
Global health improvements 
but still major inequalities 
between countries

The improvement in health in 20th-
century Europe, North America, and the 
other countries that now make up the 
Organisation for Economic Co-operation and 
Development (OECD), is a major societal 
achievement. While there is no certainty as 
to what accounted for the improvement in 
Europe, it is highly likely it was the result of a 
combination of improvement in the conditions 
in which people live and work and, latterly, 
advances in medical care. 

Consider three children: one African, one 
South Asian, and one European. At birth 
each one, representing the country average, 
has life expectancy of less than 50 years. 
The African and South Asian fi gures come 
from 1970, the European fi gure from 1901. 
Over the last century, life expectancy for 
the European child increased by about 30 
years, and is still rising (Willets et al., 2004). 
Between 1970 and 2000, the South Asian’s life 
expectancy rose by 13 years, while for the 
child in sub-Saharan Africa, during the same 
period, life expectancy rose by four months 
(UNDP, 2005).
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HEALTH INEQUALITY, INEQUITY AND 
SOCIAL DETERMINANTS OF HEALTH



We start from the proposition that Africa 
should not be condemned to its ill-health 
any more than South Asia was in 1970 or 
Europe was in 1900. The health achievements 
that Europe has enjoyed have already 
started happening in South Asia and other 
regions (Figure 1) – but have considerable 
distance still to go – and could happen in 
sub-Saharan Africa. No country or region 
should have to live with levels of ill-health 
that are avoidable. The lack of improvement 
in health in the countries of central and 
eastern Europe and the former Soviet Union 
is of concern just as are the other differences 
shown in Figure 1. Improvements in living 
and working conditions, and fi nding a way 
to deliver known medical solutions, would 
lead to dramatic reductions in these global 
inequalities in health.

These inequalities in health need not exist. 
Look at the experience of women giving birth. 
In many poor countries, maternal mortality 
ratios exceed 500 per 100 000 live births. In 
Sweden the ratio is 2 per 100 000.
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There is a second problem of inequalities 
in health: the dramatic differences within 
countries. These differences in health occur 
along a number of axes of social stratifi cation 
including socioeconomic, political, and 
cultural. One way of describing the magnitude 
of inequalities is the gap between top and 
bottom socioeconomic groups. In El Salvador, 
for example, if mothers have no education 
their babies have 100 chances in 1000 of 
dying in the fi rst year of life; if mothers have 
at least secondary education the infant death 
rate is a quarter of that (World Bank, 2006b). 

Such dramatic inequalities in health within 
countries are seen in rich as well as poorer 
countries. In the Scottish city of Glasgow, 
life expectancy of men in one of the most 
deprived areas was 54 years, compared with 
82 years in the most affl uent (Hanlon, Walsh 
& Whyte, 2006). This means that the poorest 
men in Glasgow have lower life expectancy 
than the Indian average. Men with the 
lowest life expectancy in the United States 
of America, 1997–2001 (Murray et al., 2006) 
had lower life expectancy than the Pakistan 
average, 1995–2000 (UNDESA, 2006b). In 
every instance, indigenous peoples of the 
world have life expectancies lower than the 
national average (CSDH, 2007). 

Focusing on the gap between top and 
bottom, however, fails to draw attention to a 
pervasive phenomenon: the social gradient in 
health (Marmot, 2004), see Figure 2. With few 
exceptions, the evidence shows that the lower 
an individual’s socioeconomic position the 
worse their health. There is a social gradient 
in health that runs from top to bottom of the 
socioeconomic spectrum. The effects of the 
gradient can be dramatically obvious and they 
can be quite subtle. In general, people second 
from the bottom have worse health than 
those above them but better health than those 
below. In Sweden, adults with a Ph.D have 
lower mortality than those with a professional 
qualifi cation or Master’s degree (Erikson, 
2001). This is a global phenomenon, seen 
in low, middle and high income countries 
(Victora et al., 2003). The gradient in health 
should not defl ect attention from the plight 
of people at the bottom of the gradient, the 
poorest of the poor. Rather, the social gradient 
in health means that we are all implicated.

Health inequalities within 
countries and the social gradient
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Inequalities in health within and between 
countries arise from inequalities within and 
between societies: inequalities in social and 
economic conditions and their effects on 
people’s lives that determine their risk of 
illness and the actions taken to prevent or 
treat illness when it occurs. Such inequalities 
are not inevitable or fi xed. There are ample 
instances of widening inequalities. For 
example, we see increasing differences in the 
Russian Federation in life expectancy by level 

of education among both men and women 
(Figure 3). There is also good evidence that 
conditions can be changed for the better 
(Figure 4). A central aim of the CSDH is to 
assemble the evidence, particularly of what 
will make a difference, in order to lay the 
basis for action to reduce inequalities in 
health within and between countries. Where 
such evidence is lacking the Commission will 
make recommendations on how to redress 
the gaps.
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All societies have social hierarchies in 
which economic and social resources, 
including power and prestige, are distributed 
unequally. The unequal distribution of 
resources impacts on people’s freedom to 
lead lives they have reason to value (Sen, 
1999). This in turn has a powerful impact 
on health and its distribution in society. The 
Commission takes issue with the unequal 
distribution of social conditions when health 
suffers as a consequence. 

Not all health inequalities are unjust or 
inequitable. If good health were simply 
unattainable, this would be unfortunate but 
not unjust. Where inequalities in health are 
avoidable, yet are not avoided, they are 
inequitable. This can be illustrated by the 
difference in men’s and women’s health. 
Women, in general, live longer than men. This 
is likely to be a consequence of biological sex 
differences, and is not, therefore, inequitable. 
However, in cases where women have the 
same or lower life expectancy as men – that 
is, where social conditions act to reduce the 
“natural” longevity advantage of women – this 
inequality is a mark of gross inequity (Sen, 
2003). The injustice that the Commission 
seeks to redress comes from failure to achieve 
levels of health that, but for lack of action, 
should be attainable.

The right to the highest attainable level of 
health is enshrined in the Constitution of the 
World Health Organization and numerous 
international treaties (UN, 2000a). This 
right obliges governments and others to act 
– to take steps that increase all individuals’ 
chances of obtaining good health. The 
realization of this right, however, will take not 
just access to health care but action on the 
social determinants of health. 

While we see health as having 
intrinsic value – health as an end in itself 
– the Commission also recognizes its 
instrumentality. Good health enables people 
to participate in society, with potentially 
positive consequences for economic 
performance (CMH, 2001; Mackenbach, 
Meerding & Kunst, unpublished). Addressing 
the social determinants of health will yield 
greater, and sustainable, returns to existing 
efforts to improve global health. 

Justice, inequality and inequity
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Empowerment and freedom – 
dealing with poverty and the gradient

At the heart of the concern with social 
determinants of health, and health inequity, 
is concern for people without the freedom to 
lead fl ourishing lives (Sen, 1999). To make a 
fundamental improvement in health equity, 
technical and medical solutions such as 
disease control and medical care are, without 
doubt, necessary – but they are insuffi cient. 
There will need to be empowerment 
of individuals, communities, and whole 
countries.

We see empowerment operating along 
three interconnected dimensions: material, 
psychosocial, and political. People need the 
basic material requisites for a decent life, they 
need to have control over their lives, and 
they need political voice and participation 
in decision-making processes. Although 
individuals are at the heart of empowerment, 
achieving a better distribution of power 
requires collective social action – the 
empowerment of nations, institutions, and 
communities.

The differential status of men and women 
in almost every society across the globe 
is perhaps the single most pervasive and 
entrenched inequity. As such, the relation 
between the genders represents as pressing 
a societal issue for health as the social 
gradient itself. Indeed the feminization of 
the catastrophic AIDS epidemic in southern 
Africa is a clear demonstration of the lack of 
power of women to enjoy fundamental social 

freedoms (Lewis, 2005). This marked health 
inequity encapsulates disempowerment at 
many levels – government and institutional 
incapacity to act on evidence of gendered 
impact, and the unequal participation of 
women in political institutions from village 
to international levels; unequal access to 
and control over property, economic assets 
and inheritance; unequal restrictions on 
physical mobility, reproduction and sexuality; 
sanctioned violation of women’s and girls’ 
bodily integrity and accepted codes of social 
conduct that condone and even reward sexual 
violence against women. It is not enough to 
focus on delivering antiretrovirals to women 
with AIDS in southern Africa if little is done to 
deal with their profound disempowerment.

The impact of these processes of 
disempowerment is shown dramatically 
among indigenous peoples, who are among 
the most marginalized and disenfranchised 
peoples in the world, experiencing profound 
dispossession of land and erosion of culture. 
It is argued that their crisis situation is “most 
clearly refl ected in the health status of 
indigenous peoples around the world, with 
wide disparities between the health status 
of indigenous peoples and non-indigenous 
peoples within the same country” (Nettleton, 
Napolitano & Stephens, 2007).

In emphasizing the need for both 
empowerment and technical solutions, 
we draw the parallel with contemporary 
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models of development (Marmot, 2006). 
It is now recognized that an increase in 
national income, by itself, does not capture 
development in its fullest sense. At the least, 
education and health should be included 
(UNDP, 2005). To achieve development in this 
fuller sense, economic growth is insuffi cient 
– it needs to proceed hand in hand with 
empowerment (Stern, Dethier & Rogers, 
2004).

A social determinants of health approach 
has several advantages. It bridges the artifi cial 
distinction between technical and social 
interventions, and demonstrates how both 
are necessary aspects of action. It seeks to 
redress the imbalance between curative and 
preventive action and individualized and 
population-based interventions. Also, by 
acting on structural conditions in society, a 
social determinants approach offers a better 
hope for sustainable and equitable outcomes 
(Baum, 2002).


