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population health relative to other wealthy nations—and even to some de-

veloping ones—and its burgeoning spending on health insurance and med-
ical care. By an increasing margin each year, the United States spends a larger per-
centage of its gross domestic product (GDP) on health care than any other nation,
with health care expenditures now totaling $1.9 trillion per year and large in-
creases projected over coming decades (Chernew, Hirth, and Cutler 2003).

Scholars, policy makers, and citizens debate the marginal value and cost-effec-
tiveness of these expenditures. Specific advances—for example, neonatal intensive
care, highly active antiretroviral therapy (HAART), improved cardiac care, and
new outpatient pharmaceuticals—bring gains in longevity and well-being which
meet standard benchmarks for cost-effectiveness (Cutler 2004). Yet other care is of
uncertain effectiveness or low quality (Institute of Medicine 2001a, 2001b). More-
over, increasing medical expenditures create serious challenges for individuals,
employers, and all levels of government. Expenditure growth threatens the con-
tinued availability and affordability of health insurance and medical services, and
creates fiscal strains at the federal, state, and local levels which reduce nonmedical
assistance to needy people and spending in other non-health areas such as educa-
tion and infrastructure (Baicker 2001).

Paradoxically, despite marked growth in medical-care spending, the United
States’s standing on major indicators of population health such as life expectancy
at birth and infant mortality has declined relative to other wealthy nations, as well
as relative to some much less affluent ones (Organization for Economic Co-Opera-
tion and Development [OECD] 2005; United Nations Development Programme
2005). As shown in table 1.1, while rising in rank over the past half century in per-
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TABLE1.1 / U.S. Rank Among Thirty OECD Developed Nations on Indicators of Population
Health and Percent GDP Spent on Health

Percentage of GDP Spent on Health

U.S. Rank Average
on Life U.S. Rank United Spending Among
Expectancy on Infant United States All Other
Year at Birth Mortality States Rank Spending OECD Countries
1960 15.5 12 2 5.1% 3.7%
1970 19 14 3, tied 7.0 5.0
1980 14 18 1 8.8 6.7
1990 18 21 1 11.9 6.8
2000 22 25 1 13.3 7.6
2003 23 27 1 15.2 8.6

Source: Authors” compilation from OECD Health Statistics (2006).

cent of GDP spent on health, the United States has fallen during this time period
from being among the top nations in life expectancy and infant mortality to a rank-
ing near the bottom among the thirty nations of the Organization for Economic
Co-operation and Development or OECD. Only Mexico, Turkey, and three rela-
tively new OECD members from the former Soviet bloc (Hungary, the Czech Re-
public, and the Slovak Republic) consistently rank below the United States on such
indicators.

Most current political and policy analysis related to health in the United States
focuses on medical-care and insurance expenditures, incentives, and prices. Much
less attention is paid to levels of population health beyond the worry that controls
and reductions necessary to constrain spending growth may adversely affect over-
all health or health within specific vulnerable groups. Much can be done to en-
hance the quality and cost-effectiveness of American health care, and many con-
tributors to this volume have actively addressed these challenges in other venues.

However, this chapter and the research presented throughout this book pursue
a different agenda: to address neglected opportunities for improving population
health via social and economic policy outside of the traditional domains of pre-
ventive and curative health care. The concentration in so many health policy dis-
cussions on medical services as the sine qua non for improving population health
neglects historical knowledge about the causes of major changes in the health of
populations. It also neglects real opportunities outside the domain of medical care
to improve population health.

It may seem paradoxical and impossible that a society could achieve better pop-
ulation health without explicitly increasing health care expenditures, but this is
only if we assume that health care is the major determinant of health. As dramatic
and consequential as medical care is for individual cases and for specific condi-
tions, much evidence suggests that such care is not, and probably never has been,
the major determinant of levels or changes in population health. This evidence is
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consistent with data suggesting a low to near-zero correlation between health care
expenditures and levels of population health across wealthier OECD nations, as
well as with data that show declining rates of return to health from growing health
care expenditures over time in the United States (Cutler, Rosen, and Vijan 2006).
Rather, economic, social, psychological, behavioral, and environmental factors are
increasingly recognized as the major determinants of population health (McGinnis
and Foege 1993; McKeown 1979; McKinlay and McKinlay 1977; Preston 1977;
Bunker, Frazier, and Mosteller 1994; Bengtsson 2001; Kaplan, Everson, and Lynch
2000; McGinnis, Williams-Russo, and Knickman 2002). If health care, whether
therapeutic or preventive, is not the major determinant of health, then health pol-
icy must move beyond a single-minded focus on the delivery and financing of
health care. We must understand through research and practice the health effects
of the wide range of social and economic policies that are, arguably, major deter-
minants of the level and distribution of health in populations.

UNDERSTANDING NONMEDICAL DETERMINANTS OF
HEALTH

A brief historical perspective is necessary to understand why and how social and
economic policies may be equally or more important than health policies in main-
taining and improving population health. Within the United States and many de-
veloped and developing nations, the scientific success of the germ theory of dis-
ease between the mid-nineteenth and mid-twentieth centuries fostered hegemony
of a solely biomedical perspective on the health of individuals and populations.
The general decline, and in some cases eradication, of feared infectious diseases
suggested that understanding microbiological bases of life and disease provided a
golden pathway to improved population health. Bacteriology, virology, genetics,
and basic molecular, cellular, and developmental biology—together with their
translation into the practice of health care—allowed continual advances and im-
provements in health. Many scientists and most policy makers and citizens con-
tinue to share this biomedical perspective, which shone brightly in the mid-twen-
tieth century, epitomized by the discovery of polio vaccines and their use to
virtually eradicate the disease.

However, the rise of modern “epidemics” of chronic disease—particularly heart
disease and cancer—within an aging population began to cloud this picture by the
late 1950s. The dramatic increase in these diseases in the mid-twentieth century
virtually arrested the long-term rise in life expectancy from the late 1950s to the
late 1960s, and revitalized several strands of medical and public health research
which recognize the important, and sometimes dominant, role of socioeconomic,
psychosocial, and behavioral determinants of health.

One scientific strand was derived from the early research of Walter Cannon
(1932), Hans Selye (1956), and others showing that perturbations in the relation
between organisms and their psychosocial as well as their physical-chemical-bio-
logical environments (created by physical, social, or psychological challenges or
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stressors) led to adaptive arousal of biological and physiological systems in the
form of heightened heart rate, blood pressure, hormonal secretions, and depressed
immune response. These are perhaps best known collectively under Selye’s rubric
of stress. These physiological changes could, if prolonged, lead to long-term dis-
regulation of homeostatic and adaptive systems, physical diseases (including hy-
pertension, infection, and autoimmune disorders), and even death. This work led
to burgeoning new fields of psychoneuroendocrinology and psychoneuroim-
munology (Ader, Felten, and Cohen 1991) and showed how a broad range of so-
cioeconomic and psychosocial factors could “get under the skin” and produce
physical illness (Taylor, Repetti, and Seeman 1997).

Between the mid-eighteenth and mid-nineteenth centuries, and accelerating in
the first half of the twentieth century, human life expectancy in Europe and North
America grew more than in all of prior human history (Coale 1974; Fogel 2004). Al-
though this dramatic improvement in human health roughly coincided in time
and space with the development of modern biomedical science and its translation
into health care practice, and hence might be presumed to have been caused by
these developments, taking off from the work of McKeown (1979, 1988), historical
demography and economics showed that most of the improvement for many dis-
eases occurred prior to and independently of the discovery of the causative bacte-
rial or viral agents or the application of this knowledge via preventive (for exam-
ple, vaccination) or therapeutic (for example, pharmacologic treatment) medical
practice (McKinlay and McKinlay 1977; Preston 1977).

John Bunker, Howard Frazier, and Frederick Mosteller (1994) have estimated
that only about five years of the almost thirty-year increase in United States life ex-
pectancy over the twentieth century were due to preventive or therapeutic med-
ical practice. This is consistent with more recent estimates that medical care likely
accounts for 10 to 20 percent of the variation in population health in the United
States and other developed countries (McGinnis, Williams-Russo, and Knickman
2002; McGinnis and Foege 1993).

The exact nonmedical factors responsible for the great historical rise in life ex-
pectancy are impossible to identify retrospectively in a definitive way, but general
socioeconomic development and benefits facilitated by it—most notably improve-
ments in nutrition, public and household sanitation, housing, clothing, and gen-
eral conditions of life—played a central role. Some of these developments were
also influenced by biomedical science (for example, sanitation) or were not always
entirely salutary (for example, urbanization) (Bengtsson 2001). Their spread and
effectiveness also varied as a function of different political and cultural contexts,
being, for example, greater in nations with strong central governments (Kunitz
and Pesis-Katz 2005; Kunitz 2006).

Concurrently, the rise of chronic diseases produced a major shift in the epidemi-
ologic conception of and search for their causes—a shift from identifying a single
necessary, proximate causal agent to identifying multiple contingent causal forces
or risk factors. None of these risk factors are necessary to produce disease, but each
interacts with others, increasing the likelihood of developing major chronic dis-
eases and the pathogenic physiology underlying them (Kannel 1971; Aronowitz
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1998). Epidemiology initially focused on biological risk factors such as blood pres-
sure, blood lipids (especially cholesterol), respiratory flow and volume, and elec-
trocardiographic abnormalities.

However, research leading to the first Surgeon General’s Report on Smoking
and Health (Advisory Committee to the Surgeon General 1964) showed that be-
haviors were also key risk factors for chronic diseases, with tobacco use being the
leading cause of the twentieth century epidemic of lung and respiratory cancers,
and a major contributor to rising rates of other cancers and cardiovascular disease.
Other behaviors such as immoderate eating, alcohol use, and a sedentary lifestyle
were similarly identified as major disease risk factors (Berkman and Breslow
1983). Health research and policy targeted smoking, and now obesity as well (with
its key determinants of diet and nutrition, and of calorie expenditure and physical
activity), as key—and still growing in the case of obesity—threats to adult and
child health (McGinnis and Foege 1993).

For both smoking and obesity, much effort has been focused on understanding
the pathophysiological mechanisms producing adverse health effects, as well as
the individual-level factors that influence initiation, maintenance, and cessation of
these behaviors. Intensive research on tobacco-related health hazards and on
smoking cessation has entered its sixth decade. Despite basic scientific advances in
these areas, it is now widely recognized that trends in smoking and other health
risk behaviors are driven primarily by economic and social developments, and by
policies that once fostered and now limit individuals” opportunity and motivation
to buy and smoke tobacco products (Warner 2001; Levy, Bauer, and Lee 2006).

Using epidemiological methods similar to those that identified blood pressure,
cholesterol, cardiovascular and respiratory function, smoking, diet and nutrition,
alcohol consumption, and physical inactivity as major risk factors for the newly
epidemic chronic diseases, social epidemiology has over the last several decades
identified a growing range of economic, social, environmental, and psychological
variables that are comparably potent risk factors for health. These include social
relationships and supports, chronic and acute stress, psychological and personal-
ity dispositions, engagement with productive social roles and organizations, and
the social as well as physical-chemical-biological environments in which people
live and work (House 2002; House and Kaplan 2004; Kaplan 1985, 1992; Berkman
and Kawachi 2000).

Perhaps the most striking and important development in social epidemiology
over the last quarter century has been the discovery (or rediscovery) of large, per-
sistent, and even increasing disparities in health by socioeconomic position and
race-ethnicity (Marmot, Kogevinas, and Elston 1987; Pappas et al. 1993; Wilkinson
1996; Kaplan and Lynch 1997; House and Williams 2000; Kaplan et al. 1987). These
disparities are dramatic and important in several ways. First, the sheer size of the
disparities is striking: there are many years, and even decades, of difference in life
expectancy and the ages at which people come to develop major health problems
and associated limitations or disability (House and Williams 2000). Second, the
disparities are pervasive across almost all specific causes and indicators of mor-
bidity, limitations and disability, and mortality (U.S. Department of Health and
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Human Services 2000), and across vast expanses of historical time and geographi-
cal space, even as the specific causes of morbidity, limitations and disability, and
mortality vary and change over time and space (Link and Phelan 1995, 2000). Fi-
nally, as might be expected from the foregoing patterns, socioeconomic position
and race-ethnicity (or actually the way that race and ethnicity came to be socially
defined and enacted) shape people’s experience of and exposure to almost all risk
factors for health—psychosocial, biomedical, and environmental (Marmot, Bobak,
and Smith 1995; Lynch et al. 1996; House and Williams 2000).

MOVING UPSTREAM AND DOWNSTREAM IN
UNDERSTANDING PSYCHOSOCIAL, ENVIRONMENTAL
AND BIOMEDICAL DETERMINANTS OF HEALTH

Current research on psychosocial, biomedical, and environmental determinants of
health has moved in two directions. The more common direction has been “down-
stream,” understanding the psychophysiological mechanisms and processes by
which psychosocial risk factors “get under the skin” to affect physical as well as
mental health (Taylor, Repetti, and Seeman 1997; Steptoe and Marmot 2002). This
downstream approach explicitly or implicitly leads in the direction of identifying
biomedical approaches to mitigate the health impact of social and economic risk
factors for health (for example, finding pharmacological or other treatments to
mitigate the impact of social deprivations, stress, isolation, and other factors on
health).

An “upstream” approach is most pertinent to the work collected in this book.
This approach seeks to understand broader aspects of social life, and planned and
unplanned changes therein, that shape exposure to and experience of psychosocial
and environmental risk factors for health (House and Williams 2000; Kaplan 1995).
Figure 1.1 provides an integrative schematic framework for considering the full
range of determinants of health. Our focus here will be on the social, political, and
economic conditions—and particularly public policies—that may importantly af-
fect health by shaping exposure to and experience of major risk factors. Many pub-
lic policies strongly impact health because they strongly impact the socioeco-
nomic, psychosocial, and environmental determinants of health. We consider
primarily domestic social and economic policies, but this approach could be ex-
tended to other policy areas such as environmental protection and aspects of in-
ternational policy.

Socioeconomic position is central to figure 1.1 and to more basic theories of
human capital and status attainment (Blau and Duncan 1967; Becker 1964). So-
cioeconomic position provides a rubric for a series of interconnected human capi-
tal resources, including education, occupation, income, and wealth (House and
Williams 2000; Lynch and Kaplan 2000). All of these resources have been shown to
be important correlates of health.

Socioeconomic position is determined by characteristics of individuals, their bi-
ological and family background, and the educational, occupational, social, and
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FIGURE1.1 / A Conceptual Framework for Understanding Determinants of Social
Inequalities in Health and Aging
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Note: As indicated in the text, health outcomes can affect socioeconomic position and explanatory
variables. For the sake of graphic simplicity and clarity, such effects are not explicitly indicated
above.

economic contexts in which they live and work. Although not depicted on the sim-
plified schematic of figure 1.1, health status also feeds back to socioeconomic posi-
tion, with health shocks causing interruptions in human capital accumulation and
reducing labor market earnings.

Enhancing the social and economic factors that are components of socioeco-
nomic position is the putative object of public (and private) policies under the
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purview at the federal level of the Departments of Education, Labor, Commerce,
Treasury, Housing and Urban Development, and the human services side of the
Department of Health and Human Services, along with analogous agencies in
state and local government. These factors also are influenced by the policies pur-
sued by private educational, work, economic, and voluntary organizations, as a
function both of their own objectives and of public policies which may stimulate
or inhibit private sector activities such as affirmative action, education and train-
ing, growth and development of occupations and professions, the nature and level
of wages, salaries and fringe benefits, and patterns of savings and investment
(Hacker 2002). To date, very few of these public and private socioeconomic poli-
cies have considered health in either formulating or justifying policies or evaluat-
ing their impacts. This volume seeks to change this state of affairs.

THE PROMISE AND CHALLENGES IN RESEARCH AND
PRACTICE ON HEALTH EFFECTS OF SOCIAL AND
ECONOMIC POLICY

In essence, we believe that health research and policy in the United States must
move toward models recently advocated and adopted in Canada (Health Canada
1998), Sweden (Swedish National Institute of Public Health 2003; Stahl et al. 2006),
and the broader European Union (Stahl et al. 2006) that consistently consider eval-
uating the health impact of all policy—not just health policy (Raphael and Bryant
2006; Navarro 2007). This is similar to the way that we have come to think about
and evaluate the environmental impact of policy beyond explicitly environmental
policy (Irwin and Scali 2005).

The Promise

A greater and more explicit focus on the actual and potential health effects of so-
cial and economic policy could strengthen scientific understanding of the social
and economic determinants of health and their amenability to change via public
(and private) policy. It could also help to extricate health policy and more general
public policy from America’s growing paradox of unparalleled levels and growth
of health care spending, yet declining standing in population health relative to
other developed countries.

Much evidence strongly suggests that social and economic factors and policy
may powerfully influence individual and population health. However, policy
makers—who are often from backgrounds in economics, political science, law, or
public policy—reasonably ask whether and how epidemiologic evidence that a
given social or economic variable (such as education) is associated with and even
predicts health translates into a conclusion that policies which increase individual
or population education will necessarily improve individual or population health.
Crucial evidence on this issue can come from evaluating the health consequences
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or impacts of education or income policies. Thus we need greater attention to
health in all aspects of the policy planning and evaluation process. Such attention
will provide crucial scientific evidence as to whether, how, and to what extent ed-
ucation, income, and other social and economic factors and policies affect health.

Existing research suggests that a wide range of social and economic policy
should significantly and substantially affect health. To the extent that such policy-
based research confirms this pattern, we can consider a broad range of public and
private policies beyond the realm of health care as mechanisms for promoting
health and preventing or alleviating disease. These social and economic policies
may have additional beneficial consequences for health that are equally or more
important than the consequences they were formulated to produce. In addition,
social and economic policies may be more cost-effective for maintaining and im-
proving health than increased spending on health care, and hence even constitute
alternatives to some current health care spending (Lleras-Muney and Cutler, chap-
ter 2, this volume).

Considering their health impact can also benefit the development and imple-
mentation of policies which target dimensions of individual well-being and social
performance other than health. For example, an education intervention may have
larger than expected effects on labor market outcomes because the increase in ed-
ucation has the unintended effect of improving health status, which in turn makes
workers more productive or able to provide additional work hours, and hence to
receive higher pay. In the public or private sector, deciding whether, when, and
how to implement new policies is often influenced by cost-benefit calculation.
Given the potential range and size of both positive and negative health outcomes
that flow from policy changes, even if totally unintended, health effects can be cen-
tral factors in decisions about the nature of contemplated changes in public or pri-
vate policy seemingly unrelated to health. It is therefore increasingly hard to jus-
tify not considering potential health impacts in the design, implementation, and
evaluation of any contemplated policy change, even in areas which may superfi-
cially seem far removed from issues of health and health policy.

The Challenges

However, realizing this promise of increased research and policy on the health ef-
fects of social and economic policy requires confronting a number of challenges,
which have shaped the organization of this book and the conference from which it
derives. We characterize these challenges as the three Cs: causality, cost-effective-
ness, and can we do it?

Causality Concern about causality in the relationship between social and eco-
nomic factors and health has increased markedly in recent years in the statistical,
biostatistical, social, and policy sciences. The essence of the concern is the belief that
the only way to establish a causal connection or relationship is via a randomized ex-
periment or the closest possible nonexperimental analog to it (Heckman 1992, 2000;
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Heckman and Vytlacil 2005; Rubin 1974; Pearl 2000; for a somewhat different per-
spective, see Marini and Singer 1988). According to this view, the value and valid-
ity of any given piece or body of empirical evidence depends on how closely it ap-
proximates the ideal of the randomized experimental trial. Thus, for example,
where randomized social policy experiments are not available or possible, as is typ-
ically the case, economics and public policy have often utilized naturally occurring
variations or changes (also known as shocks) that are essentially random because
they are accidental (such as the social security “notch,” an accidental variation of
benefits for people born at different times), arbitrary (such as cutoff dates for age at
school enrollment), random (such as lottery winnings), or otherwise exogenous to
the variables of interest (such as the demise of the Communist Soviet regime of
Eastern Europe from 1989 to 1991). However, too often this search for the closest ap-
proximation to an experiment neglects or deemphasizes consideration of the fi-
delity in either the nature or magnitude of the exogenous shock to the broader phe-
nomenon of interest, such as the normal processes that generate income or
education or variations therein and their putative effects on health.

A different tradition and conception of causality characterizes broader and more
substantively focused social and epidemiological science. Here causal inferences
and models derive their validity and power less from adherence to specific re-
search designs and statistical methods, but rather from the accretion and consis-
tency of a broad range of research and evidence, drawn from diverse methods and
sources. Thus, epidemiological scientists (Broadhead et al. 1983; Lilienfeld and
Lilienfeld 1980) have traditionally drawn inferences about the causal or risk-factor
status of a given variable relative to a given health outcome from the accumulat-
ing body of evidence showing strength and consistency of statistical associations
across a wide range of studies, temporal ordering or prediction from cause to ef-
fect, a gradient of response (which may be nonlinear), experimental data on ani-
mals and humans consistent with nonexperimental human data, and a plausible
theory of biological mechanisms explaining observed associations.

Both of these traditions or perspectives have value, and ideally they will come
to convergent conclusions. In the language of research design, the former ap-
proach focuses more on maximizing the internal validity of research and evidence
for causal inference; the latter focuses more on maximizing the external validity of
the causal inferences, or their generalizability to the real world and phenomena of
ultimate interest.

We see increased engagement and interchange between these different ap-
proaches to causality as critical to future progress in research and policy regarding
the health effects of social and economic policy. Thus, we have tried to represent a
balance of researchers and research from the social epidemiologic perspective and
from the perspectives of economics and public policy for each of the six policy
areas in this book. This has produced, both within and across chapters and disci-
plinary boundaries, constructive engagement and interchange around issues of
causal inference that we hope will serve as a model for future work on the health
impacts of social and economic policy.

In the end, both scientific inferences and policy decisions must be drawn based
on the full range of available evidence, even if, as is often the case, it cannot in
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some ways be considered definitive. For example, we illustrate how, in the area of
cigarette smoking and health, social and health research and policy have grappled,
generally successfully, with scientific issues of causality and the formulation of
public policy on the basis of available evidence, even if imperfect.

Cost-Effectiveness Even if the impact of a social or economic factor on health
passes the causal test, one could contend that it would be too costly in monetary or
other ways relative to its putative effects, and hence is not cost-effective. Precise
cost-benefit analysis is made more difficult in an area such as health, which is not
easily measured in terms of a dollar metric. However, estimates of economic or
other costs in relation to increases in the length or quality of life are possible and
increasingly used (Drummond et al. 1997; Cutler 2004). Large scale changes or in-
terventions in terms of social research and policy are complicated, difficult, and
expensive, but so are the development, implementation, and utilization of major
innovations and new procedures and technologies in medical care.

The cost-effectiveness of potential innovations in social and economic policy
needs to be evaluated not only absolutely, but also relative to the cost-effectiveness
of not implementing them, or of implementing them half-heartedly. They also
must be evaluated relative to alternative changes and increases in health care,
many of which may show real impacts in a clinical trial but only limited impacts,
or even countervailing adverse impacts, from the perspective of overall popula-
tion health, and some of which lack a strong evidentiary foundation (Institute of
Medicine 2001a, 2001b, 2005).

Can We Do It?  Even if a non-health policy, intervention, or practice is recognized
as causal and potentially cost-effective with respect to health, the objection will be
raised that we simply cannot do it because it is politically, ethically, organization-
ally, or technically unfeasible in some way. Obviously any economic or social pol-
icy must be feasible to be successful in achieving its goals, but it is important to
carefully scrutinize and evaluate both a priori and ex ante assertions of infeasibil-
ity and to reevaluate them as social, economic, and political conditions change.
Health-directed social and economic policy may in the long run prove as feasible
and as cost-effective as more traditional health policy.

Cigarette Smoking and Health as an Illustration of Overcoming the Three Challenging
Cs The case of cigarette smoking and health provides an apt and salient exam-
ple of how a behavior and related policies outside the area of health came, over
time, to avoid or transcend the challenges and potential pitfalls of the three Cs
and substantially affect population health, although the process took more than
a century. Tobacco has a long and complex history in American and other soci-
eties (Kluger 1997; Warner 2001; Brandt 2007). The original development, mar-
keting, social taxation, and regulation of cigarettes as a consumer good had little
or nothing to do with health or health policy; it had a great deal to do with eco-
nomics, agriculture, commerce, and related areas of policy. Yet even as cigarette
consumption rapidly increased in the United States and parts of Europe in the
first half of the twentieth century, evidence began to accumulate in medical prac-
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tice and science that the growth of cigarette production and consumption might
be a major cause of rising epidemics of chronic disease—initially and most no-
tably respiratory cancer, but then also cardiovascular disease and a broader
range of cancers.

It took, however, several decades to achieve some scientific and policy consen-
sus that cigarette smoking was causally deleterious to health, initially crystallized
in the first Surgeon General’s Report on Smoking and Health (Advisory Commit-
tee to the Surgeon General 1964). Substantive disagreements with this conclusion
continued to be expressed over subsequent decades by skeptics ranging from dis-
tinguished scientists (for example, Ronald A. Fisher (1958)) to cigarette producers,
marketers, and users. These views were fueled by the absence of definitive ran-
domized trials on human subjects, which were ethically impossible in this context,
yet remained the scientific gold standard of proponents of stricter causal inference.

Even as causality was increasingly accepted, many doubted that it was techni-
cally, economically, politically, ethically, or legally possible to limit or reduce the
consumption of cigarettes, at least in cost-effective ways. Nevertheless, shifting
coalitions of public health, political, economic, and policy actors worked toward
policies to restrict or eliminate the marketing, sale, or consumption of tobacco and
cigarettes. Biomedical and health research and policy focused on trying to under-
stand, and hence interdict, the harmful aspects of cigarette smoke and smoking as
well as the psychophysiological and behavioral processes involved in initiation,
management, and ultimate cessation of smoking.

In the end, the efforts outside of the traditional health research and health care
sector, ranging from taxation to restrictions on when and where people could buy
or smoke tobacco products, proved far more feasible and cost-effective in reducing
smoking than efforts via the health care system, much less efforts to somehow
block the adverse health effects of tobacco smoke. The consequent declines in
smoking-related disease and death provided further evidence consistent with the
causal impact of smoking and health, without any definitive approximation of a
randomized experiment or clinical trial on humans. Although advances have been
made in understanding how and why cigarette smoking is so harmful to health,
these advances have not produced corresponding clinical advances to reduce mor-
tality and morbidity among continued smokers. Survival curves for smokers di-
agnosed with lung cancer have remained quite stable since the 1970s. Virtually the
entire observed decline in lung cancer mortality is therefore attributable to smok-
ing cessation. There is no reason that science and policy regarding a variety of
other social and economic determinants of health cannot mirror developments in
the science and policy of smoking and health.

IMPROVING THE INTERFACE BETWEEN THE SCIENCE
AND POLICY OF SOCIAL AND ECONOMIC
DETERMINANTS OF HEALTH

Overcoming the challenges of the three Cs and realizing the promise of social and
economic determinants of health requires some adjustments to existing strategies
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of both research on social determinants of or disparities in population health, and
of translating research into policy or practice. There is now a well-established par-
adigm and a supportive institutional structure for basic biomedical science and
its translation into health policy and practice. Prototypically, the process begins
with publicly and privately supported basic research on the determinants and
processes of health and disease. It then moves to development of clinical or public
health interventions via pharmacologic, surgical, or other methods. Then, it pro-
ceeds to randomized clinical trials of these methods. Where trials show a favorable
balance of efficacy and potential benefit to safety and potential risk, the process
proceeds to application in clinical and public health practice.

We realize that we present an idealized process. Proponents (and critics) of
evidence-based medicine note that too few medical practices and procedures have
been validated through randomized clinical trials (Timmermans and Mauck 2005;
Cutler 2004). Medical care and public health face many serious challenges in the
design and implementation of such trials, as well as to the application of the re-
sulting insights within clinical care. Nevertheless, nothing approaching this para-
digmatic process exists for social and economic determinants of health, with dele-
terious consequences for both scientific understanding and their potential value
for policies that improve health.

Two issues seem most problematic here. First, even where basic research from
animals and humans provides strong evidence of the health impact of socioeco-
nomic and psychosocial factors, there is no publicly or privately supported infra-
structure for systematically translating this research into policy and practice. The
professions of public policy, business administration, public health, social work,
education, law, and related organizations in the public and private sectors provide
some similar infrastructure for the translation of more basic research from the so-
cial and behavioral sciences into policy and practice. However, compared with the
biomedical sphere, the foundations of these professions are less strongly and less
explicitly grounded in basic science, deriving more heavily and inductively from
clinical intuition and practice. Most of these fields also have little focus on physi-
cal health as a major object of their practice, except, of course for public health,
which nevertheless remains more focused on biological and biomedical pathways
than on the socioeconomic and psychosocial factors that influence these pathways.
Thus, a more explicit focus by these professions in research, training, and practice
on the relevance and consequences for health of their central substantive concerns
could foster development of new interventions, policies, and practices relevant to
health, and could also broaden development of these professional fields.

An equal or greater need is to foster social and economic analogs of clinical tri-
als—a climate and technology for experimental introduction and testing of poten-
tial new polices and practice in terms of their health effects. Experimental intro-
duction and evaluation of policy interventions (on the model of the Negative
Income Tax Experiments of the 1970s (Pechman and Timpane 1975), the numerous
social experiments led by the MDRC over the past three decades (accessed at
http:/ /www.mdrc.org), or the field experiments conducted by scholars at the
Abdul Latif Jameel Poverty Action Lab at MIT (accessed at http:/ /www.poverty
actionlab.org)) provides the best and closest analog to the randomized clinical trial
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for economic and social determinants of health, and hence can provide important
new information for basic science as well as an empirical basis for further policy
decisions and action.

When such economic and social policy experiments have been done, they have
been implemented with a dominant focus on specific outcomes important in the
income-support and welfare-reform debate (for example, welfare program partici-
pation, employment, wages, and marital dissolution). These experiments were
therefore less valuable than they might have been in exploring other outcomes of
equal moment, including health, (Munnell 1986). Despite such limitations, the
chapters included in this volume highlight cases where some attempt has been
made to evaluate the health effects of experimental or actual interventions in social
and economic areas of public policy. Because the evaluation of health effects of
these policies is most often not included at the onset in the design of evaluation of
these policies, only rudimentary health measures are typically available, or the
health measures are only collected on follow-up surveys.

Randomized evaluations are often informative and sometimes contradict widely
accepted causal accounts from nonexperimental data. The recent experience of the
Women'’s Health Initiative (Writing Group for the Women’s Health Initiative Inves-
tigators 2002) randomized trial of postmenopausal estrogen therapy illustrated
how such a clinical trial can contradict plausible accepted inferences from purely
observational and other nonexperimental studies. However, Ross Prentice and col-
leagues (2005) also suggest, in line with discussion above, that the differing sam-
ples and follow-up periods in the randomized trials versus observational studies
may account for many of the differing results. Thus, as stressed by Morenoff and
colleagues (chapter 11, this volume) there is also a continuing need for and a value
of nonexperimental research. Increased inclusion of health measures in major social
and economic studies (such as the Current Population Survey, the National Longi-
tudinal Surveys, and the Panel Study of Income Dynamics) and of social and eco-
nomic data in major health studies (such as the National Health Interview Survey
and the National Health and Nutrition Examination Survey) would also greatly ac-
celerate progress in understanding social and economic determinants of health and
the potential role of social and economic policy in health.

In sum, advancing research and policy regarding the health effects of social and
economic factors and policies requires the same kind of investment in basic re-
search and in the translations of this research into policy and practice that have
been so successfully made in terms of the biomedical determinants of health over
the past half century. The payoff in terms of improved health could be great and
could help to achieve a more cost-effective health policy, even helping to restrain
the current, apparently inexorable, and increasingly problematic rise in expendi-
tures for health care.

GOALS AND MEANS OF THIS BOOK

This book seeks to stimulate increased research and practice on the health impacts
of social and economic policy. We have chosen to focus on six policy domains for
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which there is an epidemiologically well-supported linkage to health, though as
might be expected the nature and extent of such linkages varies somewhat across
areas. There is also completed and ongoing research in each area that provides
some tentative assessment of the health impact of major policies usually under-
taken for reasons having little or nothing to do with health. In each area, we
brought together two sets of authors, one more grounded in the social epidemiol-
ogy or demography of health, and one more heavily grounded in policy analysis
or basic social science fields (for example, economics or psychology). Construc-
tively engaged communication and collaborations across these domains of re-
search and practice will encourage a broader and less health care focused science
and policy of health. In sum, our work has three overall goals:

1. To stimulate greater research on the health impact of social and economic poli-
cies, including greater efforts to incorporate health measures into the evalua-
tion of a broad range of policy in areas other than health and with motivating
objectives other than health

2. To encourage more explicit efforts to formulate social and economic policy, in-
terventions, and practices with health impacts as one of their primary objec-
tives

3. To stimulate the development of a model of health policy formulation and
evaluation that includes not only the traditional biomedical players, but also
representatives of major social and economic policy areas that influence health

We seek to advance these general objectives by focusing on six key areas of so-
cial and economic policy with potentially sizable effects on health: education pol-
icy, income-support policy, civil-rights policy, macroeconomic and employment
policy, welfare policy, and housing and neighborhood policy. These domains cap-
ture only a portion of the full array of policies affecting the socioeconomic position
of individuals over the life course. However, each of the six areas affects the so-
cioeconomic position of key populations of medical and public health concern. In
each area, we commissioned leading social scientists and public health researchers
to examine the linkage of these ostensibly “non-health” policy areas and interven-
tions to population health.

Education

The impact of education on health and health disparities remains one of the most
widely researched topics in social epidemiology and public health. Epidemiolo-
gists have long documented that educated men and women are healthier than
their fellow citizens. Many potential explanations have been proposed to explain
how, whether, and why education strongly matters for health, and thus how,
whether, and why public educational policies might improve population health.
Adriana Lleras-Muney and David Cutler (chapter 2, this volume) document
large education-health relationships from both observational studies and
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natural experiments, and trace out several of the key causal pathways. The bet-
ter jobs and higher income of the more highly educated partially account for
these differences (Lantz et al. 1998, 2001). However, other evidence and new
analyses indicate that educated people are more likely than others to wear seat
belts, to exercise, to eat low-fat diets, to utilize preventive care, and to avoid
smoking. Educational attainment is also associated with future-oriented behav-
iors, which increases individuals” motivation to invest in personal health and
acquire skills that lower the costs of learning pertinent health information.
Overall, there is a considerable potential impact of education on health, with
such effects greatly enhancing the cost-effectiveness of policy investments in
education.

From a policy perspective, Daniel Keating and Sharon Simonton (chapter 3, this
volume) consider human development and educational policies focused on chil-
dren. A wide array of such policies, ranging from Head Start to paid job-protected
maternal leave, have beneficial effects for health and human capital and well-
being more generally. The expansion of human development policies has the po-
tential to improve child health outcomes while reducing racial and socioeconomic
health disparities in the United States.

Income-Support Policies

The positive cross-sectional and predictive relationship of income to health is
widely recognized. However, the health impact of economic transfer programs
remains controversial. Pamela Herd, James House, and Robert Schoeni (chapter
4, this volume) examine income-support policies and health among the elderly,
particularly the impact of the Supplemental Security Income (SSI) program.
Using cross-state, cross-time benefit changes to estimate the effect of SSI gen-
erosity on disability, they produce a striking finding: increased generosity of
state SSI benefit policies is associated with significantly reduced probability of
experiencing mobility limitations. This association was strongest within the
bottom quartile of the income distribution—those most likely to take up SSI
coverage and for whom increases in income are likely to be most consequential
for health.

Examining a different type of income-support policy, Janet Currie and Enrico
Moretti (chapter 5, this volume) use detailed California natality data from the
1960s to examine the incidence of adverse birth outcomes before and after imple-
mentation of the Federal Food Stamp Program. Their most striking finding was
negative: introduction of the program did not bring about any large, obvious re-
duction in the incidence of low birth weight (which was their key measure of ad-
verse birth outcomes), perhaps due to other countervailing influences on individ-
ual and population health during the period of introduction of the Food Stamp
Program. At the same time, the authors do not preclude the possibility that the
Food Stamp Program had more subtle positive effects for infants or improved
other health outcomes.
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Civil Rights

Given the known strong disparities in health between racial-ethnic groups, most
importantly through socioeconomic position, but also independent of it (House
and Williams 2000), public policies directed at reducing de facto or de jure racial
discrimination and racial disadvantage provide a social policy arena that has po-
tentially large implications for individual and population health. Such policies,
and accompanying social practices, construct categories of race-ethnicity and,
more importantly, their implications for socioeconomic attainment, places of resi-
dence and work, and access to health care (Anderson, Bulatao, and Cohen 2004;
Bulatao and Anderson 2004).

One of the most profound and far-reaching transformations of public policy and
social life in America during this century has occurred via legislation, judicial de-
cisions, and administrative actions in the area of civil rights, especially since the
1960s. Such large social, political, and economic changes deserve study in their
own right, but also for the implications they have for the nature and quality of life
and health among minority populations.

George Kaplan, Nalini Ranjit, and Sarah Burgard (chapter 6, this volume) ex-
plore the consequences of postwar civil rights gains for a broad range of health
outcomes and causal pathways. They document striking improvements in cardio-
vascular health among African American women between 1964 and 1974, particu-
larly in the South. The strongest of these improvements in health status coincided
in space and time with the most dramatic social, legal, and economic changes
brought about through civil rights policies, consistent with a recent line of eco-
nomic research (Almond, Chay, and Greenstone 2006).

Macroeconomic and Employment Policy

The relationship between macroeconomic conditions and health is another key
area of research and scholarly debate. Researchers and policymakers have long
noted that economic recession heightens specific health risks (depression and sui-
cide risk, physical health problems, and even perhaps mortality) among those who
become unemployed. Researchers have also known that long-term increases in na-
tional wealth are correlated with improved population health, not least because
such wealth provides resources for key public health investments. They have tra-
ditionally assumed that cyclical economic fluctuations would display a similar
correlation with population health.

Christopher Ruhm (chapter 7, this volume) challenges these assumptions and
shows that economic booms bring their own characteristic health risks, perhaps be-
cause good times increase demand for cigarettes, alcohol, and (other) intoxicating
substances, thus increasing risk of traumatic injury. Economic booms also foster
other potential health risks, such as those associated with increased overtime work.
Ruhm underscores that both recessions and economic booms bring distinctive
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threats to population health which may be susceptible to policy influence through sin
taxes, unemployment benefit policies, and other interventions. Intriguingly, Ruhm
finds weaker correlations between cyclical economic conditions and health within so-
cieties that feature strong economic safety nets, hence perhaps mitigating the impact
of macroeconomic cycles on personal disposable income and consumption.

Richard Price and Sarah Burgard (chapter 8, this volume) consider the potential
adverse health implications of changing economic and organizational policies in
the American and global economies that increase job losses or transitions, reduce
job security, or increase “nonstandard” work that is temporary, contractual, part-
time, or without fringe benefits. Existing research suggests adverse health effects
on individuals experiencing either unemployment or job insecurity, and they pro-
vided initial suggestive evidence on the relationships between nonstandard work
and health and well-being. They also describe a long-term program of randomized
trials that shows the positive health and labor force effects of a training program
for unemployed people.

Welfare Policy

The 1990s witnessed fundamental changes in American income supports for low-
income families beginning with authorization of state waivers from federal guide-
lines and culminating in the 1996 welfare reform that abolished Aid to Families
with Dependent Children (AFDC)—arguably the most substantial and significant
change in social welfare policy for decades. The sixty-year-old AFDC cash entitle-
ment for low-income mothers and their children was replaced with Temporary As-
sistance for Needy Families (TANF), a program that provides only transitional
support. The decade also witnessed major increases in in-kind transfers, such as
the Earned Income Tax Credit, and in expanded health insurance coverage for
poor and near-poor children. It is a difficult task to evaluate the health impact of
these major and manifold changes in state and national social welfare policy.

Marianne Bitler and Hilary Hoynes (chapter 9, this volume) explore the impact
of welfare programs, focusing on policies adopted in selected states—Connecticut,
Florida, Iowa, Minnesota, and Vermont—during the early and mid-1990s. These
data are derived from experimental designs that allow the authors to estimate un-
biased causal effects of reform on health insurance coverage, health care utiliza-
tion, employment, and health status. Drawing from a survey of the literature as
well as the new analyses of the experimental data, they suggest that welfare re-
form had modest and mixed impacts on health outcomes. While the results from
the early 1990s waiver period may not generalize to TANE, they suggest that wel-
fare-to-work programs need not have large negative health effects.

Jean Knab, Sara McLanahan, and Irv Garfinkel (chapter 10, this volume) choose
a different focus and explore the impact of welfare reform and child support poli-
cies on maternal health. Unique data from the Fragile Families study following the
1996 reforms shows that increases in welfare generosity are associated with im-
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proved maternal mental health status. However, the impact is not linear: marginal
increases in welfare generosity are associated with reduced mental health among
women who are already in settings with relatively generous benefits. Additionally,
increases in the stringency of child support enforcement are associated with de-
creases in mental health. These findings are in many ways surprising and worri-
some, and justify the need for additional investigation using alternative data and
methods.

Housing and Neighborhood Policy

The likely important, but causally complex, issue of neighborhood effects high-
lights a fundamental empirical challenge in linking public policies and health.
Where one lives, with whom one lives, the physical and social properties of one’s
local environment, including proximity to economic resources or to specific sources
of risk are all associated with one’s health. At the same time, people are not ran-
domly assigned across space. People sort or are sorted into neighborhoods and
communities based on personal preferences, opportunities, and constraints, and
community features develop around particular individuals because of their de-
mands and characteristics. Differences in health status and well-being across these
neighborhoods and communities may therefore reflect the sorting process rather
than the causal impact of these locations themselves.

Jeffrey Morenoff and colleagues (chapter 11, this volume) explore whether pol-
icy initiatives aimed at changing features of the residential environment can meas-
urably improve health, focusing on residential environments and obesity using re-
cent detailed data from the Chicago Community Adult Health Study. Controlling
for individual-level factors, they find notable variation across neighborhoods in
body mass index and in obesity-related risk factors. They provide “suggestive,
though far from conclusive evidence” that the physical and social environment of
neighborhoods influences levels of physical activity, especially among women.
These authors make a particular contribution by reviewing both the strengths and
limitations of observational and randomized study designs in exploring neighbor-
hood effects

Jeanne Brooks-Gunn and Rebecca Fauth (chapter 12, this volume) review data
on neighborhood effects on adult and child health, especially from two mobility
experiments: Moving to Opportunity (MTO) and the Yonkers Project in Yonkers,
New York. They note striking gender patterns in outcomes from MTO. Girls ap-
peared to derive more favorable long-term gains than boys did from movements
to low-poverty areas. These authors also note favorable impacts for adult mental
health and emotional well-being (though not on adult substance-use patterns)
from such MTO moves. In the Yonkers Project, these authors find that movement
to low-poverty areas improved some simple indicators of adult physical health.
They find little benefit for indicators of child health associated with movement to
low-poverty areas.
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CONCLUSION

A growing body of evidence suggests that upstream social and economic deter-
minants of health are of major health importance, and hence that social and eco-
nomic policy and practice may be the major route to improving population
health. The present volume seeks to assess where we are and where we might
most fruitfully go next to understand whether, how, and why six major policy
arenas impact health; and whether, how, and to what extent public and private
policies in these areas can be modified in ways that will improve health. The work
reviewed and presented in this volume provides a foundation for a more com-
prehensive health policy intimately connected with the broad social and eco-
nomic factors that affect population health (Kaplan 2001). It also promises to help
our nation escape the dubious distinction of having the highest health care ex-
penditures in the world coupled with the worst public health outcomes of any
major industrial democracy.
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