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SDG #3 Good Health 
and Well-Being



Where are we?

Initially, I thought that this chapter would be fairly 
straight-forward to write. Of all the SDGs, data on health 

is readily available. Further, Marin is “pretty healthy” already. 
However, I struggled to really get into this chapter and make 
it work. Here’s why.

Yes, data is readily available. You may have heard anecdotally 
that Marin County is “the healthiest county in California.” !is 
is according to the County Health Rankings & Roadmap report, 
which is published annually for the entire United States. !is 
report looks at a great variety of statistics, from smoking and 
alcohol use to mental health days taken, to the usual instances 
of disease per 100,000 people, age at death, infant mortality 
rates, car accident injuries and deaths, and so on. 

Health statistics also provide top examples of what are 
referred to as “disparities,” meaning, some groups do really 
well, and others really not well, largely along economic lines, as 
well as race. (You may have heard anecdotally that “health and 
wealth” go together.) Marin’s large group of doing-really-well 
hides the small pockets of Marin communities that have lower 
than average health. More on that later.

But the underlying issue that took a while to bubble up is the 
fact that our current “health” system is, as many have observed, 
more of a “sick” system. It is almost entirely reactionary and is 
decidedly mechanistic: the antithesis of a systems approach. 
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!at is precisely what tripped me up when attempting to dra" 
this chapter.

How do we know that what we have is actually more of a 
sick system? As Hilary Cottam observes in Radical Help, dis-
cussing the National Health Service (NHS) in the UK, “!e 
NHS is founded on an idea that it can cure: it can administer 
a pill or an operation and we will be well. !is model is well 
honed and still important – we need hip replacements, anti-
biotics and emergency procedures – but it doesn’t work for 
chronic problems.”41 

!e U.S. has a similar (perhaps identical) worldview to the 
UK when it comes to healthcare—or sick care. It can respond 
to punctual emergencies. But it limps along when it comes to 
the epidemic of chronic disease. 

Fritjof Capra and Pier Luigi Luisi in !e Systems View of 
Life: A Unifying Vision, a systems thinking textbook, explain 
this mechanistic versus systemic approach to healthcare:

Rather than asking why an illness occurs and trying to 
remo"e the conditions that lead to it, medical researchers 
and practitioners o#en limit themsel"es to understanding 
the mechanism through which the disease operates, so that 
they can then interfere with them.

A systemic approach, by contrast, would broaden the 
scope $om the level of organs and cells to the whole person . . .  
Although every practicing physician knows that healing is 

41 Hilary Cottam, Radical Help: How We Can Remake the Relationships 
between Us and Revolutionise the Welfare State (London: Hachette UK, 
2018), 144.
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an essential part of all medical care, the phenomenon is 
presently not part of scienti%c medicine. !e reason is evi-
dent: it is a phenomenon that cannot be understood when 
health is reduced to mechanical functioning.42

Capra and Luisi make some crucial points in this quote. 
!e #rst part could be looked at from a time-based perspective. 
!ey suggest that if the “medical researchers and practitioners” 
were to expand their scope to include the life conditions that 
lead up to the disease, that would be quite di$erent from the 
relatively short-term perspective taken with this relatively 
simplistic ‘interference’ approach they described above.

!e second point has to do with stepping back and widen-
ing the view, “from the level of organs and cells to the whole 
person.” 

!e third point, regarding healing, further extends the 
scope of time into the future, and would seem to require some-
thing like patience: giving the body time and space to heal. 

But their main point here is subtle. Healing is mysterious; 
it falls outside the bounds of totally controllable, predictable 
factors. It helps to be familiar with the principles of “certainty” 
versus “uncertainty” to understand their point. (See, for exam-
ple, page 167 of Donella Meadows’ book !inking In Systems: 
A Primer for more.) !is really is a worldview shi": from the 
supposed “certainty” we impose on living systems (including 
our own bodies) in an attempt to control outcomes, to a more 

42 Fritjof Capra and Pier Luigi Luisi, !e Systems View of Life: A Unifying 
Vision (Cambridge: Cambridge University Press, 2014), 323–24.
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nuanced, artful approach that encompasses a much wider range 
of factors, and puts a certain level of trust in the unknown. 
Clearly we are no longer in the realm of command and control 
when it comes to the mystery of healing, and Capra and Luisi 
suggest we move deeper into that rather than ignore or try to 
override it, as our current medical model tends to do.

Health and Pro%t
Another serious challenge to health from a systems perspective 
is the pro#t motive. 

In !e Healthcare Divide from PBS’s Frontline program, 
Dr. Chris Young, Chief of Sta$ at Erlinger Health System, 
a public hospital in Chattanooga, Tennessee says, “We talk 
a lot about systems, but the reality is we have a healthcare 
marketplace.”43

In an extreme example of for-pro#t hospitals doing bad 
things (for-pro#t hospitals account for around 25% of hospi-
tals in the U.S.), this same documentary referenced the case of 
Prospect Medical Holdings. !is company took out over $1 
billion in loans in 2018 and turned around and paid out $457 
million of that money in dividends to investors.44 

Brookings Institution, a nonpro#t public policy organi-
zation, provides a high-level economic view of the medical 
industry in the United States:

43 Frontline PBS, O%cial, “!e Healthcare Divide (Full Documentary) | 
FRONTLINE,” YouTube, May 19, 2021, 16:40, https://www.youtube.
com/watch?v=UVvEkeH4O8o.

44 Ibid., 44:40.
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!e health-care sector is in many ways the most consequen-
tial part of the United States economy . . . !e health-care 
sector now employs 11 percent of American workers . . . and 
accounts for 24 percent of go"ernment spending . . . health-
care is one of the largest categories of consumer spending . . .   
[. . . ] Unfortunately, the problems with U.S. healthcare 
are substantial. !e United States spends more than other 
countries without obtaining better health outcomes . . . 
Sixty years ago, healthcare was 5 percent of the U.S. econ-
omy . . . at 17.7 percent in 2018, it was more than three 
times that.45

Lack of a Common Social Ethic
A PBS Newshour episode interviewed Tsung-Mei Cheng, a 
health policy analyst at Princeton University, who made it clear 
why the United States healthcare system lags so far behind the 
rest of the developed world, both in terms of outcomes and 
exorbitant costs: 

In this country we’re very di&erent $om these other coun-
tries that have health insurance that co"ers everyone. 
Health reformers in Europe [and] in Asia, they would 
make explicit the social ethic that underlies that health 
system . . . You say, what is it that we value, as a society?  
 

45 Ryan Nunn, Jana Parsons, and Jay Shambaugh, “A Dozen Facts About 
the Economics of the Us Health-Care System,” Brookings, March 10, 
2020, https://www.brookings.edu/research/a-dozen-facts-about-the-
economics-of-the-u-s-health-care-system/.
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And then they build their healthcare system around that.  
But in this country, because we have never been able to 
achieve a social and political majority consensus, we live 
with the status quo, which is that people who have insur-
ance get care, and those who don’t, don’t.”46

In the United States—and certainly Marin County—we 
have a situation where we allegedly think in terms of “health-
care” but the reality is more along the lines of medical industry 
pro#t and growth. Note that Cheng is speaking about the “pur-
pose” of a society and pointing to the capacity of other coun-
tries to land on some version of a shared purpose that enables 
considerably better quality healthcare for their citizens than 
that of the United States (and for dramatically lower cost).

What is “Health”?
“Health” is o"en thought of in the negative: as an absence of 
disease and disorders, as opposed to the presence or prevalence 
of well-being. It’s easier to de#ne health in the negative because 
the presence of disorder tends to be more obvious and easier 
to quantify than the presence of well-being. “Health” is also 
one of the most general terms of the entire set of Sustainable 
Development Goals. On top of that, measuring well-being is 
at least as challenging as measuring health; perhaps more so. 
We don’t have a national well-being report on the level that 
we have the County Health Rankings & Roadmap ratings.  

46  PBS NewsHour, “Health Care: America vs. the World,” YouTube, April 
22, 2021, 12:45, https://www.youtube.com/watch?v=BytzrjEfyfA.
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For our purposes, we will fold “health” into well-being, but 
keep in mind that a person who has a serious medical con-
dition—and therefore could be said to be “unwell”—could 
actually have a higher level of overall well-being than someone 
who #ts your typical “healthy” pro#le. !e latter may be suf-
fering from less obvious, less tangible lifestyle factors that are 
harder to observe and quantify.

The SDG #3 Targets
We turn now to the larger picture of health, both globally and 
nationally, from the mainstream perspective. By “mainstream” 
I mean we will look at the data that is widely available and 
cited. !is SDG has nine targets and two sub-targets. (I’m 
using the word “sub-targets” to indicate “3.A” and “3.B.”). 

Maternal and Infant Mortality
!e #rst two targets under SDG #3 appear at #rst glance to be 
of less immediate concern in our “#rst world” setting:

3.1 By 2030, reduce the global maternal mortality ratio to 
less than 70 per 100,000 live births.

3.2 By 2030, end preventable deaths of newborns and 
children under 5 years of age, with all countries aiming to 
reduce neonatal mortality to at least as low as 12 per 1,000 
live births and under-5 mortality to at least as low as 25 
per 1,000 live births.
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Experts say that “Maternal mortality is a key indicator of 
population health”.47 !is makes the monitoring and reporting 
of maternal mortality a very important indicator in the health 
of our human system. It’s a little bit like the canary in the coal 
mine.

But maternal mortality is a complex factor to measure, 
relying on administrative reporting by healthcare workers, all 
kinds of institutional databases and forms, not to mention 
coroner and autopsy reports, combined with records of preg-
nancy status, timing of death, etc. !is is all extremely time 
consuming, and reliant on the allocation of public funds, with 
the support of NGO sta$, to carry out these monitoring and 
reporting e$orts. 

According to the National Center for Health Statistics, in 
2019 the number of maternity-related deaths reported coun-
try-wide was 754, or 20.1 per 100,000 live births.48 !is puts 
the U.S. as a whole well below the “70 per 100,000 live births” 
SDG target. 

However, the maternal mortality rate (the number of 
female deaths per 100,000 live births) for “Non-Hispanic 
black” women was 44 versus Hispanic women at 12.6, and 
“Non-Hispanic White” at 17.9. (!ese statistics are somewhat 

47 California Pregnancy Mortality Surveillance System, “California 
Pregnancy-Related Deaths, 2008-2016” (California Pregnancy 
Mortality Surveillance System, 2021), 6, https://www.cdph.ca.gov/
Programs/CFH/DMCAH/surveillance/CDPH%20Document%20
Library/CA-PMSS/CA-PMSS-Surveillance-Report-2008-2016.pdf.

48 Donna L. Hoyert, “Maternal Mortality Rates in the United States, 
2019” (National Center for Health Statistics, April 1, 2021), https://
doi.org/10.15620/cdc:103855.
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higher than 2018 data.) !ese numbers re&ect the stark reality 
that African American women experience complications and 
even death during or related to childbirth at considerably 
higher rates than most other groups.

Unfortunately, Native North American women also have 
much higher maternal mortality rates than most other groups. 
!e rates of disparity for both African American and Native 
North American women increase with age. See Figure 7 below.

Figure 7 - CDC, “Racial/Ethnic Disparities in Pregnancy-Related Deaths” 49

49 Center for Disease Control and Prevention, “Racial/Ethnic Disparities 
in Pregnancy-Related Deaths — United States, 2007–2016” (United 
States Government, 2017), 2, https://www.cdc.gov/reproductive-
health/maternal-mortality/disparities-pregnancy-related-deaths/
Infographic-disparities-pregnancy-related-deaths-h.pdf.
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California
California’s maternity death rate was 5.9 in 2016, compared to 
the national rate of 21.8 per 100,000 live births. !at means 
California is doing quite well with regard to maternity death 
rates. One article cites a 55% decline in our state’s maternal mor-
tality rate from 2006 to 2013.50 But that is not true for everyone.

According to Maternity Care in California, 2019: A Bundle 
of Data, Black women have long su$ered a disproportionate 
share of maternal mortality (de#ned as 42 days or less postpar-
tum).51 See the chart below from this same study.

Figure 8 - California Health Care Foundation, 2018

50  Kyley Warren, “As Maternal Mortality Rises in U.S., California Bucks 
the Trend,” Cronkite News, December 16, 2019, https://cronkitenews.
azpbs.org/2019/12/16/california-maternal-mortality-rates/.

51  California Health Care Almanac, “Maternity Care in California, 
2019: A Bundle of Data,” 2019, https://www.chcf.org/wp-content/
uploads/2019/11/MaternityCareCAAlmanac2019.pdf.
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Marin County
In the 2019 County Health Rankings data, Marin County 
reported a total of three infant deaths (considered an infant 
within one year of age). Race is not reported. My assumption 
is that race is omitted at least in part to protect privacy, given 
the very small number of people. One can’t help but wonder 
about the ethnicity and income level of those very few infant 
deaths.

Communicable & Non-Communicable Diseases
!e next two health targets are related to diseases:

3.3 By 2030, end the epidemics of AIDS, tuberculosis, 
malaria and neglected tropical diseases and combat 
hepatitis, water-borne diseases and other communicable 
diseases.

3.4 By 2030, reduce by one third premature mortality 
$om non-communicable diseases through prevention and 
treatment and promote mental health and well-being.

Note the language of “communicable” and “non-commu-
nicable” disease. Target 3.3 provides examples of “communi-
cable” in its language. Examples of “non-communicable” are 
not listed out in 3.4, but cancer, heart disease, diabetes, and 
others are considered “non-communicable” diseases. We will 
continue looking at data related to this later group.
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U.S. Healthcare (and the State of Our Health) is 
Not the Best
In case you have any illusions about us having pretty good 
overall health in the U.S., here are some examples to dispel 
that misinformation. (Note that there are slight variations in 
how these factors are measured. I chose one set of data, but you 
will #nd some di$erences from other sources.)

Longevity
According to the World Health Organization (WHO) and 
their 2019 data, a child born today in the United States has a 
life expectancy of 78.5 years.52 !at’s almost six years less than 
the top life expectancy country, which is Japan, at 84.26 years. 
Of the 183 countries in the WHO’s list, the U.S. is in 39th 
place. Turkey is right above us. With Croatia above them. And 
Estonia above them. Stereotypically some may view Colombia 
as a drug and gang-ridden, poverty-stricken country, but their 
lifespan is predicted to be almost a year longer than ours, at 
79.31 years.

Overall Health
In overall health, the Bloomberg 2020 Global Health Index 
ranks the U.S. as 35th out of all countries included in the 
ranking.53

52 “Life Expectancy at Birth (Years),” accessed August 26, 2022, https://
www.who.int/data/gho/data/indicators/indicator-details/GHO/
life-expectancy-at-birth-(years).

53 “Bloomberg’s Global Health Index for 2020,” World Health, June 18, 2020, 
https://worldhealth.net/news/bloombergs-global-health-index-2020.
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According to the “Cleanest Countries in the World 2022” 
report from the Yale / World Economic Forum “Environmental 
Performance Index,” the United States does not make the 
top-ten cleanest countries in the world list.54 Rather, out of 
a possible score of 100, the U.S. scores 69.3 for a cumulative 
total of rankings based on the cleanliness of our water and air, 
as well as our handling of waste and sanitation.

Healthcare Spending
!ere is one area in which the United States is #rst: spending 
on healthcare. According to the national Centers for Medicare 
and Medicaid Services, the total expenditure on healthcare in 
the U.S. was $3.8 trillion in 2019.55 !is is up 4.6 percent 
from 2018’s total of $3.6 trillion. Virtually all healthcare 
spending at the country level is presented as per capita #gures. 
!e U.S. per capita spending is by far the highest, at $11,582 
per person in 2019. In 2018 it was $10,948. 

!e closest country a"er the U.S. in terms of healthcare 
spending per capita is Switzerland, at $7,138 per person in 
2018; that’s about 65% of what we spend per person. (And 
yes, they rank well above the U.S., at #5 according to the 
Bloomberg 2020 Global Health Index cited above.)

54 “Cleanest Countries in the World 2022,” World Population Review, 
accessed August 26, 2022, https://worldpopulationreview.com/
country-rankings/cleanest-countries-in-the-world.

55 Micah Hartman et al., “National Health Care Spending in 2020: 
Growth Driven by Federal Spending in Response to the Covid-19 
Pandemic: National Health Expenditures Study Examines Us Health 
Care Spending in 2020.,” Health A&airs 41, no. 1 ( January 1, 2022): 
13–25, https://doi.org/10.1377/hltha$.2021.01763.
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We have already reviewed lots of data. !e way health data 
is done leaves out relationships and doesn’t really account for 
well-being. Underneath it all, there is the pervasive specter of 
a pro#t-based “healthcare” system. We will continue with the 
numbers, and circle back to more of a systems view.

Epidemic of the Chronic
!e year 2020 came along with the COVID-19 pandemic. 
!e pandemic was made all the worse by the prevalence of 
chronic disease globally, which laid the ground for widespread 
su$ering and death in the wake of COVID. COVID-19 is 
a “communicable” disease that, in essence, capitalized on the 
ripe ground for harvest set in place by noncommunicable dis-
ease. (Epidemiologists make use of this colorful, grim reaper 
term, “harvest,” to indicate excessive deaths during a pandemic 
or other circumstances leading to a substantially increased 
number of deaths.)

!e phrase “chronic disease” and noncommunicable dis-
ease sometimes seem to be used interchangeably, however, 
diseases such as AIDS are chronic, but also communicable. 
Chronic diseases include many disorders, including cancers, 
heart attacks and stroke, pulmonary diseases, Alzheimer’s 
disease, and diabetes. 

A 2022 article in !e Atlantic pro#les a long-standing trend 
of high rates of premature death among Americans, saying, 
“From 2019 to 2021, the number of working-age Americans 
who died [from COVID] increased by 233,000—and nine 
in 10 of those deaths wouldn’t have happened if the U.S. had 
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mortality rates on par with its peers”.56

In short, the COVID-19 pandemic has been a sweeping 
instance of communicable disease meeting noncommunicable 
disease for a dramatic outcome.

Chronic Globe
According to the World Health Organization, 71% of all 
deaths globally (41 million people) are due to chronic disease.57 
Chronic disease is the leading cause of death (and disability) 
worldwide. 

Chronic Nation
Chronic disease is also the leading cause of death here in the 
United States. But it’s not only deaths that are the problem. 
It’s also the psychological, social, #nancial burden of living 
with chronic disease. According to the U.S. Center for Disease 
Control (CDC), not only do 6 in 10 U.S. adults have a 
chronic disease, but 4 in 10 have two or more.58 If 60% of peo-
ple in the U.S. have a chronic disease, this means the majority of 
the population is unwell. !e CDC puts the annual healthcare 
cost of chronic disease at $3.8 trillion.

56  Ed Yong, “America Was in an Early-Death Crisis Long Before Covid,” 
!e Atlantic, July 21, 2022, sec. Health, https://www.theatlantic.com/
health/archive/2022/07/us-life-span-mortality-rates/670591/.

57  “Non Communicable Diseases,” World Health Organization, April 
13, 2021, https://www.who.int/news-room/fact-sheets/detail/
noncommunicable-diseases.

58  “Chronic Diseases in America,” Centers for Disease Control and 
Prevention, May 6, 2022, https://www.cdc.gov/chronicdisease/
resources/infographic/chronic-diseases.htm.
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Note that the CDC’s de#nition of chronic disease as 
appears on their website does not appear to include autoim-
mune disorders.59 However, many autoimmune disorders can 
accurately be described as “chronic,” in that they tend to be 
ongoing. !ey are also on the rise.60

Chronic California
According to the California Department of Public Health, 
“Chronic disease and injury are the leading causes of death, 
disability and diminished quality of life in California, and 
make up 80 percent of California’s healthcare expenditures.”61

Let’s just pause for a moment. As we’ve already reviewed, 
chronic disease includes a number of very familiar health 
issues. !e de#nition of the word “chronic” means something 
that lasts a long time or reoccurs periodically, repeatedly, over 
a long period of time. So, what this statistic is saying is that the 
vast majority of spending in the medical sector goes to dealing 
with diseases that are technically preventable.

59  “About Chronic Diseases,” Centers for Disease Control and Prevention, 
July 21, 2022, https://www.cdc.gov/chronicdisease/about/index.htm.

60 Gregg E. Dinse et al., “Increasing Prevalence of Antinuclear Antibodies 
in the United States,” Arthritis & Rheumatology 72, no. 6 (2020): 
1026–35, https://doi.org/10.1002/art.41214.but #ndings are limited 
by the lack of systematic data and evolving approaches and de#nitions. 
!is study was undertaken to investigate whether the prevalence of 
antinuclear antibodies (ANA

61 “Division of Chronic Disease and Injury Control,” California 
Department of Public Health, February 8, 2018, https://www.cdph.
ca.gov/Programs/CCDPHP/DCDIC/Pages/DivisionofChronic 
DiseaseandInjuryControl.aspx.
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Are chronic diseases preventable? As a society we have a 
reasonable grasp on their causes. It’s not absolute on a per-per-
son basis; not remotely. But prosaic as it may sound, the CDC 
points to a very basic set of factors that have led to this extreme 
situation: tobacco use, poor nutrition, lack of physical activity, 
and excessive alcohol use.62

Marin County & Chronic Disease
We began this chapter with the factoid that Marin County 
consistently receives the highest health score out of all coun-
ties. But the highest out of what? If we’re grading on a curve, 
we do great. But what if we’re not?

62  “Chronic Diseases in America,” Centers for Disease Control and 
Prevention, May 6, 2022, https://www.cdc.gov/chronicdisease/
resources/infographic/chronic-diseases.htm.



D!"# M"#$%110

Figure 9 - Chronic Disease Rates in Marin County, FORWARD, 2018

What the bar chart above tells us is that, for example, 
Marin County’s “All Cancers” rate is 116 per 100,000 people, 
while California’s rate is 140.2 per 100,000 people. 63 Overall, 
Marin County’s rates of chronic disease are lower than the 
state average, but we still have substantial occurrences of 
chronic disease, and in proportions that closely mirror those 
at the state level. 

63 “Chronic Disease Dashboard: Marin County,” Livestories, accessed 
August 26, 2022, https://insight.livestories.com/s/v2/chronic-disease-
dashboard-marin-county/545a68f2-34bd-4ba6-a0f5-c2b3433a67'/.
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In short, while our health outcomes are better than your 
average Californian, we have clearly not escaped the chronic 
disease trap here in Marin County.

Social Determinants of Health
You may want to check out “What do we know about social 
determinants of health in the U.S. and comparable countries?” 
on healthsystemtracker.org. But perhaps do that on a day when 
you’re feeling resilient. If you are a United Statesian, it’s going 
to make you feel awful about your country.

!ey explain, “!is collection of charts explores interna-
tional comparisons of social, environmental, and economic 
factors that in&uence health. . . ” !ey go on to say, “Relative 
to similarly wealthy countries [12 of them], the U.S. has worse 
life expectancy, mortality, and disease burden rates, which may 
be due in part to the quality of care provided.”64

Further charts illustrate stark realities. Both Black and 
White people have shorter life expectancies on average than 
in other economically comparable countries. We have the 
highest income disparities (using the “Gini coe%cient”). Even 
in areas where we appear to be doing well—like lower cigarette 
smoking and alcohol drinking than comparable countries—
we still have some of the worst outcomes, like higher rates of  
 

64 Rabah Kamal, Cynthia Cox, and Erik Blumenkranz, “What Do We 
Know About Social Determinants of Health in the U.s. and Comparable 
Countries?,” Peterson-KFF Health System Tracker, November 
21, 2017, https://www.healthsystemtracker.org/chart-collection/
know-social-determinants-health-u-s-comparable-countries/.
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lung cancer and alcohol use disorders. (What’s up with that?)  
We have a dramatically higher prevalence of obesity, the high-
est prevalence of cardiovascular diseases, and the highest rate 
of vehicle road injuries (517 per 100,000 people), with almost 
twice the rate of Canada, the next highest (287 per 100,000 
people). Our “accidental poisonings,” which includes drug 
overdoses, are far and away the highest of the 13 countries in 
the group.

!e way they account for injuries and deaths due to #re-
arms is complicated, but they summarize it by saying, “In the 
U.S. 225 years of life per 100,000 people are lost to disability 
and premature death as a result of assault by #rearm – almost 
19 times the comparable country average of 12 years of life per 
100,000 people.” In short, not surprisingly, deaths and injuries 
due to #rearms in the U.S. are extreme, compared to the next 
closest country (again, Canada). 

What do they mean by “225 years of life”? It's the result of 
adding up all of of the presumed years of "normal life" lost per 
100 thousand people due to death or disability from #rearms. 

Disparities
Here are a few examples of what are o"en referred to as “dis-
parities” between di$erent racial, economic and social groups, 
as documented in the County Health Rankings & Roadmaps 
report of 2019.

In California, 12% of African American babies are born at 
what is called a “low birth weight,” versus 6% of Hispanic and 
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5% of White babies.65

Teen birth rates among Hispanic females in 2019 was 29 
teens per 1,000 females (aged 15-19), while the teen birth rate 
for African Americans was 12, and for Whites, 1.66

!eir “Length of Life” measure is a bit confusing. It’s essen-
tially a “Premature death” score, and you want a low number. 
!e number itself is described as “Years of Potential Life Lost 
Rate,” further described as “Years of potential life lost before 
age 75 per 100,000 population (age-adjusted).” 

In any case, these are the numbers in the 2019 report:

Black: 6,600
White: 3,200
Hispanic: 2,700

!is shows that Black people have twice the number of 
“years of potential life lost” as Whites, and Hispanic people 
have the least years lost. (Data for 2018 and 2020, the year 
before and the year a"er, are similar.)

In Marin
!e Measure of America has applied their well-being rubric 
to many communities in the United States, including Marin. 
!ey published a report for Marin County in 2012. (!ey 
released an update for California in 2021.) !eir assessment 

65 “Marin County, California,” County Health Rankings & Roadmaps, 
2019, https://www.countyhealthrankings.org/app/california/2019/
rankings/marin/county/outcomes/overall/snapshot.

66 Ibid.
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includes three overarching categories: a long and healthy life, 
access to knowledge, and a decent standard of living.67 !at 
report, A Portrait of Marin, is perhaps the most cited report 
I’ve run across in my #ve years of attending social equity meet-
ings in the county. People tend to speci#cally reference the 
length of life di$erence and overall human development index 
di$erences (not just how long people tend to live, but all kinds 
of other factors related to well-being) between Ross at the top, 
and lower income neighborhoods at the bottom.

At the top of the chart (out of 48 census tracts) is Ross 
at 9.70. At the bottom is the Canal area of San Rafael, with 
an Index score of 3.18—below that of West Virginia, the 
lowest-ranked state on the American Human Development 
Index.68

67 Sarah Burd-Sharps and Kristen Lewis, “A Portrait of Marin: 
Marin County Human Development Report” (American Human 
Development Project of the Social Science Research Council, 
2012), 18, http://www.measureofamerica.org/docs/APOM_Final-
SinglePages_12.14.11.pdf.

68 Burd-Sharps and Lewis, 4.
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Figure 10 - Modi%ed $om Burd-Sharps and Lewis.

Keep in mind this data is over ten years old and to my 
knowledge the Index has not been updated for Marin County. 

!e report’s Human Development Index scoring of various 
ethnic groups in Marin County is also confronting, showing 
that Asian and White ethnic groups score far higher in their 
Human Development Index and Life Expectancy in years than 
African Americans and Latinos. (We can infer that this report 
is an example of a report in which data for Native Americans 
is sparce and so they le" out this group.)
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Figure 11 – Variations by Race & Ethnicity in Marin County

As you can see, while the County Health Rankings & 
Roadmaps has consistently ranked Marin as the healthiest 
county in California, looking below the surface it becomes 
evident we re&ect the same disparities and challenges as the 
rest of the state, and the country.

Where do we want to get to?

We need to be aiming our policies and programs toward meet-
ing this Global Goal and the targets under it that are relevant 
to our community, as well as putting in place targets that cap-
ture our unique situation here in Marin.

In short, we want to “not” re&ect the same disparities found 
in the state and the nation. We want to bring everyone up to 
the higher level of health experienced on average by people in 
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Marin, not leaving low-income and non-White racial groups 
subject to the same factors that suppress the well-being of 
people in other places. Further, we don’t want factors here in 
Marin to lead to lower than average outcomes for low-income 
and non-White people.

World Happiness
In July 2011, the United Nations General Assembly adopted 
“UN Resolution 65/309 Happiness: Towards a Holistic 
Approach to Development”.69 !is resolution put in motion 
the World Happiness Report (and a resolution the fol-
lowing year which declared that March 20th is henceforth 
the International Day of Happiness), which is run by the 
Sustainable Development Solutions Network. Gallup World 
Poll and several other partners and supporters make this report 
happen.

Shortly I will make a speci#c suggestion: putting mental 
health #rst is the way forward. Let’s look a bit deeper at “hap-
piness,” and how it relates to mental health.

Happiness, Relationships, and Trust
I will not delve into the details of “a$ective” happiness versus 
“evaluative” happiness but su%ce it to say that a cheap version 
of surface happiness is not at all what we mean here. Rather, 
the following quote from the 2021 World Happiness Report 
speaks to a view of happiness with depth: 

69 United Nations, “Resolution Adopted by the General Assembly on 19 
July 2011” (United Nations, August 19, 2011).
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Trust and the ability to count on others are major supports 
to life evaluations, especially in the face of crises. To feel that 
your lost wallet would be returned if found by a police o'-
cer, by a neighbour, or a stranger, is estimated to be more 
important for happiness than income, unemployment, and 
major health risks.70

!is is a very signi#cant claim that gets to the core of the 
o"en overlooked (because hard to measure) factor of social 
ties at a community level. !at is, resilient systems (in this 
case, communities) are those with the greatest number of 
connections. !e fewer the connections, the more fragile (and 
unhappy) the system (or group of people). 

Note that once again, this fundamentally important factor 
in human well-being centers on the strength of our relation-
ships with one another.

Mental Health Toll of Po"erty or “Happiness Inequality”
I learned this term, “happiness inequality,” from Jon Cli"on, 
CEO of Gallup, discussing the 2021 World Happiness Report. 
While on the one hand we know that money doesn’t #x all of 
your problems (a complex subject we will look at a bit more in 
the SDG #5 Gender equality chapter), on the other, there is a  
 
 

70 John F. Helliwell et al., eds., World Happiness Report 2021 (New York: 
Sustainable Development Solutions Network, 2021), https://happi-
ness-report.s3.amazonaws.com/2021/WHR+21.pdf.
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growing gap between wealthy and low-income groups in terms 
of self-reported quality of life measures. 71

According to Science, “Within a given location, those with 
the lowest incomes are typically 1.5 to 3 times more likely 
than the rich to experience depression or anxiety.”72 In short, 
how can we avoid the trap of “Happiness Inequality” in Marin 
County?

How do we get there?

We have established some basis for the claim that the purpose 
of the system we call “healthcare” in the United States is actu-
ally “sick care” for the purposes of pro#t and growth. If we 
would prefer to have a robust system of care for people su$er-
ing various ailments, and a robust system of tending wellness 
overall, then what has to change? 

Do we need better policies? Better programs? More money? 
Just as with the other Global Goals, it seems as though 

despite all of our e$orts and money and wringing of hands, the 
situation is getting worse. Why? Because the purpose of the 
overall system—its primary function—is to produce pro#t. If 
its primary function was to promote and support well-being, 
holy-gosh we would have a very di$erent system from the one 
we have today.

71  SDSN, “Launch of the 2021 World Happiness Report,” YouTube, March 
23, 2021, 07:07, https://www.youtube.com/watch?v=Xi7ok0xzzqE.

72  Matthew Ridley et al., “Poverty, Depression, and Anxiety: Causal 
Evidence and Mechanisms,” Science 370, no. 6522 (December 11, 
2020): eaay0214, https://doi.org/10.1126/science.aay0214.
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If the question of purpose attends to the “what,” then what 
is the “how”? !at is, how do we attend to the “how” we get 
to where we want to be?

If we take the insights of Hillary Cottam and her team’s 
work in the UK, we can see that policy, programs and money 
all play a part, but if the so-called “solutions” ignore the central 
importance of relationships, nothing will work.

!e challenging reality is that as a county, Marin only has 
so much control over its collective level of health. Sure, we 
come out on top right now in terms of averages, but as we have 
covered, that is due to the “wealth equals health” phenomenon 
(which is both an inaccurate and accurate claim, depending on 
what you do or don’t measure). 

Our national healthcare system is lagging behind the rest of 
the developed world in terms of quality health outcomes, while 
at the same time is much higher than the rest of the world in 
terms of cost. !is is something you can roll with if you are 
wealthy. But if you are not, the stresses become exponential.

So given this collective reality, where should we focus? !e 
answer: mental health.

Mental Health
Why mental health? Let’s presume for a moment that “health” 
is a subsystem of “well-being.” Well-being is much larger than 
physical health. A case could be made that well-being and 
mental health are the same. But for our purposes let’s say that 
well-being encompasses but is not limited to mental health.

We therefore have these three categories, decreasing in size 
in terms of scope:



SDG #3 G!!" H#$%&' $(" W#%%-B#)(* 121

• Well-being
• Mental health
• Physical health

What most people mean by “health” is physical health. 
How do we know? If I say to you, “How has your health been 
lately?” you’re going to re&exively think about your blood 
pressure, weight, whether or not you have had a cold or &u 
(or COVID), etc. Mental health is o"en an a"erthought; 
adjacent to, but not top-of-mind when the topic of “health” 
arises.

!e phrase “mental health” encompasses a lot. It’s not only 
conditions such as depression and schizophrenia that are cov-
ered by this term, but also addiction, social connection, and 
spiritual health. 

With a brief thought experiment you can see that, generally 
speaking, if you have good mental health but poor physical 
health, you have a much better chance of getting through with 
a higher level of well-being than if the reverse is true. !at is, if 
you have poor mental health, your level of overall well-being 
is much more fragile. 

Let’s not be overly simplistic here. Physical maladies can 
and do take a tremendous psychological toll, creating a rein-
forcing feedback loop of su$ering. Nevertheless, your chances 
of recovery, or of dealing well with death and dying are much 
improved when your psychological well-being—mental 
health—is amply resourced. 
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I am suggesting that mental health is in fact:

1. Somewhat more important and comprehensive 
than physical health

2. A close, though not exact synonym for “well-being.”

!ere are two more reasons I think that mental health 
should be put #rst when it comes to realizing SDG #3 by 2030:

1. It is more easily measured and consistently tracked 
than well-being

2. It is currently the subject of stigma.

In the longer-term, doing the hard work of measuring and 
improving well-being is where we need to head. In the near-
term, a focus on mental health is a great leap forward.

Plus, there is data that supports the link between psycho-
logical distress and developing disorders such as cancer. !e 
American Association for Cancer Research looked at cancer 
mortality in the U.S. between 1997 and 2014. !ey found that 
“cancer mortality risk was 33 percent higher in adults with 
serious psychological distress compared to adults without 
psychological distress”73. !at is a big di$erence.

What does it look like to put mental health %rst in our 
community?

73  “The State of Cancer Health Disparities in 2022,” American 
Association for Cancer Research, accessed November 27, 2022, 
https://cancerprogressreport.aacr.org/disparities/cdpr22-contents/
cdpr22-the-state-of-cancer-health-disparities-in-2022/.
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The Marin Context
Elberta Eriksson was a licensed Marriage and Family !erapist 
(among other quali#cations) and had been for her whole 
career. She was a long-term resident of Mill Valley serving her 
Southern Marin community for the past many decades of her 
life, speci#cally low-income families in Marin City. She passed 
away in 2022 at the age of 92. 

Elberta promoted what she called a “wrap-around approach 
to social services,” using the wrap-around term to refer not just 
to troubled youth (as the term o%cially refers to programs for 
youth in the foster care system), but to all individuals and fam-
ilies. In an e$ort to provide more quality services to a greater 
number of individuals, Elberta supervised graduate students in 
psychology working to earn their license since approximately 
2010. !e program is called the Southern Marin Community 
Connection. 

Elberta had seen so many “new and exciting” programs 
come to town over the years that by the time I started sup-
porting her group in 2018 she was down-right suspicious. 
She had a right to be. Philanthropy tends to favor the newest 
great idea, brought by the latest newcomers.  Due to local 
politics, baggage, and our basic human propensity to get 
excited about the novel, philanthropy is better set up to 
provide short rather than long-term support. !is means 
that programs like Elberta’s fall o$ of the radar and tend to 
&ounder, especially when the leader starts to be seen as saying 
the same ole’ thing.

Elberta would o"en harken unto her version of the good 
ole’ days and an organization she was an integral part of, 
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Operation Give A Damn (OGAD). You can refer to the 
blog on the Systems !inking Marin website for more details 
about OGAD. Su%ce it to say here that OGAD was a beau-
tiful example of a community coming together to foster and 
build more and stronger social connections among people 
who needed extra support and people who could provide that 
for them, made possible by relatively small-scale funding. In a 
word, OGAD excelled at creating relationships. 

The Family Functioning Scale
Trained in Family Systems with a good bit of systems think-
ing in the mix, Elberta’s professional practice was what I 
call “systems’ey.” In particular, she has developed the Family 
Functioning Scale, a qualitative scale (with a quantitative 
assessment component) that allows practitioners to holisti-
cally assess the well-being of their clients across eleven areas of 
life. From food and housing security to transportation, income 
and education and more, the Family Functioning Scale is a 
tool that is handed to the client for self-report and re&ection 
and supplies a basis for shared discussion between client and 
provider. 

As Justine Reese, a mental health provider who trained 
under Elberta, stated in one of Elberta’s organizing meetings 
(the Southern Marin Multi-Disciplinary Team monthly meet-
ing or MDT), “!e mental health issues experienced by many 
of my clients are due to stressors in some other area of life, like 
income or housing.” As a mental health service provider for 
low-income individuals in particular, it is simply impractical 
to limit your scope of support to the realm of mental health, 
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strictly speaking. Justine and others in her position o"en 
#nd themselves devoting time beyond scheduled sessions to 
#nding additional support services for clients; time for which 
they may not be paid, but which they see as crucial to the 
overall well-being and health of the person they are striving to 
support. It may be practical or impractical to limit the scope 
of your focus, but in either case, it’s a factor of care and rela-
tionship-building that many practitioners go the extra mile to 
serve their clients. (Perhaps it goes without saying that prac-
titioners who go the extra mile should be compensated and 
otherwise supported in providing this “wrap-around”-type 
support.)

Challenges With the Current Mental Health System
A quick aside: the current mental health system in Marin 
(and the United States, and possibly the Western world) 
is—like the “sick system”—lousy. I’m making a few claims 
here that come from conversations with people who are care 
providers in this system. (See Appendix A.) Funding for 
prevention is little or nonexistent. Low-income individuals 
su$er additional trauma from the humiliation of being treated 
like cogs in a machine when they are already at their lowest. 
And whether you are low, middle or high-income, society has 
made a fairly strict specialization out of mental health profes-
sionals while in subtle and overt ways discriminating against 
people su$ering from mental health challenges. I suggest that 
if mental health, happiness and well-being overall were to be 
more closely equated, some of these unfortunate traps could 
be overcome.
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Specific Ideas
As with the other chapters, the Introduction of this book pro-
vides an outlined set of general steps for organizing a holistic, 
community-based e$ort to harness existing local e$orts and 
bring about much greater mutual coordination to reach a cer-
tain Global Goal. Given what we have covered so far, here are 
some speci#cs for #3 Good Health and Well-Being:

• County-wide adoption of Elberta Erkisson’s Family 
Functioning Scale for individual, family, and even 
whole community reference and publicly-reported 
metrics

• Development of a service referral database so that 
practitioners such as Justine have a much easier time 
referring their clients to additional support services. 

º !is has been tried again and again, across the 
country. Current national versions exist but 
something doesn’t quite coagulate fully with 
all of them. !e work of Open Referral and 
Greg Bloom is a great place to start; they have 
invested a lot of time in working out how this 
could possibly work.

• And #nally, within the realm of SDG #3, put mental 
health #rst. As reviewed earlier in this chapter, men-
tal health is a slightly more speci#c way of saying 
“well-being” (and even “happiness”) and edges out 
other topics in terms of its outsized impact across all 
areas of well-being.
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In summary, a coalition of organizations and individuals 
passionate about health and well-being in Marin County—
those who are low-income and those who live as a part of 
low-income communities, whether they themselves are low-in-
come or not—must come together. !e work is to develop 
shared resources, timelines, and strategies. I make a case for 
placing mental health as the number one focus. But perhaps 
your in-depth interviews with community members and pro-
viders will reveal a di$erent top-level focus? Don’t neglect to 
include a timeline for your local targets; without a timeline 
for meeting targets, we can expect a lot of busy work and no 
real change.


