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Policy Points:

� Income is a fundamental cause of health across the life course. To ad-
dress income-related health inequities, we need a set of overlapping
and complementary policy approaches rather than focusing on a single
policy.

� During their lives, individuals inhabit different roles with regard to
their ability to earn wages, and at any given time, only about 50% of
the US population are expected to earn wages, while the rest (e.g., chil-
dren, older adults, those who are disabled, unemployed, students, and/or
caregivers) are not.

� Three key “branch points” for designing policy approaches to address
income-related health inequity are (1) should the needed good or service
be obtained on the market? (2) do policy beneficiaries currently earn
income? and (3) have policy beneficiaries earned income previously? The
responses to these questions suggest one of four policy approaches: social
services, social enfranchisement, social insurance, or social assistance.

Social conditions give rise to material realities. The
social conditions structuring access to those resources “neces-
sary to lower the risk of developing a disease, or minimize the

consequences of a disease once it occurs” can be thought of as the

The Milbank Quarterly, Vol. 100, No. 2, 2022 (pp. 370-392)
© 2022 Milbank Memorial Fund.

370



Policies to Address Income-Related Health Inequity 371

fundamental causes of health.1,2 In this characterization, income is an
archetypical example of a fundamental cause.

Though it is by no means the only factor, achieving and maintain-
ing health requires sufficient consumption of particular goods and ser-
vices across the life course. These goods and services include nutri-
tious food, safe housing, education, and health care. In the United
States’ political economy, these goods and services are typically ob-
tained on the market, which has made income a principal driver of
health as well as a fundamental cause of many diseases through many
mechanisms. Furthermore, racism is a fundamental cause of disease
in its own right.3 A common manifestation of structural racism in
the United States is lower income among those persons identifying
as Black, Hispanic, or Indigenous.4-7This makes income one, though
certainly not the only, explanation for the unjust health outcomes
often experienced by individuals from minoritized racial and ethnic
groups.

Because income is both closely related to health outcomes and emi-
nently modifiable, it is a natural target for policies and programs that
seek to improve health equity. Owing to reverse causation—that poor
health reduces one’s ability to earn income, in addition to low income
leading to poor health—the association between income and poor health
may be impossible to eliminate fully. There is, however, evidence that
the health of those with lower incomes varies considerably across policy
contexts, suggesting that this relationship can bemodified. For example,
whereas the relationship between income and life expectancy is mostly
linear in the United States, rising steadily as income rises, in Norway
life expectancy rises sharply in the lower range of income before leveling
off.8 This means that persons with lower incomes in Norway have much
greater life expectancy than do persons with lower incomes in the United
States, approximately three years more at the 20th income percentile.8

Evidence about the aggregate relationship between income and
health, however, may not be very informative when confronting a spe-
cific problem. The broad array of health outcomes plausibly influenced
by income, coupled with the substantial range of policies that might
address these issues, can make it difficult for those concerned about
income-related health inequity to know where to start when seeking
solutions.

In this perspective, I propose a cohesive framework that can be used
to think through policy approaches to address income-related health
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inequity. This framework draws from both a conceptual perspective
on the relationship between income and health known as fundamen-
tal cause theory and from life course epidemiology to help under-
stand why income security throughout one’s life is vital to health eq-
uity. This framework also incorporates an empirical understanding of
income types and the distinct “roles” that people assume over their
lifetime.9

My proposed framework emphasizes three questions for designing
policy approaches to address income-related health inequity: (1) should
the needed good or service be obtained on the market? (2) are those
the policy is meant to help expected to be earning income presently?
and (3) are those the policy is meant to help likely to have earned
income previously? The responses to these questions for the partic-
ular situation in which the investigator or policymaker is interested
are “branch points” leading to one of four main policy approaches,
based on the specific problems that each approach is intended to
solve: social services, social enfranchisement, social insurance, and social
assistance.

After presenting this framework, I contrast it with common alterna-
tive approaches—means-tested programs and universal basic income—
that are not grounded in an understanding of the roles people inhabit
and, for this reason, present a number of difficulties. The goal of this
paper is to provide a tool for policy analysis, as well as illustrations of
specific policies. However, the goal is not to argue for a specific policy,
show how to implement it, or review the evidence of a policy’s effec-
tiveness for a particular health outcome. Nor is this a review of clinical
programs meant to help manage specific conditions among individuals
with health-related social needs borne of low income, such as food inse-
curity or housing instability.10 Instead, the goal is to offer an approach
for those concerned about income-related health inequities to consider
the many policy options that might be relevant to the specific situation
they seek to address.

Income and Health

The literature describing the relationship between income and health is
voluminous, and it would be impossible to review it in depth here.11-16

A striking finding is the existence of a gradient between income and
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health.11 This means that lower income is associated not only with worse
health below a certain threshold, such as a poverty level, but even at
income levels substantially above poverty. Another striking finding is
the variety of associations between lower income and poor health. This
variety includes both categories of diseases with widely varying patho-
physiologic mechanisms (e.g., cardiometabolic conditions, malignan-
cies, mental health) and conditions that occur at different times across
the life course (e.g., infancy and childhood, early adulthood, older age).
Beyond noting these findings, however, it is worth thinking about why
the relationship between income and health outcomes, almost any out-
come, is so strong.

The fundamental cause theory of disease offers one explanation.1,2

This theory argues that the fundamental causes of disease lie in the ac-
cess to, or the lack of, “resources that can be used to avoid risks or to
minimize the consequences of disease once it occurs.”1 The flexibility
of income allows one to use it to maintain health in very different sit-
uations, no matter the specific health risks or particular mechanisms.
For example, at the turn of the 20th century, when infectious respi-
ratory diseases such as tuberculosis were major causes of death in the
United States, higher incomes enabled less crowded and better venti-
lated housing that lowered the risk of being exposed.17 At the turn of
the 21st century, when cardiometabolic conditions are major causes of
death, higher incomes can be used for healthier food and exercise oppor-
tunities to avoid developing diabetes or hypertension, or better treat-
ments to avoid complications if these conditions do develop.18 Whatever
the major causes of death are at the turn of the 22nd century, higher in-
comes are likely to help avoid them as well. If there was any doubt about
the status of income as a fundamental cause of health, the predictable,
and predicted, better outcomes of those with higher incomes during
the COVID-19 pandemic—a novel disease—should provide the needed
proof.19

It is also important to understand the relationship between income
and health within a life course perspective. The life course perspective
identifies key ways that exposures to health risks at one point in time
may influence health outcomes for the rest of an individual’s life.20 These
include critical periods (developmental windows during which an indi-
vidual’s experience at that time affects health at a later time, regardless of
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subsequent experiences), path dependence (health trajectories that are set
in motion by a particular experience), and cumulative effects in which
experience at one point in time compounds with other experiences to
produce a given health outcome.20 This means that material depriva-
tion at any time in one’s life may cause irreversible health effects. Thus,
to promote health equity, we must be concerned with income security
across the life course. Furthermore, given income’s role as a fundamen-
tal cause, we cannot rely on single “silver-bullet” programs to address
income-related health inequities. Instead, we need a set of overlapping
and complementary policies to address the varying ways that income can
affect health.

Types of Income

When considering policies to address income-related health inequities,
it is helpful to distinguish between two types of income: factor income
and transfer income.21 Factor income refers to income that comes from
work (such as wages) or a person’s assets (such as land, real estate, or
capital investments): the “factors” of production. Transfer income refers
to income received without the exchange of goods or services, such as
government payments or support within families. Note that both factor
and transfer incomes are part of particular policy arrangements and legal
structures, and thus both types of income represent ways to distribute
the national income via government policy.

For policymakers, an important distinction is whether persons are
likely to have access to both factor and transfer income, or only transfer
income. We can informally distinguish “workers” (those with at least
some factor income) from “nonworkers” (those with only transfer in-
come), but this may be inaccurate because factor income may not come
from work, and those without factor income may nevertheless be engag-
ing in unpaid labor.

Understanding that some individuals may have access to both fac-
tor and transfer income, whereas others may have access only to trans-
fer income, is important when designing policies. We also must rec-
ognize that whether one has access to both factor and transfer income,
versus transfer income alone, changes across the course of a person’s life.
Thus the same person may need different types of policies at different
times.
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Roles Across the Life Course

At any particular point in our lives, we may inhabit a specific category,
or “role,” which relates directly to the type of income to which we have
access. Consider the following roles that wemay have at particular times.

First are roles based on age. Generally, children and older adults are
not expected to have factor income. Currently in the United States, those
not expected to have factor income are often those under 18 years of age
and those 65 years and older. There are, of course, exceptions to this, and
these thresholds represent specific historical labor policy developments,
but the underlying idea is that under and over a certain age, one is not
expected to have factor income.

That leaves those whose age is between 18 and 64; they are some-
times called “working-age adults.” The default expectation for them is
that they have factor income. If they do not have assets that can produce
income, then the expectation is that they have factor income from paid
labor. But there are several further considerations. First, we typically ac-
knowledge that some individuals may be disabled, either temporarily or
permanently, in the sense of being unable to work to earn factor income.
Next, we acknowledge that some people may be unemployed, that is,
looking to earn factor income but not currently able to. Furthermore,
we recognize that some persons may be full-time students, and so their
educational requirements preclude earning factor income. Finally, we
recognize that some may be carers, that is, performing unpaid labor to
care for their family or friends. Each of these roles provides a sufficient
reason not to be expected to have factor income, but people can, and of-
ten do, inhabit more than one role at the same time. Moreover, they are
likely to inhabit more than one role during their lifetime.

It is important to understand the distribution of these roles in the
United States (for details of these calculations, see Figure 1 and the Tech-
nical Appendix). Using data from the 2020 American Community Sur-
vey Annual Social and Economic Supplement,22 out of approximately
325 million people in the United States, 73 million (22.5% of the pop-
ulation) are under 18 years of age, and 55 million (16.8% of the pop-
ulation) are age 65 and older. This leaves 197 million (60.7% of the
population) between 18 and 64 years of age. Of these, 12 million (3.5%
of the population) report being disabled and unable to work, 2 million
(0.5% of the population, referring to a period before the COVID-19
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Figure 1. Distribution of Roles in the United States Based on Annual
Social and Economic Supplement Data From the 2020 US Census Cur-
rent Population Survey

pandemic) report being unemployed, 9 million (2.9% of the popula-
tion) report being full-time students, and more than 12 million (3.7%
of the population) report being carers without any paid labor. This leaves
163 million (50.1% of the population) who might be expected to have
factor income.

As these statistics make clear, only half of all individuals in the United
States are likely to have factor income at any given time. Thus, while the
problem of income-related health inequity can be framed as increasing
the labor income that individuals can earn, this at best is likely to be
only a partial solution.
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Individuals and Households

In my foregoing explanation, I focused on people’s needs and roles, but
for purposes of consumption, people are often aggregated into larger
units thought to pool resources: households. For this reason, many mea-
sures of income adequacy, such as the Federal Poverty Guideline, and
policies to support income, are aimed at the household. But because
each individual has consumption needs that affect their health, I think
it is important to target policies to individuals rather than their house-
holds. Once received, income can still be pooled within a household, but
I think it is conceptually clearer to think of policies for each individual in
the household, based on the individual’s role. Ultimately, a household’s
risk of inadequate consumption of those goods and services necessary for
health (e.g., poverty) is heavily dependent on each of its members’ roles.9

For example, a household with two adults earning factor income through
wages is much less likely to be impoverished than is a household with
one adult earning factor income through wages, two dependent children
too young to earn income, and one older adult unable to earn factor in-
come owing to disability.9,23

Policy and Program Approaches

Equipped with the distinction between factor and transfer income, as
well as a better understanding of individuals’ different roles, we now
can turn to policy and programmatic approaches to address income-
related health inequities. Broadly speaking, I see three key decision
points for policies addressing an income-related health inequity, that
is, an inequity that can occur when one unjustly does not have sufficient
income for adequate consumption of a necessary and existing good or
service.

The first question is whether or not to rely on the market to supply
what is needed. If one does not wish to rely on the market, then the
specific problem to be addressed is “market dependency.” If one does
decide to rely on the market, then the problem of insufficient income
should be addressed.

The second question is whether those whom the policy is meant to
assist are expected to be currently earning factor income. If they are,
then the policy might focus on increasing the ability to earn factor
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Figure 2. Framework of Policy Approaches to Address Income-Related
Health Inequities

income or the level of factor income earned. If the affected people are
not expected to be earning factor income, then the policy might con-
sider transfer income.

The third question is whether those whom the policy is meant to
assist have previously earned factor income. If they have, then the pol-
icy might be organized on the basis of prior earnings. If they have not,
then the policy cannot be based on prior earnings. Using these deci-
sion points, we can distinguish four main categories of policy design
(see Figure 2): social services, social enfranchisement, social insurance,
and social assistance, each of which I will describe in more detail.

Social Services

Without relying on the market to supply a needed service, the corre-
sponding policy approach is making the service freely accessible (i.e.,
without requiring payment at the point of access), or in other words,
financing it “socially.” Though the term sometimes has other meanings,
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I refer to this approach as “social services.” The decision about relying
on the market for supply should likely be based on whether the market
can provide efficiently what is needed (perhaps with transfer payments
for those who would be unable to otherwise afford it) or whether some
market failures make public finance and/or production a better option.
Social services remove market dependency (in the sense of being depen-
dent on purchasing a service via the market) and break the link between
income and access. Thus, public financing and/or production of essen-
tial social services is a form of decommodification, meaning that access to
the service is no longer contingent on participating in the market. Social
services are often structured as “in-kind” transfers; that is, beneficiaries
receive the service itself rather than using cash to purchase the service.
In the United States, one important publicly produced social service is
primary and secondary education, which is available to all children re-
gardless of income. In other countries, like the United Kingdom, health
care is a social service in this sense.

Social services have both advantages and disadvantages. By breaking
the link between income and access, social services are powerful tools to
reduce income-related health inequities. Social services can also mean,
however, a substantial investment in infrastructure and personnel (e.g.,
a national health care system). The public financing and/or production
of social services does not guarantee uniform quality of the services re-
ceived. For example, the quality of public school education can vary ac-
cording to local funding decisions. In addition, if social services remove
price signals, the resulting loss of information may lead to inefficien-
cies. Finally, because income is a fundamental cause of disease, even
if one mechanism that links income to poor health is addressed, the
overall association can persist as other mechanisms then become more
salient. For example, even countries that have successfully decommod-
ified health care sometimes observe an income gradient to health, me-
diated by factors besides health care.24 This suggests that targeting a
single pathway between income and health is likely to be less effective
in ameliorating income-related health inequities than are approaches
that address multiple pathways or that use income distribution directly.
Nevertheless, owing to the irremediable market failures of some nec-
essary services, social services are important tools for policymakers to
consider.
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Social Enfranchisement

Social enfranchisement approaches are useful for addressing the problem
of insufficient factor income when markets can efficiently supply the
needed good or service. These approaches seek to remedy the maldistri-
bution of factor income that arises from an imbalance of power among
those involved in its creation. These policies and programs adjust this
distribution of power by enfranchising those with less power in a system
of social relations. This is analogous to political enfranchisement, which
adjusts power in political contexts (e.g., via the right to vote). Policies
can address factor income earned through assets or wages. For example,
policies that tax capital gains income at lower rates than those for la-
bor income affect factor income from assets. To remedy income-related
health inequity, however, social enfranchisement policies that address
factor income from wages are more likely to be relevant, as those at a
higher risk of income-related health inequities typically receive little
factor income from assets.

A variety of policy approaches can be used to adjust the balance of
power that determines how factor income is distributed. One way is to
provide a wage floor through minimum wage laws. Another way is to
redress power imbalances that may drive down wages. Examples include
policies that support unionization, wage boards, and sectoral bargaining;
regulate at-will employment; and promote codetermination (including
workers’ representation in corporate governance). Furthermore, tax pol-
icy programs based on factor income (e.g., the Earned Income Tax Credit
[EITC]) can effectively subsidize wages.

Social enfranchisement can also include more substantive efforts to in-
crease social inclusion, such as establishing and enforcing legal rights. A
good way of raising wage income along these lines is addressing discrim-
ination. Racism, sexism, and other forms of discrimination may lead to
situations in which some individuals (in the United States, particularly
women and individuals who identify as Black, Hispanic, and/or Indige-
nous) are not hired or, when they are hired, receive less income for their
work than they otherwise would.25-27 Discriminatory policies leading
to poor education and mass incarceration also greatly affect the ability
to earn factor income.28,29 Thus policies directed to address discrim-
ination are likely to reduce income-related health inequity. Examples
of such policies are the passage and enforcement of antidiscrimination
laws related to hiring, promotion, and compensation; affirmative action
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programs; and the enforcement of rules and regulations regarding work-
place hostility that may be directed to individuals on the basis of their
race, ethnicity, gender, or other types of ascriptive identity.

Social Insurance

Transfer income allows people to buy needed goods and services on the
market, regardless of the amount of their factor income. Two functions
of transfer income policy are to (1) insure against risks and (2) smooth
the consumption of the goods and services needed for health during a
person’s life by distributing transfer income when a person is unable to
earn factor income (during childhood, sickness, and older adulthood).
Transfer income policy typically takes one of two forms: social insurance
or social assistance. The distinction between the two is whether or not
the programs are contributory, that is, whether an individual pays into
the program in some way. Contributory programs may not be actuar-
ial, in that people may receive more in benefits than they contribute.
Indeed, social insurance is often used when actuarial insurance is not
feasible. Nevertheless, the contributions made as part of social insurance
programs often have important political implications regarding issues
of sustainability. Some situations, like pensions for older adults, lend
themselves well to a social insurance approach. Because many individ-
uals have a significant work history before they reach old age, it often
makes sense to structure transfer income policies for older adults as so-
cial insurance. Such a policy in the United States is the Social Security
Administration’s Old-Age, Survivors, and Disability Insurance (OASDI)
program. Indeed, this model has successfully reduced poverty and im-
proved health for older adults worldwide.30

Unemployment is another situation well suited to the social insur-
ance model. Through a social insurance fund to which employees (and
their employers) contribute while working, employees are able to re-
ceive income support that permits them to purchase the goods and ser-
vices needed to maintain health during periods of unemployment.31-33

Unemployment also offers an example of combining different policy ap-
proaches, such as using social insurance together with other approaches
like active labor market policies. Active labor market policies in-
clude job-training programs and job placement assistance, public works
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programs, and employment subsidies paid to either public or private-
sector employers to create a demand for hiring more employees.

Social insurance is also useful during periods of disability, illness, or
injury when someone who previously earned factor income is unable do
so. In these cases, social insurance programs like worker’s compensation,
paid sick leave, and disability insurance to replace lost income can work
well.

Social Assistance

For those persons who do not have a work history, it may make sense
to structure programs as social assistance rather than social insurance.
Social assistance programs do not require contributions in order to be
eligible. For example, the United States’ Social Security Disability In-
come program typically requires a work history for eligibility for those
who become disabled as adults and thus is a form of social insurance.
However, the program waives a work history requirement for those who
became disabled before age 22, thereby functioning as social assistance
in that case.

Children are a large segment of the population who are not expected
to earn factor income and do not have work histories. Therefore, it makes
sense to provide transfer income for children as social assistance. Child
allowances are common in many countries as a way to prevent childhood
poverty.34,35 The temporary Child Tax Credit introduced in 2021 in the
United States can be considered a child allowance because it does not
require parental income for eligibility (unlike EITC).36 Note that the
logic of these programs is assisting children, based on their specific role,
even if the benefits must be paid to their parents or guardians given
the children’s age. The rationale is that children have needs that must
be met, regardless of their parents’ earning ability. A corollary is that
even adults without children can benefit from these programs, as the
programs would have supported these adults when they were children.

Adult students are often able to work, but temporarily forgo full-time
employment in order to complete their education and training (which
may help them earn factor income in the future). The problem here is
supporting students during this period. Adult students often do not have
significant work histories. Students’ primary source of support is com-
monly family transfers. But this is unfair because it gives an advantage to
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students with parents or other family members who can support them.
A logical alternative is social assistance. Such programs in the United
States include Pell grants, the GI bill, and subsidized student loans.
This is not the only approach, however. An alternative, which could be
viewed as prospective social insurance, is income-based repayment of
loans to support tuition and living expenses while in school.

The final role to discuss is that of caregiving, which may include rais-
ing children or caring for a relative or close friend who is sick or injured.
Caregiving is another case for which multiple policy approaches may be
useful. A common expectation is that the carers’ income needs will be
met by intrahousehold transfers (e.g., one partner earns factor income,
on which the household relies, while the other raises their children). This
is sometimes helped by policies that encourage such transfers (e.g., the
tax code’s favorable treatment of marriage). This approach, however, has
the inherent trade-off of increasing dependency within households (i.e.,
those who do not have factor income become more dependent on those
who do). This can be especially problematic when one or more household
members would like to leave the household (e.g., owing to interpersonal
violence).

Thus different policy approaches should be considered as well. Paid
family leave can be structured as either social insurance (a benefit for
workers) or social assistance (available to workers regardless of whether
they were working just before they needed it). Another social assistance
approach is subsidies for child care. Social service approaches, like the
government’s provision of child care (such as for factory workers during
World War II37), can also be used. Other policy approaches have the
government pay caregivers for their work. For example, some states have
personal care attendant programs that pay family members of older or
disabled adults for the care provided, allowing carers to receive income
while also fulfilling their caregiving role.38

Means-Tested Programs

The framework I have proposed recognizes that we all have times when
earning factor income is impossible and that we should try to preempt
the negative health consequences that can arise during these times. This
type of approach is sometimes called “universalist” because the programs
are meant to be used by everyone in a given role (e.g., all children or all
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older adults). In contrast (and with some important exceptions such as
Medicare and OASDI), much of contemporary US social policy views
earning factor income, or receiving household transfers, as the default.
Programs that take this approach are not meant to be used by everyone
inhabiting a particular role, but rather as a last resort: to mitigate the
consequences of low income. This is sometimes called a “residualist” ap-
proach to social policy, as it seeks to step in only for those with “leftover”
needs not met through the market or family resources.39 For this reason,
these programs are “means-tested,” meaning that having low income
and few or no assets are primary eligibility criteria.

Some of the means-tested programs operating on a residualist logic in
the United States are the Supplemental Nutrition Assistance Program
(SNAP), which provides a near-cash transfer for food; the Special Supple-
mental Program for Women, Infants, and Children (WIC); Temporary
Assistance for Needy Families (TANF); the Housing Choice Voucher
Program (“Section 8”), which provides rental assistance; and LIHEAP
(Low Income Home Energy Assistance Program). These are important
programs that help many people. SNAP especially has been shown re-
peatedly to reduce the depth and breadth of food insecurity, and a bur-
geoning literature explores its association with better health.40-47 WIC
has a similar evidence base.48 The logic of means-tested programs is very
different from the framework I have proposed, however, and this alter-
native logic presents a number of disadvantages.

First, programs that reach people only once income is low may be less
effective for income-related health inequities because the ill effects of
low income can accrue before people become eligible or receive bene-
fits. The life course perspective makes clear that these effects may have
long-lasting impacts on health. Next, the need to establish eligibility
through means testing is burdensome for participants, entails transac-
tion costs that limit uptake by eligible individuals, and may contribute
to stigma.49,50

Means-tested programs often impose frequent recertifications and ad-
justments to benefit levels. This makes planning difficult, particularly
as benefit reductions resulting from income fluctuations often represent
high marginal tax rates (e.g., the SNAP benefit is reduced by approxi-
mately 30% for every dollar earned, a very high marginal tax rate for the
income level of a SNAP beneficiary).51

Finally, the residualist approach inherently creates a two-tiered sys-
tem in which the well-off use mainstream programs, while “safety
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net” programs are used only by individuals with no other options.
This may contribute to the perception that the programs are being
used by those refusing to work, when instead they are mostly used by
people who are working and/or those who have valid reasons not to
work, such as children and older adults.52 This can undermine support
for the program and encourage insufficient benefit levels and punitive
administration.

Universal Basic Income

A policy approach that is rapidly gaining recognition is universal basic
income (UBI).53,54 It may be regarded as an alternative to the approach I
have proposed in that it does not consider its beneficiaries’ specific roles.
But not doing this may have drawbacks.

Although the evidence is still being collected, studies have found pos-
itive health impacts for UBI, including improved mental health and
birth weight.54 In addition, UBI is attractive because it offers an in-
come floor to all individuals and prevents health inequities caused by
income levels below that floor. Nonetheless, UBI may have disadvan-
tages as well. For individuals able to earn sufficient factor income, UBI
may have no effect on their health. Furthermore, the cost of providing
UBI to all individuals regardless of their role means lower per-person
benefits for a given cost compared with those of a policy that provides
transfer income to only, say, those not expected to earn factor income.53

If this lower benefit level means that those not expected to earn factor
income are still unable to access needed goods and services, and those
able to earn factor income receive no health benefit, then this approach
may have little effect on reducing income-related health inequity. These
problems might be addressed through combination approaches (i.e., set-
ting a relatively lowUBI floor for everyone and supplementing that with
other policies suited to an individual’s role), though this would forgo the
simplicity (i.e., having a single program to replace many) that many UBI
advocates support, and would return to a role-based approach. Although
I cannot consider UBI in more detail here owing to space limitations,
an examination of UBI compared, or in combination, with the proposed
framework is an important future direction.
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Limitations

In this perspective, I have described a conceptual framework for think-
ing through policy approaches to addressing income-related health in-
equities. My framework is intended to be general rather than specific to
a particular problem or policy. To design a policy using this framework,
additional and case-specific information would, of course, be needed.
Such a policy should include clear empirical evidence about the rela-
tionship of income, a particular health outcome, and the effects of in-
tervention; an understanding of the relevant stakeholders and political
factors at play; a plan for financing the policy; and principles of success-
ful policy implementation.

Conclusions

The general problem underlying the association between lower income
and poor health is insufficient consumption of the goods and services
necessary to achieve and maintain health across the life course. Through-
out our lives, all of us will sometimes be unable to earn factor income.
Indeed, at any particular point in time, only about 50% of the US
population is able to do so. Therefore, policymakers should use social
services, social enfranchisement, social insurance, and social assistance
approaches, preferably arranged as complementary and overlapping pro-
grams, to address income as a fundamental cause of poor health.
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Technical Appendix

The distribution of roles in the United States was based on data from
the 2020 US Census Current Population Survey Annual Social and Eco-
nomic Supplement (ASEC). This covers calendar year 2019.

Individuals were categorized into mutually exclusive roles using the
followingmethod: Age< 18 years (“child”) or≥ 65 years (“older adult”)
was assigned using the variable “A_AGE.” Individuals aged 18 to 64
years, inclusive, were considered carers if they reported that their main
reason for not working in 2019 was “taking care of home” (variable
RSNNOTW = 3). Individuals aged 18 to 64 years were considered dis-
abled if they reported that their main reason for not working in 2019
was their being “ill or disabled” (variable RSNNOTW = 1). Individ-
uals aged 18 to 64 years were considered students if they reported that
their main reason for not working in 2019 was “going to school” (vari-
able RSNNOTW = 4). Individuals aged 18 to 64 years were considered
unemployed if they reported that their main reason for not working in
2019 was “unable to find work” (variable RSNNOTW = 5). This def-
inition is different from the Bureau of Labor Statistics definition of un-
employment. If none of these categories applied, such individuals were
considered to be workers (i.e., persons expected to earn factor income),
regardless of whether they were currently working.


