Health

‘Eliminating health inequities is important as a matter of socia]
justice because health is an asset and a resource critical to human

development’ and because of ‘scientific evidence that health inequal-|
ities are the outcome of causal chains which run back into and from,
the basic structures of society’." Of course, public policy cannot
determine how healthy or long-lived any given individual will be, But
public policy does not determine individual educational attainments
Or earnings, either, and this does not stop its making all the differ-
ence to the justice or injustice of their distribution. The distribution
of ill-health and long life in the population depends on relative
incomes, on racial and ethnic stigmatization, on autonomy or power-
lessness in the workplace and on a multiplicity of other aspects of the
basic structure of the society. Virtually every significant feature of a
society has differential effects on health, according to its impacts on
people in different locations within the social structure. By the same
token then, there will be very few areas of public policy that do
not have implications for the justice of the distribution of health.
‘Because health inequalities are multi-determined, policies need to
exert leverage at multiple points.?

All the quotations in this chapter so far have been from a collec-
tion of articles entitled Health; and Social Justice that was published
mm 2003. Apart from its existence, what is interesting about this book
is that its contributors are drawn from the fields of public health (a
majority), social epidemiology, sociology and (in one case) political
science; but there is not a single contribution by a political philoso-
pher. This may seem curious in a book about social justice, and the
absence of such a contribution reveals itself in the lack of any sys-
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tic - discussion of the concept of social jpstice and its relevance
e h. There is, however, a good explanation: as far as 1 am awar?,
i healltll;jiscussioh exists. To the extent that political philosophers
upbout social justice and health, they confine t_hemselves to the
' ?biltion of health care. The underlying assumption appears to be
g erything to do with social justice and health has b;en 1ncluf:le_d
65 :‘Illeaylth care has been discussed, whereas the truth is that this is
1y rt of the picture. ‘
2 lsglallegihis equatli)on of health with health care at vs{ork url e:lrf
le by Ronald Dworkin, which sets u‘p as a premise fq; an 12; egné
ent (whose content is irrelevant here) ‘that heglth care is, as ené

scartes puts it, chief among all goods: Fhat th.e most @p01 t
Je80 is life and health and everything else is Q_f minor 1mp01ta1—me .
oncgitation is offered, but if Descartes really said that he}?ltél cai fang
égainst health) was the chief good3 then he must havsa a1 tex_n o
dinarily poor judgement. It is certain that unt}l some t1me11 ate ir the

ineteenth century, when bleeding and prescribing (literally) poisor
Il‘ad gone out of fashion and antiseptic surgery was cr’eepmg i,
medical care was more likely to kill than cure. Descartes’s contem

/S

| yorary, Thomas Hobbes, exhibited sterling good sense in saying he

would sooner trust his health to the care of a wise old womeig thﬂaﬁ
) a qualified doctor.” Few people, it has been asserted, wou Wl}Sl
g,insist ‘that medicine’s effectiveness went ba_ck much be’f50re the
idvent of antibiotics in 1940 or sulphonamides in thf? 1930s’. thetic
Go round any English churchyard and you W}Il sie C11351 hetie
tombstones from the mid-nineteenth century recording the dea

“perhaps a dozen children in infancy. By the end of the century, they

have disappeared. This cannot have been due to any signl.icilcan'i
ilnprovements in the quality of health care: the tt;chnology did no
change a lot and access to it was just as hit and miss:

There is evidence that modern preven?ive and therapeu_tlc. medlcz}
care can account for only a minor fraction of the dram'fl)tlc mprov
ments in individual and population health over thg past ~5(1) yelatrhs. for
Even analysts admiring the impact of medical science on hea as,e o1
example, estimate that only about ﬁ\fe years of t]'le 30-year ml(;res se In
life expectancy in the United Stgtes in ‘Fhe twentieth century il  Deen
due to preventive or therapeunf: medlc?al care. . ... The lremaue der s
attributable primarily to increasmg socioeconomic .dev.e opmd Lan
associated gains in nutrition, public health and sanitation, an g

conditions.®

Scourges such as typhoid fever and cholera were wip_ed out in Brltaué
in the nineteenth century by the provision of pure drinking water an
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the safe disposal of human wastes. Another public health measure

the use of quarantining — virtually eliminated scarlet fever and
diphtheria long before there were any effective drugs. An important

contribution to ‘living conditions’ was the improvement in housing
thanks to city codes (as in New York) mandating ventilation stan

dards and the reduction in overcrowding. This did much to reduce '

the spreading of pulmonary tuberculosis among families.
A vivid illustration of the role played by housing is that tubercu

losis has reappeared in New York City in recent years. It is associated |

with ‘an upsurge of family homelessness’ because, when people lose

their homes, the only alternative to the street or a temporary shelter |

is ‘doubling up with other families’.” This deterioration is the direc
effect of public policies aimed against the poor, especially those suf

fering from the concentrated disadvantages found in the ghetto, such

as a real reduction in the value of welfare benefits (especially in rela-

tion to housing costs) and the inadequate supply of subsidized public
housing,. (I shall return to the issue of responsibility for homelessness |

in chapter 12.)

The relative insignificance of health care can be established by |

plotting the proportion of the GDP spent on health care against

expectation of life for OECD countries: we find a distribution of
points that looks more like currants in a Christmas pudding than the
kind of linear relationship that might be naively expected. Japan, with.
the greatest longevity, is a below-average spender, whereas the USA,

which spends by far the most, has a rather mediocre average expec-

tation of life.® On the most generous estimate, ‘the benefits prov1ded-5

by each of the main areas of medical services, including screening,
immunisation and the main areas of treatment . . . added at the most
five years to the life expectancy of Americans’.’

To put this in perspective, it will be useful to contemplate figures
such as the following: ‘Americans in the top 5 per cent of the income
distribution can expect to live about nine years longer than those
in the bottom 10 per cent.’’” This gap is not atypical. ‘These health
inequalities usually account for differences of five to ten years in life
expectancy between rich and poor within countries — and occasion-
ally for as much as a fifteen-year difference.” In Britain, ‘professional
men now live nine-and-a-half years longer than unskilled manual
workers, the widest gap on record. The death rates for under-65s in
our poorest urban areas are two-and-a-half times mgher than in our
richest areas.’™

What matters most, apart from being alive at all (and arguably

matters more than that) is being in good health, in as far as this is the
necessary condition for achieving many of one’s goals. It makes a dif-
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erence to job opportunities, to abilities to have and raise children,
nd generally to the chance of enjoying life — at least given a mini-
ally decent physical and social environment. But those who live less
ong are also dogged by ill-health from an earlier age. This may,
ndeed, be an even more pronounced inequality:

. ‘1111 East Surrey, Kingston and Richmond, wealthy suburbs of London,
the average expectation of life is 79. The expectation of a healthy
" life unaffected by disability or poor health is 67 years. In Barnsley [a
relatively poor town about twenty miles north-east of Manchester] the
expectation of life is 76, with only 52 years of healthy life."?

- Moreover, while few people can be aware of the way in which psy-
hosocial processes lead to early ill-health and death, they do affect
‘the real subjective quality of life among modern populations’.'* As
_Richard Wilkinson puts it:

- If the whole thing were a matter of eating too many chips or of not
taking enough exercise, then that would not in itself mean that the
quality of life which people experienced was much less good. You can

_ be happy eating chips. But sources of social stress, poor social net-

- works, low self-esteem, high rates of depression, anxiety, insecurity, the
loss of a sense of control, all have such a fundamental impact on our

experience of life that it is reasonable to wonder whether the effects

“‘on the quality of life are not more important than the effects on the

+ length of life.

I shall explain the way in which stress has deleterious physiological
‘effects later. Before that, it is high time for me to deal systematically
with the fundamental question: what constitutes social justice in
health?

- I'suggest that, if ‘health inequalities are the outcomes of causal
chains which run back into and from the basic structure of society’,
then wherever we find groups defined by class (however measured),
ethnicity, race or any other structural characteristic that experience
differences in the quality of their health, the society has a prima facie
unjust distribution of health. How can the prima facie injustice be
shown not to be a real injus‘[ice‘7 The only way consistent with the
principles of justice laid out in this book is to trace the whole of the
‘inequality between the average health of two groups to systematl—
cally different choices made by members of these groups under cir-
‘cumstances that generated personal responsibility. I shall take up the
question of personal responsibility at the end of this chapter. But I
can-anticipate the result of that enquiry now by saying that ‘lifestyle’
isvery largely a red herring in the context of health and social justice.
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roups, despite the much higher mortality from heart disease in tl}e
deprived group. Poorer people were 20% less likely to get a hip
eplacement, although they were 30% more likely to need one.ilb
imilarly, a report published ‘by Cancer Research UK revealed [in
March 2004] that it is the affluent who are profiting the most from
aster diagnosis and better treatment, while the prospects for the poor
ag years behind’.” '

. The explanation hypothesized by the research team was that ‘rich
ople are quicker to go to the doctor when they suspect something
wrong and know how to demand attention’.® This is the sense of
entitlement, articulacy and self-confidence in pushing doctors that
middle-class parents pass on to their children, as we saw in the pre-
vious chapter. Needless to say, New Labour’s vaunted extension of
natient choice’ within the National Health Service will inevitably
widen the class gap by increasing the advantages of pushiness and
know-how. A further point (analogous with the school case) is that
the choice of a distant hospital is much more feasible for those whose
amily have flexible hours and the ability to afford the means of travel
o inaccessible places. This explains differential take-up of formally
equal options by saying that they are not really equal, because many
»f these options are infeasible to those outside the middle class or
easible only at greater cost in time and effort. But the larger number
of visits to a doctor by middle-class people for any given degree of
illness has also been attributed, at least partially, to cost: they usually
have enough flexibility in their work schedules to visit a doctor
without facing loss of pay. Again, it has been found that doctors are
very poor at conveying what they intend to say to any patients except
" middle-class ones, with the results that others often fail to follow the
regime prescribed for them.”

It is important to recognize, however, that lack of knowledge, artic-
ulacy and pushiness also have origins in the class structure. There is
' no reason for thinking that the poor value health less than the rich.
If a large proportion of the poor were Christian Scientists and only
afew of the rich, it would be a different matter. Medical care should
“not be imposed on adults against their will, so that those who spurn
it as a result of religion or cultural beliefs are responsible for any
adverse consequences for their health.” This sort of difference is
totally implausible as an explanation of the actual phenomenon.
The technology for overcoming the transmission of disadvantage in
getting the most out of institutions (including the health care system)
is known, as we saw in the previous chapter. All that is needed (all!)
is the political will to commit the necessary resources. Injustice in the
distribution of health care has tangible consequences: lives blighted

The reason for this is, to put it intuitively, as follows: if two groups
systematically behave differently in ways that affect their health; jt
is. overwhelmingly likely that these differences will in turn have
their basis in the social locations of the two groups. If this is so; w
are still looking at the effects on health of the basic structure of
society, but this time mediated by structurally induced differences i
behaviour. o

Since, as I showed in chapter 3, there exists a global basic stru
ture, what I have said here for justice within countries exténds natu
rally to justice in the world as a whole. To the extent, for exampl
that people (especially infants and young children) are dying of lac
of nutrition and simple cost-effective public health measures, they are
to a large degree being killed by the policies of the IMF, the World
Bank and the WTOQ, exacerbated by the dismal record of rich coun
tries in supplying economic aid. Of course, if a large part of a poor
country’s income (however derived) is syphoned off by its rulers or
spent on instruments of domestic repression and external aggression,
these rulers bear a heavy responsibility too. But we must recognize
that these regimes themselves are an element in the overall system
of international politics, and are very often sustained (sometimes
actually brought into being) because they serve the interests of gov-'
ernments and firms in rich countries. What is at first sight a paradox
— that the countries in sub-Saharan Africa with the most natural
resources have had the worst economic records since independence
— dissolves once we see how the possession of natural resources
invites political manipulation.'® The insurgents in Sierra Leone, for
example, maintained themselves with money from diamond compa-
nies. And the chaos in the Congo suits international firms just fine,
since there is nobody capable of taxing or controlling them.

Let me now return to systematic health inequalities within wealthy
countries. How can the big gaps that I have cited be accounted for?
Notwithstanding what I have said about the relatively small impact
of medical care, it is still worth observing that those in the more
advantaged social positions tend to get more expensive care. This is
notoriously true in the United States, though the overtreatment of
the well-insured in that country may undo a lot of the good done by
health-improving treatments. (I shall return to this.) In Britain, within
the National Health Service, resources are quite closely matched to
demands, but ‘minority ethnic groups and very low income groups
[make] less use of health services for a given level of morbidity
(illness)’."” A British study published in November 2003 found that
‘affluent achievers from the middle class were 40% more likely to get
a heart by-pass than the “have-nots” from lower socioeconomic
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or truncated by preventable or curable disease because tleatment /
goes to the pushy rather than the needy.

Having said all that, it still has to be added that differential quahty
of medical care cannot possibly explain more than a fraction. of the
class gap in health. One way of seeing this is to imagine that the
richest 5 per cent of Americans got no health care whatever, while
the poorest 10 per cent benefited from every possible form of inter-
vention: the richest would still live on average about four years longer
than the poorest. The key to a long and healthy life is not getting sick
in the first place. But what are the determinants of staying well? Con:
fronted with the finding that ‘health inequalities are wider where
income differentials are larger’, our first thought is likely to be that
this is because a more unequal society will tend to have more poor
people in it, and poverty is bad for health.” This is undoubtedly
true, but primarily for societies that have a low average income: life
expectancy and gross domestic product are significantly related, but
the best-fitting curve relating them shows expectation of life increas:
ing sharply with average income up to about $5,000 per head, then
flattening out up to about $10,000 per head, after which it almost
levels off.* This curve gives us an increase of only four years (from
74 to 78) as we go from $10,000 a head to $25,000, which is pretty
small beer when we compare it with the gain in expectation of life
from a little over 50 to a little over 65 between $1,000 a year and
$5,000.

At low average incomes, it must be added, the best- ﬁttmg curve
does not fit very well.” Around $2,000 per annum, average longevity
ranges from a little over 45 to a little under 75 — close to the average
expectation of life in the United States. This is consistent with the
idea that in a poor country an unequal distribution of income will
leave a large proportion of the population in destitution, with a dev-
astating effect on average mortality rates. In rich countries, however,
the class gradient of longevity must be explained mainly in some
other way. For if it were mediated through absolute deprivation,
we would expect the effects of inequality on expectation of life to -
become smaller and smaller as we moved up from $10,000 to $25,000,
whereas differences of ten years or more from top to bottom persist
even in very wealthy countries. Furthermore, ‘the usual pattern is-a .
continuous gradient across the whole society, with death rates declin-
ing and standards of health improving step by step, all the way up the
social ‘hierarchy. In this way, even people who are comfmtably off
tend to be less healthy than the very well off, 26

Anyone who lives in Manhattan and looks at a map of zip codes
(post codes) will instantly recognize that they are drawn up to make

life easy for marketers by demarcating each zip code area so that it
{s as economically and ethnically/racially homogeneous as possible.
Why should the age- adjusted mortality of men who lived in an area
ith an average income (in 1980 dollars) of $33,000 or more have
been higher than that of men with an income of between $30,000 and
$32,9997% Surely, there could be no form of nutrition, housing, access
to a gym or any other directly health-improving product that was
within reach of the first group but not the second. Again, a division
men in England and Wales between the ages of 20 and 64 into four
cial classes showed a sharp increase in standardized mortality
tes from the lowest class to the highest in 1989. A similar division
of Swedish men showed a fairly large decrease between the top class
nd the next down (though less than in Britain), but only relatively
small differences among the other three.”® This is, if we place our bets
on direct material effects, profoundly counterintuitive.

The answer is that anxiety and stress tend to increase as we move
down the social scale. I shall give a number of reasons for this in a
moment, but let me first explain how chronic stress leads to ill-health
and premature mortahty Stress in short bursts contributes to survival
in emergencies, which is why human beings (in common with other
primates) are equipped with the ability to produce

glutcocorticoids [which] are steroid hormones released during stress
as part of the ‘fight or flight’ mechanism. As such, they are a major
component of the system by which the body’s resources are diverted
from non-urgent tasks, such as growth, tissue repair and the immune
.. system, to preparing the body for immediate action and mobilising the
necessary energy resources for muscles,

The effect of stress on the immune system is illustrated by ‘a study
which examined throat swabs from medical students during exams’.
It found that ‘exam stress weakened their immunity’.*® An experi-
ment comparing the rate at which high-stress and low-stress people
developed colds when dosed with nasal drops containing the cold
_virus found that the former had a 75 per cent higher chance of
contracting a cold than the latter.”

+ Cortisol, though beneficial in short bursts as a response to stress,
s very bad for you if you live in an environment that generates
chronic stress, because the feedback mechanism that controls its pro-
duction is destroyed.32 Constantly elevated levels of cortisol result in
underweight babies and stunted growth, as well as a depleted immu-
nity system and a high concentration of lipoproteins of the kind that
give rise to cholesterol deposits.” Fibrinogen, another stress product,
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makes the blood clot more readily — an obvious gain in coping with

a glancing blow from a sabre-toothed tiger, but a recipe for coronary
heart disease and other ills when it becomes too much of a good
thing.** Finally, chronic stress creates high blood pressure. 3 This was
something I discovered for myself when I spent four years near the

University of Chicago in a constant (and justifiable) state of appre-:

hension about the risk of violence from people who, if they did not
accost you in the street, were quite capable of smashing your door
down and helping themselves after immobilizing you.

The more materialistic a society — the more that it is generaﬂy
believed that money is the only significant goal in life — the more that
people with a lot of money will feel like winners and those with a
little will feel like losers. This feeling will intensify if those who are
better off than others believe that they are more virtuous and those
who are worse off share this belief. As we shall see in chapter 10, the
idea that countries such as Britain and the United States are ‘meri-
tocracies’ has been propagated with great effectiveness even though

it is wildly contrary to the facts. There is no reason why this associa- -

tion of money with superiority and inferiority should not ascend all
the way up the scale: a cottage, Marx said, shrinks to a hovel if some-
body builds a castle next to it; but the castle shrinks to a cottage if
someone builds an enormously larger castle next to it. (I shall take
up the wasteful and mutually destructive nature of the competition
unleashed by invidious comparison in chapter 13.) We are not talking
about a subjective sense of success or failure alone. Almost all every-

day interactions are mediated by the parties’ estimates of their rela-
tive social standing. Even those who do not acknowledge their class

position are affected by it:

[A]mong groups of teenagers from high school, all of whom are doing
equally well academically, working-class kids showed prolonged rises
in cortisol under any kind of stress while upper-class kids showed a
quick spike and then a decline. The physiology of working-class young-
sters was altered by their social location, whether or not they acknowl-
edged their working [class] status.*

In Britain, inequalities of income are interwoven with the sub-
tleties of social status. The locus classicus for the anatomy of snob-
bery among the toffs is Proust’s A la recherche du temps perdu, but -
the true poets of the phenomenon among the middle of the middle
class (where what Freud called the ‘narcissism of minor differences’
reaches its apogee) are playwrights such as Alan Ayckbourn and
numerous writers of British sitcoms in which such amusement as
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- there is derives heavily from their exploitation of the minutiae
of class differentiation. In the United States, outside some long-
established cities such as Boston and Philadelphia, money and status
are tlghtly connected, with one huge exception: race. The black—white
© gap in average life expectancy holds up even when we compare
blacks and whites in the same range of incomes. Using figures for
79-89, it was found that the gap at the age of 45 was more than
three years for women and two for men in the lowest two of the four
income groups into which the population was divided. In the upper
two, the gap was almost two years for women and more than one for
men.”’ (To put a gap of this size into perspective, bear in mind that
~ eleven of the thirty-three countries with incomes over $10,000 a year
~ fall within the two-year interval of 74-76 and another eleven within
'that of 76-78.)*

. Two explanations can be offered for black-white differences in
- longevity among people in the same income group. One is that a key
~ component of American racism is the belief that blacks are ‘naturally’
- inferior — a belief not-so-subtly reinforced by the kind of ‘scientific’
. racism that I shall dissect in chapter 9. ‘A few studies have opera-
ionalized the extent to which African Americans internalize or
endorse’ these stereotypes, and ‘found that internalized racism is pos-
tively associated to psychological distress, depressive symptoms, sub-
tance use, and chronic physical health problems’.* The other cause
| of stress is the everyday experience of racism: snubs, slights, social
- exclusion, and the like. This can explain why there is a black—white
gap at the top end of the income scale as well as the bottom. Black
‘professionals may be well treated at work and by their neighbours in
their professional-dominated neighbourhoods. But in the impersonal
transactions that are such a large part of everyday experience, they
-are much more likely to be exposed to the common fate. A distin-
_guished (and no doubt well-paid) professor at Harvard complained
_in a television documentary aired in spring 2004 of his frustration in
“often seeing cabs sail past him and pick up a white passenger a few
- yards further along the road.

" He might be better off if they always did, because random occur-
rences create uncertainty and hence stress. This is a point with general
~application. The direct health effects of being born, living and dying
~on the street in Mumbai are doubtless bad compared to those of
f :living in a house in a rich country. But if you spend all the time
worrying about losing the house because interest rates or rents go up
I because you become unemployed, you are probably worse off
from the psychosocial angle. It is now well established that ‘a large
art of the link between health and unemployment is related to job
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ies, because the extremely poor constitute a stigmatized minority.
he power of stigmatization as an independent factor in ill-health
ls‘demonstrated by the lower expectation of life among American
acks at all income levels. Relative poverty, however, has psy-
osomal effects that help to account for the continuous gradient of
ngevity from the bottom to the top because of the relation between
come and status in materialist societies. Differences of income also
‘rve as markers for other factors implicated in early death. In this
yntext, I looked at anxiety about becoming unemployed and control
ack of it over working conditions. But there are other forces at
ork that relate relative poverty, as conventionally measured, to
jorter life.

A very important link is political. Those who have more disposable
sources are able to manipulate public policy in their favour at the
xpense of those with fewer: ‘inequality kills because it affects pubhc
policy, altering the distribution of education, health care, environ-
lental protection, and other material resources.”” This is true in rich
‘countries and poor ones, and regardless of the existence of elections
and political parties. Cuba produces better outcomes in education and
iealth than the United States on a fraction of the income. By way of
contrast, in India ‘about four-fifths of healthcare spending . . . is effec-
vely private medicine. Spending on universities rather than schools
sees the country produce 2 million graduates a year and leaves more
an half the country’s women illiterate.”* This arises because ‘India’s
development is one born of policies that have been skewed in favour
of the rich and the aspirational since independence’.* With very little
change, all this could equally be said of the USA.

The irrelevance of absolute income is illustrated by a case I dis-
cussed earlier: the larger the income gradient, the more likely the
society is to be one in which those who are relatively poor will be
incapable of resisting the siting of toxic waste dumps where they
live. The point is that this is entirely a matter of relative income. In
New York the concentration of toxic wastes in poor areas has gone
hand in hand with increased inequality. It makes no odds that at
the same time the United States has become far wealthier. If any-
thing, this makes things worse, because, in the absence of government
regulation, a wealthy society will produce more rather than less toxic
waste from chemical plants and hospitals as well as more domestic
rubbish. The absence of government regulation to cut down on the
production of toxic wastes as a by-product is itself much more likely
if the wealthy and powerful can avoid coming into contact with them.

. If everybody were liable to exposure to toxic wastes, ‘not in my
back yard’ would soon be transformed into ‘not in anybody’s back
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insecurity and the anticipation of unemployment’.™ Hence, your'
health starts to deteriorate when redundancies are announced,
regardless of whether it turns out that you are going to lose your job
or not.* Job insecurity is most extreme among those with ill-paid
marginal jobs, but it extends all the way up the scale, helping tg
explain the continuous health gradient. A further point is that wealth
is highly correlated with income (though far more unequally distrib.
uted), so a bigger income is likely to go with a bigger cushion against
economic adversity, thus makmg the prospect of a sudden loss of
income less threatenmg

_ Finally, control over working conditions makes for better health
and longer life. When we bear in mind how much time people spend
at work and how significant for their sense of self-worth their job is
for many people, this is scarcely surprising. Earmngs are a pretty good‘ '
proxy for power (or lack of it) at work. Thus again, we have a case in
which the continuous gradient of health and longevity is not actually
caused by income but by a source of stress strongly associated with
it. The most conclusive evidence comes from a study carried out
on ‘17,000 civil servants working in government offices in London
[whlch] found that death rates were three times as high among the
most junior office staff as they were among the most senior adminis
trators’.*” None of those studied was a manual worker, so this large
health difference Was contained in the upper part of the income hler
archy in Britain.*?

A further refinement, which points to stress resulting from lack of
autonomy is that ‘although . .. seniority ... is closely related to the
amount of control people have over their work, control over work was
significantly related to health, even after controlling for employment
grade and a number of other risk factors’.* Similarly striking results
have been obtained in the United States. For example, ‘women who
reported having a heavy workload and limited job control were at
three times greater risk for coronary heart disease than women who
had heavy workloads combined with control over their work.* The
link between stress and coronary heart disease is also illustrated by
the study of British civil servants. It may be recalled that ‘bad’ lipopro-
teins and fibrinogen are concomitants of stress that contribute to coro-
nary heart disease. Significantly, elevated levels of these ‘accounted
for about one-third of the increased heart disease among low-ranking
civil servants.’* The rest remained unexplained, but it is hard to see
how anything except stress could be the cause. We can only conclude -
that stress kills in more ways than have yet been nailed down. -

To sum up so far: extreme poverty kills directly through malnutri-
tion, poor housing, and so on, but it also kills, especially in rich coun-
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11t is an ordinary enough afternoon at Highlands public hospital in
‘Alameda County, California [i.e. no multiple crashes or shoot-outs]
..and yet...in the shabby concrete building on the outskirts of
akland . . patlents are told to expect a four hou1 delay [in the acute
are clinic]. In the emergency room . .. any rush of critical cases can
mean the rest must wait into the moht .. ‘Emergency tests take too
‘flcing, x-rays take even longer, said a senior administrator.”
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yard’. ‘Much of noxious industry need not exist at all.... Man
adverse impacts could be ameliorated or eliminated altogether by the
use of industrial best-management practices, application of waste'
reduction measures at the source’, and so on.” The German system
in which the cost of disposal is built into the price of a car could be
extended to all products with great advantage. Gratuitous rubbisk
could be stopped by taxing everything down to toothbrushes on th
cost of disposal — including environmental costs in the calculation
Faced with a tax on the unnecessary cardboard and plastic in whic
they are encased (which is a bother, anyway), manufacturers of tooth:
brushes would doubtless rediscover the virtues of simplicity, while, a
the other end of the scale, creating toxic wastes would be very expen
sive and nuclear power an economic impossibility.

If high inequality is associated with ‘systematic underinvestmen
across a wide range of human, physical, health and social infra-
structure’, it will also tend to kill through psychosocial effects
Participation in common institutions makes for increased social
solidarity, which has been shown to be good for everybody’s health®
But the absence of universal high-quality public services has
especially malign effects on those who are at the bottom end of
the social scale. For they are as a result liable to find themselve
excluded from many mainstream activities in their society and
forced into the use of stigmatizing services that are shunned by
those who can afford better. However, social exclusion can alst
be experienced by a majority, when members of a rich minority
are able to pull out of common institutions and resort to privat
education and health care, ultimately isolating themselves com-
pletely from the common fate by shutting themselves up in gated
communities and providing all their own services.”

This has a bearing on health care. Although, as we have seen, its
quality does not make a great difference to health, the form that it
takes may still do so through its psychosocial effects. It has been sug-
gested that ‘the common lament that 15 per cent of Americans [cur
rently more] are “uncovered” by health insurance’ may be misplaced
‘The uninsured are treated in public clinics and in emergency rooms,
which (although they lack the conveniences of insured care and ma
have long queues) provide competent services both standard and
high-tech.”* Also, by being treated only when they actually become
ill, the non-insured have the advantages of avoiding unnecessary
treatment that may be debilitating or even lethal. Nevertheless, this.
antiseptic description of the public facilities fails to bring home their
demoralizing and st1gmatlzmg quality within a system where medical
care covered by insurance is the norm: :

\ British reader may be forgiven for thinking that this just sounds
Jike the NHS but a bit worse. Remember, however, that these patients
have no equivalent of a GP (primary care phy51c1an in America) and
_ this is the crucial point — only a small mmorlty of the British pop-
ation can afford to opt out of the public service. As a result, the
political pressure for improvement in health care is extremely strong.
In contrast, this kind of inferior treatment affects only a minority of
Americans, so ‘there have been few pohtlcal points to score by impos-
g any change’.”® That was written in 1990, but the main thing that
s happened since is that the number of people not covered by
surance has increased, while political pomts have been scored for
immiserating the poor further, not for improving their lot. My
{pothesis is that, even if the care received by the medically indi-
nt’'is technically competent (eventually), it still raises mortality
tes because of the adverse effect on health of being excluded from
e society’s common institutions in such an unignorable way. In
other words, being forced to use a public hospital may make little
fference to your chance of being cured once you are ill, but it may
make you much more likely to become ill.

‘This raises the question of the compatibility of private health care
th social justice. Of course, even if private health care were pro-
bited within a country, there would be nothing to stop those with
ough money from travelling to another that had high-quality
ivate health care. The same might be said, quite accu1ate1y, about
schools but sending one’s children abroad to school is a far bigger
ep than travelling abroad for a major operation. Leavmg that on
ne side, it does not seem to me that pnvate health care is a straight-
forward breach of equal opportunity in the way that private educa-
lion is, in virtue of its buying an unfair advantage for a child in the
mepetition for places in elite universities and for desirable occupa-
1ons. Health care is not inherently zero sum in the same way. In a
market society, a higher income gives its recipients the opportunity
consume more of everything whose sale is not prohibited (and
naybe some of that). But in a society in which the extent of inequal-
ty was consistent with social justice, there would on the face of it be
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¢lude that, unless the hospitals are doing a remarkable amount of
good to the other patlents whom they manage not to harm, closing
them down might improve America’s health. This thought is rein-
rced by profit-driven overtreatment and response to profit-driven
advertising: “We [in the USA] kill nearly two hundred thousand a
ar through improper medical interventions. Many more die due to
isuse of heavily advertised prescription medicines, over-the-counter
medies, and other preparations.®

ne day after the report on errors in the New York Times, the
nardian carried a report saying that a million patients per year — a
nth of the total admitted — ‘will suffer some accidental harm from
minor fall to serious injury or death’ in NHS hospitals.”® Since
spitals absorb the lion’s share of the health care budget, a more
alistic estimate of potential benefits and costs would help to save
money. A bigger contribution would be to make it compulsory for
doctors to act on ‘living wills’ specifying treatments people did not
yant in the event that they were incapable of deciding for themselves
and also, of course, if doctors were required to respect patients’
wishes about the withholding of treatment if they could indicate
em. Whether in advance or at the time, patients should be able in
addition to specify euthanasia so as to avoid the pointless suffering
d: degradation of terminal illness. Since about half the hospital
budget goes on people in their last six months of life, this measure
conjunction with the others would probably make it possible to
afford a health service that avoided arbitrary limits on treatment and
was perceived by the great majority as acceptable.

' Finally, let me return to the question of personal responsibility for
health. It is highly convenient for defenders of social and economic
inequality to suggest that class and race differences arise from good

and bad lifestyle choices:

no more objection to those who were better off spending it o
medical care than to their spending it on, say, expensive holidays, If’ |
however, private care lures away qualified doctors and nurses from
the public system, it does constitute an abuse of wealth: the I‘lCh ar
now making the poor worse off.

Even if a system of pnvate health care is considered to be com
patible with social justice, it is still important that the standard of pub
licly provided health care must be found adequate by a large majorit
of the population. Only in this way can the stigmatization of thos
who use the basic service be avoided. This is partly a question
fundmg the service adequately but it is equally a matter of convin
cing people that the funding is going on the right things. Mammo
grams, for example, are still being pushed hard by the medica
industry in the USA and women are having them at ever higher rates, |
despite screening programmes of this kind having been shown (to the |
satisfaction of just about everybody without a vested interest) to be
on balance harmful, because aggressive treatment of tiny clusters
of cancerous cells kills as many women as it saves, while subjecting
a much larger number of others to distressing, disabling surgery,
chemotherapy and radiotherapy.”” The size of the vested interesti
the USA must not be underestimated: ‘almost three—quarters of all
women are screened, at a cost of $3 billion a year’ — enough to trans
form public health in the whole of sub-Saharan Africa.® Only th
naive will be surprised to learn that ‘the National Committee for
Quality Assurance, an independent agency that sets standards for
the health care industry, wants to increase [the proportion of women
screened] to 81 per cent’.”® Britain’s National Health Service does not
have anything approaching the perverse financial incentives for
overtreatment inherent in the American system.® But it still persists
with expensive procedures such as mammograms that do more harm
than good.

To keep people satisfied, empha51s would need to be put on
‘running repairs’ to knees, hips, varicose veins, and so on. At the same
time, people might become less willing to entrust themselves to hos-
pitals if they were made aware that in the United States as many as.
100,000 patients a year may be being killed because the wrong person
is operated on or medicated.” There must be very many non-fatal
cases of mistaken identity for every fatal one: amputating the wrong
leg, so that the victim becomes a double amputee for example, or -
a case known to me — operating on the wrong eye so that the victim.
becomes blind. So perhaps a million Americans are being injured or.
killed every year by American hospitals just through this one sort of
error. Since there are many other sources of error, one might con-

. If social and economic inequalities are as powerful in determining
" health expectancies as current research indicates they are, then [gov-
ernments that accept a responsibility for health] would seem obligated
to narrow these inequalities, or to find ways to reduce their effect on
health and longevity. But if we assign responsibility for the excess mor-
+ tality and morbidity associated with economic inequality to individuals
(on the premise that these misfortunes stem from differences in
i lifestyles that reflect different personal priorities, tastes and character
traits), then we cannot demand remedial action by [such] states.*

Since ‘none of the principal studies of health inequalities linked to
socioeconomic status points to differing lifestyles as the key expla-
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nation’, the potential role of individual responsibility is limited.*® Byt -

the residual link between different choices and different outcomes
could be made a question of personal responsibility only if a lot of |
other things could be established. To begin with a very simple point;
do social class differences in behaviour have the same impact on

health? They do not. There is a class gradient with regard to smoking::

its incidence increases as we go down the social scale. But‘smoking;
(say) a pack of cigarettes a day will on the average impair your health
more the lower your socioeconomic status. ‘American smokers o
high social status are less likely to contract cancer and are more likely
to live longer when they do contract it than Americans near to the
bottom of the pecking order.”® If this is so, the stress that (as we shall
see) causes the class gladlent in smoking also e‘cacerbates the il
effects of smoking. E
A poor physical environment can make the effects of contracting
a disease much worse than they would be in an environment that was
more conducive to good health in the first place. For example,

the HIV virus impairs the immune system, so those whose environ-

ment contains more sources of infection are more liable to become
sick and die than are others with a safer environment. Such sources
(arising from, among other things, lack of pure water and sanitation
are much more common in Africa than in wealthy countries, so
the effects of becoming HIV positive will be worse there even i
medical care were equally good. Again, nutritional deprivation
in childhood directly produces poor health in later life. But it

also makes controlling weight difficult by impairing metabolism in a

way that results in storing fat rather than burning it up. Of two adults

with different backgrounds who eat the same diet, take the same

exercise, and so on, one is liable to gain weight while the other
does not.”’

To generalize: wherever adverse conditions exacerbate the bad
effects of ‘unhealthy’ choices, a class gradient in such behaviour will
turn into a bigger class gradient in health outcomes. Even if we hold
people fully responsible for their choices, therefore, we still: have to
say that members of different classes are only partly responsible for
differential outcomes. But is it reasonable to hold that ‘unhealthy’
choices have ‘all the attributes — informed, voluntary, uncoerced,
spontaneous, deliberated, and so on — that, in the ideal case, are
conditions for full personal responsibility’?® Even the British and
American governments have recognized that meeting these condi-
tions is the last thing that tobacco companies want. On the contrary,
when tobacco companies started worrying about people giving up
smoking, they responded by spiking cigarettes secretly with extra
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mcotme on the strength of scientific advice that this would make
them more addictive. Governments have therefore insisted on their
pplying health warnings and information about tar content and
ave exerted control over advertising and sponscnslnp Yet in both
ritain and America, as we shall see, they remain passive in the face
- the enormous increase in the incidence of obesuy

'One obvious way of ‘blammg the victim’ is to hold poor people
sponsible for choices that arise directly from the relatlvely limited
t of options that poverty (by definition) gives rise to in the market.
iced with the same limited set of alternatives — between eating,
eping warm and avoiding having the water cut off, for example —
ople who are currently wealthy might very well make exactly the
same decisions as do those who actually face this range of options.
You may be perfectly well aware that a healthy diet requires plenty
fresh fruit and vegetables. But if you live on one of the big post-
war housing estates built outside big cities, you simply will not be able
to find them without travelling (by non-existent public transport) to
the city centre. And in any case, if you have a hungry family to feed
and are living on state benefits or a job at the minimum wage, you
will have to fill their bellies with the cheapest food you can buy, which
eans carbohydrates. It would not be a bad place to start to take it
s axiomatic that nobody actually desires chronic ill-health and early
death. There must, if that is so, be some reason for people making
oices that have a tendency to lead to this result. Among the
candidates are two already given: lack of resources and lack of
information (or false information) — much of which is deliberately

health and life expectancy that are left over after allowing for the
effects of choices cannot all be accounted for - recall the large unex-
plained variation in death from coronary heart disease among British
civil servants — but they must arise from some way or other in which
the better off enjoy a more favourable environment than the less
well off.%

I want to concentrate here on one way in which an environmen-
tally induced killer — stress — gives rise to ‘unhealthy’ behaviour as a
way of coping with it. The evidence suggests that ‘smoking, heavy
alcohol consumption and eating for comfort may . . . be responses to
anxiety’.” Barbara Ehrenreich reports that her fellow workers in
high-stress/low-pay jobs found her ability to get through a shift
without smoking incomprehensible.” If she had been serving a life
entence rather than taking a quick dip into the underside of work
0 gather copy, there is no reason for thinking she would not have
chaved in the same way:
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sow 20 per cent.” In Britain, the adult obesity rate has tripled in the
ast twenty years, so that it now challenges the American figure.®
Child obesity is particularly worrying, both because it sets the stage
r a lifetime of ill health and because it has grave immediate risks:
in both countries, doctors are seeing rapidly increasing numbers of
hildren with Type 2 diabetes — n01mally a disease of adults — in
grossly overweight children. ‘Obesity in British children has doubled
two decades.” ‘Among six year olds it . . . increased [between 2001
d‘29103] from 8.5% to 10% and among 18 year olds from 15% to
8%

It will hardly come as a surprise that obesity is not evenly dis-
tributed across the population:

Smoking increases inversely with the degree of freedom one has at
work. . .. The unhealthy choices people make are not irrational
choices. We have to see them as constrained rationality, making the .
best of a bad situation...so it is unlikely that their behavior will
change by lectunng to them You have to change the context w1th1n3
which the choice is made.”

Smokmg has a very steep class grachent alcohol and ﬂlegal drugs
somewhat less and the immense number of psychiatric: drug
obtained on prescription even less so. Overall, it appears that anxiety
and stress are dispersed throughout society (even if not evenly), again
illustrating that the primary causes of bad health in rich countri
have to be looked for outside material deprivation. Eating ‘comfort:
ing foods’, which ‘usually have high sugar and fat content’, is ‘one o
the many ways people respond to stress, unhappiness and unme
emotional needs’.” Epidemiological studies have shown that thi
works. ‘There are now a number of studies showing an association
between low plasma cholesterol and higher risks of suicide, violenc
and accidents.’™ Richard Wilkinson had the evidence for the associ
ation but could only speculate on the explanation. However, in
2003 a study reported the identification of a ‘biological mechanism
forming the basis for ‘comfort foods actually help[ing to] block:thi
effects of high levels of stress’.” The author of the report suggestec
that ‘in the short term, if you’re chronically stressed’, it might 'b
worth fighting the ill-effects in this way, ‘perhaps at the expense of
few pounds’.” For those who suffer from chronic stress, this solutio
is obviously a 1empe for unlimited weight gain, and ‘fixing the sourc
of the stress’ is easier said than done.”’ As we know, it would require
profound social changes to reduce insecurity and to promote social
solidarity in place of stigmatization and competitiveness —in a word,
to create a society of equals. ,

Wilkinson remarked that ‘it is interesting to note that there were
dramatic increases [in Britain] in the numbers of obese men and
women of working age during the later 1980s while income differ-
ences were widening so rapidly.” Since then, inequalities of income
- and even more, of wealth — have increased further to an enormou
degree in both Britain and the United States and have been accom-
panied by what has been described as literally an obesity epidemic.
With the exception of some South Sea islanders, Americans are ‘the
fattest people on earth. In the last twenty years, the proportlon of .
overweight Americans — ‘overweight enough to begin expenencmg
health problems as a direct result of that weight’ — has risen from 2.
per cent to 61 per cent, while the rate of (life-threatening) obesr[y is

Poverty. Class. Income. Over and over these emerged as the key deter-
minants of obesity and weight-related disease. True, there was a new
trend that saw significant numbers of the middle and upper class also
experiencing huge weight gains. But the basic numbers were — and are
— clear and consistent: the largest concentration of the obese, regard-
less of race, ethnicity, and gender, reside in the poorest sections of the
. [American] nation.®

Among the explanations is one that I have already mentioned as
ndermining responsibility: asymmetry of information. A study of
welve thousand obese adults discovered that fewer than half were
idvised by their doctors to lose weight, but that there was a class bias:
Patients with incomes above $50,000 were more likely to receive
. such advice than were those with incomes below.” Indeed, the whole
~notion of having ‘a doctor’ does not apply to those who are not
-covered by medical insurance. Indigent blacks, another study found,
ave ‘a remarkable lack of perception about obesity’.* Why do not
_schools address the information gap? The answer to this question
illustrates the way in which the public agenda in the United States
_is driven by middle-class concerns, as a result of their control over
 public policy.
 ‘Most anorexics come from the middle class’, and their numbers
are far smaller than their lobbying group maintains.*> Moreover,
-anorexia as a disease of middle-class girls preceded current preoccu-
pations with thinness. (A number of female saints were clearly suf-
ferers but found a creative way of using it.) Finally, ‘the data — and
he experience of physicians, health workers and others in the field —
consistently indicate’ the falsity of the common assumption ‘that too
uch fat awareness somehow causes eating disorders’.®” In splte of
all this, and the immensely greater significance of obesity, measuring
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body fat and counselling in schools are stymied by the anorexia scare,
As a professor of nutrition says about this, ‘the number of kids with
eating disorders is posmvely dwarfed by the numbers with obesity. It :
side-steps the whole class issue.”*

It is instructive to contrast this situation with that of F1 ance, where -
for a century (since the Public Health Act of 1904), the state has been
actively involved in the nutrition of children through clinics and
schools. The attitude was that ‘raising a child could be a rational act
but only if the parents were given the encouragement, facts and tool
to do s0’.¥ In recent years, the incidence of child obesity in France
has doubled and the level of overall obesity has risen to 10 per cen
— half that of Britain and the United States. This has been enough for
‘the French health authorities [to] have launched a vigorous effort to
reinforce the old attitudes [that parents must control their children’
diets] while addressing the needs of new immigrant groups’.” Need-
less to say, “You will not find Coca-Cola in a French middle school’
as you may in Britain and America.”® ‘There is already a compre:
hensive set of pubhc health goals, including the training of all school .
nurses in screening for obesity and its prevention, special care for
obese children and rigorous control of advertisement messages about..
food products aimed at children.””

The United States lies at the other extreme, with Britain, as usual
somewhere in between: benighted by the standards of the rest of
Western Europe but more enlightened than America though moving
towards it. Both in Britain and the United States, fast-food chains and
soft-drink manufacturers have got themselves inside the schools, but
companies have succeeded in exploiting the financial plight of many
schools in America to gain an extraordinary degree of leverage,
so that the schools themselves become co-opted as pushers. For
example, back in 1996 Colorado Springs School District 11 negoti-
ated a deal with Coca-Cola that required it to shift seventy thousand
cases of the product within the first three years for the contract to be
lucrative. By the beginning of the 1998 school year, sales were lagging
behind schedule, so a school district administrator sent a memo to all
school principals suggesting that they should allow students to bring
Coke into the classrooms and should reposition the machines to
increase sales: ‘Research shows that vendor purchases are linked to
availability. . . . Location, location, location is the key.

That was only a harbinger of the corporate takeover of American
schools. The man who negotiated the Colorado Springs deal moved
on to a school district in Texas to solicit advertisements ‘not only for
[its] hallways, stadiums, and buses, but also for its rooftops — so that
passengers flying into Dallas-Fort Worth airport could see them - and

for its voice-mail systems. “You've reached the Grapevine-Coleyville
school district, proud partner of Dr. Pepper” was the message [he]
‘proposed "™ The deputy superintendent told the Houston Chronicle
iat the school district would not have lent itself to this ‘if it weren’t
for the acute need for funds’.”

.'The same desperation has driven ‘thousands of school districts to
s[ing] corporate-sponsored teaching material’.”® The largest group
roducing this stuff boasts that its publications get to more than sixty
illion schoolchildren. It is remarkably frank in explaining the value
of its wares. ‘Now you can enter the classroom through custom-made
arning materials created with your specific ma1ket1ng objectives in
:mmd’ ran one of its pitches.

:‘Through these materials, your product or point of view becomes the
-focus of discussion in the classroom,’ it said in another, *. . . the cen-
terpiece in a dynamic process that generates long-term awareness
and attitudinal change.” The tax cuts that are hampering American
schools have proved to be a marketing bonanza. . . . The money that
‘these corporations spend on their ‘educational’ materials is fully tax-
"deductible.”

The same tax dollars could have been used instead to buy real text-
books, instead of this kind of thing:

:Procter and Gamble’s Decision Earth program taught that clear-cut
logging was actually good for the environment; teaching aids distrib-
uted by Exxon Educational Foundation said that fossil fuels created
- few environmental problems and that alternative sources of energy

. were too expensive; a study guide sponsored by the American Coal
Foundation dismissed fears of a greenhouse effect, claiming that ‘the
“earth could be benefited rather than harmed from increased carbon
i dioxide,*®

As if this were not enough, there is a ‘commercial television
_ network whose programs are now shown in classrooms, almost every
school day, to eight million of the nation’s middle, junior and high
'school students — a teen audience fifty times larger than MTV’.”
Needless to say, the fast-food chains are well represented among the
advertisers. More all-pervasive is advertising on children’s television
programmes. In notable contrast to the attitude of the French gov-
ernment, the Federal Communications Commission has exerted no
control over advertising on American television, with the result that
by the late 1980s, ‘there was so much money for youth advertising
that entire new ad agencies were formed simply to handle the
“Saturday A.M. buy”’, and a study in 1993 found that ‘41 per cent of
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all Saturday morning kids show ads were for high-fat foods’, with
firms such as McDonald’s and Pizza Hut driving their advertisihg'

agencies to ever greater efforts.'” In Britain, too, no regulatory body |

has intervened to prohibit the same kind of targeting: ‘Nearly 40 per
cent of commercials shown during children’s programmes' are for
food products, most of them high in fat and sugar.™” The first five
places are taken by three chocolate bars, McDonald’s and Kentucky
Fried Chicken. Even the healthier-sounding cornflakes that follow
them are in fact laden with sugar: the top one is 49 per cent sugar a
the next two 40 per cent.'” In response to the proposal that suc
advertising should be banned, Tessa Jowell, the UK Minister o
Culture, ruled it out on the ground that it would cause the commer
cial television companies to lose too much advertising revenue.

If the core of social democracy is encapsulated in the slogan
‘people before profits’, it would be hard to find a clearer indication

of the way in which New Labour represents the antithesis of socia

democracy. The contributions of the junk-food manufacturers to

television stations are not, after all, a form of charity. They spenc

the amount they do because market research has told them that this
level of advertising expenditure increases sales so much that their

increased profits more than cover the costs. The people runni
advertising agencies exult in the ease with which children can b
mampulated The president of one agency said: ‘Adveltlsmg at its bes
is making people feel that without their product, you're a loser. Kids

are very sensitive to that. ... You open up emotional vulnerabilities,
and it’s very easy to do Wlth kids because they’re the most emot1on-

ally vulnerable.”'®®

Children are not the only victims of a major SOurce of obesity,

which is the enormous increase in the number of calories in ‘super-

sized’ fast foods and soft drinks. It is instructive that the McDonald’s:
French operation has actually advised the public not to eat its product
more than once a week — presumably to pre-empt tough government
measures — while the American corporation’s objective is to have as
many families as possible eatmg three meals a week.'™ Someone who
had been eating the ‘same’ meal at McDonald’s for many years would
have been consuming more and more calories — with no warnings, of

course. A serving of french fries constituted 200 calories in 1960 an

has grown steadily to 610, while a ‘meal” has grown from 590 to 1, 550 |
calories.'”” Helping to explain the rapid rise of obesity in Britain is
the increasing penetration of American ice-cream parlours, and the
staggermg number of calories and grams of fat in their typical offer-
ings. Whereas a standard British-style ice cream has 65 calories and
2 grams of saturated fat, a cone of Haagen-Dazs or Ben and Jerry’s
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with toppings can contain 1,000 calories and 30 grams of fat — as
against a recommended total daily intake of 20 grams. 6 One of the
gutritionists who undertook the research into these new products
inted out that a seemingly innocuous frozen yoghurt had been
dosed up to have ‘the calories and saturated fat of two pork chops, a
esar salad and a buttered baked potato’.'”’ It is hard to see how any
sponsible government could resist calls for tobacco-style labelling
of ]unk foods, ‘warning about high-fat diets causing obesity and
creasing the risk of cancer, heart disease and diabetes’.'®

So far from acting to stem the obesity epidemic, the British gov-
rnment is instead enthusiastically cheering on efforts to increase the
incidence of child obesity even further. In 2003, a scheme under which
‘children as young as seven [were] to be targeted in a multimillion
pound campaign by Cadbury to encourage them to buy chocolate
pars in exchange for new school sports equipment’ received ‘the
backing of the government’ and the strong endorsement of the Sports
Minister.'” Schools that sign up will thus actually do Cadbury’s work
for it, encouraging children to acquire tokens by eating exactly the
kind of sugary, fatty snack food that is already contributing to the
epidemic. A spokesman for the Prime Minister declined to comment,
cept to say: “This is an independent campaign by a private-sector
organisation."'’ This extraordinary statement is not an aberration: it
s simply an application of the dogma that government concern for
what goes on in the private sector is to be shunned as ‘Old Labour’
thinking. Addressing the national conference of the CBI (the
employers’ organization) in November 2003, in a speech to which
the delegates ‘responded warmly’, Tony Blair said: ‘We have to free
Europe away [sic] from the idea that the modern social agenda is
about regulation. . . . The issue today is not to get rid of the social

agenda but redefine it so that it becomes about jobs and skills.”'!!
Obviously, there is no room here for the idea that jobs should not
| exist unless they can survive regulation to protect workers, the envi-
_ ronment or (as in the case at hand) public health.

I began this chapter by referring to the book Health and Social

Justice. Let me end by drawing attention to the title of one of the arti-

cles in it: “Is Capitalism a Disease?’""? It seems hard to deny by now
hat its author was right in concluding that it is. It should be added
hat it is a disease whose severity can be reduced by government
intervention to equalize the distribution of wealth and income, insu-
e all public services (including health and education) from the

market, control firms to make the workplace and the environment

Safer prohibit the sale of dangerous products while monitoring the
abelling and advertising of others, and making use of all the other
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methods that successful social democracies have employed to tam'
the beast. ;

Unfortunately, however, it is in just the countries that are most iy
need of strong government action that rich individuals and corpora
tions, directly or thlough foundations that they finance, have gaine
the most pervasive grip over the commonly shared ideology and th
public agenda. The lying propaganda disguised as information: dis
seminated through textbooks and televisions in American school
may perhaps be the most repulsive manifestation of this, but it is-onl
the tip of the iceberg. I shall explore the phenomenon more: full
towards the end of the book in chapter 17 and then in the remainin

.;h{e Making of the Black Gul

lag

chapters ask what forces may nevertheless bring about change.

1 this chapter, I shall describe a particularly striking case of cumu-
ative disadvantage, which can be illustrated best by following the
pical career of a black male raised in an American inner-city ghetto.
shall move quickly through the early stages, simply pointing out the
/ay in which the poverty and poor education of the parent(s), plus
he multiple social pathologies of the ghetto, combine with wretched
hools to produce terrible educational outcomes. In Chicago, for
xample, ‘half of the city’s high schools place in the bottom one per
ent on the American College Test, two thirds of the city’s ghetto
tudents fail to graduate, and those that do graduate read, on average,
tan eighth grade level’ (out of twelve grades).! This, together with
‘the disappearance of blue-collar jobs in the ghetto sets the stage for
large-scale unemployment or at best casual or insecure jobs carrying
1o benefits (such as health care insurance, sick leave or paid holidays)
‘and paid so poorly that it is impossible to afford minimally decent
‘housing, adequate nutrition and other necessities with a full-time job
‘at the legal minimum wage, while a lot of casual employment pays
even less.

. Many of those in these marginal positions get involved in behav-
our classified (reasonably or not) as crime. But cumulative disad-
antage continues here. The high level of police surveillance (backed
up by a network of informers) in the ghetto, combined with a dis-
riminatory use of police discretion, results in a very high rate of
-arrests among African Americans in large cities: with 15 per cent of
the population, they accounted in 1994 for 43.4 per cent of arrests for
vagrancy, 34.2 per cent for disorderly conduct, 39 per cent for prosti-
tution and slightly over 40 per cent on drug abuse charges.” The very
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