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Rethinking McKeown: The Relationship 
Between Public Health and Social Change 
| Simon Szreter, PhD

Thomas McKeown was a rhe-
torically powerful critic, from the
inside, of the medical profes-
sion’s mid-20th-century love affair
with curative and scientific medi-
cine. He emphasized instead the
importance of economic growth,
rising living standards, and im-
proved nutrition as the primary
sources of most historical im-
provements in the health of de-
veloped nations.

This interpretation failed to
emphasize the simultaneous his-
torical importance of an accom-
panying redistributive social phi-
losophy and practical politics,
which has characterized the pub-
lic health movement from its
19th-century origins. Conse-
quently, the current generation of
public health practitioners are
having to reconstruct such a pol-
itics and practice following its vir-
tual dismantlement during the
last 2 decades of the 20th cen-
tury. (Am J Public Health. 2002;
92:722–725)

THE TERM “PUBLIC HEALTH”
is nicely ambivalent. It refers to
a descriptive notion of the meas-
urable state of a population’s
health. But it also refers to a his-
torical, self-conscious social and
scientific movement. With its as-
sociated complex range of insti-
tutions, the transgenerational
public health movement has con-

spired to act on the public’s
health, locally, nationally, and in-
ternationally, for at least the last
2 centuries.

Indeed, without all the appara-
tus of tax-funded and state-
administered vital registration
and census systems, at the very
least, we could have no intelli-
gence as to the changing and
variable state of the public’s
health.1,2 Without the intellectual
disciplines of public health medi-
cine, epidemiology, and demog-
raphy, we would have precious
little understanding of the mean-
ing of all the data these formida-
ble bureaucratic structures accu-
mulate on our behalf. We
literally create our public health,
our understanding of it, and our
capacities to monitor and im-
prove it through a continuous
historical practice of acts of polit-
ical will to bring about, fund, and
support this area of knowledge
and to act on what we learn
about it.

The field of public health is
thus a grand social intervention.
It is politically created in a par-
ticularly thoroughgoing sense. Its
relationship with social change is
therefore as politically and ideo-
logically intimate as can be
found in the range of the
human, social, and biological sci-
ences. When Thomas McKeown

launched his brilliantly con-
ceived and innovative project to
investigate the historical demog-
raphy of 18th-century Britain
and the historical epidemiology
of Victorian Britain,3,4 he was
making a powerful play, with
high political stakes, to influence
the future direction of the med-
ical profession in its overall ap-
proach to the promotion of the
public health.

He succeeded, probably be-
yond his dreams, in pinioning his
primary target. The medical pro-
fession’s scientific leaders have,
since McKeown’s time, had to
change their tack and concen-
trate on the future, rather than
the past, as the field in which
they can stake the claim that
they can save humanity from all
its ailments with science.

But if, in his own day, he suc-
cessfully denied the decorated
and honored knights of scientific
and curative medicine the use of
the past as a rhetorical resource,
McKeown was also content—un-
fortunately, in my opinion—to
deny it to the whole body of toil-
ers on behalf of the public’s
health.5 The British nation’s
cadre of Medical Officers of
Health were the mere captains
and lieutenants of the medical
profession. From the 1870s they
had worked tirelessly throughout

the country, leading forward the
foot soldiers under their com-
mand: humble employees of local
government such as sanitary in-
spectors, housing officers, lady
health visitors, trained midwives,
and school medical officers.6–9

In putting such exclusive em-
phasis as he did on the “invisible
hand” of the rising standard of
living and the presumed ability
of economic growth to put more
and better food in the mouths of
the majority of the people as the
principal source of the modern
decline in mortality, McKeown
allowed himself the luxury of ar-
guing for the relative unimpor-
tance of all forms of socially
organized intervention in relation
to the history of public health.
This is a dangerous untruth. Pub-
lic health is an intrinsically politi-
cal subject, and it cannot be di-
vorced from intentional,
organized human agency.

In Britain, as elsewhere, the
crucial decisions that sanction
and fund the public health effort
always come, ultimately, from the
political realm. This means that it
is incumbent on the leading prac-
titioners of public health to argue
their scientific case with all the
rational and rhetorical resources
they possess—as the most influen-
tial proponents of public health
always have, from Villermé and

The McKeown Thesis



May 2002, Vol 92, No. 5 | American Journal of Public Health Szreter | Peer Reviewed | Health Policy and Ethics | 723

 HEALTH POLICY AND ETHICS 

Chadwick in the past to Rose and
Wilkinson today.10–13 McKeown
himself certainly appreciated this;
witness his marvelously accessi-
ble and popular 2 books of
1976.14,15 However, in drafting
these powerful texts, McKeown,
I think, became the victim of his
own most cherished social and
political assumptions.

MCKEOWN’S HISTORICAL
BIAS AND POLITICAL
VULNERABILITY

For McKeown and most of his
generation, who dominated the
public health field from the
1950s until the 1970s, it would
have seemed inconceivable that
Victorian laissez-faire, free-
market economic liberalism
could make a comeback as a
governing ideology of both do-
mestic and international affairs.
Likewise, they would have found
it incredible that there could in
the immediate future be a rever-
sal of the historic trend of grad-
ual redistribution of income and
wealth from the very rich to the
poorest. This progressive trend
had clearly become well estab-
lished in most developed coun-
tries since more or less the be-
ginning of the 20th century, and
certainly since the Second World
War, with the consolidation of
welfare states throughout the
West.

Thus, McKeown himself would
have seen his almost exclusive
emphasis on the importance of
rising living standards and im-
proved nutrition in reducing
mortality as a vindication of the
importance of that historic trend
toward greater social and eco-
nomic equality—the ever wider
distribution of the material
means to good health, which
now appeared to be a secure fea-
ture of the political landscape in

all advanced liberal democracies.
The egalitarian implications of
this relationship between im-
proved living standards and re-
duced mortality were extremely
radical: that the health of the
populace could eventually be
maximized only when the mate-
rial living standards of all were
optimized in common, as has
been recently argued by, inter
alia, Wilkinson in his influential
Unhealthy Societies.13

If this rendering of the as-
sumptions of the “McKeown gen-
eration” (1940s through 1970s)
is historically correct, the prob-
lem is that they remained just
that—unarticulated assumptions.
McKeown failed to take into ac-
count the possibility that these
assumptions might one day not
prevail—one day quite soon, in
fact. Consequently McKeown, in
effect, took for granted the pro-
tracted political and ideological
battles that had been fought
over the previous century or
more to establish this viewpoint
as the orthodoxy of his mid-
20th-century generation, and he
discounted the vulnerability of
its victories. The quarter century
that has elapsed since 1976,
when McKeown published his 2
popular texts, has demonstrated
how extremely politically fragile
that orthodoxy was and what
would happen to McKeown’s po-
sition when the assumptions no
longer held.

In rapidly changing ideological
circumstances, McKeown’s find-
ings were gratefully absorbed by
the rising ideology of the New
Right, which radically questioned
the value of the whole welfare-
state system and its associated
policies of full employment, in-
come redistribution, and free
public services. McKeown’s influ-
ential interpretation was now
taken as supporting the view

that organized social interven-
tion—as practiced by medicine
and the state—had never played
an important role in improving
human health and welfare and
that only strong economic
growth was the principal guaran-
tor of such improvement. Ac-
cording to the conservative pre-
scriptions, economic growth, in
turn, required that the greatest
scope be given to the free mar-
ket and that all forms of public
services be reduced.

Of course, McKeown was by
no means alone in the public
health field in being overtaken
by the changing ideological cli-
mate. At the same time, as Col-
grove’s excellent survey makes
clear, along with various cri-
tiques by Cochrane, Illich,
Lalonde, and others, new think-
ing within the public health pro-
fession in the mid-1970s was al-
ready moving to embrace the
importance of individuals’ re-
sponsibility for their lifestyles
and behavior.16–19

This departure was originally
premised on progressives’ dissat-
isfaction with the record of the
welfare state in failing to reduce
the relative health disadvantages
of the poor (though it had done a
good job in reducing absolute dis-
advantages)—a theme famously
explored in the Black Report of
1980.20

These progressive critics as-
sumed that the welfare state
would continue to provide a full
and generous framework of so-
cial security on which these addi-
tional health-enhancing individ-
ual behaviors could be laid. But
this new professional focus on in-
dividual choices and its accompa-
nying innovative methodology
for identifying “risk factors” was
subsequently all too easily co-
opted into a larger and very dif-
ferent political project.

When the encompassing ideo-
logical climate changed so mark-
edly during the late 1970s and
early 1980s, the growing scien-
tific capacity of clinical epidemi-
ology for identifying individuals
and groups with “risks” was ex-
tremely useful to the politicians
and the new managers they in-
stalled to run the health services
on more businesslike lines. They
were ideologically opposed to
publicly funded, “expensive” uni-
versal health and social services;
they wanted to focus on a mutu-
ally exclusive alternative of “cost-
effective” targeted treatments for
differentiated sections of the pop-
ulation—an alternative justified
on the basis (since proved to be
mistaken) that this would be
cheaper.

BACK TO POLITICS

Colgrove is surely right that
McKeown remains a major refer-
ence point for live debate in the
international field of public
health because, with great rhe-
torical skill and boldness of style,
he produced accessible and
widely read texts that provoke
readers to confront this intrinsi-
cally political subject’s perennial
“practical and ethical chal-
lenges.”16 McKeown was right
that material living standards—
availability of food, and therefore
economics—are of crucial impor-
tance to the health of popula-
tions. The international experi-
ment of the last 2 decades, in
which it has been argued that the
“laws” of free-market economics
require that the living standards
and public services of the world’s
poorest countries be “structurally
adjusted”—meaning degraded—
has certainly proved that beyond
doubt.

But equally, the public health
fallout from this misguided and
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logically inverted attempt to in-
still the supposed moral fiber of
the market economy into social
and political systems—systems
lacking the primary communica-
tions and sociolegal infrastruc-
ture that European peoples de-
veloped over centuries to enable
their own market economies to
work21—has also emphasized the
extent to which McKeown was
wrong. He was wrong in failing
to foreground the importance of
politics, ideologies, states, and in-
stitutions in producing the kind
of societies that distribute their
material wealth, food, and living
standards in a health-enhancing
way for all concerned.

The problem, of course, with
emphasizing the importance of
politics, the conflict of ideas, the
role of the state, conditions of cit-
izenship, local government struc-
tures and services, civil institu-
tions and social capital in
accounting for the relationship
between public health and social
and economic change is that this
makes for a devilishly compli-
cated story. Those who have
endeavored to convey the full
complexity of what has been in-
volved have typically been con-
strained to reduce the scope of
their work to the history of a
single city to be able to cope
with the demands of rigorous ex-
amination of all the relevant evi-
dence. These complicated stories
have the virtue of being intellec-
tually satisfying, in that they
demonstrate the nature of the
connections between so many
different factors and do not have
to leave out certain percentages
of dependent variables that are
“unexplained” in error terms.

At their best, these studies
comprehensively account for the
dependent variable (mortality
change) in a particular time and
place. A number of such studies

have been completed for differ-
ent cities around the globe in
varying circumstances, and they
would repay careful comparative
systematic examination by the
international public health com-
munity.22–25 It is possible to de-
rive lessons and implications
from these carefully contextual-
ized studies, even though those
lessons relate as much to the
role of political, ideological, and
institutional factors as to measur-
able living standards, specific
health measures, or particular
policy interventions.26,27

Furthermore, as guides, first, to
the more general ethical princi-
ples that should inform health-en-
hancing development strategies
and, second, to the institutional
designs that should be integral to
public health interventions, 2 ex-
tremely important and promising
new approaches have emerged
during the last 2 decades in reac-
tion to the perceived problems of
the neoliberal, free-market pre-
scriptions. These are the ideas of
Sen regarding functioning and ca-
pabilities28 and the rapidly devel-
oping concept of social capital as
it applies to issues of develop-
ment and health.13,29–35

These approaches may at last
be providing the foundations for
a discussion of the “practical and
ethical challenges” that will sig-
nificantly advance the public
health agenda, a discussion that
McKeown’s contribution has so
vigorously animated. Indeed, it is
possible to foresee the construc-
tion of a powerful, progressive
new public health synthesis
through the combination of these
2 approaches and the recently
established “population health”
perspective.12,13,36
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The McKeown Thesis: A Historical Controversy and Its Enduring Influence
| James Colgrove, MPH

The historical analyses of
Thomas McKeown attributed the
modern rise in the world popula-
tion from the 1700s to the pres-
ent to broad economic and social
changes rather than to targeted
public health or medical inter-
ventions. His work generated
considerable controversy in the
1970s and 1980s, and it con-
tinues to stimulate support, crit-
icism, and commentary to the
present day, in spite of his con-
clusions’ having been largely dis-
credited by subsequent research.
The ongoing resonance of his
work is due primarily to the im-
portance of the question that un-
derlay it: Are public health ends
better served by targeted inter-
ventions or by broad-based ef-
forts to redistribute the social,
political, and economic resources
that determine the health of pop-
ulations? (Am J Public Health.
2002;92:725–729)

IN A BODY OF RESEARCH
published from the 1950s to
the 1980s, the physician and
demographic historian Thomas
McKeown put forth the view
that the growth in population in
the industrialized world from
the late 1700s to the present
was due not to life-saving ad-
vancements in the field of medi-
cine or public health, but in-
stead to improvements in
overall standards of living, espe-
cially diet and nutritional status,

resulting from better economic
conditions. His historical analy-
sis called into question the ef-
fectiveness of some of the most
basic and widely applied tech-
niques in the public health ar-
mamentarium, including sani-
tary reforms, vaccination, and
quarantine. The “McKeown the-
sis” sparked the inquiries and
shaped the research hypotheses
of many scholars and became
the subject of an extended
controversy.

McKeown’s work may be
seen in the context of the de-
bate over the relationship be-
tween food supply, economic
development, and population
growth that has engaged the
natural and social sciences
since the days of Thomas
Malthus. McKeown’s research
also came to play a prominent
role in the debate that emerged
in the United States and Great
Britain following World War II,
and that intensified in the
1970s, over the appropriate
focus and allocation of medical
resources.

Sophisticated analyses in the
field of historical demography
effectively overturned the Mc-
Keown thesis in the early
1980s. Yet it has shown re-
markable staying power, con-
tinuing to draw support and
commentary throughout the

1990s. The purpose of this ar-
ticle is to examine the contro-
versy over Thomas McKeown’s
work and its ongoing influence
on public health research and
policy. Even though its empiri-
cal foundation and conclusions
are now considered flawed, the
questions at the heart of the
McKeown thesis—What are the
most important determinants of
a society’s patterns of morbid-
ity and mortality? and How
should public health practition-
ers most effectively focus their
efforts?—remain as relevant
today as when they were first
proposed.

HUMAN AGENCY VS
ECONOMIC GROWTH

The McKeown thesis at-
tempted to construct a unifying
theoretical explanation for the
so-called demographic transi-
tion, the dramatic growth in the
population of the industrialized
world from around 1770 to the
present. The thesis can be sum-
marized as follows: Population
growth was due primarily to a
decline in mortality from infec-
tious disease. This decline was
driven by improved economic
conditions that attended the In-
dustrial Revolution, which pro-
vided the basis for rising stan-
dards of living and, most

important, enhanced nutritional
status that bolstered resistance
to disease. Other variables that
may have been operating con-
currently—the development of
curative medical interventions,
institution of sanitary reforms
and other public health mea-
sures, and a decline in the viru-
lence of infectious organisms—
played at most a marginal role
in population change. Put an-
other way, the rise in popula-
tion was due less to human
agency in the form of health-
enhancing measures than to
largely invisible economic
forces that changed broad so-
cial conditions.

McKeown came to demo-
graphic studies by way of an in-
terest in the historical role of
medicine. He had a strong inter-
est in the ways that social fac-
tors such as class, income level,
and living environment influ-
ence health and a passionate be-
lief that the medical profession
should move beyond a strict bio-
logical paradigm to address
these factors. At the time Mc-
Keown began investigating past
trends in population change, his-
torical demography was a rela-
tively new discipline.1

McKeown advanced the core
tenets of his thesis in 4 seminal
articles published between
1955 and 1972 in the journal


