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s the story goes, a businessman was walking home from work one evening. He noticed 
another man on his hands and knees under a streetlight, searching frantically for 
something. Feeling pity for the man, the businessman put his briefcase down and 

joined the searcher, asking him, “Can I help you? What are you looking for?”
A

The man replied, “Oh, thank you; I have lost 
my keys, and I won’t be able to get into my home 
unless I find them. Could you help me?”

“Of course,” said the businessman, thinking the 
search would not take long, and he got to work 
scouring the asphalt underneath the light. After 
a couple of unsuccessful minutes, the business-
man sat up and watched the searcher combing the 
same ground again.

He then asked, “Where do you believe you 
were when you lost your keys?” Without looking 
up, the searcher blindly pointed to a dark field a 
few dozen yards away. “I am pretty sure I dropped 
them over there.”

The businessman looked at him incredulously 
and then at the darkened field, remembering he 
was now late getting home. He pointed to the 
ground and said, “If you lost them over there, why 
are you looking here?”

“Because,” the searcher explained, “this is 
where the light is.”

I use this story as an analogy in attempting to 
explain the approach to “health” in the United 
States. It illustrates the concern that we will for-
ever be looking under the lamppost of health care 
delivery — searching incessantly and without 
success — for the answers to what ails us without 
looking in the areas where health is lost.

The statistics and correlations regarding the 

“health” of the U.S. seem redundant now. They 
are so accepted that the magnitude of their shock 
value has become background noise, or an expec-
tation that this is just how things are. The political 
talking points about what is right or wrong with 
health care and health — amongst other social 
issues — are as predictable as the sun rising in the 
east and setting in the west.

Importantly, we must be clear with what we 
mean when we discuss the “health” of our coun-
try. “Health” is distinctly different — yet con-
nected — to “health care,” or the act of address-
ing medical problems in the country. In the U.S., 
health and health care are paradoxically related. 
For much of our history, we have falsely equated 
the health “of our communities” with the delivery 
of health care “to the community.” The premise 
of this mindset is that if we only delivered “more” 
health care — or similarly, better access to it — 
then our communities would be “more” healthy. 
If only we looked harder under the lamppost, we 
might find our keys. Unfortunately, most evidence 
does not support this cause and effect.

DETERMINING IMPACT ON HEALTH WHERE IT MATTERS
Year after year, as a country, we spend more 
and more on health care with little gain in over-
all health. In fact, we seem to be getting worse. 
In 2020, according to the Centers for Medicare 
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& Medicaid Services’ (CMS) National Health 
Expenditure Account, the U.S. spent $4.1 trillion 
on health care, $12,530 per person and a staggering 
19.7% of our GDP.1 This spending far outweighs any 
of the other countries in the Organization for Eco-
nomic Co-operation and Development.2 For this 
vast amount of money, we receive little in return 
at the population level. In 2020, the average lifes-
pan of a U.S. citizen was one of the lowest of any of 
the Organization for Economic Co-operation and 
Development countries, at 77 years.3 Life expec-
tancy has decreased from 2019 to 2021 to 76.1 years, 
the largest drop over a two-year period since 1921.4

Buried beneath these summary statistics lie 
the hard facts that make these rankings attainable. 
The U.S. has one of the highest suicide, maternal 
mortality, infant mortality, obesity and chronic 
disease burden rates of any of the Organization 
for Economic Co-operation and Development 
countries, which, of course, translates to more and 
younger deaths.5, 6 This burden is not equally dis-
tributed in our society, with the poor and vulner-
able much more likely to fall in these categories.

There is no doubt that tremendous advances 
have been made in the delivery of health care, 
medical devices and therapeutics, all of which 
are impactful at the individual level with some — 
such as the COVID vaccines — affecting entire 
populations. However, there is limited evidence 
to suggest that many of these technical advances 
have had a significant impact on the health of the 
community in general, or on the overall health of 
our country.

Instead, great advances in health are more 
generally correlated with improved standards of 
living and other measures outside of health care 
delivery. In his groundbreaking study, British phy-
sician Thomas McKeown found that advances 
in lifespan in England and Wales from the mid-
19th century to the 1960s were more attributable 
to things such as improved nutrition and sani-
tation, and not as much from medical discover-
ies, such as antibiotics.7, 8 This was supported by 
the work of American physician and epidemi-
ologist J. Michael McGinnis, who famously esti-
mated that health care delivery was responsible 
for 10%-15% of preventable mortality in the U.S.9 
Numerous studies have concluded that being 
able to afford nutritious food, housing, clothing, 
transportation and education have all contrib-
uted to the improvement in health throughout 
history. Indeed, this was recognized in the World 
Health Organization’s Constitution in 1948, which 

acknowledged how health was impacted by 
political and social issues as well as the impor-
tance of working across other domains — such 
as education, agriculture, housing and econom-
ics — if we were to improve health globally.10, 11  

Despite this, the world shifted to the belief that 
“health” was equal to medical care, and that if 
we just focused on health care delivery, that this 
would somehow solve the problem.

FACTORS OUTSIDE OUR HOSPITAL WALLS
With improved living standards and their resul-
tant increases in life expectancy came the rise of 
chronic diseases, such as hypertension, diabetes 
and heart disease, along with a medical model to 
describe their causes. Health care delivery became 
increasingly focused on the “proximate causes” 
for disease, such as poor diet, lack of exercise, 
smoking and others. But what has not changed is 
that there are populations with higher risk for the 
proximate causes than others, begging the ques-
tion: What makes someone at risk for a risk?12

The “risk for being at risk” is tied to “social 
determinants of health,” which the Centers 
for Disease Control and Prevention defines as  
“… conditions in the environments where peo-
ple are born, live, learn, work, play, worship and 
age that affect a wide range of health, function-
ing, and quality-of-life outcomes and risks.”13  
Following this, the CMS has recently advanced 
rules instructing hospitals to screen for “social 
determinants of health” and to provide resources 
to those in need.14 

Although these are good measures, are they 
enough, and will they appreciably help solve the 
complex issue of health? One could argue that it 
only continues to drive the narrative that health 
care will improve health, which, when objectively 
viewed, is not addressing the problem where it 
lies. It is continuing to search under the lamp-
post while the keys are in the darkened field. If 
addressing the social determinants of health is 
the goal, because we accept that they contribute 
to poor health outcomes and disparities, then we 
should also understand why someone is at risk 
for negative social determinants of health. This 
is important to understand, especially since pro-
longed exposure to negative social determinants 
is cumulative on disease outcomes, just like toxins 
or other more proximate causes.

HEALTH AND STRUCTURAL ISSUES
Unfortunately, the U.S. is also an outlier when 
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“… great advances in health are generally correlated  
with improved standards of living and other measures  

outside of health care delivery.”

it comes to spending on the very things that 
impact social determinants, such as social ser-
vices. The majority of Organization for Economic  
Co-operation and Development countries 
fund social services at much higher ratios to 
total health care spending — and as a percent-
age of GDP — than the U.S.15 In 2019, the U.S. 
spent 18.7% of GDP on social services and 
16.9% of GDP on health services — a nearly 1:1 
ratio. In contrast, Organization for Economic  
Co-operation and Development countries, 
on average, spent 20% of GDP on social ser-
vices and 8.8% of GDP on health services — an 
over 2:1 ratio. To think of it another way, the 
U.S. spends $1.11 on social services for every 
$1.00 on health care, compared to the average 
of $2.27 on social services for every $1.00 on 
health care in other Organization for Economic  
Co-operation and Development countries, these 
nations experiencing better outcomes.16, 17 

Related but apart from this, there is an increas-
ing body of research that correlates poverty to poor 
health outcomes with social determinants serving 
as intermediaries.18 The data has shown that across 
the board, as one improves their socioeconomic 
position, they improve their lifespan, even when 
controlling for race and ethnicity, suggesting the 
strong link between poverty and health.19 Poverty, 
for all intents and purposes, helps establish and 
perpetuate the environments where people live, 
work and play — the social determinants. The U.S. 
is experiencing very troubling macroeconomic 
issues with high inflation, making those who are 
poor even more so. In addition, income inequity 
has increased significantly and, similar to the high 
cost of health care, the U.S. is again an outlier.

To describe this disparity, we can look at the 
Gini coefficient, which is a commonly used met-
ric to represent income inequality within a nation 
or social group. It has a range from 0–1 where 
0 equals complete equality in distribution of 
wealth and 1 equals complete inequality. Accord-
ing to data from the Organization for Economic  
Co-operation and Development, in 2021, the U.S. 
had the highest inequality of all the G-7 [informal 

grouping of advanced democracies] countries 
with a coefficient of 0.38.20 People in the lowest 
tiers of income struggle to get out of poverty, thus 
the cycle perpetuates and continues the ecosys-
tem that drives poor health.

If these are all true, then health is much more 
a product of structural issues set into motion 
from the time of someone’s birth, depending on 
their social station in the community rather than 
an event solely due to proximate causes. It is dif-
ficult to then rationalize that health care, which 
treats disease, can impact health in any apprecia-
ble way when its foundations and origins are so 
far removed.

SECURING THE PEACE
Exclusively addressing proximate causes has 
rarely produced long-lasting solutions in health 
or really any other issue that plagues our society. 
Perhaps it is the simplicity of the answer, a direct 
action — more health care — that makes us feel 
better, or, for that matter, focusing nominally on 
social determinants of health. But complex prob-
lems rarely have simple solutions, and health is 
the definition of complexity. Trying to understand 
how this all fits together can be maddening. How-
ever, there are a couple of instances during my 
career that have helped me when thinking these 
issues through.

Twenty years ago, when I was serving in the 
U.S. Army in Iraq as part of a civil affairs team to 
help rebuild hospitals and clinics, we understood 
that as a strategy, we could not shoot our way to 
victory, and that the key to victory was not just 
the sole responsibility of the infantry. Winning 
the war meant making the country stable enough 
for us to leave. This wasn’t just about combat; it 
was about the citizenry, the society and its popu-
lation. When people feel safe and secure, assured 
they can work and provide for their families, and 
are free to live their best lives, then you have sta-
bility — a real victory. “Securing the peace,” the 
motto of my civil affairs unit, is hard, complex 
and engaging work. But it was the only way to 
bring about our end-state, a lesson that we forgot 
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repeatedly to our detriment.
Likewise, in approaching community health, 

I think about when I was SSM Health’s chief 
quality officer and the tools we used in patient 
safety — the “five whys.” As any safety profes-
sional understands, you keep asking the question 
“Why?” until you arrive at the root cause. Though 
we are very good at doing this for errors in the 
delivery of health care, we are very poor in doing 
this for health overall, which would eventually 
lead us outside of the four walls of the health care 
system.

So, although we will address social determi-
nants of health within the health care system, 
there is only so much we can do to address issues 
that are much bigger — and really outside — of 
health care delivery. True health rests with us 
as a nation and as a society. Without the collec-
tive efforts to improve those things that drive the 
social determinants, we will forever be looking 
under the lamppost and wondering why we can 
never find the keys.
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Metropolitan Pandemic Task Force. He is the win-
ner of CHA’s 2022 Sister Carol Keehan Award.
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