite direction, a pattern often repeated at the domestic, regional, and

global levels. It is a crime believed to be growing the fastest in Central and

Eastern Europe and the former Soviet Union. In Asia, girls from villages in

Nepal and Bangladesh, most of whom are under age 18, are sold to brothels

in India for $1,000. Trafficked women from Thailand and the Philippines

are increasingly being joined by women from other countries in Southeast

Asia. It is estimated that the industry is now worth several billion dollars a

year.

Trafficking in human beings is not confined to the sex industry. Children

are trafficked to work in sweatshops as laborers and men work illegally at

jobs that are dirty, difficult, and dangerous. An estimated 45,000 to

50,000 women and children are brought to the United States every year

under false pretenses and are forced to work as prostitutes, abused la-

borers, or servants. Many of them come from developing countries. More

than 200,000 children are enslaved by cross-border smuggling in West and

Central Africa. The children are often ‘‘sold’’ by unsuspecting parents who

believe their children are going to be looked after, learn a trade, or be

educated. Trafficking is fostered, in part, by social and economic disparities

that create a supply of victims seeking to migrate and the demand for

sexual and other services that provide the economic impetus for trafficking.

(continued)
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Inadequate Foreign Assistance

Many developed countries are providing less financial aid and technical

assistance to developing countries than they did 20 years ago. This has

occurred for a variety of reasons, including the end of Cold War competition

in foreign assistance between the United States and the Soviet Union. The

United Nations has recommended that developed countries contribute

0.7 percent or more of their gross domestic product (GDP) for official de-

velopment assistance. In 1999, Denmark, Norway, the Netherlands, and

Sweden met this standard. Although the United States contributed more than

0.7 percent of its GDP for foreign assistance in the early 1960s, this percentage

has substantially declined; in 2002, the United States contributed only 0.13

percent of its gross national income (GNI) for foreign assistance13 (fig. 21-1).

Addressing the Problem

Deterrence and criminal punishments are important elements, but address-

ing the underlying conditions that drive both supply and demand are also

necessary. Another important preventive measure is public information to

mobilize support for effective laws, raise the awareness of key law-

enforcement and other officials, and inform socially marginalized groups

from which victims are often recruited about trafficking so they will be less

likely to be deceived when approached by traffickers.

The United Nations Global Program Against Trafficking in Human Beings

aims to shed light on the involvement of organized criminal groups in hu-

man trafficking and to promote the development of effective criminal

justice–related responses. At the country level, this program raises aware-

ness; trains law enforcement officers, prosecutors, and judges; advises on

drafting relevant legislation; advises on and assists in strengthening anti-

trafficking programs; and improves victim and witness support. At the

international level, the program assists agencies, institutions, and govern-

ments in designing effective programs and measures against trafficking in

human beings.

Reference

1. United Nations Office on Drugs and Crime. The protocol to prevent, suppress and

punish trafficking in persons. Available at: http://www.unodc.org/unodc/en/traf-
ficking_protocol.html. Accessed March 8, 2005.

Adapted from Office on Drugs and Crime, United Nations. Trafficking in human beings.

Available at: http://www.unodc.org/unodc/en/trafficking_human_beings.html. Accessed March

8, 2005.
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External Debt Burdens and Structural Adjustment Policies

Developing countries suffer the effects of huge external debt. By the late

1990s, 41 of the most heavily indebted poor countries (mostly in Africa) had

a total debt of approximately $200 billion. This debt developed largely during

the 1970s and 1980s as a result of high interest rates and recessions in de-

veloped countries, weak commodity prices, the high price of oil, and domestic

factors within these countries, including high trade and budget deficits, low

savings rates, poor public sector management, weak economic policies, and

protracted civil wars.14

Structural adjustment policies (SAPs) are economic policies that nations

must adopt to qualify for new loans from the World Bank and the Interna-

tional Monetary Fund and to receive assistance in repaying previous debts to

the World Bank, other governments, and commercial banks. These SAPs

often require debtor nations to devalue their currencies against the dollar, lift

import and export restrictions, balance their budgets, and remove price

controls and state subsidies. This devaluation leads to these countries’ goods

becoming cheaper for other countries to buy and makes imported goods from

other countries more expensive. The International Monetary Fund encour-

ages affected nations to balance their budgets by reducing government
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(GNI), 2002. (From United Nations Development Program. Human development
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spending, which often leads to sharp reductions in health and other human

services that hurt the poor the most.15,16

Unrepresentative Governments and Corruption

In many developing countries, the general population has only a limited role

in political and economic decisions. In addition, because civil society is dis-

organized in many developing countries, there are relatively few nongov-

ernmental organizations (NGOs), and those that do exist have less influence

on government decisions. Corruption and mismanagement of resources are

widespread in many developing countries, with those in power often using

corrupt policies and practices to stay in power and to siphon off funds for their

own personal gain. This corruption goes unchecked in many countries where

public participation in decision-making is limited and NGOs are weak.

Major sources of corruption in the health sector include contracting and

procurement, petty theft, selling accreditation or positions, disappearance of

public funds, absence of physicians and other health professionals from their

government jobs, and the need for informal payments by patients or their

families to obtain services.17 In a recent World Bank survey, in 10 of 22 de-

veloping countries and countries in transition, health was perceived among the

top four most corrupt sectors. In this survey, absence rates among health care

workers in several countries was in the range of 30 percent, and the frequency

of informal payments by patients or their families for hospital services ranged

from 15 to 65 percent.17

Some practical elements encountered in the implementation of human rights

in developing countries include bad governance and embezzlement of pub-

lic funds, the absence of law and order in countries confronted with civil war

or those where civil peace is extremely disturbed, absence of legitimate

governments and nationally autonomous democratic systems based on the

protection of human rights, poverty and underdevelopment, and the debt

burden.18

Economic Globalization

Economic globalization has benefited some individuals in some developing

countries but has often undermined governments, social structures, and na-

tional cultures. Free-enterprise zones have been established in some devel-

oping countries, where low-wage jobs are available, but organization of

workers into labor unions is prohibited and many occupational health

and safety problems exist. Often very hazardous industries have flourished

in these zones. (See box 19-1 on p. 346.)
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Impact of Social Injustice on Public Health
in Developing Countries

Endemic and Epidemic Diseases

Life expectancy is significantly lower in developing countries19 (table 21-4).

While infectious diseases, such as tuberculosis and other respiratory diseases,

HIV/AIDS, diarrheal diseases, andmalaria, continue to account for a substantial

proportion of deaths in developing countries, cardiovascular diseases and ma-

lignant neoplasms, as in developed countries, are the leading causes of death20

(fig. 21-2). Nevertheless, HIV/AIDS has had, and continues to have, a cata-

strophic impact on developing countries; for example, by the end of 2003, there

were 25 million people living with HIV/AIDS in sub-Saharan Africa, ac-

counting for approximately two-thirds of all people living with HIV/AIDS in

the world at that time and representing a prevalence of 7.5 percent of HIV/AIDS

among adults there.21 In addition, during 2003, therewere 2.2million deaths due

to AIDS in sub-Saharan Africa, representing more than three fourths of deaths

due toAIDSworldwide in that year.21Depression and othermental disorders are

widespread and peoplewho suffer from themare typically stigmatized. (See also

chapters 13, 15, and 16.)

Social injustice has a profoundly negative impact on children’s health,

leading to much malnutrition, illness, and premature death that could other-

wise be prevented. Leading causes of death in children in developing countries

are perinatal conditions (23 percent of all childhood deaths), lower respiratory

TABLE 21-4 Life Expectancy at Birth (in years, 2002), Males and

Females, Selected Developing Countries and, for Comparison, the

United States

Life Expectancy

Country Males Females

Afghanistan 42 43
Guatemala 63 69
Haiti 49 51
Iraq 59 63
Kenya 50 52
Pakistan 61 62
Peru 68 72
Sierra Leone 32 35
South Africa 49 53
Vietnam 67 72
United States 75 80

From World Health Organization. World health report 2003: shaping the future.

Geneva, Switzerland: World Health Organization, 2003:146–153.

386 HOW SOCIAL INJUSTICE AFFECTS HEALTH



infections (18 percent), diarrheal diseases (15 percent), and malaria (11 per-

cent).20 Malnutrition contributes to high rates of childhood mortality, as a

result of dietary deficiencies of protein, energy, and micronutrients; it also

inhibits children’s ability to fight infection and adversely affects physical

and mental development22 (table 21-5 and box 21-2). (See also chapter 14.)

TABLE 21-5 Infant Mortality Rate (IMR, Infant Deaths per 1,000 Live Births,

2002), Under-5 Mortality Rate (U5MR, Deaths per 1,000 Children, 2002), and

Percent of Weight-for-Age Malnourished Children Under Age 5 (1996–2002),

Selected Developing Countries and, for Comparison, the United States

Country IMR U5MR
Percent

Malnourished

Afghanistan 165 257 49
Guatemala 36 49 24
Haiti 79 123 17
Iraq 102 125 16
Kenya 78 122 22
Pakistan 76 101 NA
Peru 30 39 7
Sierra Leone 165 284 27
South Africa 52 65 NA
Vietnam 20 26 34
United States 7 8 NA

From The World Bank. 2004 World development indicators. Washington, D.C.: The World Bank,

2004:100–102, 108–110.
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Figure 21-2 Deaths attributable to 16 leading causes in developing countries, 2001.
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Inadequate prenatal and maternity care accounts for poor birth outcomes, in-

cluding high infant mortality from perinatal conditions and high maternal

mortality ratios23 (table 21-6). Immunization rates, while increasing, are still

lower in developing than in developed countries.Measles, pertussis, and tetanus

account for almost 10 percent of all childhood deaths in developing countries.24

BOX 21-2 Hunger and Malnutrition in Developing Countries

The number of people affected by hunger in the world has grown by 4.5 mi-

llion people a year since 1995, mainly due to drought, war, trade barriers, and

AIDS. This increase has been especially severe in the developing countries of

sub-Saharan Africa. Between 1991 and 2001, more than 840 million people

were affected by hunger, of whom 798 million lived in the developing world.

For example, in Ethiopia, between 1995 and 2001, 47 percent of children

weremalnourished, and inCongo, between 1999 and2001, 75 percent of the

total population was malnourished. War and sanctions accounted for much

childhood malnutrition in Iraq in the 1990s. The increase in hunger occurred

while the world was producing sufficient amounts of food.1,2

The Food and Agriculture Organization of the United Nations has attrib-

uted much hunger to a lack of political will. The Hunger Project, a nonprofit

independent organization, has attributed much hunger in the world to dis-

crimination against women—which leads to less education, less literacy, less

paid employment, lower income, and malnutrition during pregnancy and

breastfeeding.

Poor health adds to these problems. For example, HIV/AIDS results in and

worsens food security in several ways. Most HIV/AIDS victims die young,

during what would otherwise be their most productive years. It is estimated

that by 2020 HIV/AIDS will have killed one fifth or more agricultural workers

in most of southern Africa. HIV/AIDS victims leave behind survivors who are

mainly elderly and young—many of them orphans—who do not have the

strength, resources, or know-how to grow commercial and staple crops;

they therefore cannot grow enough food to survive. Not only does HIV/

AIDS cause more hunger, but hunger increases the spread and hastens the

course of the disease. Hungry people often migrate from rural areas to

urban slums, where HIV infection rates are increased and where women and

children, in order to survive, may have to barter sex for food or money.1

References

1. Food and Agriculture Organization. The state of food insecurity in the world 2003.
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Access to Adequate Medical Care and Public Health Services

People in developing countries generally have inadequate access to effective

medical care and public health services.25 Many governments in developing

countries spend less than the equivalent of US$5 per capita on health. Facilities,

equipment and supplies, and human resources are shamefully inadequate. And

the number of physicians, nurses, midwives, dentists, and pharmacists is woe-

fully below standards in most developing countries. For example, in Afghani-

stan, there are 11 physicians per 100,000 population; in Haiti, 8; in Kenya, 13;

and in Yemen, 23, compared with 279 in the United States.26 In Afghanistan,

there are 18 nurses per 100,000 population; in Haiti, 11; in Kenya, 90; and in

Yemen, 51, compared with 972 in the United States.26 (WHO recommends a

minimum of 20 physicians and 100 nurses per 100,000 population.)

Greater Impact on the Poor

Throughout developing countries, there are serious inequalities in health sta-

tus and health care. The poorest women and children face the greatest risks to

their health, and they are far less likely to use necessary health services than are

those who are better off financially. For example:

� Poorer women have more children and have them earlier in their

lives.

TABLE 21-6 Percentage of Low Birth Weight Infants (1998–2002), Percentage

of Births Attended by Skilled Health Staff (1995–2002), and Maternal Mortality

Ratio (Maternal Deaths per 100,000 Live Births, Modeled Estimates for 2000),

Selected Developing Countries and, for Comparison, the United States

Country
Percent of Low

Birth Weight Infants
Percent of Births

Attended by Skilled Staff
Maternal

Mortality Ratio

Afghanistan NA 12 1,900
Guatemala 13 41 240
Haiti 21 24 680
Iraq 15 72 250
Kenya 11 44 1,000
Pakistan 19 20 500
Peru 11 59 410
Sierra Leone NA 42 2,000
South Africa 15 84 230
Vietnam 9 70 130
United States 8 99 17

From The World Bank. 2004 World development indicators. Washington, D.C.: The World Bank,

2004:96–98, 100–102.
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� The poorest adolescents aged 15 to 19 are three times more likely to give

birth than are the richest in this age group.
� Thepoorest children are three timesmore likely to be stunted (lowheight for

age) and twice as likely to die as the wealthiest children.
� The poorest women are twice as likely to be malnourished, one fourth as

likely to use contraceptives, and one fifth as likely to have medically

trained assistants during labor and delivery.27

� In developing countries, poor people generally lack almost all of the

factors necessary for good health, such as education, knowledge related

to health, nutrition, and utilization of health services. For example, the

poorest women are on average one ninth as likely to have a fifth-grade or

higher education compared with the richest women.27

Environmental Health Issues

Developing countries face a wide range of environmental health issues.28Water

contamination with microorganisms and chemicals, such as pesticides, occurs

frequently indeveloping countries.Approximately1.1billionpeopleworldwide,

mainly in developing countries, lack access to what is termed an ‘‘improved

water supply,’’ such as a household connection to a water supply, a protected

deep well or spring, or a rainwater collection system.29 About 2.4 billion people

lack access to what is termed ‘‘improved sanitation,’’ such as a connection to a

public sewer or septic systemor a pour-flush, simple-pit, or ventilated improved-

pit latrine.29 Water contamination with microorganisms contributes to much

diarrheal disease and tomanyof the 5,000 deaths that occur daily due todiarrheal

disease, of which 99 percent occur in developing countries.29 Exposure to heavy

metals represents another significant environmental hazard, such as exposure to

lead from the exhaust of gasoline engines and industrial sources—an especially

important risk to children.30 Global warming is likely to increase vector-borne

disease, food and water shortages, flooding, and extreme weather in developing

countries with disastrous effects on health31 (see chapter 17).

Living Conditions

Relatively few people in developing countries have access to adequate hous-

ing.32 Although most people in developing countries live in rural areas, many

people live in urban slums (fig. 21-3). Typically, young men leave their wives

and children behind in rural areas as they seek jobs in cities. In urban slums,

housing is typically overcrowded and lacks adequate safe water and sanita-

tion.33 Within developing countries, about 25 million people are internally

displaced, most often because of national economic problems and/or civil

war; their basic needs are usually not met.34 In addition, about 12 to 20 million
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refugees—86 percent from developing countries—have left their homes seek-

ing political or economic asylum elsewhere35 (see chapter 11).

Occupational Health and Safety Issues

Many developing countries face serious problems in occupational health and

safety36,37 (see chapter 18). These problems reflect a lesser state of industrial

development and the import of hazardous substances fromdeveloped countries

(box 21-3). Many countries are in such need of economic development and of

‘‘hard cash’’ to pay off their debt burdens that they are willing to establish or

import hazardous industries. Similarly, many people in developing countries

are so desperate for work that they are willing to take unsafe and hazardous

jobs. In addition, there is less infrastructure for diagnosing, treating, and pre-

venting occupational health and safety problems in developing countries and

fewer laws and regulations, which are less stringently enforced.38

Violence

Many people in developing countries face the consequences of war and other

forms of conflict, especially civil wars, which continue to rage in many

Figure 21-3 Mathare Valley slum area in Nairobi, Kenya, where 100,000 people have

lived in crowdedhousingwithnoelectricity and little runningwater. (PhotographbyBarry

S. Levy.)
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BOX 21-3 Import of Hazardous Substances Into

Developing Countries

The import of hazardous substances, waste, and even entire industries is amajor

challenge facing developing countries. Tobacco and pesticides are among

hazardous substances most frequently imported into developing countries.

Tobacco

There are approximately 1.25 billion smokers worldwide, with 800 million

living in developing countries. Large multinational tobacco countries based

in Great Britain and the United States are largely responsible for increased

smoking in developing countries, often leading national tobacco companies

to increase their marketing activities in response. FollowingWorld War II, the

United States began exporting tobacco under the Food for Peace Program. In

the first 25 years of this program, theUnited States exported almost $1 billion

of tobacco, exposing developing countries to Western-style cigarettes. By

1994, 220 billion U.S.-manufactured cigarettes were shipped abroad—a

55-percent increase since 1989.1

Almost three-quarters of the world’s tobacco is grown in developing

countries. Multinational tobacco companies exploit developing countries in

a number of ways. Although the initial cost of seed, tools, curing barns, and

other materials is high, the multinational tobacco companies make loans to

small farmers for fertilizers and insecticides, thus trapping them in a cycle of

debt. Serious environmental costs are associated with tobacco production,

especially deforestation, erosion, and desertification. Multinational tobacco

companies often seek to strengthen their presence in developing countries

by engaging their economies and communities. Seemingly philanthropic

acts of building schools and hospitals allowed the tobacco companies to buy

into health and education sectors of society. Poorer developing countries are

less likely to resist such financial aid and more likely to look favorably on the

tobacco industry.1

By 2030, tobacco is expected to be the single largest cause of death

worldwide, accounting for about 10million deaths a year. In Bangladesh, for

example, tobacco consumption has a direct impact on the health of poor

households, with poor people spending less on food, resulting in malnutri-

tion. The typical poor smoker could add over 500 calories to the diet of one

or two children if he or she stopped smoking. Applied to the entire country

of Bangladesh, an estimated 10.5 million people currently malnourished

could have an adequate diet if money spent on cigarettes was spent on food

instead.1

An important step toward controlling tobacco worldwide is the World

Health Organization Framework Convention on Tobacco Control. This new

(continued)
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developing countries in Africa, Asia, and Latin America.39,40 War not only

causes immediate morbidity and mortality but also leads to long-term

physical and mental health consequences among survivors and their families.

War causes widespread damage to the environment. In addition, war and the

preparation for war sap economic, human, and other resources that could

legal instrument addresses issues of tobacco advertising and promotion,

agricultural diversification, smuggling, taxes, and subsidies.2

Pesticides

The export of banned and restricted pesticides from the United States

and other developed countries to developing countries accounts for much

unnecessary illness and death. Between 1997 and 2000, for example, the

United States exported 3.2 billion pounds of pesticide products—an aver-

age of 45 tons per hour. Nearly 65 million pounds of these exported pes-

ticides were either forbidden or severely restricted in the United States.3

Over many years, the United States has exported pesticides known to cause

adverse effects on the reproductive system,4 cancer, or birth defects.

International efforts to reduce the trade of hazardous pesticides may be

bearing fruit. No banned pesticide export was recorded for the year 2000, 2.2

million pounds of pesticides regulated under a treaty on persistent organic

pollutants (POPs)5 were exported between 1997 and 1999with no such export

in 2000.3 These findings indicate that progress is possible and that international

efforts should be expanded.3 Nevertheless, the United States continues to ex-

port large amounts of pesticides designated ‘‘extremely hazardous’’ by the

World Health Organization (89 million pounds), pesticides associated with

cancer (170 million pounds), and pesticides associated with endocrine de-

stroying effects (368 million pounds), mostly to developing countries.
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otherwise be used for health and human services. Domestic and community

violence, often byproducts of war, continue to take a heavy toll among the

populations of developing countries. The import of arms, both legally and

illegally, into developing countries has been one of a number of factors that

have exacerbated these conflicts41 (see box 17-1 on p. 298).

What Needs to Be Done

The Millennium Development Goals provide a framework for addressing the

problems discussed in this chapter (table 21-7). (See chapter 28.) A multi-

sectoral approach to achieving these goals is needed, in which health pro-

fessionals can play important roles.

1. Promoting approaches that focus on the poor. It is important that re-

sources be directed to areas of greatest need. Measures that focus on the poor

include the following:

� Adopting policies in education, labor, and primary health care that pro-

mote benefits of growth and development flowing to the poor

TABLE 21-7 Millennium Development Goals (1990–2015)

1. Eradicate extreme poverty and hunger
� Halve the proportion of people with less than $1 a day
� Halve the proportion of people who suffer from hunger

2. Achieve universal primary education
� Ensure that boys and girls alike complete primary schooling

3. Promote gender equality and empower women
� Eliminate gender disparity at all levels of education

4. Reduce child mortality
� Reduce by two-thirds the under-5 mortality rate

5. Improve maternal health
� Reduce by three-fourths the maternal mortality ratio

6. Combat HIV/AIDS, malaria, and other diseases
� Reverse the spread of HIV/AIDS

7. Ensure environmental sustainability
� Integrate sustainable development into country policies and reverse loss
of environmental resources

� Halve the proportion of people without access to potable water and
adequate sanitation

� Significantly improve the lives of at least 100 million slum dwellers
8. Develop a global partnership for development

� Raise official development assistance
� Expand market access
� Encourage debt sustainability

From http://www.developmentgoals.org. Accessed April 12, 2005.
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� Investing in education to decrease health inequalities by enabling people to

obtain better and safer jobs, improve health literacy, take preventive mea-

sures, avoid risky behaviors, and demand higher quality health services
� Directing programs toward living areas and health problems of poor

people
� Providing all people with a basic package of cost-effective health services
� Increasing and improving primary care facilities and services
� Developing partnerships between governments and nongovernmental

organizations (NGOs)
� Mobilizing community resources, including training community-based

health workers, involving traditional healers, and ensuring that services

are provided at the local level
� Establishing prepayment for health care through taxes or insurance,

with the amount of these contributions related to a person’s ability to

pay.42

Promoting and providing microcredit programs for the poorest of the poor

is also extremely important. Microcredit is the extension of small loans to

entrepreneurs too poor to qualify for traditional bank loans; it has been

demonstrated to be an effective and popular measure in reducing poverty.

For example, the Grameen Bank Project, established in 1976 in Bangladesh,

has lent over $4 billion to more than 3 million borrowers, of whom 96

percent are women. The bank, which has over 1,200 branches in almost

45,000 villages, has a loan recovery rate of almost 99 percent. Loans have

been made not only for small enterprises but also for housing and for edu-

cation, enabling many of the poorest of the poor to substantially improve

their lives. The Grameen system promotes credit as a human right and is not

based on any collateral in contracts—it is based on trust. It provides service

at the doorstep of the poor based on the principle that people should not have

to go to the bank, the bank should go to the people. The Grameen system

believes that poverty is not created by the poor but rather by the institutions

and policies that surround poor people and that, to reduce poverty, it is

necessary to make appropriate changes in the institutions and policies and to

develop new ones.43

2. Promoting and protecting human rights and reducing discrimination

and its impact. Human rights—especially for indigenous people, as well as

women, children, older people, and other vulnerable populations—need to be

promoted and protected.11,44 The Universal Declaration of Human Rights

(see box 1-2 on p. 14) provides a strong foundation for these initiatives.45

The United Nations and its component agencies and committees play a vital

role in building global partnerships for human rights, preventing human

rights violations and responding to emergencies, promoting human rights
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along with democracy and development as guiding principles for lasting

peace, and coordinating the systemwide strengthening of the United Nations

Human Rights Program.46

Six core human rights treaties provide for monitoring mechanisms concern-

ing human rights. These include monitoring of the implementation of the In-

ternational Covenant on Civil and Political Rights; the International Covenant

on Economic, Social, and Cultural Rights; and international conventions con-

cerning racial discrimination, discrimination against women, the rights

of children, and torture and other cruel, inhumane, or degrading treatment or

punishment.46 The work of the United Nations and individual countries for

promoting and protecting human rights depends on a dynamic network of

partnerships throughout the world, with NGOs and other representatives of civil

society, such as academic institutions and citizens’ groups, playing critically

important roles. (See also chapter 22.)

A number of specific suggestions have been made to improve respect for

human rights in developing countries, including the following:

� Improve democratic institutions and the rule of law.
� Establishmassive campaigns to explain human rights to the general public

and policymakers.
� Identify areas where rapid progress can be made.
� Establish free legal procedures concerning human rights in the context

of elections.
� Increase aid for development and make it more effective.
� Reinforce national and international mechanisms for the protection of

human rights.18

Much needs to be done to reduce discrimination and its impact. For ex-

ample, to address discrimination against women and its adverse effect on

health, theWorld Bank recommends a package of essential health services for

women, including prevention and management of unwanted pregnancies; safe

pregnancy and delivery services; prevention and management of sexually

transmitted diseases; promotion of positive health practices, such as public

education and individual counseling to encourage delayed childbearing, safe

sex, and adequate nutrition; and prevention of practices harmful to health,

such as gender discrimination, domestic violence, rape, and female genital

mutilation. In addition, it recommends a wider choice of family planning

methods, nutrition assistance for women before and beyond reproductive age,

cervical and breast cancer screening and treatment, and greater attention to the

health problems of women beyond reproductive age.47

3. Improving health care systems. Health care systems in developing

countries are critically important for reducing social injustice and its impact
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on health. New facilities need to be developed to widen access to medical care.

More professionals need to be trained—not only physicians but also nurses,

physician’s assistants, nurse-midwives, community health workers, and other

health personnel. Incentives need to be strengthened to encourage these health

professionals to serve where they are most needed. In addition, policies need

to be designed and implemented to encourage health professionals who train

abroad to return to their home countries. Discriminatory practices in medical

care need to be reduced so that all people have adequate access to medical

care. In addition, there needs to be a greater emphasis on prevention—not only

clinical preventive services that are designed to detect and treat disease at an

early stage but also community-based public health services to improve indi-

vidual and community health. Finally, capabilities need to be developed within

developing regions of the world for the manufacture of essential medicines,

including antiretroviral drugs to treat HIV/AIDS.

4. Improving education and health literacy. Because literacy and educa-

tional status are so closely linked to health status, it is extremely important to

improve access and quality of education in developing countries. This im-

provement will not only enhance employment opportunities but also increase

people’s understanding of and access to health services. Health literacy has

been defined as ‘‘the degree to which individuals have the capacity to obtain,

process, and understand basic health information and services needed to make

appropriate health decisions.’’48 Low health literacy is a contributing factor to

poor health outcomes. As a result of low health literacy, people lack knowl-

edge about medical care and medical conditions, do not understand or use

preventive services, and have poorer health status.49 Health literacy can be

improved by improving readability of health education materials and medical

care information, as well as by providing appropriate training of physicians,

nurses, and other health care providers.

5. Increasing foreign assistance. Increased foreign assistance from de-

veloped countries can provide critically important financial and human re-

sources to reduce social injustice and improve health in developing countries.

It is important that foreign assistance promote sustainable policies and pro-

grams that rely on local resources and policies and programs that are cultur-

ally, politically, and socioeconomically appropriate. Health professionals and

others need to create the popular and political will in developed countries so

that governments and the general public in developed countries recognize that

it is in their enlightened self-interest to provide adequate assistance to de-

veloping countries.

6. Reducing the export of hazards from developed to developing countries.

Development and enforcement of international treaties and other agreements

can do much to reduce the import of (a) hazardous products and wastes and

(b) industries that are hazardous. The recent agreements of the World Health
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Assembly on the international tobacco trade50 and on persistent organic pol-

lutants (POPs), which initially targets for elimination 12 toxic chemicals,51

provide excellent models for restricting exports of hazardous substances from

developed to developing countries. The export of health activism has been

proposed as another remedy for the export of hazards.52

7. Preventing war and other forms of violence. The potential for war and

other forms of violence can be minimized by reducing the international arms

trade; promoting nonviolent means of conflict resolution; strengthening in-

ternational treaties and conventions concerning antipersonnel landmines as

well as nuclear, chemical, and biologic weapons53; and promoting a culture of

peace. A reduced potential for war will decrease military expenditures, which

drain scarce financial and human resources—a particularly tragic situation in

many developing countries (see chapter 17).

8. Promoting representative government and reducing corruption. Poli-

cies and programs must be developed to promote more representative gov-

ernments in developing countries that are accountable to the populations they

serve. Public participation needs to be improved in many ways. The United

Nations Development Program is playing an important role in promoting

democratic governance by strengthening parliamentary oversight represen-

tation and lawmaking; electoral systems and processes; access to justice and

human rights; access to information; decentralization, and local government;

and public administration and civil service reform.54 In addition, NGOs need

to be strengthened so they can influence decisions at all levels of government.

This will help to reduce corruption among government officials. A variety of

remedies have been proposed to reduce corruption in developing countries and

its adverse effect on health, including enactment of governmentwide anti-

corruption policies, promotion of a culture of public service, adoption and

enforcement of procurement and contracting rules, adoption of public stan-

dards of conduct and oversight, improvement of the public management of

health services, and compensation of health care providers at appropriate levels

for their work. In addition, improvement of fiscal oversight with enforcement of

penalties for unlawful practices is important.17

9. Changing international economic policies. International lending insti-

tutions, including the World Bank, need to continue to reduce the debt burden

on developing countries, which plays an increasingly adverse role in restrict-

ing their ability to promote sustainable human development.55 Governments

relieved of their external debt burdens will have substantially more money to

support delivery of needed health services. In addition, structural adjustment

policies by the World Bank and the International Monetary Fund, which de-

crease health and other human services, need to be altered.

Developed countries need to reduce their import tariffs that make it diffi-

cult or impossible for farmers and others in developing countries to sell their
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crops or other products in the United States and other developed countries.

These tariffs have played a disastrous role in many developing countries by

preventing farmers and others from these countries from competing in world

markets on a level playing field. These measures would help reduce poverty

in developing countries and, as a result, improve the health of the population.

10. Promoting sustainable development. Reducing social injustice and re-

sultant poor health in developing countries requires, among other things, sus-

tained economic growth to increase productivity and income in these countries.

(See chapter 28.) Development involves, however, more than economic growth.

Sustainable development also requires attention to environmental and social

issues. As stated in the World Development Report 2003 of the World Bank,

Sustainable Development in a Dynamic World: Transforming Institutions,

Growth, and Quality of Life56:

Lack of assets, opportunity and effective voice for large segments of the population

blocks the emergence of general welfare-enhancing policies, impedes growth and

undermines the potential for positive change. At the national level, it robs us of the

talents of those left out in society. And at the international level, it deprives us of

the contribution poor countries can make to a more just and sustainable future. A

more sustainable development path is more socially inclusive. It enables societies to

transform and solve collective problems. The challenge, now and in the future, is to

develop the courage and commitment to manage the processes that underpin human

life and well-being and to bring about a transformation that improves the quality of

the environment, strengthens our social fabric, and enhances the quality of people’s

lives. The more people heard, the less assets wasted.

Conclusion

There is much to be done to ensure social justice for people in developing

countries. Health professionals in both developing and developed countries

have important roles to play in education and training, advocacy for im-

proved national and international policies to promote social justice and to

protect human rights, and consultation and technical assistance to reduce so-

cial injustice in these countries and to minimize its health consequences.

Social justice in developed countries cannot be achieved until it is achieved

in developing countries.
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ADDRESSING SOCIAL INJUSTICE IN

A HUMAN RIGHTS CONTEXT

Sofia Gruskin and Paula Braveman

Introduction

The violation or neglect of human rights jeopardizes health directly by in-

terfering with physical, mental, and social well-being. In this chapter,* we

consider the relevance of human rights to public health in three major spheres:

(a) as legal standards and obligations of governments, (b) as a conceptual

framework for analysis and advocacy, and (c) as guiding principles for de-

signing and implementing policies and programs.

Core Concepts

Human rights are internationally recognized norms and standards that apply

equally to people everywhere and that define obligations of governments

toward individuals and groups. International human rights law is based on

legal agreements to which governments have agreed with the purpose of

*This chapter was adapted from a paper by the authors: Braveman P, Gruskin S. Poverty, equity,

human rights and health. Bull WHO 2003;81:539–45.
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promoting and protecting these rights. Governments are accountable, as sig-

natories of human rights treaties, to set targets and show good-faith move-

ment toward achievement of the full realization of all human rights.

Signatory nations are responsible for reporting periodically to the rele-

vant international monitoring bodies on their compliance with human rights

treaties.

International human rights law not only prohibits direct violations of rights

but also hold governments responsible for progressively ensuring conditions

that enable individuals to realize their rights as fully as possible. Governments

are responsible for progressively removing the obstacles to individuals achiev-

ing all of their rights, with particular attention to those individuals or groups

that have more obstacles to realizing their rights, such as the poor, the mar-

ginalized, and the excluded.1

The term ‘‘human rights’’ within the United States generally calls to mind

civil and political rights, such as freedoms of speech, assembly, and religion

and freedom from torture or arbitrary arrest. However, human rights norms

and agreements also span entitlements that are economic, social, and cultural

in nature. This wide scope of human rights has tremendous implications for

those committed to social justice.

While it is possible to identify different categories of rights, it is also

critical to rights discourse and action to recognize that all rights are inter-

dependent and interrelated and that individuals rarely suffer neglect or vio-

lation of one right in isolation. For historical reasons, the rights described in

human rights documents were divided into two categories: (a) civil and po-

litical rights including, among others, the rights to liberty, to security of

person, to freedom of movement, and to vote; and (b) economic, social, and

cultural rights including, among others, the rights to the highest attainable

standard of health, to work, to social security, to adequate food, to clothing

and housing, to education, and to enjoyment of the benefits of scientific

progress and its applications.

Although the Universal Declaration of Human Rights (1948)2 contains

both categories of rights, these rights were artificially split into two treaties

due to ColdWar politics, with the United States focusing on civil and political

rights and the former Soviet Union mainly focusing on economic, social, and

cultural rights. Since the end of the Cold War, acknowledgment of the in-

divisibility and interdependence of rights has, again, become commonplace.

The Convention on the Rights of the Child (1989),3 the first human rights

treaty to be opened for signature since the end of the Cold War, includes civil,

political, economic, and social rights considerations—not only within the

same treaty but within the same right. (The United States and the collapsed

nation of Somalia are the only countries not to have ratified the Convention on

the Rights of the Child.)
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Perhaps the right most relevant to the concerns of this book is the right to

health, defined as the right to the highest attainable standard of health.4 We

operationalize the highest attainable standard of health as that experienced by

the most privileged social stratum in a society.5 The right to health reinforces

government responsibility for prevention, treatment, and control of disease

and for the creation of conditions necessary to ensure access to health care

facilities, goods, and services that are essential for health.6,7

However, in addition to the right to health and of equal importance in

pursuing the right to health, are human rights to a wide range of conditions that

are needed for optimal health—such as water, food, shelter, safe working

conditions, education, information, participation, and enjoyment of the ben-

efits of scientific progress. Because human rights principles hold that all

rights—economic, social, cultural, civil, and political—are interdependent

and indivisible, governments are accountable for progressively addressing

conditions that may impede not only the realization of the ‘‘right to health’’ but

also the realization of related rights.8 Every country is now party to at least one

treaty addressing health-related rights.9,10

The principle of nondiscrimination, the overarching principle that cuts

across all rights, is of great relevance for social justice. It covers not only explicit

or direct discrimination but also structural discrimination—the discrimination

inherent in societal structures that subtly, but systematically, keeps some

groups at a disadvantage. Governments can be understood to be obligated to

remove barriers, such as linguistic or cultural obstacles, that can (a) dis-

courage groups that have historically experienced discrimination from

making appropriate use of health care services or from receiving necessary

education, or (b) track marginalized groups into health-damaging jobs and

neighborhoods.

Human Rights as Legal Standards and
Obligations of Governments

Human rights and ethical principles related to health are strongly consonant.

In particular, equal opportunities to be healthy (distributive justice) and the

human rights obligation to remove barriers so that individuals and groups

can realize their right to health seem to be closely related. However, human

rights instruments provide a unique and powerful contribution to efforts for

social justice in public health by removing the concerns for improving the

health of disadvantaged groups from the voluntary realms of ethics, charity,

and solidarity to the realms of law and entitlement.

Human rights standards and legal obligations relevant to social justice are

unfortunately not being sufficiently fulfilled in many, perhaps most, places in
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the world today, making it clear that the existence of entitlements and laws is

not sufficient to guarantee their reality. However, the enforcement of human

rights and the effectiveness of human rights accountability mechanisms could

be greatly strengthened if theywere used as amatter of course by leaders in pub-

lic health and other development and social sectors committed to social justice.

Official and unofficial mechanisms now exist to monitor compliance with

international and regional human rights norms and standards. At the inter-

national level, governments that ratify human rights treaties are obliged to

report every several years to the specific body responsible for monitoring

government action under a given treaty. They are responsible for demon-

strating how they are and are not in compliance with treaty provisions. They

must show constant improvement in their efforts to respect, protect, and

fulfill the rights in question. Each of the treaty bodies meets several times

each year to assess the government reports that have been submitted and to

provide concluding comments and observations as to what must be improved

in the future. There are seven international human rights treaty monitoring

bodies—each corresponding to a major human rights treaty (table 22-1). In

addition, existing international political bodies of the United Nations, most

notably the General Assembly, are charged with following up on agreements

made at major summits, such as the Millennium Development Goals (see

table 21-7 on p. 394).

TABLE 22-1 Human Rights Treaties and Their Monitoring Bodies

Treaty Monitoring Body

International Convention on the
Elimination of All Forms of Racial
Discrimination

Committee on the Elimination of All
Forms of Racial Discrimination

International Covenant on Economic,
Social, and Cultural Rights

Committee on Economic, Social, and
Cultural Rights

International Covenant on Civil and
Political Rights

Human Rights Committee

International Convention on the
Elimination of All Forms of
Discrimination Against Women

Committee on the Elimination of All
Forms of Discrimination Against
Women

Convention Against Torture, and
Other Cruel, Inhuman or
Degrading Treatment or
Punishment

Committee Against Torture

Convention on the Rights of the Child Committee on the Rights of the Child
International Convention on the

Protection of the Rights of All
Migrant Workers and Members of
Their Families

Committee on the Protection of
the Rights of All Migrant Workers
and Members of Their Families
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All of the human rights treaty bodies have expressed a commitment to

exploring government obligations under the treaties for health and for spe-

cific issues raised by HIV/AIDS, disability, and reproductive and sexual

health. Health-oriented United Nations institutions, such as the World Health

Organization (WHO), UNAIDS, and the United Nations Children’s Fund

(UNICEF), are invited to provide information on the state of health and the

performance of health systems in the countries under review. Nongovernmental

organizations (NGOs) can also submit informal reports—often termed ‘‘shadow

reports’’—providing additional information and stating their views on the sit-

uations and issues at stake. NGOs, such as Amnesty International, Oxfam, and

Physicians for Human Rights, and the news media, through their public state-

ments, also play major, albeit unofficial, roles in monitoring compliance with

human rights norms and agreements.

While these accountability structures exist, use of these formal mecha-

nisms is clearly in need of strengthening. Health leaders committed to social

justice could play an important role, for example, by (a) institutionalizing a

routine process of review of data on health and health care from a social

justice and human rights perspective, using the relevant concluding com-

ments and observations of the monitoring bodies to guide their analysis, and

(b) using this review to stimulate public debate and consideration by national-

level human rights monitoring bodies of the implications for health and the

promotion and protection of human rights.

The recognition of human rights norms as entitlements and legal standards

can also be a powerful tool to influence national policies. For example, affir-

mative action—preferential action in favor of historically disadvantaged or

disenfranchised groups, such as racial and ethnicminorities, aswell aswomen—

has been a potentially important tool for social justice, with implications for

health, such as in ensuring a diverse health workforce to serve disadvantaged

populations and in focusing attention and resources on reducing health dis-

parities. However, affirmative action in theUnited States continues to facemany

legal and other challenges. Reference to human rights principles may be helpful

in building consensus for the legitimacy of affirmative action. Particularly rel-

evant is the crosscutting principle of nondiscrimination, and human rights

agreements that call for concerted action by governments to remove obstacles

for women and marginalized groups, including indigenous peoples.

Human Rights as a Conceptual Framework
for Analysis and Advocacy

Human rights principles can provide a useful, systematic framework for an-

alyzing health and social justice issues and advocating effectively for social
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justice in public health. This framework focuses attention on how violations

or lack of attention to human rights can have serious health consequences and

how the design or implementation of health policies, programs, and practices

can promote or violate rights. A human rights lens brings attention not only to

the technical and operational aspects of health-related interventions but also

to the civil, political, economic, social, and cultural factors that surround

them.11 For strategies to achieve social justice in public health, human rights

principles and standards provide guidance about (a) who should be consid-

ered disadvantaged and (b) the importance of addressing the nonmedical, as

well as the medical, determinants of health. Human rights norms also provide

a framework—and forums—for institutionalizing a social justice perspective

across all ongoing health-sector actions.

Who is disadvantaged? According to human rights norms, the disadvan-

taged are those with underlying obstacles affecting their ability to realize all of

their rights. A human rights perspective can thus provide a universal frame of

reference for identifying social justice concerns. For example, whether a given

disparity constitutes an injustice may be a matter of dispute. More-privileged

groups have at times claimed that health disparities adversely affecting the

health of, for example, a disenfranchised ethnic group merely reflect different

‘‘cultures’’ or ‘‘lifestyles.’’ Or privileged groups have claimed that the poor

have poorer health because they engage in health-damaging behaviors, such as

smoking and eating less-nutritious food; implicitly, they view these behaviors

as entirely freely chosen rather than as shaped by the conditions in which

disadvantaged groups live because of social position. Such a view provides a

rationale for not committing more public resources to addressing the condi-

tions in disadvantaged communities that support health-damaging behaviors.

By contrast, human rights norms assert rights to living standards needed for

optimal health and expressly prohibit discrimination on the basis of such

factors as gender, racial or ethnic group, national origin, religion, and dis-

ability. Particularly where certain groups, such as women and disenfranchised

racial and ethnic groups, are systematically excluded from decision-making,

human rights standards can play a crucial role in agenda setting by strength-

ening consensus about the existence of inequities in health and the need to

reduce them. For example, in some western European countries during the past

15 to 20 years, systematic monitoring and public discussion of socioeconomic

inequalities in health have played an important role in building consensus

among the more-advantaged segments of society about the need to address

those inequalities. As another example, the 2003 California state ballot ini-

tiative to ban the collection and analysis of information on race or ethnicity in

public data sets (Proposition 54) was defeated, in part, by arguments stressing

the need to monitor the size of racial and ethnic disparities in order to de-

termine if they are being reduced. In both of these examples, human rights
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perspectives were generally not invoked explicitly but were implicit. We

believe that such efforts would be strengthened by explicit reference to human

rights principles, about which the public should be educated.

Are nonmedical determinants of health, including poverty and lack of edu-

cation, appropriate concerns for health workers who care about social justice?

Both social justice and human rights principles dictate striving for equal op-

portunity for health for groupswho have historically experienced discrimination

or social marginalization. Taken seriously, achieving equal opportunities for

health entails not only buffering the health-damaging effects of poverty andmar-

ginalization by providing health services but also reducing disparities among

populations in the underlying conditions necessary to be healthy, such as access

to clean water and sanitation, nutritious food, adequate shelter, education, and

a clean environment. Addressing these underlying determinants of health and

health care requires attention to both social justice and human rights perspec-

tives. Human rights principles provide a particularly compelling argument for

government responsibility—not only to provide health services but also to alter

the conditions that create, exacerbate, and perpetuate economic poverty, social

and economic deprivation, and marginalization or social exclusion.

Few people would contest that economic poverty—with and without its

associated social disadvantages—plays a central role in creating, exacerbat-

ing, and perpetuating ill health. Even in the absence of absolute deprivation,

relative inequalities in economic resources have damaging effects on the

health of all members of a society—including the most advantaged.12–16

Although poverty is not, in and of itself, a violation of human rights,

government action or inaction leading to poverty and government failure to

adequately address the conditions that create, exacerbate, and perpetuate

poverty and marginalization often reflect, or are closely connected with, vi-

olations or denials of human rights.1 For example, lack of access to education,

especially primary education, can be understood as both (a) the denial of a

right—in and of itself; and (b) inextricably connected with poverty and ill

health. Education, which fosters empowerment and participation in informed

decisions about health-related behaviors, is crucial to breaking the poverty–ill

health cycle. Health workers can play an important role in advocating for

policies to improve education and to eliminate poverty by speaking to the

health implications of these policies.

Institutionalizing the Routine Systematic Application
of Social Justice and Human Rights Perspectives
Within All Health-Sector Actions

Most public health efforts are intended to benefit whole populations and

sometimes particularly the disadvantaged, but experience has shown that a
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strategic approach is necessary to overcome the tendency for the poor or

marginalized to benefit too little from even the best-intentioned efforts.17,18

Work on social justice and human rights must be integrated as an ongoing

priority—not as an afterthought—in all programs of health institutions. This

approach will require the use of simple, practical tools that health personnel

perceive as helpful to their work, as well as training and ongoing support.

Presenting social justice principles within a human rights framework could

reinforce their importance, in part by showing that they reflect a broad

worldwide consensus. Social justice principles and human rights norms

should routinely be used to frame discussion of the findings from monitoring

efforts to assess social disparties in health. And these results should then be

presented in forums for monitoring of human rights.

Monitoring the Social Justice and Human Rights Implications of
Policies in All Sectors That Affect Health

Routine assessment, using human rights norms, of potential health implica-

tions for people in different social strata should become standard practice in

the design, implementation, and evaluation of all development policies that

could conceivably affect health, not only policies within the health sector.

Social justice and human rights principles suggest that routinely collected

population data on health and health care and other health determinants be

disaggregated by degree of social advantage. For example, relevant data

should be analyzed by gender, race, ethnicity, and other factors that reflect

social position. Without monitoring, there is no accountability for the po-

tentially different impact of policies on population groups of different de-

grees of social disadvantage.5,19,20 The fact that most societies have far less

tolerance for social disparities in health than in wealth or other social priv-

ileges provides the health sector a powerful tool for mobilizing public

opinion.21

Strengthening Arguments and Building Public Consensus
for Achieving Equitable Financing of Health Care

Equitable financing means that those with the least resources pay the least,

both in absolute terms and as a proportion of their total resources. It also

means that lack of personal resources does not restrict an individual from

receiving needed services that are recommended on the basis of prevailing

norms and scientific knowledge. Equitable financing would increase access to

health care, which—if health care services are effective—should improve

people’s health and, thus, their ability to earn a living, which, in itself, is

essential to realizing a range of rights. Equitable financing of health care
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could also reduce poverty more directly by protecting those who are most

vulnerable from impoverishment resulting from health care expenses. Equi-

table financing is likely to be sustainable with, for example, risk pooling.22

Implementation of this strategy requires building public consensus regarding

commitment to social justice, which can be strengthened by showing the

linkages to the human rights obligations of governments.

Human Rights as Guiding Principles for Designing and
Implementing Policies and Programs

Designing and Implementing Health Services

Human rights principles require that health institutions systematically con-

sider how the design or implementation of policies and programs may directly

or indirectly affect social marginalization, disadvantage, vulnerability, or dis-

crimination. For example, improving the geographic and financial accessi-

bility of preventive health services may not alleviate disparities in their use,

without active outreach and support for the groups most likely to be un-

derutilizers despite equal or greater need.17,23 This requires identifying and

addressing the obstacles, including unconscious and de facto discrimination—

such as language, cultural beliefs, racism, gender discrimination, and homo-

phobia—that keep disadvantaged groups from receiving the full benefits of

health initiatives. Althoughmany policies and programs to reduce poverty and

improve the health of the poor routinely consider and address these concerns,

many, unfortunately, do not.24 Explicit adoption of human rights approaches

can help bring systematic attention to social disadvantage, vulnerability, and

discrimination in health policies and programs.

Human rights principles require that public health institutions ensure that

services effectively address the major causes of preventable ill health—and

associated impoverishment—among the disadvantaged. This approach re-

quires systematic and sustained efforts to build infrastructure, to overcome

the complex barriers to receiving health care that often accompany low social

position, and to achieve comprehensive and high-quality universal services.

Access and quality are inseparable; perceived low quality is a widespread

barrier to use of available services by the disadvantaged.25

Particularly among agencies supporting health programs in lower-income

countries, resource constraints are at times cited as a rationale for focusing on

a limited number of conditions—such as malaria, tuberculosis, HIV/AIDS, or

maternal morbidity/mortality—that disproportionately affect the poor. A

human rights commitment to ‘‘progressive realization’’ of all rights requires

this narrowed focus to be temporary. Targets must be set within a long-range

Addressing Social Injustice in a Human Rights Context 413



plan to progressively ensure comprehensive, high-quality services relevant to

the health needs of the entire population.26

Strengthening and Extending Public Health Functions
to Address the Social Determinants of Health

The health sector can make a major contribution to addressing social justice

and human rights concerns by strengthening and extending those crucial

public health functions—beyond health care services—that address the basic

conditions needed to achieve health and to escape from the vicious cycle of

poverty and ill health. These functions include setting and enforcing stan-

dards for water and sanitation, food and drug safety, tobacco control, and

working, housing, and environmental conditions. These functions benefit so-

ciety as a whole, and they particularly benefit the disadvantaged.

The health sector, however, has little or no direct control over most of the

underlying conditions necessary for health. Thus, traditional public health

functions can be expanded through collaboration with other sectors to develop

strategic plans addressing these conditions in light of both social justice and

human rights concerns. Reflecting human rights norms, these expanded public

health functions could include promoting an adequate food supply; education

permitting full economic, social, and political participation; housing and

neighborhood environments that promote health; and dignified, safe em-

ployment.4 Such efforts would require collaboration with a range of sectors

that have not traditionally been health-sector partners, such as those sectors

addressing economic, social, political, educational, environmental, and gen-

eral development activities. These expanded public health functions would

not involve the health sector dictating what other sectors should do but would

rather enable the health sector to serve as a key partner, providing evidence on

health—within social justice and human rights frameworks—that could shed

light on policy directions.

Conclusion

Health workers should be aware that human rights norms, standards, laws,

and accountability mechanisms are highly relevant tools that can enhance

efforts to achieve social justice in health, both globally and within countries.

Human rights treaties and other agreements can provide important mecha-

nisms to strengthen accountability of governments for moving toward greater

social justice in health. Although these accountability mechanisms need to be

strengthened, their increased use—for example, by the health sector—could
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be a major step toward this goal. Furthermore, human rights principles and

norms can strengthen advocacy efforts for social justice in health, in part by

emphasizing a broad international consensus on (a) key issues, such as the

need to eliminate gender, racial, and ethnic discrimination; and (b) the right to

health and related rights to water, food, shelter, information, education, and

the benefits of scientific progress. Human rights perspectives and instruments

can also strengthen the analytic frameworks that we use to develop strategies

to achieve social justice, particularly with respect to the importance of ad-

dressing the nonmedical determinants of health. Finally, human rights norms

can provide guidance on how to shape the design of health programs to re-

duce obstacles to realization of the right to health and related rights and with

explicit attention to the human rights principle of nondiscrimination. This

principle provides a crucial framework for efforts toward greater social jus-

tice in public health.

One of the most valuable contributions of human rights principles and

standards to struggles for greater social justice in public health may be the

obligation of governments not only to not directly violate human rights but

also to promote them, ensuring the realization of the conditions needed to

enable individuals and groups to achieve all of their rights. This approach

justifies and strengthens advocacy for the need to address underlying unjust

societal conditions and structures, moving beyond attempts only to buffer

their health-damaging effects by providing health services. And in so doing,

this approach provides a framework that can guide strategies within the health

sector to achieve greater social justice in health.
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23

PROMOTING SOCIAL JUSTICE

THROUGH PUBLIC HEALTH POLICIES,

PROGRAMS, AND SERVICES

Alonzo Plough

Introduction

Public health policies, programs, and services—collectively termed public

health practice—in the United States have been the subject of a series of reports

bytheInstituteofMedicine(IOM)1,2andconsiderablecommentarybythefederal

government, professional associations, and academic institutions.3–5 However,

social injustice as a focus of practice is rarely discussed.

Most assessments of the state of public health practice have dealt with

such issues as organizational structure, funding shortfalls, and capacity

limitation. They have typically focused on defining functional capacity (to

provide the 10 essential public health services*) and the growing gaps

*The ten essential public health services are: (1) monitor health status to identify community

problems; (2) diagnose and investigate health problems and health hazards in the community;

(3) inform, educate, and empower people about health issues; (4) mobilize community partnerships

and action to identify and solve health problems; (5) develop policies and plans that support individual

and community health efforts; (6) enforce laws and regulations that protect health and ensure safety;

(7) link people to needed personal health services and assure the provision of health care when

otherwise unavailable; (8) assure a competent public health and personal health care workforce;

(9) evaluate effectiveness, accessibility, and quality of personal and population-based health services;

and (10) research for new insights and innovative solutions to health problems.
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between population health challenges and resources invested in the public

health system.6

Broad assessments of a system in ‘‘disarray,’’ particularly at the local level,

abound. Federal- and state-level attempts to bring coherence to public health

practice through standards and performance measures are presented as rem-

edies for the diagnosis of systemic dysfunction. Current strategic planning at

the Centers for Disease Control and Prevention (CDC) looks to the private

sector and individual health care providers as an underused component of

public health practice.7

These analyses also mention, one way or another, the imperative of public

health to improve the social conditions in specific communities that largely

determine health and well-being. Social determinants of health, community-

based public health, community-based participatory research, and the social/

ecological model* all appear as descriptors of a component of public health

practice. However, this domain of practice is not considered essential. No

national standards or performance measures explicitly deal with the pro-

motion of social justice as a public health practice core capacity.

To better understand how social justice can and does become an object of

public health practice, there must be (a) a recognition that public health prac-

tice is overwhelmingly a government activity—in organizational delivery and

in financing, and (b) a debunking of much of the conventional judgment that

public health practice is in disarray. Because the performance of activities and

interventions to promote social justice challenges the broader political econ-

omy and explicitly identifies social injustice as a causal element in the poor

health status of a particular community, government public health practice is

placed in a difficult context. How health departments approach this problem

will depend on (a) the level of government—federal, state, or local—in which

the agency is located, (b) the political ideology of elected officials who

oversee the agency, (c) the capacity and commitment of public health offi-

cials, (d) the ability of agency staff members to meaningfully engage com-

munity residents in collaborative endeavors, and (e) the competing demands

of public health challenges, such as SARS, bioterrorism preparedness, routine

outbreaks of disease, inspections of various facilities, and service delivery

mandates. An operational focus on root causes of poor health, such as pov-

erty, income and wealth inequality, and racism—all factors related to social

injustice—requires a public health capacity not often discussed. This is the

*The social/ecological model describes how social, physical, and genetic factors influence health

status. This includes contextual and relational influences on health, such as social and community

networks, living and working conditions, institutional influences, and political and economic poli-

cies, all of which interact to shape population and individual health.
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capacity to effectively manage the urgent demands of public health practice

while simultaneously and explicitly understanding the social context and root

causes of the poor health of populations. Importantly, this understanding of

social context and root causes must inform both current practice and future

strategic planning.

Public Health Agencies and Social Justice

Federal Agencies

The capacity to address social injustice in public health practice, or the ability

to develop it, varies with the level of government in which a health agency

operates. Federal agencies such as CDC and the Health Resources and Ser-

vices Administration (HRSA) have a national scope, extensive grants and

contracts, and multiple delivery and research programs that could focus on

social injustice as a core problem in public health practice. Although there are

some isolated examples of social justice as a key component of federal agency

policy, these do not represent a central tendency. Too often, such promising

policy directions like HRSA’s 100 Percent Access and Zero Disparities ini-

tiative during the Clinton administration or the environmental justice focus of

CDC’s National Center for Environmental Health during the same period

have had marginal funding and program development. The administration of

each U.S. president has a different capacity to envision social injustice as an

operational policy and program direction. As a result, there has been little

sustained effort to address this fundamental problem at the federal level.

State Health Departments

State-level public health practice faces similar challenges, with frequent

changes in governors, high turnover of public health officials, and wide-

spread inability to gain sustained political support for explicit public heath

activities to address social injustice. As is the case with federal-level public

health practice, state health departments are often not directly connected with

community-based public health practice. The default mode of public health

practice at the state level is the pass-through of federal funds to local agencies,

very general and aggregated statewide policy development, and regulatory

activities. Advocacy and activism of health officials—which are essential

ingredients for successful policy interventions to reduce social injustice—are

very constrained at this level.

The average tenure of state public health directors is only 2.9 years.8 As a

result, directors are usually just starting or about to leave positions, making it
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quite difficult to provide the sustained and visible leadership needed to ad-

dress social injustice as an essential function of public health practice. A

review of the websites of the 50 state health departments found only one

department with an extensive and explicit incorporation of social justice as a

standard of practice.9 The Association of State and Territorial Heath Officials

(ASTHO) website contains no reports on or any references to addressing

social justice as a core public health practice strategy.

Clearly, federal- and state-level public health agencies could influence critical

policy areas that are shaped at the state level of government, such as education,

taxation, housing, and economic development. The scale of federal- and state-

level bureaucracy and the siloed nature of agency behavior make such direct

action and collaboration difficult, especially on politically charged topics.

Federal and state public health agencies, however, can facilitate social justice

interventions at the local level through funding that is sufficiently flexible to

allow for community-driven approaches to prevention that can address social

determinants of health. Funding approaches, such as the Racial and Ethnic

Approaches to Community Health (REACH) program that has funded local

coalitions to address health disparities in AIDS/HIV, diabetes, and infant

mortality, have resulted in effective community-level interventions that address

root causes of ill health and represent a social justice framework. The Steps to a

Healthier United States (STEPS) grants program holds similar promise, al-

though this program has been implemented too recently to evaluate its impact.

Local Health Departments

The local level of government public health practice is best situated to

explicitly address social injustice. Local health departments represent the

backbone of the government public health system, but they have been poorly

represented in studies and reports on the current and projected status of

public health practice.10 Both of the influential IOM reports indicate that the

public health system—from the perspective of conventional standards and

technical capacity—is in disarray. Local health departments in particular are

cited as having limited public health capacity.

There are a number of flaws, however, in the conventional analysis of local

public health capacity.11 In the United States, 70 percent of the population

and almost all highly populous urban areas—where health disparities based

on race, ethnicity, and poverty abound—are served by metropolitan health

departments that are highly functional and have developed many effective

policies, programs, and services. These health departments are also the most

community-embedded components of the government public health structure

and are beginning to develop public health practice models that explicitly

consider addressing social injustice as a core organizational competency.
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The best examples of a commitment to social justice as a part of public

practice are associated with the policy commitment of the National Associ-

ation of County and City Health Officials (NACCHO) to social justice. There

are numerous references to social justice on the NACCHO website, which

operates as a technical resource to local public health practitioners.12 In 2001,

NACCHO formed the Health and Social Justice Partnership together with

three other organizations:

� The Center for the Advancement of Health, a private organization that

focuses on accelerating the application of new research on prevention to

improve health policy
� America’s Health Together, a university-based entity that coordinates re-

search and service activities to eliminate racial and ethnic disparities in

health
� The Center for Minority Health at the University of Pittsburgh, an ad-

visory organization dedicated to raising awareness of the relationship of

social inequality to health.

The goal of this partnership is to

eliminate inequalities in health status by raising awareness about their relationship

to social and economic inequality, and what can be done to act on the conditions that

produce them. . . . The partnership seeks to create a national dialogue and propose

public policy agendas directed towards eliminating the root causes and conse-

quences of inequalities (through) op-eds, magazine articles and other media related

strategies. (p. 2)13

Its board has adopted a resolution that has, in part, urged ‘‘support for ideas,

activities, social movements, and policies that advance action to build health

equity through social justice’’ (p. 1).14 In 2002, NACCHO revised its strategic

plan to define as a core strategic action of local public health practice the

capacity ‘‘to address issues of health equity and social justice, oppose racism,

and support diversity and cultural competence’’ (p. 3).

In the world of public health practice, this dramatic difference in a pro-

fessional association’s explicit support for incorporating social justice as a

core competency and providing tools, training, workshops, and other techni-

cal assistance to local practitioners to implement strategies and specific ac-

tions is profound. This support has provided grants and other resources that

build strategic action in many local communities across the nation. Impor-

tantly, such a professional practice framework provides a much-needed le-

gitimacy for advocacy work at the local level. When a local board of health

member or city official questions why a health department is involved in land
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use or environmental justice as a policy and program area, the ability to point

to a national organization’s strategic plans and practice guidelines often

provides the evidence for these actions being seen as ‘‘standard’’ public health

practice.

Local public health practice is grounded in specific communities and is part

of a local network of community-based organizations and public and private

institutions with a shared local governmental context. The broad range of

social conditions that adversely influence health outcomes—such as unem-

ployment rates, poverty, disinvestments in public education, unsafe neigh-

borhoods, and suburban sprawl (as a deterrent to community cohesion)—have

a daily immediacy at this level of public health practice. The definition of

public health as a ‘‘social enterprise’’ with a mandate to align the technical

tools of epidemiology and assessment with effective community partnerships

and advocacy can become operational in local health departments

with the leadership and commitment to engage with their communities in

challenging social injustice. The much longer tenure of local public health

officials, compared with their state counterparts, increases the possibilities for

catalytic leadership and sustained practice efforts grounded in a social justice

framework. Staff members of local health departments are also members of

the community, helping to increase linkages between communities that ex-

perience health problems related to social injustice and local public health

programs and services that should be accountable to these communities.

Clearly, all government public health agencies—including local health

departments—are challenged in creating authentic community partnerships.

To be effective in a community-linked approach to addressing social injustice

requires public health agencies to incorporate new approaches to collaboration

that go far beyond the traditional expert-driven approach to professional public

health practice.15 Roz Lasker and Elisa Weiss16 present a very thoughtful

approach to the essential principles of collaboration required to facilitate ac-

tivities that address the root causes of health disparities and other social and

economic conditions that decrease the well-being of communities. The key

components of their community health governance model suggest that effec-

tive collaboration requires empowerment, community building (the bridging

of social ties), and community engagement. All of these are essential activities

of public health practice, withoutwhich public health agencieswould probably

revert to the rhetoric of community engagement without the impact from true

power sharing with community members. Too often, public health agencies

use the language of the social determinants of health and the need to reduce

health disparities but do not internally transform in ways that would allow for

the nontraditional actions required to address social injustice as a risk to the

public’s health. Using the language of social justice while applying the tra-

ditional top-down tools of public health practice has a limited impact.
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The major challenge of public health practice is to move theoretical knowl-

edge about the relationship of social injustice to increased health risks and

poor health outcomes into broad and sustainable changes in agency policies

and practices. These changes include (a) providing support and training to

staff members in partnership development, and (b) creating the capacity to

extend public health practice beyond the agency walls to dynamic partner-

ships with other disciplines, such as economic development, land use plan-

ning, housing, transportation, and education.

Local public health practitioners are particularly effective when local data

are generated and communicated through accessible reports that highlight the

impact of specific social and economic factors on health outcomes. Effective

use of local media is an essential tool of public health practice in broadening

the public’s awareness of the impacts of social injustice on community health.

Careful, data-driven presentations to local elected officials and health board

members are essential components of public health practices that address

social injustice. However, this type of political advocacy is not always the

most significant form of community and political mobilization activities.

Effective local public health practice depends largely on capabilities to

(a) build on a general base of community-driven partnerships (some of which

are not explicitly health focused), (b) identify root causes and leverage points

for change, and (c) select the most effective set of tools and strategies that

match specific manifestations of social injustice. Root causes of social in-

justice are often best addressed by focusing on policies concerning labor and

employment, taxation, environmental conditions, housing, land use, and child

development and support. The critical responsibility of public health practice

that is oriented to social justice is to recognize the broader context of cau-

sation and to not constrict programs and interventions to those that are

based on individual behaviors or a specific disease.

Public Health Practice Oriented to Social Justice

Two Case Studies

This section examines two examples of how public health policies, programs,

and practices can highlight the relationship between social injustice and the

public’s health. Each example provides some practical insights into how

community partnerships can be used to deepen knowledge of root causes of

poor health, mobilize and activate political and community leadership, and

make initial efforts sustainable. The case studies are drawn from local public

health agencies in San Francisco and Seattle. Each case study focuses on a

health-related problem with significant social determinants, with each public
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health agency and its community partners deploying different strategies to

link the broader social justice problem with a specific approach to health im-

provement at the community level. The scale of impact and the possible sus-

tainability of the efforts in each of these case studies are different. They

highlight the complexities of addressing social injustice through public health

practices and policies that are primarily governmental.

Case Study 1

The San Francisco Department of Public Health is a city and county health

department serving a diverse metropolitan population. Its practice framework

is linked to the strategies to promote social justice in local public health prac-

tice at a national level. For example, its environmental health section supports

the Program on Health, Equity, and Sustainability, the goal of which is ‘‘to

make San Francisco a livable city for all residents and to foster environmental,

community, and economic conditions that allow residents to achieve their

human potential.’’17

In 2002, the department facilitated a process to address environmental

health disparities in asthma, particularly in relation to indoor-air exposure to

poor children. Recognizing that some neighborhoods have a high concen-

tration of substandard housing and drawing on published studies relating poor

indoor-air quality to the presence of mites, cockroaches, and mold, the de-

partment raised the level of community awareness through data presentation

and community mobilization. Setting the context with an estimate of 54,000

residents diagnosed with asthma, the department pointed out the dispropor-

tionately more severe outcomes among communities of color and placed this

risk in a broader community context by stating, ‘‘The health and well-being

of San Francisco’s residents, families, and community are at stake.’’17

An important community-mobilizing strategy was the development of

the San Francisco Asthma Task Force. Chaired by a local nongovernment

social-service provider, the composition of the group reflected the diversity

of the community, including representatives of nonprofit organizations and

community-advocacy organizations and communitymembers, many of whom

had experienced asthma in their own families. The task force developed fo-

cused working groups that had a diversity of members. These working groups

gained information from tenants with asthma, property owners, managers,

builders, and contractors to develop a community-based definition of the

problem. Then teams from the Department of Public Health and the task force

applied the interdisciplinary tools of environmental health, environmental

epidemiology, building and housing code enforcement, and tenant organizing

to further define intervention and policy approaches. Through an open com-

munity process, including retreats, the task force developed recommendations

that focused on improving indoor-air quality for lower-income tenants. The
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final report of the task force highlighted the structural deficiencies of buildings

that exacerbate asthma by exposure to molds, fumes, and other hazards. These

factors, which represent significant forms of housing injustice, were presented

by the group as root causes of asthma. There was explicit recognition, based

on the findings of the work groups, that low-income people have few housing

options and are disproportionately exposed to these factors.18

Recommendations resulting from this locally driven public health part-

nership reflect insights gained and action strategies developed when public

health workers and community partners create dynamic collaborations to ad-

dress social injustice. The major action strategies that it developed to address

environmental determinants of asthma included the following:

1. Establishing a cross-agency group to inspect public-housing properties

and to create accountability mechanisms that rapidly brought condi-

tions into compliance with the housing code. This strategy involved

creating interagency collaborations among the health department, the

housing agency, and agencies involved with code enforcement, the po-

lice, and the legal and judicial systems, all of which focused on im-

proving the underlying social conditions that account for income-based

disparities in asthma.

2. Establishing standards and guidelines for comprehensive healthy hous-

ing, including roles for property owners—requiring government entities

to strengthen the relationship between building codes and landlords’

legal obligation to tenants to reduce housing-related health risks.

3. Instituting a legal housing-advocacy program for poor patients iden-

tified with asthma. This intervention implemented a monitoring and

engagement strategy that raised awareness about environmental deter-

minants of asthma and linked poor asthma patients using hospital emer-

gency departments with information and housing advocates.

This case study demonstrates how many of the elements of a social justice-

oriented public health practice are developed and implemented. While the

overall project recognized the clinical and disease control issues, its thrust

addressed the root causes of asthma in housing and economic policies. The

health department was a key participant, but the project was broadly based in

the community and led by community organizations. Finally, recommenda-

tions addressed the social context of risk and incorporated nontraditional

approaches for providing public health programs and services.

Case Study 2

Public Health–Seattle and King County is a large metropolitan local

health department serving nearly 2 million people. The department has long
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recognized the critical importance of social justice in public health practice, as

reflected in its mission and value statements and its organizational structure. A

specific interdisciplinary unit—Community-Based Public Health Practice

(CBPHP)—was established in 1998 to develop community-driven activities

grounded in a deep understanding of the social determinants of health.19 A

major focus of CBPHP was eliminating disproportionately poor health status

in communities of color.

To develop an approach to this problem that was oriented to social justice,

the department initiated a series of surveys and studies that documented grow-

ing disparities among economically marginalized King County racial and

ethnic groups. Specific examination of disparities in infant mortality, teen

pregnancy, diabetes, and other poor health outcomes set the stage for a more

contextual examination of root causes of these problems.20 The results of these

studies were published in an easily accessible form and were made widely

available on the Internet and through other communication channels. Health

department staff members worked closely with advocates to increase com-

munity awareness of these problems and to engage community members in

strategies to improve the underlying social and economic bases of the poor

health outcomes. This work involved specific community-driven assessment

of health and examination of the critical social contexts in specific commu-

nities, including American Indians and Alaska Natives, African-Americans,

members of specific Asian and Pacific Island groups, and Hispanics.

The King County Ethnicity and Health Survey revealed that discrimina-

tion influenced all health disparities. For example, 32 percent of African-

Americans thought that they had been discriminated against when receiving

health care services at some time.21 Lower percentages of members of ethnic

groups also reported experiencing discrimination. Because discrimination is a

potent cause of social injustice, a broader strategy was required for effective

advocacy and change. Community partners and health department staff mem-

bers recognized that racism was the root cause and that how racism influenced

health status and health-seeking behavior of specific ethnic populations had to

be addressed. In the health care setting, perceptions of discrimination can

powerfully impact health-seeking behavior and, potentially, health status.

Giving voice to individuals who had experienced racism in health care set-

tings provided a more grounded presentation of the problem. By presenting

the issues in human terms, the report presented a dramatic and compelling

sense of the problem—much more than could have been achieved with a

presentation of statistical data. As a result, the information was more likely to

improve staff behavior in institutions where discrimination had occurred.

The health department contracted with a community-based organization to

develop and conduct the Racial Discrimination in Health Care Interview

Project.22 The results were reported in a community report and a public health
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report that was broadly distributed among health care practitioners and their

institutions, as well as political and community leaders.23 The reports high-

lighted the extensive range and frequency of perceived discrimination

among those interviewed. The discrimination events, which had taken place

at nearly 30 different public and private health care facilities throughout King

County, included racial slurs and blatant examples of rude behaviors and

differential treatment. As the report stated, most interviewees reported

changing their behaviors as a result of discrimination they had experienced.

Some reported delaying treatment due to their negative experiences and not

knowing where else to seek care.

These descriptive and experience-based examples from the survey were

presented in numerous public settings, including press conferences with

the county executive, communitymeetings, conferences of health professional

associations, and board of health meetings. They generated much media at-

tention. The results of the series of studies on race, ethnicity, and health were

presented to the chief executives of the major hospitals and health plans in the

region. A call to action was delivered in all of those settings, seeking a broad

community consensus to adopt the recommendations of the reports, including

training health care providers, establishing uniform institutional policies to

enforce nondiscrimination, and collecting data and performing monitoring by

including questions regarding discrimination on patient satisfaction surveys.

Many of the recommendations were implemented by local institutions. The

work to eliminate discrimination continues.

Additional Examples of Public Health Practice
That Address Social Injustice

These two case studies provide good examples of how public health practice

can incorporate a social justice framework that influences policy and service.

There are many other ways that government public health, especially at the

local level, can address injustice. One example is using public health sur-

veillance data to identify the adverse health effects of social injustice. Pub-

lic health agencies can closely monitor a set of social indicators—such as

measures of poverty, income inequality, housing costs, parents who read to

young children, and unemployment—that are highly related to health and

human development. It is increasingly important to link these types of social

indicators to the more traditional vital statistics and health status measures

and to use census tracts and ZIP codes as units of analysis. By this approach,

public health departments can develop, with their community partners,

neighborhood-focused assessments that can assist communities in advocating

to improve social and economic conditions that underlie health disparities.

Sometimes the advocacy might be focused on ensuring access to preventive
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services, such as prenatal care for poor women through community and public

health clinics. Increasingly, such assessments find that addressing factors such

as inadequate housing, lack of jobs with a livable wage, unsafe workplaces, and

community exposures to environmental hazards are even more important than

providing traditional, client-focused public health services. Given recent budget

cuts for public health services in most jurisdictions, it is unlikely that public

health agencies can directly ensure that all appropriate services are available and

accessible. However, public health practice can align funded services to popu-

lations with the greatest needs and aggressively present the political and social

context for the critical gaps in access to preventive services.

An Action Agenda for a Social Justice Core Competency
in Public Health Practice

For public health practice to better address social injustice, there will need to

be a fundamental shift in what is currently viewed as core or essential public

health activities. Evolving local, state, and federal standards for public health

in the United States clearly prioritize the traditional role of disease prevention

and health promotion, although this is greatly complicated by the even higher

prioritization of bioterrorism preparedness. Although community involve-

ment, even community engagement, is seen as a core public health activity, its

goals are articulated and its outcomes are measured primarily as changes in

individual behavior that reduce conventional disease risk factors. For example,

it may be stated thatmore people eat a healthy diet or performphysical exercise

or that more young people understand the risk factors associated with drug use

due to community assessment and partnership activities.

A public health practice competency addressing the impact of social in-

justice on health goes beyond affecting individual behavior change and im-

proving the effectiveness of practices within the traditional boundaries of

health services. It focuses on enabling more accountable public and private

decisions concerning the basic needs of groups of people who have poor health

because of discrimination based on race, income, language, ethnicity, or sex-

ual orientation. Its outcomes can be measured by sustainable reductions in the

social determinants of this discrimination.

What Are Some of the Barriers to Wider Acceptance
of a Core Public Health Competency Demonstrating Ability
to Reduce Social Injustice?

First, as reflected in curricular and other requirements of schools of public

health and public health programs, academic public health faculty members
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are just beginning to develop courses that train students in methods and

skills relevant to reducing the impact of social injustice on health. Research

and courses on health disparities, minority health, and social determinants of

health are more prevalent than ever before in this country, but these courses

focus on description of problems and policy issues—generally not on methods

of engaging communities to develop sustainable actions to address the root

causes of health disparities. Courses on community-based public health prac-

tice should go beyond community-based assessment of conventional health

risk factors and should focus on community-organizing and empowered col-

laborative practices that can address root causes of social injustice. These

courses could link to public health practice settings, where people who have

suffered poor health due to social injustice could serve as adjunct faculty

members.

A second and closely related barrier to wider acceptance of this core public

health competency is the lack of federal funding to support the development

of public health practice approaches to address social injustice. This inade-

quacy includes limited funding for campus/practice/community partnerships

to develop and disseminate best practices. More extensive federal funding

to local health departments is required to enable their staff members to un-

derstand how to develop effective community partnerships and to develop

expertise in nontraditional areas of practice. Clear but flexible mandates for

authentic community partnerships in policy and program development are

needed.

State health departments need to recognize that the community-driven na-

ture of the social determinants of health requires a decentralized focus on local

leadership and community development. This requires a shift in focus away

from aggregated state plans for reducing disparities to legislative and regula-

tory policy approaches to reduce the impact of social injustice on the public’s

health. It requires legislators and policymakers at all levels of government to

understand, for example, that housing and land-use/zoning decisions have a

major influence on the public’s health.

The third and final barrier to wider acceptance of this core public health

competency involves raising money to support its promotion during a period

of budgetary constraints. Public health practitioners at all levels will need to

creatively use data on the social determinants of health to inform and influ-

ence the decisions of elected officials. The greatest challenge may be the

perception that social injustice is rarely eliminated by public health services

alone—although services can reduce the impact of social injustice on indi-

viduals who receive these services. A public health practice commitment to

incorporating social justice as a core capacity means going far beyond pro-

viding services—it means being a catalyst for sustainable structural change to

reduce social injustice.
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STRENGTHENING COMMUNITIES AND

THE ROLES OF INDIVIDUALS IN

COMMUNITY LIFE

Robert E. Aronson, Kay Lovelace,

JohnW.Hatch, andTony L.Whitehead

Introduction

Strengthening communities and the roles of individuals in community life can

help prevent disease and disability and expand resources for promoting social

justice. Among the potential strengths of communities are social networks,

social support, social capital, and the capacity of communities to identify and

solve their own problems. Social networks refer to the set of social connections

between people, and these networks can be characterized as to their size, the

qualities of the ties between members, and the characteristics of the members.

Social support refers to the emotional and instrumental assistance provided

through social network ties. Social capital most often refers to the level of

cohesiveness, trust, and reciprocity within communities and societies. These

concepts are not new, but recently they have been the subject of much research

and discussion, especially concerning disparities in health.1–5

Community health professionals recognize that the community is an im-

portant source of both protective factors and potentially harmful factors such

as oppressive social controls or limited connections to social resources in the

wider society.6–8 Researchers have investigated community-level protective

factors, such as social integration, social connection, social networks,9,10 and

social capital,11 and their relationship to health.
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We contend that hope plays an important role in protecting individuals

and their communities from the effects of chronic stressors. We also contend

that mediating structures in society provide a means for oppressed com-

munities to meet some of their needs, beyond the resources provided through

either government or market forces.

Social networks have been linked to health outcomes through behavioral,

psychological, and physiological pathways.4 Lisa Berkman and colleagues4

highlight fivemechanisms through which social networks may influence health:

1. Networks provide social support. Although emotional supportmay affect

health through the love and caring that people experience, informational,

instrumental, and appraisal support may help individuals’ health by

improving access to resources and goods.

2. Networks are a source of social influence—through both one-on-one in-

fluence and shared norms concerning health.

3. Networks promote social participation and social engagement, and thus

define and reinforce societal roles as well as provide opportunities for

companionship.

4. Networks affect health by providing or preventing exposure to infec-

tious disease.

5. Networks provide access to material goods, resources, and services.

In addition to affecting health directly, networks, through their patterns of

associations, may afford opportunities for individuals to work in concert, to

problem solve, and to take action. Thus, social networks may be the mech-

anism through which much community capacity is achieved.

Social capital comprises aspects of a social structure that facilitate action12

or norms of reciprocity and civic engagement, social trust, and networks of

social relations that can be mobilized for civic action.13 Research linking

social capital to health is only beginning but may explain some differences in

health outcomes.11,14,15 However, a major problem in drawing conclusions

from current research in this area is the lack of consensus on an operational

definition of ‘‘social capital,’’ including the level at which it should be

measured and the actual measures used in studies.2 Further, the emphasis

given to social cohesion—one aspect of social capital—and its relationship

to health outcomes has been criticized for diverting attention from such

structural determinants of health as income inequality, discrimination, and

institutional racism.3,5 Another critique is that social capital, when defined as

social cohesion, can have both negative and positive social effects.16 For

example, social capital can be quite strong within antisocial groups, such as

white supremacy organizations, the militia movement, and neighborhood

gangs.
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Community capacity comprises the characteristics of a community that

enable it to mobilize, identify, and solve community problems.17 Research-

ers have identified numerous dimensions of community capacity; some of

these dimensions have been linked to improved program implementation and

health outcomes, both theoretically and empirically.18,19 Community-level traits,

resources, and patterns of association can be identified and called on to

solve community problems and contribute to community health improvement.20

Mobilizing community capacity to identify and solve problems is a fundamental

ingredient of changing oppressive social structures and patterns of meanings.

Transformative changes cannot be sustained without an engaged and mobilized

citizenry.

Hope and optimism, at the individual level, are thought to positively in-

fluence health and protect against the effects of stress.21,22 In contrast, a lack of

hope is thought to diminish health.23 In his essay ‘‘Nihilism in Black Amer-

ica,’’ Cornell West discusses the problem of hopelessness in black America

and its deep-grained effects on culture and society.24 Hope has not been in-

vestigated as a community-level construct, but it is a critical component of

individual—and possibly community—transformation.

The protective aspects of community life are not only beneficial to com-

munity health but also amenable to change through community-organizing and

community-building strategies.25 Health and community development work-

ers, working alongside communities, have tackled issues such as infant mor-

tality, crime, violence, teenage pregnancy, and gang-related activities. These

community-building participatory approaches aim to strengthen the capacity

of communities to deal with both these issues and any other issues that come

their way.25 Many community health experts believe that identifying and

strengthening community resources—as opposed to focusing solely on com-

munity risks—is essential to bringing about the kind of community-based

change needed to improve health outcomes.25–27

Addressing Social Injustice Through
Community Transformation

In considering strategies to address social injustice and its effects on the

health of communities and population groups, one should keep in mind three

key precepts:

1. Understand the local context when working with communities.

2. In doing so, look upstream to understand the social production of health

disparities—the root causes.

3. Encourage strategies that lead to social change.
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Multiple, multilevel strategies are needed to repair the fallout from social

inequalities and social injustice and to stop the societal perpetuation of these

problems. As public health workers, we need strategies to assist individuals

and communities in their own transformation as they address health dispari-

ties and their root causes. We need strategies to improve access to, and the

quality of, facilities and services—including public health programming—

and we need strategies to stimulate macroeconomic, political, and cultural

change.28

The emphasis in public health over the past two decades has been to

develop and implement effective approaches to reduce the burden of disease

in populations, especially by primary prevention—which aims to prevent the

occurrence of illness or injury before it occurs. Primary prevention strate-

gies, however, have focused almost exclusively on influencing the behav-

ioral risk factors of individuals, using a variety of strategies with individuals,

communities, and even policies. As we examine the social production of

health disparities, we must ask, ‘‘How can we achieve social change to stop

this injustice?’’ We believe the answer lies in primary prevention.

Building on the understanding of the relationship between individuals

and societies proposed by Anthony Giddens,29 we believe society is trans-

formed when individuals and communities change the routinized patterns

of social organization and meaning. To eliminate health disparities, indi-

viduals and communities must come together to change these patterns

in ways that alter the power structures that hold social inequalities in

place. This approach is not new; it has been part of the professional practice

in the fields of community development, community organizing for

health, and even some forms of comprehensive community-oriented primary

health care. Examples appear in the literature of approaches that were

viewed as real threats to the status quo, the political elite, and international

interests.30,31

To effectively address health disparities, we need to use both ameliorative

and fundamental approaches to public health practice.32 Ameliorative ap-

proaches do not directly alter underlying inequalities that contribute to

health disparities; rather, they target specific risk factors that are associated

with health outcomes, in a given community context, and facilitate devel-

opment of protective factors to enhance the health of individuals, commu-

nities, and populations.32 In contrast, fundamental approaches seek to

transform the elements of society that give rise to inequalities and health

disparities.

We need to use these approaches at the individual, community, and so-

cietal levels. It should not be assumed that societal-level approaches will

necessarily be addressing root causes.32
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Principles to Guide the Work of
Community Transformation

Working with communities to effectively strengthen community capacity and

the role of individuals in community life requires certain skills and orientations.

We propose the following set of principles, based on the work of one of us

(J.W.H.) over almost five decades in the Mississippi Delta, Boston, and North

Carolina. Building on his mentorship, the other three of us have applied these

principles to our work in Baltimore, Washington, D.C., and North Carolina.

1. Health worker/organizer, know thyself. Working with poor communi-

ties to eliminate social injustice requires that public health workers are

able to think reflectively about their own views of the community, their

own privilege, and their own comfort level with different roles in pro-

moting health. Nowhere is this more critical than when organizing or

working with communities that are different than that of oneself. Per-

sonally mediated racism has both unintentional and intentional as-

pects.33 For example, devaluation of individuals based on race, which is

one form of personally mediated racism, may be evidenced by either an

expression of surprise at someone’s competence or an effort to stifle

someone’s aspirations. It occurs when organizers have a view of a

community as ‘‘half-empty’’ rather than ‘‘half-full.’’ Organizers might

do more for the community than necessary and thus increase—rather

than decrease—dependency. Organizers might not challenge their own

views of what the community has to offer and might believe that their

own way of doing things is more informed and more effective. All of

these actions devalue what community members might be able to do.

Public health workers must also know their ability to conduct—and

their comfort level with—a structural analysis of the conditions holding

disparities in place. Powerful persons and institutions may be chal-

lenged by such an analysis. Without a structural analysis, health workers

may not see the ways in which they have privilege not held by the

community members with whom they work. This will affect the ability

of health workers to be in partnership with the communities in which

they work.

2. Build on a foundation of hope. Efforts to improve the health of indi-

viduals and communities within the context of social injustice must

begin with a foundation of hope. The erosion of dignity, self-worth, and

a useful role in society have given rise to far too many people who have

little hope that things will ever improve for themselves or their com-

munities. This lack of hope can also be seen when some people in
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groups in the community believe that other people or groups are beyond

being helped. The loss of hope can be threatening to the survival of a

sense of morality and community among African-Americans.24,25

Paulo Freire described the dehumanization that occurs as a result of

oppression and social injustice and the impact of this dehumanization

on self-esteem:

Self-depreciation is another characteristic of the oppressed, which derives from their

internalization of the opinion the oppressors hold of them. So often do they hear that

they are good for nothing, know nothing and are incapable of learning anything—

that they are sick, lazy, unproductive—that in the end they become convinced of their

own unfitness.34

According to Freire, the first step in surmounting oppression is critically

recognizing its causes. In doing so, the oppressed can begin to see them-

selves and their humanity more fully. Public health strategies to restore

dignity, self-respect, and regard for others are needed to repair the damage

caused by societal oppression. Only when individuals see themselves as

fully human can they act to end their oppression.

3. Recognize the resources that exist within communities. Communities

are built on strengths and assets—not on problems.35 Understanding the

community context in which health problems arise should include an

assessment of community assets and ways they have helped to solve

previous problems. In African-American communities, institutions par-

allel to those of the wider society have served as bases of belonging,

self-esteem, leadership development, and social activism.36 Because

blacks were often not able to gain access to broader societal institutions

or were not treated equally to whites when such access was gained, they

were left to develop and nurture parallel institutions.37 These institu-

tions have included fraternal organizations; clubs; secret societies; eco-

nomic and educational institutions, such as historically black colleges

and universities; and, of great importance, black churches. These par-

allel institutions have facilitated the survival of African-Americans, led

the civil rights movement, and nurtured community capacity.

Lay health advisor programs are one type of program that builds on the

strengths of African-American churches to reduce health disparities.38,39

Among the projects conductedwith these churches with an aim to reduce

health disparities are those that have focused on nutrition,40,41 breast

health,42 prostate cancer,43 diabetes,44 and physical activity.45

4. Start where the people are. Public health practice can address social

injustice and health problems by joining with communities to address

their concerns. Health educators in communities need to start ‘‘where the
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people are.’’46 This principle is important from the perspectives of both

ethics and practicality.47 From an ethics perspective, starting ‘‘where the

people are’’ acknowledges a community’s right to self-determination,

liberty, and actions based on the values of the community members.

From a practical perspective, problems and solutions defined by outside

consultants or health workers have a long history of failure and mis-

match with community motivations and concerns. Although health

workers may be responding from a population perspective to critical

health issues, such as cardiovascular disease, diabetes, or infant mor-

tality, these concerns are rarely the same as those of community mem-

bers. Thus, when health workers focus solely on their concerns or the

concerns raised by data, they may have difficulty getting the community

involved. In contrast, when health workers join with communities in

addressing their concerns, it is often possible to address not only com-

munity concerns but eventually also the concerns of the health workers

or funding agencies.

5. Strengthen and expand social networks in communities and beyond

communities. Social networks influence the health of individuals in

many ways.4 They can produce adverse effects related to social control

and reduced behavioral options that may encourage risk behaviors

harmful to health. Social networksmay provide redundant types of social

support that offer less linkage to the goods and services of society if the

members of the network are relatively homogeneous in terms of edu-

cation, occupation, and social class.48 We do not recommend an ap-

proach that simply tries to encourage community members to interact

with one another, thereby expanding social networks in communities.

Rather, we encourage strategies that build networks of support for

community and societal change and for greater access to the goods and

services of society.

In a 13-county area in eastern North Carolina, two of us (R.E.A. and

J.W.H.) worked with a network of 105 churches in a major African-

American denomination. To develop the churches’ role in promoting

health among their members, the existing networks within churches

needed to expand outside these churches’ walls and into their commu-

nities. The training of lay health educators involved a combination of

(a) dialogue/problem-posing workshops on the nature of community

health problems, and (b) lectures led by local representatives of public

health departments, health associations, and other community agencies.

The involvement of professionals from outside these churches helped to

create links between these churches and these professionals. This ex-

panded the network of the churches to include service providers with
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access to goods and services not routinely available in the churches’

networks. These links were mutually beneficial: church networks de-

veloped larger pools of resources for assistance on important community

issues, and the network of service providers (including county health

departments as well as nonprofit organizations, such as the American

Heart Association and the American Red Cross) had greater access to

the populations that they were seeking to serve.

6. Strengthen the capacity of local institutions, networks, and community

groups. Efforts to address health issues through local institutions, net-

works, and community groups are important strategies to help people

to live healthfully in their communities. According to the 2002 Institute of

Medicine report, ‘‘The Future of the Public’s Health in the 21st Century’’:

Government public health agencies, as the backbone of the public health system, are

clearly in need of support and resources, but they cannot work alone. They must

build and maintain partnerships with other organizations and sectors of society,

working closely with communities and community based organizations, the health

care delivery system, academia, business, and the media.49

Although formal public health institutions are in need of resources and

support, community-based institutions with which they partner may have

even greater needs. As public health professionals work with community-

based institutions, they must bring some of these resources to these

institutions to meet their needs. Their needs for capacity building may in-

clude the development of (a) basic technical skills, such as budgeting and

proposal writing; (b) leadership; and (c) financial and human resources.

Strengthening of local institutions, networks, and community groupsmakes

it more likely that efforts to address health disparities will be sustainable.

7. Maintain a long-term perspective on foundational issues. By main-

taining a long-term vision, while addressing immediate needs, all of the

above principles can contribute to reducing the social injustices that

contribute to poor health. By using local efforts in a way that will create

leadership, activated social networks, and problem-solving mecha-

nisms, communities may be better able to advocate and demand change.

One of us (J.W.H.), reflecting on his work in the Mississippi Delta,

described how a perspective on long-term social change was always a

part of his framework, even when addressing immediate needs in ways

that were nonconfrontational:

Focus of much of the action was on practical concerns, such as digging wells, building

outdoor sanitary toilets, and reducing health risk conditions in the local environment.

Small successes nurtured the belief that change was possible through collective

action. Many who doubted the possibility of positive change began to attend meetings
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related to the Health Council and the FarmCooperative. For many, this was a political

awakening. People involved with these organizations were recruited by civil rights

groups, such as DeltaMinistry and theMississippi Democratic Freedom Party, to lead

voter-registration campaigns. Organizing strategies used to educate, recruit, and

involve people in the farm cooperative developed skills similar to those required for

political action.

8. Be aware of the dangers of organizing among the oppressed. Because

community and social transformation leading to the elimination of

health disparities involves upsetting and transforming routinized pat-

terns of power, it is usually accompanied by conflict. Root causes of

health disparities, such as income and wealth inequalities, racism, and

sexism, are held in place by powerful interests, which must lose some

power if meaningful change is to occur. Health workers and organizers

face a number of dilemmas. Such organizing is often dangerous, leading

to backlash, exploitation, and oppression. Historically, in the civil rights

movement, local leaders were beaten, jailed, or forced to leave after

outside organizers moved on. At other times, organizers and leaders

were killed.

There are differing views about how the danger of organizing should

be handled. One approach would be to temper social activism by having

the community decide how far to take confrontation-based tactics—

which is especially important because the community is often left to

deal with the fallout from such an approach. Building on an analysis of

the root causes of injustice and of the powers that sustain it can enable

organizers to enter situations with their eyes open and to anticipate

potential backlash.

9. Continue to exert pressure from outside the community. The produc-

tion of social injustice and health disparities is global. Efforts to address

this injustice and these disparities therefore require worldwide coor-

dination. Global health issues include environmental global degrada-

tion, greenhouse gas emissions, biodiversity loss, water shortages,

declines in fisheries, increasing poverty, financial instability, taxation,

food insecurity, trade in health-damaging products (such as tobacco,

arms, and toxic waste), war and conflict, and governance.50 What

happens in our backyard affects what happens worldwide. For example,

World Trade Organization policies result in disinvestment in small,

family-based sustainable agriculture, which, in turn, reduces food se-

curity.51 Addressing these issues effectively will take joint action from

within and outside communities, from members of community-based

organizations, academic and scientific institutions, and government

agencies.
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An Agenda for Action

What can we do at the community level to address social injustice and its

effects on health?

First, we must recognize that community-level strategies must be part of

a larger concerted effort leading to social change. Individuals, organiza-

tions, and institutions within society each must play their roles in contribut-

ing to a movement for change in our society and change in the nature of

global economic and social relations. The task is daunting—perhaps even

unachievable. Yet the ethic of public health as social justice compels us to

push on.

The following represents a suggested agenda for action to address social

injustice and its effect on the health of populations. While not exhaustive, it

represents general strategies and specific measures that will strengthen

communities and the roles of individuals in communities to be able to ad-

dress health disparities and the social injustice that contributes to their de-

velopment.

1. Understand the local context, listen to the community. To understand

the role that the local context plays in the lives and health of community

members, we must look beyond numbers and rates to the stories and

experiences of community members. If disenfranchised populations are

not having their concerns heard and addressed, it may be because no one

is listening. How can we listen if we do not interact in meaningful ways

with the populations we serve? Public health researchers and practi-

tioners must hear the voices of the people we serve to better understand

the social issues that most significantly affect their lives and their health.

For example, one of us (R.E.A.) explored, through focus groups, com-

munity concerns and notions of what makes a community a good place

in which to live for women and children. Figure 24-1 depicts the con-

trasts between the broad set of concerns voiced by community residents

and the narrow focus taken by typical infant mortality prevention pro-

grams. The items in this list of residents’ concerns should take a prom-

inent role on our agenda for action.

2. While addressing these important issues, build race, class, and inter-

national bridges. William Julius Wilson, a noted Harvard sociologist,

contends that the political muscle needed to address some of the social

problems facing our country cannot be achieved without a broad-based

multiracial coalition—one that focuses on issues that are important to

most Americans and emphasizes their interdependence.52 These issues

include congressional policies for vulnerable families, trade policies

that reduce employment opportunities and displace workers, monetary
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policies that promote full employment, livable-wage policies, and pol-

icies to restore American cities.

Many economic forces that have disproportionately affected African-

Americans have arisen from global economic forces that are nonracial in

origin. These forces include trade policies, such as those of the North

American Free Trade Agreement (NAFTA), that have resulted in a de-

cline in lower-skilled, low-wage jobs in the United States. Among less-

educated blacks, nearly half of recent job losses have resulted from the

loss of manufacturing jobs.

The importance of building bridges between citizens of the United

States and other nations is particularly relevant for environmental issues

and trade agreements. Free-trade/investment agreements have under-

mined public health by increasing social inequalities, depleting natural

resources, and increasing environmental pollution.51 The importance of

building bridges with activists from other countries in the tobacco

control movement is also clear.53 Tougher tobacco control legislation in

the United States has resulted in more aggressive marketing of tobacco

control products internationally. Partnerships among countries help

groups to frame tobacco issues in an international context and provide

information, advice, and resources across borders. In addition, sometimes

examples of egregious behavior exhibited by tobacco companies in other

countries can be used to deal with their behavior in the United States.

3. Support efforts that build participatory democracy and an engaged

citizenry. Community-based strategies to address public health problems

are most effective when the population is mobilized and engaged in the

identification of problems and the development of solutions. The de-

velopment of broad-based coalitions or collaborative groups of existing

Residents’ Concerns

Drug trafficking Maternal smoking

Infant Mortality Reduction
Program Priorities

Crime

Poor housing

Alcohol use

Illicit substance use

Inadequate, late,
or no prenatal care

Poor maternal
nutrition

Vacant buildings

Rodents and trash
High
IMR

Unemployment

Lack of services

Lack of resources

Lack of unity

Figure 24-1 Contrasting community and program priorities (IMR¼ infant mor-

tality rate).
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community-based organizations, agencies, associations, and concerned

citizens can be a powerful way to mobilize and engage the population.

Building broad-based coalitions that address issues facing most Amer-

icans will take an engaged citizenry, which is not currently present in the

United States. U.S. democracy is threatened by corporations and persons

of wealth purchasing access to government decision-makers. Ap-

proaches to working with disenfranchised communities on issues of

health disparities should use participatory strategies that maximize the

potential for individual and community learning and empowerment.

Lessons learned and power gained through such strategies, multiplied

across communities, can help to strengthen our democracy and address

social injustices. Eugenia Eng and colleagues19 have found that com-

munities with higher rates of participation in addressing health issues are

more likely to address other issues in the community.

4. Work with other organizations to address ‘‘the public’s health.’’ Now

that we are gaining an increased awareness of the power that context

wields in the health of populations, public health professionals should

embrace comprehensive approaches to improving the context of peo-

ple’s lives. This may mean that we become involved in issues not typ-

ically seen as part of the public health domain. It may mean that we

have to expand our set of partners to include those sectors of government

and the community that also seek to improve the context of people’s

lives.

Many of the upstream causes of health disparities are addressed by

organizations in the community beyond the local public health agency

and thus require action by all agencies concerned with the public’s

health.54 As one example, public organizations, private organizations,

and government entities could develop fruitful collaborative partner-

ships to address health disparities due to the built environment. To-

gether, societal sectors of environmental health, community planning,

economic development, housing, transportation, social services, public

health, justice, and community health could collaboratively tackle is-

sues associated with low-income neighborhoods. Private partners

might include local architects, developers, and organizations such as

Habitat for Humanity. Built-environment features that emphasize

physical activity, such as parks and sidewalks, also strengthen com-

munity life by making social connections easier. Parks provide contact

with other people and with nature—features of our environment that

promote health.55

5. Funding for community-based research and practice should emphasize

community building. With the increased attention given to the impor-
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tance of context to population health, funding for research and public

health practice should contribute to the process of improving people’s

lives. Greater emphasis should be placed on participatory research

strategies that seek to engage communities in the process of defining

research priorities and developing research strategies. The community

brings an understanding of the context, including issues of concern and

knowledge of how the community ‘‘gets things done.’’ Participation by

communitymembers helps to restore trust in the public health system and

builds skills and community capacity that are important for an engaged

citizenry. Funding for public health programs, likewise, should empha-

size comprehensive and community-building strategies to improving the

context in which people live. State and national funding agencies should

consider requiring research staff members and project personnel to

complete an orientation to ethics of community-based research and

practice—similar to the online training required for research involving

human subjects.

Conclusion

Health disparities suffered by poor and minority populations are socially

produced; they result largely from current and historical social injustice.

Efforts to address these health disparities require approaches that are both

ameliorative and fundamental, addressing both current problems and root

causes. Furthermore, comprehensive approaches are needed that work across

the broad social ecology—individuals, families, communities, organizations,

institutions, and the broader society. Communities possess strengths and

assets that can be used to address the health problems that they face. In

addition, communities can be strengthened in their capacity to address their

current health problems and the root causes of these health problems. Public

health research and interventions in communities should be designed and

implemented in ways that build community capacity and the skills of indi-

viduals to contribute to community problem solving. An engaged and crit-

ically conscious citizenry is needed to sustain efforts for social change.

Public health professionals need new skill sets and intervention strategies

to assist communities in meeting the challenges they face. Understanding of

the effects of context on health must include an understanding of how health

problems are experienced by people living within these contexts. This un-

derstanding should lead us to consider broader approaches to improving the

context of people’s lives by working collaboratively with communities as

well as with government and other sectors.
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PROMOTING SOCIAL JUSTICE

THROUGH EDUCATION IN

PUBLIC HEALTH

Robert S. Lawrence

Introduction

This chapter examines the opportunity to promote social justice through ed-

ucation programs for students in schools of public health, medical school

departments of community and preventive medicine, and elsewhere and,

through that education, to equip public health practitioners and researchers

with a social justice lens that will guide their future work.

Two major developments of the past half-century provide crucial infor-

mation and values for developing and implementing social justice curricula.

First, the evolution of human rights law since the end of World War II and

the emergence of the health and human rights movement have provided new

ways of thinking about the right to health and the ethical framework for

considering the health of populations. Second, great progress has occurred in

the quantitative and qualitative analyses of the social determinants of health

and how inequalities and inequities are among the most potent determinants

of premature morbidity and mortality. Together, richer and deeper reflections

on the right to health and the social determinants of health provide the ma-

terial for placing education to promote social justice at the heart of the public

health curriculum.
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Principles of Social Justice and Education in Public Health

By framing the issue of social justice in the context of risk factors for prema-

ture morbidity and mortality caused by unjust treatment of subgroups within

the population, public health practitioners can apply the core population health

tools of epidemiology, biostatistics, social and behavioral sciences, environ-

mental and occupational health, and policy analysis to identify key determi-

nants of risk, prioritize policies or interventions to lower risk, and evaluate

and communicate the results. Analysis of health status by population groups

identified by race, ethnicity, gender, sexual orientation, religious beliefs and

practices, country of origin, insurance and employment status, social status, or

class often reveals profound differences. These differences, in turn, usually

reflect the inequitable distribution of society’s resources—whether in the form

of material benefits of better housing or safer worksites or in the amount of

control one has over one’s life and the opportunities for social engagement,

tolerance, and respect.

John Rawls, considered by many to be the most important political phi-

losopher of the second half of the 20th century, further developed, in his theory

of justice as fairness, the traditional idea of the social contract to introduce the

concept of distributive justice.1 Distributive justice emerges when, behind a

‘‘veil of ignorance’’ about what status we might have in a theoretical society,

we establish as the ‘‘original position’’ (p. 136) the circumstances we would be

willing to accept if we were among the least favored members of the society.

As science advances our understanding of the social determinants of health,

the necessary elements of the ‘‘original position,’’ from a population health

perspective, emerge more clearly, reinforcing with detail the more general

statements rooted in the language of the right to health found in the United

Nations Charter, the Universal Declaration of Human Rights, and the Inter-

national Covenant of Economic, Social and Cultural Rights.2

On April 23, 1992, at a ceremony celebrating the seventy-fifth anniversary

of the founding of the Johns Hopkins School of Hygiene and Public Health

(now the Bloomberg School of Public Health), faculty and students at the

school embodied these concepts of social justice and the right to health in the

‘‘International Declaration of Health Rights’’3 (see box 1-3 on p. 20). James

Grant, Executive Director of the United Nations Children’s Fund (UNICEF);

Hiroshi Nakajima, Director General of the World Health Organization

(WHO); Alfred Sommer, Dean; and hundreds of others in attendance signed

the declaration, which is read each year by a graduating student at the

school’s commencement exercises.

Several other schools of public health have adopted the International

Declaration of Health Rights for use in their commencement exercises,4 and
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similar pledges to uphold the right to health are included in mission state-

ments of many schools of public health. These encouraging developments

are among the predisposing conditions for including social justice issues in

educational programs for public health. The moral development of students

in the professions occurs when they move beyond the stage of basing their

behavior on the values and norms of those around them to a ‘‘more princi-

pled stage where they identify and attempt to live by personal moral values’’

(p. 504).5 Public health educators have a duty to assist in this transformation

by being examples in action and word of the centrality of social justice to the

ideals of public health.

Logic of Science Added to Moral and
Ethical Reasons for Social Justice

Recent contributions from epidemiology, social and behavioral sciences, eco-

nomics, and human rights studies have strengthened and clarified the scien-

tific basis for the relationship between health and well-being. Advocacy for

social justice in the past was often predicated on the link between the elimi-

nation of discrimination and prejudice and the fulfillment of civil and political

rights. Public health professionals were among the first to connect the reali-

zation of human rights to the ability to shape the social and economic forces

that create the conditions for improved health. Now a growing body of em-

pirical data adds the logic of science to the moral and ethical reasons for de-

manding greater social justice.6–9 Integration of these two fields provides the

essential elements for transforming the education of public health profession-

als. Values clarification and commitment to the principle of the right to health

and the knowledge of the social gradient will equip graduates to help them

fulfill their professional obligation to address root causes of ill health, in-

cluding social injustices that determine so much of the burden of preventable

morbidity and premature mortality among marginalized groups in society.

Historical Context

The epidemiology of scrotal cancer among London chimney sweeps was one

of the earliest observations in the West of the association between socio-

economic status, occupational exposure, and health. Percival Pott, a London

physician, described in 1776 the incidence of scrotal cancer in young chimney

sweeps, who were usually orphans or abandoned children prized for their

small size and in desperate need for employment of any kind. The House of

Lords finally approved an Act of Parliament in 1864, after many years of

campaigning by child advocates, to outlaw the use of children for climbing
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chimneys.10 The delay of almost nine decades between the scientific obser-

vation of the problem and the implementation of a policy to protect children

established what became a familiar pattern of delay in building political will

to correct an injustice. The Industrial Age did bring a growing awareness of

the link between health and conditions of work and living subject to public

sector regulation. In 1848, Parliament passed the Public Health Act to address

poor labor conditions, and over the next half-century, it adopted additional

laws to protect the public from risks in the workplace.

In the first half of the twentieth century, progress was slow in developing a

coherent view of the social determinants of health.Most regulations protecting

the health of the public in the United States focused on safety in the workplace,

control of infection by vaccines and quarantine, and protecting the purity of

food and water supplies. The increasing definition of health as a public as well

as a personal matter led to the establishment of the Pan American Health

Organization in 1902, theOffice International d’Hygiène Publique in 1907, the

International Labor Organization in 1919, and WHO in 1946.11 WHO de-

veloped the idea of health as ‘‘a state of complete physical, mental and social

well-being and not merely the absence of disease or infirmity.’’12 The

broadened definition of health included the concept of well-being, which de-

pends on a physical and social environment that creates the conditions nec-

essary to achieve health.

WHO is one of several United Nations agencies rooted in the post–World

War II renunciation of war and violence as a means to settling disputes. The

Preamble of the Charter of the United Nations includes among the purposes

for establishing the UN in 194513:

to reaffirm faith in fundamental human rights, in the dignity and worth of the human

person, in the equal rights of men and women and of nations large and small, and to

establish conditions under which justice and respect for the obligations arising from

treaties and other sources of international law can be maintained, and to promote so-

cial progress and better standards of life in larger freedom. (p. 1)

On December 10, 1948, the Universal Declaration of Human Rights de-

clared, in Article 25,14

Everyone has the right to a standard of living adequate for the health and well-being

of himself and of his family, including food, clothing, housing and medical care and

necessary social services, and the right to security in the event of unemployment,

sickness, disability, widowhood, old age or other lack of livelihood in circumstances

beyond his control. (p. 2)

Similar language later appeared in the International Covenant on Economic,

Social and Cultural Rights, which entered into force January 3, 1976—sadly,
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without the ratification of the United States.15 The right to health—and the

other economic, social, and cultural rights—falls within the category of

positive, aspirational, and nonjusticiable rights, in contrast to those articu-

lated in the International Covenant on Civil and Political Rights. States are

urged to respect, protect, and fulfill these economic and social rights to the

‘‘maximum of its available resources, with a view to achieving progressively

the full realization of the rights’’ (p. 1).15 Some have argued that these rights

have no real meaning without the power of legal recourse and that closer

attention to civil and political rights would be more likely to ensure condi-

tions of social justice and thus improve well-being. But the declarations of

the right to health had struck responsive chords in many countries, leading to

the widespread endorsement of the 1978 Declaration of Alma-Ata on Pri-

mary Health Care, which laid down the challenge of health for all by the year

2000.16

‘‘Good health is the bedrock on which social progress is built. A nation of

healthy people can do those things that make life worthwhile, and as the level

of health increases so does the potential for happiness’’ (p. 2).17 These opening

words of A New Perspective on the Health of Canadians, often called ‘‘The

Lalonde Report,’’ speak to the close links between social justice and health.

Thirty years ago, Canadian Prime Minister Pierre Trudeau identified health

disparities among different racial and ethnic groups as one of the important

problems to address as part of his new administration’s commitment to pro-

moting social justice. He appointed Marc Lalonde, Minister of National

Health and Welfare Canada, as chair of a commission to review the deter-

minants of health and prepare recommendations for actions and policies to

improve health and reduce disparities.

The commission grouped the determinants of health in four ‘‘fields’’—

human biology, environment, lifestyle, and health care organization. Contrary

to their initial assumptions, the members of the commission concluded that

health care organization contributed only a modest amount to the health status

of Canadians and that much more attention needed to be given to environ-

mental and lifestyle factors to reduce health disparities. Lack of education,

substandard housing, inadequate environmental protections, food insecurity,

and poverty emerged as the critical factors leading to premature morbidity

and mortality among indigenous people and other marginalized groups in

Canada. The idea of using social policy as an explicit tool to improve health

status became part of Health Canada’s strategy to reduce disparities.

Sir Douglas Black, Chief Scientist to the United Kingdom Department of

Health from 1973 to 1977, described the concept of disparities in health status

and their relationship to the above demographic variables in 1980 in a report

commissioned by the Labor government of the United Kingdom in 1977 and

suppressed by the government of Margaret Thatcher that had just come to
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power.18 Only several hundred photocopies were distributed, but the report

had a great impact on political thought. Both WHO and the Office for Eco-

nomic Co-Operation and Development (OECD) used it to examine health

inequalities in 13 countries (not including the United Kingdom). The report

provided robust data showing that the poorest in the United Kingdom had the

highest rates of poor health and premature death. Black argued that income,

education, and lifestyle alone could not explain the disparities. He asserted

that the disparities were also the result of a lack of a coordinated policy that

would provide for more equitable provision of services, health goals, in-

creased benefits, and restrictions on tobacco.

Eight years later, the U.S. Institute of Medicine (IOM) released a report,

entitled The Future of Public Health, which stated that the mission of public

health is to ‘‘fulfill society’s interest in assuring conditions in which people

can be healthy’’ (p. 1).19 The report also described the three functions of

public health—assessment, policy formulation, and assurance—that have

become an important organizing principle for education in public health.

Fifteen years later, the IOM published The Future of the Public’s Health in

the 21st Century, revisiting many of the themes in the earlier report.20 New

language had appeared, however, influenced by the discourse on the right

to health. The report called for government and a broad spectrum of society to

‘‘work effectively together as a public health system and individually to

create the conditions that allow people in the United States to be as healthy as

they can be. Such a commitment will require political will that has yet to be

mobilized’’ (p. 41).

Education of the future public health workforce to advocate for social

justice is one important part of generating that political and social will.

Using Education in Public Health to Promote Social Justice

Although recent trends include increasing numbers of undergraduate public

health programs or majors, this discussion will focus on graduate education.

Education in public health in the United States occurs mainly at the graduate

school level in the 34 schools of public health, which are members of

the Association of Schools of Public Health (ASPH), and in the 39 medical

schools with departments offering the Master of Public Health (MPH) degree

accredited by the Council on Education for Public Health (CEPH).21 An

additional eight schools of public health are associate members of ASPH and

will become full members when accredited by CEPH. Graduate programs in

community health education are accredited by CEPH at 16 universities.22

In the 2002–2003 academic year, 17,933 students were enrolled in the

32 schools of public health then accredited. In 2002, 5,664 students were
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graduated.22 Of the U.S. students enrolled, 4,864 (33 percent) belonged to

minority groups: Asian, 11.9 percent; black, 11.1 percent; Hispanic, 9.4 per-

cent; and Native American/Alaskan Native, 0.8 percent.

In the past decade, minority applications to schools of public health in-

creased by 104 percent compared with an increase in overall U.S. citizen ap-

plications of 44 percent. Blacks and Asians were the groups with the greatest

increase. A study of 45,000 students matriculating at U.S. universities from

the early 1970s to the early 1990s revealed that race-sensitive admissions

created a learning environment that improved the capacity of both minority

and majority students to live and work with persons of different races and to

have more successful careers.23 Diversity among students in public health is

one of the essential components of an educational environment that prepares

students to be effective in working for social justice.

Courses in the core disciplines of public health—epidemiology, biostatis-

tics, environmental health sciences, behavioral sciences/health education, and

health services administration—are required for a school of public health or an

MPH program housed in a school of medicine to meet CEPH standards for

accreditation. These core courses should be enriched to include case studies

and problem sets with a social justice perspective to demonstrate the impor-

tant contribution to health disparities related to inequities and inequalities in

social and economic status. For example, Public Health Problem Solving is a

core course at the Bloomberg School of Public Health that is required of all

MPH students, in which case studies are used to stimulate analysis of key

determinants of health—biologic, socioeconomic, environmental, behavioral,

and health services—from the perspective of the social gradient in health.

Concepts of quintile spread, the Gini coefficient,* and fairness and justice in

the distribution of goods and services are introduced. Students work in small

groups to examine an important public health problem using a stepwise

methodology—problem definition, magnitude of problem, key determinants,

policy and intervention options, priority setting, implementation, evaluation,

and communication—to prepare a written report and make a presentation in

the form of a briefing to a legislative body. The written report includes an

analysis of the human rights impact of the policy or program being imple-

mented, using the methodology developed by Lawrence Gostin and Jonathan

Mann.24 Use of this analysis provides an excellent pedagogic method to ed-

ucate public health students about the linkage between ‘‘least restrictive pol-

icies’’ from a human rights perspective and the promotion of social justice and

protection against unintended policy consequences that might exacerbate in-

equalities.

*A measure of inequality or dispersion in a set of values, such as income levels—the larger the

Gini coefficient, the larger is the spread of values.
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In a seminar on health and human rights, we have used readings, discus-

sions, and case studies to explore topics such as structural violence, the health

impacts of conflict, human rights violations—both civil and political as well

as social, economic, and cultural—and their health effects, complex human-

itarian emergencies, refugee health, environmental justice, the human poverty

index, and the role of advocacy in promoting health for marginalized popu-

lations. The seminar is part of the requirement for the Certificate in Health

and Human Rights offered at the Bloomberg School of Public Health since

1996. During the 2003–2004 academic year, a new concentration in Human-

itarian Assistance, Health and Human Rights was introduced. The capstone

projects at the end of the year included a broad range of topics addressing so-

cial justice and human rights challenges, ranging from sexual violence among

Sudanese refugees in Uganda to the development of a new index of social

inequalities to be used in Baltimore.

The CEPH requirement for capstone or practicum experiences has stimu-

lated links with organizations working to promote social justice through ser-

vice to vulnerable groups. TheAlbert Schweitzer Fellowship provides service-

learning opportunities for graduate students in the health professions and law

in six cities or regions of the United States. The Baltimore Albert Schweitzer

fellows work with safety-net organizations in the poorest neighborhoods of

Baltimore, learning firsthand the lessons of the close relationship between

social injustice and poor health. Many of the 200 hours of service during the

fellowship year consist of a transforming experience, reinforcing their com-

mitment to use their professional training to advocate for social justice.

Participation in research provides students the opportunity to acquire skills

and methods to expand knowledge about the social gradient, to design and

implement programs to reduce health risk among vulnerable populations,

and to influence policy. Doctoral students conducting dissertation research

on health disparities are found in most schools of public health.

Students can participate in advocacy for social change at the local or re-

gional level through groups such as the student chapters of Physicians for

Human Rights (PHR). The Juvenile Justice Project and the Ban Landmines

Campaign are two PHR projects that have attracted widespread student

engagement. Physicians for Social Responsibility, Physicians for a National

Health Program, and other local or national advocacy groups provide ex-

cellent training in social justice advocacy.

An Agenda for Action

The ultimate goal is to make education and training for public health careers,

all of which focus to some degree on social justice, central to the educational
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mission of public health. The strategy most likely to succeed is to influence

the accreditation criteria used by CEPH. An explicit requirement that public

health education include social justice subject matter in the curriculum of all

schools of public health and all MPH programs sponsored by schools of med-

icine would stimulate new course development and enhancement of existing

course content. Specific goals would be as follows:

� Develop and share curricular materials and instructional modules in

acute and chronic disease epidemiology, environmental health, health

policy, maternal and child health, nutrition, mental health, and interna-

tional health that demonstrate the connection between social injustice

and poor health.
� Design methods courses for research and analysis to increase under-

standing of the importance of social justice to improvements in health

status. ‘‘Bringing disparities to public attention so they can be addressed

is key to promoting social justice’’ (p. 187).25

� Mobilize ASPH to sponsor and support activities in the pedagogy of

social justice through its Council on Education, Council on Minority

Health, and other structures within the organization.
� Sponsor workshops for training in advocacy skills for communicating the

growing body of knowledge about the social gradient in health to pol-

icymakers at local, state, and federal levels. The long-term goals would

be to increase social and political will for support of policies that would

address structural barriers to achieving social justice.
� Partner with other private groups and government units engaged in the

analysis of the determinants of health inequalities to provide internships,

practicum experiences, or other opportunities for education and training.

Examples include participation in the project on health disparities at the

Agency for Healthcare Research and Quality, evaluation of progress to-

ward the goals of Healthy People 2010 that address disparities, and the

continued monitoring by Physicians for Human Rights of the goals out-

lined in The Right to Equal Treatment.26

Conclusion

Rudolf Virchow, the great German pathologist who fought on the side of the

democrats in the March revolution of 1848, combined passion for social

justice with scientific rigor. After the revolution of 1848, he established and

edited the journal Medicinische Reform (The Reform of Medicine). In one of

the early issues, he introduced the terms ‘‘public health’’ and ‘‘public health

care’’ to the scientific literature, arguing that it is the responsibility of the
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state to create healthy conditions for the public and to provide public health

services. He wrote,27

Should medicine ever fulfill its great ends, it must enter into the larger political and

social life of our time; it must indicate the barriers that obstruct the normal completion

of the life-cycle and remove them. Should this ever come to pass, Medicine, what

ever it may then be, will become the common good of all. It will cease to be medicine

and will be absorbed into that general body of knowledge which is identified with

power. (p. 561)

As the gap between rich and poor continues to grow, the barriers obstructing

‘‘the normal completion of the life-cycle’’ loom large indeed to those of us in

public health. And, like Albert Schweitzer, we may think and feel that our

‘‘knowledge is pessimistic, but my willing and hoping are optimistic’’ (p.

242).28 His pessimism came from feeling the ‘‘full weight of what we conceive

to be the absence of purpose in the course of world events’’ (p. 242). His

optimism derived from his confidence that ‘‘the spirit generated by truth is

stronger than the force of circumstances’’ (p. 243).

Our duty to the next generation of public health professionals is to provide

them as students and younger colleagues with ample opportunities to learn

the truth about social justice and the social determinants of health to help

surmount the barriers to equity in health. The challenge to educators in public

health is to provide curricula and practicum experiences in supportive edu-

cational environments that enable our students to grow into their ideals.
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RESEARCHING CRITICAL QUESTIONS

ON SOCIAL JUSTICE AND PUBLIC

HEALTH: AN ECOSOCIAL PERSPECTIVE

Nancy Krieger

When I give food to the poor, they call me a saint.

When I ask why the poor have no food, they call me a communist.

—Dom Helder Camara (1909–1999), Archbishop of Recife, Brazil1

Introduction

Questioning the existence of injustice is central to work for social jus-

tice. Asking about its causes and consequences is at once both a practical

necessity and a vital act of imagination and hope, premised on the insight

that what is need not always be. Once the question is raised, critical and cre-

ative work can and must be done to expose why the injustice exists, in-

cluding who gains and who loses and how it wreaks its woe, thereby

generating knowledge useful for both rectifying harm and creating just and

sustainable solutions.

Translated into issues of social justice and public health, critical research

questions necessarily focus on

1. What is the evidence that social injustice harms health?

2. What can be done to prevent this harm?
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Straightforward as these questions may seem, the answers are far from

simple. As shown in figure 26–1, important debates swirl around the exis-

tence and magnitude of and solutions to social inequalities in health. While

many of these disputes are polarized between ‘‘right’’ and ‘‘left’’ political

analyses, as exemplified by arguments about individualistic versus structural

explanations for social inequalities in health,2,3 or risk associated with

various commercial products, such as tobacco3,4 or organochlorines,5 not all

are. Critical debates also occur among proponents of social justice deeply

concerned about social inequalities in health, as evident in controversies

over how to study the contribution of socioeconomic deprivation to racial/

ethnic disparities in health6,7 and whether, and if so, why, income inequality

harms health.8,9 The complexities of problems encompassed in social in-

justices in health and of conducting valid research on their causes means that

both legitimate and manufactured disagreements can give rise to conflicting

claims.

Complexity, however, is not an excuse for inaction—especially because

inaction inevitably translates into shoring up the status quo. The challenge

instead is to devise a useful research agenda for social justice in public health.

Four key reasons to develop such an agenda are as follows:

1. Ignorance forestalls action. Two adages suffice: ‘‘If you don’t ask, you

don’t know,’’ and ‘‘If you don’t know, you can’t act’’; the converse is:

‘‘No data, no problem.’’10

2. The ‘‘facts’’ never ‘‘speak for themselves.’’ Instead, research findings

must be critically evaluated in relation to (a) the theoretical frame-

works researchers use; (b) the rigor with which we conceptualize, op-

erationalize, analyze, and interpret the relevant constructs and data; and

(c) the intellectual honesty we muster to address thoughtfully the likely

limitations of any given study and implications for the conclusions

reached.10–13

3. Specificity matters. The overarching hypothesis that social injustice

harms health in no way implies that each and every type of injustice

is causally related to each and every type of health outcome, or that

such relationships are static. Consider, after all, the marked class shift

in smoking over the twentieth century in industrialized nations, which

went from being concentrated chiefly among more affluent sectors of

the populations to becoming most prevalent among more impov-

erished groups.4,14 Explaining the actual current and changing popu-

lation distributions of disease, including social inequalities in health,

thus constitutes a core test of both etiologic hypotheses and the effi-

cacy of policies and interventions intended to improve the public’s

health.11,12
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Dispute
over

Debate between
opponents vs. proponents of social justice

Existence of
disparities

Existence of social inequalities in health73,75

Innate vs. social explanations76,77
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Solutions to
disparities

Adverse discrimination in medical care
based on race/ethnicity and gender

primary cause of
excess rates of suicide among LGBT

(lesbian, gay, bisexual, transgender) youth

does NOT exist DOES existvs.

“innate pathology” anti-gay discriminationvs.

Individualistic “lifestyle” vs. structural interventions78,79

Address social inequalities in prevalence
and rising rates of obesity

Exhort people
to make

“healthy choices”
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markets selling quality
produce at affordable prices
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Debate between
proponents of social justice

Magnitude of social inequalities in health26,39

Causal pathways leading to social inequalities in health8,9
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primary pathways leading to
socioeconomic inequalities in health
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Artifact of measurement
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psychosocial
stressors

material consequences of
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Assess health impact of proposed policies or projects68,69
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potential harms and benefits of proposed policy or project

Universally
promote HIA
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meaningful, realistic, or prudent

use of relevant resources

vs.

Figure 26-1 Why rigorous research on social justice and population health is necessary: case examples of disputes regarding

existence, causes, and solutions to social inequalities in health.
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4. Research can exacerbate and even generate, rather than help rectify,

social inequalities in health. This sorry statement is readily illus-

trated by the blatant examples of scientific racism and eugenics.11,15,16

Also of concern are more subtle and insidious examples whereby

studies focus on characteristics of the dispossessed but not their

context—as has occurred, for example, in research on homelessness

and health that identifies causes of homelessness in characteristics of

the homeless without considering the characteristics of the housing

market.17,18

Testing claims about the causes and consequences of and solutions to

social inequalities in health is thus necessitated by both the problematic

legacy and critical potential of public health research.

In this chapter, I discuss a proposal for a public health research agenda

that advances issues of social justice and includes four components: theory,

monitoring, etiology, and prevention. Drawing on ecosocial theory11,12 and

the proposition that social justice is the foundation of public health,19 I

define these components as follows:

1. Theory: Research to clarify and develop the theoretical frameworks

used to explain and guide research on and actions to address social

inequalities in health

2. Monitoring: Research to assess the magnitude of and to improve

methods for routinely documenting social inequalities in health, in-

cluding whether these injustices in health are increasing or decreasing

over time

3. Etiology: Research to test hypotheses about the causes of social in-

equalities in the population distribution of (a) health status (disease,

disability, death, and well-being), and (b) access to and provision of ap-

propriate health care

4. Prevention: Research to develop, evaluate, and improve methods to

assess (a) efforts explicitly intended to address social inequalities in

health, and (b) the beneficial and adverse health consequences of ‘‘non-

health’’ policies and programs with social justice implications, including

economic, trade, labor, housing, educational, transportation, agriculture,

and military policies.

For each component, I delineate broad principles and provide specific

examples, recognizing that the work of developing specific hypotheses and

analytic designs requires substantive and detailed knowledge conjoined with

overarching ideas.
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Theory: Research to Sharpen Ideas,
Analysis, and Explanations

Why theory? Consider the model of determinants of population health—

including social inequalities in health—shown in figure 26-2. This model,

centered on the distribution and level of population health, appeared in theU.S.

federal report ‘‘Shaping aHealth Statistics Vision for the 21st Century,’’20 with

the express purpose of identifying the kinds of data that should be routinely

obtained to permit monitoring and investigation of the public’s health. Note

its concern with context, time, and place and its attention to political, eco-

nomic, social, cultural, physical, ecological, public health, and medical fac-

tors shaping population health. Its inclusion of these myriad determinants and

its concern with injustice is not accidental but rather is structured by its

explicit reliance on theories of population health.12,20,21 This is what theory

can do: It can provide insight into and encourage us to test our ideas about

the workings of our world (and universe) by envisioning causal relationships

between specified domains of phenomena, including links between social in-

justice and health, and suggesting ways to test whether the hypothesized re-

lationships in fact exist.12,13

The ecosocial theory of disease distribution that I have been develop-

ing,11,12,21 for example, calls attention to four constructs posited to be useful

for determining ‘‘who and what drives population patterns of health, disease,

and well-being, including social inequalities in health’’ (p. 672).12 Aiding

conceptualization of social injustices in health as biological expressions of

social inequality, these constructs are as follows:

1. Embodiment, referring to how we literally incorporate, biologically, the

material and social world in which we live

2. Pathways of embodiment, referring to how processes of embodiment are

shaped simultaneously by histories of societal arrangements of power

and property and by constraints and possibilities of our evolved biol-

ogy, including gene expression, and not just gene frequency

3. Cumulative interplay of exposure, susceptibility, and resistance across

the life course, referring to the importance of timing and accumulation

of, as well as responses to, embodied exposures

4. Accountability and agency, referring not only to the institutions and

persons responsible for generating or perpetuating social inequalities in

health but also to the public health researchers for the theories used to

explain or ignore these injustices.

By using such a theory, one can begin systematically to select, for ex-

ample, among determinants presented in figure 26-2 to diagram diverse
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Figure 26-2 Determinants of population health. (Presented in the 2002 U.S. federal report: Shaping a health statistics

vision for the 21st century.20)
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pathways of embodiment conceivably leading to social disparities in health

and to discern whether additional determinants should be included. This is

because theory enables perception of gaps, rather than drawing on only what

has already been documented.

Ecosocial theory, however, is only one of several theories of disease dis-

tribution that explicitly link issues of social justice and public health with

others. Although it is beyond the scope of this chapter to explicate these

theories (see Krieger12 for a review of the principal theories used in social

epidemiology), others include social production of disease, political econ-

omy of health, and health and human rights—all of which importantly

emphasize societal determinants but tend to leave biology relatively opa-

que.2,3,12,21,22 Additional more biologically or psychologically oriented the-

ories not inherently focused on social injustice but nevertheless often drawn

on in research concerned with social inequalities in health include life course

perspective, human and social ecology, social psychology, and various psy-

chosocial theories focused on health behaviors.23–25

Also germane are frameworks explicitly focused on social justice and so-

cial change but not inherently concerned with health, including critical social

theory, feminism, antiracist theories, postcolonialism, poststructuralism,

Marxist theories, and theories of justice.2,3,25–28 Critical issues raised by these

latter theories include defining (and debating) definitions of ‘‘social justice,’’

‘‘social injustice,’’ ‘‘equity,’’ and ‘‘inequity,’’26–28 all constructs highly rele-

vant to the claims that social injustice in health exists and that social justice is

the foundation of public health.2,3,19,21,22,25–27 Although these diverse ideas

are beyond the scope of this chapter to elaborate, at issue are fundamental

notions of (a) distributive and procedural justice; (b) the constellation of

indivisible social, economic, political, civil, and cultural rights core to a hu-

man rights framework; and (c) the actions of states plus private and public

institutions to oppose or condone exploitation and to protect, promote, or

violate human rights.22,26–28

Yet, to date, little systematic research has been conducted on similarities,

differences, and deficiencies of these diverse contemporary theories that

explicitly—and all too often implicitly—inform research on social injustice

and health. Indeed, given the dominance of the biomedical paradigm and its

positivist emphasis on individual ‘‘lifestyles’’ and faulty genes,3,12,29,30 many

public health researchers are often untrained in theories of disease distribu-

tion, let alone theories of justice. They are thus unaware of their potential

usefulness for sharpening not only research questions but also the design,

analysis, and interpretation of public health investigations, interventions, and

evaluations. Contemporary scholarship in science studies, however, high-

lights that advances in scientific understanding are achieved more often

through refinement—and replacement—of concepts and ways of thinking,
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rather than by novel discoveries per se.11,30 Research on characterizing

and improving theories for social justice and public health is thus well

warranted—and sorely needed, precisely because it is rarely explicitly

funded!

Monitoring: Research to Document the Extent of,
and Trends in, Social Inequalities in Health

Research to improve monitoring of social inequalities in health is likewise

urgently required. Without routine monitoring, it is not possible to assess the

extent of these injustices in public health, whether they are becoming worse

or diminishing over time, or their relationship to changes in their presumed

societal determinants.

A prerequisite for tracking health outcomes and their determinants, how-

ever, is having a functioning public health monitoring infrastructure.10,20,31,32

This entails systems that (a) can accurately and comprehensively document

incident and/or prevalent cases (plus ensure confidentiality of this informa-

tion), and (b) have access to relevant denominator data (such as from the

census) to compute the desired rates. Also important is the capacity to link to

data on relevant societal determinants of health, as suggested in figure 26–2.

Accomplishing any of these tasks is difficult, and even more so when public

health agencies lack funds to provide essential services. Thus, in addition to

generating social disparities in health, social injustice further compounds the

problem by reducing the resources required to monitor its adverse effects on

population health.10

Three types of research involving monitoring and social injustices in health

are needed, as follows:

1. Research on the categories used to classify and the methods used to

enumerate societal groups whose differential rates and risks constitute

evidence of social injustice in health. At issue is how these categories

are conceptualized and operationalized (such as regarding class, race/

ethnicity, gender, sexuality, nationality, immigrant status, and disabil-

ity),33 plus problems with misclassification and biased ascertainment.

Underscoring the need for research on these issues is, for example, one

recent methodologic study demonstrating how misclassification and the

undercount together led to serious understatement of U.S. mortality

rates in the 1980s among American Indians and Asian and Pacific Is-

landers compared with white Americans34; how these problems affect

contemporary data, especially given changes in U.S. census classifica-

tion of race/ethnicity, remains unknown.
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2. Research on contextual data to augment public health monitoring data

gathered on individuals to permit linkage to relevant data that cannot be

reduced to individual-level characteristics. The need for such inquiry is

suggested by results of the U.S. Public Health Disparities Geocoding

Project, which found that choice and level of area-based socioeconomic

measures matter, with the census tract poverty measure most sensitive

to expected socioeconomic gradients in health, while ZIP code–level

measures oftenmissed—and in some cases reversed—these gradients.35,36

3. Research on the measures used to compare health status across soci-

etal groups, regarding both the choice of outcomes (such as debates over

whether to use such summary measures as disability-adjusted life years

[DALYs]37,38) and the type of contrast (such as relative versus absolute

risk, or comparing only the extremes versus the full distribution).39 In-

dicating the need for such research are studies demonstrating, for exam-

ple, that while women may on average have longer life expectancy than

men, they often have the same or fewer years of healthy life expec-

tancy,40 and that the magnitude of socioeconomic inequalities in health

among women is less than that among men if absolute rates are com-

pared but that the magnitudes are similar if relative risks are compared.41

Together, these diverse examples suggest that the use of different methods

can lead to very different understandings of who disproportionately endures

burdens of ill health. If the impact of injustice on health is to be accurately

assessed, context-specific research on diverse approaches to monitoring so-

cial disparities in health is essential.

Etiology: Investigating the Determinants
of, and Deterrents to, Social Inequalities
in Health Status and Health Care

Although theory can provide critical insight into connections between in-

justice and health and monitoring can provide evidence of social disparities

in health, etiologic research is required to determine if hypothesized deter-

minants in fact explain the actual population distribution of health and social

inequalities in health—over time and both within and across societies.

Critical Questions for Research on Social Justice and Public Health

Questions linking social injustice to population patterns of health, disease, and

well-being are distinguished by their emphasis on societal accountability—

for both the injustice at issue and its rectification. To show that poverty and
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ill health are causally connected due to constraints imposed by structural

inequality rather than individual failure—that is, a social justice versus victim-

blaming explanation2,3,26,27,42—requires evidence, not just ideological debate.

Three theoretically driven overarching questions useful for explicitly ar-

ticulating issues of accountability and agency can thus be useful for guiding

etiologic research on social injustice and health. Some of these questions and

their derivatives have been examined in public health research, but many

have not, suggesting that much remains to be done.2,3,12,21,43,44 These ques-

tions are as follows:

1. How does prioritizing capital accumulation over human need and

ecosystem sustainability affect health status and health care? At issue

are neoliberal economic policies, injurious workplace organization and

exposure to occupational hazards, inadequate pay scales, environ-

mental pollution, unaffordable housing, privatization of health care,

costly pharmaceuticals, and rampant commodification of virtually ev-

ery human activity, need, and desire.

2. What is the public health impact of state policies enforcing these pri-

orities? Included are policies that govern (a) regulation or deregulation

of corporations, the real estate industry, the insurance industry, and

interest rates; (b) enactment or repeal (or enforcement or neglect) of tax

codes, trade agreements, labor laws, and environmental laws; (c) ab-

solute and relative levels of spending on social and health programs

compared with prison systems and the military; and (d) diplomatic

relations with, economic domination of, and even invasion of countries

abroad.

3. What is the impact of impoverishment, and of violation of economic, so-

cial, political, civil, and cultural rights, singularly and combined, on

population distributions of health and health care? For example, what

are the health consequences of: experiencing economic and noneconomic

forms of racial discrimination; being sexually or physically abused by a

family member or intimate partner or on account of belonging to a sex-

ual minority (such as lesbian, gay, bisexual, transgender, or transsexual);

or experiencing unjust repression and violence at the hands of agents of

the state or paramilitary groups?

Although these questions importantly focus on societal determinants of

health, they nevertheless offer little guidance on how to move from these de-

terminants to their manifestation in population inequities in health. To the

extent that evidence is needed on magnitude of harm caused, let alone mech-

anisms by which harm is caused (including to refute explanations embracing

only individualized ‘‘risk factors’’), more specificity is required.
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Refining the Research Question: An Ecosocial Approach

One way to develop a systematic approach to refining research questions

addressing links between injustice and population health is perhaps to con-

sider key socially structured and biologically contingent pathways by which

inequality can become embodied, across the life course, as delineated using

an ecosocial perspective.11,12,16,21 These pathways—potentially multilevel and

multitemporal—involve adverse exposure to:

1. Economic and social deprivation

2. Toxic substances, pathogens, and hazardous conditions

3. Discrimination and other socially inflicted trauma (mental, physical,

and sexual, directly experienced or witnessed, from verbal threats to vi-

olent acts)

4. Targetedmarketing of commodities that can harm health, such as ‘‘junk’’

food and psychoactive substances (alcohol, tobacco, and other licit and

illicit drugs)

5. Inadequate or degrading medical care.

Also relevant are health consequences of people’s responses to being

subjected to these structural, ecological, institutional, and interpersonal man-

ifestations of inequality. These responses—each with their own set of po-

tential health impacts—can range from internalized oppression and harmful

use of psychoactive substances to reflective coping, active resistance, and

community organizing to rectify inequity and promote human rights, social

justice, and ecologically sustainable economies.

Translating these general concerns into specific research questions requires

rigorously elaborating relevant hypotheses, generating valid study designs,

and choosing or, if necessary, developing apt measures and analytic methods.

In each and every case, scrupulous attention must be paid to issues of:

1. Etiologic period (time from exposure towhen the outcome ismanifested)

2. Type, level, and timing of measurement: of the exposure(s), outcome(s),

and other covariates

3. Specificity (or not) of the exposure–outcome relationship

4. Historical trends in the occurrence of the exposures and outcomes under

study.

Moreover, if current and changing patterns of population health and

social inequalities in health are to be explained, then attention to the spe-

cifics of changing exposures—and not just ‘‘inequality’’ per se—is clearly

warranted.12,44
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Exemplifying why conceptual and operational clarity is critical is research

that demonstrates what happens if the relevant social groups or exposures are

misspecified. For example, measure social class only at the individual, rather

than household level, and key trends in social inequalities in women’s health

will be missed.45,46 Measure economic resources only in adulthood, not in

childhood, and the cumulative impact of economic deprivation will remain

invisible.23,44,45,47 Measure household resources, but ignore neighborhood or

regional economic conditions, and important contextual determinants will be

missed.35,36,48–50 Measure racial/ethnic identity, but ignore direct and indi-

rect measures of racial discrimination, and the toll of racism on health will

remain unknown.6,16,51 Measure sex, gender, and sexuality, but omit data on

current and past histories of sexual and/or gendered violence, and explana-

tions of somatic and mental health will be incomplete.21,52,53

Case Example: Excess Hypertension Among African-Americans

How might this way of thinking be used to generate specific research ques-

tions? Consider, as one example, the case of excess rates of hypertension

among the U.S. black population compared with not only the U.S. white

population but also other populations ofWestAfrican descent,whether inWest

Africa, the Caribbean, or elsewhere, reflecting histories of the intercontinental

slave trade and contemporary migration.16,51,54 Research illuminating the

impact of injustice on population distributions of hypertension—conceptual-

ized as a biological expression of racial inequality16,51,55—could fruitfully be

historical, international, contemporary, and local.16,51,54–58

To offer one approach to concretizing such a broad research agenda, figure

26-3 illustrates a selection of possible hypotheses relevant to investigat-

ing injustice in relation to black–white disparities in blood pressure among

working-age adults, generated using the list of pathways prompted by an

ecosocial perspective.11,12,21 These pathways, conjoining social and biolog-

ical phenomena, explicitly involve structural, ecological, institutional, and

interpersonal expressions of inequality, experienced and embodied across

the life course. Thus, as diagrammed, conditions such as economic depriva-

tion and racial discrimination can increase the risk of hypertension via

pathways involving lead exposure, damaged kidneys, excessive body mass

index, unmanaged hypertension due to lack of access to adequate health

care, and increased allostatic load16,51,54–61—with the last of these defined as

‘‘the wear and tear of the body and brain resulting from chronic overactivity

or inactivity of physiological systems that are normally involved in adapta-

tion to environmental challenge’’ (italics in original) (p. 37).61 To investigate

any of these hypotheses would require adequate measures of both exposures

and outcomes, plus numerous covariates. Highlighting the need for both
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methodologic and etiologic research, moreover, the necessity for rigorous

methodological research for developing, say, valid self-report measures of

racial discrimination,16,51,57 or of the body burden of lead,60 cannot be

minimized.

Clearly, no one study could ever realistically address even the restricted set

of pathways proposed in figure 26-3. The point is not that a focus on injus-

tice means any given investigation should measure ‘‘everything’’—that would

be unrealistic and absurd. Instead, the aim should be to use relevant theo-

ries concerned with social inequalities in health to consider systematically

the choice of hypotheses, study design, measured variables, and unmeasured

covariates likely to be important, as well as potential confounders and pos-

sibilities of selection bias. Equally key is identifying whose input would be

helpful in sorting out these questions. Depending on the study hypothesis

and sources of data, valuable input can likely be gained from academic re-

searchers, public health practitioners, policymakers, and global, national, and

community-based advocacy organizations, including members of groups

whose experiences of inequality led them to bear the burden of the particular

health problem under study.2,3,21,22,25,26,43 By situating the knowledge and

conduct of any given investigation within its broader societal context,12,13,30

odds are that researchers will be better positioned to understand and con-

vey the meanings and limitations of their study results.

Hypotheses involving structural, ecological,
institutional, and interpersonal expressions of inequality

   Blood
Pressure

Damage to kidneys caused
by economic deprivation:
• restricted fetal growth
• lead exposure: in utero and later

Resistance/buffering by work and
community charateristics:

? ?

?

?

?

• labor, environmental, and civil rights law
• unions and other advocacy organizations

Increased allostatic load due to
adverse conditions:
• discrimination and other social trauma
• other psychosocial stressors (such as
   high demand/low control job)
• physical trauma (such as loud noise)

Lack of access to
adequate health careExcessive Body Mass Index

due to social harm:
• lack of access to affordable and
  healthy food and safe recreation
• targeted marketing of junk food
• adverse use of food and alcohol
  due to social trauma (e.g., child
  abuse)

Figure 26-3 Case example: social inequalities in the population distribution of

hypertension—selected hypotheses that could be systematically explored, involving

multilevel pathways of embodiment across the life course.16,51,54–61
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Prevention: Research to Develop, Evaluate, and Improve
Methods to Assess the Health Impact of Programs and
Policies Involving Issues of Social Justice

The content of the questions for prevention research differ from those of eti-

ologic research, but when it comes to addressing links between injustice and

health, some common principles apply. These principles include not only

conceptualizing relevant pathways at multiple levels, in relation to relevant

timeframes, but also asking who gains from as well as who is harmed by in-

justice.2,3,21,25–27,42–44 If social injustice were simply a matter of ignorance,

increasing knowledgewould be sufficient to render theworldmore equitable—

yet many of those firmly holding on to power and privilege are highly educated

persons. A corollary is that if it were easy to challenge privilege and rectify

injustice, the world would already be a very different place.

Research on prevention and social inequalities in health tends to focus on

two distinct topics: (a) prevention, health promotion, and advocacy efforts

explicitly focused on health, and (b) the health impact of policies and pro-

grams originating outside of public health effort. Typically, research on de-

signing, implementing, and evaluating explicitly health-oriented interventions

is organized around social units whose physical and social conditions reflect

(and generate) broader social inequities, such asworkplaces, schools, and com-

munities.24–26,50 Examples include research on promoting workers’ health by

simultaneously addressing occupational hazards and health behaviors, in-

creasing access to clean water, reducing exposure to airborne pollutants and

cigarette smoke, increasing safer sex and condom use, reducing harm asso-

ciated with use of licit and illicit drugs, and increasing access to health ser-

vices.25,26,43,62

Also relevant is research to develop vaccines for, plus pharmacological

agents to treat, the myriad infectious and parasitic diseases that dispropor-

tionately affect impoverished populations worldwide.63,64 Research likewise

is needed to develop more options for safe, effective, affordable, and user-

friendly contraceptives, including barrier methods to curtail the spread of

sexually transmitted infections.53,65 Recommending this type of research in

no way contradicts understandable concerns regarding commonplace and

often-hyped suggestions that technological ‘‘magic bullets,’’ improved health

care, and public health programs can by themselves improve health without

addressing the social injustices that create social disparities in health.2,3 As

the historical record and contemporary efforts make clear, however, the de-

velopment of potentially life-saving technologies, therapies, and health in-

terventions are nevertheless one component of a critical research agenda for

social justice and public health; neglecting these concerns can lead to what

has been termed ‘‘public health nihilism’’66 and forgo closing gaps created by
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elite research programs that have long ignored ‘‘unprofitable’’ diseases af-

fecting those bearing the brunt of social injustices in health.

Importantly, although diverse kinds of public health interventions can eth-

ically be randomized among or between members of a designated community

(such as type of prevention message that is used), others cannot (such as the

provision of clean water). One implication is that the randomized clinical trial

(RCT) paradigm cannot be the sole standard for evidence on what makes a

difference for addressing social disparities in health. This is because the RCT

design cannot be used for critical determinants that can be changed but cannot

be not randomized.67 For this reason, research to evaluate the successes—and

failures—of advocacy initiatives designed not for ‘‘research’’ but to improve

people’s lives21,25,43 is also critically needed.

Also necessary is prevention-oriented research on the impact of policies and

programs that affect health but that were not explicitly conceived or im-

plemented in relation to public health concerns. Examples include policies on

taxation, trade, labor, immigration, transportation, urban development, edu-

cation, housing, and antipoverty programs, among others. Although concerns

about the impact of such ‘‘non-health’’ policies on population health are not

new, new attention to the promise of research on this topic for prevention of

social inequalities in health is coalescing under the rubric of ‘‘health impact

assessment’’ (HIA).68,69 The conduct of HIAs could potentially (a) enhance

recognition of societal determinants of health and of intersectoral responsi-

bility for health, and (b) call attention to how ‘‘non-health’’ policies and pro-

grams have the potential to reduce—or exacerbate—social inequalities in

health.68 Even as HIA offers promise as a new avenue of prevention research

promoting links between social justice and health, important questions remain

about both the process and possible pitfalls, including feasibility and costs of

generating valid estimates of likely health impacts.68

Conclusion

Clearly, many questions can be asked about the links between social injustice

and health. Determining whether such research should be conducted, and

which types of questions should be prioritized, necessitates critical attention to

principles of social justice and human rights. Concern for these principles is

essential from the first glimmers of a research idea all the way through to

creating the study team, designing the study, getting it funded, collecting the

data, testing hypotheses, and interpreting and disseminating results. It like-

wise necessitates collective strategizing to ensure that both public and private

sponsors forthrightly fund research on social injustice and health. Suggesting

this is possible are the myriad efforts that have led to the requirements that
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every institute at the U.S. National Institutes of Health develop a strategic plan

to address health disparities.70

The conceptual and methodological rigor required—and developed—for

research linking social justice and public health refutes the oft-asserted con-

servative canard that advocacy and rigorous science are incompatible.71–73

Instead, given the lives at stake, research tackling social inequities in health

has the responsibility to use the best knowledge and methods avail-

able.2,3,18,21,43,44,47,74 It is this hard-won knowledge, secured by dedicated and

inspired effort to investigate determinants of and remedies for social in-

equalities in health, that public health researchers can uniquely bring to the

proverbial table—one contribution among many to create a more just, caring,

and sustainable world.
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PROTECTING HUMAN RIGHTS

THROUGH INTERNATIONAL

AND NATIONAL LAW

Peter Weiss and Henry A. Freedman

Introduction

International and national law can play a critical role in protecting human rights,

and thereby reducing social injustice, because law is perhaps the primary system

through which the state and international community seek to enforce social norms.

Human rights is not a creation of the twentieth century. Antigone, in Sophocles’

play of that name from the fifth century B.C.E., defies a royal decree forbidding the

burial of her brother Polyneices by relying on ‘‘the unwritten and unfailing laws of

heaven’’ whose ‘‘life is not of today or yesterday, but from all time.’’1

The notion of a supreme law that confers on individuals rights transcending

those found in the codes of laws of their nations is a constant theme running

through thewritings of allmajor cultures for the past 2,500 years.Heaven as the

source of rights came gradually to be complemented by nature (human as well

as societal and environmental)—hence the reference to ‘‘the laws of nature and

of nature’s God,’’ which precedes the definition of the inalienable rights (‘‘life,

liberty, and the pursuit of happiness’’) in the United States Declaration of

Independence in 1776.

The fundamental law of the United States, the 1789 Constitution, and the

1791 Bill of Rights (the first 10 amendments to the Constitution) imposed few

positive obligations on the government, and none related to economic or social
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rights. Interestingly enough, the codification of international human rights

began about the same time, with the branch of human rights law dealing with

the obligations of combatants, known as humanitarian law or by its Latin name,

jus in bello. These obligations of omission and commission created, if only

indirectly, concomitant rights in the persons and institutions to be protected. In

1782, the United States and Prussia signed a treaty of amity and commerce that

provided that, should war break out between them, all women and children,

scholars of every faculty, cultivators of the earth, artisans, manufacturers and

fishermen, unarmed and inhabiting unfortified towns, villages or places, and, in

general, all others whose occupations were for the common subsistence and

benefit of mankind should be allowed to continue their respective employment

and should not be molested in their persons.2 This represents the increasingly

ignored principle that civilians are not legitimate targets in war,3 which forms

the bedrock of subsequent international treaties, including the Hague Con-

ventions of 1899 and 1907 and the Geneva Conventions of 1949.4

Meanwhile, in theUnitedStates,constitutionalamendments followingtheCivil

War (1861–1865) prohibited slavery and provided that no state shall ‘‘deprive any

person of life, liberty, or property, without due process of law; nor deny . . . the
equal protection of the laws.’’5 These provisions have proved crucial in securing

certain social andeconomic rightsbutdonot affirmativelyprovide for those rights.

Because of the federal structure of the United States, each of the 50 states

is also an important source of rights. However, only the constitution of New

York State imposes a sufficiently explicit affirmative state obligation to pro-

vide for the poor that meaningful court enforcement has been obtained.

Other states have either no provision for economic and social rights or a

limited provision easily satisfied by whatever a state does.

The United Nations Charter, which came into force in 1945, constitutes

a treaty binding on all of its original and future members. Many people re-

member that, in its first paragraph, ‘‘We the Peoples of the United Nations’’

commit ourselves to ‘‘save succeeding generations from the scourge of war’’

(Preamble). But few recall that in its second paragraph, this commitment is

extended to reaffirming ‘‘faith in fundamental human rights, in the dignity and

worth of the human person, in the equal rights of men and women’’ (Preamble)

and that one of the purposes of the United Nations, as defined in its charter, is

‘‘promoting and encouraging respect for human rights’’ (Article 1[3]).6

How International and National Law Can Reduce Social Injustice

International Law

The United Nations Charter is like a matrioshka, a Russian nesting doll,

producing document after document of greater particularity, but of smaller
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scope, than its predecessor. Thus, in 1948, under the leadership of Eleanor

Roosevelt and with the approval of the United States, the United Nations

adopted the first comprehensive, nonmilitary, code of human rights, the Uni-

versal Declaration of Human Rights (UDHR), which contains articles dealing

with economic, social, and cultural rights, including social security, education,

and a standard of living adequate for health and well-being, including food,

clothing, housing, medical care, and necessary social services.7 Mothers and

children, whether born in or out of wedlock, are entitled to special care and

assistance.

Eight years later, two covenants—the International Covenant on Economic,

Social and Cultural Rights (ICESCR)8 and the International Covenant on Civil

and Political Rights (ICCPR)9—provided greater detail on the rights de-

scribed in the UDHR and made signatory nations responsible for recognizing

and implementing these rights. Thus, nations are required to recognize the

right to safe and healthy working conditions, punish employers who employ

children and young persons in harmful work, and recognize ‘‘the right of

everyone to the enjoyment of the highest attainable standard of physical and

mental health’’ (ICESCR, Article 12[1]). Signatory nations agree to achieve

the full realization of the last of these rights by reducing infant mortality;

improving environmental and industrial hygiene; preventing, treating, and

controlling epidemic, endemic, occupational, and other diseases; and ensuring

access of sick people to medical services. This last clause, which could sound

like a mandate for universal health care, may explain why the United States

has never ratified ICESCR, although it did finally ratify ICCPR in 1982.

However, the United States is a member of theWorld Health Organization and

has therefore accepted—albeit not in the form of a treaty—the principle that

‘‘the enjoyment of the highest attainable standard of health is one of the

fundamental rights of every human being.’’10

Another important source of state obligations in the economic and social

sphere is the Charter of the Organization of American States,11 ratified by the

United States in 1951. By its terms, the member states pledge themselves ‘‘to

accelerate their economic and social development’’ (Article 31) and to achieve

‘‘equitable distribution of national income . . .modernization of rural life,

protection of man’s potential through the extension and application of modern

medical science, proper nutrition . . . adequate housing for all sectors of the

population, and urban conditions that offer the opportunity for a healthful,

productive, and full life’’(Article 31).

The framers of the UDHR and of the two covenants made no distinction

between two sets of human rights. In identical preambles to the two con-

ventions, they declared that there were two sets of rights that were completely

interdependent and could only be achieved together: (a) civil and political

rights; and (b) economic, social, and cultural rights. Unfortunately, many
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judges, policymakers, and academics have insisted on making a distinction

between these two sets of rights. During the Cold War, the capitalist West

generally regarded the ICCPR rights as real and enforceable and the ICESCR

as ‘‘aspirational’’ and unenforceable, whereas the socialist East took the op-

posite view. The Western view now prevails worldwide, except for Cuba,

North Korea, and, to some extent, China. Even the reality of ICCPR leaves

much to be desired in many countries, including, particularly since the ter-

rorist attacks of September 2001, the United States and some of its NATO

allies.

The time may be here to transform the right to health and other social and

economic rights from abstract concepts into legally enforceable instruments.

Many courts, and particularly those in the United States, still refuse to treat

ICESCR as ‘‘real.’’ They adhere to the notion that such rights can only be

progressively implemented as resources become available, ignoring that gov-

ernment resources are allocated by politicians according to their own sense of

values and priorities. But this is by no means true for the rest of the world. The

‘‘case law’’ page of ESCR-NET lists about 90 recent cases from 12 countries

and some international and regional human rights bodies that deal with such

economic, social, and cultural rights as social security, health, housing, and

education. They involve decisions based on ICESCR and national constitutions.

The most famous of these cases is the Grootboom case, which was decided

by the Constitutional Court of South Africa in 2000.12 It involved an appeal

by a community of squatters for assistance from the provincial and municipal

authorities under two sections of the South African Constitution dealing with

the right to housing and with children’s right to basic shelter. The order of

the Supreme Court included the construction and operation of 20 perma-

nent toilets, the installation and operation of 20 water taps, and the provision

of building material up to a value of 760 rands (US$130), to all households.

On the precedent of this case, the Constitutional Court in 2001 decided the

case of Treatment Action Campaign v. Minister of Health.13 This decision

affirmed an order by a lower court to provide the retroviral drug nevirapine to

all HIV-positive pregnant women in South Africa, probably saving tens of

thousands of lives.

Among other cases involving public health and social justice are the

following:

� In Maria Isabel Chamorro Santamaria et al. v. the Ministry of the Econ-

omy and the National Treasury,14 the Supreme Court of Costa Rica

decided that the national treasury had sufficient funds to provide the

plaintiffs with the social services that had previously been denied to them.
� In Paschim Banga Khet Samit v. State of West Bengal, a case brought

by a plaintiff who fell off a train and was denied emergency medical
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treatment in six government hospitals, the Supreme Court of India

awarded compensation to the plaintiff and issued a detailed set of orders

to the state government designed to improve the availability of medical

services in West Bengal.
� In Jorge Odir v. Miranda Cortez, the Inter-American Commission for

Human Rights affirmed the right to health in the American Convention on

Human Rights. It also requested the government of El Salvador to im-

mediately supply retroviral medication to the petitioners with HIV/AIDS,

a request that was later given the force of law by the Supreme Court of

El Salvador.
� In Shela Zia v. Wapda PLD, the Supreme Court of Pakistan, following the

precedent set by the Supreme Court of India of accepting direct petitions

from citizens who considered their human rights violated, held that it

lacked the expertise to decide whether a proposed power station would

constitute a serious health hazard but ordered the government to establish

a commission of internationally known and recognized scientists to eval-

uate the petitioners’ claim.

In addition to national tribunals and regional ones, such as the Inter-

American Commission and Court for Human Rights or the European Court of

Human Rights, questions of humanitarian law that implicate social injustice

are subject to litigation in international tribunals. The International Court of

Justice (ICJ) did so in the case brought by Nicaragua against the United States

in 1984 concerning the activities of the U.S.-sponsored contras. More re-

cently, in the nuclear weapons case, the ICJ held that ‘‘a threat or use of

nuclear weapons should be compatible with the requirements of the interna-

tional law applicable in armed conflict, particularly those of the principles and

rules of international humanitarian law.’’15 However, cases involving viola-

tion of human rights or humanitarian law rarely come before the ICJ.

By contrast, the International Criminal Court, still in its infancy, is likely

to eventually have a docket dealing precisely with the principles of inter-

national humanitarian law to which the ICJ referred in the Nuclear Weapons

Case. Its jurisdiction is limited, for the time being, to ‘‘the crime of genocide,

war crimes, and crimes against humanity.’’16

National Law in the United States

Because social and economic rights are not mentioned in the U.S. Constitution,

progressive forces have succeeded in addressing social justice and human rights

issues throughfederal andstate legislation.Akeystepwas the1935SocialSecurity

Act, which created federal retirement and survivor’s benefits (and later disability

benefits) and the unemployment insurance program—with all of these benefits

based on earnings history, not current economic need. The Act also provided
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matching funds for state welfare programs for the elderly and Aid to Families

with Dependent Children (AFDC)—largely for families missing one parent.

Eligibility for these programswas based, in contrast, on current financial need and

satisfaction of other factors. In 1935, the U.S. Congress was dominated by se-

nators from the South. To ensure that the federal government would not use these

programs to promote a civil rights agenda, Congress afforded the states enormous

discretion in setting eligibility and benefits. As time passed, administration

of these programs was often permeated by arbitrariness and racial discrimination.

In recent years, legislatures have stripped legal rights from many social

welfare programs, program rules and administration have narrowed eligibil-

ity and made application for programs and compliance with program re-

quirements more difficult, tax revenues needed to fund programs have been

eliminated, judges have been increasingly hostile to claims, and much of the

public—including many of those who have been harmed—have believed that

poverty and other social ills are the sole responsibility of the individual, not the

consequence of economic forces or government policy. Although significant

progress is being made in many other areas of human rights, poverty, with its

severe impact on health, remains endemic, especially among racial and ethnic

minorities and single mothers and children.7

In 1965, the U.S. Congress created the Medicare program to provide health

care for seniors and people with disabilities eligible for Social Security ben-

efits and a state-federal program to fund health care for certain needy families,

seniors, and persons with disabilities. The federal government assumed re-

sponsibility for the needs-based cash assistance programs for the elderly and

disabled in 1974, now called the Supplemental Security Income (SSI) pro-

gram. AFDC served as the nation’s major welfare program until 1996.

Creative lawyering in the late 1960s effected profound changes in welfare

programs through two U.S. Supreme Court cases that established a legal ‘‘en-

titlement’’ to assistance:

� InKing v. Smith, Alabama had deniedAFDC to amother who had recently

had sexual relations with a man who was not the father of her child.

Alabama’s policy was one of several used, especially by the Southern

states, to excludemanypeople of color and others considered ‘‘unworthy.’’

In 1968, a unanimous U.S. Supreme Court ruled that Alabama could not

exclude people for whom matching funds were available under federal

law. This decision led to rapid growth of welfare rolls and a substantial

increase in the percentage of minority individuals on them.
� Two years later, in Goldberg v. Kelly, the Supreme Court applied the

Constitutional Due Process clause in ruling that welfare benefits could not

be terminated unless advance notice was given and an opportunity for an

in-person hearing provided. The court adopted the argument raised by
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progressive lawyers and scholars that government benefits created with

explicit eligibility conditions were a form of ‘‘property’’—a ‘‘statutory

entitlement’’ that could not be taken away without due process of law.

This transformed state welfare administration, reducing arbitrariness and

increasing accountability. Still, bureaucracies were too large and com-

plex, social and political hostility to those in poverty were too great, and

the ability of many welfare recipients to assert and defend their rights too

hampered for complete rationality and fairness to be achieved.

During the 1980s and 1990s, social programs came under increasing attack,

with charges that they nourished antisocial behavior and long-term im-

poverishment. One major trend was replacing federally created individual

‘‘entitlements’’ with ‘‘block grants’’ to the states, devolving to state and local

authorities the power to set standards and rules. The 1996 legislation that

replaced AFDCwith the block grant Temporary Assistance to Needy Families

Program explicitly stated that there was no provision for an ‘‘entitlement’’ to

benefits. This legislation gave the states far greater discretion but imposed

rigorous work requirements. Welfare rolls decreased because of a growing

economy, much-harsher eligibility requirements, and services to assist people

to get jobs.

Just as there is no explicit constitutional right to subsistence (except in New

York), there is no right to shelter or to health care. Still, lawyers have ag-

gressively and creatively enforced statutory rights in health care and housing

programs. Many states have constitutional provisions ensuring rights to public

education, and lawyers have had some success in forcing states to address

severe underfunding of education in many local school districts. Nonetheless,

the combination of tax cutting and state constitutional provisions forbidding

budget deficits is making it difficult for public officials to provide for edu-

cation, much less other social needs not mentioned in state constitutions.

Greater success has been achieved in promoting civil rights. The U.S. Su-

preme Court declared racial segregation in education to be unconstitutional in

1954. Congress passed legislation prohibiting racial segregation in employ-

ment, transportation, and many other areas, and profound changes have oc-

curred in U.S. society as a result. Unfortunately, segregation in housing and

education has persisted in much of the United States, and persons of color are

still far more likely to be poor. On the other hand, despite major efforts by

conservative forces, the U.S. Supreme Court ruled in 2003 that public colleges

could take race into account in seeking to achieve a more diversified student

body.

Constitutional decisions and legislation have also barred many forms of

discrimination against women, and women have truly taken a far more sig-

nificant role in business, politics, and sports than they had before. Reproductive
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rights have faced a much more rocky road, with only a narrow U.S. Supreme

Court majority continuing to uphold a woman’s right to abortion, while social

forces and restrictive legislation havemade availability of abortionmuchmore

limited.

Much progress has been made in eliminating various forms of discrimina-

tion on the basis of sexual orientation, with gay marriage ruled valid by one

state’s highest court, and a recent Supreme Court decision allowing criminal

prosecution of sodomy overturned by the current Supreme Court. In addition,

the rights of persons with disabilities have been recognized by Congress, with

the result that public facilities and programs are far more accessible to persons

with disabilities and employers are required to make reasonable accom-

modations for disabilities.

Rights, however, are meaningful only if there are courts to enforce them

and lawyers to assert them, and there are reasons to be concerned about both at

the present time. During the past decade, a bare majority of the U.S. Supreme

Court has issued a series of decisions imposing barriers to asserting claims of

rights, particularly against the states.

At the same time, there are hardly enough lawyers to enforce rights. While

the Supreme Court has found a constitutional due process right to counsel in

criminal cases, no equivalent right has been found for most civil cases. There

is, however, a rich history of rights lawyering that has made a profound dif-

ference in U.S. society. Privately supported groups, such as the Center for

Constitutional Rights, the American Civil Liberties Union, the NAACP Legal

Defense Fund, and other groups with an ethnic, women’s, or sexual orientation

focus, have largely focused on civil liberties and civil rights. Lawyers have

joined together to defend rights in relatively radical groups, such as the Na-

tional Lawyers Guild. Mainstream bar associations, including the American

Bar Association, have become increasingly involved in many fights for civil

liberties and civil rights. The passage of federal and state antidiscrimination

laws has brought government lawyers into court to enforce rights. Because

these organizations are reliant almost entirely on private contributions, they

can maintain their impact and independence only if foundations and in-

dividuals are willing to continue their financial support.

Publicly funded legal aid efforts have focused on defending individuals in

the marketplace and in their dealings with government agencies. The privately

supported legal aid societies in the earlier parts of the twentieth century pro-

vided limited assistance in individual cases. An entirely new approach—law

reform to end poverty—was articulated in the late 1960swhen the federal legal

services program was created as a part of President Lyndon Johnson’s War on

Poverty.

Federal funds were used both to establish local offices and open a variety of

national and state support centers to provide leadership to the local offices. The
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15 national support centers, scattered about the country, each focused on a

specific area of the law, such as the Welfare Law Center and the National

Health Law Program. Many of them developed the legal theories and brought

the cases that have made such a mark on the legal landscape; for example, the

Welfare Law Center was the source of the welfare cases described earlier. Be-

cause much of this work challenged powerful economic interests, especially

large growers, or government bureaucracies, the legal services program was

controversial from the outset. In 1995, power in Congress shifted sharply to the

political right. Fundingwas slashed, with national and state support eliminated

entirely. In addition, local programs were subjected to a variety of new re-

strictions. These included a flat prohibition on class actions, which eliminated

much ‘‘high impact’’ work; any representation of most people who were not

U.S. citizens; and any use of privately raised money for work that they could

not perform with federal funds.

An Agenda for Action

As with every other social goal, the path to its achievement must include at

least three elements: education, advocacy, and litigation.

International

Education on the right to health can begin with at least twoWHO publications:

25 Questions & Answers on Health & Human Rights answers such questions

as,What are human rights?What ismeant by the right to health?What ismeant

by a rights-based approach to health? And how can poor countries with re-

source limitations be held to the same standards as rich countries? The other

publication, The Right to Health, is a lovely comic book aimed at the primary

school level.

As for advocacy, WHO’s Section on Ethics and Health (ETH/SDE) pub-

lished in October 2003 ‘‘Health and Human Rights,’’ a paper setting out an

ambitious program designed to advance WHO’s health agenda to fulfill rights

rather than needs. The three objectives of the program are to support govern-

ments in integrating a human rights–based approach to health development, to

strengthen WHO’s capacity to integrate a human rights–based approach in its

work, and to advance the right to health in international law and international

development processes.17 There is much that health workers worldwide can do

to promote this program, either by working withWHO or by undertaking their

own projects.

WHO is not the only United Nations specialized agency to embark on a

project to transform needs into rights. The Food and Agriculture Organization
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(FAO) has established an Intergovernmental Working Group ‘‘to elaborate a

set of voluntary guidelines to support the progressive realization of the right to

adequate food.’’18

In addition, interest in promoting international economic and social rights

is burgeoning in civil society organizations in the United States and abroad,

as illustrated by the following examples:

� Africa Action (www.africaaction.org), a merger of three leading Africa

advocacy groups based in theUnited States, is leading a campaignwith the

slogan ‘‘Africa’s Right to Health.’’
� The Center for Economic and Social Rights (www.cesr.org), established

in New York in 1993, implements projects in the United States and

abroad that challenge economic injustice as a violation of international

human rights law.
� ESCR-NET, a project financed by The Ford Foundation, keeps hundreds

of human rights activists from many countries in communication via

the Internet, exchanging information and ideas about developments

concerning economic, social, and cultural rights. In 2003, it held its first

international conference in Thailand, with the theme ‘‘CreatingNewPaths

Toward Social Justice.’’
� The Philadelphia-based Kensington Welfare Rights Union (www.kwru

.org) organized a ‘‘Poor People’s March for Economic Human Rights’’

from Mississippi to Washington in 2003, on the fortieth anniversary of

Dr. Martin Luther King’s March on Washington. KWRU has links with

economic human rights groups in other countries.
� The Center for Constitutional Rights (www.ccr-ny.org) has pioneered the

use of international human rights in domestic courts since it helped to bring

about the 1980 landmark decision in Filartiga v. Pena under the Alien Tort

Claims Act. The center has been a long-time advocate for economic and

social rights and has made consistent use of international law in litigation.

In the United States

As in the international arena, improvement in social and economic rights will

require education, advocacy, and litigation by an unprecedented number of

people. The forces seeking to turn back the clock, and restrict wealth and well-

being to the few, have been growing more powerful and have been setting the

agenda, but united efforts by caring people can turn that situation around.

Fortunately, for those seeking to educate themselves on issues of health care

rights and the broad range of economic and social justice issues, the challenge is

choosing among the many resources available. Despite the rapidly evolving po-

litical and economic climate, updated information is available on many
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websites. Some sites are more neutral, focusing on academic and government

reports and data; an excellent starting point for social welfare information is the

Finance Project (www.financeprojectinfo.org). Other sites designed to support

those advocating for progressive improvements in policy at either the federal

or state level are the Coalition on Human Needs, (www.chn.org), the Center for

Community Change (www.communitychange.org), and the Sargent Shriver

National Center on Poverty Law (www.povertylaw.org). Sites with a par-

ticular focus on health advocacy information include Families USA (www.

familiesusa.org) and the National Health Law Program (www.healthlaw.org).

Other groups have focused on issues of race, such as the Poverty and Race

Research Action Council (www.prrac.org) and the Applied Research Center

(www.arc.org). Very useful information on budget and tax policy may be found

at the Center on Budget Policies and Priorities (www.cbpp.org).

Concerned persons can therefore educate themselves quickly, but the chal-

lenge for them is how to make change happen. There is much they can do.

First, advocacy organizations and coalitions are already hard at work in

most states and inWashington, D.C., trying to move officials, legislatures, and

the United States Congress to preserve and improve health care and other vital

rights. They need volunteers and they need funds; many of the websites noted

earlier can provide information on such efforts. The religious community has

been a steadfast advocate for social and economic justice; useful entry points

for a wealth of leads on various issues and campaigns are the National Council

of the Churches of Christ in the USA (www.ncccusa.org), Catholic Charities

USA (www.catholiccharitiesusa.org), and the Religious Action Center of Re-

form Judaism (www.rac.org). For more information on grassroots organizing

concerning social justice, one can consult the Center for Community Change

page, noted earlier, and the Low Income Networking and Communication

Project, (www.lincproject.org), a program of the Welfare Law Center (www.

welfarelaw.org).

Organizers in low-income communities are increasingly focusing on voter

mobilization in recognition of the critical role played by politicians; anyone

seriously interested in effecting change in American policies has to become

involved in the political process and demand that candidates and elected

officials account for their positions on issues of social and economic justice.

Anyone can write letters to elected officials and the editors of newspapers

and magazines about policies currently being discussed or debated.

Another critical area for advocacy efforts is to stop the U.S. Supreme Court

and lower federal courts from emasculating federal laws that protect rights.

Many civil rights lawyers and academics have launched ambitious campaigns

to alert the public to the dangers of judicial law making that erases rights-

creating legislation and to take effective action that can begin to restore the

federal courts as a bastion of individual rights.
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Finally, there is litigation that must be pursued. Many critical laws and

constitutional requirements are not being enforced. Energetic and creative

enforcement of current entitlements is needed in benefit programs, such as

Medicaid and the Food Stamp Program; in federal and state laws protecting

wages, working conditions, and the right to organize; in laws prohibiting dis-

crimination on the basis of race, ethnicity, sex, citizenship, sexual orientation,

and disability; and in the constitution’s due process clause. Such advocacywill

help many individuals, promote rationality and fairness in decision making,

and educate the public and the judiciary about the needs to enforce those rights

and challenge prejudice and stereotypes.

As noted earlier, there are far too few lawyers available to enforce these

rights. While the federal government provides limited financial support for

civil legal aid services for the indigent through the Legal Services Corporation

(www.lsc.gov), the restrictions on that program have limited its ability to

enforce these rights on a broad scale. Concerned individuals can search out

organizations pursuingmatters of themost interest to them and volunteer time,

especially if the person is legally trained, and individuals can contribute fi-

nancially. In addition, they can become engaged politically, at the local, state,

and federal levels, to oppose the right’s relentless attack on public funding for

civil legal services.

Conclusion

For a variety of reasons, including the decline in civil liberties following 9/11

and the triumph of free-market capitalism over socialism and social democ-

racy, the pursuit of human rights has fallen on bad times. However, the idea of

enforceable economic, social, and cultural rights is beginning to take root here

and in some other countries. In the United States, it is beginning to permeate

civil society. Eventually, it will enter into the political and judicial life of

this country. It is the only sure bulwark against social injustice. Lawyers must

go to court, victims of social injustice must take to the streets, and activists

must lobby their elected representatives. These are the paths for fighting social

injustice and achieving human rights.
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PROMOTING EQUITABLE AND

SUSTAINABLE HUMAN DEVELOPMENT

Richard Jolly

Introduction

Progress toward social justice as it affects public health requires actions, within

each country and internationally, to reduce the extremes of social injustice

outside of health and health services.

Income inequalities in the world today have never been higher, especially

the gaps of income between the poorest and the richest countries.Withinmany

countries, both rich and poor, the levels of inequality of income are also at

record levels. Both dimensions of inequality present major problems for

achieving equity in public health, which the World Health Organization

(WHO) declared to be the priority for primary health care until 2020.

Notwithstanding these trends, it is a bad mistake to imagine that because

income inequalities are wide and often growing, the possibilities of reducing

social injustice in public health must remain a utopian dream. On a global

scale, there have been major improvements in public health over the past

50 years, including unprecedented reductions in child mortality in almost all

parts of the world and also, except for the impact of HIV/AIDS, increases in

life expectancy. There have also been advances in many areas closely related

to health: the adoption of human rights, the commitment to goals to reduce

poverty and develop effective affordable strategies for improving living
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standards, and the demonstration, by many countries, of the practical politics

of achieving these improvements in practice.

The possibilities of human progress are also demonstrated in the expan-

sion of school enrollments and adult literacy and in advances in the status

and empowerment of women and girls in most developing countries. The

rates of these improvements over the past 50 years have generally exceeded

anything achieved within developed countries during the early stages of their

development or over the longer period of their economic and social advance.

For example, all but 25 developing countries in 2002 had infant mortality rates

below 100 per 1,000 live births—a rate achieved by only one industrial coun-

try, Norway, in 1900.1 Seventy developing countries had achieved, by 2000,

young child (under age 5) mortality rates below 70, the level achieved by the

United States and the United Kingdom only by about 1940.2

Nevertheless, none of these advances gives any room for complacency.

They stand as examples of what can be done, not as monuments to goals that

have been universally achieved. Given the unprecedented levels of wealth and

income, the wide gaps between the potential and actual achievements in pub-

lic health in the world today are a scandal, as are the gaps in other major areas

of human existence. The situation is all the more outrageous given the un-

precedented public awareness and media outreach, which makes these dis-

parities in human conditions increasingly evident. Global injustice represents

not only violations of human rights but also missed opportunities on a pro-

digious scale. These missed opportunities signify failures of the obligations of

governments to enable their citizens—and especially their children—to

achieve the highest possible standard of health. These failures also involve

less-emphasized violations of the obligations of developed countries to assist

developing countries in advancing health and education.

This chapter explores the broader economic and political issues involved in

such social injustice—and in ending it. It analyzes the economic and social chal-

lenges of moving toward greater social justice in public health—in the context of

today’s world of social injustice, with particular emphasis on actions that de-

veloping countries can take to accelerate advance. The chapter then considers the

priority actions required of the developed countries to assist this process. The

chapter concludes with a discussion of priorities to meet the broader and longer-

term challenge of reducing social injustice on a global scale and enabling all

countries to move towards patterns of more sustainable human development.

Requirements for Greater Social Justice in Public Health

Most people in the health sector—physicians, public health workers, pol-

icymakers, patients, and others—recognize the need for broader economic
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and social action if health is to flourish. Even so, many myths abound. There

are narrow and specific views that this broader action is mostly of changes

within the medical sector—ensuring public or private finance for hospitals,

providing access to pharmaceuticals at lower prices, or supporting longer-run

medical research and technological discoveries, such as new treatments for

HIV/AIDS or a vaccine for malaria. Even those who accept that many of the

most important supportive actions for health lie outside basic medicine may

also be thinking too narrowly. Basic education, clean water, and adequate

sanitation are certainly important, but they are not the only priorities for im-

proving health on a broader scale.

Such misperceptions and oversimplifications help to direct attention to a

range of much broader issues. These issues can be found in the experience of

countries that have demonstrated the possibility of making rapid progress in the

health of their populations, even in situations of severe economic constraints.

Examples are as diverse as Malaysia and Tunisia, Sri Lanka and Mauritius,

China and Cuba, Costa Rica and Barbados. All of these countries have made

advances in health, mostly linked to general economic advance, but also

combined with other changes that have reduced poverty and brought greater

social justice. Economic growth has played a part in developing countries,

precisely because the countries and their populations have been lacking in the

household, community, and government resources required for progress in

public health. But economic growth alone has never been enough. Changes

have also been needed in economic and social structures, laws and institutions,

and norms and practices to help lay the foundations for advance to improved

public health and greater social justice.3-6

Economic growth with structural change, thus, involves three priorities,

which have been much discussed in recent years:

1. Economic growth that benefits the poor

2. Social policies incorporating strong commitments to social justice,

beginning with commitments to the goals of education and health for

all, including gender equality on the road to universality

3. Long-term measures for economic and environmental sustainability.

Although implementing such strategies is challenging, a number of coun-

tries have demonstrated substantial progress along these lines over the past

20 years. In Africa, Botswana, Mauritius, and Tunisia stand out as impressive

examples of human and social success3—with South Africa more recently

demonstrating commitment and creativity in the pursuit of social justice in

public health as well as in related areas, such as by proclaiming access to safe

drinking water and sanitation as human rights. Tragically, the surge in HIV/

AIDS has set back much—but not all—of this progress.
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In Asia, China, Malaysia, Sri Lanka, Vietnam, and some states of India,

such as Kerala and Tamil Nadu, have demonstrated the possibilities of com-

bining accelerated economic growth with policies and institutional changes to

reduce rapidly poverty, malnutrition, and major causes of ill health. Although

inequalities of income have often risen, there is no doubt that the numbers and

the proportions of people in poverty have fallen sharply in the past two de-

cades. Over a longer period, Korea and Taiwan have demonstrated the pos-

sibility and desirability of combining economic growth with redistributive

measures, as well as showing strong commitments to public health and edu-

cation for all. From an economic point of view, the examples of Korea and

Taiwan are of special interest because they illustrate how long-term sustained

economic growth can be achieved using policy instruments that differ sharply

from the neoliberal orthodoxy, which has been so strongly promoted by the

Bretton Woods Institutions since 1980.

In Latin America, Costa Rica stands out as a country that has for 50 years

combined strong democratic commitments with policies of public health and

universal education. A special feature of Costa Rica’s development has been

its constitution, adopted in 1948, which prevents the country from having an

army. This measure has saved billions of dollars on military expenditures, en-

abling Costa Rica to spend markedly more on health and education than most

other countries of Central and South America and the Caribbean. Not sur-

prisingly, Costa Rica has some of the best economic and social indicators in

Latin America. But there are others. Barbados and, in a different way, Cuba

also represent countries that have achieved high levels of social development

and equality, relative to their income levels.

Three More Myths

The experiences of these countries help to lay to rest other myths—for ex-

ample, that social justice always comes with high costs in economic ef-

ficiency and must therefore be abandoned or postponed in developing

countries. The early experiences of Korea, Mauritius, Taiwan, and Tunisia

show this to be a false dichotomy. Skillfully pursued, equity and greater social

justice can contribute substantively to economic growth, productivity, and

efficiency.

A second myth is that there is a clear tradeoff between development and

human rights. Here, the experience of various countries is less clear. There is

no evidence that a tradeoff is inevitable, but neither is there strong evidence

that support for human rights always enhances economic growth and devel-

opment. Rather, there is increasing realization that human rights and expanded

freedoms are integral parts of development.4,7 Development should thus

496 WHAT NEEDS TO BE DONE



be pursued in ways that are consistent with human rights and in ways that

progressively further their attainment.

A third, and final, myth is that human goals and human development are

luxuries that must await the time when countries become rich enough to afford

them. This myth is contradicted by the already-mentioned experiences

of several countries. Human goals and human development—and the pursuit

of public health and education for all—are less a matter of resources than of

priorities. Of course, the amount of resources available to support them de-

pends in some measure on the level of a country’s development, and this, in

turn, affects somewhat the quality of schools and teachers and of health ser-

vices and health professionals. But the commitment to achieve health and

education for all need not be delayed until the highest possible standards can be

guaranteed. The experience of some of the most successful countries—for

example, Sri Lanka, which eradicatedmalaria in the late 1940s—demonstrates

that early progress to these human goals helps lay the foundation for many

other forms of economic and social progress.

A related requirement for social justice is the need for people to be at the

center of development. People need to be empowered to take charge of their

own lives—and their own health. This implies the need for strengthening human

capabilities as a matter of development strategy. There needs to be a focus on

strengthening human capabilities by education and on strengthening other cap-

abilities by ensuring opportunities for people to earn and produce adequate

income. Access to both health services and such related services as safe water

and basic sanitation are also important for strengthening capabilities.

This need to start with people and to put people at the center is much more

than a semantic point. Many well-intentioned projects have failed in health,

water supply, agricultural production, and education because people have not

been put at the center of planning or execution. So one can see water pumps,

ploughs, and tractors lying rusting on the sidelines or, in other cases, cap-

tured by a local interest group that has seized most of the benefits.

Putting People at the Center

In recent years, much has been learned about practical ways of achieving a

human-centered approach and a methodology for achieving this has been de-

veloped and applied in many countries. This is human development. Some

120 countries have prepared national human development reports, analyzing the

situation and needs of their populations within a human development perspec-

tive and reaching conclusions for policy action.

Human development focuses on development as the strengthening of human

capabilities and the expansion of human choices, to enable people to live the
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lives they have reason to value.* The essential capabilities are defined by

reference to human rights and by concerns for equity within countries between

women and men, between girls and boys, and among ethnic, religious, and

geographic groups. These broad concerns for equity also bring in concerns for

sustainability by emphasizing equity between the present population of coun-

tries and future generations.

The impact of the human development approach has been reinforced, na-

tionally and internationally, by the use of four human development indices.

Each has been consciously designed to shift attention from the narrowness and

inadequacies of gross national product (GNP) as a measure of national advance

and human well-being. In place of GNP, human development focuses on the

Human Development Index (HDI), a combined measure of three fundamentals

of human life in any particular country or region: (a) longevity, (b) knowledge,

and (c) access to a reasonable standard of living. Longevity is measured by life

expectancy. Knowledge is measured by a combination of the proportion of the

population who are literate and the proportion of children who are enrolled in

school. Access to a reasonable standard of living is measured by a modified

statistic of income, which gives greatest weight to income up to about the world

average and relatively less weight to levels of income above this level.

There are three related measures:

1. The Gender Development Index (GDI), which applies the HDI measure

only to the females in a country

2. The Gender Empowerment Measure (GEM), which measures the pro-

portion of women in the leadership of each country—in parliament, in

senior management and administrative positions, and among its scientists

and technologists

3. The Human Poverty Index (HPI), which focuses on deprivation reflected

by the following human-development indicators: the proportion of a coun-

try’s populationwith life expectancy below40, the proportion illiterate, the

proportion without access to health care, the proportion without adequate

access to safe water, and the proportion of children underweight for age.

The Millennium Development Goals for Poverty Reduction

In 2000, a major step toward generating commitments and action toward the

reduction of poverty on a global scale was taken at the Millennium Summit,

convened at the United Nations. The Summit involved the participation of

*Full definitions of human development and the indices will be found on pp. 27–29 and 340–349

of reference 5.
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147 heads of state or government and senior representatives of another 30

countries. They agreed to a Millennium Declaration, with eight Millennium

Development Goals (MDGs), focused on a halving of the proportion of people

in poverty in all countries by 2015.8 (Seven of these goals are listed below. The

eighth MDG is described later in this chapter.) (See table 21-7 on p. 394.)

1. Eradicating extreme poverty and hunger by 2015, halving between 1990

and 2015 the proportion of people with incomes below $1 per day and

the proportion of people who suffer from hunger

2. Achieving universal primary education, by ensuring that, by 2015, girls

and boys alike in all countries can complete basic primary education

3. Promoting gender equality and empowerment of women, by eliminating

gender disparities in primary and secondary education, preferably by

2005, and in all levels of education by 2010

4. Reducing child mortality by two-thirds of its 1990 level by 2015

5. Improving maternal and reproductive health, including the reduction of

the 1990 maternal mortality ratio by three-fourths by 2015

6. In order to combat HIV/AIDS, malaria, and other diseases, halting, by

2015, in each country the rise of (a) HIV/AIDS—and beginning to

reduce its transmission; and (b) malaria and other major diseases—and

beginning to reduce their occurrence

7. Ensuring environmental sustainability by integrating principles of sus-

tainable development into country policies and programs and (a) to reverse

the loss of environmental resources, (b) to halve, by2015, the proportion of

people without access to safe drinking water and adequate sanitation, and

(c) to achieve, by 2020, a significant improvement in the lives of at least

100 million slum-dwellers (p. 2).5

What is the likelihood that measures to achieve these well-intentioned

international goals will be seriously implemented at the national and inter-

national levels? Judged by the record of previous global goals set by the

United Nations, the probability is better than is commonly recognized. Since

the 1960s, when President John Kennedy first proposed a decade for devel-

opment and the goal of accelerating economic growth in developing countries,

the United Nations has set 50 goals relating to economic and social devel-

opment. Some goals, such as the eradication of smallpox in the 1960s and

1970s and the expansion of immunization coverage in the 1980s (to achieve

80 percent coverage in developing countries by 1990), have had a major

impact on global health, with almost all countries taking action and many

achieving the goal on time or soon after.

Other goals, such as reducing child mortality, increasing life expectancy,

the iodizing of salt, and expanding education, have had a considerable

Promoting Equitable and Sustainable Human Development 499



impact—often achieved by one-third or more of the population of many de-

veloping countries. In contrast, a few goals, such as accelerating economic

growth in the 50 or so poorest and least developed countries and reducing

maternal mortality in the 1990s, have had hardly any impact. Revealingly, the

goals set in 1970 to raise development assistance from developed to devel-

oping countries to a level of 0.7 percent of GDP as soon as possible has had

little impact. Most developed countries have failed miserably in meeting this

goal, with overseas development assistance falling from 0.33 percent in 1990

to 0.22 percent in 2001—from less than one-half the goal in 1990 to less than

one-third in 2001. However, four developed countries—Denmark, the Neth-

erlands, Norway, and Sweden—rapidly achieved this goal and have con-

sistently maintained it for more than 30 years. (See figure 21-1 on p. 384.)

The possibility of the MDGs being achieved was analyzed by the

United Nations Development Program in its ‘‘Human Development Report,

2003’’ (HDR 2003). The prospects for this vary enormously among different

countries and regions, among different goals, and by different assumptionsmade

about the extent to which recent action toward the goals is accelerated.

HDR 2003 analyzes the prospects of countries in different regions of the

world. Apart from countries in East Asia and the Pacific—including China,

where extreme income poverty has already been halved in the last decade or

so and significant progress has been made on other goals—the need for

accelerated action is urgent. In Arab countries and in Latin America and the

Caribbean, achieving the goals will generally be challenging but possible.

However, as HDR 2003 states5:

For other developing regions achieving the MDGs will be a huge challenge. Unless

things improve, it will take sub-Saharan Africa until 2129 to achieve universal

primary education, until 2147 to halve extreme poverty and until 2165 to cut child

mortality by two thirds. For hunger, no date can be set because the region’s

situation continues to worsen. Though South Asia has made faster progress, sub-

stantial improvements will be required in most areas if the Goals are to be met.

(p. 33)

This analysis led theHDR2003 to identify twogroupsof countries that require

urgent changes in their course: (a) 60 countries that combine low human de-

velopment and poor performance toward the goals (top-priority and high-

priority countries); and (b) countries that are progressing well toward the goals,

on average, but with large segments of poor people being left behind. Each

country needs to prepare its own analysis and strategy, which many countries

have already done or are doing. However, one can identify four broad priorities

for action that almost all developing countries need to take if they are to be
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successful in accelerating action toward the goals and in reaching them by the

target date or soon after:

1. Developing and implementing decentralized approaches for many goals

to ensure participation of all communities and to ensure that women and

men—and older children—can guide the process and outcomes in rela-

tion to their own perceptions of needs

2. Setting budget priorities and providing adequate resources in support

of action toward the goals

3. Developing and implementing new approaches to deal with conflict and

corruption to ensure that resources allocated in support of the goals are

not captured or diverted by existing power groups

4. Monitoring progress—not only to ensure technical and administrative

support, but also to motivate and gain the support of the population as a

whole and to act as a watchdog for diversion or lagging of support.

Priority Actions Required of the Developed Countries

The role of the developed countries in assisting or facilitating developing

countries in achieving theMDGs is another topic shrouded inmyths, which have

been maintained—often vociferously—by various political parties or factions

within leading developed countries. Three of the myths are as follows:

1. Myth 1: Developed countries can, and need to, do little. Globalization

provides markets and opportunities for each developing country that

wishes to make use of its benefits, as China, Korea, and some other

countries have demonstrated. Other developing countries need only

follow the same path.

2. Myth 2: While governments can do little, the private sector can do

much. If developing countries open their doors to foreign investment,

their economies will take off, providing the resources and the economic

dynamism for improvements in living standards, accompanied by re-

ductions in poverty and progress toward the MDGs.

3. Myth 3 (almost the opposite of Myth 1): The main role of developed coun-

tries is to provide aid. With aid, developing countries will have the re-

sources to accelerate action toward the MDGs. Without aid, the task will

be impossible for a high proportion of developing countries, especially the

poorest.

All threemyths represent extremes. Eachmay have a grain of truth, but each

is overwhelmingly wrong. Actually, developed countries are of enormous

Promoting Equitable and Sustainable Human Development 501



importance for the economic and social prospects of developing countries,

especially for accelerating progress toward theMDGs. Most important is their

role in the creation of an enabling global environment—or in obstructing its

creation. An enabling global environment makes possible trade, investment

flows on fair conditions, debt relief for the heavily indebted developing

countries, and their access to technology and development assistance on fair

and reasonable terms, especially for the poorest and least-developed countries.

The eighth MDG deals precisely with these issues, calling for the strength-

ening of ‘‘a global partnership for development,’’ comprising seven components

(pp. 2–3)5:

1. Developing further an open, rule-based, predictable, non-discriminatory

trading and financial system, both nationally and internationally

2. Addressing the special needs of the least-developed countries, with tariff-

and quota-free access for exports, enhanced programs of debt relief and

cancellation of official bilateral debt, and more generous aid for countries

committed to poverty reduction

3. Addressing the special needs of land-locked and small-island devel-

oping countries

4. Dealing comprehensively with the debt problems of developing countries

through national and international measures to order to make debt sus-

tainable in the long term

5. Developing and implementing strategies for decent and productive work

for youth

6. Providing access to affordable essential drugs in developing countries,

in cooperation with pharmaceutical companies

7. Making available the benefits of new technologies, especially informa-

tion and communication technologies, in cooperation with the private

sector.

Implementation of these priority measures by developed countries would

do much to enable most developing countries to accelerate their economic

and social advance and, as part of this, progress toward the MDGs. It would,

however, represent fundamental changes from policies pursued by the major

industrial countries over the past few decades.

The eighth MDG is the only goal that is not quantified and has no time-

bound targets. Past experience does not give much cause for optimism. Goals

for aid, agreed to in a succession of global conferences over the past four

decades, have been among those goals that have been least implemented.

And commitments to open developed country markets to exports from de-

veloping countries have often not been kept. Recent experience of the United

States raising tariffs and of Europe and the United States failing to phase out
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farming subsidies, as required by the World Trade Organization, augur badly

for the fulfillment of the eighth MDG.

This said, the Millennium Summit launched some important initiatives,

which offer real hope that international action for poverty reduction is

gaining momentum:

� Many developing countries have publicly committed themselves to the

MDGs, at least in rhetoric, and have prepared poverty reduction strategy

papers (PRSPs) for negotiation with donors for aid.
� The World Bank and UN agencies have established new mechanisms for

working together in support of poverty reduction. At the country level,

the PRSPs are increasingly used as the framework for development assis-

tance and debt relief, linked directly to increased support for poverty

reduction.
� Most significantly, there is a new spirit of commitment among many

donorgovernments,especiallythoseofEurope.Officialdevelopmentassis-

tance is rising, both absolutely and as a percentage of national income—

although at 0.25 percent, it is still far below the UN target level of

0.7 percent, and less than three-fourths of the level it averaged during

the 1980–1992 period.
� Many analyses have been performed nationally and internationally tomap

out what it will take to achieve the goals—in resources, broader strategy,

and sector-by-sector action. The largest and most publicized of these

analyses has been done by the Millennium Project Task Force, which

produced a major report to the Secretary General of the United Nations

in 2005.9

By 2005, one-third of the period had elapsed from the year when the MDGs

were established (2000) to the target year for their achievement (2015). An

assessment of progress was provided in the Millennium Project Task Force

report, which concluded that the goal of halving poverty by 2015 was doable,

but only with the implementation of the following critical measures:

� Each country needs to prepare a ‘‘PRSP for MDG plan,’’ specifying the

actions required to achieve the MDGs. The important new element in

this approach to the PRSPs is that the analysis would start by asking

what it would take to achieve the goals, nationally and in international

support—not what was the most that could be done with the resources

likely to be available.
� National programs need to emphasize ‘‘scaling up’’ sufficiently to achieve

the MDGs, reaching out to the whole population—not being content with

limited operations.
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� Donor partnerships need to focus on mobilizing and maintaining the

support needed for these PRSPs for MDGs. But the Task Force report

recognized that not every country is ready for action. Some are caught in

conflict, others are failing in other ways. The report accordingly suggested

immediate concentration in 2005 on at least a dozen ‘‘fast track’’ countries,

for rapid scale-up, on the basis of their good governance and absorptive

capacity.
� Additional support needs to be provided for some ‘‘quick-win’’ options:

1. The free mass distribution of bed nets for protection against malaria

together with effective antimalarial medicines in regions of malaria

transmission;

2. Ending user fees for primary schools and essential health services;

3. Successful completion of the ‘‘3-by-5 campaign’’ to bring 3 million

AIDS patients in developing countries onto antiretroviral treatment

by 2005; and

4. Expansion of school meals programs to cover all children in hunger

‘‘hot spots,’’ using locally produced foods and massive support for

small-holder farmers.

Realism always conflicts with vision in assessing the likelihood of such

proposals being accepted and implemented. The Task Force report called for a

Decade of Bold Ambitions, and estimated that the full implementation of its

proposals would require a doubling of development assistance by 2006 and

further increases to reach 0.54 percent of national income in the high-income

countries by 2015. The report calls for (a) concentration of this aid on low-

income countries, (b) improvements in the quality of aid, and (c) other in-

creases to cover the need for global scientific research and technological

development to address the special needs of the poor in areas of health,

agriculture, natural resource and environmental management, energy, and

climate.

Reducing Social Injustice Globally and Facilitating
Sustainable Human Development

Inequalities of power, income, and living standards have long been part of

the world’s structures. But many people do not realize the extent to which

inequalities of income and power among countries have grown over the past

200 years. In 1820, in the early years of the Industrial Revolution, average

income in the United States was estimated to be about three times that of

India and China; income in Great Britain then was estimated to be a little

504 WHAT NEEDS TO BE DONE



higher than that in the United States. Since then, the gaps in average income

between the richest and the poorest countries have grown substantially. By

1870, the gap between the richest and the poorest country was about 7:1; by

1913, 11:1; and by 1950, 35:1. Over the past 50 years, the gap between the

richest and poorest country has widened further to more than 70:1.10 The

World Bank, in 2002, stated that the gaps between the richest and the poorest

20 countries had doubled from 1970 to 2000, from 19:1 to 37:1.11

Even these extremes among countries understate income disparities be-

tween the richest and the poorest people in the world. The richest 1 percent

of people worldwide receive as much as the bottom 57 percent. Thus, less

than 50 million of the world’s richest people receive the same income as

2.7 billion of the world’s poor. Worldwide, the ratio between the average

income of the top 5 percent and the bottom 5 percent increased from 78:1 in

1988 to 1:114 in 1993.

These inequalities reflect and reinforce a frame of social and economic

injustice on a global scale that acts as a major obstacle to the achievement

of public health for all and achievement of the MDGs for poverty reduc-

tion. Some advance is possible. And progress toward the MDGs will cer-

tainly lay the foundation for further economic and social development in

developing countries, as a first step in strengthening human capabilities

among their populations. Nevertheless, this will not go far to decrease the

present levels of global inequality and social injustice. Further decrease

will need to await reductions of power, income disparities, and control on

an international scale, which, in turn, will require broader and more fun-

damental actions.

In the present political climate, such actions seem so unlikely that it is

difficult to imagine that they can be realistic options. Yet perceptions can and

do change. Many argue that the roots of terrorism and global instability are

found in—or at least build on—deep reactions inmany developing countries to

what is seen as social injustice and economic and other inequalities on a global

scale. If such views were to become more widely accepted in the developed

countries, a range of actions to alter the global economic imbalances would be

possible,

At the end of the 1990s, the historian David Landes expressed the chal-

lenge as follows:

The old division of the world into two power blocs, East and West, has subsided.

Now the big challenge and threat is the gap in wealth and health that separates rich

and poor. These are often styled North and South, because the division is geographic;

but a more accurate signifier would be the West and the Rest, because the division is

also historical. Here is the greatest single problem and danger facing the world in the

Third Millennium. The only worry that comes close to it is environmental

deterioration, and the two are intimately connected, indeed are one.12
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Conclusion

Ending health and social injustice on a global scale requires a range of funda-

mental actions, many far beyond what is at present politically acceptable in the

developed countries. This is not an argument for inaction or acceptance of poor

public health and social injustice.Much can be done and has been done in recent

decades, achieving important measures of progress, in both health and human

development. The actions required for ending social injustice as it affects health

go far beyond those of the health sector. Priority actions extend to many aspects

of economic and social policy, nationally and internationally. Many of these

priority actions involve specialist knowledge in other fields beyond medicine

and public health—although as with public health, the broader issues are too

important and fundamental to be left entirely to the experts. Thus, those involved

in the health sector need to be aware of the broader challenges and to press and

mobilize for action so that social justice can be achieved and public health

attained—to ensure the conditions in which people can be healthy.
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APPENDIX: SOME ORGANIZATIONS

ADDRESSING SOCIAL INJUSTICE

ACORN (Association of Community

Organizations for Reform Now)

88 Third Avenue

Brooklyn, NY 11217

Tel: 718-246-7900

Website: www.acorn.org

The nation’s largest community organiza-

tion of low- and moderate-income families,

with over 150,000 member families orga-

nized into 750 neighborhood chapters in

more than 60 cities across the country.

American Civil Liberties Union

125 Broad Street, 18th Floor

New York, NY 10004

Tel: 888-567-2258

Website: www.aclu.org

Works daily in courts, legislatures, and com-

munities to defend and preserve the indi-

vidual rights and liberties guaranteed to

every person under the U.S. Constitution

and laws.

American Public Health Association

800 I Street NW

Washington, DC 20001-3701

Tel: 202-777-2742

Website: www.apha.org

The oldest and largest organization of public

health professionals in the world, represent-

ing more than 50,000members from over 50

occupations of public health. Brings together

researchers, health service providers, admin-

istrators, teachers, and other health workers

in a unique, multidisciplinary environment

of professional exchange, study, and action.

Actively serves the public, its members, and

the public health profession through its sci-

entific and practice programs, publications,

annual meeting, awards program, educa-

tional services, and advocacy efforts.
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Amnesty International

1 Easton Street

London WC1X 0DW

United Kingdom

Tel: 44 20-7413-5500

Website: www.amnesty.org

Amnesty International USA

5 Penn Plaza, 14th Floor

New York, NY 10001

Tel: 212-807-8400

Website: www.amnestyusa.org

Worldwide movement of people who cam-

paign for internationally recognized human

rights. Undertakes research and action fo-

cused on preventing and ending grave abuses

of the rights to physical and mental integrity,

freedom of conscience and expression, and

freedom from discrimination, within the

context of its work to promote all human

rights.

Center for Constitutional Rights

666 Broadway, 7th Floor

New York, NY 10012

Tel: 212-614-6464

Website: www.ccr-ny.org

Dedicated to protecting and advancing the

rights protected by the U.S. Constitution

and the Universal Declaration of Human

Rights.

Center for Defense Information

1779 Massachusetts Avenue NW

Washington, DC 20036-2019

Tel: 202-332-0600

Website: www.cdi.org

Strengthens security through international

cooperation; reduced reliance on unilateral

military power to resolve conflict; reduced re-

liance on nuclear weapons; a transformed and

reformed military establishment; and prudent

oversight of, and spending on, defense pro-

grams. Contributes alternative views on

security to promote wide-ranging discourse

and debate; educates the public and in-

forms policymakers about issues of security

policy, strategy, operators, weapon systems,

and defense budgeting; and pursues creative

solutions to the problems of today and

tomorrow.

Center for Economic and Social

Rights (CESR)

162 Montague Street, 2nd Floor

Brooklyn, NY 11201

Tel: 718-237-9145

Website: www.cesr.org

Promotes the universal right of every hu-

man being to housing, education, health, a

healthy environment, food, work, and an ad-

equate standard of living.

Center for Policy Analysis on Trade

and Health (CPATH)

98 Seal Rock Drive

San Francisco, CA 94121-1437

Tel: 415-933-6204

Website: www.cpath.org

Protects and expands access to health care,

water, and other vital human services.

Links health, health care, and global trade

communities to create economically and

socially just, democratically accountable,

and environmentally sustainable solutions

to the negative effects of economic glob-

alization.

Center for Reproductive Rights

120 Wall Street

New York, NY 10005

Tel: 917-637-3600

Website: www.reproductiverights.org

A nonprofit advocacy organization dedi-

cated to promoting and defending wom-

en’s reproductive rights worldwide.

Children’s Defense Fund

25 E Street NW

Washington, DC 20001

Tel: 202-628-8787

Website: www.childrensdefense.org
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Provides a strong, effective voice for all

the children of America who cannot vote,

lobby, or speak for themselves. Pays par-

ticular attention to the needs of poor and

minority children and those with disabil-

ities. Educates the nation about the needs

of children and encourages preventive

investment before they become ill or get

into trouble, drop out of school, or suffer

family breakdown.

Council for a Livable World

322 4th Street NE

Washington, DC 20002

Tel: 202-543-4100

Website: www.clw.org

An arms control organization that focuses

on halting the spread of weapons of mass

destruction, opposing a national missile de-

fense system, cutting Pentagon waste, and

reducing excessive arms exports. Also a

political lobby that endorses political can-

didates.

Disabled Peoples International

748 Broadway

Winnipeg, Manitoba

Canada RG3 OX3

Tel: 204-287-8010

Website: www.dpi.org

A network of national organizations and

assemblies of disabled people, estab-

lished to promote human rights of disabled

people through full participation, equaliza-

tion of opportunity, and development. Op-

erated by and on behalf of disabled people.

Disability Group, World Bank

Office of the Advisor on Disability

The World Bank

1818 H Street NW

Washington, DC 20433

Tel: 202-473-2922

Website: www.worldbank.org/disability

A key player in global disability issues as

they relate to economic development and

human rights. Issues papers and reports

that form the base for an emerging field of

disability in health and development.

Doctors for Global Health (DGH)

P.O. Box 1761

Decatur, GA 30031

Tel: 404-377-3566

Website: www.dghonline.org

A private, not-for-profit organization that

promotes health, education, art, and other

human rights throughout the world. Its

mission is to improve health and foster other

human rights with those most in need by

accompanying communities, while educat-

ing and inspiring others to action.

Families USA

1334 G Street, NW

Washington, DC 20005

Tel: 202-628-3030

Website: www.familiesusa.org

A national nonprofit, nonpartisan organi-

zation dedicated to the achievement of

high-quality, affordable health care for all

Americans.

Federation of American Scientists

1717 K Street, NW

Washington, DC 20036

Tel: 202-546-3300

Website: www.fas.org

The oldest organization dedicated to end-

ing the worldwide arms race and avoiding

the use of nuclear weapons for any purpose.

Francis X. Bagnaud Center for Health

and Human Rights

Harvard School of Public Health

651 Huntington Avenue, 7th Floor

Boston, MA 02115

Tel: 617-432-0656

Website: www.hsph.harvard.edu/fxbcenter

The first academic center to focus ex-

clusively on health and human rights, it
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undertakes research, teaching, service, and

policy development. Its three programs

and directors are:

Program on International Health and

Human Rights

Sofia Gruskin, Director

Program on Humanitarian Crises and

Human Rights

Jennifer Leaning, Director

Program on Human Rights in Development

Steven Marks, Director

Gay Men’s Health Crisis

119 West 24th Street

New York, NY 10011

Tel: 212-367-1000

Website: www.gmhc.org

Volunteer-supported and community-based

organization committed to national leader-

ship in the fight against AIDS. Works to

reduces the spread of HIV infection, helps

people with HIV maintain and improve

their health and independence, and keeps

the prevention, treatment, and cure of HIV

an urgent national and local priority. Fights

homophobia and affirms the individual

dignity of all gay men and lesbians.

Global Lawyers and Physicians

Department of Health Law, Bioethics

and Human Rights

Boston University of Public Health

715 Albany Street

Boston, MA 02118

Tel: 617-638-4626

Website: www.glphr.org

Works at the local, national, and inter-

national levels through collaboration and

partnerships with individuals, nongovern-

ment organizations, intergovernment or-

ganizations, and governments on issues

such as the global implementation of the

health-related provisions of the Universal

Declaration of Human Rights and the Cov-

enants on Civil and Political Rights and

on Economic, Social, and Cultural Rights,

with a focus on health and human rights,

patient rights, and human experimentation.

Health Development Agency

Holborn Gate

330 High Holburn

London WC1V 7BA

United Kingdom

Tel: 44 20-7430-0850

Website: www.hda-online.org.uk

Reviews evidence on what works to re-

duce inequalities in health and gathers

evidence and advises policymakers, practi-

tioners, and others to transfer scientific

knowledge.

Hesperian Foundation

1919 Addison Street, Suite 304

Berkeley, CA 94704

Tel: 510-845-1447

Website: www.hesperian.org

Promotes health and self-determination in

poor communities worldwide by making

health information accessible. Hesperian

publications are written simply and include

many illustrations so people with little for-

mal education can understand, apply, and

share medical information.

Institute of Medicine

500 Fifth Street, NW

Washington, DC 20001

Tel: 202-334-2352

Website: www.iom.edu

Chartered in 1970 as a component of the

National Academy of Sciences, its mission

is to serve as adviser to the nation to im-

prove health. It provides unbiased, evi-

dence-based, and authoritative information

and advice concerning health and science

policy to policy makers, professionals,

leaders in every sector of society, and the

public at large.
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International Centre for Health and

Society

Department of Epidemiology and Public

Health, UCL

1-19 Torrington Place

London WC1E 6BT

United Kingdom

Tel: 44 20-7679-1708

Website: www.ucl.ac.uk/ichs

Performs research on the social, economic,

and psychological determinants of health,

with a focus on social inequalities, and pro-

poses policies based on research findings.

International Health Cities Foundation

555 12th Street, 10th Floor

Oadland, CA 94607

Tel: 510-642-1715

Website: www.healthycities.org

The term Healthy Cities means that health

is the result of much more than medical

care. People are healthy when they live in

nurturing environments and are involved in

the life of their communities. The move-

ment began with the World Health Orga-

nization. The IHCF facilitates linkages

among people, issues, and resources in or-

der to support the development of Healthy

Cities initiatives.

International Physicians for the

Prevention of Nuclear War

727 Massachusetts Avenue

Cambridge, MA 02139-3323

Tel: 617-868-5050

Website: www.ippnw.org

A nonpartisan, global federation of na-

tional medical organizations in 58 coun-

tries dedicated to research, education, and

advocacy relevant to the prevention of nu-

clear war. Seeks to prevent all wars, pro-

mote nonviolent conflict resolution, and

minimize the effects of war and prepara-

tions for war on health, development, and

the environment.

International Society for Equity

in Health

Department of Family and Community

Health

University of Toronto

263 McCaul Street, Fifth Floor

Toronto, Ontario

Canada M5T 1W7

Tel: 416-978-3763

Website: www.iseqh.org/en/index.html

Promotes equity in health and health ser-

vices internationally through education,

research, publication, communication, and

charitable support.

Lambda Legal

120 Wall Street, Suite 1500

New York, NY 10005-3904

Tel: 212-809-8585

Website: www.lambdalegal.org

A national organization committed to

achieving full recognition of the civil rights

of lesbians, gay men, bisexuals, transgender

people, and people with HIV/AIDS through

impact litigation, education, and public pol-

icy work.

Legal Aid Society

199 Water Street

New York, NY 10038

Tel: 212-577-3300

Website: www.legal-aid.org

A law firm for poor people located in New

York. The first ofmany—foundedmore than

125 years ago. Provides a wide variety of

legal services for people who cannot afford a

lawyer.

Medact (IPPNW/United Kingdom)

The Grayston Center

28 Charles Square

London N1 6HT

United Kingdom

Tel: 44 20 7324 4733

Website: www.medact.org
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An organization of health professionals

challenging social and environmental barri-

ers to health worldwide. It highlights the

health effects of violent conflict, poverty,

and environmental degradation, and, with

others, acts to eradicate them.

Mental Disability Rights International

1156 15th Street NW, Suite 1001

Washington, DC 20005

Tel: 202-296-0800

Website: www.mdri.org

Promotes the human rights and full partic-

ipation in society of people with mental

disabilities worldwide. Documents human

rights abuses, works for programmatic and

policy reform, and trains social justice

activists in many countries.

National Center for Lesbian Rights

870 Market Street, Suite 370

San Francisco, CA 94102

Tel: 415-392-6257

Website: www.nclrights.org

A national legal resource center that ad-

vances the rights and safety of lesbians

and their families through litigation, public

policy advocacy, free legal advice and coun-

seling, and public education. Provides rep-

resentation and resources to gay men and to

bisexual and transgender individuals on key

issues that also advance lesbian rights.

National Centre for Social Research

35 Northampton Square

London EC1V 0AX

United Kingdom

Tel: 44 20-7250-1866

Website: www.natcen.ac.uk

Designs, performs, and analyses research

studies in social and public policy, including

extensive research among the general public.

National Coalition for the Homeless

2201 P Street, NW

Washington, DC 20037

Tel: 202-462-4822

Website: www.nationalhomeless.org

With a mission to end homelessness, focuses

work in areas of housing justice, economic

justice, health care justice, and civil and

voting rights. Approaches are grassroots

organizing, public education, policy advo-

cacy, technical assistance, and partnerships.

National Coalition for LGBT Health

1407 S Street NW

Washington, DC 20009

Tel: 202-797-3516

Website: www.lgbthealth.net

Improves the health and well-being of les-

bian, gay, bisexual, and transgender indi-

viduals through advocacy at the national

level that is focused on research, policy,

education, and training.

National Gay and Lesbian Task Force

1325 Massachusetts Avenue NW,

Suite 600

Washington, DC 20005

Tel: 202-393-5177

Website: www.ngltf.org

Works for the civil rights of gay, lesbian,

bisexual, and transgender people.

National Senior Citizens Law Center

1101 14th Street NW, Suite 400

Washington, DC 20005

Tel: 202-289-6976

Website: www.nsclc.org

Advocates nationwide to promote the in-

dependence and well-being of low-income

elderly individuals and persons with dis-

abilities, through litigation, legislative and

agency representation, and assistance to

attorneys and paralegals in field programs.

National Transgender Advocacy

Coalition

PO Box 76027

Washington, DC 20013

Website: www.ntac.org
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Works to reform societal attitudes and the

law to achieve equal rights for transgender

and other gender-diverse individuals.

Oxfam America

26 West Street

Boston, MA 02111

Tel: 617-482-1211

Website: www.oxfam.org

Oxfam Great Britain

274 Banbury Road

Oxford, OX2 7DZ

United Kingdom

Tel: 44 18-6531 1311

Website: www.oxfam.org.uk

Both promote rights to basic social ser-

vices, sustainable livelihoods, life, and

security as well as the right to equity and

the right to be heard as integral compo-

nents of poverty reduction.

Pan American Health Organization

(PAHO)

(WHO Regional Office for the Americas)

525 Twenty-Third Street NW

Washington, DC 20037

Tel: 202-974-3000

Website: www.paho.org

An international public health agency with

100 years of experience in working to

improve health and living standards of the

countries of the Americas. Serves as the

specialized organization for health of

the Inter-American System. Also serves as

the Regional Office for the Americas of the

World Health Organization and enjoys

international recognition as part of the

United Nations System. PAHO operates

the Equity, Health and Human Develop-

ment Listserv (www.paho.org/english/dd/

ikm/eq-list.htm), which shares public

health information of international signifi-

cance that enables policymakers, research-

ers, and practitioners to improve health,

especially among disadvantaged popula-

tions.

Partners in Health

641 Huntington Avenue

Boston, MA 02115

Tel: 617-432-5256

Website: www.pih.org

An international charity organization that

provides direct health care services and

performs research and advocacy activities

for sick and poor people.

Physicians for Global Survival

(IPPNW/Canada)

208-145 Spruce Street

Ottawa, Ontario K1R 6P1

Canada

Tel: 613-233-1982

Website: www.pgs.ca

Educates and advocates for the abolition of

nuclear weapons, the prevention of war,

and the promotion of nonviolent means of

conflict resolution and social justice.

Physicians for Human Rights

Two Arrow Street, Suite 301

Cambridge, MA 02138

Tel: 617-301-4200

Website: www.phrusa.org

Promotes health by protecting human

rights. Using medical and scientific meth-

ods, investigates and exposes violations of

human rights worldwide, and works to stop

them. Supports institutions that hold per-

petrators of human rights abuses, including

health professionals, accountable for their

actions. Educates health professionals and

medical, public health, and nursing stu-

dents and organizes them to become active

in supporting a movement for human rights

and creating a culture of human rights in

the medical and scientific professions.

Physicians for a National Health

Program

29 East Madison, Suite 602

Chicago, IL 60602

Tel: 312-782-6006

Website: www.pnhp.org
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Advocates for a universal, comprehensive

single-payer national health program. It

has more than 10,000 members and chap-

ters across the United States.

Physicians for Social Responsibility

(IPPNW/USA)

1875 Connecticut Avenue NW, #1012

Washington, DC 20009

Tel: 202-667-4260

Website: www.psr.org

A leading public policy organization rep-

resenting the medical and public health

professions and concerned citizens, work-

ing together for nuclear disarmament, a

healthful environment, and an end to the

epidemic of gun violence.

Rehabilitation International

25 East 21st Street

New York, NY 10010

Tel: 212-420-1500

Website: www.rehab-international.org

The oldest and one of the largest interna-

tional organizations covering all disabled

populations. Organizes major regional and

international conferences. Clearinghouse

for information on disability advocacy and

service groups worldwide.

Spirit of 1848 Listserv

Postings on social justice and public health

Web page: www.progressivehn.org

To subscribe: spiritof1848-subscribe@

yahoogroups.com

Hosted by the Spirit of 1848: A Network

linking Politics, Passion, and Public Health,

a caucus of the American Public Health As-

sociation. A volunteer network whose mis-

sion is to ‘‘develop our thoughts, strategize,

and enhance efforts to eliminate social in-

equalities in health.’’

United Nations Children’s Fund

(UNICEF)

3 United Nations Plaza

New York, NY 10017

Tel: 212-326-7025

Website: www.unicef.org

Supports health and survival of children

and women, with priority for girls and the

poorest, through its offices and programs in

many countries.

Union of Concerned Scientists

2 Brattle Square

Cambridge, MA 02238-9105

Tel: 617-547-5552

Website: www.ucsusa.org

An independent nonprofit alliance of con-

cerned citizens and scientists that augments

rigorous scientific analysis with innovative

thinking and committed citizen advocacy

to build a cleaner, healthier environment

and a safer world. Experts work together

with citizens across the country to dissem-

inate findings and alter policies in local

communities and at the national level.

United Nations

New York, NY 10017

Tel: 212-963-1234

Website: www.un.org

According to the Charter, the United Na-

tions has four purposes: to maintain inter-

national peace and security; to develop

friendly relations among nations; to coop-

erate in solving international problems and

in promoting respect for human rights; and

to be a center for harmonizing the actions of

nations. The United Nations is not a world

government and it does not make laws. It

does, however, provide the means to help

resolve international conflicts and formu-

late policies on matters affecting all of us.

United Nations Educational, Scientific

and Cultural Organization (UNESCO)

7, place de Fontenoy

75352 Paris 07 SP

France

Tel: 33 1-45 68-10 00

Website: www.unesco.org
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Promotes international cooperation among

its Member States and Associate Members

in the fields of education, science, culture,

and communication. Functions as a labo-

ratory of ideas and a standard-setter to forge

universal agreements on emerging ethical

issues. Serves as a clearinghouse—for the

dissemination and sharing of information

and knowledge—while helping Member

States to build their human and institu-

tional capacities in diverse fields.

United Nations High Commissioner

for Human Rights

1775 K Street NW, #300

Washington, DC 20006

Website: www.ohchr.org

Its vision is of a world in which the human

rights of all are fully respected and enjoyed

in conditions of global peace. The High

Commissioner works to keep that vision to

the forefront through constant encourage-

ment of the international community and

its Member States to uphold universally

agreed-on human rights standards.

WITNESS

80 Hanson Place, 5th Floor

Brooklyn, NY 11217

Tel: 718-783-2000

Website: www.witness.org

A human rights program that strengthens

local activists by providing themwith video

cameras and training in production and

advocacy. Partner groups address injustice

worldwide on many issues.

World Health Organization (WHO)

Avenue Appia 20

1211 Geneva 27

Switzerland

Tel: 41 22-791 21 11

Website: www.who.int

The United Nations’ specialized agency

for health. WHO’s objective is the attain-

ment by all peoples of the highest possi-

ble level of health—defined as a state of

complete physical, mental, and social well-

being and not merely the absence of dis-

ease or infirmity. In addition to PAHO

(above), WHO has several other regional

offices.

WHO Secretariat to the Commission

on Social Inequalities in Health

Evidence for Information Cluster

World Health Organization

20 Avenue Appia

CH 1211 Geneva 27

Switzerland

Tel: 41 22-791 2111

Website: www.who.int

From 2005 to 2008, its focus will be on the

political dimensions of addressing inequal-

ities.
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