Waldron, 1. (2000) Trends in gender differences in
mortality: relationships to changing gender differ-
ences in behaviour and other causal factors, in E.
Annandale and K. Hunt (eds.) Gender Inequali-
ties in Health. Buckingham: Open University
Press.

Waldron, L. (2002) Trends in gender differences in
coronary heart disease mortality—Relationships to
trends in health-related behavior and changing gen-
der roles. In Weidner, G., Kopp, M., and Kristen-
son, M., eds., Heart Disease: Environment, Stress
and Gender. Amsterdam: IOS Press.

Waldron, I., Bratelli, G., Carriker, L.,et al. (1988)
Gender differences in tobacco use in Africa, Asia,
the Pacific, and Latin America, Social Science and
Medicine. 27(11): 1269-1275.

Waldron, I., McCloskey, C., and Earle, 1. (2004)
Trends in gender differences in accidents mortal-

A Tale of Two States 55

ity—Relationships to changing gender roles and
other societal trends. (Submitted paper)

Weidner, G., Kopp, M., and Kristenson, M., eds.
(2002) Heart Disease: Enviromment, Stress and
Gender. Amsterdam: IOS Press.

Wizemann, T. M., and Pardue, M.-L., eds. 2001. Ex-
ploring the Biological Contributions to Human
Health: Does Sex Matter? Washington, D.C.: Na-
tional Academy Press, Institute of Medicine.

World Health Organization {2002) AIDS Epidemic Up-
date: December 2002. Geneva, Switzerland: UNAIDS
and WHO. (www.who.int/hiv/pub/epidemiology)

World Health Organization (2003) The World Health
Report 2002. (www.who.int/whr/2002/).

Writing Group for the Women’s Health Initiative In-
vestigators (2002) Risks and benefits of estrogen

plus progestin in healthy postmenopausal women,
JAMA 288 (3): 321-333.

A TALE OF TwWO STATES
Victor R. Fuchs

In the western United States there are two con-
tiguous states that enjoy about the same levels of
income and medical care and are alike in many
other respects, but their levels of health differ
enormously. The inhabitants of Utah are among
the healthiest individuals in the United States,
while the residents of Nevada are at the opposite
end of the spectrum. Comparing death rates of
white residents in the two states, for example,
we find that infant mortality is about 40 percent
higher in Nevada. And lest the reader think that
the higher rate in Nevada is attributable to the
“sinful” atmosphere of Reno and Las Vegas, we
should note that infant mortality in the rest of
the state is almost exactly the same as it is in
these two cities. Rather . . . infant death rates de-
pend eritically upon the physical and emotional
condition of the mother.

The excess mortality in Nevada drops appre-
ciably for children because, as shall be argued

below, differences in life-style account for differ-
ences in death rates, and these do not fully
emerge until the adult years. As [Table 5-1] indi-
cates, the differential for adult men and women
is in the range of 40 to 50 percent until old age,
at which point the differential naturally de-
creases.

The two states are very much alike with re-
spect to income, schooling, degree of urbaniza-
tion, climate, and many other variables that are
frequently thought to be the cause of variations
in mortality. (In fact, average family income is
actually higher in Nevada than in Utah.) The
numbers of physicians and of hospital beds per
capita are also similar in the two states.

What, then, explains these huge differences in
death rates? The answer almost surely lies in the
different life-styles of the residents of the two
states. Utah is inhabited primarily by Mormons,
whose influence is strong throughout the state.



56 The Social Production of Disease and lliness

Table 5-1. Excess of Death Rates in Nevada
Compared with Utah, Average for
1959-61 and 196668

Table 5-2. Excess of Death Rates in Nevada
Compared with Utah for Cirrhosis of the
Liver and Malignant Neoplasms of the
Respiratory System, Average for

Age Group Males Females 1966-68
<1 42% 35% Age Males Females
1-19 16% 26%
20-29 44% 42% 30-39 590% 443%
30-39 37% 42% 4049 111% 296%
4049 54% 69% 50-59 206% 205%
50-59 38% 28% 60-69 117% 227%
60-69 26% 17%
70-79 20% 6%

Devout Mormons do not use tobacco or alcohol
and in general lead stable, quiet lives. Nevada,
on the other hand, is a state with high rates of
cigarette and alcohol consumption and very
high indexes of marital and geographical insta-
bility. The contrast with Utah in these respects is
extraordinary.

In 1970, 63 percent of Utah’s residents 20
years of age and over had been born in the state;
in Nevada the comparable figure was only 10
percent; for persons 35-64 the figures were 64
percent in Utah and 8 percent in Nevada. Not

only were more than nine out of ten Nevadans

of middle age born elsewhere, but more than 60
percent were not even born in the West.

The contrast in stability is also evident in the re-
sponse to the 1970 census question about changes
in residence. In Nevada only 36 percent of persons
5 years of age and over were then living in the
same residence as they had been in 1965; in Utah
the comparable figure was 54 percent.

The differences in marital status between the
two states are also significant in view of the as-
sociation berween marital status and mortality
discussed in the previous section. More than 20
percent of Nevada’s males aged 35-64 are sin-
gle, widowed, divorced, or not living with their

“spouses. Of those who are married with spouse
present, more than one-third had been previ-
ously widowed or divorced. In Utah the compa-
rable figures are only half as large.

The impact of alcohol and tobacco can be
readily seen in [Table 5-2] the comparison of
death rates from cirrhosis of the liver and malig-
nant neoplasms of the respiratory system. For

both sexes the excess of death rates from these
causes in Nevada is very large.

The populations of these two states are, to a
considerable extent, self-selected extremes from
the continuum of life-styles found in the United
States. Nevadans, as has been shown, are pre-
dominantly recent immigrants from other areas,
many of whom were attracted by the state’s per-
missive mores. The inhabitants of Utah, on the
other hand, are evidently willing to remain in a
more restricted society. Persons born -in Utah
who do not find these restrictions acceptable
tend to move out of the state. .

SUMMARY

This dramatic illustration of large health differ-
entials that are unrelated to income or availabil-
ity of medical care helps to highlight the [follow-
ing] themes . ..

1. From the middle of the eighteenth century to the .
middle of the twentieth century rising incomes re- .
sulted in unprecedented improvements in healthin :
the United States and other developing countries.

2. During most of this period medical care (as dis- ¥
tinct from public health measures) played an in: ¢
significant role in health, but, beginning in the
mid-1930s, major therapeutic discoveries made §
significant contributions independently of the rise §
in real income. iy

3. As a result of the changing nature of health prob-’
lems, rising income is no longer significantly associ-
ated with better health, except in the case of infant!
mortality (primarily post-neonatal mortality)—and
even here the relationship is weaker than it used!
to be. 7
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4. As a result of the wide diffusion of effective med-
ical care, its marginal contribution to health is
again small (over the observed range of variation).
There is no reason to believe that the major health
problems of the average American would be signif-
icantly alleviated by increases in the number of
hospitals or physicians. This conclusion might be
altered, however, as the result of new scientific dis-
coveries. Alternatively, the marginal contribution
of medical care might become even smaller as a re-
sult of such advances.

5. The greatest current potential for improving the
health of the American people is to be found in
what they do and don’t do to and for themselves.
Individual decisions about diet, exercise, and
smoking are of critical importance, and collective

decisions affecting pollution and other aspects of
the environment are also relevant.

These conclusions notwithstanding, the de-
mand for medical care is very great and growing
rapidly. As René Dubos has acutely observed,
“To ward off disease or recover health, men as a
rule find it easier to depend on the healers than
to attempt the more difficult task of living
wisely.”!

NOTE

1. René Dubos, The Mirage of Health (New York:
Harper, 1959), p. 110.

PoPULATION HEALTH IN UTAH AND NEVADA:
M AN UPDATE ON VICTOR FUcHS’ TALE OF TWO STATES

Victor G. Rodwin and Melanie . Croce-Galis

In 1974, after examining age-specific mortality
rates in Utah and Nevada, health economist
Victor Fuchs noted that Utah’s population was
healthier than Nevada’s even though these
states had similar densities of physicians and
~ hospital beds.! Since Utah and Nevada had sim-
ilar levels of average family income, urbaniza-
tion, and education, Fuchs concluded that ac-
cess to medical care makes only a marginal
contribution to population health. He sug-
gested, therefore, that a policy of increasing the
number of hospitals and/or physicians would be
of little benefit to population health. In compar-
ison to Nevada, Utah’s residents are part of a

Acknowledgment: This article grows out of a discussion
with students in Wagner/NYU’s “Community .Health and
Medical Care” class taught by Professor Rodwin. A rough
draft was,written by Melanie Croce-Galis and Brenda Hur-
tubise. Subsequently, Victor Rodwin and Melanie Croce-
Galis gathered additional data and rewrote the paper. The
authors thank Brenda Hurrtubise for her contribution to the
initial research for this article.

more homogeneous, predominantly Mormon
state with less migration, more family stability,
and fewer risky health behaviors. Fuchs’ “Tale
of Two States” illustrates the powerful role of
lifestyle and other social determinants of popu-
lation health.2

Do Fuchs’ findings hold up after three decades?
Has Utah’s health advantage been maintained?
Since state-level data on risk factors for disease
and measures of health status that go beyond
mortality are more easily available today, we
present 2000 data on these indicators to shed
more light on the characteristics of both states.

What did we find? Sure enough, these two
contiguous states continue to share some impor-
tant characteristics (Table 1). They also differ in
important ways with respect to risk factors for
disease, age-specific mortality rates, and a range
of other health-status indicators. Thirty years
later, the population of Utah continues to live
longer, on average, and appears, by all measures,
to be in better health than Nevada’s residents.
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CONVERGENT CHARACTERISTICS

Based on the latest data available—in 2000—
Utah and Nevada still share similar levels of in-
come—whether measured by household or fam-
ily units. They share similar levels of poverty,
urbanization, and education. Also, Utah and
Nevada have similar levels of medical resources:
Utah has a slightly higher physician density;
Nevada has a slightly higher hospital bed den-
sity.3 Finally, Utah and Nevada have similar lev-
els of heaith care coverage. Nevada has a
slightly higher level of coverage, perhaps be-
cause it has a higher percentage of its population
over the age of 65 (10.5% versus 8.5%) that are
covered by Medicare.

DIVERGENT CHARACTERISTICS |

One of the most striking differences between
Nevada and Utah concerns patterns of commu-
nity stability (Table 2). In Utah, 63 percent of
the population was born in the state in contrast
to only 21 percent in Nevada. Utah’s Hispanic
and African-American population is under 10
percent whereas Nevada’s comes to 26 percent.
Utah’s families are characterized by lower di-
vorce rates and its residents drink far less alco-
hol and smoke far less tobacco than Nevada. In

Table 6-1. Utah and Nevada: Convergent Characteristics

summary, The Behavioral Risk Factor Surveil-
lance Survey (BRFSS) indicates that rates of
binge drinking, chronic drinking, and cigarette
consumption are about twice as high in Nevada
than in Utah.

POPULATION HEALTH IN
UTAH AND NEVADA

Although Nevada’s infant mortality rates have
increased proportionately more than Utah’s over
the past thirty years, they continue to lag signifi-
cantly in comparison to Utah (6.5 versus 5.24).
Age-specific mortality rates in Nevada also ex-
ceed Utah’s for every age cohort (Table 3). What
is more, for those 50 years of age and over, there
is an even greater excess of death rates in
Nevada in 2000 than thirty years ago.

Mortality, by selected causes, is also higher in
Nevada than in Utah (Table 4). For example, the
higher mortality rates from malignant neo-
plasms of the respiratory system and from cir-
rhosis of the liver probably reflect the cumula-
tive effects of different health behaviors, noted
earlier (Table 2). o

Beyond the comparison of mortality differen-
tials, we found a range of other health status in-
dicators that reveal, in more depth, some of the
ways in which Utah’s residents are healthier

Utah Nevada
Socioeconomic Characteristics
Average household income $45,726 $44,581
Average family income $51,022 $50,849
% Families below poverty level 6.5% 7.5%
Individuals below poverty level 9.4% 10.5%
Level of urbanization 88% 92%
Education: high school diploma or higher 88% 81%
Medical Care Resources and Coverage
Hospital Beds (per 1,000 pop’n) 2.2 31
Physicians (per 10,000 pop’n) 31 29
*Have some kind of health insurance coverage 86.4% 88.9%

Sources: 2000 U.S. Census; Utah Health Data Committee, Office of Health Care Statistics;
Nevada Bureau of Licensure and Certification, Department of Human Resources; 2000 BRFSS

Utah and Nevada.
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Table 6-2. Utah and Nevada: Divergent Characteristics

Utah Nevada

Community Stability/Migration
% of persons (age 5 +) that were living

in same residence in 1995 49% 37%
% of residents born in state 63% 21%
Socio-Demographic Characteristics
% African-American and Hispanic 9.7% 26.3%
% Non-Hispanic White 85% 65.2%

Family Stability

Divorce rate

Married couple/family households

Risky health behaviors
Alcohol use:

binge drinking
Tobacco use:

Ever smoked 100 cigarettes and a current smoker?

4.3 per 1,000 7.3 per 1,000

63.2% 49.7%
10.2% 22.6%
12.9% 29.0%

Sources: 2000 U.S. Census; 1999 BRFSS, 2000 BRESS, Nevada State Health Division: Center for
Health Data and Research; Utah Department of Health: Center for Health Data; Utab Vital
Statistics, Marriages and Divorces 1999 and 2000.

than Nevada’s (Table 5). For example, differ-
ences in years of potential life lost (YPLL) before
the age of 75 indicate that heart disease, homi-
cides, and suicides exact far greater costs on res-
idents of Nevada than on their counterparts in
Utah. This is consistent with measures of self-
assessed health status, which indicate that resi-
dents of Utah perceive themselves to be in better
health than those of Nevada.

CONCLUDING OBSERVATIONS

Although Utah and Nevada share a host of con-
vergent characteristics, Utah’s distinctive fea-
tures—community and family stability, popula-
tion' homogeneity, and fewer risky health
behaviors—highlight the social factors that ap-
pear to make its residents healthier. All of these
factors are influenced by the dominant Mormon

Table 6-3. Excess Mortality Rates in Nevada Compared with Utah: 1960s and 2000

Average for 1959-61 and 1966-68

2000

Age Group Males Females Age Group Males and Females
<1 42% 35%
1-19 16% 26% <24 31%
20-29 44% 2% 25-34 45%
30-39 37% 42% 35-44 43%
40-49 54% 69% 45-54 65%
50-59 38% 28% 55-64 53%
60-69 26% 17% 65-74 45%
. 70-79 20% 6% 75-84 13%
Sources:

1960s: Fuchs in Conrad, Table 5.1; p. 50, 1974.
2000: Utah and Nevada Vital Statistics: Births and Deaths; 2000 U.S. Census.
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Table 6-5. Utah and Nevada: Health Status Indicators

Utah Nevada

Motor Vehicle-Related Deaths
(per 100,000 population) 17.7 18.9
Years of Potential Life Lost (YPLL) Before Age75 6503 8970
YPLL<75 by Cause:

Homicides 98 397

Suicides 494 660

Heart disease 759 1581
Self-Assessed Health Status As Very Good or Excellent 61.6% 55.7%
Self-Assessed Health Status As Poor 2.4% 5.0%
Average Number of Days with Limited Activity (per 30 Days) 2.8 3.3

Sources: 1999 National Vital Statistics System, National Center for Health Statistics, Age-Adjusted YPLL<75 years per 100,000
population; 2000 BRESS Survey (http://healchk.state.nu.us/nihds/brfss/Br]"ss%202000/Genera1%20Hea1th/genhlt17.htm); Kaiser
Family Foundation State Health Facts Online: United Health Foundation analysis of 2001 BRFSS.

culture in Utah and probably account for the
confluence of many behavioral choices that
lower Utah’s mortality rates across a wide range
of health risks and raise its population’s health
status.

Do residents of Utah have a better quality of
life? Do they derive more happiness from life?
We still do not have the kinds of indicators and
data we might like to answer such questions. But
thirty years later, Fuchs’ citation from René
Dubos continues to ring true: “To ward off dis-
ease or recover health, men as a rule find it eas-
ier to depend on the healers than to attempt the
more difficult task of living wisely.”s :

NOTES

1. Fuchs in P. Conrad (Ed.) The Sociology of Health
and lllness (6% ed.) (pp. 50). New York, NY:
Worth Publishers, 2001. Fuchs’ tale was origi-
nally published as a chapter in his book, Who
Shall Live? Health Economics and Social
Change. New York, Basic Books, 1974.

2. Evans, R.G. (1994). Why Are Some People
Healthy and Others Not? NY: Aldine de Gruyter.

3. Utah/Nevada Department of Licensure, personal
communication April 23, 2003. Part of the differ-
enge in divorce rate figures may be due to the fact
that Nevada grants divorces to Nevada residents
who have resided in the state for at least six
weeks, whereas in Utah residents must have
resided in the county where the divorce is filed

for at least three months prior to filing; in addi-
tion, residents of Utah have a mandatory ninety-
day waiting period after the filing before the di-
vorce is granted.

4. Utah/Nevada Vital Statistics, 2000.

5. Fuchs in Conrad, 2001, p. 51.
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