
and respiratory conditions. The pattern of infant deaths in England and
Wales has been analyzed in detail by Woods and colleagues and will
serve to exemplify the major sources of variation during the latter part of
the century (Woods, Watterson, and Woodward 1988, 1989; Woods 1997).
Following a brief review of these authors’ account, I will indicate where
the British pattern appears to have differed from that of the United States,
France, and Canada.

The major source of variation in infant mortality in the latter half of the
nineteenth century “lies with the urban post-neonatal mortality rate”
(Woods, Watterson, and Woodward 1988, 352). Urban rates could be dou-
ble those in rural areas depending on the year and the specific geograph-
ical areas covered and were substantially higher throughout the period
in question: “In many rural registration districts [the infant mortality rate]
was less than 0.100 [100:1,000] even in 1861, while in certain urban dis-
tricts it was still in excess of 0.150 [150:1,000] even in 1911” (353). Woods
and his colleagues explain this “urban effect” by the interaction of “cli-
matic conditions, especially during the third quarter of the year [that is,
dry and hot summers] with poor urban sanitary environments [that]
resulted in high levels of diarrhoea and dysentery among infants, partic-
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Sources: Mitchell (1992), table A7; U.S. Bureau of the Census (1975) 57. 
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surveys, ranging from 30 to 40 percent in Canada, to 10 to 30 percent in
France (1993).3 Sales data have the additional advantage that they are
reported in comparable form over relatively long periods. Data on annual
per capita cigarette consumption for the 1970 to 2000 period are shown
in figure 5.1. Most striking is the markedly different consumption pattern
in France as compared with the other three countries. Consumption in the
United States, Canada, and the UK dropped almost continuously begin-
ning in 1980, whereas only in the past decade has French cigarette con-
sumption begun to show signs of decline. This distinctive pattern appears
even more clearly in figure 5.2, which shows each country’s average
consumption over time relative to its position in 1970.

Prevalence data are consistent with these observations. As shown in
figure 5.3, self-reported smoking prevalence in 2000 among French men
was markedly higher than in the other three countries.4 French women,
on the other hand, appear to smoke no more than women in Canada and
the United States and less than those in the UK.5 Smoking patterns vary
markedly by social class both within and between countries. Before it was
publicly recognized as a danger to human health, smoking was essen-
tially classless. Everybody smoked. Declines in smoking, however, have
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been more pronounced in the middle class and much more pronounced
in the upper class, however class is measured (Nathanson 1999; Townsend,
Roderick, and Cooper 1994; Health Canada 2005).6 Again, France is the
exception: depending on the population surveyed, social class differences
in smoking are much less marked there or absent altogether (Hill 1998;
de Peretti et al. 1995). Thirty-four percent of French physicians smoke,
for example, compared with 3.3 percent in the United States (Shafey,
Dolwick, and Guindon 2003).

In 1996, Cole and Radu (1996) reported the first overall decline of can-
cer death rates in the United States since 1900 and attributed about half of
the decline to reductions in smoking since 1965.7 Whereas lung cancer
mortality rates increased steadily in all industrialized countries during
most of the twentieth century, by the mid-1980s male rates had begun to
flatten or decline; the turn-around to a declining trend was clearly evident
in Britain (Thom and Epstein 1994). Data on lung cancer incidence and
mortality reported by Michael Coleman and his colleagues in 1993 are
consistent with these observations. With respect to Canada, these authors
report that “the trends are qualitatively similar” to those in the United
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States, though the pattern of decreasing male risk “is considerably more
pronounced in the USA” (Coleman et al. 1993, 333). In France, by contrast,
men’s lung cancer incidence and mortality rates have been increasing
since the 1960s. The country-specific trends in lung cancer mortality
reported by these authors in 1993 and 1994 are clearly evident in the most
recently available data, shown in figure 5.4. Men’s lung cancer mortal-
ity rates dropped earliest and most sharply in the UK; these rates have
begun to drop in the United States and Canada as well, following paral-
lel curves in the two countries; and French male rates have increased to
the point that in 2000 they were the highest of the four countries.

In all four countries, the lung cancer rates for women are substantially
below the comparable rates for men. The pattern of change in these
rates, however, is quite different not only as between women and men
but also as between countries. In the United States, Canada, and the UK,
women’s rates have increased steadily throughout the period of obser-
vation, albeit with some slight evidence of flattening in the UK. Rates
among French women have remained low and increased slowly since
the early 1980s. Both gender and country difference in lung cancer mor-
tality trends are, in large part, a reflection of differences in timing:
women in northern Europe and North America did not start smoking
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in large numbers until immediately before and during World War II,
and French women not until the late 1960s (Nathanson 1995; Lopez 1995;
Hill 1998).

Prevention

Prevention of the diseases associated with smoking requires reduction
or, preferably, elimination of exposure to tobacco smoke. Beyond this sim-
ple prescription, though there is relative consensus among public health
authorities cross-nationally on a toolkit of desirable prevention strategies,
there is little agreement as to which strategies are most effective and for
whom. Furthermore, the contents of the toolkit have both multiplied and
markedly changed their character over time. The earliest instruments,
physician exhortation and health education directed primarily at the
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reflection of the epidemic’s progress, but there have also been shifts over
time in demographic characteristics and exposure patterns of newly
reported cases. As the shape of the epidemic changes, the salient issues
for public health policy change as well. My research for the narratives that
follow was concentrated in the mid- to late 1990s, and my brief account
of AIDS epidemiology reflects the patterns as they existed at that time.

Much like tuberculosis in the nineteenth century, AIDS in the 1990s
was a disease of young adults, in industrialized countries predominantly
of young adult men.9 Variations among the four countries in the age and
sex of reported cases were relatively minor. Their median age lay between
thirty and thirty-nine; the percentage of cases among females (as noted)
ranged between 7 and 22 percent. The major differences were, first, in the
sheer number of cases relative to total population, as suggested by the
case data reported, and, second, in the distribution of cases by transmis-
sion (or exposure) category. Among the most unique aspects of AIDS
reporting is the conventional breakdown by presumptive mode of virus
transmission: sex between men (formerly “homosexual-bisexual” now
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ating largely out of the public view (for example, Leman 1980). The adop-
tion in 1982 of a Charter of Rights and Freedoms (similar to the U.S. Bill of
Rights) has been associated with a major increase in interest-group activity
(including litigation) (Meyer and Staggenborg 1998).3 Indeed, one observer
concluded on the basis of recent data that “Canadians, far from being def-
erential to authority, are among the most likely [to participate in politics
through collective action], ranking slightly ahead of Americans in their
propensity for protest” (cited in Meyer and Staggenborg 1998, 216).4

The cross-national differences in political structure that I have described
are summarized in table 7.1. France anchors the strong-state end of the
continuum, followed by Britain, Canada, and the United States.5 Many
qualifications are of course in order, only two of which I mention now. First,
insofar as this table conveys an illusion of stability, it is false. Some elements
of some countries’ political structure are reasonably stable—surely cen-
tralization and concentration of power are longstanding characteristics of
the French polity. In other countries, however, notably Canada, political
structures have shifted considerably over time. Second, political culture is
left out altogether, resulting in, among other things, a distorted impression
of Great Britain that omits the real reluctance of that country’s officials to
fully exploit the considerable powers at their command.

If state strength predicted state intervention to promote public health,
France should be highly aggressive, responding rapidly and effectively to
public health threats, and the United States should respond slowly and
ineffectually, if at all. The reality is quite different. Each state has acted effec-
tively in a few (very few) instances and ineffectively in others, and neither
has acted consistently as their respective strength or weakness, as measured
by the criteria presented in table 7.1, would predict. Given these observa-
tions, the next step is to identify the social and political circumstances under
which governments do marshal the capacity and the political will to take
effective public health action.

The Weaknesses of a Strong State: France In his classic book, The Bureaucratic
Phenomenon, Michel Crozier described France as “a centralized power that
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Table 7.1 State Structures Compared

State Structure France Britain Canada United States

Centralization of power high high low low
Concentration of power high high high low
Civil service independence high high high medium
Political opportunities for 

nonstate actors low low high very high

Source: Author’s analysis.



has become paralyzed because of its omnipotence and its concomitant iso-
lation” (1964, 234). Nowhere has this paralysis been more evident than in
the domain of public health, a judgment the more startling when we recall
that France was the birthplace of Louis Pasteur. Even when a health threat
was recognized and embraced by the state, as in the case of infant mortal-
ity, there was a wide gap between state action and actual implementation.6
Absent that embrace—which was limited to infant mortality among the
four issues I investigated—state action was delayed and ineffective.
Table 7.2 compares the dates of adoption of two relatively standard public
health measures—mandatory notification of tuberculosis and pasteuriza-
tion of cow’s milk—across the four countries (for an updated review of
empirical support for the public health importance of these measures,
see Fairchild and Oppenheimer 1998). Both were widely adopted in the
United States before World War I. France was the last of these countries
to adopt tuberculosis notification, and did not institute pasteurization on
any scale until after the second World War.7 The French pattern of delayed
or ineffective public health action was repeated in the late twentieth cen-
tury. Although France was early to pass tobacco-control legislation (in 1976),
this legislation had little support outside the health ministry and was never
enforced. Its effects, if any, were largely symbolic. Policies to prevent
HIV/AIDS in injection drug users were initiated early as well, in 1987, but
again had little significant impact in the absence of political support from
government officials outside the Ministry of Health.
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Table 7.2 Dates Selected Preventive Measures Adopted

Preventive
Measures United States Britain Canada France

Mandatory TB
notification

Pasteurization

Source: Author’s analysis.

NYC:1897
59 cities by 1904
84 cities by 1908
No national 
mandate

Chicago: 1908
NYC: 1912
1921: 90% of 
cities over 
100,000

Brighton: 1899 
(voluntary)

Sheffield: 1904 
(compulsory)

1913: Mandatory

1948

Ontario: 1912.
“Large
cities and
towns”
by 1910. No 
national
mandate

1914: Toronto
1938: Ontario
1914: Montreal
West end 
only

1935: 94% in 
Montreal

1963

1939: ∼1%
pasteurized.
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