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Abstract Most scarcities that underpin health disparities within and among countries are not natural; rather, they result from 
policy choices and the operation of social institutions. Using examples from the United States of America: the Chicago heat wave 
and hurricane Katrina, this paper develops �denaturalizing scarcity� as a strategy for enquiry to inform public-health ethics in an  
interconnected world. It �rst describes some of the resource scarcities that are of greatest concern from a public-health perspective, and 
then outlines two (not mutually exclusive) lines of ethical reasoning that demonstrate their importance. One of these involves the multiple 
relationships that link rich and poor across national borders in today�s interconnected world. The paper then brie�y describes ways in 
which globalization and the associated institutions are linked to health-threatening scarcities. The paper concludes that denaturalizing 
scarcity represents a valuable alternative to mainstream health ethics, directing our attention instead to why some settings are �resource 
poor� and others are not.
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Why “denaturalizing 
scarcity”?
In 1995, a heat wave resulted in the 
deaths of more than 500 people in Chi-
cago, United States of America (USA). 
Eric Klinenberg�s �social autopsy� of this 
episode points out that �the processes 
through which Chicagoans lost their 
lives followed the entrenched logic of 
social and spatial divisions that governs 
the metropolis�.1 People in Chicago�s 
poorest neighbourhoods, also with 
some of the highest proportions of 
African-Americans as the result of a 
history of racial segregation, were least 
likely to have, or be able to a�ord, air 
conditioning. In particular, realistic fear 
of crime kept the elderly socially isolated 
and barricaded into their homes, while 
a downsized city government failed to 
link residents with services that could 
have saved their lives. In 2005, the 
impact of hurricane Katrina on New 
Orleans brought to worldwide atten-
tion the deadly mix of racial and eco-
nomic segregation, failure to invest in  
adequate �ood-control measures despite 
ample warnings, and the presumption 
that everyone could a�ord to get in a car 
and drive to safety. When the storm hit, 
those who did not have this option, over-

whelmingly poor and African-American, 
were e�ectively abandoned as refugees in 
their own country.2,3

�e impacts of the heat wave and 
the hurricane were not natural, any 
more than the inability of people in 
wheelchairs to get around buildings 
without ramps and elevators is natural. 
Here, I adapt the title of Klinenberg�s 
study (Denaturalizing Disaster)1 to the 
study of scarcities of resources to provide 
health care or to remove causes of illness 
by addressing social determinants of 
health. �ese scarcities are rarely natu-
ral, in the sense that they originate in 
circumstances outside human control. 
Far more common, in the words of 
Calabresi & Bobbitt�s Tragic Choices,4 
are situations in which �scarcity is not 
the result of any absolute lack of a 
resource but rather of the decision by 
society that it is not prepared to forgo 
other goods and bene�ts in a number 
su�cient to remove the scarcity�. �e 
starting point of my argument is that 
to conduct responsible policy analysis: 
�We must determine where � if at all � 
in the history of a society�s approach to 
the particular scarce resource, a decision 
substantially within the control of that 
society was made as a result of which 
the resource was permitted to remain 

scarce. � Scarcity cannot simply be 
assumed as a given�.4 Denaturalizing 
scarcity is a strategy for applying this 
insight to research, policy analysis and 
advocacy.

On the affordability of saving 
(and taking) lives
What kinds of scarcities are at issue? In 
the context of high-income countries, 
consider the USA�s failure to provide 
health insurance for more than 40 mil-
lion people, with predictable medical 
and �nancial consequences. On one 
estimate, providing health coverage 
for the uninsured would cost US$ 100 
billion a year: a huge sum, yet just half 
the annual cost of the country�s military 
adventure in Iraq.5 Using a measure  
designed for cross-national compari-
sons, the prevalence of child poverty 
in the USA is 10 times as high as it 
is in Norway.6 �e di�erence matters 
for public health, not only because 
of the long-term importance of early 
childhood development7 but also be-
cause an economic gradient in health 
status is evident even in the rich-
est societies, although generally less 
steep in more egalitarian ones.8,9 Such  
situations direct our attention to na-
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tional choices and priorities that make 
resources scarce for some purposes, but 
abundant for others.

However, this paper concentrates on 
even more dramatic global contrasts be-
tween scarcity and abundance and their 
implications for public health. Per capita 
spending on health care varies by two 
orders of magnitude between rich and 
poor countries, from US$ 15 per capita 
in the least developed countries (as de-
�ned by the United Nations) where 
770 million people live, and US$ 24 
per capita in low-income countries (as 
de�ned by the World Bank) where 2.4 
billion people live, to US$ 3687 per 
capita in high-income countries.10  
In low-income countries, much health-
care spending is out of pocket, may 
not bene�t those whose health is poor-
est or most precarious, and may have 
catastrophic �nancial consequences for 
the household even when it does. �e 
estimated US$ 40 minimum cost of 
providing basic health care per person 
per year is out of reach for many low-
income countries, and will remain so 
for some time without major infusions 
of external resources.11

Another illustration of the impact 
of scarcity comes from researchers as-
sociated with the Bellagio Study Group 
on Child Survival, who estimate that 
a package of interventions costing 
US$ 5.1 billion per year would save the 
lives of 6 million children per year in 42 
countries that account for 90% of the 
global toll of under-5 child mortality.12  
�is �gure is imprecise (it could be as 
high as US$ 8 billion) and it is an un-
derestimate because it includes direct 
costs but not the costs of maintaining, 
rebuilding or expanding health systems 
that in many developing countries are 
fragile or collapsing. Nevertheless, it 
suggests an a�rmative answer to the 
question: �Can the world a�ord to save 
the lives of 6 million children each 
year�?12

Health-threatening resource scar-
cities are equally conspicuous with re-
spect to social determinants of health. 
�e World Bank estimates that a billion 
people worldwide live below its �US$ 1 
a day� poverty line and 2.6 billion, or 
two-�fths of the world�s people, below 
the �US$ 2 a day� threshold.10 Many 
commentators argue that these pov-
erty lines substantially understate the 
true extent of serious deprivation.13,14  
Approximately 850 million people suf-

fer from chronically insu�cient caloric 
intake.15 Apart from undernutrition, 
poverty creates situations in which the 
daily routines of living are themselves 
hazardous. More than 850 million 
people now live in slums, where they 
are routinely exposed to multiple health 
hazards;16 rapid urbanization will in-
crease the number to 1.4 billion in 
2020 in the absence of e�ective policy 
interventions.17 Indoor pollution from 
cooking �res is a major contributor to 
respiratory disease among the world�s 
poor,18 as is lack of safe drinking water 
and sanitation to infectious diarrhoea 
and a variety of parasitic diseases.19  
�ese are just selected demonstrations 
that �many of the most devastating 
problems that plague the daily lives of 
billions of people are problems that 
emerge from a single, fundamental 
source: the consequences of poverty 
and inequality�.20

Why care about scarcity in 
the context of public health?
Why should we care about resource 
scarcities that distribute the chance to 
live a long and healthy life unequally 
within and among societies? In over-
simpli�ed terms, two lines of reason-
ing, which are not mutually exclusive,  
can be identi�ed.

First, widespread persistence of 
unmet basic needs related to health 
may be regarded as creating at least a 
prima facie case for allocating resources 
in a way that gives priority to meeting 
those needs. Henry Shue 21 captured 
the essence of this argument with the 
observation that: �One person�s desire 
for an additional jar of caviar is not 
equal in urgency to another person�s  
need for an additional bowl of black 
beans�. If the quantum of resources 
available were such that reducing the 
availability of caviar to a few would 
not have a meaningful e�ect on access 
to black beans (or basic health care, or 
other social determinants of health) 
for all, then Shue�s observation would 
have limited relevance. However, this 
is not the case. �e US$ 5.1 billion 
annual cost of child-saving interven-
tions referred to above corresponds 
to less than four days� US military 
spending, and is less than the per-
sonal incomes of the United States� two 
highest-earning hedge fund managers  
in 2007.22 Redistributing just 0.9% of 

the global economic product would be 
su�cient to raise the income of all the 
world�s poor above the World Bank�s 
US$ 2 a day threshold.23 Such com-
parisons can be dismissed as polemical, 
but in addition to serving as a resource 
for ethical re�ection they underscore 
an observation by economist Je�rey 
Sachs, who directed a multinational 
research e�ort on how to achieve the 
United Nations� Millennium Devel-
opment Goals 24: �[I]n a world of tril-
lions of dollars of income every year, 
the amount of money that you need 
to address the health crises is easily 
available�.25

�e position that priority should 
be given to meeting basic health-related 
needs gains force from the moral ar-
bitrariness of accidents of birth26 that 
determine (for instance) whether one 
will be born in Canada, where life 
expectancy at birth is 80 years, or in  
Zambia, where it is 38 years. It loses 
force, for some, because it fails to 
specify the basis for an obligation to 
mitigate the consequences of such ac-
cidents, especially across national bor-
ders. A second line of reasoning, which  
responds to this challenge, starts from 
factual evidence of multiple causal con-
nections that link the situations and 
futures of rich and poor. �is position is 
most closely associated with the work of  
�omas Pogge,23,27,28 for whom moral 
responsibility follows causal responsibil-
ity (for poverty and other deprivations) 
within and across national borders, so 
long as a plausible alternative set of 
social arrangements or institutions that 
would be less inimical to poverty reduc-
tion and meeting other basic needs is 
available.

As shown in the next section of 
this paper, such plausible alternative 
arrangements can readily be imagined. 
�e strategy of enquiry is important 
because unless one rejects a priori 
the position that remediable health-
threatening scarcities of resources are 
a matter of ethical concern, denatural-
izing scarcity is in some respects at least 
logically prior to the e�ort to construct 
an ethical argument in support of ob-
ligations to reduce or eliminate scarci-
ties, within or across national borders.  
Only after resource scarcities have been 
identi�ed as the consequence of either 
speci�c policy choices or more general 
social arrangements can appropriate 
ethical arguments be constructed.




