
Issue 2, July 2016

Wealth Press

The Health Issue



Health Issue 2 Health Issue 3

Who we are
The Wealth Press is a collaborative attempt to view 
the world through the lens of inequality and to see 
what we find. It has been created and edited by an 
open group of individuals with a concern for ine-
quality and a need to voice those concerns.

What we do
We put those at the margins on the centre page. 
We discover and share the voices muted by society.
We work horizontally and respectfully towards one 
another at all times.

What we stand for
We believe ideas should be shared, not owned. We 
believe in equalising voices. In empowering people 
to tell their own stories, we redefine the parame-
ters of journalism. We believe in investigation, in 
curiosity, and in questioning the status quo.
Get involved!

With the Wealth Press...
Anyone can get involved with the Wealth Press; 
whether that is as a writer, a designer, a web editor, 
a photographer, a sub-editor or simply as someone 
with an idea or a story that they want to be told. 
We actively encourage views from all sectors of so-
ciety and believe good journalism must fundamen-
tally be about presenting those views.
Come along to our meetings every second Saturday, 
or simply join us on Facebook on our Wealth Press 
page.
For more information email Aidan at 
aidanmmharper@gmail.com

With Wealth Equality...
Come join us at our mother organization: Wealth 
Equality. We gives voices to those silenced by our 
current economic and political system. Not tied by 
national, cultural or linguistic boundaries, creat-
ing a model towards a better future for humanity, 
recognising the needs of every adult and child and 
enabling all to fulfil their true potential and feel 
valued within the world.
We aim to not only reimagine a world based on the 
equal distribution of wealth but to create practical 
steps towards making that ideal a reality. We do 
this through a wide variety of projects, campaigns 
and events based around the wants and needs of 
our local community.
Find us on www.wealthequality.org
  Facebook: Wealth Equality
  The Wealth Press
    Twitter: @Wealth_Equality
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Can a society achieve health equality 
without wealth equality?
People today live longer and are healthier than people 50 
years ago. Modern science has produced many innovative 
and lifesaving solutions. It has reduced the spread of in-
fectious diseases and improved our understanding of the 
human body. For many, this has meant better health out-
comes: the average life has increased from 48 years in 1955 
to 71 years in 2015.

Despite this, the unequal structure of our society continues 
to cause significant, preventable pain. 

Governments often ignore the fact that exposure to poverty
is a major cause of poor health. In many countries, such 
as the UK and the USA, market-driven policies have made 
health an individual problem. The poor, women and ethnic 
and racial minorities are hardest hit. Through private health 
insurance and medical fees, the heavy burden of maintain-
ing personal health is placed on those groups least equipped 
to carry it. 

But there is hope. Medical professionals from all over the 
globe are researching the impact of poverty on health. Rather 
than singling out things like smoking or poor diet, a grow-
ing number of experts are recommending that we put social 
inequality at the centre of our understanding of healthcare.

In this issue, we hope to provide you, the reader, with some 
knowledge relating to health inequality. By sharing our re-
search and ideas we are trying to understand the effect of 
wealth inequality on health. We have also focused on prac-
tical steps we can take to work together for a more equal 
world. We hope you enjoy reading it.

Illustrations
Justin D. Johnson

Design
Melina Dieckgräber

Editors
Andrew Davidson
John Demmery Green
Natalie Fiennes
Jasmine Green
Aidan Harper
Justin D. Johnson
Franck  Magennis
Jonathan Nomamiukor

http://melinamina.com
https://www.facebook.com/groups/349358995252497/
https://www.facebook.com/groups/876886702362627/
https://twitter.com/Wealth_Equality?lang=de


Health Issue 4 Health Issue 5

Content
Signs and Symbols

links for further 
information www.wealthequality.org

references & sources  New Yorkers

links of photographs

Mental Health is Political 10-13

Inequality Kills 22-23

Race to the Bottom: A Glimpse 
at how the South Live 24-25

“Not everything the Daily Mail 
says about us is true” 6-9

Why we should all demand 
a four day week 14-17

Health Inequality: 
a Practitioner’s View 27-29

When Doctors Revolt: 
Canada, 1962 18-21

Should health be an 
individual problem? 30-31

https://www.flickr.com/photos/boklm/3455924621/
https://www.flickr.com/photos/natanvance/14721360269/in/photolist-oqSPwn-8rfcUu-8QMQSv-pHWCs-eTqtXW-6xkUCn-5GLnGT-8QMPmp-pzEme9-4zkS3k-8QMPJV-9nkEmU-79oegT-eTe6m4-ohQ9bv-czjamG-ehDMt1-oAGZTA-6wSehy-8HRLAN-52uHAv-7vikN7-8QMRre-mmuZM-dyqzjM-4oLpp4-7vrmzv-dyqSK4-5Ef5ee-dyxdm5-2sRXG-dywjoE-dyxzBQ-dyrYAB-dyvW1w-dywTjo-4RGNGM-dyqq6c-dyqsMr-dyxqVJ-a3VFSE-dyqpQg-dyw93A-dyqLne-dys3Ka-aPVtk6-dyvSEy-dyqYVR-dyxxts-dmhzmw


Health Issue 6 Health Issue 7

“Not every-
thing the 
Daily Mail 
says about 
us is true”
“What a fantastic service” I exclaimed in 
great surprise. The voice who had answered 
my call to 111, the NHS non-emergency line, 
told me that the antibiotics I needed for the 
inconvenient and painful urinary tract infec-
tion I had, could be prescribed over the phone. 
The prescription would be faxed to my near-
est pharmacy and ready to collect within one 
hour; just in time for me to make it to my 
night shift.
“Don’t sound so surprised” she replied “not 
everything the Daily Mail says about us is 
true”. There it was: the pang of guilt. I had 
allowed my expectations of this nurse-led 
service to be shaped by negative representa-
tions in the news. 

Jasmine Green

As a nurse also working in the NHS, I am 
acutely aware of how the profession has fall-
en out of favour with the mainstream media. 
Once heralded as “heroes”, headlines in re-
cent years instead focus on the bad practice 
of individual nurses such as the “Killer from 
Manila”. It is important to acknowledge that 
exposing systemic failures of healthcare pro-
viders is essential to maintaining high stand-
ards of care. An example of this is the Francis 
Report, which highlighted the failings within 
the Mid Staffordshire NHS Foundation Trust 
in 2013. The report has led to an increased 
emphasis on the importance of whistle-
blowing and for nurses who whistleblow to 
be taken more seriously. Raising concerns 

and exercising professional ‘duty of candour’ 
is enshrined in the Nursing and Midwifery 
professional code of conduct, which exists 
to protect the public. However, frequent re-
porting on a minority of cases where nurses 
cause harm to patients, cases that do not rep-
resent the profession, have been damaging. 
Now the profession also needs to protect it-
self from government cuts but our voice can 
barely be heard. 

The NHS student bursary, until now, has been 
available to students studying nursing, mid-
wifery, physiotherapy and other courses who 
will train students to work for public health-
care. The government, however, has recently 
cut this bursary and will replace it with stu-
dent loans much like those of other students. 
It also plans to withdraw NHS subsidisation 
of tuition fees, further increasing the cost of 
study to the individual students. 

Some might think it is fair that nurses pay 
their own way through education in the same 
way that many of their fellow students do. 
However, nursing students differ from other 
students in a number of ways. Throughout 
their degree, nurses spend 50% of their time 
in clinical practice, working up to 48 hours 
a week, making direct and positive contri-
butions to patient care. This full-time work, 
which includes 12.5 hour shifts on nights 
and weekends and is undertaken alongside 

completing an academic degree, makes it 
near impossible for nursing students to earn 
an income outside of this. Furthermore, nurs-
ing students do not get the lengthy holidays 
other students are afforded, and are therefore 
unable to take up long periods of paid work. 
Replacing the bursary with a loan is not only 
unsustainable and short-sighted in terms of 
numbers of people entering the profession, it 
is also insulting. 

Nursing is a vocation that people from a vari-
ety of backgrounds take up at many different 
ages. The average age of an undergraduate 
nursing student is 30. Cutting the bursary will 
no doubt deter people from entering the pro-
fession, particularly those with dependents or 
from low-income households. Nursing should 
be open to those who care and are passion-
ate about high quality healthcare, not just 
those who can afford to study it. In the years 
leading up to 2012, when nursing became a 
graduate profession, nurses were accused of 
being “too posh to wash”. Now the profession 
is being forced into elitism meaning we risk 
losing many of our future’s most talented, 
caring and compassionate nurses based on 
their financial status. 

We have an aging and growing population; 
we need more nurses. The impact of cutting 
the bursary could mean fewer people entering 
the profession and the NHS further relying on 

http://www.nhs.uk/NHSEngland/AboutNHSservices/Emergencyandurgentcareservices/Pages/NHS-111.aspx
http://www.kingstonguardian.co.uk/news/10068453.Unsung_Hero__Children___s_nurse_on_first_name_terms_with_a_dragon/
http://www.dailymail.co.uk/news/article-3086922/Blunders-left-evil-nurse-free-kill-NHS-ward-Demands-inquiry-Filipino-psychopath-forged-qualifications-poisoned-22-patients.html
http://www.dailymail.co.uk/news/article-3086922/Blunders-left-evil-nurse-free-kill-NHS-ward-Demands-inquiry-Filipino-psychopath-forged-qualifications-poisoned-22-patients.html
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/279124/0947.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/279124/0947.pdf
http://Nursing and Midwifery professional code of conduct, which exists to protect the public
http://Nursing and Midwifery professional code of conduct, which exists to protect the public
http://Nursing and Midwifery professional code of conduct, which exists to protect the public
http://www.dailymail.co.uk/news/article-2299085/Youre-posh-wash-patient-Minister-orders-student-nurses-basics-improve-compassion-NHS.html
https://www.flickr.com/photos/seattlecamera/24353551914/
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Join the Bursary or Bust Facebook group and take part in their action. 
Write, talk and repost. Make sure people know what is happening to the NHS student bursaries. 
https://www.facebook.com/bursaryorbust/?fref=ts

spending money on agency workers to fill the 
gaps.  General secretary of the Royal College 
of Nursing, Janet Davis, empathises with the 
anger of nursing students has described the 
decision as “disappointing” and made by peo-
ple who do not understand what a nursing 
degree entails. In an open letter to the gov-
ernment, a coalition of 20 healthcare chari-
ties, trade unions and royal colleges urged the 
government to put a hold to these plans as it 
needs further risk assessment.

The ‘Bursary or Bust’ campaign is asking the 
government to reverse the cuts to the NHS 
student bursary immediately. It is made up of 
healthcare staff, students and unions repre-
senting healthcare professions and patients. 
They have organised two demonstrations and 
a one-hour student walk-out among many 
other actions to draw attention to this issue 
and demand that the government rethink 
this decision. 

It is important that NHS workers stand 
together as the decisions being imposed will 
affect all NHS staff and patients. The stu-
dent walk-out happened on the same day 
as the junior doctors strikes against Health 
Secretary Jeremy Hunt’s proposed changes 
to their contracts. However, as government 
announcements about decision making 
regarding the junior doctors contracts and 
cuts to NHS bursaries have been made at sim-
ilar times and it often feels the cuts to NHS 
bursaries are not getting the coverage they 
deserve. 

We need to protect NHS bursaries so we 
continue to have caring and compassionate 
people from a diverse range of backgrounds 
entering the healthcare professions. It is im-
portant for patient safety and it is important 
for the future of the NHS. 

https://www.facebook.com/bursaryorbust/?fref=ts
https://www.rcn.org.uk/news-and-events/news/janet-davies-to-nursing-students-i-understand-your-anger
https://www.rcn.org.uk/nursingcounts/news/student-funding-changes-nothing-short-of-reckless
https://www.rcn.org.uk/nursingcounts/news/student-funding-changes-nothing-short-of-reckless
https://www.rcn.org.uk/nursingcounts/news/march-against-student-bursary-cuts
https://www.flickr.com/photos/koreana/
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Mental 
Health 
is Political

Natalie Fiennes

The World Health Organisation (WHO) pre-
dicts that by the end of this decade, ‘depres-
sive disorders’, i.e. mental health issues, will 
be the primary cause of disability across the 
globe. In the UK between 2010 and 2011, the 
prescriptions for anti-depressants increased 
by 43%. Over 50 million prescriptions were 
dispensed in England in 2012 alone –more 
than any other medication. Mental health 
problems are becoming the new norm.

So what explains this rise? In part, it is a result 
of the economics and politics of austerity. 
Austerity is the economic policy of cutting 
public expenditure, for example in health 
or in education. In reality, this often means 
that the health of the nation’s finances is put 
above the actual health of its citizens. It is the 
current austerity programme that is making 
us sick. By looking at health and economic 
data over decades, Sanjay Basu and David 
Stuckler argue in The Body Economic, that 
austerity impacts both physical and men-
tal health. They show that although suicide 

rates have spiked globally, in countries that 
have pursued an economic programme of 
austerity, such as the UK, Greece, and Spain, 
the increase has been higher than those that 
did not, like Iceland and Germany.

We are all subjected to an increasingly pres-
surised society that is rife with job insecuri-
ty, stress, intensifying levels of productivity, 
state surveillance, personal debt, and hyper 
competitiveness: all of which are having 
a disturbing affect on our mental health. 
However, mental health is also an issue of 
inequality and it is the most vulnerable, the 
most marginalised, and the poorest in society 
that have suffered the most from deepening 
inequalities and after six years of austerity, as 
they do not have access to the same services 
as the rich. 

For starters, austerity widens the gap 
between the rich and the poor. Those living 
in poverty in the UK – i.e. 21% of the pop-
ulation – have had to bear 39% of public sec-

tor cuts. In real terms, this means an average 
of £2,195 per year. Disabled people have lost 
an average of £4,410 per year, nine times the 
average citizen. And those with severe disa-
bilities have lost £8,832 per year, nineteen 
times that of the average citizen.

Those currently out of work and already 
struggling with their mental health are 
made to undergo punitive financial sanc-
tions, whilst struggling through impossible 
bureaucracies to be assessed ‘fit for work’ and 
thus be sent ‘back to work’. For those of us 
that have struggled with our mental health 
– or know someone that has – we know 
that it is hard to overstress how demanding 
the most seemingly menial of tasks can be, 
from buying groceries to answering a text 
from a friend. The mind-bogglingly complex, 
demeaning and invasive bureaucracies in 
these ‘back-to-work’ schemes do nothing but 
further penalise and exclude those that require 
the highest level of support and solidarity.
Unemployment also causes mental health 

problems. In 2015, the pressure group ‘Psy-
chologists Against Austerity’ published their 
five-year research project into the psycholog-
ical implications of austerity. They identified 
five so-called ‘austerity ailments’. They are: 1) 
humiliation and shame 2) instability and in-
security 3) isolation and loneliness 4) feelings 
of entrapment or powerlessness and 5) fear 
or distrust. They show that unemployment 
and personal debt are one of the causes for 
each of these ailments.

It is at these moments of personal or spiritual 
crisis where the most privileged in society has 
access to the kinds of support that poorer and 
marginalised groups do not. Affluent family 
and friends, extensive social circles, stable 
housing situation, stable migration status, 
singlehood, access to private health care, a 
university degree are all examples of privi-
leges that could change the circumstances 
of someone suffering from mental illness. 
It should come as no surprise then that in a 
study of 2,500 homeless people in 2014, 80% 

http://www.who.int/mental_health/management/depression/wfmh_paper_depression_wmhd_2012.pdf
http://bjp.rcpsych.org/content/200/5/393
http://bjp.rcpsych.org/content/200/5/393
http://www.mind.org.uk/news-campaigns/news/landmark-moment-as-antidepressant-prescriptions-top-50-million/#.V3pT1bRZHTq
http://www.newstatesman.com/politics/welfare/2015/10/cut-how-austerity-relates-our-mental-health
https://psychagainstausterity.files.wordpress.com/2015/03/paa-briefing-paper.pdf
https://psychagainstausterity.files.wordpress.com/2015/03/paa-briefing-paper.pdf
https://www.flickr.com/photos/33224129@N00/8523109450/in/photolist-dZaauW-9655CG-mJKQi9-dmigRj-a9HWsi-4HcF3b-7AYgxS-7FutxE-cfiSvE-97jMy-pbdQM1-6c1jve-9TYT6N-bvz12v-bVcygS-bVcvSh-bVcxiq-84SMP4-bVcxPb-bVcwmh-bVcx5j-5bj9ZM-bN8gn-bVcsDo-bVcvvb-bVcsWy-e3acTT-bVctio-DRLrUX-tsSHaQ-bVcuVE-bVcujA-e9BT7e-7FByLx-srWKef-e9Hyzq-6YHafE-5uV6qy-4H8top-jz4N9G-6jbiqU-7H53or-6yv8QS-a2Xd19-4HcEMQ-N67ck-7H98aC-jb9Wk-7H53oB-4HcDqw
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reported severe mental health issues, and 
45% had already had a diagnosis.

And yet, as we know, six years of cuts to public
services has resulted in a savage attack of 
the NHS. Austerity is driven by a desire to end 
public services and establish privately run 

services. A number of mental health services 
are funded by Local Authority budgets which 
as we know have been cut savagely, so these 
services have been drastically reduced, in par-
ticular those available to the young and el-
derly. More than 2,000 hospital beds reserved 
for those with acute mental health problems 

were lost between 2011-2013. This year, it is 
estimated that approximately three-quarters 
of children and young people with mental 
health issues are unable to access the treat-
ment that they need.

With harsh quotas and tightening pressure 
on service providers, treatment is increasingly 
being driven by economic concerns over and 
above health. Medication is the cheapest op-
tion. Another popular and cheap treatment 
for depression and anxiety is Cognitive Be-
havioural Therapy (CBT) – both online and 
in person. During CBT, the sufferer is asked 
to internally manage and remedy negative 
associations and behaviours. The waiting list 
for CBT is lengthy, consists of a maximum 
of ten sessions and can be undertaken in a 
group session.

This article is not meant to shame the med-
ical professionals that work tirelessly and 
often at the expense of their own mental 
health, but rather to show that under this 
economic order where treatment is set to the 
agenda of making a profit, the centrality and 
the sanctity of the individuals’ health takes 
second priority.

Austerity has increased the demand for 
mental health services whilst also attacking 
those services that are needed most at this 
time. Mental health is not simply biological; 
it is also political. While we should never stop 
treating individuals and providing medical 
care, we also need to look for political solu-
tions to the rising tide of anxiety disorders, 
mental health disorders, and suicide.

http://www.homeless.org.uk/facts/our-research/homelessness-and-health-research
http://www.homeless.org.uk/facts/our-research/homelessness-and-health-research
https://www.flickr.com/photos/seanj/99737352/in/photolist-9Pbrw-etwab2-7u528L-4MtVEm-9PY7F-onLgXi-39AJbz-41Wnvi-5pK1wT-cmQciA-cVqAfC-bzz2t5-4L4CJC-84HnTb-63Lx8W-9G57ss-3YVWJ-4xbsmp-mZWoqA-7A9eAU-9iBewV-e9kMWq-C7Nny-biWmmK-6QcBn7-7HHFVL-E932AU-cVpWgy-7ZzLUG-DnbCAn-fJsHYX-2k9twq-gcj3J-ebdnr-dKQjef-5sNz9j-9pYaq-NZWZ-dp4MkJ-6sDYwv-cVprbU-nTSWt-9cad9F-5S6iqe-8Q6JYS-6BQEGr-px8zx-3Zkaua-kkWggv-bh1kBB


Health Issue 14 Health Issue 15

to develop cancer, diabetes, chronic heart 
disease and arthritis than those working 
40 hour weeks. (Interestingly men are not 
similarly affected, only facing a higher risk of 
arthritis.)

The problem for workers is clear: long hours 
make you ill.

How much longer?
In the 1930s the economist John Maynard 
Keynes predicted that by 2030 we’d be work-
ing a 15-hour week in an economy without 
scarcity. He thought we’d have our needs for 
food and shelter so easily taken care of by 
machines that most work would dry up. 

Almost a hundred years later we’re all still 
working harder than ever. Many people have 
since tried to explain why Keynes was so 
wrong.

Anthropologist David Graeber blames 
bullshit jobs, while less radical commentators 
have suggested that people enjoy work too 
much to give it up.

In fact, the biggest cause of long hours is 
wealth inequality. Gains in productivity and 
efficiency are being siphoned off by a super 
elite who require the rest of us to work longer 
and harder to continue to generate their ab-
surd wealth. The solution is to equalise the 
distribution of that wealth.

Fighting for a shorter week
Struggles past and present provide insight 
and inspiration on how to fight for better 
healthcare and against long hours.

Why we 
should all 
demand 
a four day 
week

The Most of us work too long and too hard. 
For many, our jobs negatively affect our 
health, both mentally and physically. For too 
long we have failed to make the connection 
between long working hours and illness.

Long hours are making you sick
Work-related stress is linked to high blood 
pressure, infertility, indigestion, allergies, 
migraine, diabetes, ulcers, and skin disorders. 
Workers often take too few breaks and spend 
too much time in the same position. This can 
cause long-term physical problems including 

repetitive strain injuries (RSI), back injuries 
and eye strain. Long hours leave you stressed 
and strained.
Too much work can prevent you from getting 
enough exercise, can disturb and reduce your 
sleep, and can leave you with insufficient 
time to prepare healthy meals. Long hours 
leave you tired and poorly fed.

A Mental Health Foundation survey found 
when working long hours more than a quar-
ter of employees feel depressed (27%), one 
third feel anxious (34%), and more than half 

Franck Magennis

feel irritable (58%). Long hours leave you 
grumpy and depressed.

A 2015 study of over half a million people 
concluded that those working more than 
55 hours a week have a 33% increased risk 
of stroke compared with those who work a 
35- to 40-hour week. They also have a 13% in-
creased risk of coronary heart disease. Long 
hours can literally kill you.

Another recent study shows that women 
working 60 hour weeks are 3 times as likely 

http://www.econ.yale.edu/smith/econ116a/keynes1.pdf
http://strikemag.org/bullshit-jobs/
http://uk.businessinsider.com/john-keynes-predicted-15-hours-workweek-2015-8?r=US&IR=T
https://www.mentalhealth.org.uk/a-to-z/w/work-life-balance
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)60295-1/abstract%20Link
https://news.osu.edu/news/2016/06/16/overtime-women/
https://www.flickr.com/photos/seattlecamera/24353551914/
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Workers and communities everywhere are 
demanding more public spending on health 
services. In Lewisham, London, an astonish-
ing campaign by local residents defeated 
the coalition Government’s plans to close 
Lewisham Hospital. 

Clearly health remains a key priority for peo-
ple. But part of prioritising health means 
finding ways to work less while maintaining 
a dignified standard of living.

In 2000 the French Government passed a 35 
hour legal limit to the work week. Further 
working time was to be considered overtime. 
Today French workers are striking to resist 
attempts to replace the 35 hour week with 
pro-business labour laws. Through trade 
unions and industrial action, we can fight for 
and win shorter hours.

In the 1850s Australian workers were expected 
to work gruelling hours for low pay. In 1856 
they demanded an eight-hour working day. To 
increase pressure on their bosses, they went 
on strike on 21 April. Their work stoppage was 
so successful it went viral, and its legacy 
continues in the May Day bank holiday still 
celebrated worldwide.

No longer: Demand a four day week.
Our health and happiness depends on transi-
tioning to an economy where we all work less. 
To do this, we must first change our attitude 
to work. We have to change our own lives, 
and from there to change our workplaces, 
our local communities, and our governments. 
We have to demand a four-day working week.

In our workplaces, we can have conversations 
with co-workers about working hours and 
conditions. In my workplace, we have started 
to meet once a month to discuss these issues 
together. If it seems safe to do so, the issue of 
shorter working hours and four day employ-
ment contracts can be raised with manage-
ment.

Overwork has made our economy and our 
community tired and sick. But we don’t need 
to settle for this any longer. Like the Austral-
ians in 1856, let’s develop our own unified 
demand. Let’s demand a four-day week.

A meeting on 9 July is being organised in London to establish a new public holiday. Those 
interested in helping to organise this campaign for a four day week can contact 
franckmagennis@gmail.com

http://www.mirror.co.uk/news/uk-news/how-save-lewisham-hospital-campaigns-2265267
http://www.bbc.com/news/world-europe-36385778
https://www.jacobinmag.com/2016/05/may-day-rosa-luxemburg-haymarket/
https://www.facebook.com/events/194441014286534/
franckmagennis@gmail.com
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When 
Doctors 
Revolt: 
Canada, 
1962

John Demmery Green

“TO OUR PATIENTS: This office will be closed 
after July 1st, 1962. We do not intend to carry 
on practice under the Saskatchewan Medical 
Insurance Act.”

On this date, the sign above was posted on 
doctors’ offices throughout Canada’s prairie 
province of Saskatchewan. It marked the be-
ginning of a 23-day battle which would result 
in North America’s first government-funded, 
single-payer health insurance system. The 
new system introduced free medical coverage 
for all citizens, regardless of ability to pay. To 
win this battle, Saskatchewan’s socialist gov-
ernment would have to stare down vicious 
attacks from a wealthy and powerful group 
made up of the medical establishment, the 
insurance industry, most of the press, and a 
large number of local right-wing “Keep Our 
Doctors” (KOD) committees.

The 1960 election had been fought on one 
issue: the introduction of province-wide 
Medicare (that is, free government-funded 
healthcare). During the election, the Sas-
katchewan College of Physicians and Sur-
geons raised $100,000 (£440,000 today) to 
wage a campaign of scaremongering and 
misinformation about the dangers of “social-
ized medicine.” With a war-chest dwarfing 
that of all the province’s political parties, the 
doctors’ lobby issued propaganda in print, 
radio, television, and public meetings with 
dire warnings: 
“People would not be able to choose their 
own doctors; there might be compulsory 
abortion; state bureaucrats might commit 

people to mental hospitals. It was suggested 
that many doctors would leave the province 
and be  replaced by inferior foreign practi-
tioners.” (Canadian Dimension, July 2012)

Despite these efforts, the pro-Medicare CCF 
party (Cooperative Commonwealth Federa-
tion), led by Tommy Douglas, won the elec-
tion. Douglas, who in a 2004 poll was voted 
“The Greatest Canadian,” had a personal 
connection to the idea of free healthcare. As 
a boy growing up in Falkirk, Scotland, he’d 
suffered an injury to his right knee. The injury 
developed into osteomyelitis, a bone condi-
tion that required several surgeries to cure. 
After moving with his family to Canada in 1910, 
Douglas’s osteomyelitis set in again. Doctors 
informed his parents that his leg would have 
to be amputated. Luckily for young Douglas, 
however, a notable orthopaedic surgeon took 
an interest in his case, and agreed to operate 
and waive medical fees if students were al-
lowed observe the surgeries. In the end his 
leg was saved, and the episode left a strong 
impression on the future premier and MP. 
“Had I been a rich man’s son instead of the 
son of an iron moulder,” he said of it later, “I 
would have had the services of the finest sur-
geon, and would not have had to depend on 
chance for a cure. All my adult life I dreamed 
of the day when an experience like mine 
would be impossible and we would have in 
Canada a program of complete medical care 
without a price tag.”
 
By 1962, Douglas had left Saskatchewan 
politics to lead the CCF’s successor, the New 
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Democratic Party, in the Canadian House of 
Commons. In the angry summer of 1962 his 
successor, Woodrow Lloyd, was confront-
ed by an ideological onslaught. With public 
opinion split and media coverage providing 
a free platform, the striking doctors began 
their mass tantrum with rallies on the steps 
of the provincial legislature in Regina. CBC 
reports from the time show the doctors and 
their supporters cheering speeches glorifying 
the “freedom of the individual,” waving plac-
ards denouncing the government as either 
Nazis or Communists, and proudly brandish-
ing lynched effigies of premiers Douglas and 
Lloyd on little sticks.

Faced with the threat of reaction, the gov-
ernment and its grassroots supporters did 
not stand idle. Trade unionists, agrarian rad-
icals, CCF party activists, and a small core of 
pro-medicare doctors worked together to 
establish community clinics across the prov-
ince. As well as providing essential services 
during the strike, these clinics aimed to build 
a user-driven alternative to private fee-based 
healthcare. The Lloyd government also threw 
considerable resources into the struggle, 
flying in replacement doctors from Britain, 

the US, and elsewhere. A hostile media played 
on racist fears of “foreign” doctors, with one 
editorial cartoon depicting a stereotyped 
African “Witch Doctor” answering the gov-
ernment’s call and inquiring about fringe 
benefits. Dr. Gerhard Beck, an American MD 
interviewed by the CBC, left his US practice 
to help fill the shortage in Canada. He ex-
perienced the hatred of the right-wing KOD 
atmosphere first-hand, receiving anonymous 
threats of violence in the mail for helping a 
“communistic government.” Welcomed with 
strong community support, he cheerfully 
shrugged the threats off.

As the weeks dragged on, it became clear that 
the doctors had overestimated their public 
support. A planned rally of 20,000 outside 
the legislature drew only 4000, and the Lloyd 
government invited Lord Stephen Taylor, a 
founder of Britain’s NHS, to mediate an end 
to the standoff. The Saskatoon Agreement 
was reached on July 23rd, and the strike was 
defeated. Within ten years, Saskatchewan’s 
model would be adopted by every province in 
the country.

John Demmery Green is 
a playwright, musician, 
and amateur philolo-
gist living in South East 
London. Originally from 
Canada’s west coast, 
he’s the founder and 
artistic director of Da 
Vinci’s Kitchen theatre 
productions 
(@davinciskitchen).

Call to Action:

The 1962 Doctors Strike is a clear example of a democratic government facing down enormous 
outside pressures and working with social movements to build a more equal society. Every 
challenge to healthcare as a fundamental, non-negotiable right in Britain or elsewhere should 
be met with the same courage and steadfast commitment. In the recent Junior Doctors strike 
we can be thankful that those doctors and nurses took great pains to defend an NHS free at 
the point of use against unnecessary and crippling government cuts. Now, NHS nurses are pro-
testing the Tory government’s plans to cut essential work bursaries, an action with potentially 
disastrous consequences for both patients and health workers. Everyone in favour of a more 
equal world should join these struggles to protect and enhance our quality of life.
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Aidan Harper

Inequality 
Kills
Inequalities in wealth are directly related to 
inequalities in health. Danny Dorling has 
described these inequalities as ‘the scandal 
of our times’. If we consider that for just a 
second, we begin to see just why he holds 
that belief. It is terrible to think that if you are 
born poor, you are more likely to die young. 
Doomed to a life of illness and an early death 
– all because you were not born with enough 
money. At the same time there are others 
who have more money than they can spend 
in a hundred lifetimes. 

Let’s be clear about this here. This is not just 
about ill health caused because of low total 
levels of wealth (for example, starving to 
death because you don’t have enough money 
for food); it is also about how much wealth 
you have in relation to everyone else which 
determines your health. That is incredibly 
important. It means that inequality itself 
makes people sick. Looking around, it means 
that you (or someone you may know) are ill 
precisely because others are so stupendously 
rich.

Linking inequality and health
Towns hit hardest by the closing of coal-pits, 
steel-works and factories throughout Brit-

ain in the 1980s are also those hit hardest 
by government cuts since 2010. The result-
ing unemployment and poverty put strains 
on individuals, families and communities, 
leading to a break down in personal relation-
ships and community life. Depression led to 
alcoholism, drug-abuse and other forms of 
addiction such as smoking and over-eating. 
Suicides skyrocketed. In fact, every time un-
employment increases by 1%, levels of suicide 
also increase by 0.8%.  

Inequality quite literally kills. One study 
found that in the US in 1990, income inequal-
ity resulted in as many deaths as lung cancer, 
diabetes, motor-vehicle accidents, HIV-re-
lated causes, suicide and murder combined. 
That is massive. 
And it’s getting worse: the gap in life ex-
pectancies between the rich and the poor is 
increasing for the first time since the 1870s.  
That is fitting as we are now moving towards 
Victorian levels of inequality. 

How does this happen?
Inequality affects health in a variety of differ-
ent ways. As we’ve already seen, losing your 
job can lead to pressures on mental health 
which can lead to drug and alcohol use. The 

day-to-day stresses of being poor also lead to 
an increased risk of heart disease and diabe-
tes. Government cuts to public health servic-
es are another example of inequality effect-
ing health. A 10% reduction in mental health 
nurses due to government cuts has led to a 
20% rise in the deaths of mentally ill people 
in NHS care. Exercise is also affected by ine-
quality as people on lower incomes find it 
harder to afford gym passes, have less time to 
exercise, have less outdoor space to exercise 
in, or have less sports facilities in their neigh-
bourhoods. These are just a few of the rea-
sons as to why inequality affects your health. 

Poor health is not the fault of 
the individual
The language around health is one that focus-
es on the individual. In 2004 the government 
released a report called “Choosing Health”. 
Language like this is a tactic used to hide the 
fact that health is the result of other factors. 
Factors like inequality and poverty. We have 
seen how there is a direct link between how 
poor you are in society and how bad your health 
is.  To reduce poor health, we must first reduce 
inequality.

Call to Action:

It is only when we join together that we can 
fight inequality. One of the best ways of doing 
this is by joining a trade union. Trade unions 
help increase pay and conditions at work, as 
well as protecting against unemployment. 
This will then have a positive effect on your 
health and the health of those around you.

http://www.dannydorling.org/books/unequalhealth/
http://www.dannydorling.org/books/unequalhealth/
http://pcwww.liv.ac.uk/~alexss/thatcherism.pdf
http://pcwww.liv.ac.uk/~alexss/thatcherism.pdf
https://www.theguardian.com/society/2010/dec/13/poorest-councils-face-biggest-cuts
https://www.dur.ac.uk/news/newsitem/?itemno=20097
http://www.euro.who.int/__data/assets/pdf_file/0008/134999/e94837.pdf
https://www.jrf.org.uk/sites/default/files/jrf/migrated/files/inequality-income-social-problems-full.pdf
http://www.cass.city.ac.uk/__data/assets/pdf_file/0011/316100/ILCCASS-LEANDI-REPORT_final_25_04_16.pdf
http://www.telegraph.co.uk/finance/financialcrisis/9330934/Britain-faces-Victorian-levels-of-inequality-says-Oxfam.html
http://www.telegraph.co.uk/finance/financialcrisis/9330934/Britain-faces-Victorian-levels-of-inequality-says-Oxfam.html
https://www.theguardian.com/society/2016/jan/26/rise-mental-health-patient-deaths-nhs-struggling-to-cope
http://www.bms.com/documents/together_on_diabetes/2012-Summit-Atlanta/Physical-Activity-for-Low-Income-Populations-The-Health-Trust.pdf
http://www.nhshistory.net/choosing%20health%20summary.pdf
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Race to the 
Bottom:

Jonathan Nomamiukor

Residents of the southern states of America 
like to consider ourselves as rebels. If one 
were to drive down a long patch of highway 
in Alabama, the likelihood of passing a Con-
federate flag or twelve is pretty high. Down 
here, that flag is sometimes known as the 
“rebel flag” because it symbolized the South’s 
decision to protect the institution of slavery 
even at the cost of rebelling against the 
Union as a whole. The South may have taken 
a loss when it comes to the Civil War, but 
we’ve tried our damndest to maintain racial 
suppression in a variety of ways.

Take healthcare for example. Despite being 
the state responsible for tossing the United 
Kingdom’s colonial clutches, as well as its tea, 
into the Boston harbor, Massachusetts takes 
great pride in being colloquially known as 
“New England.” So much so that the favored 
North American Football team of the region 
is named the “New England Patriots.” This 
willingness to be tethered to its motherland 
goes beyond just naming things. Although 
no state in the Union comes close to main-
taining universal healthcare throughout it’s 
borders, Massachusetts has the lowest rate 
of uninsured people in the United States of 
America.
 
In Massachusetts, around 4% of the state 
population is uninsured as of 2014. For adult 
residents of Massachusetts under the age of 
64, that number creeps up to 5.8%. That 5.8% 
figure is far and away the lowest number 
in the entire country. That said, the number 
uninsured people of color in Massachusetts 
mostly trumps the number for white resi-
dents. For example, just under 10% of Black 
and Native American adults living in Mas-
sachusetts do not have health insurance. 
That number jumps to 13.2% for Latino and 
Hispanic individuals living in the state. The 
number for Asian Americans in the state of 
Massachusetts is similar to the state average 
at 5.5%. Thus, minority living in Massachu-
setts will have a 1-in-10 chance of being unin-
sured. As deplorable as that number sounds, 
it’s pretty good compared to my home state 
of Texas.
 
In the early ww’s, slave-owning residents 
from the United States settled in what would 

A Glimpse at how 
the South Live

http://kff.org/other/state-indicator/total-population/
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eventually become Texas in great number. 
After Mexico repeatedly tried to outlaw Slav-
ery in all of its territory, white settlers in Texas 
declared war against Mexico and fought a 
bloody war for independence, and won. Nine 
years later, Texas joined the United States of 
America, and a year after that, the U.S. invaded
Mexico and annexed states like California. 
Soon after that annexation, the institution of 
slavery was the catalyst for yet another war: 
the United States Civil War. 

In the wake of the Civil War, the south-
ern states mostly lost their legal authority 
to force black Americans to produce their 
means of economic vitality. That said, they 
maintained their lust for racial subjugation 
and created novel ways to bring about op-
pression. Southern states were so effective 
at maintaining of racial hierarchy through 
terrorism and apartheid that countries like 
South Africa and Israel replicated their tech-
niques. Although many racially oppressive 
laws have been revoked throughout Texas, 
the impact of bigotry still remains. 

Perhaps that is why nearly one third of Black 
adult Americans living in Texas are uninsured. 
The rate of uninsured adult Asian Americans 
in Texas is just under 25% and the number 
for Native American Texans is 32%. Perhaps 
even more disturbing, nearly half of all adult 
Hispanic Texans, 48.5%, are uninsured. This 

means that when many Americans of color 
living in southern states like Texas get sick, 
they have to make the hard choice between 
paying hundreds, if not thousands, to visit 
a doctor or simply saving their money and 
dealing with our pain.

As a black American who grew up in Texas, 
I can attest to this reality. Like many of my 
friends growing up, I can’t recall many visits 
to the doctor for a checkup unless it was 
absolutely necessary. In fact, I can’t recall vis-
iting a dentist until I moved away from Texas 
in my mid-twenties. By that time, I relocated 
to Massachusetts and enjoyed health insur-
ance through my university. My dentist told 
me that I was in great need of a root canal, 
but that she could not schedule me in for a 
procedure until after my graduation. Thus, I 
asked her for a referral to another dentist and 
waited.

After graduation, I moved back to Texas and 
was again uninsured for a while. After ob-
taining a job as a human rights attorney, I 
again had health insurance and elected to 
finally get my dental work done. The cost of 
my root canal was just under $2,000, which 
amounted to around 2/3rds of my monthly 
paycheck. If not for my insurance covering 
nearly 80% of the cost, I would have made 
the same decision my family and I made for 
years: save the money and deal with the pain.

Health 
Inequality: a 
Practitioner’s 
View

Andrew Davidson BSc (Hons) MCSP MAACP

Health inequality is when certain groups ex-
perience preventable and unjust differences 
in their health. These differences are often 
caused by geographical, social, biological and 
economic reasons. 

Epidemiologist Richard Williams showed that 
economic inequality extends into health, 
mortality rates and even basic values such 
as trust. In a country where the National 
Health Service (NHS) is struggling to cope 
with budget cuts and increasing demands, 
healthcare professionals need to adapt new 
approaches to illness and injury. The London Hospital, Photo by Melina Dieckgräber

http://globalpolicysolutions.org/resources/obamacare-reduces-racial-disparities-in-health-coverage/#_ednref33
https://www.ted.com/speakers/richard_wilkinson
http://www.londonspovertyprofile.org.uk/indicators/topics/health/inequalities-in-life-expectancy/
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The post-code lottery 
The ‘postcode lottery’ refers to the disparity 
of quality in public health services dependent 
on where you live.  Despite ex-Prime Minister 
Gordon Brown’s vow to end it in 2008, little 
has changed. 
This mostly affects vulnerable groups: the 
poor, the elderly and those with long term 
conditions. Poorer areas are more often 
affected, but poor healthcare has more com-
plex causes than simple lack of funding.  

A vicious spiral of worsening health
Healthdata recently estimated that one third 
of the world’s’ population are obese. That’s 
over two billion people! Obesity itself is not 
necessarily dangerous to a person’s health, 
but inactive or ‘sedentary’ lifestyles are asso-
ciated with higher mortality rates. 

Sleep, the most important human behav-
ioural experience, helps us understand how 
quickly health can deteriorate.  A link between 
poor sleep and poor health has long been 
suspected, but the true purpose of sleep and 
its impact on health has recently been discov-
ered. 

On average people spend a third of their nat-
ural lives sleeping. The most recent theory 
suggests the brain needs REM sleep in order 
to filter out waste products to maintain 
normal function. Chronic sleep deprivation 
causes a build-up of these waste proteins 
into plaques on the brain which are associat-
ed with Alzheimer’s later in life. 

Being sleep deprived also releases hormones 
that makes the body crave carbohydrates as 

a primary source of energy, placing this group 
at a 50% higher risk of obesity and diabetes. 
Once a person is sleep deprived, overweight 
and inactive, the risk of anxiety, depression 
and other mental health problems rise 
significantly. 

This bleak picture is reflected in the socioec-
onomics of Hackney Borough. Until recently 
Hackney was the second most deprived local 
authority in England. Out of its 263 000 
residents, 27% are living with moderate to ex-
treme levels of pain and 42% of children live 
in poverty. 81% of one of East London’s pain 
clinic’s patients in 2015/2016 suffered from 
regular suicidal ideation. 

Statistically women appear to experience 
depression three times more than men. How-
ever, 78% of all suicides in 2013 were commit-
ted by men under 45, and suicide is now a 
leading cause of death for men between 20 
and 34 in England. 

In addition men are twice as likely to suffer 
from alcohol dependency (1 in 5 vs 1 in 12), and 
are highly reluctant to seek treatment. For a 
nation that was voted the best health care 
system in the world in 2014, these figures are 
not encouraging.

Internationally, self harm now takes more 
lives than war, murder and natural disasters 
combined. Isolation, financial stress, and 
developing a sense of being a burden are 
reported by survivors of suicide.  

The problems extend to those who are em-
ployed as well. 

Work Related Musculoskeletal Disorders is a 
classification of injuries to muscles, nerves 
or tendons that are sustained while at work. 
Common injuries include carpal tunnel syn-
drome, lower back pain and repetitive strain 
injuries. 

23.3 million workdays are lost annually in 
the UK. The most prevalent reason is chron-
ic lower back pain which for sufferers has a 
60 - 70% chance of becoming a lifelong con-
dition. Musculoskeletal disability levels have 
increased by 30% in two decades and con-
tinue to rise. This suggests that our current 
physical symptom-based treatments (injec-
tions, surgeries, medication) are unsuccessful 
in managing this group. Treatment costs the 
economy £14.3 bn each year, £8.2 of which is 
direct cost to the individual, over and above 
their contribution through taxes to the NHS.

Once an individual’s health has deteriorated 
to a certain state the risk of associated mus-
culoskeletal injuries, such as chronic lower 
back pain, are significantly higher. This leaves 
patients over-reliant on ineffective treat-
ments in both the NHS and private sector. 

What can we do? 
There is no single solution to improving the 
health of vulnerable groups. Many resources 
are available and a lot of beneficial research 
has already been done. 

One of the greatest challenges is changing 
perceptions and values amongst frontline 
healthcare professionals.

Researchers have discovered that despite 
‘abnormal’ scan findings (disc bulges/tears, 
spine curvature, bone degeneration) being 
highly prevalent in the pain free population, 
patients being treated for pain are more likely
to report it increasing after seeing an abnor-
mal scan – a phenomenon referred to as 
VOMIT (Victim of Modern Imaging Technolo-
gy). If provided with a disclaimer at the end of 
the scan explaining this, patients experienced 
less pain. Despite this, the disclaimer is not 
part of standard NHS practice. 

Health inequality extends beyond the simple 
allocation of funding. It is the result of the 
complete neglect of an entire demographic 
of people whose problems cannot always be 
diagnosed or labelled. 

These patients require true holistic care; 
access to social settings, volunteering oppor-
tunities, alcohol and drug recovery services, 
education and support on sleep, exercise, 
diet and ergonomics, as well as education 
and support with finances, domestic trouble 
and integration into society. While health-
care professionals need to re-evaluate their 
approach to avoid this spiral of worsening 
health, increased education on mental health, 
especially amongst young men, could allow 
family and friends to support in early recog-
nition of symptoms. Groups such as CALM, 
Healthwise, Mind and YoungMinds already 
do essential work in this area, and deserve 
the public’s support.   

http://www.healthdata.org/news-release/nearly-one-third-world’s-population-obese-or-overweight-new-data-show
http://www.pnas.org/content/113/11/E1536.abstract
https://sleepfoundation.org/sleep-news/sleep-loss-precedes-alzheimers-symptoms
http://www.webmd.com/sleep-disorders/features/diabetes-lack-of-sleep
http://www.londonspovertyprofile.org.uk/LPP%202015%20findings.pdf
http://www.londonspovertyprofile.org.uk/LPP%202015%20findings.pdf
http://www.who.int/mental_health/prevention/genderwomen/en/
https://www.theguardian.com/society/2014/jun/17/nhs-health
https://www.theguardian.com/society/2014/jun/17/nhs-health
http://goodmenproject.com/featured-content/why-men-commit-suicide-the-three-warning-signs-most-people-miss/
http://goodmenproject.com/featured-content/why-men-commit-suicide-the-three-warning-signs-most-people-miss/
http://www.hse.gov.uk/Statistics/cost.htm
http://www.hse.gov.uk/Statistics/cost.htm
http://www.ncbi.nlm.nih.gov/pubmed/22146287
https://www.thecalmzone.net
http://apps.hackney.gov.uk/servapps/communitydirectories/Details.aspx?OrgID=6428
http://www.mind.org.uk
http://www.youngminds.org.uk
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Should 
health be 
an individual 
problem?

If I were to ask you who is responsible for your 
health, I would expect an answer along the 
lines of: “I am.” People believe that our health 
is determined by our lifestyle and that we 
choose how we live. When we think of things 
that could potentially reduce our health we 
think of smoking, drinking or diet. We are 
told, and we believe, that the biggest health 
determinants are those we can control than 
those we cannot.

Interestingly, though many of us are affected 
by social inequality we do not readily consider 
it a cause of poor health; apart from cuts to 
the NHS, people generally treat politics and 

Justin D. Johnson

health as two separate issues. While we are 
told we are in control of our own health, we 
are told that social inequality represents a 
natural order or that it is unavoidable.

An increasing body of research is trying to 
turn this idea on its head, and recommends 
that policy makers treat social inequality as 
being the same as other health determinants. 
In the last decade, the medical community 
have collected and evaluated statistics from 
all over the globe and identified the same 
relationship time and time again: high ex-
posure to social inequality results in poorer 
health outcomes. This presents itself in many 

different ways. For example, in the UK baby 
boys born with the highest life expectancy
are those born in South Kensington, one 
of the wealthiest postcodes in London; the 
lowers life expectancy belongs to baby boys 
born in Blackpool, amongst the poorest areas
in the UK. There is a similar trend between 
social inequality and mental illness, or social 
inequality and obesity.

WHO, the World Health Organisation, in its 
report on the Social Detriment of Health, 
states that “social injustice is killing people 
on a grand scale.” To eliminate this problem 
the report makes several recommendations, 
one of which states that countries “must 
tackle the inequitable distribution of power, 
money and resources.” 

Yet governments and advertisers would 
rather safeguard their own self-interest and 
pump out messages that conflict with data. 
Commonly, this stance or approach results in 
less effective, temporary measures. An exam-
ple of this can be seen in the UK governments 
efforts to direct particular health schemes to 
the poorest, most disadvantaged areas in the 
UK. These schemes may provide temporary 
relief, but they do not reduce average levels 
of exposure to inequality in those areas, and 
so permit the cycle to continue. 

Interestingly, the steps taken by policy makers 
fail to remedy the specific issues that lead to 
the steps being taken. The UK government 
has long acknowledged the need to reduce 
social inequality, and has on many occa-
sions spoken of the need to reduce poverty, 
improve living standards and prevent the 

transference of social inequality through the 
generations. Yet, as mentioned above, the 
NHS continues to combat the symptoms of 
inequality and not inequality itself. The real 
problem is that tackling these issues head 
on challenges deep-rooted believes of social 
class and entitlement. 

This can be viewed as a surviving part of 
Thatcher’s pursuit of neoliberalism; her gov-
ernment delivered a package of policies that 
prioritised profit over people and thrust the 
poorest and most vulnerable to the helm of 
their own sinking ships. To achieve its election 
promises, Thatcher’s government not only 
actively shifted the burden of health related 
issues on the poor it also blamed them for 
the increase. Her policies created substantial 
socioeconomic inequality, which resulted in 
greater health inequality. Today, many view 
health through a similar lens. In the media 
health is often discussed with issues related 
to benefits, unemployment or immigration. 
The NHS is portrayed as a burden that services 
too many lazy, benefit-cheating poor people, 
and not as a benefit to society.

It is clear that to tackle health inequality we 
must first address social inequality. With 
social inequality on the rise, this is more im-
portant than ever.

Health Inequalities: Critical Perspectives (K. Smith, C. Bam-

bra, and S. Hill)      

Health Inequalities and Global Justice (A. Preda) 

Health Inequality and Development (M. McGillivray; I. Dut-

ta; D. Lawson) 
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