UNNATURAL CAUSES'IS inequality making us sick?

A four-hour series airing on PBS and a national public impact campaign

ASK THE EXPERTS FORUM #5: YOUR POSITION IN SOCIETY
Nancy Adler, Bruce McEwen, and Peter Schnall addobsonic stress, the wealth-health gradient,
unemployment, and why women live longer than men.

QUESTION #1: If wealth determines health, then whydo women — who are routinely paid less
than men - live longer?

NANCY ADLER: First, we should note that women live longer thanrhut have higher rates of a
number of chronic diseases. So if you actually labwhat's called “quality-adjusted life expectayicy
the gap isn’t as great.

But why do women live longer than men? | think shert answer is there appear to be some biological
advantages that women have, particularly estroghitch protects women against cardiovascular disease
the biggest single cause of death in the UniteteSt&o pre-menopausally, women are protectedtand i
shifts the mortality from heart disease a numbeyeairs. We also see a female biological advantage e

at birth. Female fetuses survive at greater réi@s tlo male fetuses, particularly if the pregnaotman is
stressed, suggesting that female fetuses may Hhitle &it of a biological advantage.

But it's also important to think about some relagslies. Wealth isn’t the only social determindnt o
health. If you stuff your pockets with money, itedm’t make you healthier. It's what money gets you,
along with other social resources, that mattersl Women have other resources. Education is an
important determinant of health, and women arewatidg from high school and from colleges at
somewhat greater rates than men. Women also haia g8es that tend to be a little stronger themme
and may buffer them from health threats.

One of the best examples of this was after the doiBoviet Union collapsed. We saw a dramatic fall i
life expectancy there. | think it was around nyears for men, but only one or two years for won@mne
factor that seemed to help women was that theystradger social ties that allowed them to buffer th
social disadvantages and the stress associateduwitbil, chaos, and economic decline.

But this question also raises the distinction betwa health difference or disparity and a heakurity.
There are differences between people and betweepgdue to their biological endowment or to the
natural geography where they live, such as thiud#ti We can’t do much about those things. Where a
health difference becomes a health inequity is wteminjustified, when it's avoidable, and wheis it
unfair because it could have been avoided anctitgmts people from living up to their biological
potential.

It may just be, for example, that we have a dispdéetween men and women because biologically,
women can live longer than men. If wages and dtlases of power were more equal, the gap between
male and female longevity might actually increabesum, we can’t look just at absolute differendeg
rather at th@voidabledifference.

PETER SCHNALL: | would add one concern about women. When we dakel class (education,
income, and occupation) and race or ethnic minatayus into account, there are still differences
between women in life expectancy. One possibleamgtion is the nature of work being performed by
women. Historically, many women worked outside libene as service workers and in manufacturing.
But over the past half century, more women tham bage entered the workforce and, overall, more
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women have been undergoing a profound change iinsth&al lives, including working and having a
family or delaying childbirth. Many women are foumdsome of the poorest paid positions and some of
the most stressful jobs. These jobs are charaeteby both lower income, higher demands, and lower
control and they expose women to negative psyclasstcessors. This, in turn, may accelerate negati
cardiovascular outcomes such as high blood pressutdeart disease. There are some data from the
Framingham Heart Study suggesting that job stjals(high in demands and low in control) is a
coronary risk factor for women. So | wonder if acf the development of dual wage-earner familiesaan
growth in poor quality jobs occupied mainly by IS women, won’t lead eventually to a narrowing of
the life expectancy differences between men andevom

BRUCE MCEWEN: | like both responses. As Nancy pointed out, tla@eesocioeconomic gradients of
health among women. Plus, women are more liketetgelop depressive illness whereas men are more
likely to develop anti-social behavior and subseaabuse. So there are differential vulnerabilities,
possibly biologically based.

As Peter mentioned, women entering the workplatggte with the conflicting goals of family, work,
and other factors, and that puts additional s@esisstrain on women and also on men. | agree that w
may be seeing, perhaps, a narrowing of these diftess in health over time.

We haven’'t mentioned yet the post-menopausal pefiadwoman’s life, which is an increasingly
significant part of one’s life as life expectanaee. So | think we are already finding a narrayvrf
differences in health.

QUESTION #2: Isn't stress about a state of mind?Some people are just high strung and uptight
and others go with the flow. Rather than point to atside factors as the culprit, wouldn't it be more
effective to teach people to mediate and cope witheir stress better?

BRUCE MCEWEN: | think this question artificially separates caasel effect. But it's a common
guestion. Certainly, chronic stress does involvaety, sleep loss, poor health behaviors, and many
things that are, in a sense, a state of mind. Sodyelwho’s anxious will certainly display these tipn

Yes, there are certainly genetic differences, diffé predispositions, among people. But therab@

the effects of life experiences, especially eafeyéxperiences, on people. For example, childewgind
abuse and growing up in a difficult environment bane a huge effect on predisposing people to gnxie
disorders as they grow up. And events of earlydidgersity tend to be encountered more often bplpeo
who have less income and education. Thereforegriizonment has a huge effect on chronic stress
levels.

Then, once you get to the point where a persoreptesvith these kinds of disorders, the question
implies a sort of middle-class solution. Yes, duld be nice if we had the resources and the tomeeat
these things with good coping strategies and gb.f&ut when you consider the whole spectrum of
people across income and education, especially thiothe lower end, these are not luxuries mang hav
access to.

PETER SCHNALL: Can | comment about what I think might be a fédsee raised by this question
that I'm not sure Bruce completely addressed? Tisesme assumption that the “high strung and uptight
people have different health outcomes than those“gt with the flow.” It turns out that personality
types (like Type A and Type B personality) may betvery salient predictors for things like highddo
pressure and cardiovascular disease.

We did a lot of research in the New York City blqméssure study examining psychosocial stressars an
the development of high blood pressure. One oftiimgis we observed, which has been found in other
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studies as well, is that you can't really diffeiiate the people who are going to have high bloedsure
from those who won’t on the basis of their persibtpaharacteristics, or even psychological stateshs
as anxiety. We published a pajpier Psychosomatic Medicine in 2001 where we loaked whole range
of psychological characteristics and both casudlaanbulatory high blood pressure. We found no
differences between people’s blood pressure obdkis of their personality characteristics.

NANCY ADLER: I'd like to add, when we see somebody whom we dahlaracterize as “high strung”
or “uptight,” it may well be because of their ciastances and not because of some internal pergonali
state. If you are at the bottom of the socio-ecandmerarchy, you're hit with a double whammy whien
comes to stress. A) you're exposed to a lot moessors and threats, and B) you have a lot fewer
resources for dealing with them.

The other point | think we should make is, if yalfhpeople cope individually with stress yet they
continually face differential exposure to stresdmsed on their socio-economic status, we’re gtwng
continually have new people enter the at-risk paiah who have to deal with that stress. But ifwere
to tackle the circumstances that are creatingttiessors in the first place, that would reducentbed for
us to work with each person individually on copsiategies.

PETER SCHNALL: Prevention, prevention, prevention.
NANCY ADLER: Exactly.

BRUCE MCEWEN: It should also be noted that people at the lowedt rather than suffering from
chronic anxiety and being high strung and uptigtenything, tend to be depressed and in a state of
helplessness. They may be very passive, and tlitaeihis a difficult, stressful condition thatalés to
adverse health outcomes.

QUESTION #3: “Control over destiny” is a pretty big and abstract concept. How might that
concept translate into tangible changes in our joband our communities?

PETER SCHNALL: I'm not quite sure what was meant by “control ogtestiny.” But the objective
social aspects of class are reflected in the kiridisbs people have. We do have a lot of knowlealgaut
job control and health. Specifically, control oiee work process seems to buffer the impact oflhigh
demanding work. This research started back in #7®4 with Marianne Frankenhauser in Sweden and
her studies around “effort distress.” She found geple who had lots of demands on them at wotk bu
who had high levels of control (like top executivegperienced effort without distress, whereas fgeop
with lots of demands and low levels of controlait jobs (like urban bus drivers) experienced both
effort and distress.

So how does this translate into tangible changesiijobs and communities? To me, this whole bddy o
literature about psychosocial stressors and theritapce of control as a buffer against demands and
stress translates into the notion of what constttihealthy work.” In other words, workers needhéwve
reasonable levels of control and autonomy over thieik processes, over their work situations. Tdisb
includes more job security. These are importantggtors of health. | think this argument could be
broadened to suggest that actual control in tlgetagocial environment is also a buffer againstsstr

! Friedman R, Schwartz JE, Schnall PL, Landsbergisfeper C, Gerin W, Pickering TG. Psychologicaliables in
hypertension: relationship to casual or ambulabdopd pressure in meRsychosom Me®001 Jan-Feb;63(1):19-31.
http://tinyurl.com/4vubvh
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BRUCE MCEWEN: Exactly. Lack of control in the broader sensedlates into feelings of helplessness
and hopelessness. What we're talking about — andrgoy aptly pointed out — is that we should be
providing opportunities for people to have moretogmot only over their jobs, but over the other
uncertainties in their lives, including the facatlthey may have no jobs or have very unstable aols

time pressures.

NANCY ADLER: Our own research has been more situational. Werttawaptured general control

over destiny well enough. But in situations, petsperceptions of how much control they have arg ve
important, probably because these do they refleetmuch control they actually have. So workplace
redesign seems a very important policy. Giving veosknore autonomy and control over the pacing and
design of the job may actually increase produgtiai well as increase health.

At the level of society, the conceptadllective efficacyl think, is close to the question of control.
Collective efficacy is the extent to which peopiaaineighborhood or a community feel they have powe
over the conditions in their area. So, for examiple firehouse were threatened with closure, dy tieel
they could exert some pressure to keep it opeazhiild were walking around lost, would somebody in
the neighborhood pay attention to the child, tede ©f it?

What the study of Chicago neighborhoods showeldkisrieighborhoods with greater collective efficacy
have lower rates of homicide and lower rates ohalesnumber of diseases. So we should be thinking
about control not only as an individual characterjdut as a social characteristic.

QUESTION #4: Is the link between socio-economic stas and health relatively new, or has this
been the case for centuries? And, is it true in alocieties where large inequalities of this sort st?

NANCY ADLER: Well, it's not new and it's not unique, althouditetU.S. is probably unique in how
powerful that wealth-health relationship is. Itartl to make direct comparisons, because healibtitst
are not kept in the same way in all societies,thragl certainly haven't been kept over the years.

But there’s evidence from hundreds of years aggradients in health. One of the ones | like thd tsea
study done in a Glasgow graveyard.

Back in the 18 century, it was the fashion of the day to builesia obelisks over your grave. The
wealthier you were, the taller your obelisk wasesen after death you could show off your wealth. A
enterprising epidemiologist crawled around the gyavd, read the dates on the obelisks, and found a
graded relationship: the higher the obelisk, thgéy the person had lived.

Having said that, there are two caveats. One ighieasteepness of the wealth-health associatitersli

in different societies. The other is that theretamnes when there are reversals. In non-human peima
studies, during unstable conditions — when coloaieseorganized so the dominant animals havedp ke
reasserting themselves — or in unstable sociatsitus, being dominant may be a risk factor. Sogtod
to be on top when it's stable, and maybe not sa gdeen things are unstable. It's similar when coeat
are in transition. So in developing countries, bigbocial status has actually correlated with hidgneels

of cardiovascular disease. For example, when tigigbnWhitehall study of civil servants was redame
Nigeria, the higher strata of Nigerian civil serteaactually had more arteriosclerosis.

The reason for that may have been twofold. Onethatsthe more affluent were able to use their rgone
to buy themselves all the bad habits that we hBley ate more red meat; they began smoking. That wa
true, too, in the United States in an earlier Ealy in the 20th century, higher social-class alkdulged
more in what we now say are health risk behaviatsabthat time were just pure perks of being &ffiu

PETER SCHNALL: | would just want to echo Nancy'’s point about pgfagterning of cardiovascular

disease. Both in the U.S. and Great Britain, camBoular disease first emerged at the beginnirtigeof
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20" century as a disease of the upper classes: esitetssterol due to dairy intake and meat ingestion,
cigarette smoking, low levels of physical activiBut over several decades these changed into asgise
of the lower socioeconomic classes. That pattexiss being repeated to some extent in China, which
now has a burgeoning epidemic of cardiovascularadis hitting the emerging middle class in China. So
it's not just that social inequality and low soa@oeomic status is invariably a cause of diseagmtterns
the likelihood of exposure to risk factors. Budlépends what and where the risk factors are afitco w
gets sick.

QUESTION #5: Is there a relationship between chroit stress and who gets fat?

BRUCE MCEWEN: Well, this is a relatively straightforward questicres. When it comes to diet,
stress enhances consumption of sugar and comfuis fofatty foods. In some people, of course, it ca
cause anorexia. But in others, we know from sormby filecent animal model studies, sugar can be
addictive, in many ways similar to cocaine, usimg dopamine reward system. Our colleague Mary
Dallman, at the University of California San Fraswod, has shown that comfort foods reduce anxiety in
part perhaps by reducing cortisol production inghert term. But this has a paradoxical effect avee;
the consumption of comfort foods can lead to mdialowerload and obesity and other conditions which
are counterproductive.

It's like an addiction. In the short term, youtsking something in to make you feel better, a fofm
self-medication. And yet in the long term, it ce=af problem in the same way that smoking a cigaret
may make you feel better in the short term but hgomin the long term. In the same sense, eating
something that makes you feel better in the shurtnay in fact lead to behaviors and physiologic
conditions that can cause major cumulative problientise long run.

PETER SCHNALL: Just as a complement: A recent research studyg tis¢ Whitehall study, the study
of British civil servants, published in tihenerican Journal of Epidemiolodgst year showed that work
stress predicted obesity, the more work stresgepmrted the higher the obesttylhere are also some
recent studies suggesting that chronic work stressm® associated with the development of diabAtes.
paper that came out of the BELSTRESS (Belgian stistsidy in 2003 found a two-fold increased risk fo
diabetes in the face of chronic job straifhere are a few other papers like that relatitgsiwain to
hemoglobin A1C. So | think that fits with this argant about the impact of chronic stress and diet.

QUESTION #5: For years we were told that ambitioushard-charging CEOs with Type A
personalities were the ones who were in danger oéart attacks. Are you saying that's not true? If
so, why was that idea so widely propagated?

PETER SCHNALL: 1 like this question. The answer is yes, we dilidve that for several decades. In
the ‘70s, Rosenman and Friedman, cardiologistedtbiat their patients who were having heart astack
seemed to have characteristics in common. Theyofs#éthe edge of their seats,” for example. Theyewer
impatient. They tended to interrupt people andsw@de sense of aggressiveness. The Western
Collaborative Group Study in the 1970s then foumelaionship between Type A behavior and heart
attacks® | think in 1981 the government officially endorsBgbe A behavior as a risk factor for coronary
heart disease.

2 Brunner EJ, Chandola T, Marmot MG. Prospectiveafof job strain on general and central obesithenWhitehall II Study.
Am J Epidemiol2007;165:828-83http://aje.oxfordjournals.org/cgi/content/abstriae#t058v1

3 Leynen F, Moreau M, Pelfrene E, Clays E, et @0@). Job stress and prevalence of diabetes: Rdeu the belstress study.
Arch Public Health61(1-2):75-90http://www.iph.fgov.be/aph/abstr2003617590.htm

4 Hecker MH, Chesney MA, Black GW, Frautschi N. Guary-prone behaviors in the Western Collaborativeu@ Study.
Psychosom Med 988 Mar-Apr;50(2):153-64ttp://www.psychosomaticmedicine.org/cqi/reprinfZ5053

Copyright 2008, California Newsreel page 5 of 11
www.unnaturalcauses.org Conversation Recorded on May 12, 2008




Ask the Experts Forum #5: YOUR POSITION IN SOCIETY

Unfortunately for the whole concept, the same WadBollaborative Group Study went on to study
second heart attacks and found that Type B behavéaticted second heart attackehat kind of let the
wind out of the sails for the whole idea, whichnsts pretty discredited nofw.

But there’s still evidence that one component ef Tgpe A behavioral complex has been found to be a
risk factor for heart attacks, and that's anger laostility.

NANCY ADLER: It's worth noting, | think, that the Type A typa really focused the public on the
idea of this harried, stressed executive. It difltus so much on the hostility piece. It also diftrcus
at all on the resources side of the equation, whibink is very important, because as we discussed
earlier, stress is a subjective state that happees you feel like you don’t have the resourceddal
with a specific threat.

PETER SCHNALL: Executives usually have high levels of controlraveir work experiences. They
can marshal resources to help them, and they dehds many heart attacks.

NANCY ADLER: Exactly. If there’s a threat or a challenge and feel that you can deal with it, you
get more of a challenge response, which is actsaltyof invigorating, and people can thrive orttha
That's quite different than this sort of beaten dpiW can’t cope with this; this is more than | caeal
with,” response. So | think that the early viewtlod “stressed” executive focused way too much en th
demand side and not nearly enough on the incretBBleurces and buffers executives have for dealing
with demands.

QUESTION #7: How does the wealth-health gradient irthe U.S. compare to other countries?

NANCY ADLER: It's hard to make direct comparisons, because eaghtry gathers their data a little
differently. But it looks like we have a strongsteeper gradient in the U.S. than in any other rich
country. And there are probably two reasons for. tha

We have greater income inequality than all the rotich nations. We have a far greater gap between t
people at the top and the people at the bottomrabetween. And in recent years, income and wealth
inequality have gotten much worse. So we actualeha longer “ladder.”

At the same time, we have fewer social policies bhdfer the effects of being lower on that
socioeconomic ladder. For example, in other coestybu may have less income, you may have less
education, but that doesn’t have such strong irapbas for whether you have healthcare coverage,
whether you can live in a safe neighborhood, whretha can get a good education. So we also have
fewer policies that buffer the effects of low sagonomic status.

QUESTION #8: Japan is one of the healthiest counis in the world but they seem to be a highly
stressed people living in a society with highly citumscribed social codes and pressures. Doesn't
this go against your thesis?

BRUCE MCEWEN: Well, I don’t know the details for Japan, and $pect things are changing now.
But | did spend a month there a decade ago. | $oake of the commuter trains and | saw some
incredibly tired people on those trains. | also halhpanese post-doc who introduced me to a Japanes

5 Ragland DR, Brand RJ. Coronary heart disease fitgitathe Western Collaborative Group Study: Beltup experience of
22 yearsAm J Epidemiol1989 Aug;130(2):429-30ttp://aje.oxfordjournals.org/cqi/reprint/127/3/462

% This article rebuts the original theory: Raglan@,Brand RJ. Type A behavior and mortality fromamary heart disease. N
Engl J Med 1988 Jan 14;318(2):65-Bttp://content.nejm.org/cgi/content/abstract/31@32/
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word calledkaroshi,which means “death by overwork.” Because his nes® Yoshi and because he
worked very hard, | used to call him Yoshi Karostijch was kind of our standing joke for decades. |
suspect that the impression that is describedemtiestion is somewhat of a simplification and
exaggeration, but since | don't really know theailst | better let somebody else comment.

PETER SCHNALL: | do think that long work hours are a seriouséssuJapan. You know, Japan
several years ago passed a law trying to encoltsagitizens to take vacation time.

But we in the U.S. now work even longer hours thapan. Many people work two jobs to make ends
meet. The flip side of longer work hours is lessatan time. A large percentage of our work force
doesn’t even get paid vacations. Many people dak# their vacation time; they’re afraid to leaverkv
because they know when they return, work will alldiled up on their desks.

There’s some pretty good evidence that one of énesvong work hours harms our health is through
reduced sleep time, and that means less recoveey &éind that fits into this notion of the importerod
vacation time and breaks from work. It may not bergich that the total amount of hours worked at any
given time period is so bad, but rather the faat e don’t have a chance to recover from them.

BRUCE MCEWEN: | saw a study comparing the decrease in sleepdiraethe last several decades to
body mass, which was increasing. To a lesser eEemtpeans are also sleeping less than they diddgef
but not nearly as dramatic a drop and they havedtas large an increase in obesity as we have.

PETER SCHNALL: What they don’t have in Japan is a lot of cororatgry disease, which may well
reflect the differences in their diet. They're hoige dairy and meat consumers. They probably don’t
ingest as much cholesterol as the United States.

But there’s also much less income inequality inadeghan here. At the same time, the fact that many
Japanese have a well-defined place in that hieyaray actually be protective. It may give people a
sense of predictability about their lives, a cleanse of where they are in society. One thing not
addressed iunnatural Causess the chaotically changing nature of our socibtgny people are
afflicted by a growing sense of worthlessness whewg get older in our society, a sense of beingl wge
and discarded. | think in Japan it may be someuwitfgtrent than it is in the United States, and éyne
protective.

Unpredictability and chaos are serious stressdhsnk you can link those things to low wages agal fof
unemployment, to better understand why people@stressed at work. | think the fact that mostsf u
have no job security is an important stressor.

NANCY ADLER: I'd just add one other thing. | know the leasthably about Japanese society, but |
think Peter’s point is a good one about stabilitwark and less unpredictability. But | suspectiabc
networks in Japan are stronger and are more dtadaie, and we know that's also a protective factor.

QUESTION #9: I've recently been laid off and | knav my stress levels have gone way up as I try to
cope with bills and plan for the future. Are you row telling me | have to worry about my health
too? What can someone in my position do?

PETER SCHNALL: Unfortunately, there's good evidence that unemmieyt is associated with
increased cardiovascular disease risk. Unemploynexreases one’s resources and capacity to manage
all life’s stressors and it's a serious problem.

I think the solutions to many of these issues aoges$al. There are large scale societal processg$iave
created these detrimental social environmentshéepoverty or workplace exposures and noxious
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working conditions. They're getting worse and tihaye been getting worse for several decades agd the
reflect, in my opinion, the changing nature of poweationships between the corporate world and
working people.

Forty or fifty years ago we had a social contradhie United States between workers and businesses,
which basically gave many working people a sengelo§ecurity and a notion of lifetime employment
with a corporation. That's changed dramaticallyhie last thirty or forty years. It's also changing,
unfortunately, in many countries, though less séaipan and Europe, but still, it's definitely chisagg So
the work environments are becoming more restrictivere demanding, work is intensifying, and that
reflects long term pressures by businesses toaserproductivity and profitability.

But if you ask me what needs to be done, I'd sayeesd to change the laws that govern the workplace.
First, we need to start by enforcing the laws wénalee. Then | would expand OSHA (the Occupational
Healthy and Safety Act) to include work-related @®ysocial stressors. That's where | would start.

For example, the Scandinavian countries have oatlgab strain. Does that mean they actually enfirce
and penalize companies that have high demand anddotrol jobs? No, they don't, as far as | know.
But what this law does is encourage enhanced danter the work process, more utilization of skills
and more training and tools that allow people teeh@ore of a sense of control over their job preess
Japan also has similar things in their healthy wavk

NANCY ADLER: One thing we haven’t mentioned is the role of neidJnions have declined
precipitously in the United States. | don’t knowitiere’s been much work looking at the health of
workers in unionized vs. non-unionized work envireamts.

PETER SCHALL: I've looked for that but I've never actually seestudy comparing two occupational
groups, one unionized and the other one not. Horvewéons in principle give working people a sagov
their working conditions, provide some legal prastis for protecting wages and other benefits of
employment, which all should be health protective.

NANCY ADLER: A much higher percentage of the European workfarée trade unions. In Sweden |
think it's more than 70%. And here in the Unitedt8s, we're down to what, 12%? And about 8% of
private sector employees are unionized now.

QUESTION #10: There are many population groups inhis country that are below the radar, e.g.
the homeless, the undocumented, etc. Have we mardgo embrace all of America’s
subpopulations to determine the true extent of hetl disparities in our country?

NANCY ADLER: A lot of our national health data is done by phene/ey, where you have to have a
landline. So | think those groups probably areaagtured by the data. For the homeless, I'm surd we
find huge disparities in health. The undocumentedld/be an interesting population. On the one hand,
they have the stresses of being undocumented id.®¢ but on the other hand, it looks like recent
immigrants actually have better health becauséwbéiad less exposure to the toxic U.S. environment

PETER SCHNALL: They may have better social networks as well aay tend to be the healthiest
people leaving their home countries to find betterk than they could find at home.

NANCY ADLER: They have a variety of characteristics that seemake them more or less resistant to
some of our health problems, but we really dontiwrioo much about that. This question points to the
importance of our national data systems. It's drdgn since the 1990s that we've put education athde
certificates. Before that we only had race. Somaiional data on death statistics tended to fodwslyw
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on racial differences. We do now have education v&ucollect nothing on other resources, such as
income or wealth. So we don’t have the kind of datd would really let us document health dispesiti
as well as we should.

PETER SCHNALL: Good point, Nancy. Let me add that we also haveatimnal data system on work
and health. There’s nothing — other than the singted occupation — where we collect any natioatd d
that allows us to analyze the relationship betweerk environments and job characteristics and healt
outcomes. Many of us feel that this is not an amuidthat these are deliberate social policievtdda
collecting data which would implicate various wamkvironments in causing negative health outcomes.

In contrast, the Swedish “level of living survejor example, collects data on one percent of its
population and it includes job characteristics hadlth outcomes.

But back to immigrantdJnnatural Causesotes that recent immigrants tend to be healthean the
average American, but within a generation theicdadants come to reflect the overall pattern ofthea
in the United States. And one thing that happetisasthey often work very long hours, and may have
multiple jobs. It's very common in the Asian comritynin Orange County (CA) where | work, for
example, immigrants often work 70 or 80 hours akwv@ey also tend to have more stressful kinds of
jobs. So this may be one of the reasons, overdhese of time, that we see this changing pattern of
illness among immigrants in the United States.

QUESTION #11: Most reports about health gaps pointo smoking and obesity as causes. Why do
you ignore these issues? What about the effectivess of wellness and healthy lifestyle programs?
Are you saying those don’t work?

BRUCE MCEWEN: Smoking and obesity certainly contribute to poealth. But patterns of health
behaviors aren't just marks of character strentjigy also flow from some of the broader aspects of
social organization we’'ve been discussing. In gmemf smoking, the gradient still remains eveeraft
you take smoking into account.

Earlier, we talked about smoking and eating conffuotls as part of a pattern of self-medication.iGo,
like drug abuse. Is drug abuse a cause of so@algms or an effect of social problems? Clearly it’
both. But you can’t address drug abuse unless poutackle the underlying social climate that affdbe
mental health of people who take drugs.

NANCY ADLER: I think there is a tension between our understagglof what the individual can do

and how society shapes things. On the one handpweant to empower people to make changes in their
lives. There certainly are people who manage uadeerse circumstances to engage in healthy belsavior
and to remain healthy.

At the same time, we have to acknowledge how muaterdifficult it is to adopt healthy behaviors when
people are under the kinds of stresses we're gkbout, and how much more effective it would be to
work at the social level. But | don’t think we staibe denying either level of influence.

PETER SCHNALL: I'm very passionate about this issue as a sopideeiologist. Obesity is one of
my favorite whipping horses, because the mediazkgsion usually treats obesity as an individual
characteristic: people should have more self-otntney should eat the right things, not the Badgs.
And | think that totally ignores all of the soctterminants of our eating behavior. It also igedhe

fact that weight is an equation: calories-in vemsnergy expended. This whole argument about obasity
an individual responsibility ignores the fact that the last 100 years jobs have become less piiysic
active and more sedentary and we are working longers and more hours in a year on average at
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sedentary work. Also, as we age, our jobs usuatoe less physically demanding as we are promoted
and achieve more authority and responsibility.

So, the average person — if they didn’t do anytleisg — as they went through their work career doul
find that they expend less energy as they agelayivill gain weight unless they cut their caldritake.

To me, this is always frustrating because all esth“risk factors” are usually conceptualized as
individual responsibilities, which is charactegstf American society. In one sense that’s very
empowering, because it says “Gee, you could do gongeabout all these things.” But it ignores thetf
that many of these behaviors arise out of conditibiat we as individuals have no control over, the
work environment.

NANCY ADLER: We've been trying to introduce the idea of “beloai justice” to parallel the
environmental justice movement. | think people wstdnd that it is unfair and inequitable for pedple
have differential exposure to carcinogens, pathegamd toxins based on the racial or class mak&-up
their neighborhoods. So if we're going to hold peagccountable for their personal health behaviors,
don’t they also need to have equal access to hpaithoting resources?

When people are being killed by sedentary workhigir caloric and high fat food, by lack of time or
opportunities to exercise, isn’t it unfair to themn around and blame the victim? People makecelsas
individuals, but those choices are constrainedcbkir tircumstances.

PETER SCHNALL: These chronic diseases are socially determinedhaytte preventable. But there’s
an ideological headwind whidbnnatural Causess trying to address. That headwind is extraonmdiyna
pervasive in the U.S. and it's this dominant idgglof individual responsibility.

| think our health problems also grow out of thermmous inequality in power between the wealthy and
working people and the poor, and that's been ggttiarse over the last 50 years as the labor movemen
diminishes in terms of numbers and influence. Jolirenments are becoming more noxious as work
intensifies, as hours increase, as pressures gaiep@arease. There’s more off-shoring and paretim
labor that makes work more insecure. These allriburte to the development of chronic illnesses.

QUESTION #12: If you could pick one thing to chang in order to improve health outcomes, what
would it be?

BRUCE MCEWEN: Since | am a neuroscientist and | think the bigithe key organ in all this, | would
say in the broadest sense, education. That meamevig both self-efficacy and formal education.

NANCY ADLER: | have a policy suggestion that might have riggfects. Rather than focus on
different policy domains, what if we were to contan analysis of the health effects of every pdlicy
This is actually one of the suggestions that cantebthe Acheson Commission in England, which was
trying to reduce health disparities. If the Congiasal Budget Office did a health impact assessmint
every piece of legislation that would affect ediaratit would affect labor, it would affect housirighat
way we could factor in the health costs and bemefidifferent policies. That could have a hugeastp
across a whole range of determinants. And we reedd that because there is no one single determinan
they're all so intertwined.

Some of the European countries are already doiegAhd it's being done locally in some places even
here in the U.S. Some people in the health depatthexe in San Francisco, for example, conducted an
analysis of the health impacts and the healthaaregs of passing a living wage ordinance that @ras
the ballot a few years ago. | think that analyartdred into the successful passage of that measure
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PETER SCHNALL: This is one of those impossible questions to anbeeause, as the PBS special and
our conversation make clear, the causes of illtheak complex and there are so many factors iegblv

in health and well-being. But if there’s one thihgt needs to changed and that can be changeshy’'d

it's our attitude about human beings in this sgciebw do we want to treat each other and how do we
want to be treated by them? My sense is human beirgbeing treated more and more as commodities,
and replaceable commodities at that. People’sgight entitlements are diminishing. There’s a bseic

of moral issues at work here: people have the tightork, food, housing, education, and healthcare.
That's not honored in our society, and it's inciegly not reflected in our social policies. Andhirik

that's devastating our lives and our health.

QUESTION #13: Name three things that every personam do to work towards health equity.

PETER SCHNALL: Since I'm a social epidemiologist, | would saynj@i political organization
intending to remake America. That would be numbe. dore specifically, get involved in your
community or in your labor union. | think underlgipolitical involvement is important; educate yalfs
about what'’s going on; learn about your own positiosociety, and translate that increased knovdedg
into some sort of civic engagement. Take contrglaefr life by getting involved in social and comnityn
advocacy.

NANCY ADLER : I don’t know if there’s a one-size-fits-all forhat people should do. It depends on
where they are and what parts of society theyaatewith. | totally agree with Peter that they néed
become involved and engaged, but whether thatsfbegsed at the federal level, locally... | thinlsit
important that people do something, but what thatething is has to do with their life circumstances

BRUCE MCEWEN: | think things at the local and state level mayrimge malleable than at the national
level. | keep discovering that many of the soluidimat we’'d like to see can be found at the loeatl

and at the state level. To become involved in tlaatwities may be more meaningful and rewardiranth
at the national level, which will ultimately bedim reflect what's going on at those local and siatels.

Boston city public health officials recently told about their programs tackling racial disparitizsck
Shonkoff's Network on the Developing Child is adating interventions. | believe the state of Hawai'i
has passed landmark legislation that would pratedtfoster the health of children. There are atterimp
Minnesota to change the food offered in schoolgr&lare many, many examples. As you come to be
aware of them, you realize there are solutions\adt the place that could be implemented on atarge
scale.
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