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The Commission
calls for closing
the nealth gap

N a generation

Social justice is a matter of life and death. It affects
the way people live, their consequent chance of
illness, and their risk of premature death. We watch in
wonder as life expectancy and good health continue
to increase in parts of the world and in alarm as they
fail to improve in others. A girl born today can expect
to live for more than 80 years if she is born in some
countries — but less than 45 years if she is born in
others. Within countries there are dramatic differences
in health that are closely linked with degrees of social
disadvantage. Differences of this magnitude, within and
between countries, simply should never happen.

These inequities in health, avoidable health inequalities,
arise because of the circumstances in which people
grow, live, work, and age, and the systems put in place
to deal with illness. The conditions in which people live
and die are, in turn, shaped by political, social, and
economic forces.

Social and economic policies have a determining
impact on whether a child can grow and develop to
its full potential and live a flourishing life, or whether

its life will be blighted. Increasingly the nature of the
health problems rich and poor countries have to solve
are converging. The development of a society, rich or
poor, can be judged by the quality of its population’s
health, how fairly health is distributed across the social
spectrum, and the degree of protection provided from
disadvantage as a result of ill-health.

In the spirit of social justice, the Commission on Social
Determinants of Health was set up by the World Health
Organization (WHO) in 2005 to marshal the evidence
on what can be done to promote health equity, and to
foster a global movement to achieve it.

As the Commission has done its work, several
countries and agencies have become partners seeking
to frame policies and programmes, across the whole
of society, that influence the social determinants of
health and improve health equity. These countries and
partners are in the forefront of a global movement.

The Commission calls on the WHO and all
governments to lead global action on the social
determinants of health with the aim of achieving
health equity. It is essential that governments, civil
society, WHO, and other global organizations now
come together in taking action to improve the lives of
the world’s citizens. Achieving health equity within a
generation is achievable, it is the right thing to do, and
now is the right time to do it.
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Note from the chair

The Commission on Social Determinants of Health
was set up by former World Health Organization
Director-General JW Lee. It was tasked to collect,
collate, and synthesize global evidence on the social
determinants of health and their impact on health
inequity, and to make recommendations for action to
address that inequity.

The Commissioners, secretariat and, indeed, everyone
connected to the Commission were united in three
concerns: a passion for social justice, a respect for
evidence, and a frustration that there appeared to

be far too little action on the social determinants of
health. To be sure, there were examples of countries
that had made remarkable progress in health some of
which, at least, could be attributed to action on social
conditions. These examples encouraged us. But the
spectre of health inequity haunts the global scene. A
key aim of the Commission has been to foster a global
movement on social determinants of health and health
equity. We are encouraged by the signs.

We judge that there is enough knowledge to
recommend action now while there needs to be an
active research programme on the social determinants
of health. The Final Report of the Commission on
Social Determinants of Health sets out key areas — of
daily living conditions and of the underlying structural
drivers that influence them — in which action is needed.
It provides analysis of social determinants of health
and concrete examples of types of action that have
proven effective in improving health and health equity in
countries at all levels of socioeconomic development.

Part 1 sets the scene, laying out the rationale for a
global movement to advance health equity through
action on the social determinants of health. It illustrates
the extent of the problem between and within
countries, describes what the Commission believes the
causes of health inequities are, and points to where
solutions may lie.

The Commissioners

Michael Marmot
Frances Baum
Monique Bégin
Giovanni Berlinguer
Mirai Chatterjee

William H. Foege

Yan Guo

Kiyoshi Kurokawa
Ricardo Lagos Escobar
Alireza Marandli

Part 2 outlines the approach the Commission took

to evidence, and to the indispensable value of
acknowledging and using the rich diversity of different
types of knowledge. It describes the rationale that
was applied in selecting social determinants for
investigation and suggests, by means of a conceptual
framework, how these may interact with one another.

Parts 3, 4, and 5 set out in more detail the
Commission’s findings and recommendations. The
chapters in Part 3 deal with the conditions of daily
living — the more easily visible aspects of birth, growth,
and education; of living and working; and of using
health care. The chapters in Part 4 look at more
‘structural’ conditions — social and economic policies
that shape growing, living, and working; the relative
roles of state and market in providing for good and
equitable health; and the wide international and global
conditions that can help or hinder national and local
action for health equity. Part 5 focuses on the critical
importance of data — not simply conventional research,
but living evidence of progress or deterioration in the
quality of people’s lives and health that can only be
attained through commitment to and capacity in health
equity surveillance and monitoring.

Part 6, finally, reprises the global networks — the
regional connections to civil society worldwide, the
growing caucus of country partners taking the social
determinants of health agenda forward, the vital
research agendas, and the opportunities for change at
the level of global governance and global institutions —
that the Commission has built and on which the future
of a global movement for health equity will depend.

Our thanks are due, in particular, to the invaluable and
seemingly inexhaustible commitment and contributions
of the Commissioners. Their collective guidance and
leadership underpins all that the Commission has
achieved.
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Michael Marmot, Chair
Commission on Social Determinants of Health
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A new global agenda
for health equity
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Our children have dramatically different life chances
depending on where they were born. In Japan or
Sweden they can expect to live more than 80 years; in
Brazil, 72 years; India, 63 years; and in one of several
African countries, fewer than 50 years. And within
countries, the differences in life chances are dramatic
and are seen worldwide. The poorest of the poor have
high levels of iliness and premature mortality. But poor
health is not confined to those worst off. In countries
at all levels of income, health and illness follow a social
gradient: the lower the socioeconomic position, the
worse the health.

It does not have to be this way and it is not right that

it should be like this. Where systematic differences

in health are judged to be avoidable by reasonable
action they are, quite simply, unfair. It is this that we
label health inequity. Putting right these inequities — the
huge and remediable differences in health between and
within countries — is a matter of social justice. Reducing
health inequities is, for the Commission on Social
Determinants of Health (hereafter, the Commission), an
ethical imperative. Social injustice is killing people on a
grand scale.




The social determinants of
health and health equity

The Commission, created to marshal the evidence on what
can be done to promote health equity and to foster a global
movement to achieve it, is a global collaboration of policy-
makers, researchers, and civil society led by Commissioners
with a unique blend of political, academic, and advocacy
experience. Importantly, the focus of attention embraces
countries at all levels of income and development: the global
South and North. Health equity is an issue within all our
countries and is affected significantly by the global economic
and political system.

The Commission takes a holistic view of social determinants
of health. The poor health of the poor, the social gradient

in health within countries, and the marked health inequities
between countries are caused by the unequal distribution of
power, income, goods, and services, globally and nationally, the
consequent unfairness in the immediate, visible circumstances
of peoples lives — their access to health care, schools, and
education, their conditions of work and leisure, their homes,
communities, towns, or cities — and their chances of leading a
flourishing life. This unequal distribution of health-damaging
experiences is not in any sense a ‘natural’ phenomenon but

is the result of a toxic combination of poor social policies

and programmes, unfair economic arrangements, and bad
politics. Together, the structural determinants and conditions
of daily life constitute the social determinants of health and are
responsible for a major part of health inequities between and
within countries.

The global community can put this right but it will take
urgent and sustained action, globally, nationally, and locally.
Deep inequities in the distribution of power and economic
arrangements, globally, are of key relevance to health equity.
This in no way implies ignoring other levels of action. There

is a great deal that national and local governments can do;

and the Commission has been impressed by the force of civil
society and local movements that both provide immediate local
help and push governments to change.

And of course climate change has profound implications for
the global system — how it affects the way of life and health of
individuals and the planet. We need to bring the two agendas of
health equity and climate change together. Our core concerns
with health equity must be part of the global community
balancing the needs of social and economic development of
the whole global population, health equity, and the urgency of
dealing with climate change.

A new approach to development

The Commission’s work embodies a new approach to
development. Health and health equity may not be the aim

of all social policies but they will be a fundamental result.
Take the central policy importance given to economic
growth: Economic growth is without question important,
particularly for poor countries, as it gives the opportunity to
provide resources to invest in improvement of the lives of their
population. But growth by itself, without appropriate social
policies to ensure reasonable fairness in the way its benefits are
distributed, brings little benefit to health equity.

Traditionally, society has looked to the health sector to

deal with its concerns about health and disease. Certainly,
maldistribution of health care — not delivering care to those
who most need it — is one of the social determinants of
health. But the high burden of illness responsible for appalling
premature loss of life arises in large part because of the
conditions in which people are born, grow, live, work, and
age. In their turn, poor and unequal living conditions are the
consequence of poor social policies and programmes, unfair
economic arrangements, and bad politics. Action on the social
determinants of health must involve the whole of government,
civil society and local communities, business, global fora,

and international agencies. Policies and programmes must
embrace all the key sectors of society not just the health sector.
That said, the minister of health and the supporting ministry
are critical to global change. They can champion a social
determinants of health approach at the highest level of society,
they can demonstrate effectiveness through good practice,

and they can support other ministries in creating policies

that promote health equity. The World Health Organization
(WHO), as the global body for health, must do the same on
the world stage.

Closing the health gap in a generation

The Commission calls for closing the health gap in a
generation. It is an aspiration not a prediction. Dramatic
improvements in health, globally and within countries, have
occurred in the last 30 years. We are optimistic: the knowledge
exists to make a huge difference to people’s life chances and
hence to provide marked improvements in health equity. We
are realistic: action must start now. The material for developing
solutions to the gross inequities between and within countries
is in the Report of this Commission.

COMMISSION ON SOCIAL DETERMINANTS OF HEALTH | FINAL REPORT — EXECUTIVE SUMMARY
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The Commission’s overarching
recommendations

Improve Daily Living Conditions

Improve the well-being of girls and women and the circumstances in which their children are born, put major
emphasis on early child development and education for girls and boys, improve living and working conditions and
create social protection policy supportive of all, and create conditions for a flourishing older life. Policies to achieve
these goals will involve civil society, governments, and global institutions.

Tackle the Inequitable Distribution
of Power, Money, and Resources

In order to address health inequities, and inequitable conditions of daily living, it is necessary to address inequities —
such as those between men and women — in the way society is organized. This requires a strong public sector that

is committed, capable, and adequately financed.To achieve that requires more than strengthened government — it
requires strengthened governance: legitimacy, space, and support for civil society, for an accountable private sector, and
for people across society to agree public interests and reinvest in the value of collective action. In a globalized world,
the need for governance dedicated to equity applies equally from the community level to global institutions.

Measure and Understand the Problem

and Assess the Impact of Action

Acknowledging that there is a problem, and ensuring that health inequity is measured — within countries and

globally — is a vital platform for action. National governments and international organizations, supported by WHO,
should set up national and global health equity surveillance systems for routine monitoring of health inequity and the
social determinants of health and should evaluate the health equity impact of policy and action. Creating the
organizational space and capacity to act effectively on health inequity requires investment in training of policy-makers
and health practitioners and public understanding of social determinants of health. It also requires a stronger focus on
social determinants in public health research.

Three principles of action

@ Improve the conditions of daily life — the circumstances in These three principles of action are embodied in the three
which people are born, grow, live, work, and age. overarching recommendations above. The remainder of the
Executive Summary and the Commission’s Final Report is

@ Tackle the inequitable distribution of power, money, and . T
structured according to these three principles.

resources — the structural drivers of those conditions of
daily life — globally, nationally, and locally.

@ Measure the problem, evaluate action, expand the
knowledge base, develop a workforce that is trained in the
social determinants of health, and raise public awareness
about the social determinants of health.



1. Improve Daily Living Conditions

The inequities in how society is organized mean that the
freedom to lead a flourishing life and to enjoy good health

is unequally distributed between and within societies. This
inequity is seen in the conditions of early childhood and
schooling, the nature of employment and working conditions,
the physical form of the built environment, and the quality of
the natural environment in which people reside. Depending
on the nature of these environments, different groups will
have different experiences of material conditions, psychosocial
support, and behavioural options, which make them more or
less vulnerable to poor health. Social stratification likewise
determines differential access to and utilization of health care,
with consequences for the inequitable promotion of health and

well-being, disease prevention, and illness recovery and survival.

EQUITY FROM THE START

Early child development (ECD) — including the physical,
social/emotional, and language/cognitive domains — has a
determining influence on subsequent life chances and health
through skills development, education, and occupational
opportunities. Through these mechanisms, and directly, early
childhood influences subsequent risk of obesity, malnutrition,
mental health problems, heart disease, and criminality. At

least 200 million children globally are not achieving their full
development potential (Grantham-McGregor et al., 2007).This
has huge implications for their health and for society at large.

Evidence for action

Investment in the early years provides one of the greatest
potentials to reduce health inequities within a generation
(ECDKN, 2007a). Experiences in early childhood (defined as
prenatal development to eight years of age), and in early and
later education, lay critical foundations for the entire lifecourse
(ECDKN, 2007a). The science of ECD shows that brain
development is highly sensitive to external influences in early
childhood, with lifelong effects. Good nutrition is crucial and
begins in utero with adequately nourished mothers. Mothers
and children need a continuum of care from pre-pregnancy,
through pregnancy and childbirth, to the early days and years
of life (WHO, 2005b). Children need safe, healthy, supporting,
nurturing, caring, and responsive living environments.
Preschool educational programmes and schools, as part of the
wider environment that contributes to the development of
children, can have a vital role in building children’s capabilities.
A more comprehensive approach to early life is needed,
building on existing child survival programmes and extending
interventions in early life to include social/emotional and
language/cognitive development.

Effects of combined nutritional supplementation and psychosocial stimulation on stunted children in a

2-year intervention study in Jamaica?.

Non-stunted

-

Supplemented
and stimulated

Stimulated
Supplemented

Baseline 6 mo

12 mo

Control

16 mo

2 Mean development scores (DQ) of stunted groups adjusted for initial age and score compared with a
non-stunted group adjusted for age only, using Griffiths Mental Development Scales modified for Jamaica.
Reprinted, with permission of the publisher, from Grantham-McGregor et al. (1991).
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What must be done

A comprehensive approach to the early years in life

requires policy coherence, commitment, and leadership

at the international and national level. It also requires a
comprehensive package of ECD and education programmes
and services for all children worldwide.

Commit to and implement a comprehensive
approach to early life, building on existing child
survival programmes and extending interventions in
early life to include social/emotional and language/
cognitive development.

e Set up an interagency mechanism to ensure policy
coherence for early child development such that, across
agencies, a comprehensive approach to early child
development is acted on.

e Make sure that all children, mothers, and other caregivers
are covered by a comprehensive package of quality early
child development programmes and services, regardless of
ability to pay.

Expand the provision and scope of education to
include the principles of early child development
(physical, social/emotional, and language/cognitive
development).

* Provide quality compulsory primary and secondary
education for all boys and girls, regardless of ability to
pay. Identify and address the barriers to girls and boys
enrolling and staying in school and abolish user fees for
primary school.

HEALTHY PLACES HEALTHY PEOPLE

Where people live affects their health and chances of leading
flourishing lives. The year 2007 saw, for the first time, the
majority of human beings living in urban settings (WorldWatch
Institute, 2007). Almost 1 billion live in slums.

Evidence for action

Infectious diseases and undernutrition will continue in
particular regions and groups around the world. However,
urbanization is reshaping population health problems,
particularly among the urban poor, towards non-communicable
diseases, accidental and violent injuries, and deaths and impact
from ecological disaster (Campbell & Campbell, 2007;Yusuf et
al., 2001).

The daily conditions in which people live have a strong
influence on health equity. Access to quality housing and
shelter and clean water and sanitation are human rights and
basic needs for healthy living (UNESCO, 2006a; Shaw, 2004).
Growing car dependence, land-use change to facilitate car

use, and increased inconvenience of non-motorized modes of
travel, have knock-on eftects on local air quality, greenhouse
gas emission, and physical inactivity (NHE 2007). The planning
and design of urban environments has a major impact on
health equity through its influence on behaviour and safety.

The balance of rural and urban dwelling varies enormously
across areas: from less than 10% urban in Burundi and Uganda
to 100% or close to it in Belgium, Hong Kong Special
Administrative Region, Kuwait, and Singapore. Policies and
investment patterns patterns reflecting the urban-led growth
paradigm (Vlahov et al., 2007) have seen rural communities

worldwide, including Indigenous Peoples (Indigenous Health
Group, 2007), sufter from progressive underinvestment in
infrastructure and amenities, with disproportionate levels

of poverty and poor living conditions (Ooi & Phua, 2007;
Eastwood & Lipton, 2000), contributing in part to out-
migration to unfamiliar urban centres.

The current model of urbanization poses significant
environmental challenges, particularly climate change — the
impact of which is greater in low-income countries and among
vulnerable subpopulations (McMichael et al., 2008; Stern,
2006). At present, greenhouse gas emissions are determined
mainly by consumption patterns in cities of the developed
world. Transport and buildings contribute 21% to CO2
emissions (IPCC, 2007), agricultural activity accounts for about
one fifth. And yet crop yields depend in large part on prevailing
climate conditions. The disruption and depletion of the climate
system and the task of reducing global health inequities go
hand in hand.

What must be done

Communities and neighbourhoods that ensure access to basic
goods, that are socially cohesive, that are designed to promote
good physical and psychological well-being and that are
protective of the natural environment are essential for health

equity.

Place health and health equity at the heart of urban
governance and planning.

* Manage urban development to ensure greater availability
of affordable housing; invest in urban slum upgrading
including, as a priority, provision of water and sanitation,
electricity, and paved streets for all households regardless
of ability to pay.

* Ensure urban planning promotes healthy and safe
behaviours equitably, through investment in active
transport, retail planning to manage access to unhealthy
foods, and through good environmental design and
regulatory controls, including control of the number of
alcohol outlets.

Promote health equity between rural and urban areas
through sustained investment in rural development,
addressing the exclusionary policies and processes
that lead to rural poverty, landlessness, and
displacement of people from their homes.

+ Counter the inequitable consequences of urban growth
through action that addresses rural land tenure and rights
and ensures rural livelihoods that support healthy living,
adequate investment in rural infrastructure, and policies
that support rural-to-urban migrants.

Ensure that economic and social policy responses to
climate change and other environmental degradation
take into account health equity.



Fair Employment and Decent Work

Employment and working conditions have powerful effects on
health equity. When these are good, they can provide financial
security, social status, personal development, social relations
and self-esteem, and protection from physical and psychosocial
hazards. Action to improve employment and work must be
global, national, and local.

Evidence for action

Work is the area where many of the important influences

on health are played out. (Marmot & Wilkinson, 2006). This
includes both employment conditions and the nature of

work itself. A flexible workforce is seen as good for economic
competitiveness but brings with it effects on health (Benach

& Muntaner, 2007). Evidence indicates that mortality is
significantly higher among temporary workers compared to
permanent workers (Kivimaki et al., 2003). Poor mental health

outcomes are associated with precarious employment (e.g.
non-fixed term temporary contracts, being employed with no
contract, and part-time work) (Artazcoz et al., 2005; Kim et
al., 2000). Workers who perceive work insecurity experience
significant adverse effects on their physical and mental health
(Ferrie et al., 2002).

The conditions of work also affect health and health equity.
Adverse working conditions can expose individuals to a range
of physical health hazards and tend to cluster in lower-status
occupations. Improved working conditions in high-income
countries, hard won over many years of organized action and
regulation, are sorely lacking in many middle- and low-income
countries. Stress at work is associated with a 50% excess risk of
coronary heart disease (Marmot, 2004; Kivimaki et al., 2006),
and there is consistent evidence that high job demand, low
control, and effort-reward imbalance are risk factors for mental
and physical health problems (Stansfeld & Candy, 2006).

Prevalence of poor mental health among manual workers in Spain by type of contract.
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What must be done

Through the assurance of fair employment and decent working
conditions, government, employers, and workers can help
eradicate poverty, alleviate social inequities, reduce exposure to
physical and psychosocial hazards, and enhance opportunities
for health and well-being. And, of course, a healthy workforce
is good for productivity.

Make full and fair employment and decent work a
central goal of national and international social and
economic policy-making.

e Full and fair employment and decent work should be
made a shared objective of international institutions and
a central part of national policy agendas and development
strategies, with strengthened representation of workers in
the creation of policy, legislation, and programmes relating
to employment and work.

Achieving health equity requires safe, secure, and
fairly paid work, year-round work opportunities, and
healthy work-life balance for all.

* Provide quality work for men and women with a living
wage that takes into account the real and current cost of
healthy living.

* Protect all workers. International agencies should support
countries to implement core labour standards for formal
and informal workers; to develop policies to ensure a
balanced work-home life; and to reduce the negative
effects of insecurity among workers in precarious work
arrangements.

Improve the working conditions for all workers to
reduce their exposure to material hazards, work-
related stress, and health-damaging behaviours.

Regional variation in the percentage of people in work living on US$ 2/day or less.

Percent
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2007 figures are preliminary estimates.
Reprinted, with permission of the author, from ILO (2008).



SOCIAL PROTECTION ACROSS THE
LIFECOURSE

All people need social protection across the lifecourse, as young
children, in working life, and in old age. People also need
protection in case of specific shocks, such as illness, disability,
and loss of income or work.

Evidence for action

Low living standards are a powerful determinant of health
inequity. They influence lifelong trajectories, among others
through their effects on ECD. Child poverty and transmission
of poverty from generation to generation are major obstacles
to improving population health and reducing health inequity.
Four out of five people worldwide lack the back-up of basic
social security coverage (ILO, 2003).

Redistributive welfare systems, in combination with the
extent to which people can make a healthy living on the
labour market, influence poverty levels. Generous universal
social protection systems are associated with better population
health, including lower excess mortality among the old and
lower mortality levels among socially disadvantaged groups.
Budgets for social protection tend to be larger, and perhaps
more sustainable, in countries with universal protection
systems; poverty and income inequality tend to be smaller
in these countries compared to countries with systems that
target the poor.

Extending social protection to all people, within countries and
globally, will be a major step towards securing health equity
within a generation. This includes extending social protection
to those in precarious work, including informal work, and

household or care work. This is critical for poor countries

in which the majority of people work in the informal

sector, as well as for women, because family responsibilities
often preclude them from accruing adequate benefits under
contributory social protection schemes. While limited
institutional infrastructure and financial capacity remains an
important barrier in many countries, experience across the
world shows that it is feasible to start creating social protection
systems, even in low-income countries.

What must be done

Reducing the health gap in a generation requires that
governments build systems that allow a healthy standard of
living below which nobody should fall due to circumstances
beyond his or her control. Social protection schemes can be
instrumental in realizing developmental goals, rather than being
dependent on achieving these goals — they can be efficient
ways to reduce poverty, and local economies can benefit.

Establish and strengthen universal comprehensive
social protection policies that support a level of
income sufficient for healthy living for all.

* Progressively increase the generosity of social protection
systems towards a level that is sufficient for healthy living.

* Ensure that social protection systems include those
normally excluded: those in precarious work, including
informal work and household or care work.

Total family policy generosity and child poverty in 20 countries, circa 2000.
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Net benefit generosity of transfers as a percentage of an average net production worker’s wage.
The poverty line is 50% of median equivalized disposable income.

AUS = Australia; AUT = Austria; BEL = Belgium; CAN = Canada; FIN = Finland; FRA = France;
GER = Germany; IRE = Ireland; ITA = Italy; NET = the Netherlands; NOR = Norway; SWE =
Sweden; SWI = Switzerland; UK = the United Kingdom; USA = the United States of America.
Reprinted, with permission of the publisher, from Lundberg et al. (2007).
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UNIVERSAL HEALTH CARE

Access to and utilization of health care is vital to good and
equitable health. The health-care system is itself a social
determinant of health, influenced by and influencing the eftect
of other social determinants. Gender, education, occupation,
income, ethnicity, and place of residence are all closely linked
to people’s access to, experiences of, and benefits from health
care. Leaders in health care have an important stewardship role
across all branches of society to ensure that policies and actions
in other sectors improve health equity.

Evidence for action

Without health care, many of the opportunities for
fundamental health improvement are lost. With partial
health-care systems, or systems with inequitable provision,
opportunities for universal health as a matter of social

justice are lost. These are core issues for all countries.

More pressingly, for low-income countries, accessible and
appropriately designed and managed health-care systems will
contribute significantly to the achievement of the Millennium
Development Goals (MDGs). Without them, the chances of
meeting the MDGs are greatly weakened.Yet health-care
systems are appallingly weak in many countries, with massive
inequity in provision, access, and use between rich and poor.

The Commission considers health care a common good, not

a market commodity.Virtually all high-income countries
organize their health-care systems around the principle of
universal coverage (combining health financing and provision).
Universal coverage requires that everyone within a country
can access the same range of (good quality) services according

to needs and preferences, regardless of income level, social
status, or residency, and that people are empowered to use these
services. It extends the same scope of benefits to the whole
population. There is no sound argument that other countries,
including the poorest, should not aspire to universal health-care
coverage, given adequate support over the long term.

The Commission advocates financing the health-care system
through general taxation and/or mandatory universal insurance.
Public health-care spending has been found to be redistributive
in country after country. The evidence is compellingly in
favour of a publicly funded health-care system. In particular,

it is vital to minimize out-of-pocket spending on health care.
The policy imposition of user fees for health care in low- and
middle-income countries has led to an overall reduction in
utilization and worsening health outcomes. Upwards of 100
million people are pushed into poverty each year through
catastrophic household health costs. This is unacceptable.

Health-care systems have better health outcomes when built
on Primary Health Care (PHC) — that is, both the PHC model
that emphasizes locally appropriate action across the range

of social determinants, where prevention and promotion are

in balance with investment in curative interventions, and an
emphasis on the primary level of care with adequate referral to
higher levels of care.

In all countries, but most pressingly in the poorest and

those experiencing brain-drain losses, adequate numbers

of appropriately skilled health workers at the local level are
fundamental to extending coverage and improving the quality
of care. Investment in training and retaining health-care

Use of basic maternal and child health services by lowest and highest economic quintiles, 50+ countries.
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workers is vital to the required growth of health-care systems.
This involves global attention to the flows of health personnel
as much as national and local attention to investment and skills
development. Medical and health practitioners — from WHO
to the local clinic — have powerful voices in society’s ideas of
and decisions about health. They bear witness to the ethical
imperative, just as much as the efficiency value, of acting more
coherently through the health-care system on the social causes

of poor health.

What must be done

Build health-care systems based on principles of
equity, disease prevention, and health promotion.

* Build quality health-care services with universal coverage,
focusing on Primary Health Care.

» Strengthen public sector leadership in equitable health-
care systems financing, ensuring universal access to care

regardless of ability to pay.

Build and strengthen the health workforce, and
expand capabilities to act on the social determinants
of health.

* Invest in national health workforces, balancing rural and
urban health-worker density.

* Act to redress the health brain drain, focusing on
investment in increased health human resources and
training and bilateral agreements to regulate gains and
losses.

COMMISSION ON SOCIAL DETERMINANTS OF HEALTH | FINAL REPORT — EXECUTIVE SUMMARY
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2. Tackle the Inequitable Distribution of Power,

Money, and Resources

Inequity in the conditions of daily living is shaped by deeper
social structures and processes. The inequity is systematic,
produced by social norms, policies, and practices that tolerate
or actually promote unfair distribution of and access to power,
wealth, and other necessary social resources.

HEALTH EQUITY IN ALL POLICIES,
SYSTEMS, AND PROGRAMMES

Every aspect of government and the economy has the

potential to affect health and health equity — finance, education,
housing, employment, transport, and health, just to name six.
Coherent action across government, at all levels, is essential

for improvement of health equity.

Evidence for action

Difterent government policies, depending on their nature,

can either improve or worsen health and health equity
(Kickbusch, 2007). Urban planning, for example, that produces
sprawling neighbourhoods with little affordable housing, few
local amenities, and irregular unaftordable public transport
does little to promote good health for all (NHE 2007). Good
public policy can provide health benefits immediately and in
the future.

Policy coherence is crucial — this means that different
government departments’ policies complement rather than
contradict each other in relation to the production of health
and health equity. For example, trade policy that actively
encourages the unfettered production, trade, and consumption
of foods high in fats and sugars to the detriment of fruit

and vegetable production is contradictory to health policy,
which recommends relatively little consumption of high-

fat, high-sugar foods and increased consumption of fruit and
vegetables (Elinder, 2005). Intersectoral action (ISA) for health
— coordinated policy and action among health and non-health
sectors — can be a key strategy to achieve this (PHAC, 2007).

Reaching beyond government to involve civil society and

the voluntary and private sectors is a vital step towards action
for health equity. The increased incorporation of community
engagement and social participation in policy processes helps to
ensure fair decision-making on health equity issues. And health
is a rallying point for different sectors and actors — whether it
is a local community designing a health plan for themselves
(Dar es Salaam, United Republic of Tanzania’s Healthy City
Programme) or involving the entire community including
local government in designing spaces that encourage walking
and cycling (Healthy by Design,Victoria, Australia)

(Mercado et al., 2007).

Changes in bicycle-related head and other injuries in Canadian provinces with and without mandatory

helmet legislation.
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Making health and health equity a shared value across sectors is
a politically challenging strategy but one that is needed globally.

What must be done

Place responsibility for action on health and health
equity at the highest level of government, and ensure
its coherent consideration across all policies.

e Make health and health equity corporate issues for the
whole of government, supported by the head of state,
by establishing health equity as a marker of government
performance.

* Assess the impact of all policies and programmes on
health and health equity, building towards coherence in
all government action.

Adopt a social determinants framework across the
policy and programmatic functions of the ministry
of health and strengthen its stewardship role in
supporting a social determinants approach across
government.

* The health sector itself is a good place to start building
supports and structures that encourage action on the
social determinants of health and health equity. This
requires strong leadership from the minister of health,
with support from WHO.

"
e
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Fair Financing

Public finance to fund action across the social determinants of
health is fundamental to welfare and to health equity.

Evidence for action

For countries at all levels of economic development, increasing
public finance to fund action across the social determinants

of health — from child development and education, through
living and working conditions, to health care — is fundamental
to welfare and health equity. Evidence shows that the
socioeconomic development of rich countries was strongly
supported by publicly financed infrastructure and progressively
universal public services. The emphasis on public finance,
given the marked failure of markets to supply vital goods and
services equitably, implies strong public sector leadership and
adequate public expenditure. This in turn implies progressive
taxation — evidence shows that modest levels of redistribution
have considerably greater impact on poverty reduction than
economic growth alone. And, in the case of poorer countries, it
implies much greater international financial assistance.

Low-income countries often have relatively weak direct tax
institutions and mechanisms and a majority of the workforce
operating in the informal sector. They have relied in many cases
on indirect taxes such as trade tariffs for government income.
Economic agreements between rich and poor countries that
require tariff reduction can reduce available domestic revenue
in low-income countries before alternative streams of finance
have been established. Strengthened progressive tax capacity
is an important source of public finance and a necessary
prerequisite of any further tariff-cutting agreements. At the
same time, measures to combat the use of offshore financial
centres to reduce unethical avoidance of national tax regimes

could provide resources for development at least comparable
to those made available through new taxes. As globalization
increases interdependence among countries, the argument for
global approaches to taxation becomes stronger.

Aid is important. While the evidence suggests that it can and
does promote economic growth, and can contribute more
directly to better health, the view of the Commission is

that aid’s primary value is as a mechanism for the reasonable
distribution of resources in the common endeavour of social
development. But the volume of aid is appallingly low. It is low
in absolute terms (both generic and health specific); relative

to wealth in donor countries; relative to the commitment

to a level of aid approximating 0.7% of their gross domestic
product (GDP) made by donors in 1969; and relative to the
amounts required for sustainable impact on the MDGs. A
step-shift increase is required. Independent of increased aid, the
Commission urges wider and deeper debt relief.

The quality of aid must be improved too — following the Paris
agreement — focusing on better coordination among donors
and stronger alignment with recipient development plans.
Donors should consider channelling most of their aid through
a single multilateral mechanism, while poverty reduction
planning at the national and local levels in recipient countries
would benefit from adopting a social determinants of health
framework to create coherent, cross-sectoral financing. Such

a framework could help to improve the accountability of
recipient countries in demonstrating how aid is allocated, and
what impact it has. In particular, recipient governments should
strengthen their capacity and accountability to allocate available
public finance equitably across regions and among population
groups.

The growing gap: per capita aid from donor countries relative to per capita wealth, 1960-2000.

1961=100

Percent

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, —— GNP per Cap

. ODA per Cap

Reprinted, with permission of the publisher, from Randel, German & Ewing (2004).
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What must be done

Strengthen public finance for action on the social
determinants of health.

* Build national capacity for progressive taxation and assess
potential for new national and global public finance
mechanisms.

Increase international finance for health equity, and
coordinate increased finance through a social determinants
of health action framework.

* Honour existing commitments by increasing global
aid to the 0.7% of GDP commitment, and expand
the Multilateral Debt Relief Initiative; enhance action
on health equity by developing a coherent social
determinants of health focus in existing frameworks such
as the Poverty Reduction Strategy Paper.

Fairly allocate government resources for action on the social
determinants of health.

* Establish mechanisms to finance cross-government action
on social determinants of health, and to allocate finance
fairly between geographical regions and social groups.
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Market Responsibility

Markets bring health benefits in the form of new technologies,
goods and services, and improved standard of living. But the
marketplace can also generate negative conditions for health

in the form of economic inequalities, resource depletion,
environmental pollution, unhealthy working conditions, and
the circulation of dangerous and unhealthy goods.

Evidence for action

Health is not a tradable commodity. It is a matter of rights
and a public sector duty. As such, resources for health must

be equitable and universal. There are three linked issues. First,
experience shows that commercialization of vital social goods
such as education and health care produces health inequity.
Provision of such vital social goods must be governed by the
public sector, rather than being left to markets. Second, there
needs to be public sector leadership in effective national and
international regulation of products, activities, and conditions
that damage health or lead to health inequities. These together
mean that, third, competent, regular health equity impact
assessment of all policy-making and market regulation should
be institutionalized nationally and internationally.

The Commission views certain goods and services as

basic human and societal needs — access to clean water, for
example, and health care. Such goods and services must be
made available universally regardless of ability to pay. In such
instances, therefore, it is the public sector rather than the
marketplace that underwrites adequate supply and access.

With respect both to ensuring the provision of goods and
services vital to health and well-being — for example, water,
health care, and decent working conditions — and controlling
the circulation of health-damaging commodities (for example,
tobacco and alcohol), public sector leadership needs to be
robust. Conditions of labour and working conditions are — in
many countries, rich and poor — all too often inequitable,
exploitative, unhealthy, and dangerous. The vital importance of
good labour and work to a healthy population and a healthy
economy demands public sector leadership in ensuring
progressive fulfilment of global labour standards while also
ensuring support to the growth of micro-level enterprises.
Global governance mechanisms — such as the Framework
Convention on Tobacco Control — are required with increasing
urgency as market integration expands and accelerates
circulation of and access to health-damaging commodities.
Processed foods and alcohol are two prime candidates for
stronger global, regional, and national regulatory controls.

In recent decades, under globalization, market integration has
increased. This is manifested in new production arrangements,
including significant changes in labour, employment, and
working conditions, expanding areas of international and global
economic agreements, and accelerating commercialization of
goods and services — some of them undoubtedly beneficial

for health, some of them disastrous. The Commission urges

that caution be applied by participating countries in the
consideration of new global, regional, and bilateral economic

— trade and investment — policy commitments. Before such

Johannesburg water pricing. The existing subsidy structure (thin line) favours richer consumers (and allows

over-use), while the ideal tariff structure (thick line) favours adequate subsidized supply to poorer consumers

with disincentives for higher use.
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Reprinted, with permission of the author, from GKN (2007).
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commitments are made, understanding the impact of the What must be done

existing framework of agreements on health, the social

determinants of health, and health equity is vital. Further, Institutionalize consideration of health and health
assessment of health impacts over time suggests strongly equity impact in national and international

that flexibility, allowing signatory countries to modify their economic agreements and policy-making.

commitment to international agreements if there is adverse
impact on health or health equity, should be established at the
outset, with transparent criteria for triggering modification.

¢ Institutionalize and strengthen technical capacities in
health equity impact assessment of all international and

national economic agreements.
Public sector leadership does not displace the responsibilities

and capacities of other actors: civil society and the private * Strengthen representation of health actors in domestic
sector. Private sector actors are influential, and have the power and international economic policy negotiations.

to do much for global health equity. To date, though, initiatives
such as those under corporate social responsibility have shown
limited evidence of real impact. Corporate social responsibility
may be a valuable way forward, but evidence is needed to
demonstrate this. Corporate accountability may well be a
stronger basis on which to build a responsible and collaborative
relationship between the private sector and public interest.

Reinforce the primary role of the state in the
provision of basic services essential to health (such
as water/sanitation) and the regulation of goods
and services with a major impact on health (such as
tobacco, alcohol, and food).
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Gender Equity

Reducing the health gap in a generation is only possible if
the lives of girls and women — about half of humanity — are
improved and gender inequities are addressed. Empowerment
of women is key to achieving fair distribution of health.

Evidence for action

Gender inequities are pervasive in all societies. Gender biases in
power, resources, entitlements, norms and values, and the way
in which organizations are structured and programmes are run
damage the health of millions of girls and women. The position
of women in society is also associated with child health and
survival — of boys and girls. Gender inequities influence health
through, among other routes, discriminatory feeding patterns,
violence against women, lack of decision-making power, and
unfair divisions of work, leisure, and possibilities of improving
one’s life.

Gender inequities are socially generated and therefore can

be changed. While the position of women has improved
dramatically over the last century in many countries, progress
has been uneven and many challenges remain. Women earn
less then men, even for equivalent work; girls and women

lag behind in education and employment opportunities.
Maternal mortality and morbidity remain high in many
countries, and reproductive health services remain hugely
inequitably distributed within and between countries.

The intergenerational effects of gender inequity make the
imperative to act even stronger. Acting now, to improve gender
equity and empower women, is critical for reducing the health
gap in a generation.

What must be done

Gender inequities are unfair; they are also ineffective and
inefficient. By supporting gender equity, governments, donors,
international organizations, and civil society can improve the
lives of millions of girls and women and their families.

Address gender biases in the structures of society — in laws
and their enforcement, in the way organizations are run and
interventions designed, and the way in which a country’s
economic performance is measured.

 Create and enforce legislation that promotes gender
equity and makes discrimination on the basis of sex

illegal.

» Strengthen gender mainstreaming by creating and
financing a gender equity unit within the central
administration of governments and international
institutions.

* Include the economic contribution of housework, care
work, and voluntary work in national accounts.

Develop and finance policies and programmes that close
gaps in education and skills, and that support female
economic participation.

* Invest in formal and vocational education and training,
guarantee pay-equity by law, ensure equal opportunity
for employment at all levels, and set up family-friendly
policies.

Increase investment in sexual and reproductive health
services and programmes, building to universal coverage

and rights.



Nominal wages for women are significantly lower than for men.

4 countries in the Middle
East and North Africa

6 countries in East Asia
and Pacific

22 industrialized countries

s and aroieor NN -
America and Caribbean ‘ : |
e |
sub-Saharan Africa : : :

20 40 60 80
Proportion of women’s wages to men’s wages outside of agriculture

Reprinted, with permission of the author, from UNICEF (2006).
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POLITICAL EMPOWERMENT -
INCLUSION AND VOICE

Being included in the society in which one lives is vital to
the material, psychosocial, and political empowerment that
underpins social well-being and equitable health.

Evidence for action

The right to the conditions necessary to achieve the highest
attainable standard of health is universal. The risk of these rights
being violated is the result of entrenched structural inequities
(Farmer, 1999).

Social inequity manifests across various intersecting social
categories such as class, education, gender, age, ethnicity,
disability, and geography. It signals not simply difference but
hierarchy, and reflects deep inequities in the wealth, power,
and prestige of different people and communities. People who
are already disenfranchised are further disadvantaged with
respect to their health — having the freedom to participate

in economic, social, political, and cultural relationships has
intrinsic value (Sen, 1999). Inclusion, agency, and control are
each important for social development, health, and well-being.
And restricted participation results in deprivation of human
capabilities, setting the context for inequities in, for example,
education, employment, and access to biomedical and technical
advances.

Any serious effort to reduce health inequities will involve
changing the distribution of power within society and global
regions, empowering individuals and groups to represent
strongly and effectively their needs and interests and, in so
doing, to challenge and change the unfair and steeply graded
distribution of social resources (the conditions for health) to
which all, as citizens, have claims and rights.

Changes in power relationships can take place at various
levels, from the ‘micro’ level of individuals, households, or
communities to the ‘macro’ sphere of structural relations

among economic, social, and political actors and institutions.
While the empowerment of social groups through their
representation in policy-related agenda-setting and decision-
making is critical to realize a comprehensive set of rights and
ensure the fair distribution of essential material and social
goods among population groups, so too is empowerment for
action through bottom-up, grassroots approaches. Struggles
against the injustices encountered by the most disadvantaged in
society, and the process of organizing these people, builds local
people’s leadership. It can be empowering. It gives people a
greater sense of control over their lives and future.

Community or civil society action on health inequities cannot
be separated from the responsibility of the state to guarantee a
comprehensive set of rights and ensure the fair distribution of
essential material and social goods among population groups.
Top-down and bottom-up approaches are equally vital.

What must be done

Empower all groups in society through fair
representation in decision-making about how society
operates, particularly in relation to its effect on
health equity, and create and maintain a socially
inclusive framework for policy-making.

* Strengthen political and legal systems to protect human
rights, assure legal identity and support the needs and
claims of marginalized groups, particularly Indigenous
Peoples.

* Ensure the fair representation and participation of
individuals and communities in health decision-making as
an integral feature of the right to health.

Enable civil society to organize and act in a manner
that promotes and realizes the political and social
rights affecting health equity.

Age-adjusted mortality among men and women of the Republic

of Korea by educational attainment, 1993-1997.
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Good Global Governance What must be done

Dramatic differences in the health and life chances of peoples
around the world reflect imbalance in the power and prosperity
of nations. The undoubted benefits of globalization remain
profoundly unequally distributed.

Make health equity a global development goal, and
adopt a social determinants of health framework to
strengthen multilateral action on development.

* The United Nations, through WHO and the Economic

Evidence for action and Social Council, to adopt health equity as a core

The post-war period has seen massive growth. But growth global development goal and use a social determinants of
in global wealth and knowledge has not translated into health indicators framework to monitor progress.
increased global health equity. Rather than convergence,

with poorer countries catching up to the Organisation for * The United Nations to establish multilateral working
Economic Cooperation and Development, the latter period of groups on thematic social determinants of health
globalization (after 1980) has seen winners and losers among — initially early child development, gender equity,

the world’s countries, with particularly alarming stagnation employr{]e.nt and working conditions, health-care systems,
and reversal in life expectancy at birth in sub-Saharan Africa and participatory governance.

and some of the former Soviet Union countries (GKN, 2007).
Progress in global economic growth and health equity made
between 1960 and 1980 has been significantly dampened

in the subsequent period (1980-2005), as global economic
policy influence hit hard at social sector spending and social
development. Also associated with the second (post-1980)
phase of globalization, the world has seen significant increase
in, and regularity of, financial crises, proliferating conflicts, and
forced and voluntary migration.

Strengthen WHO leadership in global action on the
social determinants of health, institutionalizing social
determinants of health as a guiding principle across
WHO departments and country programmes.

Through the recognition, under globalization, of common
interests and interdependent futures, it is imperative that the
international community re-commits to a multilateral system
in which all countries, rich and poor, engage with an equitable
voice. It is only through such a system of global governance,
placing fairness in health at the heart of the development
agenda and genuine equality of influence at the heart of its
decision-making, that coherent attention to global health
equity is possible.

Trend in the dispersion measure of mortality (DMM) for life expectancy at birth, 1950—2000.
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Reprinted, with permission of the publisher, from Moser, Shkolnikov & Leon (2005).
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3. Measure and Understand the Problem and Assess

the Impact of Action

The world is changing fast and often it is unclear the impact
that social, economic, and political change will have on health
in general and on health inequities within countries or across
the globe in particular. Action on the social determinants of
health will be more effective if basic data systems, including
vital registration and routine monitoring of health inequity
and the social determinants of health, are in place and there
are mechanisms to ensure that the data can be understood
and applied to develop more effective policies, systems, and
programmes. Education and training in social determinants of
health are vital.

The Social Determinants of Health:
Monitoring, Research, and Training

No data often means no recognition of the problem. Good
evidence on levels of health and its distribution, and on the
social determinants of health, is essential for understanding
the scale of the problem, assessing the effects of actions, and
monitoring progress.

Evidence for action

Experience shows that countries without basic data on
mortality and morbidity by socioeconomic indicators have
difficulties moving forward on the health equity agenda.
Countries with the worst health problems, including countries
in conflict, have the least good data. Many countries do not

even have basic systems to register all births and deaths. Failing
birth registration systems have major implications for child
health and developmental outcomes.

The evidence base on health inequity, the social determinants
of health, and what works to improve them needs further
strengthening. Unfortunately, most health research funding
remains overwhelmingly biomedically focused. Also, much
research remains gender biased. Traditional hierarchies

of evidence (which put randomized controlled trials and
laboratory experiments at the top) generally do not work for
research on the social determinants of health. Rather, evidence
needs to be judged on fitness for purpose — that is, does it
convincingly answer the question asked.

Evidence is only one part of what swings policy decisions —
political will and institutional capacity are important too. Policy
actors need to understand what affects population health and
how the gradient operates. Action on the social determinants
of health also requires capacity building among practitioners,
including the incorporation of teaching on social determinants
of health into the curricula of health and medical personnel.

Unregistered births (in thousands) in 2003 by region and level of development.

Region Births Unregistered children, n (%)
World 133 028 48 276 (36%)
Sub-Saharan Africa 26 879 14 751 (55%)
Middle East and North Africa 9790 1543 (16%)
South Asia 37 099 23 395 (63%)
East Asia and Pacific 31616 5901 (19%)
Latin America and Caribbean 11 567 1787 (15%)
CEE/CIS and Baltic States 5250 1218 (23%)
Industrialized countries 10 827 218 (2%)
Developing countries 119 973 48 147 (40%)
Least developed countries 27 819 19 682 (71%)

CEE = Central and Eastern Europe; CIS = Commonwealth of Independent States.

Source: UNICEE 2005



What must be done

There is enough evidence on the social determinants of’
health to act now. Governments, supported by international
organizations, can make action on the social determinants of
health even more effective by improving local, national, and

international monitoring, research, and training infrastructures.

Ensure that routine monitoring systems for health
equity and the social determinants of health are in
place, locally, nationally, and internationally.

* Ensure that all children are registered at birth without
financial cost to the household.

* Establish national and global health equity surveillance
systems with routine collection of data on social
determinants and health inequity.

Invest in generating and sharing new evidence on
the ways in which social determinants influence
population health and health equity and on the
effectiveness of measures to reduce health inequities
through action on social determinants.
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* Create a dedicated budget for generation and global
sharing of evidence on social determinants of health and
health equity.

Provide training on the social determinants of health
to policy actors, stakeholders, and practitioners and
invest in raising public awareness.

* Incorporate the social determinants of health into medical
and health training, and improve social determinants of
health literacy more widely. Train policy-makers and
planners in the use of health equity impact assessment.

» Strengthen capacity within WHO to support action on
the social determinants of health.
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ACTORS

Above, we set out the key actions called for in the
recommendations. Here, we describe those on whom eftective
action depends. The role of governments through public

sector action is fundamental to health equity. But the role is
not government’s alone. Rather, it is through the democratic
processes of civil society participation and public policy-
making, supported at the regional and global levels, backed

by the research on what works for health equity, and with the
collaboration of private actors, that real action for health equity
is possible.

Multilateral agencies

An overarching Commission recommendation is the need

for intersectoral coherence — in policy-making and action

— to enhance effective action on the social determinants of
health and achieve improvements in health equity. Multilateral
specialist and financing agencies can do much to strengthen
their collective impact on the social determinants of health and
health equity, including:

Coherence in global monitoring and action: Adopt health equity
as a fundamental shared goal, and use a common global
framework of indicators to monitor development progress;
and collaborate in multi-agency thematic working groups
for coherent social determinants of health action.

Coherent and accountable financing: Ensure that increases in

aid and debt relief support coherent social determinants

of health policy-making and action among recipient
governments, using health equity and social determinants of
health performance indicators as core conditions of recipient
accountability.

Improved participation of UN Member States in global governance:
Support equitable participation of Member States and other
stakeholders in global policy-making fora.

WHO

WHO is the mandated leader in global health. It is time to
enhance WHO's leadership role through the agenda for action
on the social determinants of health and global health equity.
This involves a range of actions, including:

Policy coherence globally and nationally: Adopt a stewardship
role supporting social determinants of health capacity-
building and policy coherence across partner agencies in the
multilateral system; strengthen technical capacity globally
and among Member States for representation of public
health in all major multilateral fora; and support Member
States in developing mechanisms for coherent policy and
ISA for social determinants of health.

Measurement and evaluation: Support goal-setting on health
equity and monitoring progress on health equity between
and within countries as a core developmental objective;
support the establishment of national health equity
surveillance systems in Member States, and build necessary
technical capacities in countries; support Member States in
development and use of health equity impact assessment
tools and other health equity-related tools such as a national
equity gauge; and convene a regular global meeting as part
of a periodic review of the global situation.

Enhancing WHO capacity: Build internal social determinants
of health capacity across the WHO, from headquarters,
through the Regional Offices, to Country Programmes.

National and local government

Underpinning action on the social determinants of health

and health equity is an empowered public sector, based

on principles of justice, participation, and intersectoral
collaboration. This will require strengthening of the core
functions of government and public institutions, nationally
and sub-nationally, particularly in relation to policy coherence,
participatory governance, planning, regulation development
and enforcement, and standard-setting. It also depends on
strong leadership and stewardship from the ministry of health,
supported by WHO. Government actions include:

* Policy coherence across government: Place responsibility for
action on health and health equity at the highest level of
government, and ensure its coherent consideration across
all ministerial and departmental policy-making. Ministers
of health can help bring about global change — they will be
pivotal in helping to create buy-in by the head of state and
from other ministries.

o Strengthening action for equity: Commit to progressive
building of universal health-care services; establish a central
gender unit to promote gender equity across government
policy-making; improve rural livelihoods, infrastructure
investment, and services; upgrade slums and strengthen
locally participatory health urban planning; invest in full
employment and decent labour policy and programmes;
invest in ECD; build towards universal provision in vital
social determinants of health services and programmes
regardless of ability to pay, supported by a universal
programme of social protection; and establish a national
framework for regulatory control over health-damaging
commodities.

* Finance: Streamline incoming international finance (aid,
debt relief) through a social determinants of health action
framework, with transparent accountability; strengthen
revenue through improved progressive domestic taxation;
and collaborate with other Member States in the
development of regional and/or global proposals for new
sources of international public finance.

o Measurement, evaluation, and training: Build towards universal
birth registration; set cross-government performance
indicators for health equity through the establishment of a
national health equity surveillance system; build capacity to
use health equity impact assessment as a standard protocol in
all major policy-making; ensure training of practitioners and
policy-makers on the social determinants of health; and raise
public awareness of the social determinants of health.

Civil society

Being included in the society in which one lives is vital to the
material, psychosocial, and political aspects of empowerment
that underpin social well-being and equitable health. As
community members, grassroots advocates, service and
programme providers, and performance monitors, civil society
actors from the global to the local level constitute a vital
bridge between policies and plans and the reality of change
and improvement in the lives of all. Helping to organize and
promote diverse voices across different communities, civil
society can be a powerful champion of health equity. Many
of the actions listed above will be, at least in part, the result

of pressure and encouragement from civil society; many of’
the milestones towards health equity in a generation will be
marked — achieved or missed — by the attentive observation of



civil society actors. Civil society can play an important role in
actions on the social determinants of health through:

e Participation in policy, planning, programmes, and evaluation:
Participate in social determinants of health policy-making,
planning, programme delivery, and evaluation from the
global level, through national intersectoral fora, to the local
level of needs assessments, service delivery, and support; and
monitor service quality, equity, and impact.

*  Monitoring performance: Monitor, and report and campaign on,
specific social determinants of health, such as upgrading of
and services in slums, formal and non-formal employment
conditions, child labour, indigenous rights, gender equity,
health and education services, corporate activities, trade
agreements, and environmental protection.

Private sector

The private sector has a profound impact on health and well-
being. Where the Commission reasserts the vital role of public
sector leadership in acting for health equity, this does not imply
a relegation of the importance of private sector activities. It
does, though, imply the need for recognition of potentially
adverse impacts, and the need for responsibility in regulation
with regard to those impacts. Alongside controlling undesirable
effects on health and health equity, the vitality of the private
sector has much to offer that could enhance health and well-
being. Actions include:

o Strengthening accountability: Recognize and respond
accountably to international agreements, standards, and
codes of employment practice; ensure employment and
working conditions are fair for men and women; reduce
and eradicate child labour, and ensure compliance with
occupational health and safety standards; support educational
and vocational training opportunities as part of employment
conditions, with special emphasis on opportunities for
women; and ensure private sector activities and services
(such as production and patenting of life-saving medicines,
provision of health insurance schemes) contribute to and do
not undermine health equity.

o Investing in research: Commit to research and development in
treatment for neglected diseases and diseases of poverty, and
share knowledge in areas (such as pharmaceuticals patents)
with life-saving potential.

Research institutions

Knowledge — of what the health situation is, globally, regionally,
nationally, and locally; of what can be done about that
situation; and of what works effectively to alter health inequity
through the social determinants of health — is at the heart

of the Commission and underpins all its recommendations.
Research is needed. But more than simply academic exercises,
research is needed to generate new understanding and to
disseminate that understanding in practical accessible ways to
all the partners listed above. Research on and knowledge of
the social determinants of health and ways to act for health
equity will rely on continuing commitments among academics
and practitioners, but it will rely on new methodologies

too — recognizing and utilizing a range of types of evidence,
recognizing gender bias in research processes, and recognizing
the added value of globally expanded Knowledge Networks

and communities. Actions in this field of actors include:
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*  Generating and disseminating social determinants of health
knowledge: Ensure research funding is allocated to social
determinants of health work; support the global health
observatory and multilateral, national, and local cross-
sectoral working through development and testing of social
determinants of health indicators and intervention impact
evaluation; establish and expand virtual networks and
clearing houses organized on the principles of open access,
managed to enhance accessibility from sites in all high-,
middle-, and low-income settings; contribute to reversal of
the brain drain from low- and middle-income countries;
and address and remove gender biases in research teams,
proposals, designs, practices, and reports.

IS CLOSING THE HEALTH GAP IN A
GENERATION FEASIBLE?

This question — is closing the health gap in a generation
feasible — has two clear answers. If we continue as we are,

there is no chance at all. If there is a genuine desire to change,
if there is a vision to create a better and fairer world where
people’s life chances and their health will no longer be blighted
by the accident of where they happen to be born, the colour of
their skin, or the lack of opportunities afforded to their parents,
then the answer is: we could go a long way towards it.

Action can be taken, as we show throughout the report. But
coherent action must be fashioned across the determinants

— across the fields of action set out above — rooting out
structural inequity as much as ensuring more immediate
well-being. To achieve this will take changes starting at the
beginning of life and acting through the whole lifecourse. In
calling to close the gap in a generation we do not imagine that
the social gradient in health within countries, or the dramatic
differences between countries, will be abolished in 30 years.
But the evidence, produced in the Final Report, both on the
speed with which health can improve and the means needed to
achieve change, encourage us that significant closing of the gap
is indeed achievable.

This is a long-term agenda, requiring investment starting now,
with major changes in social policies, economic arrangements,
and political action. At the centre of this action should be the
empowerment of people, communities, and countries that
currently do not have their fair share. The knowledge and the
means to change are at hand and are brought together in this
report. What is needed now is the political will to implement
these eminently difficult but feasible changes. Not to act will
be seen, in decades to come, as failure on a grand scale to
accept the responsibility that rests on all our shoulders.
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CHAPTER 1

A new global agenda — the Commission on
Social Determinants of Health

Our children have dramatically different life chances depending
on where they were born. In Japan or Sweden they can expect
to live more than 80 years; in Brazil, 72 years; in India, 63 years;
and in one of several African countries, fewer than 50 years.
Within countries, the differences in life chances are dramatic
and are seen in all countries — even the richest. The balance

of poverty and affluence may be different in low-income
countries, but it is still true that the more affluent flourish and
the less affluent do not.

It does not have to be this way and it is not right that it should
be like this. It is not an unfortunate cluster of random events,
nor differences in individual behaviours, that consistently keep
the health of some countries and population groups below
others. Where systematic differences in health are judged to be
avoidable by reasonable action globally and within society they
are, quite simply, unjust. It is this that we label health inequity.

HEALTH EQUITY AND THE SOCIAL
DETERMINANTS OF HEALTH

Traditionally, societies have looked to the health sector to

deal with its concerns about health and disease. Certainly,
maldistribution of health care — not delivering care to those
who most need it — is one of the social determinants of
health. But the high burden of illness responsible for appalling
premature loss of life arises in large part because of the
conditions in which people are born, grow, live, work, and age
— conditions that together provide the freedom people need to
live lives they value (Sen, 1999; Marmot, 2004).

Poor and unequal living conditions are, in their turn, the
consequence of deeper structural conditions that together
fashion the way societies are organized — poor social policies
and programmes, unfair economic arrangements, and bad
politics. These ‘structural drivers’ operate within countries
under the authority of governments, but also, increasingly
over the last century and a half, between countries under the
effects of globalization. This toxic combination of bad policies,
economics, and politics is, in large measure, responsible for the
fact that a majority of people in the world do not enjoy the
good health that is biologically possible. Daily living conditions,
themselves the result of these structural drivers, together
constitute the social determinants of health.

Putting these inequities right is a matter of social justice.
Reducing health inequities is, for the Commission on Social
Determinants of Health (hereafter, the Commission), an ethical
imperative. The right to the highest attainable standard of
health is enshrined in the Constitution of the World Health
Organization (WHO) and numerous international treaties
(UN, 2000a). But the degree to which these rights are met
from one place to another around the world is glaringly
unequal. Social injustice is killing people on a grand scale.

A NEW AGENDA FOR HEALTH, EQUITY,
AND DEVELOPMENT

We start from the proposition that there is no necessary
biological reason why a girl in one part of the world, say
Lesotho, should have a life expectancy at birth (LEB) shorter
by 42 years than a girl in another, say Japan. Similarly, there is
no necessary biological reason why there should be a difference
in LEB of 20 years or more between social groups in any given
country. Change the social determinants of health and there
will be dramatic improvements in health equity.

We call for the health gap to be closed in a generation. This
reflects our judgement that action — socially, politically, and
economically — would lead to dramatic narrowing of the
health diftferences between and within countries. This is not
to predict that the social gradient in health within countries,
or the dramatic differences between them, will be abolished in
30 years, but it is to demand that the appalling unfairness that
we see around the world be placed at the top of the agenda for
global, regional, and national action. The evidence, outlined in
this report, both on the speed with which health can improve
and the means needed to achieve change, encourages us that
significant closing of the gap is indeed achievable, but it will
take action starting now.

THREE PRINCIPLES OF ACTION TO
ACHIEVE HEALTH EQUITY

The Commission’s analysis, following the social determinants
of health as summarized above, leads to three principles of
action:

Improve the conditions of daily life — the
circumstances in which people are born, grow,
live, work, and age.

Tackle the inequitable distribution of power,
money, and resources — the structural drivers of
those conditions of daily life — globally, nationally,
and locally.

Measure the problem, evaluate action, expand
the knowledge base, develop a workforce that
is trained in the social determinants of health,
and raise public awareness about the social
determinants of health.

While the report that follows is structured around these three
principles, there is not an implied order of action. Measuring
the problem and taking action to resolve it must proceed at
the same time. Taking action on the conditions of daily life and
on the structural drivers of those conditions should proceed
simultaneously. They are not alternatives.



The Commission’s work embodies a new approach to
development. Health and health equity may not be the aim

of all social policies but they will be a fundamental result.

Take the central policy importance given to economic
growth: Economic growth is without question important,
particularly for poor countries, as it gives the opportunity to
provide resources to invest in improvement of the lives of their
population. But growth for its own sake, without appropriate
social policies to ensure reasonable fairness in the way its
benefits are distributed, brings no benefit to health.

Health systems have an important role to play. Ministries of
health also have an important stewardship responsibility. The
health sector should work in concert with other sectors of
society. Health and health equity are important measures of the
success of social policies. But beyond the health sector, action
on the social determinants of health must involve the whole
of government, civil society' and local communities, business,
global fora, and international agencies.

As processes of globalization bring us closer together as
peoples and nations, we begin to see the interdependence of
our aspirations — aspirations for human security, including
protection against poverty and exclusion, and aspirations for
human freedom (Sen, 1999), not just to grow and flourish as
individuals but to grow and flourish together. We recognize
the barriers to common global flourishing — particularly the
entrenched interests of some social groups and countries. But
we also recognize the value and necessity of collective action
— nationally and globally — to correct the corrosive effects of
inequality of life chances.

TWO URGENT AGENDAS - HEALTH
EQUITY AND ENVIRONMENTAL CHANGE

There is, at last, widespread recognition that disruption

and depletion of natural environmental systems, including
climate change, is not simply a technical discussion among
environmental experts but has profound implications for the
way of life of people globally and for all living organisms. It
was beyond the remit, and competence, of the Commission to
design a new international economic order that balances the
needs of social and economic development of the whole global
population, health equity, and the urgency of dealing with
global warming. But the sense of urgency and willingness to
experiment with innovative solutions is the spirit required to
deal with both issues.

THE COMMISSION AND THE WORLD
HEALTH ORGANIZATION

In the spirit of social justice, the Commission was set up by
the late Director-General of WHO, Dr Jong Wook Lee. He
saw action on social determinants of health as the route to
achieving health equity. The Commission, created to marshal
the evidence on what can be done to promote health equity
and to foster a global movement to achieve it, is a global
collaboration of policy-makers, researchers, and civil society
led by Commissioners who contribute a broad range of
political, academic, and advocacy experience. Health equity
is, necessarily, a truly global agenda. The current Director-
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General, Dr Margaret Chan, has embraced the Commission
with enthusiasm. She said:

““No one should be denied access to life-saving or health-
promoting interventions for unfair reasons, including those
with economic or social causes. These are some of the issues
being addressed by the Commission on Social Determinants
of Health ... When health is concerned, equity really is a
matter of life and death.” (Chan, 2007)

Director-General Chan has committed WHO to action on the
social determinants of health, not only because it has the power
to do so, but because it has the moral authority.

FOSTERING A GLOBAL MOVEMENT FOR
CHANGE

The Commission seeks to foster a global movement for change.
The indications are clear: health is universally valued, and
people desire fairness. Where it has been studied, there is clear
evidence of concern about the unfairness of living conditions
(YouGov Poll, 2007) that lead to difterences in levels of health
(RWJF Commission, 2008). We have already encountered a
great deal of support for our core conclusions. While WHO

is a central and vitally important actor in taking forward the
health equity agenda, the global movement is being built by

a host of stakeholders. It is clear, too, that changing the social
determinants of health and health equity is a long-term agenda
requiring sustained support and investment.

BEYOND ‘BUSINESS AS USUAL

A key concern of the Commission from its inception has been
that implementing real change might be seen as unrealistic

— that superficial changes would be more attractive to those
who prefer to continue with ‘business as usual’. The evidence
is compelling that business as usual is increasingly unfeasible.
Among the enthusiasm for the work of the Commission, we
have also encountered two types of criticism aimed at the
social determinants of health: “We know it all already” and
“You have no evidence to support action”. Between the two
critiques, the Commission seeks to forge a new path to action.
We do know much about the social determinants of health, it
is true. Yet policy-making all too often appears to happen as

if there were no such knowledge available. And we do not yet
know enough. There is a pressing need to invest in a great deal
more research, bringing together difterent disciplines and areas
of expertise, to work out how social determinants create health
inequity, and how action on these determinants can produce
better, fairer health.

The Commission is unusual in having inspired and supported
action in the real world from its inception. Over three years,
a number of countries have signed up to the Commission’s
vision. Brazil, Canada, Chile, Islamic Republic of Iran, Kenya,
Mozambique, Sri Lanka, Sweden, and the United Kingdom
each became partners of the Commission and have made
progress on developing policies, across government, on tackling
social determinants of health equity. More countries will
follow (Argentina, Mexico, Poland, Thailand, New Zealand,
and Norway have all expressed enthusiasm to join). From the
rota of nations, the Commission’s list of country partners is, as

! Civil society refers to the arena of uncoerced collective action around shared interests, purposes, and values. In theory, its institutional forms are distinct
from those of the state, family, and market though, in practice, the boundaries between state, civil society, family, and market are complex. Civil society is
often populated by organizations such as registered charities, development nongovernmental organizations, community groups, women’s organizations,
faith-based organizations, professional organizations, trade unions, self-help groups, social movements, business associations, coalitions, and advocacy groups.

COMMISSION ON SOCIAL DETERMINANTS OF HEALTH | FINAL REPORT

27



28

A GLOBAL APPROACH TO HEALTH EQUITY @» PART 1

yet, relatively small. In many places, things have not changed
and will, without doubt, take much time to change. But our
country partners are a powerful expression of political will and
practical commitment. Is it feasible to do things differently? Yes.
These countries are already doing it. As Parts 3 and 4 of this
report show, partnerships with other countries, civil society,
WHO, other international bodies, and opinion formers are all
vital in pursuing the social determinants of health agenda.

WHY NOW?

WHO made inspiring declarations 60 years ago, at its birth,
and again 30 years ago, at Alma Ata. Those declarations are
consistent with the call that we are making today. Why will
things be any different now?

Better knowledge

There is now a great deal more knowledge, globally circulating,
on both the nature of the problem of health inequity and what
can be done to address the social determinants of health.

Better development

The dominant model of development is changing. The
Millennium Development Goals (MDGs) reflect an
unprecedented global concern to effect real, sustainable change
in the lives of people in poor countries. There is growing
demand for a new approach to social development — one that
moves beyond an overriding focus on economic growth to
look at building well-being through the combined effects of
growth and empowerment (Stern, 2004).

Stronger health leadership

Convening the Commission, WHO signalled its desire to

do things differently. Its Member States, too, are increasingly
calling for a new model for health — from the point of view of’
both social justice and increasingly unsustainable reliance on
the traditional health-care model.

An unsustainable status quo

What happens in one part of the world now has an impact
everywhere — financial crises, conflicts, population movement,
trade and labour, food production and food security, and
disease. The scale of inequity is simply unsustainable.
Underpinning the call for global human justice, the inescapable
evidence of climate change and environmental degradation
have set clear limits to a future based on the status quo and

are prompting an increasing global willingness to do things
differently.

CAN THINGS CHANGE?

The question — is closing the health gap in a generation feasible
— has two clear answers. If we continue as we are, there is no
chance at all. If there is a genuine desire to change, if there is

a vision to create a better and fairer world where people’s life
chances and their health will no longer be blighted by the
accident of where they happen to be born, the colour of their
skin, or the lack of opportunities afforded to their parents, then
the answer is: we could go a long way towards it.

Achieving this vision will take major changes in social policies,
in economic arrangements, and in political action. At the
centre of this action should be the empowerment of people,
communities, and countries that currently do not have their
fair share. The knowledge and the means to change are at hand
and are brought together in this Report. What is needed now
is the political will to implement these difficult but feasible
changes.

This is a long-term agenda, requiring investment across the
lifecourse and starting now. Not to act will be seen, in decades
to come, as failure on a grand scale to accept the responsibility
that rests on all our shoulders.



CHAPTER 2

Global health inequity — the need for action

HEALTH INEQUITY IN ALL COUNTRIES

“There are no conditions of life to which a man cannot get
accustomed, especially if he sees them accepted by everyone
arvound him.” (Tolstoy, 1877)

We have become all too accustomed to premature death

and disease and to the conditions that give rise to them. But
much of the global burden of disease and premature death is
avoidable, and therefore unacceptable. It is inequitable. Health
equity has two important strands: improving average health
of countries and abolishing avoidable inequalities in health
within countries. In both cases — average health of countries
and distribution within countries — the aim should be to bring
the health of those worse off up to the level of the best. If the
infant mortality rate in Iceland (WHO, 2007¢) were applied
to the whole world, only two babies would die in every 1000
born alive. There would be 6.6 million fewer infant deaths in
the world each year.

Yet the distribution of infant deaths is most unequal, both
between countries and within them. Fig. 2.1 shows variation
between countries in infant mortality from just over 20/1000
live births in Colombia to just over 120 in Mozambique.

And it shows dramatic inequities within countries — an
infant’s chances of survival are closely related to her mother’s
education. In Bolivia, babies born to women with no
education have infant mortality greater than 100 per 1000 live
births; the infant mortality rate of babies born to mothers with
at least secondary education is under 40/1000. All countries
included in Fig. 2.1 show the survival disadvantage of children
born to women with no education. If it is considered too
unrealistic to contemplate an infant mortality rate of 2 per
1000 live births in low-income countries, we must at least
acknowledge the scale of improvement in infant survival
apparently offered by educating girls and women.

Figure 2.1: Inequity in infant mortality rates between countries and
within countries by mother’s education.
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Data from the Demographic and Health Surveys (DHS, nd) derived from STATcompiler. The
continuous dark line represents average infant mortality rates for countries; the end-points of
the bars indicate the infant mortality rates for mothers with no education and for mothers with

secondary or higher education.
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INEQUITY IN HEALTH CONDITIONS Of people with diabetes, 80% live in low- and middle-

income countries. Diabetes deaths are likely to increase by
more than 50% in the next 10 years without urgent action
(WHO, nd,c).

LEB among indigenous Australians is substantially lower
(59.4 for males and 64.8 for females in the period 1996~
2001) than that of all Australians (76.6 and 82.0, respectively,
for the period 1998-2000) (Aboriginal and Torres Strait

Islander Social Justice Commissioner, 2005). Mental health problems will become increasingly important.

It is estimated that unipolar depressive disorders will be

the leading cause of the burden of disease in high-income
countries in 2030, and it will be number two and three in
middle- and low-income countries, respectively (Mathers &
Loncar, 2005).

In Europe, the excess risk of dying among middle-aged
adults in the lowest socioeconomic groups ranges from 25%
to 50% and even 150% (Mackenbach, 2005).

Health inequalities are observed among the oldest old. The Wb THE R FET BTl Gt i cors i et
prevalence of long-term disabilities among European men S A s B 1) w17 A0 fm Sl

aged 80+ years is 58.8% among the lower educated versus (WHO et al. ’2007)' ’

40.2% among the higher educated (Huisman, Kunst & ’

Mackenbach, 2003).
AeRenbac ) Maternal mortality is three to four times higher among

the poor compared to the rich in Indonesia (Graham et al.,

In the United States of America, 886 202 deaths would 2004)

have been averted between 1991 and 2000 if mortality rates

between whites and African Americans were equalized. This ) Ldwi _ b
contrasts to 176 633 lives saved by medical advances (Woolf Every day, over 13 500 p EOR o dwu.:le .che due to tobacco.
et al., 2004) The total number of smoking deaths will increase from 5

to 8 million in the next 20 years. Soon, it will become the
leading cause of death in developing countries (as it is in

Cardiovascular diseases (CVDs) are the number one group of I ooyt Tt o) (A e (o oyt 21005)

conditions causing death globally. An estimated 17.5 million
people died from CVDs in 2005, representing 30% of all
global deaths. Over 80% of CVD deaths occur in low- and
middle-income countries (WHO, nd,a).

Worldwide, alcohol causes 1.8 million deaths (3.2% of the
total). Unintentional injuries alone account for about one
third of the 1.8 million deaths (WHO, nd,b).

Figure 2.2: Under-5 mortality rate per 1000 live births by level of household wealth.
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Source: Gwatkin et al. (2007), using DHS data.

The social gradient is not confined to poorer countries. Fig. 2.3 shows national data for some areas of the United Kingdom
(England and Wales) for people classified according to levels of neighbourhood deprivation. As can be seen, the mortality rate
varies in a continuous way with degrees of deprivation (Romeri, Baker & Griffiths, 2006). The range is large: the difference in
mortality between the most and least deprived is more than 2.5-fold.



THE GRADIENT

The poorest of the poor, around the world, have the worst
health. Those at the bottom of the distribution of global and
national wealth, those marginalized and excluded within
countries, and countries themselves disadvantaged by historical
exploitation and persistent inequity in global institutions

of power and policy-making present an urgent moral and
practical focus for action. But focusing on those with the least,
on the ‘gap’ between the poorest and the rest, is only a partial
response. Fig. 2.2 shows under-5 mortality rates by levels

of household wealth. The message here is clear: the relation
between socioeconomic level and health is graded. People

in the second highest quintile have higher mortality in their
offspring than those in the highest quintile. We have labelled
this the social gradient in health (Marmot, 2004).

The social gradient is not confined to poorer countries. Fig.
2.3 shows national data for some areas of the United Kingdom
(England and Wales) for people classified according to levels
of neighbourhood deprivation. As can be seen, the mortality
rate varies in a continuous way with degrees of deprivation
(Romeri, Baker & Griffiths, 2006). The range is large: the
difference in mortality between the most and least deprived is
more than 2.5-fold.

THE POOREST OF THE POOR AND THE

SOCIAL GRADIENT IN HEALTH

The implications of Figs. 2.1, 2.2, and 2.3 are clear. We need
to be concerned with both material deprivation — the poor
material conditions of the 40% of the world’s population that
live on US$ 2/day or less — and the social gradient in health
that affects people in rich and poor countries alike.

CHAPTER 2 @» GLOBAL HEALTH INEQUITY

Poverty is not only lack of income. The implication, both

of the social gradient in health and the poor health of the
poorest of the poor, is that health inequity is caused by the
unequal distribution of income, goods, and services and of the
consequent chance of leading a flourishing life. This unequal
distribution is not in any sense a ‘natural’ phenomenon but is
the result of policies that prize the interests of some over those
of others — all too often of a rich and powerful minority over
the interests of a disempowered majority.

People at the bottom of the range in Fig. 2.3 are rich by
global standards. They are all living on well above US$ 2/day.
They have clean water to drink, sanitary living conditions, and
infant mortality rates below 10 per 1000 live births, yet they
have higher mortality rates than those in the middle of the
socioeconomic range. Those in the middle certainly are not
materially deprived in the sense just described, but they too
have higher mortality than those above them — the greater the
social disadvantage, the worse the health. The steepness of the
gradient varies over time and across countries. It is likely, then,
that action on the social determinants of health would reduce
the social gradient in health (Marmot, 2004).

In rich countries, low socioeconomic position means poor
education, lack of amenities, unemployment and job insecurity,
poor working conditions, and unsafe neighbourhoods, with
their consequent impact on family life. These all apply to the
socially disadvantaged in low-income countries in addition

to the considerable burden of material deprivation and
vulnerability to natural disasters. So these dimensions of social
disadvantage — that the health of the worst off in high-income
countries is, in a few dramatic cases, worse than average health
in some lower-income countries (Table 2.1) — are important

for health.

Figure 2.3: Death rates, age standardized, for all causes of death by deprivation

twentieth, ages 15—64 years, 1999-2003, United Kingdom (England and Wales).
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Table 2.1

Male life expectancy, between- and within-country
inequities, selected countries

United Kingdom, Scotland, 54
Glasgow (Calton)®

India® 62
United States, Washington DC | 63
(black)®

Philippines* 64
Lithuania®* 65
Poland? 71
Mexico® 72
United States® 75
Cuba® 75
United Kingdom® 77
Japan® 79
Iceland® 79
United States, Montgomery 80
County (white)*

United Kingdom, Scotland, 82
Glasgow (Lenzie N.)°

a) Country data: 2005 data from World Health Statistics (WHO, 2007c¢).
b) Pooled data 1998-2002 (Hanlon, Walsh & Whyte, 2006).
¢) Pooled data from 1997-2001 (Murray et al., 2006).

Health inequity, as the data above illustrate, is a concern for
all, in all countries worldwide. The urgency of that concern

is compounded by the fact that the pattern of the health
problems confronting countries, and requiring solutions, is
converging. While the poorest countries have a high burden
of communicable disease as well as non-communicable disease
and injury, in all other regions of the world non-communicable
diseases predominate (WHO, 2005¢). The causes of heart
disease, cancer, and diabetes are the same wherever these
diseases occur. The action needed to combat them is likely,
therefore, to be similar in rich and poor countries alike. The
global picture of non-communicable and communicable
disease dictates the need for a coherent framework for global
health action.

IS CLOSING THE HEALTH GAP IN A
GENERATION POSSIBLE?

The difterences in health that we have illustrated above are

so large that it may strain credibility to envisage closing the
health gap in one generation. The fact is that health can
change dramatically in a remarkably short time. With health
equity, what can worsen can improve. The data show this.
Child mortality of 50 per 1000 is unacceptably high. That was
the situation in Greece and Portugal 40 years ago (Fig. 2.4).
The latest figures show them to be just above the levels for
Iceland, Japan, and Sweden. Egypt provides perhaps the most
striking example of rapid change — from 235 to 35 per 1000
in 40 years. The figures for Egypt are lower now than those of
Greece or Portugal 40 years ago.

But just as things can improve with remarkable speed, they can
also deteriorate fast. In the 30-year period between 1970 and
2000, infant mortality was falling in both Russian Federation
and Singapore. LEB, however, rose by 10 years in Singapore
and fell by 4 years in Russian Federation. The divergence arose
because of the rise in adult mortality in Russian Federation, a
rise itself associated with ‘shock therapy’ changes in political,
economic, and social systems in the country from 1992
onwards. Fig. 2.5 shows how quickly the magnitude of the

Figure 2.4: Under-5 mortality rates per 1000 live births, selected countries, 1970 and 2006
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But just as things can improve with remarkable speed, they can also deteriorate fast. In the 30-year period between 1970 and 2000,
infant mortality was falling in both Russian Federation and Singapore. LEB, however, rose by 10 years in Singapore and fell by 4 years
in Russian Federation. The divergence arose because of the rise in adult mortality in Russian Federation, a rise itself associated with
‘shock therapy’ changes in political, economic, and social systems in the country from 1992 onwards. Fig. 2.5 shows how quickly the
magnitude of the social gradient in health can change for the worse, too, related to the level of educational attainment.

Source: (UNICEF, 2007¢).



social gradient in health can change for the worse, too, related
to the level of educational attainment.

BUILDING ON SOLID FOUNDATIONS:
HISTORICAL EXPERIENCE

Bringing together global action for health equity under the
rubric of social determinants of health is new. The ideas
behind it are not. By one name or another, there is long
experience relevant to our present concerns. Over centuries,
collective actions, such as the emancipation of women,
universal franchise, the labour movement, and the civil rights
movement, have contributed to the improved living and
working conditions of millions of people worldwide. Although
not explicitly concerned with health, such movements have

advanced people’s ability, globally, to lead a flourishing life.

The good health of the Nordic countries has long attracted
attention. Analysis of the Nordic health improvements since
the latter part of the 19th century emphasized the importance
of civil rights, political rights, and social rights (Lundberg

et al., 2007). Important features of the Nordic experience
include commitment to universalist policies based on equality
of rights to benefits and services, full employment, gender
equity, and low levels of social exclusion. These are related to
a relatively compressed income distribution and the absence
of large differences in living standards between individuals and
population groups.

Some low-income countries, Costa Rica, China, India (State of
Kerala), and Sri Lanka, have achieved a level of good health out
of all proportion to expectation based on their level of national
income. This suggests strongly that good and equitable health
do not depend on a relatively high level of national wealth.
Cuba is another example. The lessons to be learned from these
countries emphasize the importance of five shared political
factors (Irwin & Scali, 2005):

CHAPTER 2 @» GLOBAL HEALTH INEQUITY

* historical commitment to health as a social goal;
* social welfare orientation to development;

* community participation in decision-making processes
relevant to health;

* universal coverage of health services for all social groups;
* intersectoral linkages for health.

Founded in 1948, WHO embodied a new vision of global
health, defining health as, “a state of complete physical, mental
and social well being and not merely the absence of disease

or infirmity”. Thirty years later, in 1978, the community of
nations came together again in Alma Ata, where then Director-
General Halfdan Mahler advanced his vision that “Health for
All” implied removing the obstacles to health quite as much
as it did the solution of purely medical problems. The Alma
Ata declaration (WHO & UNICEE 1978) promoted Primary
Health Care (PHC) as its central means towards good and fair
global health — not simply health services at the primary care
level (though that was important), but rather a health system
model that acted also on the underlying social, economic, and
political causes of poor health.

In the decades that followed, though, a social model of health
was not often seen in practice (Irwin & Scali, 2005). Neither
intersectoral action (ISA) nor comprehensive PHC were really
put into practice. Under the pressure of an ascendant global
package of market-oriented economic policies, including
significant reduction in the role of the state and levels of public
spending and investment, a different development model

was pursued from the 1980s. That model has been the target
of a great deal of deserved criticism. Structural adjustment
programmes, following the Washington consensus, had — and
continue to have, in other policy and programme forms — an
overreliance on markets to solve social problems that proved
damaging. It has been noted, too, that the set of economic

Figure 2.5: Trends in male and female life expectancy at age 20,
by educational attainment, Russian Federation.
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Educational attainment: © elementary (open circles), v intermediate (triangles), and e university (filled circles).

Reprinted, with permission of the publisher, from Murphy et al. (2006).
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principles being promoted in low-income countries were not
the same as those being followed in high-income countries

(Stiglitz, 2002; Stiglitz, 2006).

The proponents of health for all did not disappear. They
remain numerous and vocal around the world. The PHC
movement has its strong advocates. Indeed, PHC plays a central
role in WHO’s current agenda and is the focus of the 2008
World Health Report. The 1986 Ottawa Charter on Health
Promotion, and its renewal in Bangkok in 2005, embraced a
global vision of public health action and the importance of

a social determinants approach (WHO, 1986; Catford, 2005).
The Latin American social medicine movement, Community-
Oriented Primary Care that started in pre-apartheid South
Africa (Kark & Kark, 1983) and spread to Canada, Israel, the
United States, and United Kingdom (Wales) (Abramson, 1988),
the community health movement in the United States (Geiger,
1984; Geiger, 2002; Davis et al., 1999), Canada (Hutchison,
Abelson & Lavis, 2001), and Australia (Baum, Fry & Lennie,
1992; Baum, 1995), the Village Health worker (Sanders, 1985)
and the People’s Health Movement, the General Comment on
the Right to Health, and the broad social vision of the MDGs
all reaffirm the central importance of health, the need for social
and participatory action on health, and the core human value
of equity in health (Tajer, 2003; PHM, 2000; UN, 2000a; UN,
2000b). The Commission acknowledges a great debt to these
movements, and builds on their achievements and continuing
vision.



CHAPTER 3
Causes and solutions

There is no question that differences in health within and
between countries can change quickly. It is our judgement that
this process can be encouraged by better economic and social
arrangements.

SOCIAL POLICIES, ECONOMICS, AND
POLITICS THAT PUT PEOPLE AT THE
CENTRE

At the heart of our concern is creating the conditions in which
people can lead flourishing lives. People need good material
conditions to lead a flourishing life; they need to have control
over their lives; and people, communities, and countries need
political voice (Sen, 1999). Governments can create conditions
for good and equitable health through careful use of social

and economic policy and regulation. Achievement of health
equity will take action across the whole range of government
supported by an international policy environment that values
holistic social development as well as economic growth. Money,
while by no means the whole solution, is critical. The minister
of finance may have more influence over health equity than
the minister of health, the global financial architecture more
influence than international assistance for health care.

But it is not just government that must act. Where government
lacks capacity or political will, there must be technical and
financial support from outside, and a push from popular action.
When people organize — come together and build their own
organizations and movements — governments and policy-
makers respond with social policies.

INEQUITY IN CONDITIONS OF
DAILY LIVING

Of the 3 billion people who live in urban settings, about 1
billion live in slums. In most African countries, the majority
of the urban population live in slums. In Kenya, for example,
71% of the urban population live in slums; in Ethiopia, 99%.
It takes only 10-20 years for the urban population to double
in many African countries (World Bank, 2006b).

Half of the rural population in Mozambique has to walk for
longer than 30 minutes to get water; only 5% of the rural
population have access to piped water (DHS, nd).

Around 126 million children aged 5-17 are working in
hazardous conditions (UNICEE nd,a).

In India, 86% of women and 83% of men employed in areas
outside the agricultural sector are in informal employment
(ILO, 2002).

In the African region, coverage for old-age income
protection is lower than 10% of the labour force (ILO, nd).

Over 900 doctors and 2200 nurses trained in Ghana are
working in high-income countries. Ghana has 0.92 nurse per
1000 population; the United Kingdom has over 13 times as
many (WHO, 2006).

There will, of course, need to be a partnership with the

health sector in both disease control programmes and the
development of health systems. It is likely that paying attention
to the social determinants of health, including health care, will
make health services more effective. The health sector will

also play a leadership and advocacy role in the development

of policies to deal with the social determinants of health. But
lack of health care is not the cause of the huge global burden
of illness: water-borne diseases are not caused by lack of
antibiotics but by dirty water, and by the political, social, and
economic forces that fail to make clean water available to all;
heart disease is caused not by a lack of coronary care units but
by the lives people lead, which are shaped by the environments
in which they live; obesity is not caused by moral failure on the
part of individuals but by the excess availability of high-fat and
high-sugar foods. The main action on social determinants of
health must therefore come from outside the health sector.

Seeing health and its fair distribution as a marker of social and
economic development has profound implications. Where
policies — in whichever field of action — aim to improve well-
being in the population, health is a measure of success of those
policies. Health equity is a measure of the degree to which
those policies are able to distribute well-being fairly.

One set of the Commission’s recommendations deals with
the circumstances in which people are born, grow, live, work,
and age. But people’s lives are shaped by a wider set of forces:
economics, social policies, and politics. These, too, must be
addressed and much of the report and its recommendations
do this.

We stated that a toxic combination of poor social policies,
unfair economics, and bad politics is responsible for much

of health inequity. In low-income countries and some poor
communities in rich countries, this translates into material
deprivation: lack of the material conditions for a decent life.
No one who has experienced the slums that house 1 billion
of the world’s people, no one who has witnessed the lack of
opportunities for economic livelihood of the world’s rural
poor, can doubt the importance of combating poverty. The
toxic combination is also responsible for the social gradient in
health in those who are above the level of material deprivation
but still lack the other goods and services that are necessary for
a flourishing life.
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STRUCTURAL DRIVERS OF
HEALTH INEQUITIES

The top fifth of the world’s people in the richest countries
enjoy 82% of the expanding export trade and 68% of foreign
direct investment — the bottom fifth, barely more than 1%
(UNDP, 1999).

In 1999, the developing world spent US$ 13 on debt
repayment for every US$ 1 it received in grants (World
Bank, 1999).

Of the population in the developed nations, 20% consume
86% of the world’s goods (UNDP, 1998).

In 1997, the East Asian financial crisis was triggered by

a reversal of capital flows of around US$ 105 billion, a
relatively small amount in global terms, but equivalent to
10% of the combined gross domestic product (GDP) of the
region. Similar shocks have since affected Russia and Brazil
(ODI, 1999).

Since 1990, conflicts have directly killed 3.6 million people,
(UNICEE 2004). Sudan has 5.4 million internally displaced
people, Colombia 3 million, Uganda 2 million, Congo 1.7
million, and Iraq 1.3 million (UNHCR, 2005).

Many countries spend more on the military than on health.
Eritrea, an extreme example, spends 24% of GDP on the
military and only 2% on health. Pakistan spends less on
health and education combined than on the military (UNDP,
2007).

Each European cow attracts a subsidy of over US§ 2/day,
greater than the daily income of half the world’s population.
These subsidies cost the European Union (EU) taxpayer
about 2.5 billion per year. Half of this money is spent on
export subsidies, which damage local markets in low-income

countries (Oxfam, 2002).

BOX 3.1: INEQUITY AND INDIGENOUS PEOPLES - THE EFFECTS OF A TOXIC
COMBINATION OF POLICIES

Indigenous People worldwide are in jeopardy of Peoples’ lives continue to be governed by specific and
irrevocable loss of land, language, culture, and particular laws and regulations that apply to no other
livelihood, without their consent or control — a members of civil states. Indigenous People continue
permanent loss differing from immigrant populations to live on bounded or segregated lands and are often
where language and culture continue to be preserved at the heart of jurisdictional divides between levels of
in a country of origin. Indigenous Peoples are unique government, particularly in areas concerning access
culturally, historically, ecologically, geographically, to financial allocations, programmes, and services.
and politically by virtue of their ancestors’ original As such, Indigenous Peoples have distinct status and
and long-standing nationhood and their use of specific needs relative to others. Indigenous Peoples’
and occupancy of the land. Colonization has de- unique status must therefore be considered separately
territorialized and has imposed social, political, and from generalized or more universal social exclusion
economic structures upon Indigenous Peoples without discussions.

their consultation, consent, or choice. Indigenous




ECONOMIC GROWTH AND
SOCIAL POLICIES

Wealth is important for health. The relation of national income
to LEB is shown in Fig. 3.1 — the Preston curve (Deaton, 2003;
Deaton, 2004). At low levels of national income there is a steep
relation between income and LEB. This is consistent with the

benefits of economic growth improving life chances and health.

But there are two important caveats. First, at higher levels of
income, above about US$ 5000 at purchasing power parity?,
there is little relation between national income and LEB.
Second, there is great variation around the line. As described
earlier, there are notable examples — Costa Rica, India (Kerala),
Sri Lanka — of relatively poor countries and states achieving
excellent health without the benefit of great national wealth.
Among the lessons from those countries is the importance of
good social policy emphasizing education, particularly for girls
and women.

Economic growth gives the opportunity to provide resources
to invest in improvement of people’s lives. But growth per se,
without appropriate social policies, brings no benefit to health.
Economist Angus Deaton warns, “Economic growth is much
to be desired because it relieves the grinding material poverty
of much of the world’s population. But economic growth,

by itself, will not be enough to improve population health, at
least in any acceptable time. ... As far as health is concerned,
the market, by itself, is not a substitute for collective action”
(Deaton, 2006a; Deaton, 2006b). Growth with equitable
distribution of benefits across populations is the key. Collective
action may involve building social institutions and adopting
regulations that both deliver people’s needs for housing,
education, food, employment protection, environmental
protection and remediation, and social security, and correct for
market failure (Stiglitz, 2006).

Figure 3.1: The Preston Curve in 2000.

CHAPTER 3 @D CAUSES AND SOLUTIONS

ECONOMIC GROWTH AND ITS
DISTRIBUTION

For any country — arguably most pressingly for countries with
low incomes — economic growth brings the possibility of great
benefit. But there has, to date, already been enormous global
growth in wealth, technology, and living standards. The issue
for the world is not whether it needs further economic growth
in order to relieve poverty and achieve the MDGs.To do that,
there is wealth and income in abundance. The question is how
it is distributed and used.

First, the benefits of economic growth over the last 25 years
— a period of rapid globalization — have been shared most
unequally among countries. Table 3.1 shows that in 1980 the
richest countries, containing 10% of the world’s population,
had gross national income 60 times that of the poorest
countries, containing 10% of the world’s population. By 2005
this ratio had increased to 122.

Table 3.1

Increasing income inequality among countries

Gross national income per capita in nominal US$

Richest Poorest Ratio
countries* countries*
1980 | US$ 11 840 US$ 196 60
2000 | US$ 31 522 US$ 274 115
2005 | US$ 40 730 US$ 334 122

*Containing 10% of the world’s population. Data derived from Table 1 in
the World Bank’s World Development Reports for 1982, 2002, and 2007,
respectively, and market exchange rates in the relevant years. The ratios
among these nominal US$ figures are comparable across years.

Reprinted, with permission of the publisher, from Pogge (2008).
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Second, international flows of aid — grossly inadequate in
themselves, and well below the levels promised by Organization
for Economic Cooperation and Development (OECD) donor
countries in 1970 — are dwarfed by the scale of many poor
countries’ debt repayment obligations (UNDESA, 2006). The
result is that, in many cases, there is a net financial outflow
from poorer to richer countries — an alarming state of affairs.
These financial flows are themselves small in comparison with
the massive volumes of capital flowing through global financial
markets — at a rate of US$ 3.2 trillion per day in 2007 (HIFX,
2007) — with enormous potential, through capital flight, to
disrupt the socioeconomic development of low- and middle-
income countries.

It has been calculated that the annual cost of bringing the 40%
of the world’s population currently below the US$ 2/day line
up to it would be US$ 300 billion — less than 1% of the gross
national income of the high-income countries (Pogge, 2008).
We will make the point throughout this report that money
alone is not the central point. More important is the way the
money is used for fair distribution of goods and services and
building institutions within low-income countries. But this
simple calculation shows that there is no global shortage of
money.

Third, income inequality applies not only between but also
within countries. The trend over the last 15 years has been

for the poorest quintile of the population in many countries

to have a declining share in national consumption (MDG
Report, 2007). There has been a vigorous debate as to whether
income inequality itself is a major contributor to the level of
health of a country (Wilkinson, 1996; Deaton, 2003). However,

income inequality is one marker of the unequal distribution

of goods and services. There is therefore strong empirical
justification for a concern with growing income inequalities.
Governments have the power to reduce the effects of pre-

tax income inequality. Fig. 3.2 shows, for a number of high-
income countries, the effects of policy on poverty (Lundberg et
al, 2007). It takes a relative definition of poverty as below 60%
of median income and shows that in Nordic countries fiscal
policy leads to a much lower prevalence of poverty than in the
United Kingdom or the United States. Policy matters.

For countries at lower levels of national income, it should

be obvious that greater economic growth will have a much
smaller effect on income poverty the greater the income
inequalities. The United Nations Development Programme
(UNDP) has calculated that in Kenya, for example, at current
economic growth rates, and with the present level of income
inequality, the median family in poverty would not cross the
poverty line until 2030. Doubling the share of income growth
enjoyed by the poor means that reduction in poverty would
happen by 2013. In other words, the MDG for reduction in
poverty implies attention to the distribution of income not just
economic growth.

Figure 3.2: Proportion relatively poor pre- and post-welfare state redistribution, various countries.

. Poverty rates post tax & transfers

Poverty %

. Poverty reduction by income redistribution

Poverty threshold = 60% of median equivalent disposable income.

*For these countries, the poverty threshold before redistribution is calculated on incomes net income taxes.

Data from the Luxembourg Income Study.

Reprinted, with permission of the authors, from Lundberg et al. (2007) citing Ritakallio & Fritzell (2004).



RETURNS FROM INVESTING IN HEALTH

Just as economic growth, and its distribution, is vitally
important for health, investment in health and its determinants
is an important strategy for boosting economic development
(CMH, 2001). Raising the health status of people lower down
the social hierarchy even to the population median level of
health would have a major impact on overall health and should
improve a nation’s productivity (Box 3.2) (Health Disparities
Task Group, 2004; Mackenbach, Meerding & Kunst, 2007).

CHAPTER 3 @) CAUSES AND SOLUTIONS

-
BOX 3.2: INVESTING FOR HEALTH AND ECONOMIC RETURN, CANADA
A study in Canada shows that reducing health double the utilization of the highest-income quintile.
disparities has the potential for major economic The study reported that if the health status and
benefits resulting from a reduction both in health-care utilization patterns of those in the lower-income
needs and in the costs of lost productivity. groups equalled those with middle income, significant
Health-care spending in Canada is about 120 billion savings on health-care costs could be possible.
Canadian dollars per year (with the institutionalized In addition, the study reported that better health
population accounting for 26 billion Canadian dollars enables more people to participate in the economy.
and the household population accounting for 94 billion Reducing the costs of lost productivity by only 10-
Canadian dollars). The lowest income quintile of the 20% could add billions of dollars to the economy.
household popu.la.tlon aCCOU,'ntS for apprOX|mat.er Source: Health Disparities Task Group, 2004
31% of the 94 billion Canadian dollars, approximately

-
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CHAPTER 4

The nature of evidence and action

ASSEMBLING THE EVIDENCE

The values that inform the Commission’s approach to its task
were set out in Part 1: the importance of health and social
justice and the view that all individuals should be treated
with equal dignity. For policy, however important an ethical
imperative, values alone are insufficient. There needs to be
evidence on what can be done and what is likely to work in
practice to improve health and reduce health inequities.

An early decision was necessary on what constituted evidence.
In the medical care arena the hierarchy of evidence is fairly
clear. Does a new medical intervention work better than
existing therapies? Subject it to the benchmark randomized
controlled trial, which provides an unbiased estimate of effects
under carefully controlled conditions.

When it comes to the social determinants of health there are
two linked problems that make this an unrealistic ideal: the
nature of the intervention and the lack of evidence in areas
where it matters. In our judgement, as set out in this report,
global and national economic arrangements and social policies
are critical to people’s living and working conditions and hence
to health equity. For many of these areas it is difficult to see
how randomized controlled trials could be possible. Countries
do not lend themselves to randomization. Interventions such
as the development and implementation of laws that protect
gender equity, for instance, cannot be randomized across
countries. Had the Commission made a decision to rely

on evidence solely from well-controlled experiments, this
would be a short report with only biomedical evidence-based
recommendations and the conclusion that more research is
needed. Equity and social justice, even health, would not have
progressed much.

More research is needed. Although given the nature of the
interventions that this report considers in Parts 3-5, little of

it will look like a medical randomized controlled trial. But

this lack cannot be a barrier to making judgements with the
current evidence. The Commission took a broader view of
what constituted evidence (Kelly et al., 2006). In this report the
reader will find evidence that comes from observational studies
(including natural experiments and cross-country studies), case
studies, and field visits, from expert and lay knowledge, and
from community intervention trials where available. While the
Commission endeavoured to assemble globally representative
evidence, there are inevitably gaps, particularly in low- and
middle-income countries, possibly because the information
does not exist, was not published in an accessible manner, or is
not available in English, which has been the working language
of the Commission.

THE COMMISSION’S CONCEPTUAL
FRAMEWORK

Strengthening health equity — globally and within countries
— means going beyond contemporary concentration on the
immediate causes of disease. More than any other global

health endeavour, the Commission focuses on the ‘causes of
the causes’ — the fundamental global and national structures
of social hierarchy and the socially determined conditions
these create in which people grow, live, work, and age. Fig. 4.1
shows the conceptual framework that was developed for the
Commission (Solar & Irwin, 2007). This framework suggests
that interventions can be aimed at taking action on:

The circumstances of daily life:

* differential exposures to disease-causing influences in
early life, the social and physical environments, and work,
associated with social stratification. Depending on the nature
of these influences, different groups will have different
experiences of material conditions, psychosocial support,
and behavioural options, which make them more or less
vulnerable to poor health;

¢ health-care responses to health promotion, disease
prevention, and treatment of illness;

And the structural drivers:

* the nature and degree of social stratification in society — the
magnitude of inequity along the dimensions listed;

* biases, norms, and values within society;
* global and national economic and social policy;

e processes of governance at the global, national, and local
level.

By their nature many of the social determinants considered by
the Commission are relatively distant, spatially and temporally,
from individuals and health experience.This is challenging,
both conceptually and empirically, when trying to attribute
causality and demonstrate effectiveness of action on health
equity. In choosing the range of social determinants on which
to focus, the Commission’s selection was based on coherence
in the global evidence base — that is, a mixture of conceptual
plausibility, availability of supporting empirical evidence, and
consistency of relationship between and among populations

— and the demonstration that these determinants were
amenable to intervention. In addition, a few determinants were
identified that, while they had a strong plausible relationship
with health inequities, still lacked evidence on what could be
done to effect change.

On this basis, and underpinned by the conceptual framework,
the knowledge work stream of the Commission was established
primarily around nine Knowledge Networks whose themes
incorporated global issues, health systems level issues, and

a lifecourse approach to health. The Knowledge Networks
focused on early child development (ECD) (ECDKN),
employment conditions (ECOMNET), urban settings
(KNUS), social exclusion (SEKN), women and gender

equity (WGEKN), globalization (GKN), health systems
(HSKN), priority public health conditions (PPHCKN), and
measurement and evidence (MEKN). Gender issues have been
systematically considered in each of the other themes. Other



issues including food and nutrition, rural factors, violence and
crime, and climate change did not have a dedicated Knowledge
Network but are recognized as important factors for health
equity. The Commission deals with these in subsequent
chapters, providing some general recommendations but
without outlining the more specific steps of exactly how action

could happen.
JUDGING THE EVIDENCE

Formulating the Commission’s recommendations about what
should be done in order to improve global health equity has
involved balancing the use of different types of evidence,
considering the scope and completeness of the evidence,

and assessing the degree to which action in these social
determinants of health has been shown to be possible and
effective. The recommendations made by the Commission
are: a) underpinned by an aetiological conceptual framework,
b) supported by a vast global evidence base that demonstrates
an impact of action on these social determinants of health
and health inequities (effectiveness), c) supported by evidence
on feasibility of implementation in different scenarios, and d)
supported by evidence showing consistency of effects of action
in different population groups and countries with different
levels of national economic development.

THE COMMISSION’S KEY AREAS FOR
ACTION AND RECOMMENDATIONS

Globally it is now understood better than at any moment

in history how social factors affect health and health equity.
While information is always partial and the need for better
evidence remains, we have the knowledge to guide eftective
action. By linking our understanding of poverty and the social
gradient, we now assert the common issues underlying health
inequity. By recognizing the nature and scale of both non-

communicable and communicable diseases, we demonstrate the
inextricable linkages between countries, rich and poor. Action
is needed on the determinants of health — from structural
conditions of society to the daily conditions in which people
grow, live, and work at all levels from global to local, across
government and inclusive of all stakeholders from civil society
and the private sector.

As we have pursued our work we have become convinced that
it is possible to close the health gap in a generation. It will take
a huge effort but it can be done.The chapters that follow in
Parts 3-5 show that there is urgent need for change — in how
we understand the causes of health inequities, in the way we
accept and use different types of evidence, in the way we work
together, and in the different types of action that is taken to
tackle global- and national-level health inequities. Action to
effect these interventions will be at global, national, local, and
individual levels.

In Chapter 1 we stated that the Commission’s analysis leads to
three principles of action:

Improve the conditions of daily life — the
circumstances in which people are born, grow,
live, work, and age.

Tackle the inequitable distribution of power,
money, and resources — the structural drivers of
those conditions of daily life — globally, nationally,
and locally.

Measure the problem, evaluate action, expand
the knowledge base, develop a workforce that
is trained in the social determinants of health,
and raise public awareness about the social
determinants of health.

Figure 4.1 Commission on Social Determinants of Health conceptual framewaork.
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The three principles of action identified by the Commission
are embodied in the three overarching recommendations below.
If action is taken in accordance with these recommendations,
and with the more detailed recommendations in subsequent
chapters, it will be possible to achieve a more equitable
realization of the rights to the conditions necessary to achieve
the highest attainable standard of health.

THE COMMISSION’S OVERARCHING
RECOMMENDATIONS

1. Improve Daily Living Conditions

Improve the well-being of girls and women and the
circumstances in which their children are born, put major
emphasis on early child development and education for
girls and boys, improve living and working conditions and
create social protection policy supportive of all, and create
conditions for a flourishing older life. Policies to achieve
these goals will involve civil society, governments, and
global institutions.

2. Tackle the Inequitable Distribution of Power, Money,
and Resources

In order to address health inequities, and inequitable
conditions of daily living, it is necessary to address inequities
— such as those between men and women — in the way
society is organized. This requires a strong public sector
that is committed, capable, and adequately financed. To
achieve that requires more than strengthened government
— it requires strengthened governance: legitimacy, space, and
support for civil society, for an accountable private sector,
and for people across society to agree public interests and
reinvest in the value of collective action. In a globalized
world, the need for governance dedicated to equity applies
equally from the community level to global institutions.

3. Measure and Understand the Problem and Assess

the Impact of Action

Acknowledging that there is a problem, and ensuring that
health inequity is measured — within countries and globally
— is a vital platform for action. National governments and
international organizations, supported by WHO, should

set up national and global health equity surveillance
systems for routine monitoring of health inequity and

the social determinants of health and should evaluate the
health equity impact of policy and action. Creating the
organizational space and capacity to act effectively on health
inequity requires investment in training of policy-makers
and health practitioners and public understanding of social
determinants of health. It also requires a stronger focus on
social determinants in public health research.

Parts 3-5 of the report are structured according to these three
principles. While the Commission’s recommendations as a
whole are aimed at addressing both the conditions of daily
living and the structural drivers that shape the distribution

of these, within each of the thematic chapters (5-16 within
Parts 3-5), recommendations are made relating to action that
tackles the structural drivers and immediate causes of inequities
in these themes. The recommendations range in character
from governance and policy matters to community action — a
combination of top-down and bottom-up approaches at the
global, regional, national, and sub-national levels.

IMPLICATIONS FOR DIFFERENT ACTORS

While the Commission advocates strongly the central role of
government and the public sector in taking action on the social
determinants of health for health equity, it also recognizes the
plurality of actors across the field — global institutions and
agencies, governments themselves (national and local), civil
society, research and academic communities, and the private
sector. Each of these actors should be able to see themselves
clearly in the chapters that follow in Parts 3-5, and in the
implications of the recommendations for action. An overview
of the key areas for action and recommendations for each actor
is given below, pointing towards the specific recommendations
that can be found in each of the subsequent thematic chapters.

Multilateral agencies

An overarching Commission recommendation is the need

for intersectoral coherence — in policy-making and action

— to enhance effective action on the social determinants of
health and achieve improvements in health equity. Multilateral
specialist and financing agencies can do much to strengthen
their collective impact on the social determinants of health and

health equity, including:

o Coherent global monitoring and action: Adopt health equity
as a fundamental shared goal, and use a common global
framework of indicators to monitor development progress;
collaborate in multi-agency thematic working groups for
coherent social determinants of health action.

o Coherent and accountable financing: Ensure that increases in
aid and debt relief support coherent social determinants
of health policy-making and action among recipient
governments, using health equity and social determinants of
health performance indicators as core conditions of recipient
accountability.

o Improved participation of UN Member States in global governance:
Support equitable participation of Member States and other
stakeholders in global policy-making fora.

WHO

WHO is the mandated leader in global health. It is time that
WHO?s leadership role is enhanced through the agenda for
action on the social determinants of health and global health
equity. This involves a range of actions, including:

e Dolicy coherence globally and nationally: Adopt a stewardship
role supporting social determinants of health capacity-
building and policy coherence across partner agencies in the
multilateral system; strengthen technical capacity globally
and among Member States for representation of public
health in all major multilateral fora; and support Member
States in developing mechanisms for coherent policy and
ISA for social determinants of health.

* Measurement and evaluation: Support goal setting on health
equity and monitor progress on health equity between and
within countries as a core developmental objective through
a global health equity surveillance system; support the
establishment of national health equity surveillance systems
in Member States, and build necessary technical capacities in
countries; support Member States in development and use
of health equity impact assessment tools and other health
equity-related tools such as a national equity gauge; and
convene a global meeting as part of a periodic review of the
global situation.
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o Enhancing WHO capacity: Build internal social determinants
of health capacity across WHO, from headquarters, through
the Regional Offices, to Country Programmes.

National and local government

Underpinning action on the social determinants of health

and health equity is an empowered public sector, based

on principles of justice, participation, and intersectoral
collaboration. This will require strengthening of the core
functions of government and public institutions, nationally
and sub-nationally, particularly in relation to policy coherence,
participatory governance, planning, regulation development
and enforcement, and standard setting. It also depends on
strong leadership and stewardship from the ministry of health,
supported by WHO. Government actions include:

*  Policy coherence across government: Place responsibility for
action on health and health equity at the highest level of
government, and ensure its coherent consideration across all
ministerial and departmental policy-making.

o Strengthening action for equity: Commit to progressive
building of universal health-care services; establish a central
gender unit to promote gender equity across government
policy-making; improve rural livelihoods, infrastructure
investment, and services; upgrade slums and strengthen
locally participatory health urban planning; invest in full
employment and decent labour policy and programmes;
invest in ECD; build towards universal provision in vital
social determinants of health services and programmes
regardless of ability to pay, supported by a universal
programme of social protection; and establish a national
framework for regulatory control over health-damaging
commodities.

e Finance: Streamline incoming international finance (aid,
debt relief) through a social determinants of health action
framework, with transparent accountability; strengthen
revenue through improved progressive domestic taxation;
and collaborate with other Member States in the
development of regional and/or global proposals for new
sources of international public finance.

o Measurement, evaluation, and training: Build towards universal
birth registration; set cross-government performance
indicators for health equity through the establishment of a
national health equity surveillance system; build capacity to
use health equity impact assessment as a standard protocol in
all major policy-making; ensure training of practitioners and
policy-makers on the social determinants of health; and raise
public awareness about the social determinants of health.

Civil society

Being included in the society in which one lives is vital to the
material, psychosocial, and political aspects of empowerment
that underpin social well-being and equitable health. As
community members, grassroots advocates, service and
programme providers, and performance monitors, civil society
actors from the global to the local level constitute a vital
bridge between policies and plans and the reality of change
and improvement in the lives of all. Helping to organize and
promote diverse voices across different communities, civil
society can be a powerful champion of health equity. Many
of the actions listed above will be, at least in part, the result

of pressure and encouragement from civil society; many of
the milestones towards health equity in a generation will be
marked — achieved or missed — by the attentive observation of

civil society actors. Civil society can play an important role in
action on the social determinants of health through:

e PDarticipation in policy, planning, programmes, and evaluation:
Participate in social determinants of health policy-making,
planning, programme delivery, and evaluation from the
global level, through national intersectoral fora, to the local
level of needs assessments, service delivery, and support, and
monitor service quality, equity, and impact.

* Monitoring performance: Monitor, and report and campaign on,
specific social determinants of health, such as upgrading of
and services in slums, formal and non-formal employment
conditions, child labour, indigenous rights, gender equity,
health and education services, corporate activities, trade
agreements, and environmental protection.

Private sector

The private sector has a profound impact on health and well-
being. Where the Commission reasserts the vital role of public
sector leadership in acting for health equity, this does not imply
a relegation of the importance of private sector activities. It
does, though, imply the need for recognition of potentially
adverse impacts, and the need for responsibility in regulation
with regard to those impacts. Alongside controlling undesirable
effects on health and health equity, the vitality of the private
sector has much to offer that could enhance health and well-
being. Actions include:

o Strengthening accountability: Recognize and respond
accountably to international agreements, standards, and
codes of employment practice; ensure employment and
working conditions are fair for men and women; reduce
and eradicate child labour, and ensure compliance with
occupational health and safety standards; support educational
and vocational training opportunities as part of employment
conditions, with special emphasis on opportunities for
women; and ensure private sector activities and services
(such as production and patenting of life-saving medicines,
provision of health insurance schemes) contribute to and do
not undermine health equity.

* Investing in research: Commit to research and development in
treatment for neglected diseases and diseases of poverty, and
share knowledge in areas (such as pharmaceuticals patents)
with life-saving potential.

Research institutions

Knowledge — of what the health situation is, globally, regionally,
nationally, and locally; of what can be done about that
situation; and of what works effectively to alter health inequity
through the social determinants of health — is at the heart

of the Commission and underpins all its recommendations.
Research is needed. But more than simply academic exercises,
research is needed to generate new understanding and to
disseminate that understanding in practical accessible ways to
all the partners listed above. Research on and knowledge of
the social determinants of health and ways to act for health
equity will rely on continuing commitments among academics
and practitioners, but it will rely on new methodologies

too — recognizing and utilizing a range of types of evidence,
recognizing gender bias in research processes, and recognizing
the added value of globally expanded knowledge networks and
communities. Actions in this field of actors include:

o Generating and disseminating evidence on the social determinants
of health:<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>