© Action on Health Disparities in the United States:
Commission on Social Determinants of Health
Michael G. Marmot; Ruth Bell
Online article and related content

current as of March 19, 2009. JAMA. 2009;301(11):1169-1171 (doi:10.1001/jama.2009.363)

http://jama.ama-assn.org/cgi/content/full/301/11/1169

Correction Contact me if this article is corrected.

Citations Contact me when this article is cited.

Topic collections Medical Practice; Health Policy; Medical Practice, Other; Public Health; World
Health

Contact me when new articles are published in these topic areas.

Subscribe Email Alerts
http://jama.com/subscribe http://jamaarchives.com/alerts
Permissions Reprints/E-prints
permissions@ama-assn.org reprints@ama-assn.org

http://pubs.ama-assn.org/misc/permissions.dtl

Downloaded from www.jama.com at CDC-Information Center on March 19, 2009


http://jama.ama-assn.org/cgi/content/full/301/11/1169
http://jama.ama-assn.org/cgi/alerts/ctalert?alertType=correction&addAlert=correction&saveAlert=no&correction_criteria_value=301/11/1169
http://jama.ama-assn.org/cgi/alerts/ctalert?alertType=citedby&addAlert=cited_by&saveAlert=no&cited_by_criteria_resid=jama;301/11/1169
http://jama.ama-assn.org/cgi/alerts/collalert
http://jama.com/subscribe
http://pubs.ama-assn.org/misc/permissions.dtl
http://jamaarchives.com/alerts
mailto:reprints@ama-assn.org
http://jama.ama-assn.org

REFERENCES

1. Hartman M, Martin A, McDonnell P, Catlin A; National Health Expenditure Ac-
counts Team. National health spending in 2007: slower drug spending contrib-
utes to lowest rate of overall growth since 1998. Health Aff (Millwood). 2009;
28(1):246-261.

2. Commonwealth Fund Commission on a High Performance Health System. Why
Not the Best? Results From the National Scorecard on U.S. Health System Per-
formance, 2008. New York, NY: The Commonwealth Fund; July 2008. http://www
.commonwealthfund.org/publications/publications_show.htm?doc_id=692682. Ac-
cessed February 9, 2009.

3. National Center for Health Statistics. Health, United States, 2007: With Chart-
book on Trends in the Health of Americans. Hyattsville, MD: National Center for
Health Statistics, 2007. http://www.cdc.gov/nchs/data/hus/hus07.pdf. Ac-
cessed February 9, 2009.

4. Robert Wood Johnson Foundation Commission to Build a Healthier America.
Education and health calculator. http://www.commissiononhealth.org/Calculator
.aspx. Accessed February 9, 2009.

5. Braveman P, Egerter S. Overcoming Obstacles to Health: Report From the Rob-
ert Wood Johnson Foundation to the Commission to Build a Healthier America.
Princeton, NJ: Robert Wood Johnson Foundation; 2008. http://www
.commissiononhealth.org/PDF/ObstaclesToHealth-Report.pdf. Accessed Febru-
ary 9, 2008.

6. Woolf SH, Phillips RL Jr. Social determinants of health: their influence on
personal choice, environmental exposures, and health care. In: Scutchfield FD,

COMMENTARIES

Keck W, eds. Principles of Public Health Practice. 3rd ed. Clifton Park, NY: Del-
mar Learning; 2009.

7. Kawachi |, Daniels N, Robinson DE. Health disparities by race and class: why
both matter. Health Aff (Millwood). 2005;24(2):343-352.

8. Woolf SH, Johnson RE, Fryer GE Jr, Rust G, Satcher D. The health impact of
resolving racial disparities: an analysis of US mortality data. Am J Public Health.
2004;94(12):2078-2081.

9. Goldman N. Social inequalities in health: disentangling the underlying mechanisms.
Ann N'Y Acad Sci. 2001;954:1180-1239.

10. Turrell G, Lynch JW, Leite C, Raghunathan T, Kaplan GA. Socioeconomic dis-
advantage in childhood and across the life course and all-cause mortality and physi-
cal function in adulthood: evidence from the Alameda County Study. J Epidemiol
Community Health. 2007;61(8):723-730.

11. Smolensky E, Danziger S, Gottschalk P. The declining significance of age: trends
in the well-being of children and the elderly since 1939. In: Palmer J, Smeeding T,
Torrey B, eds. The Vulnerable: America's Young and Old in the Industrial World.
Washington, DC: Urban Institute Press; 1988:29-54.

12. Garces E, Thomas D, Currie J. Longer-term effects of Head Start. Am Econ
Rev. 2002;92:999-1012.

13. Cole BL, Fielding JE. Health impact assessment: a tool to help policy makers
understand health beyond health care. Annu Rev Public Health. 2007;28:393-
412.

14. Miech RA, Kim J, McConnell C, Hamman RF. A growing disparity in diabetes-
related mortality: U.S. trends, 1989-2005. Am J Prev Med. 2009;36(2):126-
132.

Action on Health Disparities

in the United States

Commission on Social Determinants of Health

Michael G. Marmot, FRCP
Ruth Bell, PhD

ERE ARE 2 TRUISMS. RICH COUNTRIES HAVE BETTER
health than poor countries, and medical care im-
proves health. Consider, then, the case of the
United States, which is among the richest coun-
tries in the world and spends more than any other country
on medical care, US $6350 per person in 2005.! Does the
United States then have the best health? Not quite. Life ex-
pectancy from birth to age 65 years is one useful measure
of premature mortality: the United States ranks 36th in the
world for men and 42nd for women.? If not by greater na-
tional income or more spending on medical care, how should
the task of improving health in the United States be ap-
proached? Pay attention to the social determinants of health.

Commission on Social Determinants of Health

Because of concern with global health inequity the director-
general of the World Health Organization established the
Commission on Social Determinants of Health (CSDH) in
2005. The CSDH produced recommendations, based on evi-
dence, about what could be done to further the cause of health
equity.” The CSDH highlighted inequities between coun-
tries—life expectancy at birth in Zambia (41.2 years) is half
that of Japan (82.4 years)*—but also health inequities within
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countries (such as the United States) that can be dramatic.
Within the Scottish city of Glasgow, there is a 28-year gap
in life expectancy between the richest and poorest areas;
among the poorest, male life expectancy is 8 years less than
the average life expectancy in India.> The gap in life expec-
tancy between men in Washington, DC, and in suburban
Maryland is 17 years.? Rich countries have no cause for com-
placency. The CSDH was oriented to countries at low, me-
dium, and high income.’

The gap between top and bottom highlights the magni-
tude of the difference in health outcomes but the CSDH em-
phasized the graded relation between socioeconomic posi-
tion and health, the social gradient that exists within
countries.® A previous comparison of men and women aged
55 to 64 years demonstrated the social gradient in health
and showed higher illness rates in the United States than in
England,” consistent with shorter life expectancy to age 65
years in the United States. At every point along the scale of
income or education, the health of Americans was worse than
that of the English.
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The CSDH call for action on social determinants of
health also applies to differences between ethnic groups.
It has been estimated that in the United States 886 202
deaths could have been averted between 1991 and 2000 if
mortality rates between white and black individuals had
been equalized.®

Health inequities between the worst off and the best off
inrich countries and the social gradient in health imply that
the focus should not only be on absolute material depriva-
tion. The poor of Glasgow or Washington, DC, are not poor
by global standards. In Glasgow and in Washington, DC,
tap water is fit to drink, food is rarely contaminated and is
plentiful, and although there are a few exceptions, no one
lives in squatter settlements. In India 76% of the popula-
tion live on $2 a day or less*; yet men in India, on average,
have longer life expectancy than the poorest men of Glasgow
and about the same as men in Washington, DC.

This comparison with India shows how powerful the ac-
tion of social determinants can be—rivaling the effects of
material deprivation—a lesson also conveyed by the gradi-
ent in health observed in both rich and poor economies. A
further and crucial implication of the gradient is that ineq-
uities in health apply to everyone below the top socioeco-
nomic position. Therefore, social action should deal with
the entire gradient, and all of society, not only with those
at the bottom.

Evidence shows that the slope of a health gradient is not
fixed; it is responsive to political, social, and economic
changes. The gradient in adult mortality by educational level
worsened in Russia after 1992 following the political, so-
cial, and economic upheaval caused by the breakup of the
Soviet Union.” In the United States, the gradient in life ex-
pectancy by socioeconomic deprivation has worsened for
both men and women since 1980."°

Health and Health Inequities
in the United States

The Commission’s recommendations for action to pro-
mote health equity are based on 3 principles of action: im-
prove the circumstances in which people are born, grow,
live, work, and age; tackle the inequitable distribution of
power, money, and resources—the structural drivers of con-
ditions of daily life—globally, nationally, and locally; and
measure the problem, evaluate action, and expand the knowl-
edge base.?

Several themes from the CSDH report that are, among oth-
ers, highly relevant to inequities within the United States
are as follows.

Health Care. Globally, every year at least 100 million in-
dividuals are forced into poverty because of out-of-pocket
health expenditures.? In the United States, the maldistribu-
tion of availability of health care rightly claims much atten-
tion. But this should not distract from attention to other
social determinants of health. The United States spends
about 2.5 times more per person on medical care than the
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English. In the comparison of English and US adults, re-
ferred to above, more than 90% of participants had health
insurance.” Nevertheless, the Americans had worse health
than did the English.

Equity From the Start. The CSDH placed great empha-
sis on early childhood development and education. The
relation between education and health in adult life is clear.
To the extent that this relation is causal, it is important to
improve the education of children, particularly those born
to parents who themselves have low educational attain-
ment. A recent Organisation for Economic Co-operation
and Development (OECD) report'! gives scant encourage-
ment to the United States. It evaluated math scores of
15-year-olds in relation to their parents’ education. Those
whose parents had low educational achievement per-
formed worse than those whose parents were highly
educated—but the deficit in the United States was greater
than the average for all OECD countries. In Sweden, for
example, parents’ educational status made less difference
to the math scores of 15-year-olds.

Fair Financing. Within countries, observational data
show that income is correlated with mortality and life
expectancy; however, between rich countries, there is
little relation between a country’s national income and
life expectancy. An interpretation, then, of the correlation
of income to mortality within a rich country such as the
United States is that income is a marker of relative posi-
tion within society; relative position, in turn, is related to
social conditions that are important for health including
good early childhood development, access to good-
quality education, rewarding work with some degree of
autonomy, decent housing, and a clean and safe living
environment.

Increasing levels of income inequality in a society are likely
to lead to a worsening of the relative position of those with
lower standing in the socioeconomic hierarchy. This is not
to enter the debate as to whether income inequality, per se,
is related to a country’s overall level of life expectancy. It is
to say, however, that if relative position worsens, condi-
tions for those at the bottom will be relatively worse than
for those at the top.

Real earnings of US working men whose starting full-
time salaries were below the median declined between 1980
and 2005, while real earnings increased for men earning
higher incomes."' By contrast, real earnings increased be-
tween 1980 and 2003 across all income deciles in the United
Kingdom, although the income of higher earners increased
more than that of lower earners." The United States has the
third highest poverty rate (50% median income) in OECD
countries, below Turkey and Mexico and well above aver-
age for OECD countries. Furthermore, the United States
ranks fourth in the OECD for disposable income inequal-
ity." Market income and disposable income inequalities and
poverty rates are susceptible to government economic and
social policy choices.
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The Individual and Society

The way society is organized through political choices in-
fluences health outcomes, but the individual is not lost in
the CSDH’s approach,'? which emphasizes collective and in-
dividual empowerment, including material, psychosocial,
and political empowerment. Individuals need basic mate-
rial conditions for health, control over their lives, and ac-
tive participation in decisions that affect their lives. The aim
of public policy should be to create the social conditions to
meet these needs.’

Putting Social Determinants of Health
Into Practice to Improve Population Health

Positioning health equity as a key performance indicator in
all social and economic policy making has the potential
to drive significant reductions in health inequities.’
How would this work in practice? Early childhood
development—including the physical, social-emotional,
and language-cognitive domains—is among the key areas
for action described by the CSDH.? President Obama’s com-
mitment to prioritize early childhood education is therefore
promising.

The current global economic crisis brings work and em-
ployment conditions into sharp focus. Since December 2007,
the start of the recession, 3.6 million jobs have been lost in
the United States." Job insecurity, unemployment, and de-
terioration of working conditions are all potentially harm-
ful to population health and require urgent attention.

Former CSDH commissioners Wilensky and Satcher'* hold
the view that action across the social determinants may gain
bipartisan support in the United States. The Robert Wood
Johnson Foundation has set up the Commission to Build a
Healthier America with a strong focus on what can be done
across the social determinants of health."

The CSDH’s findings and recommendations are neces-
sarily general because of their global application. The rec-
ommendations require “translation” into specific policies
for particular country contexts. Several countries are in the
process of doing this: Chile, Brazil, Argentina, Sri Lanka,
Thailand, and a number of European countries. In En-
gland, Prime Minister Gordon Brown'® said: “[T]he health
inequalities we are talking about are not only unjust, . . . they
also limit the development and the prosperity of commu-
nities, whole nations, and even continents.” He an-
nounced an independent review of health inequalities in En-
gland (chaired by M.G.M.) that is taking the CSDH’s
recommendations and developing evidence-based strategy
across social and economic policy areas to improve health
equity. Other countries around the world are taking ac-
tion.” What is needed? Put simply: leadership from the top
of government, action across social and economic policy
areas, and participation from communities across society.
Action needs to take place at local, regional, national, and
global levels.
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The international response to the current global finan-
cial crisis provides the opportunity for the international com-
munity to recommit to a more representative multilateral
system with fairer participation by all countries and the op-
portunity to place health equity at the heart of multilateral
policy development in areas including trade, finance, re-
sponses to climate change, and international security. The
United States has a leading role internationally. A world of
hope and expectation rests on the new US president. How
will President Obama respond to the commission’s call to
action?
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