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Mortality ratios (number of living people for each 
death) in Chorton-on-Medlock, Manchester, 1840

Class of house
Class of street 1st (Best) 2nd 3rd (Worst)

1st (Best) 51 45 36
2nd 55 38 35
3rd (Worst) * 35 25

* No data

Source:  Engels, 1845











Explanations for health inequalities

1. Artefact

2. Social selection

3. Behaviour and life style

4. Social condition



Artefact Explanations

• Numerator-denominator bias
• Social class categorization
• Size of social class groups
• Who gets measured?
• Measures of SES
• Measures of ill-health
• Measures of mortality



“Is it not a mis-reading of the social 
structure of this country to dwell 
on class divisions, when in respect 
of dress, speech, and use of leisure, 
all members of the community are 
obviously coming to resemble one 
another?”

A.M.Carr-Saunders and D.Caradog Jones, 1937









Cardiovascular mortality and parental social 
class:  male Glasgow students 1948-68

Social class R.R R.R.*
I 1.0 1.0
II 1.5 1.46
III 1.62 1.65
IV 1.82 1.89
V 2.36 2.33
P trend 0.002 0.001

* Adjusted for smoking and blood pressures



BMI by father’s social class:  male Glasgow 
university students at age 23 and 39 years

Social class BMI at 23 years BMI at 39 years

I baseline baseline

II 0.03 1.18

III 0.11 1.72

IV/V 0.09 2.29

p for trend 0.62 0.011











































The payment of wages on Saturday evening 
meant that the workers could only buy their 
food after the middle class had had first 
choice during Saturday morning.  When the 
workers reached the market “the best has 
vanished and, if it was still there they would 
probably not be able to buy it.  The potatoes 
which the workers buy are usually poor, the 
vegetables wilted, the cheese old and of poor 
quality, the bacon rancide, the meat lean, 
tough, taken from old, often diseased cattle, 
or such as have died a natural death, and not 
fresh even then, often half decayed”.

F. Engels, 1845



The working classes were more likely to be sold 
adulterated food, because while the rich 
developed sensitive palates through habitual 
good eating and could detect adulteration, the 
poor had little opportunity to cultivate their taste.  
The poor also had to deal with small retailers who 
could not sell   “even the same quality of goods as 
cheaply as the largest retailers, because of their 
small capital and the large proportional expenses 
of their businesses, must knowingly or 
unknowingly buy adulterated goods in order to 
selll at the lower prices required and to meet the 
competition of the others”.
F. Engels, 1845



“smoking behaviour cannot be taken as a 
fundamental cause of ill-health, it is rather an 
epiphenomenon, a secondary symptom of 
deeper underlying features of economic 
society” and therefore policy makers needed 
to ask “about the social and economic factors 
which explain the … prevalence of smoking in 
the first place, and whether these, 
independent of individual education and 
counselling, have to be given priority in 
reducing the differentials”.

DHSS, 1980



















The paradox is that

We know at the individual level, 

income is strongly associated with health 

within these rich countries



The big question

If average income (GDP/head) is

only weakly associated with life expectancy,

then what explains the health differences

across the richest nations?













Higher income inequality 
is associated with lots of things

Low birth weight 0.65
Homicide 0.74
Unemployment 0.48
Welfare 0.69
No health insurance 0.45
Per capita medical spending -.67
High School graduation -0.71
Library books per capita -0.42

Kaplan, BMJ (1996)





Chapter 7
Re-examining the international evidence

Lynch, Davey Smith, Hillemeier, Shaw, 
Raghunathan, Kaplan

Income inequality, psycho-social 
environment and health: comparisons 

across wealthy nations

To be published in Lancet (2001)



Rationale for the study

• The results of Wilkinson’s 1992 study 
continue to be cited as relatively undisputed 
“fact”

• Ideas about income inequality, relative 
deprivation and the attendant concepts of 
social cohesion and capital have been 
extremely influential in both research and 
policy, but how solid are the empirical 
foundations?









Income inequality and age-specific 
mortality (1991) – 16 countries

Age Female Male
0-1 0.69 0.74
1-14 0.53 0.60
15-44 0.46 0.45
45-64 0.35 0.09
65+ -0.41 -0.47
All ages -0.28 -0.26



Income inequality and age-specific mortality 
(1991) – 16 countries*

Age Female Male
0-1 0.69 0.26 0.74 0.41
1-14 0.53 -0.07 0.60 0.04
15-44 0.46 -0.13 0.45 -0.16
45-64 0.35 0.18 0.09 -0.19
65+ -0.41 -0.34 -0.47 -0.28
All ages -0.28 -0.27 -0.26 -0.33

*USA excluded





Income inequality and cause-specific 
mortality (1991) – 16 countries

Female Male
CHD 0.03 -0.04
Stroke -0.46 -0.56
Lung Cancer 0.65 0.21
Breast Cancer 0.04
Prostate Cancer -0.16
Diabetes -0.21 -0.05
Infections 0.50 0.47
COPD 0.63 0.12



Income inequality and cause-specific 
mortality (1991) – 16 countries

Female Male
Cirrhosis -0.31 -0.32
Unintentional
<1 0.48 0.46
1-14 0.35 0.34
15-44 0.44 0.34
45-64 0.23 0.07
65+ -0.35 -0.20
Suicide -0.49 -0.28
Homicide 0.66 0.65



Why are these results so 
different from Wilkinson’s 

(1992) study?









Conclusions
• There appears to be no general association 

between income inequality and health across 
wealthy nations

• The original observations was an artefact of 
the data available in the early 1990s

• The US is increasingly appearing to e the 
exception rather than the rule in attempts to 
unravel associations between income 
inequality and health





Box 3.1:  Critical periods of the life course
• Fetal development
• Birth
• Nutrition, growth and health in childhood
• Educational career
• Leaving parental home
• Entering labour market
• Establishing social and sexual relationships
• Job loss or insecurity
• Parenthood
• Episodes of illness
• Labour market exit
• Chronic sickness
• Loss of full independence

Source:  Adapted from Bartly et al, 1997
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