INFLUENCE OF INCOME

The Influence Of Income
On Health: Views Of An
Epidemiologist

Does money really matter? Or is it a marker for something else?

by Michael Marmot

ABSTRACT: Income is related to health in three ways: through the gross na-

tional product of countries, the income of individuals, and the income inequali-

ties among rich nations and among geographic areas. A central question is the

degree to which these associations reflect a causal association. If so, redistribu-

tion of income would improve health. This paper discusses two ways in which

income could be causally related to health: through a direct effect on the

material conditions necessary for biological survival, and through an effect on

social participation and opportunity to control life circumstances. The fewer

goods and services are provided publicly by the community, the more important e
individual income is for health. Under present U.S. circumstances, a policy of  |ncoME & 31
counteracting growing income inequalities through the tax and benefit system  HEALTH

and of public provision appears justified.

matter, there are at least three ways in which it could be

important: not having enough money, maldistribution of
money, and spending it on the wrong things. It is also possible that
health could matter for money, that the causal direction could be the
other way around.

Of course, money could only appear to matter. It may be that poor
people have worse health not because they have insufficient money
but for some other reason. Similarly, a society characterized by a
high degree of income inequality could have poor average health for
reasons other than the distribution of income. Or countries that
spend more money on surgeons may have better health because they
are democratic, not because of the surgery. In each of these cases,
money appears to matter because it is a marker for something else.

DOES MONEY MATTER FOR HEALTH? If so, why? If it does
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The distinction between really mattering and appearing to matter
is important. For example, if it really matters, a policy devoted to
income redistribution could have health benefits. If it only appears
to matter, such a policy, whatever other positive or negative features
it might have, will not benefit health. This is important for policy,
and I return to it after considering the evidence.

In asking if money matters, two types of evidence are relevant: the
relation of income to health between and within countries, and the
relation of income inequality to health. I also deal with two related
debates: the degree to which the apparent relation of income to
health should be thought of as a question of poverty or inequality;
and the role of material and psychosocial factors in generating in-
equalities in health. I note that there is evidence that health can
affect income, but that it is not the major explanation of the link
between income and health. This has been dealt with elsewhere.!

I confine my attention largely to the rich countries of the world,
not because the problems of health inequalities are absent from poor
countries, but because the policy questions are different—lack of
sanitation, clean water, and adequate nutrition, for a start—although
I suspect that some of the policy questions may not be so different.

Aspects Of Poverty: Material Conditions And
Social Participation

We cannot discuss income without considering its lack: poverty.
There has been a long debate as to the merits of describing poverty
in absolute or relative terms.” To understand why income may be
important for health, it is worth distinguishing two aspects of low
income, which for simplicity I label “poor material conditions” and
“lack of social participation.”

Let me illustrate with a simple thought experiment. Suppose
there were a set of material conditions, such as clean water and good
sanitation, adequate nutrition, and adequate housing and warmth,
that were necessary for good health. Suppose, too, that these mate-
rial conditions were correlated with income until a threshold was
reached. Clean water is necessary for good health. Once water is
safe, higher income does not make it safer. Below the threshold, the
lower the income, the worse the health because of the link with
material conditions. Above the threshold level, differences in mate-
rial conditions no longer have any plausible connection with differ-
ences in pathology. For people above the threshold, there still could
be substantial inequalities in health that are related to differing
opportunities for social participation, for leading a fulfilling and
satisfying life, and for control over one’s life. Depending on how
society was organized, these opportunities could show a strong
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direct link with individual income. In this case, income would be
causally linked to health, albeit not through material conditions.
Alternatively, the link to income of opportunities for participation
and control could be more tenuous, in which case, once the thresh-
old was reached, the relation of income to health would be weaker.
Other socioeconomic markers, more strongly related to participa-
tion and control, would show a stronger relation to health.

One could argue that it mattered little which pathway was im-
portant, material conditions or participation. If there were a link
between income and health, a policy of equalizing incomes would
reduce health inequalities. But what if such a policy were politically
unacceptable? Do we not need to understand why incomes might be
related to ill health in order to have the possibility to interrupt the
chain of causation from economic position to health?

A second reason for making the distinction between material
conditions and participation is that the latter constitutes an impor-
tant part of what people report poverty is about in Britain and other
European countries. Poverty includes not having a hobby or leisure
activity, not having friends or family round for a snack, not taking
children swimming, not having a family holiday. These are related to  n————
individual incomes to a greater or lesser extent depending on pur-  INCOME & 33
chasing power and public provision. They are not “material,” in the ~HEALTH
sense that clean water and good sanitation are.

A third reason for making the distinction is that one can envisage
circumstances in which there is a threshold level above which mate-
rial conditions no longer influence health, but degree of participa-
tion and control could show no such threshold. Inequalities in these
could account for inequalities in health above a threshold of material
provision. Conversely, people who are relatively poor could have
good health if their social participation were high.

With these distinctions in mind, it is helpful to develop a little
historical perspective on the question of poverty and health.

Poverty And Health In Perspective

B Infant mortality. Infant mortality traditionally has been viewed
as the measure of health, more strictly ill health, that is most sensi-
tive to poverty. Let us look at one historical example.

Benjamin Seebohm Rowntree was the son of Joseph Rowntree, a
chocolate manufacturer, Quaker, and philanthropist in York, Eng-
land. B.S. Rowntree conducted a study to draw attention to the
conditions of what he called the working-class population. He stud-
ied three typical areas of the town that housed the working class,
grading them according to their degree of poverty.’

Infant mortality rates (the number of deaths in the first year of life
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compared with the number of live births) varied according to area.
In the worst-off area the rate was 247 per 1,000 live births; in the
middle working-class area, 184 per 1,000; and in the highest, 173. By
contrast, among York’s “servant-keeping class” it was 94.

Rowntree was ready to attribute the high rate in the poorest area
to overcrowding and poor-quality housing. He wondered why the
rate in the highest working-class area was double that of the
servant-keeping class. In the highest working-class area there was
no overcrowding and no back-to-back houses but, rather, wide
streets and houses with gardens. To Rowntree, this did not provide
a ready explanation. He concluded that the cause must be igno-
rance—ignorance in the feeding and management of infants “rather
than to other causes arising out of the poverty of the people.”

M Ignorance versus poor conditions. This view—that there is
no relation between poverty and health and that it is all due to
ignorance—was still being propounded in Britain in the 1980s by
government ministers. To put it kindly, it was a limited view in the
1980s, as it was eighty years earlier. We now have a different view.

Even were it true that the high infant mortality of the higher
working class was due to ignorance, how are we to account for an
infant mortality rate of 94 per 1,000 among the wealthiest people of
York around 1900? In England and Wales infant mortality in 2000
was 3.7 per 1,000 among infants born to fathers in the top social class
and 8.1 among those born into the bottom class.* Among single
mothers, the rate was 7.6. The richer members of the community at
the end of the nineteenth century had infant mortality rates that
were much higher than the worst-off members of the community at
the end of the twentieth century.

What are the implications of this comparison? The major deter-
minants of high infant mortality are those associated with poverty of
material conditions: lack of sanitation; malnutrition; low-quality
housing and overcrowding; and lack of medical care including care
before, during, and after childbirth. The threefold higher infant mor-
tality rate of the poorest people of York was the result of worse
conditions. It is less clear why the best-off people of 1900 should
have so much higher rates than the worst-off in the country 100
years later. We can guess that although privileged economically,
they were “deprived” of the conditions for low infant mortality: good
sanitation, nutrition, and medical care.
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B Condition of the community. This is a rather dramatic clue
that factors other than individual income play a powerful role in the
determinants of health conditions that we associate with poverty.
This is a conclusion reached by Sam Preston.’ Two tentative conclu-
sions from this example run through the discussion that follows.
First, we should not view individual incomes in isolation from the
community in which people are located. The rich people of York in
1900, in some relevant respects, lived under worse conditions than
do poor people in the same city a century later. The community is
richer now. Money and technical knowledge have allowed the com-
munity to invest in conditions that favor an alleviation of the condi-
tions that lead to high infant mortality. If we are using individual
income as a measure of standard of living, then it does only a partial
job, because it misses out on the benefits to be derived from living in
aricher community.

B Black-white health differences. The second conclusion re-
lates to the first. In Preston’s terms, factors “exogenous” to income
have been responsible for much of the health improvement in the
twentieth century. Putting the infant mortality of social class V or
single mothers for the year 2000, 7.9 per 1,000, beside that of the m——————
servant-keeping class of York for 1900 suggests that the problems of  INcomE & 35
ill health due to material deprivation have, to a large extent, been HEALTH
solved in today’s industrialized countries. Why then should such
countries continue to suffer from large inequalities in health?

One could argue that the “high” infant mortality rate of 15 per
1,000 among U.S. blacks in 2000, although a fraction of the servant-
keeper rates of the past, was still due to residual problems of mate-
rial deprivation: poor sanitation, inadequate nutrition, and poor
housing.® This is a possibility that must be considered.

But infant mortality is not the main reason for black-white differ-
ences in life expectancy in the United States. Arline Geronimus
studied sixteen U.S. communities, black and white.” In the United
States as a whole, the probability of a fifteen-year-old man surviving
to age sixty-five was about 77 percent. For a young black man in
New York the probability of survival was 37 percent. The three
major causes of death contributing to this tragic waste of life were
HIV-related factors, homicide, and cardiovascular disease. We do
not think that heart disease is related to poor sanitation, malnutri-
tion, and overcrowded conditions in houses without gardens; not, in
other words, to material deprivation of 100 years ago. Can material
deprivation explain that? If we want to describe coronary heart
disease as a disease of poverty, reversing the decades-long practice
of describing it as a disease of affluence, we must take a hard look at
what we mean by poverty.
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Poverty And Inequality

Since the 1960s British researchers have been conducting longitudi-
nal studies of British civil servants, the Whitehall studies.® A
twenty-five-year follow-up from the first Whitehall study found
that the higher the position in the occupational hierarchy, the lower
the mortality rate from all causes, from coronary heart disease, and
from a range of diseases not related to smoking (Exhibit 1).° It
should be borne in mind that none of these men was poor in any
usual sense of that word. They were all in stable, office-based em-
ployment in and around Whitehall, London.

The civil service excludes the richest and poorest of society. Yet
among these men there is more than a twofold difference in mortal-
ity rates, over the twenty-five years of follow-up, between top and
bottom. Also, among these men there is a social gradient in health
that runs from top to bottom of the social hierarchy. There is no
clear point with good health above and poor health below.

One might assume that something peculiar to the class-based
nature of the British civil service accounts for this remarkable social
gradient. Not so. For example, a recent publication on British na-
tional data classified areas into twentieths according to degree of
deprivation." There is no evidence of a threshold, but a clear gradi-
ent in mortality for the general population runs from the least to the
most deprived.

I have argued, on the basis of the Whitehall findings, that the
problem for the rich countries today is inequality in health rather
than poverty and health." For me the distinction is important. Door-

EXHIBIT 1

Whitehall Twenty-Five-Year Mortality (British Civil Servants), By Employment Grade

Rate ratio
2.2

Il Professional/executive Clerical [l Other

1.9

1.6

da_

All causes Coronary heart disease Neoplasms?@ Non-neoplasms@

SOURCES: C. van Rossum et al., “Employment Grade Differences in Cause Specific Mortality: Twenty-five Year Follow Up of Civil
Servants from the First Whitehall Study,” Journal of Epidemiology and Community Health (March 2000): 178-184.

NOTE: Ratios are relative to the administrative grade, which equals 1 and is not shown.

@ Not related to smoking.
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keepers and messengers in the British civil service are not poor
compared with the working-class poor of late nineteenth-century
York. If we are dealing with poverty in Britain and the United States,
it is in general a different type of poverty that that of nineteenth-
century York or of the poorest countries today. Because health fol-
lows a social gradient, if we wish to talk of deprivation, we have to
appeal to the concept of relative deprivation.

Direct Effects Of Income

The question of whether money matters can be approached in two
ways: comparison of countries; and studies of the relationship be-
tween income and mortality within countries.

B Comparisons of countries. A 1993 World Bank report exam-
ined the relationship between life expectancy and gross national
product (GNP) per capita in more than 100 countries from about
1900 to 1990.” It extended the work of Preston, who showed these
relationships for an earlier period.” The report makes two key points.
First, at low levels of GNP, a small increase in GNP corresponds to a
large increase in life expectancy. As GNP increases, the relation levels
off. Above about $5,000 per capita in 1991, there is a shallow relation- sm——
ship between a country’s average income and life expectancy. INCOME & 37

Second, for a given GNP, life expectancy increased during the HEALTH
twentieth century. This suggests that the finding in York was part
of a general pattern. In 1900 rich people in York had high infant
mortality rates compared with those rates 100 years later. Some-
thing was responsible for the improvement that was not related to
income. I speculate that even the servant-keepers would have been
subject to some of the same environmental insults that we now
associate with deprivation. With the improvement of water and
sanitation, for example, this was removed.

That improvements in life expectancy in rich countries can hap-
pen for reasons unrelated to income was further emphasized by
Amartya Sen. He looked at improvements in life expectancy in
Britain by decade, from 1901 to 1960. The decades 1911-1921 and
1940-1951 had the fastest increases in life expectancy—decades that
embraced the World Wars. These decades of fast expansion in life
expectancy corresponded to slow growth of per capita GDP. Sen
doubts that it is simply a time lag between economic growth and
reduction of mortality rates. He attributes the rapid improvement in
life expectancy in the two decades to policies of support: sharing of
means of survival, including sharing of health care and the limited
food supply (through rationing and subsidized nutrition). The psy-
chology of sharing in beleaguered Britain made radical public ar-
rangements for the distribution of food and health care acceptable
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and effective. Even the National Health Service (NHS) was born
during the war years of World War II.

In the introduction I suggested that the commonalities between
rich and poor countries might be greater than they appear. Sen
attributes improvements in life expectancy in poor countries de-
spite sluggish economic growth to “support-led” strategies; these
include spending on public goods such as education, public health,
and basic health care.

M Income and health within rich countries. The United States. If
average income as measured by GNP is weakly related to overall
health among rich countries, what do we find when we make com-
parisons within these countries? That is, the previous section relates
to country averages. Now let us group individuals within one coun-
try, such as the United States, according to their income and ask
how it relates to health.

Exhibit 2 shows an example. It comes from the U.S. Panel Study
of Income Dynamics, a national sample of people who have been
followed since 1972.° The high-income group, with average house-
hold income greater than $70,000, is the standard to which all oth-
ers are compared. The low-income group, with household income
below $15,000, had 3.9 times the mortality rate of the best-off, but
there is a gradient: The higher the income, the lower the mortality.
Although the bottom group has particularly high mortality, it ac-
counts for about 7 percent of the population. This means that its
members make a relatively modest contribution to all of the deaths
that can be attributed to having an income below the highest level.

EXHIBIT 2

Risk Of Death According To Household Income, Shown As Odds Ratios With And
Without Adjustment For Education, Persons Ages 45-64

0Odds ratio Adjusted for age,
4 B e race, family size, Adjusted for education
and period
3
2
1 I I I
0 I
More than $50,001- $30,001- $20,001- $15,000- Less than
$70,000 $70,000 $50,000 $30,000 $20,000 $15,000

Average household income, 1993

SOURCE: P. McDonough et al., “Income Dynamics and Adult Mortality in the United States, 1972 through 1989,” American Journal
of Public Health (September 1997): 1476-1483.
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“Education could be a better indicator than is income of some of
the social factors that are important for health.”

More of the excess deaths will come from the 30 percent of the
population in the $30,001-$50,000 range, who have 59 percent more
mortality than is true of the richest group.

Canada. A similar continuous relation between income and mor-
tality has been shown in Canada.”® The relative measure means that
as you move from the top income to the $30,000-$50,000 range,
mortality is multiplied about 1.6 times. As you move down two
further categories, to the $15,000-$20,000 range, it is multiplied by
about 1.9 again, to give three times higher mortality than is true for
the group with the highest income. But this approximately constant
relative increase must correspond to an increasing mortality disad-
vantage if measured on an absolute scale. To illustrate, suppose that
the annual mortality rates in the three income categories just de-
scribed were 1 percent, 1.6 percent, and 3 percent, respectively. The
increase in mortality in going from the richest to the $30,000~ $50,000
range is 0.6 percent per year. The further increase in going down to the
$15,000-$20,000 range is 1.4 percent—more than twice as great.

B Impact of redistribution of income. Angus Deaton has
shown this nonlinear increase in probability of dying with decreas-
ing income.” He draws an important implication from this. If at low
levels of GNP, a small increase corresponds to a large increase in
longevity, then taking some money from rich people will have less
effect on their mortality than giving the same money to the poor will
affect theirs. Therefore, other things being equal, a population with
more egalitarian distribution of income will have better health than
another with the same average income but greater income inequal-
ity. Whether this would work as a policy depends on losses in the
system. [ return to this in the next section.

M Education factor. There is another point worth emphasizing
about Exhibit 2. The relative risk of mortality rises in monotonic
fashion with falling income throughout the range. This suggests that
income is measuring something that is causally related to mortality
throughout the range of incomes. Notice that I did not say that
income was causally related. One might have gained the impression
from the World Bank study that there would be little relation be-
tween income and mortality above about $5,000. Yet as Exhibit 2
shows, the relation is quite strong up to about $50,000. That it may
not be income itself is shown by the effect of adjusting for education.
Once education is included in the model, the effect of income on
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mortality is markedly reduced. This may be because education af-
fects health precisely because those with more education have
higher incomes. It could, however, be because education is a better
indicator than is income of some of the social factors, linked to social
position, that are important for health.

B Material deprivation divide. One way of interpreting the in-
ternational data is that the level of income of about $5,000 defines
material deprivation, as used in this paper. The strong relationship
between income and life expectancy below this level results from
the relationship of material deprivation to ill health.

This would imply that more or less everyone in the United States
is above the level of material deprivation. The relationship between
income and mortality up to incomes of $50,000 reflects something
other than material deprivation, perhaps participation or the com-
plex of factors that underlies Sen’s notion of the “support-led” route
to low mortality.

B Income as measure of social position. This is consistent
with income’s defining position in a hierarchy relative to the prevail-
ing standards of society. It may not be income itself that matters,
except insofar as it determines ability to participate in the way
defined as acceptable by society. To put it more generally, income is
an impoverished way of capturing the condition of life that gives rise
to health differences. This is illustrated by a comparison of life ex-
pectancy among black American men compared with men in Costa
Rica. GNP in Costa Rica is around $2,800, and life expectancy for
men is seventy-four years.® Among U.S. blacks, mean income is
around $26,000, and life expectancy is sixty-six years.” We can
adjust for the fact that a dollar in Costa Rica buys more than a dollar
in the United States by using a measure of purchasing power parity,
taking the United States as standard. This suggests that we should
think of the GNP in Costa Rica as more like $6,600 than $2,800.
This comparison suggest that four times the income among U.S.
blacks compared with Costa Ricans goes along with eight years
fewer in life expectancy.

I am not using this comparison to argue that poverty is not a
problem for U.S. black men or that the social conditions under
which black people live in the United States are irrelevant to health.
[ am using it to argue that important as money might be, we need to
go beyond absolute measures of income to understand the relation
between social position and health—to understand how social fac-
tors affect the position in which people find themselves and hence
their health.

Occupational hierarchy. This is even more obviously the case when
we return to the social gradient in people who are not below the
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poverty level. In the Whitehall II study of British civil servants, ten
years after the study began we added measures of household income
and wealth. Two particular measures of health that we have been
studying are a general question of self-perceived health and ques-
tions designed to elicit symptoms of depressive illness.” It turns out
that both of these are related to household income in monotonic
fashion: The higher the income, the more likely people are to report
themselves in good health and the less likely to report depression.
Income is only one measure of social position. In Whitehall II the
most powerful predictor has always been position in the occupa-
tional hierarchy (that is, grade of employment). A statistician’s way
of testing out which is more important, grade or income, is to put
them both into a predictive equation and see if they still predict.
When we do this, income is no longer a predictor of ill health and
depression. Grade wins this particular battle.

A tentative conclusion is that in a population above the poverty
level, income is important as a predictor of ill health because it is a
measure of where a person is in the social hierarchy, rather than
because of pounds, dollars, or euros in the pocket.

Consumption. Among other aspects of money that economists con-  m——
sider are wealth and consumption. Attempts have been made in  INcOME & 41
Britain to approach the topic of whether wealth might be related to ~ HEALTH
mortality in addition to other social measures such as an occupa-
tion-based measure of social class. At the time of the national census
in 1971, about half the population lived in households with access to
a car, and about half of adults owned their place of residence. The
assumption was made that although some people might have made
the conscious choice to own neither car nor house, those who had
these things were, on average, wealthier than those who did not.
The study in Britain that followed a 1 percent sample of the 1971
national census, known as the Office for National Statistics Longi-
tudinal Study, showed that these wealth measures predicted mor-
tality independent of social class based on occupation.”

Houschold wealth. In the Whitehall II study, at the same time as
asking about household income, we asked participants to estimate
household wealth. As with household income this, too, was related
positively to reported health (high wealth, better health) and nega-
tively to depression (high wealth, less depression). As with income,
this could have been a reflection of the fact that high-status civil
servants have more wealth than their low-status colleagues have. It
may therefore be a spurious finding, as appeared likely in the case of
income. Unlike the findings with income, however, when we tried
to make this finding go away by “adjusting” for the correlation be-
tween employment grade and wealth, both grade and wealth con-
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tinued to predict ill health and depression.

Among the several possible interpretations of this finding, it is
worth dwelling on three (excluding for the moment the possibility
that ill health led to lower household wealth). First, wealth may
convey psychosocial benefits. In Whitehall II, for example, wealth
was correlated with optimism and a sense of control over future
events. In this scenario, wealth may be causal in so far as the psy-
chosocial benefits are directly related to the degree of wealth. Sec-
ond, wealth may be reflecting accumulation of advantage and disad-
vantage over the life course. Wealth by itself may or may not be the
issue, but it reflects a lifetime of different experiences, good and bad,
that may affect health. Third, wealth may be simply acting as a
marker for other unmeasured dimensions of socioeconomic position.

Income Inequality

Richard Wilkinson drew attention to the apparent contradiction,
set out above, that when comparing rich countries, there is little
relationship between average income and life expectancy, yet
within these countries there is a close relationship between indi-
viduals’ incomes and their life expectancy and mortality.”* His reso-
lution of this puzzle was that within a society income was a measure
of status, of relative position. This is what was related to mortality.
When comparing whole societies, however, relative status has little
meaning. Hence, the lack of relationship between mean income and
a country’s life expectancy was because a country’s mean income did
not convey the same meaning as the relative income level of people
within a country.”

Wilkinson then went on to show that the spread of income—in-
come inequality—was related to a country’s life expectancy. This
finding has generated a great deal of debate.” One particular criti-
cism was that the relation was artifactual: For a given level of aver-
age income, the higher the income inequality of a society, the higher
will be the proportion of people in poverty.” If, as discussed above,
the relation of absolute mortality rates to income is curvilinear, then
although the rich will gain from income inequality and the poor will
lose, the health advantage for the rich will be less than the health
disadvantage for the poor. In the previous section I quoted Deaton as
pointing out that we should not think of this as an artifact. This
could be one way that redistribution of income in a more egalitarian
way could improve the life expectancy of the whole society.

M Impact of racial inequality. Wilkinson’s thesis is that charac-
teristics of unequal societies lead to worse health in addition to the
effect of poverty. One way his finding was tested was within the
United States.”® States with greater income inequality had higher
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“Income redistribution would improve overall health by relieving
the fate of the poor more than it hurt the rich.”

mortality rates than did those with less inequality.” Similarly, met-
ropolitan areas with greater income inequality had higher mortality
than those with less inequality. Deaton’s counter to this is that the
state-level correlation between income inequality and mortality
could be accounted for by the percentage of the population who
were black. He showed that this percentage correlated with mortal-
ity rates among whites. When allowance was made for the percent-
age who were black, income inequality dropped out of the analysis.
In Deaton’s view, this is a refutation of the thesis that income in-
equality is causally related to mortality. It does not argue that the
social environment is unimportant. As Deaton says, it could be ar-
gued that he has replaced income inequality with racial inequality.

B Effects of economic segregation. Nancy Ross and col-
leagues, showing a weaker relation between income inequality
among Canadian provinces than among U.S. states, conclude that
the relation between income inequality and mortality depends on
context.” There may be a greater degree of economic segregation in
the United States than in Canada. This leads to a concentration of
people with high social needs in municipalities with low tax bases,
which in turn leads to worse provision of public goods and services,
such as schools, transportation, health care, and housing. Lack of
these public goods leads to worse health in poor areas. The market-
place has a more central role in the allocation of health care and
high-quality education in the United States than it has in Canada.
Therefore, utilization in the United States tends to be related to
ability to pay, whereas these services in Canada are publicly funded
and universally available. This Canadian argument appears to have
two aspects: Low income and income inequality will both deprive
people of access to services more in the United States than they will
in Canada.

B Social environment. An important part of the argument that
income inequality is a marker of the social environment is that in the
United States, areas with high income inequality have not only high
mortality but high crime rates, especially of homicide.” Ichiro
Kawachi and colleagues have interpreted the environment in terms
of social capital.® They have shown that measures of social capital
appear to mediate the relation between income inequality and mor-
tality. Robert Putnam also points to the relation between income
inequality and erosion of social capital.”
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A Policy For Income?

My purpose in this paper was to take a noneconomist’s view of
income and health, not especially to speculate about policy implica-
tions. But the causal question and the policy question are inter-
linked. Crucially, would income redistribution matter to health?

First, for the reasons that Deaton set out, income redistribution
would improve overall health by relieving the fate of the poor more
than it hurt the rich. Deaton has pointed out to me that the benefits
of redistribution would be less than would appear from the simple
observation of the link between income and mortality. Economists
describe as “deadweight loss” the fact that to redistribute a dollar to
a poor person usually takes more than a dollar from a rich person.
This happens because people both avoid and evade taxes.

Second, lack of income may not be related to deprivation in the
sense of that prevailing in York 100 years ago, but lack of income
hinders full participation in society. In a “support-led” society, to
use Sen’s term, with sharing and public provision of goods and
services, income would matter less to social participation and re-
ceipt of services. In a society where both participation and receipt of
services depend heavily on individual income, its lack is serious.

The data on income inequality by state or country should alert us
to the powerful role that the social environment might play in
health. We are still feeling our way toward understanding what this
means. In Britain, on the basis of the Acheson inquiry, we made a
series of recommendations for policy development that were related
to improving the quality of the social environment to reduce in-
equalities in health. One of our three headline recommendations
was to use the tax and benefit system to improve the living stan-
dards of those who are worst off.*

T THE LOW END OF THE SCALE, individual incomes matter
for health because of their link with both material depriva-
tion and restriction on social participation and opportunity
to exercise control over one’s life. Above a threshold of material
deprivation, income may be more important because of its link with
these social factors related to social conditions. Pretax income in-
equalities have increased in many countries. A policy of not redress-
ing this through the tax and benefit system, linked to lack of invest-
ment in public goods that brings the benefits of richer communities

to all, will damage health.
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