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With the launch in January 2000 of the national disease prevention and health promotion agenda, Healthy
People 2010, health policy makers have embraced an
overarching goal of eliminating health disparities by
the year 2010. The elimination of health disparities by
race/ethnicity and socioeconomic status (SES) is integral to this effort. As the Council of Economic Advisors has noted, race and ethnicity continue to be salient predictors of well-being in American society.1 On
average, non-Hispanic whites experience advantages
in health, education, and economic status relative to
blacks, Hispanics, and American Indians. Yet social
class disparities occur in all these groups. While proportionately poverty occurs more frequently among
members of minority groups than among whites, 8.5
million white children, 4.4 million black children, and
4.1 million Hispanic children live in official poverty.2
Increasingly, attention is being paid by health researchers and policy makers to social determinants of
health and the need for comprehensive solutions to
the complex problems of eliminating health disparities. Social Epidemiology, a new anthology from Oxford
University Press, provides health researchers and policy
makers a much needed overview of the theory underlying the investigation of health disparities and suggests approaches that can be used to study the socially
constructed conditions in which health and disease
occur. The anthology reviews and synthesizes state-ofthe-art research on social determinants of health and
the evolution of social epidemiology.
The authors return to the original perspective of
epidemiology, departing from the current clinical orientation, in demonstrating the need for health researchers to investigate social conditions. That social
factors affect health and well-being is not a new idea.
For example, Virchow and Villermé identified social
class and work and living conditions as crucial determinants of health and disease in the mid-19th century.
And John Snow considered the social and physical
environment in identifying the cause of a cholera outbreak in Britain. But the maturation of social epidemi-

ology is less than 50 years old, as this text observes,
and major developments have occurred in the past
two decades.
Social Epidemiology advocates employing a population perspective, a multidisciplinary and lifecourse
approach, and a multilevel, contextual analysis for those
doing epidemiologic research. A multidisciplinary and
lifecourse approach requires the examination of biological, sociological, and psychological research and
theory. The developmental and lifecourse perspective
recognizes the role of early exposures in the production of ill health in adults—for example, in influencing
critical developmental processes or in setting in motion a series of cumulative disadvantages. Adult health
and income are the result of “intertwining chains of
biological and social factors” operating over the course
of life. Moreover, a growing body of literature supports the view that extra-individual socioeconomic factors closely related to the physical and social infrastructure of communities affect health above and
beyond a combination of individual factors (see Chapter 2).
Although emphasis is often given in epidemiology
texts to the problems of the ecological fallacy, noted
epidemiologists are recognizing that the appropriate
use of the ecological approach can provide valuable
information about the context in which someone lives.
As Geoffrey Rose notes, an individual’s disease risk
cannot be considered in isolation from the risk of the
population to which she or he belongs. Mervyn Susser
observes that epidemiology is in essence ecological.
Health, like the biology of organisms, is determined in
a multilevel, interactive environment. Identifying risks
at the individual level, even multiple risks, does not
sufficiently explain interactions and pathways at that
level, nor does it incorporate the collective social forces
that influence risks to individuals.
Many epidemiologists use at least one indicator of
individual SES or position (for example, educational
attainment, occupation, income, or poverty status) in
their research. Socioeconomic status approximates the
economic component of social class. But social class is
a broader concept that estimates components of power
over one’s own life, particularly decision-making power,
control of working conditions and economic resources,
and access to other resources or “capital.”
One of the strengths of this book is that it attempts
to lay out the social theory that has been so glaringly
absent from the field of epidemiology. However, some
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of the discussion of social theory in the book is too
superficial. The authors of the theoretical sections are
not specialists in social theory. They are medical sociologists or social epidemiologists, and as such have
done a very decent job of articulating health outcomes
within a framework of current social theory. The book
would have benefited from a contribution from a social theory expert. However, considering that epidemiology has suffered from an absence of social theory,
this book goes a long way toward correcting that
deficiency.
One area that we would like to have seen expanded
is the discussion of the intersection of race/ethnicity,
social class, and health. Socioeconomic status is only
one part of this intersection. Understanding how racial/ethnic discrimination is both a problem of racism
and a problem of social stratification requires looking
at more than SES. Racism is built into an already
existing social hierarchy of power, privilege, oppression, and injustice. Apart from a chapter on discrimination by Krieger, this book only minimally addresses
the intersection of race/ethnicity, SES, and health and
does not address the distinction between SES and social class. This is due in part to the lack of a social
theory expert in the list of authors, and in part to the
limited inclusion of references to recent studies of this
intersection.
The models presented in this anthology not only
help the reader to understand how potential causal
factors may interrelate, but also provides a guide to
potential intervention points. The organizing framework presented by Macintyre and Ellaway is an example of a comprehensive ecological approach. Their
list of five “opportunity structures of local areas” is a
useful organizing framework for an examination of
the social and physical environment. The five “opportunity structures” are: (a) physical features of the environment shared by all residents; (b) availability of a
healthy environment at home, work, and play; (c) services provided publicly or privately to support people
in their daily lives, including education, transport, street
cleaning and lighting, policing, and health and welfare services; (d) sociocultural features of a neighborhood including the political, economic, ethnic, and
religious history of a community; and (e) the reputation of an area—how an area is perceived by residents,
by service or amenity planners and providers, by banks
and investors.
The book documents how social and biological processes interact to influence health. Brunner notes that
“basic research in biology and physiology provides good
evidence that environmental stressors may be responsible for acute and chronic disease via stress mecha-

nisms such as the fight-or-flight response. . . . [T]here
appear to be socially patterned differences in cortisol
secretion that correspond to income, to social isolation and depression, and to prevailing differences in
coronary death rates.” Unfortunately, health research
funding has been focused on specific diseases and
body parts rather than on considering the individual
as a whole person and part of a community. This
approach to funding health research is not consistent
with recent findings that what people do (for example,
smoking, eating a bad diet) or what happens to them
(for example, job hazards) explain more than half of
the variation in cancer risk.3
An ecological (Susser’s term is “ecoepidemiologic”)
approach to studying health behaviors would address
the social context of behavior. Most behaviors are not
randomly distributed in the population and behaviors
often cluster. The social environment influences behavior by shaping norms, enforcing patterns of social
control, providing environmental opportunities and
constraining individual choice, and reducing or producing stress for which certain behaviors may be an
effective coping strategy.
In the chapter “Understanding Social Determinants,” Marmot gives an example of potential intervention points to reduce the incidence of cardiovascular disease using level of plasma fibrinogen. Plasma
fibrinogen is related to a low level of control in the
workplace, to health behaviors, and to the father’s
social class. One potential point of intervention might
be medical care to lower cardiovascular disease risk
through lowered plasma fibrinogen. A second point
of intervention might be an attempt to influence individual behaviors. A third point of intervention might
be attention to work environments that create a higher
level of control of working conditions for a higher
proportion of employees. Last, a fourth point of intervention might be attention to the childhood socioeconomic environment. Disease prevention and health
promotion efforts rarely consider these third and
fourth points.
Although the models and evaluation results presented in this anthology give some insight into potential policy approaches to reduce social disparities, the
recommendations offered are too general. In contrast,
other recent authors have made very specific recommendations. For example, Dalton Conley, in his book
titled Being Black, Living in the Red: Race, Wealth and
Social Policy in America, recommends the need for an
“affirmative asset” policy that could include an initiative to promote minority home ownership in integrated
neighborhoods, extensive revisions to the welfare codes
so that poor families who hit hard times do not need
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to spend down all their savings in order to qualify for
Temporary Assistance to Needy Families, and establishment of government credit unions to support minority business development. 4
Interventions and public policy must address the
social forces that determine health and illness, recognizing that the social hierarchy exists and that social
resources and health itself are socially distributed along
the levels of this hierarchy. For example, without intervention, health care services will be distributed according to the framework of the social hierarchy: the
higher you are in the hierarchy, the more health care
services you will get, and the lower you are, the fewer
services you will get. Medicaid and the State Children’s
Health Insurance Program are examples of national
intervention efforts to facilitate access to health services for the poorest in the hierarchy.
While this book provides an extremely useful overview of theoretical underpinnings and state-of-the-art
knowledge in the field of social epidemiology, it is not
sufficient by itself for teaching a class on social epidemiology, identifying potential policy approaches, designing analyses that incorporate the social environment, or identifying methods to monitor racial
discrimination in health care delivery systems. Additional texts are needed. Liberatos does an admirable
job of reviewing SES indicators and their differing
relationships to health.5 David Williams’s reviews of
the intersection of race/ethnicity, social class, and
health are invaluable.6,7 But more research remains to
be done on this intersection. And, as Krieger has commented, methods of monitoring health care delivery
systems for racial discrimination still need to be
identified. An assessment is needed of the health impact of changes that have occurred in eligibility and
participation in public benefit programs due to welfare and immigration reform.
The United States continues to benefit from generally good economic times, yet this prosperity has not
significantly raised the nation’s ranking on various
health and economic indicators compared to other
industrialized countries. For example, the US ranks
22nd of 23 industrialized nations in relative child poverty (households with income below 50% of the national median).8
If we are ever to eliminate health disparities, we
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must look at health within its social context. Social
Epidemiology can help to raise awareness among health
researchers and policy makers of the need to consider
the roles of the social and physical environments in
the production of health and illness.
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This collection of nine papers is the product of a
two-year project on ethical and social dilemmas of
health promotion and disease prevention (HP/DP),
sponsored jointly by The Hastings Center and the
Stanford Center for Biomedical Ethics. A wide variety
of topics and issues is covered.
Most readers of Public Health Reports are aware of
the strategies of the US Public Health Service’s sustained “Healthy People” efforts since 1979 to engage
individuals, communities, local and state governments,
health care practitioners, and scientists in health promotion and disease prevention. The Healthy People
1990/2000/2010 reports address health protection
from chemical, infectious, and radiation risks in the
environment, and from dangerous social circumstances;
clinical preventive services of immunization, screening, and counseling, rigorously evaluated by the US
Preventive Services Task Force; and advice about healthful and unhealthful individual behaviors.1 Such background is necessary for an informed reading of this
book. So is the observation from Mark Twain that
“people behave as if nothing so needs reforming as
other people’s habits”!
In the opening chapter Meredith Minkler argues
that people are not equally free, given social and economic context, to shape their behaviors and live healthy
lives. Arguments for personal responsibility for health
are equated with “blaming the victim” and stigmatizing
many groups of people. She emphasizes that individual
behavior change can have only a limited impact on the
distribution of disease in society, and calls for much
broader social change—eliminating poverty and related
social inequalities—so that individuals and communities might be empowered to have more “response-ability.”
Health promotion is described as more disease-oriented
than health-oriented. Some HP is labeled harmful, as in
higher coronary heart disease mortality among
“weight-cyclers,” people who achieve weight loss but
who fail to sustain the weight reduction. Health promotion/disease prevention is also characterized as discriminatory: “We excoriate the smoker, but congratulate the
skier.” Overall, people working to improve community
health status are accused of practicing “healthism”
through a “tyranny of health,” emphasizing personal
health goals rather than relying on humane societal

goals. Fortunately, Len Syme is cited as the source of a
more balanced view: “Effective behavior change . . .
requires we do our best as individuals, but also that we
work together with one another to create more healthful and supportive social environments.” Fair enough.
Beverly Ovrebo emphasizes that society is more sensitive now to civil liberties, citing HIV/AIDS as “the
defining disease of the latter part of the 20th Century,” both a public health and a civil liberties emergency, and “a disease of social inequity.” It is hyperbole to write that “AIDS has signaled the end of the
era of noninfectious disease.” Regrettably, respect for
individual civil liberties trumped the traditional measures of testing and tracking to prevent spread of this
infectious disease. Meanwhile, Ovrebo and other authors are troubled by the new health care context,
especially managed care, which is described as emphasizing health promotion for the purpose of cost containment, driven by market forces, and preferring to
serve healthy individuals. Unmentioned is the tremendous increase in unhealthy “life-style” behaviors during recent decades. In addition, it is claimed that,
since World War II, public health has moved away
from health protective measures to an emphasis on
health promotion; it is not noted that the Environmental Protection Agency (EPA), the Occupational
Safety and Health Agency (OSHA), and the Consumer
Product Safety Commission (CPSC) all arose as part of
a highly energized health protection movement, admittedly often separate from established public health
agencies.2 Nor is there any acknowledgment that health
protection is an integral theme of Healthy People.1
Next come economic arguments: Helen Schlauffler
dismisses as exceptions the several major preventive
measures (immunizations and prenatal care) that do
show actual cost savings, and characterizes the whole
HP/DP “movement” as practicing hyperbole and deception with ethically dubious, politically motivated
claims of cost savings. She is right, of course, that HP/
DP is sometimes oversold in language similar to that
of advocates for basic laboratory research. She wrongly
characterizes the useful 1994 brochure, Prevention:
Benefits, Costs, and Savings from the Partnership for
Prevention, which puts forth just the caveats she demands.3 Schlauffler’s proposed alternative to cost-effectiveness analyses is to request undefined “additional
resources” for HP interventions, the same interventions that authors of other chapters in this book treat
with derision or suspicion. As a rich nation, the United
States spends a lot of health care dollars for better
function, less pain, and statistically longer life expectancy. The usual rule of thumb in evaluations of medical and public health interventions is to favor those
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costing up to $50,000 per quality-adjusted life year
(QALY), while challenging those at more than
$100,000/QALY.4 Under these criteria, more preventive interventions might be undertaken.
Haavi Morreim challenges the “moral legitimacy”
of using economic and other incentives to stimulate
behavior change, let alone constrain the costs of care
in health maintenance organizations (HMOs). Numerous unintended consequences of rewards for consumer
participation or for behavior change are mentioned.
For HMOs to keep track of immunizations and mammography is described as an intrusion on privacy; to
deny coronary artery bypass surgery to smokers who
refuse to try to stop is considered unjust, however
much continued smoking raises the risk of unfavorable surgical outcomes. By contrast, Morreim does
make a particularly useful point that an emphasis on
sociability and support groups may improve the chances
for long-term adherence and improve health status.
For HMOs, the concept of a risk-rating system is proposed to compensate health plans for enrolling higher
numbers of people with chronic illnesses or high-risk
conditions.
Ann Robertson and Ronald Labonte, both from
Ontario, develop important communitarian perspectives, balancing individual rights with responsibilities
to the commons and recognition of interdependence.
Robertson moves from the 1974 Lalonde Report focus
on life-style behaviors toward a primary focus on social
justice and the social determinants of health—poverty, unemployment, inadequate housing, discrimination, racism, and overall socioeconomic inequities—
as embodied in The Ottawa Charter for Health Promotion (1986). Labonte emphasizes “power-with” instead of “power-over,” in relationships between health
professionals and patients or clients, a reassertion of
Aristotle’s dialogue among people-as-equals. A positive example in Toronto involved management, labor,
and public health departments coming together to
combine better ventilation systems and testing for airborne toxins with a workplace smoking ban. He insists
on priority for people lacking wealth and power and
on actions to assure equality of outcomes. These two
chapters about social justice theory and the need for
governmental interventions are in striking contrast to
the libertarian tone of many other chapters.
Barbara Koenig and Alan Stockdale examine implications of sequencing the human genome and testing
for disease risks. Some of their broad interests are
addressed in the emerging field of “public health genetics.”5,6 They place a lot of weight on the premise
that “risk is a technical, scientific category unsullied by
cultural, social, or political forces.” This narrow con-
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struction ignores the stream of work on engagement
with affected parties or stakeholders in the assessment,
communication, and management of risks, especially
around “eco-genetics” and environmental health.2 They
themselves have been active in the Ethical, Legal, and
Social Implications program of the Human Genome
Project. Their example of genetic testing leading to
risk stratification for breast cancer should stimulate
additional useful discussion in the context of cultural
analysis of group identities and the sense of self.
Dan Callahan begins his chapter with an observation that few people in public health or preventive
medicine would share: “To judge by appearances,
health promotion and disease prevention are riding
high in public and professional esteem.” Through a
lively political discourse, he seeks protection against
“risk-mongering,” rampant “healthism,” and impositions “no religion would dare.” He applies particularly
harsh adjectives to anti-smoking forces and claims of
danger from passive smoke. And he provides guidelines for health promotion advocates: be modest and
circumspect; neither imply greater credibility for scientific claims than can reasonably be sustained, nor hector and intimidate people to change their unhealthy
behavior; never underestimate the danger of a mocking backlash; learn from the successes of environmentalists. He declares contemporary high-technology
medicine unsustainable everywhere in the world, and
calls for a population-centered approach that improves
socioeconomic conditions and stimulates personal responsibility for health.
Throughout the book, repetitious descriptions of
supposed public health failures (or incomplete successes) around smoking, alcohol, diet, and exercise
have no balancing mention of polio, Haemophilus
influenza and many other recent vaccines, prevalent
seatbelt use, removal of lead from gasoline, increased
early prenatal care, prevention of complications in
diabetes, and community clinics and academic health
centers that provide safety-net and outreach services.
The final chapter aims to be helpful, citing the WHO
Ottawa Charter that presents health promotion as a
mediating strategy between people and their environments, synthesizing personal choice and social responsibility for health. However, the book ends rather limply
with an admonition that HP/DP programs “be complemented by a fuller explanation of their place in our
national values and institutions.”
Unfortunately, the overriding tone of the book may
be irritating to most scientists and advocates in the
area of health promotion and disease prevention, who
generally identify themselves among the non-wealthy
and non-powerful. My reaction is not to the familiar
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questions about limits of knowledge, difficulties in
application, and claims of cost savings, but to the accusatory tone and the dual assault: the social justice
demand to first overcome social, economic, and racial
inequalities, combined somehow with the libertarian
accusation that preventive medicine and public health,
especially when employers or governments are involved, violate the rights of individuals to live their
lives as they damn well please.
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