
AJPH PLACE-BASED INTERVENTIONS

Growing Economic Inequality Sustains
Health Disparities

TheUnitedStates has produced
nearly 40 years of prevention and
disparities research initiatives and
public health programs aimed at
eliminating inequities and the
unfair burden of illness in society.
These efforts have yielded a vast
body of information regarding the
large gaps in specific health and
health care hardships suffered by
large segments of the US pop-
ulation, and interventions for re-
mediation. It remains unclear how
much progress has been made in
eliminating health inequities. If we
use life expectancy as a gauge, we
would have to judge the effort as
a highly deficient one. Thirty years
ago, life expectancy in the United
States was five years longer for the
upper quintile of income than for
the lowest quintile.1 Today, that
difference is 12 years for men and
14 years for women. Worse yet,
life spans have not improved for
lower-income people, and mar-
ginal loss of longevity has occurred
for women. This reality check
points out the importance of rec-
ognizing the towering role of
growing income differences in the
United States, and begs the perti-
nent question: “How much can
we improve population health
without a commensurate effort
in closing income gaps?”

NOT INCOME STATUS
PER SE

The challenge of recognizing
fundamental causes, such as in-
come differentials as a primary

cause of poor health outcomes
for predisposing subpopulations,
provokes different modes of in-
quiry and analysis compared with
targeting specific disease condi-
tions, one at a time, in research and
interventions. Health risk is a
societally imbedded issue, and
progress toward health equity re-
quires reducing economic in-
equality.2 Although public health
is axiomatically “upstream” in its
strategic approach to eliminating
contributory risks to health, often
its actions are rooted in “down-
stream” disease causal models. The
result is negation of the ecological
model according to which path-
ways to health or disease and
functional decline are influenced
by the environmental conditions
fostered and reinforced by eco-
nomic inequality. This disjunction
ultimately undermines progress
toward elimination of health
inequities.3

It is not income status per se
that predisposes to disease; rather,
income inequality creates a pro-
pensity to disease pathways over
the course of human develop-
ment through environmental
exposures and learned behavior
in specific social contexts.4

Krieger warns of the fallacy of
treating causes of disease-
attributed risk as if they add
up to 100%. A logical extension
of this critique is that the pro-
duction of health equity involves
accounting for the direct effects
of economic inequality on op-
portunity structures and in-
teractive influences on other

putative risk factors associated
with adverse life-course circum-
stances.5Doubtless it is possible to
point to critically important areas
of positive health gains made by
public health interventions, such
as HIV infection and tobacco-use
reduction. Yet there is only weak
evidence of any elimination of
“unfair and unjust” differences in
overall health, functional status,
or mortality between major
social demographic subgroups
based on national indices.

THE HEALTH EQUITY
DILEMMA

In Figure 1, we use the Health
and Retirement Survey of the US
population to illustrate the syner-
gistic relationship between healthy
functioning and income distribu-
tion for one major health and
mortality threat, extreme obesity,
amongpersons in theUnitedStates
older than 50 years.6 Results are
from Cox regressions (pro-
portional hazards models) of the
outcome “any limitations in ac-
tivities of daily living” using an
average of seven Health and Re-
tirement Survey data points per
respondent. We examine

transitions as persons go from no
deficits to any deficit. We exclude
from the analysis persons with any
deficit at their first survey. “Time”
in the Cox models is age, and
curves are “failure” curves from the
Cox models—that is, the proba-
bility of “failure” (any deficit) oc-
curring prior to the age shown.
In the figure, we compare four
subsamples—healthy and extremely
obese for highest and lowest
quartiles of income (P< .001)—
for all differences, controlling
for current smoking, gender, and
living with a spouse or partner.

Low-income obese persons
are progressing to dysfunction
much more rapidly than high-
income people. In their age
of onset trajectory to deficits
in activities of daily living,
healthy-weight persons who are
low income are similar to ex-
tremely obese higher-income
persons rather than to healthy-
weight higher-income persons.
These findings suggest that total
disease burden borne by people at
the lower end of income distri-
bution is greater irrespective of
any specific medical condition.
We conclude from this illustra-
tion that life-course risk for poor
health and dysfunction is cumu-
lative over the life span and is
greatly exacerbated by growing
income inequality, and that
elimination of health disparities
in the United States will not be
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accomplished relying solely on
current public health or medical
care approaches focused on in-
dividual diseases or dysfunctions
and corresponding interventions.

LONG-RANGE PUBLIC
POLICIES NEEDED

Population health outcomes
can be improved without relying
solely on changes in income
distribution, as shown by the
historic drop in cardiovascular
mortality over the past two de-
cades. However, these positive
outcomes are limited because
they are moderated by income
resulting in greater health
and mortality gains for the
highest-income ranks. Policies
designed to reduce income in-
equality and inordinate wealth

differentials are required or, as
a society, we will continue to
expend significant resources and
yet fall short of eliminating health
disparities in the United States.
We need more powerful solu-
tions. The Robert Wood John-
son Foundation’s “Culture of
Health” is a leading example of
wide-angle thinking, but ap-
proaches to improve health for
the lowest-income ranks neces-
sitate wider coordination of
public and private resources
supported by long-range public
policies aimed at establishing
a balance between income and
health equity.7
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aExtremely obese defined as body mass index ‡ 40 kg/m2.
bHealthy weight defined as body mass index 18.5–25.0 kg/m2.

FIGURE 1—Association of Body Mass IndexWith Age of First Onset of Functional Limitations, by Income
Group: Health and Retirement Survey, United States, 2015
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