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It has become increasingly difficult to distinguish public health (and public health ethics) from tangentially

related fields like social work. I argue that we should reclaim the more traditional conception of public health as

the provision of health-related public goods. The public goods account has the advantage of establishing a

relatively clear and distinctive mission for public health. It also allows a consensus of people with different

comprehensive moral and political commitments to endorse public health measures, even if they disagree about

precisely why they are desirable.

The field of public health is having an identity crisis.

From its inception, public health has been concerned

with promoting the health of populations rather than

individuals, which explains its special emphasis on com-

municable disease. But many have begun to see public

health as a branch of social work rather than medicine.

On this view, public health seeks to promote human

rights and social justice in addition to preventing pan-

demics and pollution.1

I will argue that we need a clearer conception of public

health—one that more closely captures its original mis-

sion—in order to distinguish both the theory and prac-

tice of public health from related fields. Defending a

particular conception of public health will inevitably

involve contentious normative judgments since any ac-

count of what public health is ultimately requires judg-

ments about how we ought to conceive of it.

The account of public health I advocate is conservative

in the sense that it aims to reclaim its historical mission.

But it is also revisionary to the extent that it seeks to

simplify the way we think about public health. The ac-

count developed here does not claim to reveal any tran-

scendent essence; rather, it is an attempt to set the

agenda so that the goals of public health are clear, and

people with different comprehensive moral and political

commitments will agree with its goals, even if they dis-

agree about how best to achieve them, or why they’re

worth achieving.2

The thesis of this essay is that public health should be

concerned with the provision of public goods associated

with medicine. More specifically, public health should

attempt to promote health and prevent disease among

populations of people for whom health outcomes exhi-

bit the two characteristic features of public goods:

non-excludability and non-rivalry.3 On this view, the

case for classifying a set of health-related goals as

public health becomes stronger as the purity of the

public good and the size of the population to which it

applies increase. The point of defending this view is to

help us distinguish public health from individual health,

and from tangentially related endeavors, such as social

work, charity, and human rights campaigns.

The Scope of Public Health

Thoughtful readers of the public health literature are

likely to be surprised by the lack of consensus among

experts about the scope of public health. Since public

health measures ranging from vaccination programs to

food inspection have enjoyed such widespread support,

anyone interested in influencing public policy has an

incentive to use the phrase ‘public health’ to justify

otherwise controversial programs and regulations. A co-

ercive law passed in the name of public health is more

attractive than the same law sold as a paternalistic re-

striction on individual liberty, or a rights violation done

in the name of promoting social welfare.

One of the most memorable instances of this can be

found in the Supreme Court’s 8-1 decision to uphold

Virginia’s right to sterilize feebleminded citizens.

Writing for the majority, Justice Holmes remarked: ‘It

is better for all the world, if instead of waiting to execute

degenerate offspring for crime, or to let them starve for

their imbecility, society can prevent those who are mani-

festly unfit from continuing their kind. The principle

that sustains compulsory vaccination is broad enough

to cover cutting the Fallopian tubes.’4 The principle to

which Holmes is referring is a little unclear, but what is

clear in the analogy between eugenic sterilization and
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vaccination is an appeal to public health as a justifica-

tion for the use of government power. This case dem-

onstrates that classifying a policy as one that promotes

public health is widely considered a powerful justifica-

tion for state action; it also suggests that devising a

plausible, principled account of public health is not

just an academic exercise.

In order to motivate my own account of public health

as the provision of health-related public goods, it is

worth summarizing some attempts by scholars to ex-

pand the scope of public health by redefining its mis-

sion, or by bundling it with their own parochial views

about social justice. In a recent book, Ruth Faden and

Madison Powers argue that ‘The foundational moral

justification for the social institution of public health

is social justice’ (2008: 80). They argue that social justice

requires ‘focusing on the needs of the most disadvan-

taged’ (2008: 82). In another recent account, authors of

The Oxford Textbook of Public Health contend that in

addition to the usual items on the list, public health

should aim to ‘reduce health disparities’ and ‘reduce

interpersonal violence and aggressive war’ (2010: 4).

Finally, in a frequently cited essay, Jonathan Mann

links public health with the promotion of human

rights. Mann says ‘promoting and protecting human

rights is inextricably linked with promoting and pro-

tecting health . . . this is because human rights offers a

societal-level framework for identifying and responding

to the underlying—societal—determinants of health’

(1997: 10). Although Mann does not use the term ‘public

health’ in this excerpt, he explicitly argues that all po-

tential social determinants of the health of individuals

within a population are the proper subject of public

health. The picture we get, then, is that public health

involves promoting equality, human rights and even

world peace.5

Public Health as Public Goods

To be sure, many scholars have recognized the problem

of overly expansive accounts of public health. Powers

and Faden worry that ‘public health is sometimes viewed

as so expansive in its compass as to have no real core, no

institutional, disciplinary, or social boundaries’. Thus,

they complain, ‘everything from war, terrorism, and

crime to genetic predisposition to disease . . . has been

claimed as a public health problem’ (2008: 83). The al-

ternative advanced here—that public health should only

be concerned with the provision of health-related public

goods—has a number of advantages.

Neutrality

The first advantage of the public goods account of public

health is that it is less politically divisive than the alter-

natives.6 The idea that state governments have the right

to use coercion in order to supply public goods is con-

sistent with many different moral and political theories,

including most versions of classical liberalism, which

assign only a minimal role to the state. In contrast, the

proposal that governments and non-governmental or-

ganizations (NGOs) with a commitment to public

health must be concerned with promoting social equal-

ity and healthy eating, as well as curbing infectious dis-

ease and pollution, is much more contentious. Most

would agree that if an NGO wishes to fight inequality

in China and tuberculosis in India, they should be free to

do so. But not every thoughtful person agrees that gov-

ernments should do likewise.

In addition to being compatible with a range of moral

and political theories, the public goods conception of

public health has the virtue of being able to avoid ap-

peals to paternalism. According to Gerald Dworkin, ‘pa-

ternalism is the interference of a state or an individual

with another person, against their will, and defended or

motivated by a claim that the person interfered with will

be better off or protected from harm’.7 Paternalism is

controversial because people are skeptical of giving gov-

ernment agents the discretion to restrict our liberty in

order to promote our welfare (as they see it). However,

as Dworkin has argued, restricting liberty in order to

produce public goods is generally not paternalistic.

This is because, in the case of public goods like pollution

reduction and disease eradication, each person recog-

nizes the outcome as beneficial but lacks the capacity to

unilaterally bring it about:

There are restrictions which are in the interests of
a class of persons taken collectively but are such
that the immediate interest of each individual is
furthered by his violating the rule when others
adhere to it. In such cases the individuals
involved may need the use of compulsion to
give effect to their collective judgment of their
own interest by guaranteeing each individual
compliance by the others. In these cases compul-
sion is not used to achieve some benefit which
is not recognized to be a benefit by those con-
cerned, but rather because it is the only feasible
means of achieving some benefit which is
recognized as such by all concerned (Dworkin,
1972: 69).

On this view, if a restriction of liberty is necessary to

produce a collective benefit, and if it is acknowledged by
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those it effects as a benefit, it is not paternalistic. Thus, if

we embrace the public goods conception of public

health, we can remain neutral on whether paternalistic

interventions—especially those that restrict the liberty

of competent adults—are justifiable.

Against this view, some have argued that many public

health measures are inherently paternalistic. Nancy

Kass, for instance, says that ‘in some contexts, public

health programs are designed primarily to protect indi-

viduals from themselves, revealing that much of public

health is unabashedly paternalistic’ (2001: 1778). She

may be right that many public health practitioners—

especially those who work for NGOs that supply both

public and private goods—conceive of their work as

paternalistic. For example, a health practitioner working

for a religious charity may be concerned with providing

private health care, saving souls, teaching racial and re-

ligious tolerance, promoting public health, and a host of

other things, some of which might be accurately de-

scribed as paternalistic. But this does not imply any

deep or necessary connection between paternalism and

public health.

Of course, some public health programs, such as man-

datory vaccinations, may appear paternalistic. After all,

some people consider the possible side-effects of vaccin-

ations an unnecessary risk; others have religious convic-

tions that condemn vaccines as part of a Satanic attempt

by humans to thwart God’s master plan. Compelling

these people to get vaccinated looks like a clear case of

paternalism. It is important to remember, however, that

paternalism is a kind of justification for liberty-limiting

laws; laws themselves are not paternalistic.8 In order for

a law to be paternalistic, it must attempt to restrict

someone’s liberty, against their will, in order to benefit

the person whose liberty is restricted.9 However, because

people who wish to opt out of vaccination programs

threaten the health of others, the usual justification

for using state power to override their preferences is to

prevent harm to others, not to prevent harm to

themselves. If our reason for using force to prevent

people from opting out of a vaccination program is

to prevent harm to others, our use of force is not

paternalistic. Alternatively put, mandatory vaccination

may be the only feasible way of achieving the public

good of herd immunity against a particular infectious

disease.10 When this is true, and when this is the

justification, mandatory vaccination programs are not

paternalistic.

Children are different. Since they lack the emotional

maturity or cognitive ability to make fully rational

choices, we might justify requiring them to be vacci-

nated for two reasons: to prevent harm to others; and

to prevent them from taking risks which nearly all in-

formed people would wish to avoid. When the second

justification is invoked, we might concede that this is a

case of paternalism. But the justification in the second

case has little to do with public health. It is analogous

instead to using state power to overrule the desire

of some parents to brainwash their children with

intolerant religious propaganda or to malnourish their

kids in order to prove a particular theory about what

happens to malnourished children. People wish to pre-

vent parents from treating their children in these ways

primarily to protect children from exploitation, not

because there is a public health risk posed by exploited

children.

On the public goods account of public health, then,

there’s no need to invoke paternalism to justify govern-

ment intervention. The public goods framework allows

us to restrict liberty or use coercion in the name of public

health without resorting to measures that are (in Kass’s

words) ‘unabashedly paternalistic’.

Collective Action

A second advantage of the public goods account of

public health is that although it is broad enough to

include NGOs as providers of public health services, it

is narrow enough to explain the common observation

that public health goals often require government action

to achieve. It is a familiar fact that public goods become

more difficult to supply as the number of potential

beneficiaries increases, and as the ability to exclude

non-contributors decreases. When the costs of

contributing to a public good are borne by the indivi-

dual but the benefits are shared by all, public goods are

often difficult to produce without government

intervention.11

Assume, for example, that each person can save a bit

of time by using non-rechargeable batteries and throw-

ing them in the garbage when they’re done. Assume also

that all of us would be better off if most people refrained

from doing this, since a predictable side-effect of battery

disposal is the seepage of mercury and other heavy

metals into the soil and water near landfills, and even-

tually into drinking water and food. The benefits from a

policy that reduces mercury pollution—perhaps by

taxing battery consumption to offset the social costs it

imposes—would constitute a public good. In the ab-

sence of this policy, battery consumers face a typical

prisoners’ dilemma in which the individually rational

choice is collectively harmful.
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Once payoffs are structured in this way—structured

so that the benefits of consumption are concentrated but

the costs are dispersed—markets are notoriously inef-

fective at delivering mutual gains from trade, and there

is at least a prima facie case that the coercive power of

government can be used to improve the outcome.

This observation about the connection between

public health, public goods and government action is

elucidated in an influential review article on the nature

of public health ethics:

Public health systems . . . include a wide range of
governmental, private and non-profit organiza-
tions, as well as professionals from many discip-
lines, all of which . . . have a stake in and an effect
on a community’s health. Government has a
unique role in public health because of its respon-
sibility, grounded in its political powers, to pro-
tect the public’s health and welfare, because it
alone can undertake certain interventions, such
as regulation, taxation, and the expenditure of
public funds, and because many . . . public health
programs are public goods that cannot be opti-
mally provided if left to individuals or small
groups (Childress et al., 2002: 170).

The key claim here is that many public goods cannot

be optimally provided privately. Some authors have

gone further, arguing that all public health goals require

the use of government power to achieve. On Mark

Rothstein’s account, ‘the existence of a public health

threat demands a public response, and in a representa-

tive political system it is the government that is author-

ized to act on behalf of the public’ (2002: 74). Similarly,

Dan Beauchamp says one of the principles of public

health ethics ‘is that the control of hazards cannot be

achieved through voluntary mechanisms but must be

undertaken by governmental or non-governmental

agencies through planned, organized and collective ac-

tion that is obligatory or non-voluntary in nature’

(1976: 107). Rothstein and Beauchamp’s implicit appeal

to the public goods conception of public health is con-

genial to the view I am defending. However, both fail to

recognize that public goods do not always require gov-

ernment action or coercion to supply.

First, some NGOs can provide small-scale public

goods through private contributions. For example, a

small group of people might volunteer to provide infor-

mation to a local village about how to prevent sexually

transmitted diseases. To the extent that each person’s

choice to take precautions against the spread of disease

produces a good that is both non-rival and non-

excludable, the good provided by the NGO is public—

indeed, it is a paradigm case of public health.

Second, there are other private mechanisms for the

provision of health-related public goods. For example,

conditionally binding assurance contracts can be forged

to provide public goods when the transaction costs asso-

ciated with bargaining are low (Schmidtz, 1987). The

idea is that if enough people recognize that they can

attain a more favorable outcome by having their liberty

restricted in a certain way, or by being compelled to

contribute to a collectively beneficial endeavor, an

entrepreneur can profit from producing a contract

which will ensure that everyone’s liberty is similarly re-

stricted, or everyone is compelled to do their part. The

contract would not, however, come into effect until the

minimum number of participants needed to produce

the good has signed on. Such contracts solve the free

rider problem by compelling each signatory to contrib-

ute. They solve the assurance problem by offering a

refund to all prospective contributors if the critical

threshold of signatories is not reached.

To take an example adapted from David Hume, if

members of a community recognize that draining a

local swamp will benefit them by reducing mosquito-

borne infections, an enterprising person might organize

collective action to drain the swamp by creating a con-

ditionally binding assurance contract. How efficient

such contracts are at providing public goods is an

open question. The point is that NGOs and profit-

seeking entrepreneurs can, at least in principle, supply

some health-related public goods. This suggests that we

should not make government action a defining feature

of public health, even if governments are often in a

unique position to supply health-related public goods.

Population Health

Another advantage of the public goods account is that it

captures and clarifies the widely accepted principle that

public health should aim to treat populations, not

merely individual people.12 Nearly everyone agrees

that the fundamental difference between public and pri-

vate health is that ‘while [private] medicine focuses on

the treatment and cure of individual patients, public

health aims to understand and ameliorate the causes

of disease and disability in a population’ (Childress

et al., 2002: 170).13 But there is considerable disagree-

ment about what it means to promote population health.

Does it mean promoting average health within a popu-

lation? Promoting the total health of a population?

Ensuring equal access to basic medical services? More

fundamentally, do populations have properties
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independent of the individuals that comprise them? Or

are populations simply a collection of discrete

individuals?

To some extent, determining what constitutes a

population is a metaphysical problem without a deter-

minate answer. For the sake of simplicity, I will assume

that populations are simply groups of individuals—

there is no separate, meta-person that can be benefited

or harmed. A precise answer to the question of how we

should promote population health will probably depend

on our moral commitments. For utilitarians, promoting

the health of a population means promoting average or

total health across a set of people (including future

people).14 In the context of public health, the utilitarian

commitment to maximizing aggregate welfare implies

that we should be prepared to sacrifice (or at least refuse

to treat) people with expensive ailments in order to in-

crease total utility in the world, or average utility in the

world’s current population. It also suggests that we

should emphasize preventive care, and pay careful at-

tention to the cost-effectiveness of different treatments.

In contrast, for those inclined to think of rights as fun-

damental protections that cannot be overridden for the

sake of social utility, public health’s focus on popula-

tions is generally cashed out as a concern for protecting

the rights of everyone in a population by preventing

each person from acting in ways that cause significant

harm to others.

One of the virtues of the public goods account of

public health is that both consequentialist and deonto-

logical moral theorists will support its core agenda, even

if they do so for different reasons. Since public goods

offer benefits that are potentially available to everyone in

a population, utilitarians will generally endorse some

form of collective action to provide health-related

public goods when the benefits of doing so exceed the

costs of either forgoing the public good altogether, or

allowing entrepreneurs and NGOs to (attempt to) pro-

vide the good.

In contrast, those concerned with protecting the

rights of each member of a population will support

using the most cost-effective means, including govern-

ment action, to supply a public good when its

non-provision will predictably lead some members of

a population to harm (or violate the rights of) others.

For example, in the absence of pollution regulations,

each person’s choice to consume products that emit

greenhouse gasses, or take antibiotics whenever they

have a headache, will lead to the inefficient use of

energy and anti-microbial drugs, and will result in pre-

dictable harm to others in the form of air pollution and

genetic pollution (Anomaly, 2010).

The upshot is that deontological thinkers and utili-

tarians alike can agree that public health should be con-

cerned with providing health-related public goods to

whole populations, even if they disagree about precisely

what constitutes a population, and when it is appropri-

ate to use the machinery of government to promote

population health.

Objections and Replies

I have argued that the public goods framework helps us

set the boundaries of public health by giving us a clear

and principled way of distinguishing public health from

private health, and from social work and social justice

movements. While those concerned to promote social

justice may endorse collective action by governments

and NGOs to produce health-related public goods,

they tend to focus more on promoting equality within

a population through measures such as income redistri-

bution.15 Public health, in contrast, is agnostic about

whether we should be concerned about inequality,

whether we should endorse utilitarian or deontological

moral theories, or whether paternalistic justifications for

laws are ever legitimate. If we construe public health as

the attempt to provide health-related public goods to

populations, we can create a non-arbitrary consensus

that public health programs are both distinctive and

urgent. As Verweij and Dawson argue, ‘Where there

are public health benefits for the public as a group,

which can only be obtained through collective rather

than individual endeavor, public health action is most

clearly justified. This is and should be the core of public

health’ (2007: 27).

Still, it may be objected that the conception of public

health offered here is either too vague to be interesting,

or too narrow to include much of what practitioners of

public health consider an essential part of their field—

too narrow, for example, to include the ‘social deter-

minants of health’.

Public Goods and Private Goods

The first objection to the public goods account of public

health is that it seems too nebulous to serve as a useful

demarcation criterion.

If most public goods are at least partly rival or partly

excludable, it might be argued that there is no clear line

between public and private goods, and that the public

goods account of public health is therefore vacuous. For

example, suppose the government of the tiny island
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nation of Tuvalu decides to run a radio-broadcasted

education campaign to reduce the incidence of HIV

among the island’s inhabitants. Assuming few non-

inhabitants receive Tuvalu’s radio signals, or speak its

language, the public good is relatively excludable. Can

this impure public good be classified as a legitimate

public health program on the account offered here?

The answer, I think, is yes. The reason is that for the

population of islanders, the potentially beneficial infor-

mation is freely available and non-rival. Of course, out-

siders might benefit too, since we can all breathe easier

in a world with fewer carriers of transmissible diseases.

But since public health is concerned with the health of

small populations as well as large ones, it is perfectly

reasonable to classify efforts to supply public goods to

local populations as public health measures, even if they

have no positive spillover effects on other people.

A related and more serious problem is that even if a

public good is pure—if it yields completely non-

excludable benefits and non-rival consumption of bene-

fits—it may not be especially desirable. Since a ‘good’ in

the strict economic sense is any product that can be used

to satisfy a desire, a good can be available to all without

being considered a good thing by many of its potential

beneficiaries. For example, public parks with pollen-

bearing flowers are available for all to enjoy, but people

with pollen allergies may consider such parks a nuis-

ance. This suggests that demand for public goods will

depend in large part on the tastes and preferences of

different people within a population, and that different

populations will exhibit different demand schedules for

health-related public goods. Public goods can range

from goods whose perceived benefits extend across the

entire human population to those that reach nobody at all.

For example, an atmosphere with a robust ozone layer

is desirable for all people, and one person’s consump-

tion of the benefits of an ozone-insulated atmosphere

does not diminish anyone else’s consumption opportu-

nities (a smaller risk of skin cancer for you does not

increase your neighbor’s risk of skin cancer). But sup-

pose Prince Harry has a powerful desire to plant the

British Flag on Pluto, and broadcast it for all to see.

The knowledge that Britain planted the first flag on

Pluto is technically a public good, and although it may

satisfy the desires of a few eccentric people in the House

of Windsor, most people do not value the existence of

the Union Jack on an uninhabited planet. Similarly, sup-

pose a gene is found to cause an extremely rare disease,

and the person who discovers the link shares his discov-

ery with everyone. This information is a public good,

but it may in theory benefit nobody at all (if nobody

currently has the disease), and therefore may not be

worth the efforts of NGOs and governments to supply.

More importantly, this particular piece of research looks

like a health-related public good that is not really the

kind of thing that should be called public health.

However, this contrived example and its real-world

counterparts do not impugn the account developed

above. Instead, it highlights the need for a caveat. To

the foregoing account, we should add that public health

should only be concerned with the provision of health-

related public goods for which there is significant

demand, or would be significant demand if potential

consumers of the good had accurate information

about the likely costs and benefits (both moral and

monetary) of providing the relevant public good.

It is fairly clear that some health-related public goods

benefit all or most people in a population, and that these

should be the focus of public health. An education cam-

paign whose purpose is to inform pregnant women of

the link between fetal damage and alcohol consumption,

is one for which there is potentially high demand. The

reason is that nearly all expectant mothers would prefer

to have information that helps them improve fetal

health or avoid fetal injury. Still, mothers may not cur-

rently demand information about the link between al-

cohol consumption and fetal development if they lack

any indication that there is such a link.

In cases like this it is important to try to disentangle

public goods for which there is potential demand (given

accurate, accessible information) from public goods for

which there is current demand. Both are plausible can-

didates for collective action, and both are the proper

domain of public health. But in the first case, it may

be more difficult to justify the use of coercion to supply

the good unless there is reasonable certainty that the

current lack of demand stems from ignorance rather

than informed preference.

This is not to say that the public goods conception of

public health is so clear that it can settle every dispute

about whether a medical outcome is a private good or a

public good, or something else altogether. But it does

provide a useful way of framing the debate, in the same

way that Mill’s harm principle16 or Kant’s categorical

imperative,17 properly understood, are principles for

framing the way we think about moral and political

questions rather than algorithmic procedures for set-

tling any particular controversy.

Social Determinants of Health

Some argue that public health practitioners should

worry about issues like racism and inequality because
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they are social determinants of health (Detels et al.,

2010: 12). Indeed, Verweij and Dawson argue that ‘the

main objection to narrow accounts of public health is

that they fail to take into account many of the things that

contribute towards public health problems’ (2009: 16). I

take their phrase ‘things that contribute towards public

health problems’ to refer to what are often called ‘social

determinants of health’. Since there are an enormous

number of conceivable social determinants of health, I

will argue that just making the list of social determinants

does not imply that either encouraging or discouraging

these things should be considered part of public health.

Consider some examples. In addition to disease pre-

vention, vaccination, pollution reduction and the usual

programs associated with public health, The Oxford

Textbook of Public Health includes homicide, violence

and mental illness as problems that reduce population

health. In a sense, it is trivially true that violence and

mental illness diminish population health: a person

maimed by a burglar or paralyzed in a war is less healthy

than he would be had the burglary or war never

occurred, and having more such people in a population

will imply that average health within the population is

lower. Similarly, low wages and poor education may

lead to fewer consumption opportunities and more

health risks for particular people in a population.

Children who are so poor that they are compelled to

work in a sweat shop 12 h a day, will generally lead

less happy and less healthy lives than they would if

they worked fewer hours and spent more time in

school. They may also be more likely to become thieves.

Does this imply that public health should be con-

cerned with preventing theft and war, or changing labor

laws and education systems, in addition to the usual

items on the public health agenda? It does not, for at

least two reasons. First, as a practical matter, public

health practitioners do not have the expertise needed

to solve every problem that might make the list of social

determinants. The division of labor—especially medical

labor—provides benefits that could not be realized if

practitioners were generalists trying to solve all of the

problems related to human health or human welfare.

There are economies of scale associated with dividing

up the work of public health, private health, education

and economic growth, as well as more ambitious goals

like discouraging racism, promoting peace, etc. No

person or set of people within a particular field can pos-

sibly know how to do all of these things effectively, and

bundling them all into a single set of goals under the

rubric of public health makes it more difficult to accom-

plish any of them.

Second, and more importantly, many of the so-called

social determinants of health bear little if any relation-

ship to what practitioners and theorists recognize as

public health goals. This is partly because many items

invoked as social determinants of health—such as liter-

acy, a minimum wage or mental health—look more like

social determinants of private welfare than public health.

To the extent that social determinants influence indi-

vidual welfare rather than population health, or pro-

mote a particular social welfare agenda like increasing

economic equality, we should consider them outside of

the domain of public health.

For example, a recent World Health Organization

(2008) report on the social determinants of health

focuses on decreasing economic equality in order to in-

crease health equality.18 There is some evidence that

people’s happiness depends to some extent on their rela-

tive wealth, in addition to their absolute wealth. So it is

likely that relative health also matters to people in the

sense that being at least as healthy as those around you is

likely to make you happier. But even if we can correlate

health equality and aggregate happiness, the correlation

is not especially interesting, since public health is not

necessarily concerned with promoting aggregate happi-

ness or minimizing inequality. Equalizing resources

and maximizing aggregate welfare are fiercely contested

social goals, and unless public health practitioners are

required to show their egalitarian or utilitarian creden-

tials at the door, we should not assume that the many

different social determinants of health and happiness

are part of the public health agenda.

Attempts to address the social determinants of health

do not, then, constitute an essential part of public

health.19 Accordingly, Larry Gostin argues that ‘Just be-

cause war, crime, poverty, illiteracy, homelessness and

human rights abuses interfere with the health of indi-

viduals and populations does not mean that eliminating

these conditions is part of the mission of public health’

(2001: 72). Ruth Faden and Sirine Shebaya agree: ‘There

are many social determinants of health – including

crime and corruption. But this does not mean that the

elimination of crime and corruption are goals of public

health.’20 The account of public health as the provision

of health-related public goods can help explain why

goals like reducing crime and corruption—worthy as

they are—should not be considered part of the public

health agenda.

A further implication of the public goods account is

that unless a policy or practice is intended to promote

health or prevent disease in a population, it should not

be counted as public health, even if it inadvertently

tends to bolster public health. This is an important
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point because plenty of activities aimed at promoting

private welfare also happen to augment public health.

Allowing developers to drain swamps in order to build

condominiums, for example, may have the effect of

reducing mosquito populations, thereby lowering the

threat of infectious microbes that use mosquitoes as

vectors. But we would hardly describe the developer’s

activities as public health measures.

Instead, this suggests that in order for a program to

count as public health, it must be intended to promote

public health. Nancy Kass has accordingly argued that ‘if

a program has as its goal to increase employment . . . or

to strengthen communities . . . then the program is pri-

marily a social program, not a public health program’

(p. 17).

Conclusion

Public health practitioners and theorists are as diverse as

philosophers, dentists and art collectors. We each have

social goals that we’d like to promote. But the unique

status of public health can be traced to the fact that most

of what it has historically concerned itself with can be

classified as the provision of health-related public goods.

The public goods framework serves as a useful criterion

for distinguishing public health from private health, and

it explains why public health goals have special urgency.

Public health goals, properly understood, generally re-

quire collective action to achieve, and can be endorsed

by a wide variety of moral and political theories. Since

most people support the goals of public health, so

understood, we should take care not to infuse the

theory and practice of public health with contentious

moral and political commitments.

Notes

1. The title of the 2010 annual meeting of the American

Public Health Association was, simply, Social

Justice.

2. Disagreement will mainly come over the efficacy of

public versus private solutions to public health

problems, different weights placed on competing

values like liberty, autonomy, etc.

3. A good is non-excludable if nobody can be excluded

from consuming it; a good is non-rival when one

person’s consumption does not diminish other peo-

ple’s consumption opportunities. Richard Epstein

(2004) has defended a different (though potentially

complementary) account of public health as public

goods.

4. Quoted in Stephen Jay Gould, Carrie Buck’s

Daughter. Natural History, July 2002.

5. For a more comprehensive list of contenders for

public health, see Verweij and Dawson (2007, p. 14).

6. Larry Gostin (2001) and Mark Rothstein (2002)

agree that including social justice as a core feature

of public health makes the field overly-politicized.

7. Available from: plato.stanford.edu/entries/paternal-

ism [accessed May 2011].

8. This is because the same law can be endorsed for

very different reasons. For example, a law requiring

drivers to wear seat belts may be endorsed by some

legislators to protect individuals from harming

themselves (paternalism); other legislators might

back it because they believe it will save the state

money by reducing the medical bills of injured dri-

vers. To take another example, some legislators sup-

port social security legislation as a way of forcing

individuals to save enough money for their own re-

tirement (paternalism); other legislators construe it

as a social insurance policy, or something else

altogether.

9. Here again is Dworkin’s definition: ‘paternalism is

the interference of a state or an individual with an-

other person, against their will, and defended or

motivated by a claim that the person interfered

with will be better off or protected from harm’.

Available from: plato.stanford.edu/entries/paternal-

ism [accessed May 2011].

10. Herd immunity occurs when a critical mass of

immunized people effectively prevents an infectious

microbe from persisting or spreading in a

population.

11. Jean Hampton (1987) and Todd Sandler (2004)

argue that the provision of public goods can be mod-

eled by a variety of non-cooperative games, many of

which generate free rider and assurance problems.

12. Childress et al. (2002).

13. Schneider concurs: ‘Public health is concerned with

the prevention of disease and disability. It is aimed

at benefiting the entire population in contrast

with medicine, which focuses on the individual’

(2010: 6).

14. For the important distinction between total welfare

and average welfare, and the deep puzzles it engen-

ders, see Derek Parfit (1984: Ch. 17).

15. The term ‘social justice’ is in this way misleading. All

of us care about justice, but the agenda of those who

describe themselves as promoting social justice is

fairly controversial.
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16. Mill’s harm principle is that ‘the only purpose for

which power can be rightfully exercised over any

member of a civilized community, against his will,

is to prevent harm to others’ (2002: 11).

17. One version of Kant’s categorical imperative enjoins

us to ‘act so that you use humanity, whether in your

own person or in the person of any other, always at

the same time as an end, never merely as a means’

(1998: 38).

18. Available from: http://whqlibdoc.who.int/hq/2008/

WHO_IER_CSDH_08.1_eng.pdf. See also,

Norman Daniels et al. (1999).

19. Of course, some of the social determinants of popu-

lation health, such as sanitation and access to

contraception, should be considered part of public

health. There is a public good associated with pro-

viding women with reproductive rights and access

to contraception, since without these we all suffer

the consequences of an overcrowded planet with

(among other things) a greater risk of infectious dis-

ease and environmental pollution.

20. Available from: plato.stanford.edu/entries/

publichealth-ethics/.
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