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Social and economic justice:
the road to health

Idisagree with Prabhat Jha and James
Lavery1 that technological advances,

rather than improvements in income
and education, have been responsible
for improvements in health care in the
developing world.

Sri Lanka and the state of Kerala in
India have made rapid advances in
health care through their investment in
primary care and education and mea-
sures to reduce social and health in-
equities. Despite a civil war, Sri Lanka
has the best health indicators in South
East Asia, with average life expectancy
of 73 years, infant mortality of 16 per
1000 and maternal mortality of 30 per
100 000 live births.2 This country does
not have a single MRI scanner in the
public sector, which highlights an em-
phasis on primary care. Similarly, Ker-
ala has achieved health and demo-
graphic indicators far ahead of Indian
national averages.2

The greatest health hazard is in fact
the economic gap between the rich and
the poor. According to population
health studies, the primary determinant
of health within a country is societal
structure, especially the degree of hier-
archy as measured by income distribu-
tion.3 Not only is the health of a popu-
lation related to income, but at any
given level of overall economic devel-
opment for a country or a region within
a country, the populations of countries
and regions with smaller gaps between
rich and poor are, in general, healthier
than the populations of countries and
regions where the gap is larger.4 A case
in point is the United States, which
spent the most on health care but
ranked only 26th in life expectancy in
2003; Japan was the top country in this
ranking.5 Among the developed coun-
tries, the United States has the greatest
gap between rich and poor, whereas
Japan has the smallest gap. 

The road to health for developing
countries lies not in blindly emulating
the West in terms of sophisticated
medical care but in making sound in-

vestments in primary care and educa-
tion as well as promoting social and
economic justice. 

Sonal Singh
Unity Health System
Rochester, NY
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[The authors respond:]

We suspect that Sonal Singh has
overestimated the extent to

which our views differ from his about
the determinants of health and health
disparities globally. In our commentary1

we state that the chief reason for health
improvements in developing countries
in the second half of the 20th century
— for which we cite reductions in mor-
tality rates as a main indicator — has
been a wide range of technological ad-
vances, rather than improvements in in-
come or education.

However, our definition of techno-
logical advances is not “sophisticated
medical care.” Rather, such advances
include widely practicable drugs, vac-
cines, treatment and prevention proto-
cols, public health campaigns (such as
the eradication of smallpox) and per-
sonal knowledge (such as the hazards of
smoking).2 All of these technologies
arose from research. 

Singh points out that there are nu-
merous determinants of health, includ-
ing distal factors such as income and
education. However, income and edu-
cation matter less than we might first

guess. Easterlin has written probably
the best review of historical improve-
ments in health and the role of income
and education.3 He concluded that fo-
cused public health initiatives were re-
sponsible for most of the declines in
mortality rates in recent human history.
A more recent review also found that, if
anything, the linkages of health to in-
come were greater than the linkages of
income to health.4

Moreover, a determinant of health
may not be an intervention. Yes, there
are examples such as Sri Lanka and Ker-
ala where good health has been achieved
at low levels of expenditure. However, a
careful comparison across 2 dozen In-
dian states found that differences in in-
come growth (or education) over the
previous 2 decades did not appear to ac-
count for variation in mortality rates for
children under 5 years of age.5 Rather,
coverage with an extended program of
vaccination, treatment of acute respira-
tory infection in a medical facility and
use of oral rehyhdration therapy for di-
arrhea showed a clear gradient from
worst- to best-performing states.6

Taken to an extreme (which Singh
does not do), the suggestion that we
should wait for equality and social jus-
tice (desirable as these are for other rea-
sons) to reduce mortality and disability
strikes us as somewhere between ro-
mantic and nihilistic. The chief chal-
lenge today is to control some of the
major diseases worldwide. Such control
requires solid public health action, im-
plementing currently known effective
interventions, and research to generate
new tools.1

Prabhat Jha
Centre for Global Health Research
James V. Lavery
Centre for Global Health Research and
Inner City Health Research Unit

St. Michael’s Hospital
University of Toronto
Toronto, Ont.
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