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This article, originally published in 1975, introduced the metaphor of
“upstream factors” to public health, one of the most influential con-
cepts in public health. The article also defines a concept of “man-
ufacturers of illness” as those public or private entities that benefit
from resource flows that generate poor health. Several examples of
manufacturers of illness are identified, including unhealthy food pro-
cessors, sugar producers, advertisers and lobbyists. It is argued that
social scientists have paid too little attention to the political economy
of illness. The article concludes with recommendations for policy.
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My friend, Irving Zola, relates the story of a physician
trying to explain the dilemmas of the modern practice

of medicine:

“You know," he said, “sometimes it feels like this.
There I am standing by the shore of a swiftly flowing
river and I hear the cry of a drowning man. So I
jump into the river, put my arms around him, pull
him to shore and apply artificial respiration. Just
when he begins to breathe, there is another cry for
help. So I jump into the river, reach him, pull him
to shore, apply artificial respiration, and then just
as he begins to breathe, another cry for help. So
back in the river again, reaching, pulling, applying,
breathing and then another yell. Again and again,
without end, goes the sequence. You know, I am
so busy jumping in, pulling them to shore, applying
artificial respiration, that I have no time to see who
the hell is upstream pushing them all in.”1

I believe this simple story illustrates two important
points. First, it highlights the fact that a clear majority
of our resources and activities in the health field are devoted
to what I term “downstream endeavors” in the form of super-
ficial, categorical tinkering—in response to almost perennial
shifts from one health issue to the next, without really solving
anything. I am, of course, not suggesting that such efforts are
entirely futile, or that a considerable amount of short-term
good is not being accomplished. Clearly, people and groups
have important immediate needs which must be recognized and
attended to. Nevertheless, one must be wary of the short-term
nature and ultimate futility of such downstream endeavors.

Second, the story indicates that we should somehow
cease our preoccupation with this short-term, problem-specific
tinkering and begin focusing our attention upstream, where
the real problems lie. Such a reorientation would minimally
involve an analysis of the means by which various individuals,
interest groups, and large-scale, profit-oriented corporations
are “pushing people in,” and how they subsequently erect, at
some point downstream, a health care structure to service the

needs which they have had a hand in creating, and for which
moral responsibility ought to be assumed.

In this paper two related themes will be developed. First,
I wish to highlight the activities of the “manufacturers of
illness”—those individuals, interest groups and organizations
which, in addition to producing material goods and services,
also produce as an inevitable by-product widespread morbidity
and mortality. Arising out of this, and second, I will develop
a case for focusing our attention away from those individuals
and groups who are mistakenly held to be responsible for their
condition, toward a range of broader upstream political and
economic forces.

The task assigned to me for this conference was to review
some of the broad social structural factors influencing the
onset of heart disease and/or at-risk behavior. Since the issues
covered by this request are so varied, I have, of necessity, had
to make some decisions concerning both emphasis and scope.
These decisions and the reasoning behind them should perhaps
be explained at this point. With regard to what can be covered
by the term “social structure,” it is possible to isolate at least
three separate levels of abstraction. One could, for example,
focus on such subsystems as the family, and its associated social
networks, and how these may be importantly linked to different
levels of health status and the utilization of services.2 On a
second level, one could consider how particular organizations
and broader social institutions, such as neighborhood and
community structures, also affect the social distribution of
pathology and at-risk behavior.3 Third, attention could center
on the broader political-economic spectrum, and how these
admittedly more remote forces may be etiologically involved
in the onset of disease....

...[In this paper] I will argue, for example, that the
frequent failure of many health intervention programs can be
largely attributed to the inadequate recognition we give to
aspects of social context... . The most, important factor in
deciding on the subject area of this paper, however, is the fact
that, while there appears to be a newly emerging interest in
the political economy of health care, social scientists have, as
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yet, paid little attention to the political economy of illness.4
It is my intention in this paper to begin to develop a case for
the serious consideration of this particular area.

A political-economic analysis of health care suggests that
the entire structure of institutions in the United States is such
as to preclude the adequate provision of services.5 Increasingly,
it seems, the provision of care is being tied to the priorities
of profit-making institutions. For a long time, criticism of
U.S. health care focussed on the activities of the American
Medical Association and the fee-for-service system of physician
payment.6 Lately, however, attention appears to be refocussing
on the relationship between health care arrangements and the
structure of big business.7 It has, for example, been suggested
that:

... with the new and apparently permanent in-
volvement of major corporations in health, it is
becoming increasingly improbable that the United
States can redirect its health priorities without, at
the same time, changing the ways in which Amer-
ican industry is organized and the ways in which
monopoly capitalism works.8

It is my impression that many of the political-economic
arguments concerning developments in the organization of
health care also have considerable relevance for a holistic
understanding of the etiology and distribution of morbidity,
mortality, and at-risk behavior. In the following sections I
will present some important aspects of these arguments in the
hope of contributing to a better understanding of aspects of
the political economy of illness.

An Unequal Battle

The downstream efforts of health researchers and practitioners
against the upstream efforts of the manufacturers of illness
have the appearance of an unequal war, with a resounding
victory assured for those on the side of illness and the creation
of disease-inducing behaviors. The battle between health
workers and the manufacturers of illness is unequal on at least
two grounds. In the first place, we always seem to arrive on
the scene and begin to work after the real damage has already
been done. By the time health workers intervene, people
have already filled the artificial needs created for them by the
manufacturers of illness and are habituated to various at-risk
behaviors. In the area of smoking behavior, for example, we
have an illustration not only of the lateness of health workers’
arrival on the scene, and the enormity of the task confronting
them, but also, judging by recent evidence, of the resounding
defeat being sustained in this area.9 To push the river analogy
even further, the task becomes one of furiously swimming
against the flow and finally being swept away when exhausted
by the effort or through disillusionment with a lack of progress.
So long as we continue to fight the battle downstream, and
in such an ineffective manner, we are doomed to frustration,
repeated failure, and perhaps ultimately to a sicker society.

Second, the promoters of disease-inducing behavior are
manifestly more effective in their use of behavioral science
knowledge than are those of us who are concerned with the
eradication of such behavior. Indeed, it is somewhat paradoxi-
cal that we should be meeting here to consider how behavioral
science knowledge and techniques can be effectively employed
to reduce or prevent at-risk behavior, when that same body of

knowledge has already been used to create the at-risk behavior
we seek to eliminate. How embarrassingly ineffective are our
mass-media efforts in the health field (e.g., alcoholism, obesity;
drug abuse, safe driving, pollution, etc.) when compared with
many of the tax-exempt promotional efforts on behalf of the
illness generating activities of large-scale corporations.10 It
is a fact that we are demonstrably more effective in persuad-
ing people to purchase items they never dreamt they would
need, or to pursue at-risk courses of action, than we are in
preventing or halting such behavior. Many advertisements
are so ingenious in their appeal that they have entertainment
value in their own right and become embodied in our national
folk humor. By way of contrast, many health advertisements
lack any comparable widespread appeal, often appear boring,
avuncular, and largely misdirected.

I would argue that one major problem lies in the fact
that we are overly concerned with the war itself, and with how
we can more effectively participate in it. In the health field
we have unquestioningly accepted the assumptions presented
by the manufacturers of illness and, as a consequence, have
confined our efforts to only downstream offensives. A little
reflection would, I believe, convince anyone that those on the
side of health are in fact losing. . . . But rather than merely
trying to win the war, we need to step back and question the
premises, legitimacy and utility of the war itself.

The Binding of At-Riskness to Culture

It seems that the appeals to at-risk behavior that are engi-
neered by the manufacturers of illness are particularly suc-
cessful because they are constructed in such a way as to be
inextricably bound with essential elements of our existing
dominant culture. This is accomplished in a number of ways:

(a) Exhortations to at-risk behavior are often piggybacked
on those legitimized values, beliefs, and norms which
are widely recognized and adhered to in the dominant
culture. The idea here is that if a person would only do
X, then they would also be doing Y and Z.

(b) Appeals are also advanced which claim or imply that
certain courses of at-risk action are subscribed to or
endorsed by most of the culture heroes in society (e.g.,
people in the entertainment industry), or by those
with technical competence in that particular field (e.g.,
“doctors” recommend it). The idea here is that if a
person would only do X, then he/she would be doing
pretty much the same as is done or recommended by
such prestigious people as A and B.

(c) Artificial needs are manufactured, the fulfilling of which
becomes absolutely essential if one is to be a meaningful
and useful member of society. The idea here is that if a
person does not do X, or will not do X, then they are
either deficient in some important respect, or they are
some kind of liability for the social system.

Variations on these and other kinds of appeal strategies
have, of course, been employed for a long time now by the
promoters of at-risk behavior. The manufacturers of illness
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are, for example, fostering the belief that if you want to be
an attractive, masculine man, or a “cool,” “natural” woman,
you will smoke cigarettes; that you can only be a good parent
if you habituate your children to candy, cookies, etc.; and
that if you are a truly loving wife, you will feed your husband
foods that are high in cholesterol. All of these appeals have
isolated some basic goals to which most people subscribe (e.g.,
people want to be masculine or feminine, good parents, loving
spouses, etc.) and claim, or imply, that their realization is
only possible through the exclusive use of their product or the
regular display of a specific type of at-risk behavior. Indeed,
one can argue that certain at-risk behaviors have become so
inextricably intertwined with our dominant cultural system
(perhaps even symbolic of it) that the routine public display
of such behavior almost signifies membership in this society.

Such tactics for the habituation of people to at-risk
behavior are, perhaps paradoxically, also employed to elicit
what I term quasi-health behavior. Here again, an artificially
constructed conception of a person in some fanciful state of
physiological and emotional equilibrium is presented as the
ideal state to strive for, if one is to meaningfully participate
in the wider social system. To assist in the attainment of such
a state, we are advised to consume a range of quite worthless
vitamin pills, mineral supplements, mouthwashes, hair sham-
poos, laxatives, pain killers, etc. Clearly, one cannot exude
radiance and success if one is not taking this vitamin or that
mineral. The achievement of daily regularity is a prerequisite
for an effective social existence. One can only compete and
win after a good night’s sleep, and this can only be ensured
by taking such and such. An entrepreneurial pharmaceutical
industry appears devoted to the task of making people overly
conscious of these quasi-health concerns, and to engendering
a dependency on products which have been repeatedly found
to be ineffective, and even potentially harmful.11

There are no clear signs that such activity is being or
will be regulated in any effective way, and the promoters of
this quasi-health behavior appear free to range over the entire
body in their never-ending search for new areas and issues to
be linked to the fanciful equilibrium that they have already
engineered in the mind of the consumer. By binding the
display of at-risk and quasi-health behavior so inextricably to
elements of our dominant culture, a situation is even created
whereby to request people to change or alter these behaviors
is more or less to request abandonment of dominant culture.

The term “culture” is employed here to denote that
integrated system of values, norms, beliefs and patterns of
behavior which, for groups and social categories in specific sit-
uations, facilitate the solution of social structural problems.12

This definition lays stress on two features commonly associated
with the concept of culture. The first is the interrelatedness
and interdependence of the various elements (values, norms,
beliefs, overt life-styles) that apparently comprise culture. The
second is the view that a cultural system is, in some part,
a response to social structural problems, and that it can be
regarded as some kind of resolution of them. Of course, these
social structural problems, in partial response to which a cul-
tural pattern emerges, may themselves have been engineered
in the interests of creating certain beliefs, norms, life styles,
etc. If one assumes that culture can be regarded as some
kind of reaction formation, then one must be mindful of the
unanticipated social consequences of inviting some alteration

in behavior which is a part of a dominant cultural pattern.
The request from health workers for alterations in certain
at-risk behaviors may result in either awkward dislocations
of the interrelated elements of the cultural pattern, or the
destruction of a system of values and norms, etc., which have
emerged over time in response to situational problems. From
this perspective, and with regard to the utilization of medical
care, I have already argued elsewhere that, for certain groups
of the population, underutilization may be healthy behavior,
and the advocacy of increased utilization an unhealthy request
for the abandonment of essential features of culture.13

The Case of Food

Perhaps it would be useful at this point to illustrate in some
detail, from one pertinent area, the style and magnitude of
operation engaged in by the manufacturers of illness. Illustra-
tions are, of course, readily available from a variety of different
areas, such as: the requirements of existing occupational struc-
ture, emerging leisure patterns, smoking and drinking behavior,
and automobile us age.14 Because of current interest, I have
decided to consider only one area which is importantly related
to a range of large chronic diseases—namely, the 161-billion-
dollar industry involved in the production and distribution of
food and beverages.15 The present situation, with regard to
food, was recently described as follows:

The sad history of our food supply resembles the
energy crisis, and not just because food nourishes our
bodies while petroleum fuels the society. We long
ago surrendered control of food, a vital resource, to
private corporations, just as we surrendered control
of energy. The food corporations have shaped the
kinds of food we eat for their greater profits, just as
the energy companies have dictated the kinds of fuel
we use.16

From all the independent evidence available, and despite
claims to the contrary by the food industry, a widespread de-
cline has occurred during the past three decades in American
dietary standards. Some forty percent of U.S. adults are over-
weight or downright fat.17 The prevalence of excess weight in
the American population as a whole is high—so high, in fact,
that in some segments it has reached epidemic proportions.18

There is evidence that the food industry is manipulating our
image of food away from basic staples toward synthetic and
highly processed items. It has been estimated that we eat be-
tween 21 and 25 percent fewer dairy products, vegetables, and
fruits than we did twenty years ago, and from 70 to 80 percent
more sugary snacks and soft drinks. Apparently, most people
now eat more processed and synthetic foods than the real
thing. There are even suggestions that a federal, nationwide
survey would have revealed how serious our dietary situation
really is, if the Nixon Administration had not cancelled it
after reviewing some embarrassing preliminary results.19 The
survey apparently confirmed the trend toward deteriorating
diets first detected in an earlier household food consumption
survey in the years 1955–1965, undertaken by the Department
of Agriculture.20

Of course, for the food industry, this trend toward defi-
cient synthetics and highly processed items makes good eco-
nomic sense. Generally speaking, it is much cheaper to make
things look and taste like the real thing, than to actually
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provide the real thing. But the kind of foods that result from
the predominance of economic interests clearly do not contain
adequate nutrition. It is common knowledge that food manu-
facturers destroy important nutrients which foods naturally
contain, when they transform them into “convenience” high-
profit items. To give one simple example: a wheat grain’s
outer layers are apparently very nutritious, but they are also
an obstacle to making tasteless, bleached, white flour. Conse-
quently, baking corporations “refine” fourteen nutrients out
of the natural flour and then, when it is financially conve-
nient, replace some of them with a synthetic substitute. In
the jargon of the food industry, this flour is now “enriched.”
Clearly, the food industry employs this term in much the same
way that coal corporations ravage mountainsides into mud
flats, replant them with some soil and seedlings, and then
proclaim their moral accomplishment in “rehabilitating” the
land. While certain types of food processing may make good
economic sense, it may also result in a deficient end product,
and perhaps even promote certain diseases. The bleaching
and refining of wheat products, for example, largely eliminates
fiber or roughage from our diets, and some authorities have
suggested that fiber-poor diets can be blamed for some of our
major intestinal diseases.21

A vast chemical additive technology has enabled man-
ufacturers to acquire enormous control over the food and
beverage market and to foster phenomenal profitability. It
is estimated that drug companies alone make something like
$500 million a year through chemical additives for food. I have
already suggested that what is done to food, in the way of
processing and artificial additives, may actually be injurious
to health. Yet, it is clear that, despite such well-known risks,
profitability makes such activity well worthwhile. For example,
additives, like preservatives, enable food that might perish
in a short period of time to endure unchanged for months or
even years. Food manufacturers and distributors can saturate
supermarket shelves across the country with their products
because there is little chance that they will spoil. Moreover,
manufacturers can purchase vast quantities of raw ingredients
when they are cheap, produce and stockpile the processed
result, and then withhold the product from the market for
long periods, hoping for the inevitable rise in prices and the
consequent windfall.

The most widely used food additive (although it is seldom
described as an additive) is “refined” sugar. Food manufactur-
ers saturate our diets with the substance from the day we are
born until the day we die. Children are fed breakfast cereals
which consist of 50 percent sugar.22 The average American
adult consumes 126 pounds of sugar each year—and children,
of course, eat much more. For the candy industry alone, this
amounts to around $3 billion each year. The American sugar
mania, which appears to have been deliberately engineered, is
a major contributor to such diseases of civilization as diabetes,
coronary heart disease, gall bladder illness, and cancer—all
the insidious, degenerative conditions which most often afflict
people in advanced capitalist societies, but which “underde-
veloped,” non-sugar-eaters never get. One witness at a recent
meeting of a U.S. Senate Committee said that if the food
industry were proposing sugar today as a new food additive,
its “metabolic behavior would undoubtedly lead to its being
banned.”23

In sum, therefore, it seems that the American food indus-

try is mobilizing phenomenal resources to advance and bind
us to its own conception of food. We are bombarded from
childhood with $2 billion worth of deliberately manipulative
advertisements each year, most of them urging us to consume,
among other things, as much sugar as possible. To highlight
the magnitude of the resources involved, one can point to
the activity of one well-known beverage company, Coca-Cola,
which alone spent $71 million in 1971 to advertise its artifi-
cially flavored, sugar-saturated product. Fully recognizing the
enormity of the problem regarding food in the United States,
Zwerdling offers the following advice:

Breaking through the food industry will require
government action—banning or sharply limiting use
of dangerous additives like artificial colors and flavors
and sugar, and requiring wheat products to contain
fiber-rich wheat germ, to give just two examples.
Food, if it is to become safe, will have to become
part of politics.24

The Ascription Of Responsibility And Moral En-
trepreneurship

So far, I have considered, in some detail, the ways in which
industry, through its manufacture and distribution of a variety
of products, generates at-risk behavior and disease. Let us
now focus on the activities of health workers further down the
river and consider their efforts in a social context, which has
already been largely shaped by the manufacturers upstream.

Not only should we be mindful of the culturally disrup-
tive and largely unanticipated consequences of health inter-
vention efforts mentioned earlier, but also of the underlying
ideology on which so much of this activity rests. Such inter-
vention appears based on an assumption of the culpability of
individuals or groups who either manifest illness, or display
various at-risk behaviors.

From the assumption that individuals and groups with
certain illnesses or displaying at-risk behavior are responsible
for their state, it is a relatively easy step to advocating some
changes in behavior on the part of those involved. By ascribing
culpability to some group or social category (usually ethnic
minorities and those in lower socio-economic categories) and
having this ascription legitimated by health professionals and
accepted by other segments of society, it is possible to mobilize
resources to change the offending behavior. Certain people
are responsible for not approximating, through their activities,
some conception of what ought to be appropriate behavior on
their part. When measured against the artificial conception
of what ought to be, certain individuals and groups are found
to be deficient in several important respects. They are either
doing something that they ought not to be doing, or they
are not doing something that they ought to be doing. If
only they would recognize their individual culpability and
alter their behavior in some appropriate fashion, they would
improve their health status or the likelihood of not developing
certain pathologies. On the basis of this line of reasoning,
resources are being mobilized to bring those who depart from
the desired conception into conformity with what is thought
to be appropriate behavior. To use the upstream-downstream
analogy, one could argue that people are blamed (and, in a
sense, even punished) for not being able to swim after they,
perhaps even against their own volition, have been pushed
into the river by the manufacturers of illness.
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Clearly, this ascription of culpability is not limited only
to the area of health. According to popular conception, peo-
ple in poverty are largely to blame for their social situation,
although recent evidence suggests that a social welfare sys-
tem which prevents them from avoiding this state is at least
partly responsible.25 Again, in the field of education, we
often hold “dropouts” responsible for their behavior, when
evidence suggests that the school system itself is rigged for
failure.26 Similar examples are readily available from the fields
of penology, psychiatry, and race relations.27

Perhaps it would be useful to briefly outline, at this point,
what I regard as a bizarre relationship between the activities
of the manufacturers of illness, the ascription of culpability,
and health intervention endeavors. First, important segments
of our social system appear to be controlled and operated
in such a way that people must inevitably fail. The fact
is that there is often no choice over whether one can find
employment, whether or not to drop out of college, involve
oneself in untoward behavior, or become sick. Second, even
though individuals and groups lack such choice, they are
still blamed for not approximating the artificially contrived
norm and are treated as if responsibility for their state lay
entirely with them. For example, some illness conditions
may be the result of particular behavior and/or involvement
in certain occupational role relationships over which those
affected have little or no control.28 Third, after recognizing
that certain individuals and groups have “failed," we establish,
at a point downstream, a substructure of services which are
regarded as evidence of progressive beneficence on the part of
the system. Yet, it is this very system which had a primary
role in manufacturing the problems and need for these services
in the first place.

It is around certain aspects of life style that most health
intervention endeavors appear to revolve and this probably
results from the observability of most at-risk behavior. The
modification of at-risk behavior can take several different forms,
and the intervention appeals that are employed probably vary
as a function of which type of change is desired. People
can either be encouraged to stop doing what they are doing
which appears to be endangering their survival (e.g., smoking,
drinking, eating certain types of food, working in particular
ways); or they can be encouraged to adopt certain new patterns
of behavior which seemingly enhance their health status (e.g.,
diet, exercise, rest, eat certain foods, etc.). I have already
discussed how the presence or absence of certain life styles in
some groups may be a part of some wider cultural pattern
which emerges as a response to social structural problems.
I have also noted the potentially disruptive consequences to
these cultural patterns of intervention programs. Underlying
all these aspects is the issue of behavior control and the attempt
to enforce a particular type of behavioral conformity. It is
more than coincidental that the at-risk life styles, which we are
all admonished to avoid, are frequently the type of behaviors
which depart from and, in a sense, jeopardize the prevailing
puritanical, middle-class ethic of what ought to be. According
to this ethic, activities as pleasurable as drinking, smoking,
overeating, and sexual intercourse must be harmful and ought
to be eradicated.

The important point here is which segments of society
and whose interests are health workers serving, and what are
the ideological consequences of their actions.29 Are we advo-

cating the modification of behavior for the exclusive purpose of
improving health status, or are we using the question of health
as a means of obtaining some kind of moral uniformity through
the abolition of disapproved behaviors? To what extent, if at
all, are health workers actively involved in some wider pattern
of social regulation?30

Such questions also arise in relation to the burgeoning
literature that links more covert personality characteristics
to certain illnesses and at-risk behaviors. Capturing a great
deal of attention in this regard are the recent studies which
associate heart disease with what is termed a Type A person-
ality. The Type A personality consists of a complex of traits
which produces: excessive competitive drive, aggressiveness,
impatience, and a harrying, sense of time urgency. Individuals
displaying this pattern seem to be engaged in a chronic, cease-
less and often fruitless struggle with themselves, with others,
with circumstances, with time, sometimes with life itself. They
also frequently exhibit a free-floating, but well-rationalized
form of hostility, and almost always a deep-seated insecurity.31

Efforts to change Type A traits appear to be based on
some ideal conception of a relaxed, non-competitive, phleg-
matic individual to which people are encouraged to conform.32

Again, one can question how realistic such a conception is in
a system which daily rewards behavior resulting from Type A
traits. One can clearly question the ascription of near exclu-
sive culpability to those displaying Type A behavior when the
context within which such behavior is manifest is structured
in such a way as to guarantee its production. From a cursory
reading of job advertisements in any newspaper, we can see
that employers actively seek to recruit individuals manifesting
Type A characteristics, extolling them as positive virtues.33

My earlier point concerning the potentially disruptive
consequences of requiring alterations in life style applies equally
well in this area of personality and disease. If health workers
manage to effect some changes away from Type A behavior in
a system which requires and rewards it, then we must be aware
of the possible consequences of such change in terms of future
failure. Even though the evidence linking Type A traits to
heart disease appears quite conclusive, how can health workers
ever hope to combat and alter it when such characteristics are
so positively and regularly reinforced in this society?

The various points raised in this section have some im-
portant moral and practical implications for those involved
in health-related endeavors. First, I have argued that our
prevailing ideology involves the ascription of culpability to
particular individuals and groups for the manifestation of ei-
ther disease or at-risk behavior: Second, it can be argued that
so-called “health professionals" have acquired a mandate to
determine the morality of different types of behavior and have
access to a body of knowledge and resources which they can
“legitimately” deploy for its removal or alteration. (A detailed
discussion of the means by which this mandate has been ac-
quired is expanded in a separate paper.) Third, [it] is possible
to argue that a great deal of health intervention is, perhaps
unwittingly, part of a wide pattern of social regulation. We
must be clear both as to whose interests we are serving, and
the wider implications and consequences of the activities we
support through the application of our expertise. Finally, it
is evident from arguments I have presented that much of our
health intervention fails to take adequate account of the social
contexts which foster and reinforce the behaviors we seek to
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alter. The literature of preventive medicine is replete with
illustrations of the failure of context-less health intervention
programs.

The Notion of a Need Hierarchy

At this point in the discussion I shall digress slightly to consider
the relationship between the utilization of preventive health
services and the concept of need as manifest in this society.
We know from available evidence that upper socio-economic
groups are generally more responsive to health intervention
activities than are those of lower socio-economic status. To
partially account for this phenomenon, I have found it useful
to introduce the notion of a need hierarchy. By this I re-
fer to the fact that some needs (e.g., food, clothing, shelter)
are probably universally recognized as related to sheer sur-
vival and take precedence, while other needs, for particular
social groups, may be perceived as less immediately important
(e.g., dental care, exercise, balanced diet). In other words,
I conceive of a hierarchy of needs, ranging from what could
be termed “primary needs” (which relate more or less to the
universally recognized immediate needs for survival) through
to “secondary needs” (which are not always recognized as
important and which may be artificially engineered by the
manufacturers of illness). Somewhere between the high prior-
ity, primary needs and the less important, secondary needs are
likely to fall the kinds of need invoked by preventive health
workers. Where one is located at any point in time on the
need hierarchy (i.e., which particular needs are engaging one’s
attention and resources) is largely a function of the shape
of the existing social structure and aspects of socioeconomic
status.

This notion of a hierarchy of needs enables us to distin-
guish between the health and illness behavior of the affluent
and the poor. Much of the social life of the wealthy clearly
concerns secondary needs, which are generally perceived as
lower than most health-related needs on the need hierarchy.
If some pathology presents itself, or some at-risk behavior is
recognized, then they naturally assume a priority position,
which eclipses most other needs for action. In contrast, much
of the social life of the poor centers on needs which are un-
derstandably regarded as being of greater priority than most
health concerns on the need hierarchy (e.g., homelessness,
unemployment). Should some illness event present itself, or
should health workers alert people and groups in poverty to
possible further health needs, then these needs inevitably
assume a position of relative low priority and are eclipsed,
perhaps indefinitely, by more pressing primary needs for sheer
existence.

From such a perspective, I think it is possible to under-
stand why so much of our health intervention fails in those
very groups, at highest risk to morbidity, whom we hope to
reach and influence. The appeals that we make in alerting
them to possible future needs simply miss the mark by giving
inadequate recognition to those primary needs which daily
preoccupy their attention. Not only does the notion of a need
hierarchy emphasize the difficulty of contextless intervention
programs, but it also enables us to view the rejection as a
non-compliance with health programs, as, in a sense, rational
behavior.

How Preventive Is Prevention?

With regard to some of the arguments I have presented, con-
cerning the ultimate futility of downstream endeavors, one
may respond that effective preventive medicine does, in fact,
take account of this problem. Indeed, many preventive health
workers are openly skeptical of a predominantly curative per-
spective in health care. I have argued, however, that even
our best preventive endeavors are misplaced in their almost
total ascription of responsibility for illness to the afflicted
individuals and groups, and through the types of programs
which result. While useful in a limited way, the preventive
orientation is itself largely a downstream endeavor through its
preoccupation with the avoidance of at-risk behavior in the
individual and with its general neglect of the activities of the
manufacturers of illness which foster such behavior.

Figure 1 is a crude diagrammatic representation of
an overall process starting with (1) the activities of the
manufacturers of illness, which (2) foster and habituate
people to certain at-risk behaviors, which (3) ultimately result
in the onset of certain types of morbidity and mortality.34

The predominant curative orientation in modern medicine
deals almost exclusively with the observable patterns of
morbidity and mortality, which are the end-points in the
process. The much-heralded preventive orientation focuses
on those behaviors which are known to be associated with
particular illnesses and which can be viewed as the midpoint
in the overall process. Still left largely untouched are the
entrepreneurial activities of the manufacturers of illness,
who, through largely unregulated activities, foster the at-risk
behavior we aim to prevent. This beginning point in the
process remains unaffected by most preventive endeavors,
even though it is at this point that the greatest potential for
change, and perhaps even ultimate victory, lies.

Figure 1: Three levels of assuring the public’s health

1. 2. 3.
The activities of the

manufacturers of
illness

−→ Various at-risk
behaviors

−→
Observable
morbidity &

mortalityx x x
Interventions with a
political-economic

focus

Interventions
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Interventions
with a curative
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It is clear that this paper raises many questions and
issues at a general level—more in fact than it is possible to
resolve. Since most of the discussion has been at such an
abstract level and focus concerned with broad political and
economic forces, any ensuing recommendations for change
must be broad enough to cover the various topics discussed.
Hopefully, the preceding argument will also stimulate discus-
sion toward additional recommendations and possible solutions.
Given the scope and direction of this paper and the analogy I
have employed to convey its content, the task becomes of the
order of constructing fences upstream and restraining those
who, in the interest of corporate profitability, continue to push
people in. In this concluding section I will confine my remarks
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to three selected areas of recommendations.

Recommended Action

Legislative Intervention. It is probably true that one stroke of
effective health legislation is equal to many separate health
intervention endeavors and the cumulative efforts of innumer-
able health workers over long periods of time. In terms of
winning the war which was described earlier, greater changes
will result from the continued politicization of illness than from
the modification of specific individual behaviors. There are
many opportunities for a legislative reduction of at-riskness,
and we ought to seize them. Let me give one suggestion which
relates to earlier points in this paper. Widespread public
advertising is importantly related to the growth and survival
of large corporations. If it were not so demonstrably effective,
then such vast sums of money and resources would not be
devoted to this activity. Moreover, as things stand at present,
a great deal of advertising is encouraged through granting it
tax exempt status on some vague grounds of public educa-
tion.35 To place more stringent, enforceable restrictions on
advertising, would be to severely curtail the morally abhorrent
pushing in activities of the manufacturers of illness. It is true
that large corporations are ingenious in their efforts to avoid
the consequences of most of the current legislative restrictions
on advertising which only prohibit certain kinds of appeals.

As a possible solution to this and in recognition of the
moral culpability of those who are actively manufacturing
disease, I conceive of a ratio of advertising to health tax
or a ratio of risk to benefit tax (RRBT). The idea here is
to, in some way, match advertising expenditures to health
expenditures. The precise weighting of the ratio could be
determined by independently ascertaining the severity of the
health effects produced by the manufacture and distribution of
the product by the corporation. For example, it is clear that
smoking is injurious to health and has no redeeming benefit.
Therefore, for this product, the ratio could be determined as
say, 3-to-1, where, for example, a company which spends a
non-tax deductible $1 million to advertise its cigarettes would
be required to devote a non-tax deductible $3 million to the
area of health. In the area of quasi-health activities, where
the product, although largely useless, may not be so injurious
(e.g., nasal sprays, pain killers, mineral supplements, etc.), the
ratio could be on, say, a 1-to-1 basis.

Of course, the manufacturers of illness, at the present
time, do “donate” large sums of money for the purpose of
research, with an obvious understanding that their gift should
be reciprocated. In a recent article, Nuehring and Markle
touch on the nature of this reciprocity:

One of the most ironic pro-cigarette forces has
been the American Medical Association. This power-
ful health organization took a position in 1965 clearly
favorable to the tobacco interests. . . In addition,
the A.M.A. was, until 1971, conspicuously absent
from the membership of the National Interagency
Council on Smoking and Health, a coalition of gov-
ernment agencies and virtually all the national health
organizations, formed in 1964. The A.M.A.’s largely
pro-tobacco behavior has been linked with the accep-
tance of large research subsidies from the tobacco
industry—amounting, according to the industry, to
some 18 million dollars.36

Given such reciprocity, it would be necessary for this
health money from the RRBT to be handled by a suppos-
edly independent government agency, like the FDA or the
FTC, for distribution to regular research institutions as well
as to consumer organizations in the health field, which are
currently so unequally pitted against the upstream manufac-
turers of illness. Such legislation would, I believe, severely
curtail corporate “pushing in” activity and publicly demon-
strate our commitment to effectively regulating the source of
many health problems.

The Question of Lobbying. Unfortunately, due to present ar-
rangements, it is difficult to discern the nature and scope of
health lobbying activities. If only we could locate (a) who is
lobbying for what, (b) who they are lobbying with, (c) what
tactics are being employed, and (d) with what consequences
for health legislation. Because these activities are likely to
jeopardize the myths that have been so carefully engineered
and fed to a gullible public by both the manufacturers of
illness and various health organizations, they are clothed in
secrecy.37 Judging from recent newspaper reports, concerning
multimillion dollar gift-giving by the pharmaceutical industry
to physicians, the occasional revelation of lobbying and politi-
cal exchange remains largely unknown and highly newsworthy.
It is frequently argued that lobbying on behalf of specific leg-
islation is an essential avenue for public input in the process
of enacting laws. Nevertheless, the evidence suggests that it
is often, by being closely linked to the distribution of wealth,
a very one-sided process. As it presently occurs, many legiti-
mate interests on a range of health related issues do not have
lobbying in proportion to their numerical strength and may
actually be structurally precluded from effective participation.
While recognizing the importance of lobbying activity and yet
feeling that for certain interests its scope ought to be severely
curtailed (perhaps in the same way as the proposed regulation
and publication of political campaign contributions), I am, to
be honest, at a loss as to what should be specifically recom-
mended.... The question is quite apart from the specific issue
of changing individual behavior, in what ways could we possibly
regulate the disproportionately influential lobbying activities of
certain interest groups in the health field?

Public Education. In the past, it has been common to
advocate the education of the public as a means of achieving
an alteration in, the behavior of groups at risk to illness. Such
downstream educational efforts rest on “blaming the victim”
assumptions and seek to either stop people doing what we feel
they “ought not” to be doing, or encourage them to do things
they “ought” to be doing, but are not. Seldom do we educate
people (especially schoolchildren) about the activities of the
manufacturers of illness and about how they are involved in
many activities unrelated to their professed area of concern.
How many of us know, for example, that for any average
Thanksgiving dinner, the turkey may be produced by the
Greyhound Corporation, the Smithfield Ham by ITT, the
lettuce by Dow Chemical, the potatoes by Boeing, the fruits
and vegetables by Tenneco or the Bank of America?38 I would
reiterate that I am not opposed to the education of people
who are at risk to illness, with a view to altering their behavior
to enhance life chances (if this can be done successfully).
However, I would add the proviso that if we remain committed
to the education of people, we must ensure that they are
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being told the whole story. And, in my view, immediate
priority ought to be given to the sensitization of vast numbers
of people to the upstream activities of the manufacturers of
illness, some of which have been outlined in this paper. Such
a program, actively supported by the federal government
(perhaps through revenue derived from the RRBT), may
foster a groundswell of consumer interest which, in turn,
may go some way toward checking the disproportionately in-
fluential lobbying of the large corporations and interest groups.
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