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Executive summary
This publication is intended, firstly, to give policy advisers, policy
entrepreneurs and those who work within health systems a better
understanding of the key issues related to taking action on socially
determined health inequalities (SDHI). In particular, it is aimed at those
who work within a policy environment where there is a will to take action
on these inequalities and who seek guidance on how to do so through
supporting and informing action-oriented evidence and knowledge. This is
the document’s key audience.
It builds on existing global (e.g. the Commission on Social Determinants of
Health) and European work in creating an evidence base for acting to counter
SDHI. However, evaluations of interventions and policy responses on action
to tackle SDHI are limited. At the same time, there is a growing demand by
those involved in policy-making processes (policy advisers, entrepreneurs
and advocates, those working in local and municipal authorities, among
others) for knowledge on the options for acting on SDHI. This demand goes
beyond documenting examples of action (health system or otherwise). It (a)
makes the information available in a form that supports systematic uptake and
application of the learning; and (b) unlocks key pieces of information about
why the action worked, for whom and in what circumstances. In addition, the
landscape of action on SDHI is changing and increasing investment is being
made in better monitoring, measurement and evaluation of interventions to
counter health inequalities.
This document seeks to advance this by showing how to systematically use
and generate evidence-informed options for action from the knowledge
contained in a selection of case studies. In a departure from how such
studies are usually presented, they are used here as a source of data rather
than as exemplars.
Secondly, this document contains a checklist of generic principles that can
be put into practice or used to review existing examples of health-system
actions and that can assist the key audience described above to design
and develop their own policy response. The checklist is not intended to be
followed unwaveringly like a prescription or a recipe. Health inequalities
are a complex problem for which there is no simple solution and no single
answer.
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Instead, it is intended to stimulate new approaches and interpretations
within an individual health-system context. Thus, the checklist can be used
to interrogate, evaluate and better understand examples of action, so that
these examples can be adapted and reshaped to achieve a better fit with
prevailing circumstances of the particular health system.
Thirdly, the examples demonstrate that there is a wide scope of actual and
potential actions that can be taken. These can be better explored as part of
an approach where the health system is seen to be “putting its own house
in order”.
In this sense, this document seeks to move beyond the standard debate
on how much the health system can contribute in relation to other
determinants. The additional need is to recognize that while it can help
reduce inequalities rooted in other sectors, its own internal inconsistencies
and weaknesses may contribute to those existing inequalities or even create
new ones. What is really required is a response to both.
While the health system alone cannot significantly reduce health
inequalities, it nevertheless has a vital role in achieving that goal. This is
by acting to:
(a) improve how we do our own business within the health system, which
includes ensuring equity of access to health services and providing
services that ameliorate and remedy the health disadvantages among
sub-groups in the population and that are caused by social determinants
such as poverty, poor living conditions and unemployment; and
(b) improve our investment and approach to working with other sectors
so that we are instrumental in developing collaborative, intersectoral
solutions that create the conditions for health for all groups in the
population.
The search for such solutions within the health system and across other
sectors is continuing, and despite the many related difficulties identified in
this publication, there are solid grounds for concluding that real progress is
being made in tackling SDHI.
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Key terms used in this publication
Health inequalities refers to avoidable and unjust systematic differences
in health status between different groups in a given society (inequities)
and not all inequalities. Health inequalities and not health inequities is
used here because in some languages there is only one word for the two
terms and the distinction is often lost in translation (1,2). However, where
the terms inequity or inequities are used in this publication it is because
the particular intervention or policy being described deliberately uses this
term and is usually indicated by *. For example, the Health Promotion
among the Navarre Ethnic Minorities Programme specifically refers to
reducing health inequities (3).
Health systems refers to the ensemble of all public and private
organizations, institutions and resources mandated to improve, maintain
or restore health (4). This is elaborated in more detail in the introduction
and Box 1.
Policy advisers and entrepreneurs refers to those actors involved in the
policy-making process within and outside of government agencies, and
who are responsible for developing evidence-informed options for action
and/or for advocacy purposes but who may not necessarily be the final
decision-makers. They are part of the wider community often referred to
as policy-makers. However, a distinction is made because policy advisers
and entrepreneurs are likely to seek to use much more detailed and
technical information in developing policy options for decision-makers
to consider.
Social determinants of health refers to the social conditions, in which
people are born, grow, live, work and age (5), that shape their health and
disease exposures, vulnerabilities and outcomes. These social factors may
include, but are not limited to: employment and working conditions, living
environments, availability of and access to health and social protection
services, education and social cohesion or connectedness. They also
refer to the way in which social class, gender, age and ethnicity norms,
values, and discrimination, are linked to other determinants of health
to increase the vulnerabilities and risks that lead to health inequalities
(1,2,5,6).

xi

Wicked issues is a term that is used to describe “complex problems that
often have no definitive shape, can evolve and mutate, elude clearly right
and wrong solutions, and often have many causal levels” (7). Given the
complexity of health inequalities and the challenges in identifying a single
or ideal solution, sometimes health inequalities are described as “wicked
issues”.
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Chapter 1. Introduction
Socially determined health inequalities (SDHI) in the WHO European
Region1 have been increasing (8–12) and are likely to continue to do so
without determined action to counter them. Left unchallenged, their negative
consequences on vulnerable populations will also impose costs on society
as a whole. They are caused by and relate to social determinants such as
poverty, unemployment, unsafe working conditions and precarious work,
gender norms and standards and level of education (2) as well as activity in
the health system itself. While the health system alone cannot reduce health
inequalities, it nevertheless has a vital role in achieving that goal, and as part
of any overall approach to tackling SDHI. Therefore this publication aims to
provide guidance to those who work in a policy environment on how to take
action where the will to take action on these inequalities already exists.

1.1

Health inequalities are increasing between and within
countries

No country in the WHO European Region, no matter how wealthy, is
immune from SDHI (13). While there has been improvement in overall
health status within the WHO European Region, it is not equally shared
across populations either within countries or between countries. These
inequalities lead to increased vulnerabilities in populations as well
as increased differences in health behaviours and outcomes between
population groups (whether measured by factors such as education, income,
or employment). In turn these inequalities are reflected in both measures
of life expectancy or mortality and quality of life (morbidity and self-rated
health). There are costs to not acting, because ongoing inequalities will
eventually undermine existing and overall health gains (14).
This is illustrated by a study of 22 European countries where mortality
was found to be higher (15) among those with less education. The size
of inequalities in mortality as a result of education varied greatly between
countries. That is, the relative index of inequality for men in countries that
joined the European Union (EU) before 2004 is twice that among men with
1

The WHO European Region encompasses 53 countries or Member States including the
27 countries within the European Union. For more information about which countries
this includes please see the WHO Regional Office for Europe web site (http://www.
euro.who.int/en/home). Examples were to be drawn from countries within and outside
the European Union.
1

least education compared to men with most education. For three of the four
countries that joined the EU in 2004, the relative index of inequality for men
is four or higher (15). In terms of differences within a country, more recent
findings from a study of selected EU Member States and Norway demonstrate
a systematic relationship between educational level and mortality at any age
– the lower the level of education, the lower the life expectancy. Furthermore,
the differences in life expectancy among men based on educational level are
larger than those for women (8).

1.2

Taking action: health systems are an important arena
for action

The final report of the global Commission on Social Determinants of Health
(CSDH) (12) made three overarching recommendations for guiding action
to reduce health inequity within a generation.
1. Improve the conditions of daily life – the circumstances in which people
are born, grow, live, work, and age.
2. Tackle the inequitable distribution of power, money, and resources – the
structural drivers of those conditions of daily life – globally, nationally,
and locally.
3. Measure the problem, evaluate action, expand the knowledge base,
develop a workforce that is trained in the social determinants of health
(SDH), and raise public awareness about the SDH (12).
The CSDH report clearly identifies health systems as a vital determinant
of health and one of the arenas for action. The recommendations for
health-system action focus on:

•

building health-care systems based on principles of equity, disease
prevention, and health promotion;

•
•

ensuring that health-care system financing is equitable;
building and strengthening the health workforce, and expanding
capabilities to act on the SDH (12).

The subsequent resolution of the World Health Assembly (16) reflects that
health systems have a vital role in tackling the social determinants for improved
health equity and urges Member States to take a range of action including:

•

developing and implementing goals and strategies to improve public
health with a focus on health inequities;
2
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•

taking into account health equity in all national policies that address
SDH, and considering developing and strengthening universal
comprehensive social protection policies, including health promotion,
disease prevention and health care, and promoting availability of and
access to goods and services essential to health and well-being;

•

ensuring dialogue and cooperation among relevant sectors with the aim
of integrating a consideration of health into relevant public policies and
enhancing intersectoral action;

•

generating new, or making use of existing, methods and evidence,
tailored to national contexts in order to address the social determinants
and social gradients of health and health inequities; and

•

developing, making use of, and if necessary, improving health information
systems and research capacity in order to monitor and measure the
health of national populations, with disaggregated data where national
law and context permits so that health inequities can be detected and
the impact of policies on health equity measured (16).

In this publication, health systems are defined in the broadest sense and
include all the activities whose primary purpose is to promote, restore, or
maintain health (4). This is consistent with the definition used by the CSDH
and means that health-system actions on SDHI are about more than health
care services alone. More recent definitions, as presented in Box 1, build
on this and emphasize the importance of working intersectorally.

Box 1. Defining health systems
Health systems include all the activities whose primary purpose is to promote, restore,
or maintain health (4):
A health system consists of all organizations, people and actions whose primary intent
is to promote, restore or maintain health. This includes efforts to influence determinants
of health as well as more direct health-improving activities ... It includes inter-sectoral
action by health staff, for example, encouraging the ministry of education to promote
female education, a well-known determinant of better health (17).
Health systems encompass both personal and population services, as well as
activities to influence the policies and actions of other sectors to address the social,
environmental and economic determinants of health (18).

3

Health systems are themselves both a determinant of health and socially
determined. This means that they can be specifically designed so as to address
directly and respond to the impact(s) of SDHI through the provision of health
services; and to act directly on or in response to social determinants outside
of the health sector (19). The Health Systems Knowledge Network (HSKN)
identified four overarching features of health systems that have the potential
to improve health equity: leveraging intersectoral action; engagement and
participation of population groups and civil society; arrangements that aim
at universal coverage; and revitalizing comprehensive primary health care
(19). Fig. 1 presents different points of intervention for health-system action
and how they relate to the four overarching features. The work of the HSKN
demonstrated that there is great scope for health-system action to go beyond
financing and/or the provision of health care services to other health-system
functions, particularly the function of stewardship or governance.
Fig. 1. The pathways of positive potential for health systems: points of intervention
Differential
exposure and
vulnerability

Health inequity

Intersectoral action for health
Social empowerment
Primary health care

Social
stratification
Intersectoral action for health
Social empowerment

Differential access and
use of health care
Differential experiences
of health care use.

Differential
consequences

Health care financing and
organization
Primary health care
Social empowerment

Redistributive welfare
Financial protection
from health care costs
Respectful treatment

Promoting population
health and health equity

Feature of health care

The health system
Health system influences on the broader context

The social and political context
The global context
Source: Gilson et al. (19).
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This does not mean that the health system alone is responsible for countering
inequalities – a balance of actions within it and other sectors is required.
However the health system can hardly call upon and expect other sectors
to change and act on SDHI without acting to ensure that its own house is in
order. Health systems can make an important contribution and have a vital
role in achieving that goal.
Therefore this publication aims to demonstrate:
1. the important contribution that actions by the health system can make;
2. that the health system has a responsibility not to make existing social
and health inequalities worse, through, for example, catastrophic outof-pocket expenditure by patients that impoverishes them;
3. that it is not a case of “either or”, but rather that both health systems
and whole-of-government actions by and with other sectors are needed;
and
4. that there are some principles for good practice in developing and
implementing the necessary health-system actions on SDHI.
The contribution and relevance of health-system efforts to address health
inequalities will vary depending on the country context and specifically:
the nature and extent of health inequalities within that country (relative and
absolute); and the structure of the social and health protection systems. For
example, in the United Kingdom, as part of the Marmot review of 2010, the
delivery systems and mechanisms task group (20) was asked to review the
role of health services in relation to health inequalities, particularly access
to effective health services as a social determinant of population health;
and inadequate access as a potential cause of health inequalities. One
of the group’s recommendations is to maintain the universal health care
system, while simultaneously improving the mechanisms for identifying and
correcting inequalities in the delivery of services, and to develop further the
capability of taking an SDH approach.
The National Health Service (NHS) provides an important foundation for
action that needs to be maintained, and this highlights the importance of
monitoring and evaluation of services to check that universal coverage is not
being eroded (20). However, the circumstances of other countries within the
WHO European Region are such that part of health-system actions on SDHI
will include building universal coverage through more inclusive criteria for
access to health services and/or by reducing out-of-pocket expenditure(s)
associated with health service use, particularly user fees.
5

1.3

The price of not acting: the economic and social costs
of health inequalities

Evidence suggests that the economic and social gains from acting to
decrease health inequalities may be substantial. For example, a study of
15 EU countries (21) found that if these countries succeeded in reducing
avoidable health inequities by 10%, the economic benefits would amount
to:

–

14 billion through gains in health as a “capital good” that is an important
component of production;

–

70 billion through gains in health as a “consumption good” that
contributes directly to an individual’s happiness or satisfaction;

–
–

18 billion through reduced health-care costs; and
6 billion through reduced social security costs (21).

The same evidence also indicates that if no action is taken health inequalities
will persist and increase and are likely to lead to rising costs to health and
social services (21).
Furthermore, the current global economic downturn means that, unless
action is taken, health inequalities are likely to increase within the Region.
As well as further entrenching SDHI such as poverty and social exclusion,
there is the potential for a loss of the health and development gains made
in the past decades (14). Regular monitoring of public perceptions of the
social impacts of the financial crisis indicated that views and experiences
about the social impact varied across the 27 EU countries (22). This reflects
the diversity of responses that are potentially required to counter new and
emerging inequalities. For example, in relation to coping with the costs
of various types of health care in the past six months, both the March and
May 2010 surveys consistently had higher proportions of respondents from
Bulgaria, Latvia, Lithuania, Portugal and Romania, who identified that the
affordability of health and social care had worsened. However, among
these countries, respondents from Latvia and Lithuania indicated in the
May 2010 survey that health and social care affordability had showed some
improvement (22).
This gives greater urgency to developing both an accurate picture of the
causes of inequalities in the WHO European Region (within and between
countries) and to identifying options for acting – what can be done and
“what works”.
6
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1.4

Wicked issues: health inequalities are complex

As indicated in many conceptual frameworks, the relationship between
social determinants and health are complex. Health inequalities are a
complex problem for which there is no one or simple solution. Because
of this they can and have been described as “wicked issues”, that is,
complicated problems that usually have no definitive form, are multicausal,
liable to change and, for which there is usually no definitive solution or
single solution (7). Given the increased awareness of the importance to
act on SDHI and the evidence for acting, there is growing demand by
those involved in policy-making processes (policy advisers, entrepreneurs
and advocates, those working in local and municipal authorities, among
others) for knowledge on the options for acting on SDHI. This demand goes
beyond documenting examples of action (health system or otherwise), to
making the information available in a form that supports systematic uptake
and application of the learning, and to unlocking key pieces of information
about why the action worked, for whom and in what circumstances. There
is also a demand for greater specificity or accuracy about the potential
outcomes and gains from undertaking such action.

1.5

More about this publication

1.5.1

Who is it for?

This publication and its web-based counterpart have been designed
primarily for policy advisers and entrepreneurs involved in policy-making
processes at national, subnational and local levels and working within the
health system in the WHO European Region. Within this audience it has
been designed for those who are interested in identifying options for action
to confront SDHI and therefore it assumes a certain level of knowledge and
understanding about the SDH and health inequalities. It is also aimed at
those who work in a policy environment and are at a stage where there is
a will to take action on these inequalities (23) and who want to know (for
example) how to:

•

tackle SDHI, and learn from some examples of actions that have been
taken, including good practices;

•

take action as part of an overall health-system strengthening effort to
address SDHI including examples of actions;

•

improve the health of vulnerable groups such as those living in poverty,
7

or who are homeless or vulnerable as a result of ethnic and other forms
of discrimination;

•

tackle the social gradient and reduce the gap between most and least
advantaged or between different social groups; and/or

•

put the findings and recommendations of the CSDH into practice in
their countries.

It may also assist those who have difficulties in identifying options for acting (23).
Apart from the primary audiences described above, this material is also
open to those working in sectors other than health.
1.5.2

How can it be used?

Policy advisers and entrepreneurs can use this publication to develop a
picture or options on how to take effective action within their own context
by supporting and feeding action-oriented evidence and knowledge. It sets
out some principles to use in reviewing existing examples of health-system
action (available on the web-based resource); and to assist in framing
the design and development of their own policy response including the
following.

•
•
•
•
•

What can be done about SDHI? What might work?
How do the apparently effective policies or interventions work?
What works for whom in what circumstances?
Which factors may moderate the impact of this policy?
Will intervention or policy X work in this context (24,25)?

As previously observed, there is growing demand for examples of best
practice initiatives which have been properly evaluated and documented
as making a difference to health inequalities. But few of these actually exist
(11–13,26). Therefore there is a need for better and more specific evidence.
In this publication, the examples have been used as available evidence to
derive a checklist of generic principles that can be put into practice or used
to review existing examples of health-system action on SDHI and that can
assist the key audience to design and develop their own policy response.
Once again, there is no simple solution to health inequalities. The checklist
is thus intended to be used to stimulate new approaches and interpretations
within an individual health-system context. It can be used to examine,
evaluate and present relevant knowledge from examples of action in a way
that is compelling for decision-makers.
8

Chapter 2. How the checklist was developed
2.1

Developing the evidence base for action on
determinants of health

The increased need and demand from countries for more specific knowledge
on what action(s) can be taken to reduce SDHI is driven by emerging
evidence about their magnitude and trends and action that can be taken to
tackle them. There is also growing recognition of the relationship between
health and development, and how ongoing health inequalities affect future
economic and social development. The evidence base for measurement and
action on SDHI has advanced considerably in the last decade. However,
the Measurement and Evidence Knowledge Network (MEKN) of the CSDH
identified six problems which make developing the evidence base on the
SDH potentially difficult:

•
•

lack of precision in specifying causal pathways;

•
•

lack of clarity about health gradients and health gaps;

•

the impact of context on interpreting evidence and on the concepts
used to gather evidence; and

•

problems of getting knowledge into action (6).

conflation of causes of health improvement with causes of health
inequities;
inadequacies in descriptions of axes of social differentiation in
populations;

It also made the case for methodological diversity in building the evidence
base for action on SDH to ensure that all relevant knowledge can be
collected, and learning from practice in a systematic way:
… much can be gleaned from the tacit knowledge of practitioners
about how things work by supporting them to document the processes
that lead to effective delivery of social interventions (6:70).

2.2

A joint action by the EU and WHO

A response to this increasing demand was a joint initiative between the WHO
Regional Office for Europe and the European Commission DirectorateGeneral for Health and Consumers (2006WHO03) on inequalities in
9

health-system performance and their social determinants in Europe. The
two objectives were: (a) mapping health inequalities in the EU and selected
neighbouring countries based on a range of Eurostat datasets, available
on a regional level (http://194.255.1.165/Project2006WHO03/); and (b)
development of examples of practical current and past examples of effective
policy solutions across Europe, including contextual information to enable
uptake in different settings.
Two products are being developed to meet the second objective:

•

this publication, which is based on a synthesis and analysis of examples
of health-system action (policy, programmes, projects and/or practices)
on SDHI and from which a checklist of principles for good practice
has been derived; and

•

a web-based resource (http://194.255.1.165/Project2006WHO03/)
that gives access to the examples of health-system action reviewed
as part of this work in relation to the principles for good practice and
access to detailed materials about these examples (including peer
reviewed and published case studies).

This work called for the identification, analysis and synthesis
of examples of health-system action that address SDHI, to be
undertaken within the framework of the CSDH (12). It draws from
countries within the WHO European Region including a focus on
countries in the EU. The emphasis in the joint action was to collect
examples of good practice and develop a web-based resource that
could be widely disseminated to EU policy-makers and national and
subnational authorities, as part of strengthening the evidence base
on what works to tackle SDHI.
The issue of health inequalities and social determinants, however, has been
on the agenda of the EU for over 20 years. In 2000, the following core
values were adopted by the heads of states of all EU countries as forming
the basis of all health systems:

•
•
•
•

universality (services for all)
equity (in access)
solidarity (in funding)
quality (27).
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These values were restated by health ministers in 2006. Health inequalities
have also been the focus of past EU presidencies including the 2000
Presidency of the EU by Portugal, which emphasized the role of health
determinants in influencing health, and more recently the Spanish
Presidency of the EU which focused on monitoring SDH and the reduction
of health inequalities (27). This recent Presidency advanced the issue of
measurement of health inequalities considerably and invited Member
States to: (a) take the appropriate measures to optimize existing national
data sources with a special emphasis on obtaining information related to
SDH; and (b) take steps to improve the data needed to properly evaluate
and monitor policies with a health impact with a view to orienting such
policies towards equity in health where appropriate (28).
Finally, there has been investment in similar initiatives with a view to
strengthening knowledge, capacity and exchange of good practices
including the DETERMINE and Eurothine projects. The Eurothine project
recommended the establishment of a databank and a clearing-house for
Europe of equity initiatives (13).
In 2006, an EU expert group on social determinants and health inequalities
was established; it provides a forum for exchange of information and
good practices between Member States on SDH and health inequalities.
Members of this expert group have been involved in the development of
this publication and the underlying work on examples of health-system
action.

2.3

Collecting examples of good practice: moving from the
specific to the generic

As an initial step, consultations were held with stakeholders (academics,
policy advisers, practitioners and deputy ministers). These consultations
highlighted two key issues: defining what is meant by “good” practice; and
the use and quantity of case studies and examples as a way of enabling
those working with policy-makers and practitioners to take action. On the
first issue, stakeholders indicated that identifying 30 country examples and
ensuring “good” practice would be challenging. Further discussions about
the criteria and ways of assessing practice also highlighted that there might
be only limited guidance on what constituted ”good” and that ideas on
good practice might be better derived from looking across the range of
examples of health-system action in this area.
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On the development of examples of action or case studies, the issue
of concern was not the case studies themselves, but unlocking the
relevant information contained in them. Stakeholders noted that they
could produce an example using a different (case study) format, but
they considered this of little benefit and questioned the assumption that
policy-relevant information is and can be easily derived from single or
grouped case studies.
Current approaches to generating and using case studies do not lend
themselves well to development of normative guidance or patterns
of evidence. In particular knowledge of what works and in what
circumstances. This includes using case studies differently, and moving
from deriving key lessons from single case studies or grouping single
examples around a theme to better syntheses of examples of equity
actions to generate more specific information about patterns and
the implications of these patterns (29) for guidance (6). While case
examples are useful in providing indications of what actions might be
taken, how they are produced and presented to policy advisers makes
the difference.
It was agreed that the publication would benefit from using a theoretical
approach such as grounded theory to structure the synthesis of several
examples. This was to enable movement from the specific details (case
study as exemplar) to the generic. An example would be: what can be
said as a general rule about taking action on SDHI by using the case
studies as a source of data on specific aspects of taking action.

2.4

Examples of health-system actions for synthesis

In the consultative process, inclusion criteria were defined for the types
of examples to be included. These criteria include:

•

a health-system focus: i.e. the health system is the key proponent
or one of the main stakeholders in initiating and implementing the
action;

•
•

action at national, subnational or local level;
a focus on SDH, preferably with a clearly defined equity objective;
and
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•

inclusion of information on context for development of the
action, capacity building, funding and resource mechanisms,
implementation, and monitoring and evaluation.

In the initial consultation process, 13 examples of existing actions were
identified.
An initial synthesis of the examples was undertaken. It focused on
only 10 of the 13 examples because they included enough relevant
information for analysis within the theme of health-system actions
on SDHI. The methodology and approach used to inform this initial
synthesis are described elsewhere (30,31).
The original case studies or descriptions of the health-system actions
were used – of the 10 examples, eight were peer-reviewed and published
case studies. The remaining two were a peer-reviewed article about
the action, and a detailed overview of the action. This initial synthesis
yielded important common themes across the examples that were tested
with stakeholders (some original and some new) in another meeting,
and from this a set of themes that might form the basis for principles for
good practice was derived.
A further six examples were identified, and/or developed, as case
examples for inclusion in the synthesis for this publication, bringing
the total to 16. The peer-reviewed article was excluded in this second
analysis. Of the 15 remaining examples, 12 were from peer-reviewed
and published case studies and the remaining three were prepared
as new case studies for inclusion in the web-based resource. These
examples have been and/or are currently being peer reviewed.
In addition, another three to four examples are being developed for
inclusion in the web-based resource. Table 1 outlines the key features
of the 15 case studies presented in this publication including the level
and type of health-system action. Details of the original sources for
each case study including the purpose for which they were originally
produced are outlined in Annex 1.
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Table 1. Overview of the 15 examples and level of policy action
National
1. Germany – Law 20 on prevention (32)
This describes the implementation of Law 20 (social code book no. 5) with its focus on (workplace) health
promotion, primary prevention, self-help and reducing social inequalities in opportunities to be healthy. It
also describes how this Law had been put into practice by the German social health insurance system by using
examples of initiatives for unemployed and elderly as well as workplace health promotion.
2. Ireland – Building Healthy Communities programme (33)
This programme was a three-year demonstration initiative conducted in 2003–2006. The two-phase
programme was developed by the Combat Poverty Agency with the aim of supporting disadvantaged
communities, both geographical and sectoral, and tackling poverty and health inequalities. The second
phase included: (a) the piloting of new approaches to community development through the funding
of 10 community development and health projects with a focus on providing services for vulnerable
groups and/or facilitating and improving their access to services; and (b) a range of programme support
activities to capture the key lessons from this work for transference into policy guidance.
3. Netherlands – a health for all approach to public health (34)
This describes the development of policies to target health inequity in the Netherlands over 20 years – from
1985 when the Government first adopted WHO Health for All policy targets up to 2006. In the interim
period two major government-sponsored research programmes paved the way for development of a specific
equity objective and a series of policies and programmes designed to reduce health inequalities.
4. Norway – national strategy to reduce social inequalities in health (35, 36)
This strategy was outlined in report no. 20 to the Storting (Norwegian parliament) and together with two
other reports (see pp.30–31) these reports form the Norwegian Government’s comprehensive policy for
reduction of social inequalities, promoting inclusion and combating poverty. Report no. 20 lays down
the guidelines for the Government and ministries’ efforts to reduce social inequalities in health over the
next 10 years.
5. Poland – improving equity of access to health care (37)
This describes five solutions that were introduced into the Polish health system beginning in 1999 in
order to ensure equity of access to care for the country’s most disadvantaged and vulnerable groups.
Previous measures to strengthen the health care system, while important for those living in poverty, had
proved insufficient to protect their right to equity in health and health care.
6. Sweden – public health policy (38)
This refers to the National Public Health Bill of 2002 which sets out 11 policy objective domains with the
overall goal “to create societal conditions that will ensure good health for the entire population”. It uses an
intersectoral structure for objectives and targets and allows the Government to adopt applicable intermediate
targets to work towards. It represents a strategy for informing and structuring public health action in Sweden.
7.

United Kingdom – England – a systematic approach to achieving the inequalities target for infant
mortality (39)
This illustrates how health inequalities in infant mortality are being tackled in England using a systematic
approach of reviewing the evidence, setting targets, monitoring progress and promoting good practice within
a comprehensive, cross-government health inequalities strategy. It specifically focuses on the actions taken
after the 2007 target review found widening inequalities, which include: development of a good practice
implementation plan; and the establishment of an infant mortality national support team (NST).
Subnational
8. Germany – With Migrants for Migrants – intercultural health in Germany (MiMi) (40)
The MiMi programme aims to level unequal long-term health opportunities by making the health system
more accessible to immigrants, increasing their health literacy and empowering them through a participatory
process, thus promoting their individual responsibility for health and awareness of health issues. This is
achieved through culturally sensitive interventions in health promotion and prevention, together with the
provision (in migrants’ native languages) of information about healthy living, how to deal with the German
health system and how to make use of its services.
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9. Italy, Padua (Veneto region) – High Council for Immigration (41)
The High Professional Immigration Body is the main organization that provides social and health care services
for documented and undocumented immigrants in Padua and is a part of Local Health and Social Authority
No. 16. It is the result of a collaboration of institutional and non-institutional bodies that – with different
contributions – have implemented a coordinated system of plans and activities. Services created specifically
for foreigners are: the Listening Centre, which provides information and health and social orientation
services; a multi-ethnic unit for obstetrics and gynaecology; a unit for dermatology; and units for community
paediatrics.
10. Italy (Tuscany region) – Community Health Partnership (42)
Community health partnerships (CHPs) are an initiative by the regional government of Tuscany, consisting
of public consortia made up of municipal and local health units. Initially introduced as pilot programmes
following constitutional reform (Law 3 of 2001), the CHPs are now mandatory under regional laws 40 and
41 of 2005, the Regional Health Plan and the Regional Integrated Social Service Plan. The partnerships
provide a structure for intersectoral work with the overall objective of strengthening the integration of
health and social services at local level. This approach is being implemented as part of a wider objective
to realize the right to health through a strong health and social services system.
11. United Kingdom – Scotland (NHS Lothian) – A whole systems approach to reducing health
inequalities (43)
In late 2006 the Board of NHS Lothian approved a whole systems approach across the health service in
the way that business is done to address health inequalities. The approach being implemented focuses on
three main strategies: (1) ensuring mainstream services are accessible to all; (2) putting in place specific
initiatives to support disadvantaged groups to access health services; and (3) partnership work to address
determinants of health inequalities more directly and include working with other sectors.
12. Slovenia (Pomurje region) – Programme MURA (44)
Programme MURA is a subnational programme that began in the early 2000s from the implementation of
the investment for health concept in Slovenia. It aims to integrate health into the regional development
programme in the Pomurje region, which at the time was the most disadvantaged region in the country
in terms of health and socioeconomic indicators. Intersectoral collaboration plays an important role in
the success of the Programme. Regional health inequalities are tackled through specific initiatives and
activities designed to address educational and employment opportunities and to improve the economic
and environmental sustainability of the region, such as eco-tourism.
13. Spain – Health Promotion among Navarre Ethnic Minorities programme (3)
This programme aims to reduce health inequities by improving the health of the Roma community.
The approach used is assets-based: people from within the Roma community are trained as mediators
and then act as peer educators and as a liaison between the community and the central health, social
and education services. The mediator plays a key role in documenting the health history of families
in the health implementation zone and drawing up a health plan in cooperation with the appropriate
service providers.
Local
14. Austria – neunerHAUSARZT – demand-oriented health services for the homeless (45)
Overall neunerHAUSARZT aims to safeguard and improve homeless people’s access to standard primary
level health services. After 18 months as a pilot, the project became a permanent initiative, with the Vienna
District Health Insurance Fund and the Viennese Social Fund agreeing to cover 100% of the costs. Today,
it provides health care at 11 (out of 24) Viennese hostels for the homeless, accommodating 1202 people.
Physicians working in the programme liaise with a range of other health and social care professionals to
ensure a holistic approach in the delivery of health services to homeless people.
15. Romania – a community approach to controlling tuberculosis (46)
This project has successfully improved tuberculosis-related knowledge, thus enabling prompter
detection of tuberculosis (TB) cases and improved completion of treatment within Roma communities
in Romania. As well as improving people’s knowledge, the project sought to reduce the stigma
associated with TB and improve detection rates and adherence to treatment. The campaign was
based on the use of qualified peer health educators from within the Roma community. All the health
services promoted during the project were offered within the Romanian public health system,
through the national TB control programme.
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2.5

Using case studies as data: a pragmatic approach in
the face of alternatives

The timeframe for joint action and the willingness of key stakeholders to
develop existing examples of health-system action on SDHI using a new
format, limited the choice of approaches to analysing the information. In
addition, there was a very clear brief to develop examples for action using a
case study format. Within the time allocated for the work, existing available
data were used as much as possible. The initial synthesis of the 10 examples
proved that significant information could be derived. In addition, the number
of case studies in this field has increased tremendously in the last eight to
ten years particularly through the work of the CSDH knowledge networks
(e.g. HSKN produced 20 case studies) (19) and European and EU projects
in the field. See for example the good practice directory at the DETERMINE
web site (http://www.health-inequalities.eu/) or the case studies developed
as part of the HealthQuest project on quality and equality of access to
health care (47). One advantage of this for policy advisers is that case
studies can provide a source of readily available information and data. This
is important in a time- and resource-constrained environment.
It is recognized, however, that alternative approaches to synthesizing and
deriving key themes for health-system action on SDHI exist, specifically
systematic reviews. Systematic reviews use a specific search strategy with
inclusion criteria to identify and collate original studies that meet their
criteria. The results are combined or “pooled’” in a way that is intended to
limit bias and random error (48). A systematic review is often a significant
undertaking. One systematic review undertaken to generate evidence on
the impact of wider public health interventions that affect the SDH and
health inequalities included a focus on access to health and social care but
found only four reviews in the “access to healthcare” domain (49). Given
the parameters of the project (time, a collection of examples for a webbased resource, and resources), however, it was decided to make better use
of the existing available data in case studies.

2.6

Case studies: their potential and limitations

The MEKN (6) identified the importance of methodological diversity in
developing an evidence base for action on SDHI, noting the need to choose
approaches for generating evidence in way that is “fit for purpose”. This
implies that those involved in developing policy options for action on SDHI
16

How the checklist was developed

need to: draw on more than one type of evidence, beyond the evidence
generated by more traditional methods such as clinical trials; and that no
particular type of evidence should be privileged over another. It is important,
however, to use a systematic approach in generating and/or reviewing the
available sources of evidence. This includes unpublished knowledge and/or
tacit knowledge (knowledge that is implied or unknown), in particular that
created through implementation and learning from practice. Case studies
are one mechanism for ensuring that tacit knowledge is systematically
collected (6) and for generating evidence from practice about what does
or does not work in taking action on SDHI.
A good case study should provide insight. A case study is usually the intensive
study of a single case (in this instance a programme, policy, etc.) for the
purposes of generating insight (50) into a particular issue. It is designed
to tell a specific story (including the story of “best practices”) and, by its
nature, uses narrative or rhetorical tools that can lead to the information in
the case study being treated as testimony rather than evidence. In addition,
the knowledge contained within the case study is often viewed as the
exemplar or prototype for action, rather than how the knowledge could
be generalized for action in other contexts. This issue was identified in the
consultations with key stakeholders. Another potential limitation of case
studies is that the examples that form the basis of them are selectively rather
than randomly generated.
However, case studies are more easily undertaken and made available than some
of the more traditional forms of evidence generation. There is a wealth of case
studies to draw on within this field as a result of activity in the past eight to ten
years. Therefore they form an important available source of existing knowledge
from which policy advisers and entrepreneurs can draw. Responding to the
challenges identified through the consultation with stakeholders, this study has
tried to move beyond some of the limitations of case studies to demonstrate
how the knowledge emanating from them can be systematically collected and
presented in order to generate evidence informed options for action.

2.7

Systematically recording information from the
examples: the template

A template was developed for capturing key criteria to profile examples
on the web-based resource and based on the initial synthesis. It includes
four sections to demonstrate four different ways of presenting (lenses) or
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looking at health-system action on SDHI and to record this systematically
in relation to each example.
1. The first focuses on the end point of reducing health inequalities.
What is the goal that the action is trying to reach and what are the
implications for monitoring progress towards that goal? This uses Hilary
Graham’s typology of the main approaches for tackling inequalities
in health (51) to assess whether the action was attempting to remedy
health disadvantage, narrow the gap between disadvantaged and more
privileged groups, or address the whole social gradient in health.
2. Focusing on the principal functions of a health system, as reflected in
the WHO Regional Office for Europe’s health-system strengthening
framework (52), attempts to see where the balance of actions lies across
the four functions of service delivery, financing, creating resources and
stewardship/governance. What health-system stewardship means in
practice is not always well understood and breaking the concept of
stewardship/governance down into its subfunctions is difficult. Using
the examples helps to present a clearer and less theoretical picture of
what health-system stewardship for health equity means.
3. Focusing on the social determinants of the observed health inequalities
asks what are the different ways in which health systems could influence
social determinants of health inequalities and what is the focus of the
actions in practice. This uses a framework developed in collaboration
between the WHO Regional Office for Europe’s Office for Investment
for Health and Development and Margaret Whitehead and colleagues
(20,53) to assess where the actual thrust of the action in these examples
is aimed. These range from: (a) addressing inequalities in access to health
services that lead, contribute to or exacerbate inequalities in health
status; (b) preventing or ameliorating health damage caused by wider
determinants outside the health system; (c) acting with other sectors to
influence wider social determinants outside the health system; and (d)
making a direct attack on the social determinants of health inequalities,
such as tackling low income and unemployment through exploiting the
health system’s ability to create jobs. In the template categories (c) and
(d) are merged into one category of direct action and stewardship on the
social determinants.
4. Focusing on the necessary processes and preconditions for a health
system to tackle health inequalities uses a framework developed
by the HSKN to assess whether the action addresses any of the four
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overarching processes that health systems need to engage in to promote
health equity: (a) leveraging intersectoral action; (b) engaging and
encouraging participation of population groups and civil society; (c)
making arrangements that aim at universal coverage; and (d) revitalizing
comprehensive primary health care (19).
Though the four lenses are independent of each other, they also overlap.
They should not be used to assess or benchmark examples presented in
the web-based resource. The four lenses are used here to provide a focus
on the specificity of the examples reviewed. Of the four, only the first –
the categories for better describing the equity objective of an action by
Graham (51) – is presented in detail in this publication. This is because of
its relationship to the second principle for action in the checklist – what
is the equity objective that the action was designed to address? However,
more detailed analyses of each of the four lenses in relation to the examples
are being developed and will be the subject of future publications.
In addition, the examples were selected because of their focus on action
on SDHI. This means that the case studies will reflect and emphasise the
health inequalities dimension of the action rather than particular features
of the health system which might already be in place and are fundamental
for action to occur (see section 3.7).
The following section uses the examples to highlight where one or more of
the good practice principles is addressed but no assessment is made of the
quality of the practice(s) per se. This is for the reasons identified previously
– lack of agreed criteria and approach to systematically assessing action in
this area. Also, the tools for evaluating actions to address SDHI are not are
not well developed or sensitive enough at this stage to be able to attribute a
specific change in health inequalities to one particular policy or aspect of it.
However, using the principles for better extraction of knowledge for action
and uptake in a way that is systematic may ultimately facilitate a change.
The principles form a checklist that can be used to do-confirm rather
than read-do (54). The latter checklist is like a recipe – the tasks can be
carried out as they are checked off. However, it is not possible to follow
a recipe in developing solutions to counter SDHI. Therefore, what is
meant by the do-confirm checklist is to: (a) check that the information
collected from each example adequately addresses or answers each of
the principles, after it has been collated; and/or (b) to review proposed
options for health-system action on SDHI prior to implementation,
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in order to check that the options adequately addresses each of the
principles (54).
This is not to imply that ticking off each of the principles means that
practitioners will get it right – this is not the ultimate goal. Nor does it
contradict the fact that health inequalities are a complex issue and there is
no simple solution or single response. Policy (particularly health and social)
responses involve a degree of uncertainty and complexity, and therefore
raise issues that, while they seem obvious (e.g. Was the problem correctly
defined?), are important enough to include in a checklist, so that they are
not overlooked. The following principles are thus proposed as a checklist.
The aim is to ensure that one does not forget to take the obvious but core
steps (54) in creating an evidence-informed foundation for development of
health-system actions on SDHI.
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Chapter 3. A checklist of key principles for
reviewing examples of practice
… much can be gleaned from the tacit knowledge of practitioners
about how things work by supporting them to document the
processes that lead to effective delivery of social interventions
(6:70).

Some principles are unique to this field and others are more general and apply
to all good practice in programme or policy design – coherence and programme
logic. What does generic good practice look like in the design of health equity
actions – coherence and programme logic for equity? Through the original
synthesis several principles that apply to good practice for all policy and
programme design have been identified (e.g. clarity of objective, etc.) – generic
principles. These principles may appear to be obvious but are included for three
reasons. The first is to demonstrate the issues in the application of the basics
of good practice in the field of the SDH and health inequalities. The second is
to highlight potential gaps in some of the case studies: i.e. the principles may
have been applied, but are not mentioned in the original case study. The third
is because sometimes these principles have been overlooked or not applied
despite the best intentions of policy advisers and practitioners. As indicated
previously, the case studies are used as explanatory examples to highlight the
key issues of specific principles and no assessment is made about the quality
of the practice or how the principle was implemented.
In addition, the following principles (see sections 3.1–3.8) do not explore
in detail the mechanisms and processes that lead to the development of
the health-system action described. This would be the subject of another
publication. Moreover, this type of analysis has been undertaken through
a series of policy learning case studies about action on health inequalities
with some countries in the WHO European Region, such as the case study
from Norway by Strand et al. (55). In addition, the following checklist
does not imply that the mechanisms and process(es) for developing policy
responses to SDHI or any other policy issue are linear – it is recognized that
they are multi-faceted, non-linear and opportunistic (35).

3.1

Is health equity really the objective of the action?

Often actions to address the SDH are understood as being directed towards
equity, when there may be no intent to address the distribution of health
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opportunities and impacts. This does not alter the need to assess whether
some population groups are disproportionately affected (positively or
negatively) by the action. In some cases, population-based initiatives on
SDH that do not consider distribution of impact may unintentionally make
inequalities worse by improving the health and opportunities for health of
those who are already advantaged at a faster rate than those who have health
disadvantages (56). Tackling the SDH and tackling the social determinants
of equity are not the same things (51,57). An assessment of examples of
actions means distinguishing whether the action (be it policy, programme,
project or practice) was intended to improve health equity or reduce health
inequalities or simply to improve overall population health by tackling
those social determinants that contribute to it.
Likewise a focus on “vulnerability” or vulnerable groups is often equated with
a commitment to equity. However, it is important to define and understand
what is meant by vulnerability, which can be defined in terms of age groups,
sex or life stages such as a focus on children, the transition to school, and the
transition to retirement and to older age. In all of these examples the potential
vulnerability is physiological and does not equate to an equity focus unless it
is cross-linked with social determinants and circumstances (58).
Equity is mentioned in seven of the 15 examples reviewed in the synthesis
but how it is then translated into practice may differ slightly different from the
stated intent or objective. The absence of a specific or defined equity goal in
seven of the examples is due to the fact that several predate the system for
categorizing and differentiating equity objectives as proposed by Graham
(51). However, this is changing and examples now often include a more
explicit statement of the intended outcomes with regard to health equity.
The lack of an explicit equity commitment does not mean that the intention
is absent but that stating it may have been seen as unnecessary. For
example, the traditional approach to health policy-making in Sweden is to
use universal, population health strategies to achieve health for all groups:
“to create societal conditions to ensure good health, on equal terms for the
entire population” (38). Therefore the Swedish public health legislation
has an equity focus that is more often implicit than explicit but is also
underpinned by an unstated assumption that part of public health activity
should be to “improve the (health) most for the groups that have the worst
health status (38).” This focus is consistent with:
Health in equity obviously reflects other inequalities in the society:
different levels of power and influence, economic differences,
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inequalities in education and housing. Interventions that influence
health in equity are hence very difficult to distinguish from general
social welfare policy (38:324).

In contrast, the whole-of-government approach in Norway is explicit
about equity, levelling up across all social groups using a mainly universal,
population-based approach to tackle social determinants such as education
and employment conditions (36). This reflects increasing awareness
and application of more clearly defined equity objectives rather than the
assumption that improving the SDH and improving health equity or reducing
health inequalities always means the same thing (for example, see Box 2). Even
where the equity objective is clearly stated, the translation into practice may
not be consistent with the stated objective. A recent review of national-level
approaches to tackling the SDH and equity both separately and as part of public
health approaches (56) highlighted a potential flexibility in the interpretation
and application of both SDH and an equity objective across all countries.

Box 2. Programme MURA: improving opportunities for health
through direct action on the SDH (44,59)
Programme MURA is a subnational programme developed in the early 2000s out of
the implementation of the investment-for-health concept in Slovenia. Its goals are:
1. to improve the health and quality of life for the people in the Pomurje region
through the identification, development, implementation and strengthening of best
practices in the field of socioeconomic and environmental development, and
2. to ensure that an understanding of health underpins the development potential
of the region and vice versa: that is, development as the basis for better health.
The Programme seeks to integrate health into the regional development programme
in the Pomurje region, which when the initiative began was one of the most
disadvantaged regions in Slovenia in terms of health and socioeconomic indicators.
Intersectoral collaboration plays an important role in the success of the Programme.
Regional inequalities in health outcomes are tackled through specific initiatives
and activities designed to address educational and employment opportunities and
to improve the economic and environmental sustainability of the region, such as
eco-tourism, together with an intensive health promotion campaign to improve the
population’s lifestyle focused on the rural population and vulnerable groups. It is
an important example of where the primary motivation was not health equity, but
tackling the social determinants as part of regional development in order to reduce
the differences in economic and development opportunities between Pomurje and
other regions in Slovenia.

23

3.2

Moving beyond generic commitment to reduce health
inequity to more specific objectives

Following on from the first generic principle, in order to be able to assess
whether an action is making a difference to health inequalities, it is important
to have some agreed and consistent way of framing the objective, so that it is
more than aspirational and can be measured. A good-practice principle in
this regard is whether the equity objective can be easily identified because
it has been clearly stated. Graham’s equity categorization (51,56) provides
a useful way of framing the equity objective and looking across examples.
The categories are:
a.
b.
c.
d.

remedying health disadvantage;
gap;
gradient;
a combination of two or all three of the above (51,56).

Therefore the questions are: (i) whether the example is actually intended to
address inequalities or just social determinats generally without regard to
social or geographical differences; and (ii) whether the equity objective is
clearly stated. Examples of each of the categories include:
a. remedying health disadvantage – to reduce health inequities by
improving the health of the Roma community (3);
b. reducing the gap between two groups – to increase the healthy life
expectancy of the lowest socioeconomic groups in the population at a
faster rate than the healthy life expectancy of the highest socioeconomic
group (34);
c. levelling up across the gradient – “to reduce social inequalities in health by
levelling up” (36). Reducing health gradients provides a comprehensive
policy goal of equalizing health chances across socioeconomic groups
including remedying health disadvantage and narrowing health gaps.
However the emphasis here is that to reduce the socioeconomic
gradient, health in other socioeconomic groups also needs to improve
at a faster rate than in the highest socioeconomic groups (60).
d. remedying health disadvantage and gap - “starting with children under
one year, by 2010 to reduce by at least 10% the gap in mortality between
routine and manual groups and the population as a whole (39)”.
Table 2 provides an overview of the breakdown of the different equity
objectives for each of the 15 health-system actions and in relation to the
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intended level of policy reach and impact – national, subnational and/or
local. Most national initiatives are being delivered at subnational and local
levels. Nevertheless, the policy or action is still intended to have national
reach and impact, because such initiatives remain part of an overall and
national approach. It is important to differentiate the level of intended
reach and impact of the examples for the purposes of transferability. Where
the example did not include an explicit statement of equity intent (for
reasons outlined previously), it was initially classified as “not specified”.
The examples are not a representative sample but are presented to highlight
or explain a particular feature of equity action, e.g. what levelling up across
the gradient looks like.
Table 2. Health-system actions by equity categorization and level of policy intent
Level of
policy intent

National

Subnational

Local

Category
Not specified Sweden, national
(not
public health policy
matched)
with a focus on
determinants and
creating opportunities
for health (38)

Slovenia, Pomurje
region, Investment
for Health and
Development in
Pomurje, Programme
MURA (59)

Germany, legislating
for primary
prevention and health
promotion with a
focus on addressing
social inequalities of
opportunity (61)

Italy (Veneto region),
integration of social
and health services
for immigrants,
the case of the
High Professional
Immigration Body,
Padua (62)

Poland, legislating
to improve equity of
access to health care
(64)

Italy (Tuscany region),
the Community
Health Partnership
of the north-western
zone of Florence (65)

Not specified
(in practice
reflects
remedying
health
disadvantage)

Germany, With
Migrants for Migrants
(MiMi) programme
(66)
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Austria (Vienna),
programme
neunerHAUSARZT:
demand-oriented
health services for the
homeless (63)

Level of
policy intent

National

Subnational

Local

Category
Remedying
health
disadvantage

Ireland, community
funding programme,
phase 2 – national
level programme
delivered at
subnational and local
levels (67)

Gradient

Norway, national
strategy to reduce
social inequalities in
health (70)

Combination

Netherlands,
approaches to public
health and their
focus on reducing
socioeconomic
inequalities in health:
• reducing the gap
in healthy life
expectancy and
remedying health
disadvantage (34)

Spain, Health
Romania, a
Promotion among
community approach
Navarre Ethnic
to controlling TB (69)
Minorities programme
(68)

Scotland (NHS
Lothian), a whole
systems approach:
• remedying health
disadvantage and
a gradient focus
through universal,
targeted and
“distributional”
services - the
gradient across
quintiles (43)

United Kingdom
(England), a structured
approach to achieving
the inequalities target
for infant mortality:
• reducing
the gap and
remedying health
disadvantage (39)

Of the eight examples that were initially identified as “not specified”, six
were actions that in practice could be seen as seeking to remedy health
disadvantage. This was because they focused firstly on improving the health
of a specific population group (immigrants, the poor and/or the homeless).
Secondly they aimed to improve access to health and social services
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through increased opportunities. They also tried to decrease barriers. In the
case of introduction of Law 20 on prevention in Germany, the equity focus
was left relatively open and not expressed in terms of these categorizations
or with any specificity that would enable measurement of the potential
equity objective:
Health insurance should provide services of primary prevention
and health promotion to increase the health status of the overall
population, and in particular to reduce socially-caused inequality
of health opportunities (32).

In practice, Law 20 has been implemented through a series of projects
that focus on promoting the health of specific population groups (e.g.
workplace health promotion), and/or remedying health disadvantage
(unemployed, older people living in disadvantaged suburbs) (61). Box 3
outlines another example of remedying health disadvantage in practice.

Box 3. Remedying health disadvantage among the homeless: the
neunerHAUSARZT programme (45,63)
The overall aim of the programme is to safeguard and improve homeless people’s
access to standard/primary level health services. It is implemented by an incorporated,
non-profit-making association, to establish and manage housing for homeless people
according to their needs. The equity objective of the programme is not specifically
stated but in practice the programme specifically targets a clearly defined segment of
the population (the homeless) and so is understood as remedying health disadvantage.
The programme addresses access to health services and the provision of appropriate
and acceptable services to remedy health disadvantage experienced by a specific
group. It is user-friendly, not bureaucratic, and acceptable to the target group
because no appointments are needed, waiting times are appropriate and it takes into
account their special needs. The homeless are accepted as they are, thus avoiding
discrimination and stigma.

The seventh of these examples is the Programme MURA in Slovenia. While
it has no specific health equity goal, its focus is similar to that of the Swedish
public health legislation – to tackle and improve the wider socioeconomic
determinants within the Pomurje region of Slovenia, so as to improve
the regional disparities between health indicators of population within
Pomurje and the populations in other regions of the country. Rather than
remedying health disadvantage per se, the focus has been on tackling SDH
such as access to higher education and school retention, fair employment
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and better health literacy, and their impact on opportunities to be healthy
within the region (44,59).
Programme MURA could be understood as an example whose equity
objective is reducing the gap between this region and the rest of the country.
In addition, while the initial objective was to tackle SDH as part of improved
regional development, the policy context for the Programme has evolved in
such a way that increased attention to health inequalities and health equity
is now an explicit goal. In 2005, the Pomurje region developed a regional
strategy and action plan to tackle health inequalities (71). The objectives of
this strategy have been integrated into the regional development programme
for the period 2007–2013. In 2009, the Ministry of Health placed health
equity higher and more explicitly on the political agenda with the intention
of preparing a national strategy or common framework to tackle this issue.
The National Institute of Public Health made health equity and the SDH
priority areas in the strategic plan for 2010–2015, and systematic analysis
and monitoring of health inequalities and the SDH are under discussion by
the key national institutions (44,59).
Sweden provides the eighth example. Here, the equity objective is not
explicit in the government bill and therefore “not specified”. However,
the intent is “to create the societal conditions to ensure good health, on
equal terms, for the entire population” and there is a statement about
the importance of remedying health disadvantage for specific population
groups (38). The policy was updated in 2008, adding greater elements of
individual choice and responsibility and to include a focus on subgroups
within the population such as children, young people and the elderly,
particularly on initiatives aimed at strengthening and supporting parents,
increasing suicide prevention efforts, promoting healthy eating habits and
physical activity and reducing the use of tobacco (72).
In the 2008 case study of the Swedish national public health policy, the
equity objective was categorized as focusing on health gaps between
different groups (73). By contrast, Vallgarda (74) categorizes the Swedish
policy as having a focus on the social gradient and remedying health
disadvantage. However, the policy remains categorized as “not specified”
because there is no stated equity objective and it is not possible to tell from
the original case study alone whether in practice there is deliberate action
either to decrease gaps between groups or to level up the health of different
social groups at a faster rate across the social gradient (56). It therefore has
not been categorized as meeting either of these equity objectives.
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The case studies from Sweden and Slovenia highlight a challenge in
applying the categorization because the focus of both objectives was
clearly and specifically on creating the social conditions for good health
across the population. Put another way, both approaches sought to reduce
the number of people in the population exposed to unfavourable SDH such
as high levels of poverty. The focus of both approaches is upstream on
factors, such as employment and increasing opportunities for employment,
rather than placing the emphasis on further developing the social safety
net. While there is no explicit statement about equity, both approaches are
underpinned by a concern for the distribution of opportunities for all groups
in the population to be as healthy as possible. In practice, however, it is
not easy to tell from either example whether there has been a deliberative
effort to improve the health of the lowest socioeconomic groups at a faster
rate (Sweden) or to improve the health the people living in the Pomurje
region at a faster rate than that of the general population (Slovenia). Both,
however, are important examples of action that can be taken in this
area. They highlight the lack of a defined equity objective, which makes
measurement with regard to health inequalities potentially a challenge. In
the case of Programme MURA, the recent developments highlight how the
evolution of the programme however has lead to improved health equity as
a more explicit goal.
Three of the examples given in this document had a stated focus on
remedying health disadvantage – two were focused on improving the
health of Roma communities (Spain and Romania) (68,69). The third,
Phase Two of the Irish Building Healthy Communities (BHC) programme
was designed to improve the health of disadvantaged populations. In
practice, projects funded by the BHC programme focused on population
groups that were geographically disadvantaged (remote locations)
or through disability or being Travellers (67). In terms of being able to
measure impact or achievement of the equity objective, both the Spanish
and Romanian initiatives included measurement of health status before and
after the introduction of the initiatives. In addition, both these initiatives had
a strong focus on community engagement and participation, including the
training of peer health educators for working in and with Roma communities
(3,46,68,69).
None of the examples reviewed had reducing the gap between groups as
its primary or only objective. In England, the infant mortality target was
aimed at improving the health of disadvantaged mothers and infants in
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the target group and closing the gap between this routine and manual
group and the whole of the population. Thus, closing the gap appears to
be the primary outcome of action (39). However, related initiatives, such
as the Family Nurse Partnership, have a sharper focus on socially-excluded
groups that mostly are not covered by the target. The target focus has, in
practice, also been widened in terms of policy and delivery to encompass
all disadvantaged groups. Based on this, the example of the structured
approach to achieving the infant mortalities target in England, is classified
as a combination of closing the gap and remedying health disadvantage
(39).
The Norwegian national strategy to reduce social inequalities in health
(36) along with the Reports to the Storting on employment, welfare and
inclusion and early intervention for lifelong learning (75,76) form part
of the Norwegian Government’s comprehensive policy for reduction of
social inequities, inclusion and combating poverty. The national strategy
sets out the guidelines for the Government and ministries’ efforts to reduce
social inequalities in health over the next 10 years (36) (see Box 4). This is
the only example among those reviewed (and currently within the WHO
European Region) that has tackling the social gradient through levelling up
as its specific and primary aim:
We must therefore continue to build on the Nordic tradition of
general welfare schemes and at the same time implement special
measures to help the people with the most problems (36:7).

The national strategy reflects an evidence-informed approach, through use
of health intelligence that demonstrated that social inequalities in health
affect all groups in the Norwegian population (35,77).
In practice, the Norwegian approach includes a combination of all three
objectives whereby they note the need for measures to remedy health
disadvantage. This is consistent with Graham’s categorization (51) whereby
a gradient approach provides a comprehensive policy goal of equalizing
health chances across socioeconomic groups including remedying health
disadvantage and narrowing health gaps (Box 4). There needs to be deliberate
action to reduce the socioeconomic gradient by improving the health of the
lowest socioeconomic groups at a faster rate.
This is one of the first national policies with the specific equity objective of
tackling the social gradient (36,56).
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Box 4. Four priority areas for action: the Norwegian approach (36)
There are four priority areas for reducing SDHI and their objectives.
1. Reduce social inequalities that contribute to inequalities in health through:
a. reduced economic inequalities
b. safe childhood conditions and equal development opportunities
c. inclusive working life and healthy working environments.
2. Reduce social inequalities in health behaviour and use of the health services
through:
a. reduced social inequalities in health behaviour
b. equitable health and care services.
3. Targeted initiatives to promote social inclusion through:
a. better living conditions for the most disadvantaged people.
4. Develop knowledge and cross-sectoral tools through:
a. systematic overview of developments
b. all sectors of society assume responsibility
c. increase knowledge about causes and effective measures.

Two of the examples (Netherlands and England – infant mortality rate
target) (34,39) reflect, in stated intent and practice, a combination of
the equity objectives of remedying health disadvantage and reducing
the health gap – usually between the disadvantaged group and the rest
of the population. The example from the Netherlands draws largely
from a case study of approaches to public health over more than 20
years and with a focus on equity and social determinants (34). In 2001,
the Netherlands Government adopted a goal of raising the healthy
life expectancy of the lowest socioeconomic groups by 2020 by at
least 25% of the current difference in healthy life expectancy (about
three years). This goal was informed by ten years of investment in two
national research programmes on socioeconomic health differences
(see principle 3.3). In addition to this, the Government’s adopted policy
agenda was to begin new initiatives in the four fields recommended
as part of the ten-year research programme, namely interventions and
policies targeting:

•
•

socioeconomic disadvantage;
health-related selection;
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•
•

factors mediating the effect of socioeconomic disadvantage on health; and
the accessibility and quality of health care services (34).

However, no specific policy instruments were introduced to enable
implementation of the policy goal. Within four years the focus shifted
to remedying health disadvantage, with responsibility for addressing
health arrears moved to municipalities, and a focus on vulnerable
groups was introduced. In 2003, this goal was used by the Netherlands
Court of Auditors to call the Government to account, and in 2006 the
Ministry of Health was also summoned to state more clearly in the
coming budget what actions would be taken to achieve the goal (34).
Current (2010) health-system efforts to address health inequalities in
the Netherlands focus on improving prevention and health promotion
efforts for vulnerable groups. The Government is planning to incorporate
a number of preventive initiatives into the standard health insurance
coverage or basket of services. In addition, it is seeking to build improved
cooperation within the health system between the health and curative
sectors (78).
The example from NHS Lothian is classified as a combination as it
focuses on both remedying health disadvantage and having a focus on
the gradient. NHS Lothian recognizes that it is also about the gradient,
not only about the most disadvantaged, but also about universal,
targeted and “distributional” services. For example, those undertaking
equity audits regularly look for the gradient across quintiles (43). It is
not clear, however, whether the whole systems approach means that the
health of the lowest socioeconomic groups is improving at a faster rate
than other groups within the region and/or the population. This again
highlights a flexibility of interpretation (56).

3.3

The problem and the solution: have the conceptual
framework and causal pathways been clearly
articulated?

Understanding and mapping the causal pathways between SDH and
health equity have improved considerably in the last 20 years. This is
reflected in the number and sophistication of conceptual frameworks
to explain the relationships between different social determinants,
health outcomes and sometimes their distribution. CSDH’s conceptual
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framework is one of the most recent, and incorporates a strong focus
on the distribution of power and resources within society (12). This
conceptual framework was advanced by the HSKN (see Fig. 1) to
include:
(a) the identification of five key entry points or levels for action –
social stratification, differential exposure, differential vulnerabililty,
differential access, use and experiences of health care and differential
consequences; and
(b) potential points of intervention to improve health equity –
leveraging intersectoral action for health, primary health care, social
empowerment and universal coverage (19).
While conceptual frameworks are important, they provide only a
starting point for defining the problem and setting the parameters for
action once the causal pathways are agreed. The HSKN framework also
builds on a simpler and more generic conceptual framework, developed
by Diderichson, Evans & Whitehead (79), which uses the five key
entry points and seeks to identify the key social determinants and their
distribution within a specific setting. For example, gender norms and
standards are usually an important social stratifier. However, gender
will be a more significant social determinant of SDHI in some settings
than in others.
The key principle in reviewing the examples is to identify whether
the problem and its causes have been clearly stated, and whether the
health-system action (or solution) seem to match the stated causes.
Does the solution match the problem definition? Is the problem that
the action was designed to address clearly articulated? Does the
description of the example show why such action was necessary,
and what the causes or causal pathways of the problem are? Without
this information it is difficult to assess whether the action is in fact a
“good” practice, because while it may be well-designed, the problem
has been poorly defined and the two do not match. It may also be
that the problem is well-defined but there is a mismatch between the
level at which the action is delivered and the stated objective. Box 5
presents how a health profile was developed to inform action on SDH
in the Tuscany region.
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Box 5. Developing a health profile for integrated health
and social service provision (65)
The Community Health Partnership of the north-western zone of Florence, in
Tuscany, Italy, is one of several community health partnerships (CHPs) that are part
of an initiative by the regional government of Tuscany. The CHPs consist of public
consortia made up of municipal and local health units. They provide a structure
for intersectoral work with the overall objective of strengthening the integration of
health and social services at local level. This approach is being implemented as
part of the wider objective to realize the right to health through a strong health
and social services system. A health profile was developed as the first assessment
of needs produced by the CHP of the north-western zone of Florence. This profile
enabled the partners to identify priority areas and population groups for action, and
to develop data that can be used to compare and evaluate the expected outcomes
from implementing the CHP. Policy-makers may find the health profile methodology
of interest if they are considering how to measure and assess the best way to take
action on the SDH. It is an example of how better health intelligence has been used
to improve access to services by immigrants and to provide new or additional health
and social services for them to improve their health.

3.3.1

Articulating the problem and solution(s)

The case study from the Netherlands (34) is an important example of
this principle in practice. During the 1990s, the Ministry of Health,
Welfare and Sports invested in generating increased knowledge (health
intelligence) about health inequalities. The initial five-year knowledge
generation programme focused on establishing the size and nature
of socioeconomic differences in health and their determinants in the
Netherlands. As part of this, a large follow-up and longitudinal study
was initiated to identify the causes of socioeconomic inequalities in
health (the GLOBE study). The next five-year programme focused on
the development and evaluation of interventions and policies to reduce
socioeconomic inequalities in health using quasi-experimental design.
The results were used to inform the development of the quantitative
target adopted by the Government: raising the healthy life expectancy
of the lowest socioeconomic groups by 2020 by at least 25% of the
current difference in healthy life expectancy (about three years). It was
also used to inform the Government’s policy agenda (see section 3.2)
including interventions and policies targeting the accessibility and
quality of health care services (34).
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The development of the Swedish Public Health Policy with its intersectoral
approach to creating the conditions for good health was preceded by over
three years’ work to draw up national goals for public health (Box 6).

Box 6. A clear problem statement and solution: the Swedish case study (80:28)
“Research has shown that most of today’s diseases and health problems are caused
by several interrelated factors. In other words, there is seldom one single factor
sufficient to cause an individual to be ill. Furthermore, exposure to the same risk
factor is often a contributory cause of several different disease and injuries. Public
health work can most effectively be carried out, therefore, by focusing on so-called
health determinants, i.e. the living conditions, environments, products and lifestyles
that influence public health, rather than on individual diseases. Tackling the causes
of ill health or developing good health factors will clarify the political nature of
public health work. Society will have a common responsibility.”

A National Public Health Committee was established in 1997 and given
the task to develop national goals that “… act as guidance for initiatives to
promote public health, prevent illness, reduce risks to health and prevent
premature and avoidable disability, ill-health and death.” (81:1) The
Committee included members from a broad range of backgrounds ranging
from politicians to experts in public health and public health practitioners,
academia and non-government and consumer representative organizations.
It produced two interim reports, 19 scientific reports and ten discussion
documents before arriving at the final proposal for public health goals (81).
The extended summary of the Public Health Objective Bill (Govt. Bill
2002/03:35) (80) includes a statement of the evidence and key public
health challenges facing Sweden. This includes both the epidemiological
evidence and an analysis of key trends. In terms of inequalities, mortality
was decreasing in almost every socioeconomic group, apart from blue
collar women, but there had been no overall decrease in inequalities in the
past 20 years. Health inequalities were described as being another major
challenge for public health in Sweden. Key trends reviewed included:
demographic trends such as birth rate and family size; working life in relation
to globalization, technical development and economic conditions; welfare;
environmental factors; lifestyle, including communicable diseases; and
trends in health and medical care. Comparisons were made with Europe and
across different social groups based on education, family structure, receipt
of welfare benefits and/or vulnerable groups (e.g. substance abusers) (80).
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In 2003, Sweden adopted a national and intersectoral public health policy
that was innovative for its focus on the determinants of health. The policy was
updated by the new government in 2008 (72). The 11 objective domains of
the Policy address the most important determinants of Swedish health and
as reflected in the evidence base as presented in the extended summary and
Box 6 (72,80):
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

participation and influence in society
economic and social prerequisites
conditions during childhood and adolescence
health in working life
environments and products
health-promoting health services
protection against communicable diseases
sexuality and reproductive health
physical activity
eating habits and food
tobacco, alcohol, illicit drugs, doping and gambling.

3.3.2

Problematization: who defines the issues?

Work on reviewing national approaches to health inequalities using the
Graham categorization (74) highlighted the importance of the process of
problematization. This refers to the usually political process by which issues
related to health inequalities are defined and made accessible to policy
action. Box 7 gives a brief insight into the definition of the problem and
areas for action in the case of the High Professional Immigration Body in
Padua, Italy. This is different from defining the problem and causal pathways
in that problematization involves analysis of the stakeholders and politics
involved in defining a problem. Blackman et al. (7), in their analysis of
the target and performance management approaches in three different
countries, note that it is not possible to make claims about what works
when the way that issues and problems are defined differs significantly
either between or perhaps within countries.
In an early case study on the development of the Norwegian approach,
Torgersen et al. (35) noted that:
In a rational view of policy making it may be believed that issues
reach the policy agenda by recognition of problems. From a
normative perspective governments should, in the public interest,
search for problems and rationally assess problems, solutions,
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actors, timing, context and implications. The problem of social
inequalities in health had been recognised by scientists for quite
a long time without automatically triggering any comprehensive
policy response (35:17; 82).

Box 7. The High Professional Immigration Body, Padua, Italy (62)
The High Professional Immigration Body of the Local Health and Social Authority
in the municipality of Padua, Veneto region of Italy aims to improve the integration
of health and social services through both inter- and intrasectoral action. It is the
main organization that provides social and health care services for documented and
undocumented immigrants in Padua and is a part of Local Health and Social Authority
No. 16. In Veneto, as elsewhere in Italy, immigrants with regular residence permits
tend mainly to use the emergency services and, to a lesser degree, specialist services.
The impetus for the initiative came when a senior paediatrician noticed changes in
the demographic characteristics of patients seeking health and social services, with
a significantly high number of undocumented migrants and large number of cases
of social isolation among them. Thus it was deemed imperative to increase the
immigrants’ uptake of preventive health services, as well as to pay attention to the
integration of their social, mental and physical well-being. The involvement of other
institutions was a priority if these issues were to be addressed, because their material
resources and knowledge were needed to develop an efficient response.

This process of defining and owning the problem is fundamental to
understanding how the stated equity objective is developed and then
what happens in practice. In addition, problematization defines who is
responsible for acting.
As noted earlier, the question of problematization is not addressed in
detail in this publication, largely due to limited information about this
process in the case studies used. However this process is described in
more detail in a recent policy-learning case study of the Norwegian
policy approach (55). It found the following key factors were important
in defining the problem in Norway and the eventual policy response:
a. country-specific research on the prevalence and causes of health
inequity and on related policy interventions;
b. creation of an arena in which experts or communities of specialists
and practitioners can interact and generate common ground,
capacity and receptivity for tackling complex issues;
c. clear and consistent framing of the problem and the possible policy
options;
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d. creation of a strong team or network of policy entrepreneurs
to communicate the problem and bridge the equity goals of the
health and other sectors towards the achievement of the broader
governmental agendas; and
e. basing of the process for developing the national strategy on existing
structures including linkage and coherence with other national
strategies and policy approaches (55:2–3).

3.4

Evaluation of impact on inequalities

Has the health-system action been evaluated for its impact on health
inequalities? In an environment where one wants to know with increasing
specificity what works and how, it is necessary to check whether the
health-system action has made a difference to health inequalities and/or
how it has been evaluated. There are many dimensions to evaluation. These
dimensions assume greater relevance at different stages of the work. The
choice of what and how to evaluate, e.g. what is measured or assessed,
depends on the change theory being applied (6) and the assumptions made
about why and how the action would make a difference to SDHI.
Of the 15 examples reviewed for this publication, fewer than half
had evaluated the actual health impacts, rather than or in addition to
implementation of the action itself. While, as noted previously, the case
studies are only explanatory examples and not a representative sample,
the limited information available about the impact of the action on health
inequalities is not unusual. Measurement or evaluation of the impact of
actions to address health inequalities is hindered by a range of factors,
including conceptual dilemmas, biased reporting, statistical fallacy and
implementation failure (83). However, this is changing with an increasing
focus on performance management of health inequalities. Key examples
of countries that are focusing on evaluation of inequalities action include
England, Norway, Scotland and Slovenia. There is a real and increasing
commitment to measurement and follow up on specific targets. This is
about moving away from seeing the targets as only aspirational, to looking
at how implementation is taking place, using information from monitoring
to improve actions at local and national levels. This offers a better chance
of achieving the stated targets or goals. Some of the more specific issues
to consider when reviewing the evaluation of the examples are presented
below.
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3.4.1

Being able to describe a difference: having data on
“before” and “after”

In Romania, baseline health data on a brief health promotion intervention
to improve uptake of diagnosis and treatment services for TB among a
limited number of Roma communities enabled both process and impact
evaluation to be undertaken. Prior to implementation, a baseline survey
was conducted to gather information on knowledge and attitudes to TB,
and to identify potential sites for the intervention. The preparatory work
not only provided baseline data but also helped to gain the trust of the
Roma community, which is essential to the effective implementation of
such interventions.
The baseline data made it possible to measure the impact of the campaign
by comparing one group who were exposed to the awareness-raising,
education and information campaign on TB, and one group who were not. The
evaluation found that, where knowledge of the treatment and transmission of
TB was concerned, those who had been exposed to the health education and
awareness campaign were better informed than the group who had not been
so exposed. They were more likely to act in ways to reduce the transmission
of TB to others and to seek treatment from available TB services (42,69).
3.4.2

Comprehensive approaches to evaluation

In Spain, the Health Promotion among Navarre Ethnic Minorities programme,
established in 1987, is one of the examples reviewed where there has been
an evaluation of both implementation and the impact of the programme
on health (Box 8). The programme has been evaluated at different levels
including process and impact evaluation and outcomes. The Public Health
Institute is responsible for evaluating the programme (3,68).

Box 8. Health Promotion among Navarre Ethnic Minorities programme (3)
This programme aims to reduce health inequities* by improving the health of the
Roma community. It was initiated by the Saint Lucia Foundation Patronage (a
nongovernmental organization) and its management was subsequently taken over
by the Public Health Institute of Navarre. The approach used is assets-based: people
from within the Roma community are trained as mediators and then act as peer
educators and as a liaison between the community and the central health, social
and education services.
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In terms of process and impact evaluation, the ongoing training of the peer
educators/mediators is regularly evaluated. Data on specific indicators
are obtained through collaboration between mediators and primary
health care professionals. As part of the programme, a health census of
the Roma community is carried out manually by mediators in their health
zones and contains very detailed information on the health of families.
This information is analysed by health professionals and used to determine
health needs. Specific records are also collated on school attendance. The
census provides important information for the development of appropriate
action, as well as baseline data for monitoring and assessment of changes
in health status and needs (3,68).
A complete evaluation of the programme (covering 1987–2006) highlights
some lessons for the future. It has been successful in creating a real
concern about health in Roma communities, and health services are
increasingly responding to their health needs. To start, the focus tended
to be on children’s and women’s health but, as a result of the health
census and family histories, new issues are coming to the fore. Efforts are
now required to standardize the monitoring system across the different
zones, and to pay particular attention to Roma perceptions of health
when prevention programmes are designed. A related and complementary
policy development is the publication on Roma community and health
(84). This report includes the first results of the Roma national survey on
health and makes proposals and recommendations for reducing health
inequities (3,68).
While no specific health targets have been set for the programme, evaluation
has shown that positive results have been achieved in primary health care,
women’s health, health education and school attendance. For example,
80% of children have been vaccinated against childhood diseases; 70%
of adolescents have been vaccinated against hepatitis B; and 39.7% of
children attend the dental prevention programme (3,68).
An external evaluation of the Building Healthier Communities Programme in
Ireland was commissioned in 2008 (85) (Box 9). The aims of the evaluation
were: (a) to assess whether the Programme’s aims and objectives had been
achieved; (b) to identify its strengths and weaknesses; (c) to capture the main
practice and policy learning on community development approaches; and
(d) to identify opportunities for mainstreaming elements of the Programme
(69,85).
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Box 9. The Building Healthy Communities Programme: Ireland (67)
The Programme was undertaken in two phases commencing in 2003, and developed
by the Combat Poverty Agency to support disadvantaged communities, both
geographical and sectoral, and to tackle poverty and health inequalities. It provided
resources and technical support to community development and health projects.
Phase 2 included: (a) the piloting of new approaches to community development
through the funding of 10 community development and health projects with a focus
on providing services for vulnerable groups, and/or facilitating and improving their
access to services; and (b) a range of programme support activities to capture the key
lessons from this work for transference into policy guidance.

The evaluation found that the Programme had helped to increase the
capacity for more effective participation by groups. It also helped to build
effective relationships between projects and national and local government
organizations; enabled the development of effective community
development approaches to health inequalities and poverty; increased
the opportunities for networking and for reflecting on and sharing good
practice; and strengthened both the role of the community health worker
and the collective voice among community health projects (67,84).
3.4.3

Beyond the generic to the specific: using targets to assess
impact on health inequalities

While health inequalities can be defined as “wicked problems” – that
is, they do not lend themselves to single or simple solutions – this need
not impede greater efforts to measure the impact of actions on SDHI (7).
There is extensive debate about how targets are set, then measured (83)
and interpreted. Vallagarda (74), for example, found that one nationallevel programme had remedying health disadvantage as its focus, but the
indicators for assessing changes as a result of the programme measured
the distribution of health across the social gradient. However, improved
knowledge about what the data and results mean is leading to changes in
the way in which actions on health inequalities are being monitored and
evaluated (74).
An important example in this regard is the action taken in England to
recognize that progress in achieving the infant mortality target by 2010 was
not on track. Despite limitations with the methodological basis of the target
itself (83), a dedicated review was undertaken in 2006 and the results of the
review were made public in February 2007. The review provided a better
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understanding of what was required to help meet the target in terms of the
local delivery challenges and the interventions most likely to help meet
the target (39). It made five recommendations for rapid implementation to
assist local authorities in reaching the target:

•

develop and promote action that will help deliver the target through
activities such as promotion of examples of good practice and ensuring
dissemination of these examples;

•

promote coordinated delivery of services to the target group with the
published guidance for implementing the Government’s maternity
commitments;

•

encourage ownership of the target at local level through effective
performance management;

•

raise awareness of the target and what it means through improved
communication; and

•

improve data quality and strengthening the evidence base including
commissioning research to improve the evidence base (39).

The review resulted in the development of a good-practice guide for
implementation including seven evidence-based interventions that will
contribute to reducing the gap and help local authorities to meet the
target (86). The approach used in England by the Department of Health’s
Health Inequalities Unit represents an important principle of good practice
(39). The findings from the review of overall progress in implementation
of the national cross-government programme for health inequalities gave
insights into how implementation of the related programmes could be
strengthened to improve the chances of achieving the infant mortality
target on health inequalities (83).
One of the oft-debated issues with targets is what is measured and how
representative it is of the issue. A project that looked at the difference that
the approach of each part of the United Kingdom (England, Scotland and
Wales) to applying targets and performance management had made in
tackling health inequalities found that it was not possible to say with any
certainty “what works” because the targets and policy priorities were often not
comparable (7). The expert group that informed the Ministerial Task Force on
Health Inequalities in Scotland suggested that three measurement approaches
be used to give a comprehensive picture of inequalities across the population
in relation to the headline indicators for coronary heart disease, cancer, alcohol
and all-cause mortality (87). The three dimensions proposed were:
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1. a relative index of inequality to measure the steepness of the inequalities
gradient;
2. an absolute range to measure the size of the gap between the most
deprived and least deprived groups; and
3. the scale of the problem including the underlying size and past trends
(87).
3.4.4

Investment
evaluation

in

measurement

and

monitoring

for

Sweden made a significant investment in developing a system for monitoring
of its intersectoral public health policy. Since 2004, the Swedish National
Institute for Public Health (SNIPH) with the help of several Swedish
authorities has monitored progress of the policy. This has been done through
two mechanisms. First, a public health policy report aims to provide an
account of the measures implemented by central agencies, county councils
and municipalities to influence public health and identify future directions
for action (“proposals”) (88). Second, a national public health survey shows
the state of the population’s health and follows up changes over time. It is
an ongoing collaboration between the Institute and county councils and
regions in Sweden (conducted annually from 2004 to 2009 with the latest
results available in English). The survey results are presented nationally
and at regional level. The national data are cross-linked with sex, age,
employment, level of education, country of birth and economic situation
(64,89).
SNIPH pursued a detailed process of dialogue and consultation to develop
a system with indicators for monitoring of the implementation of the new
public health policy. For example, consultations were held with 45 central
state agencies on a SNIPH proposal for indicators for the 11 domains of
objectives described earlier. Furthermore, a dialogue was established with
central state agencies and county administrative boards over two years, to
identify their roles in the field of public health and report on the measures
they are taking to achieve the overarching goal of the public health policy
(90). To support implementation at the local level the SNIPH compiled
basic public health statistics for local authorities to assist with planning and
monitoring of their public health work (88).
The first public health policy report was released in 2005 and included 36
principal indicators and 47 subindicators (related to 42 determinants of
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the 11 objective domains). This report provided an important snapshot of
implementation as well as of public health in the 11 domains by gender,
life-course (children, young people and older people) and inequalities.
It identified nearly 400 proposals for development for the public health
policy which were reduced to 42 priority proposals (88). In relation to
health inequalities, it was noted that health inequalities would impact on
the achievement of the overarching goal of creating the right conditions for
good health for the population and:
… should be rectified first and foremost by employing general
measures. Health impacts should be assessed to a greater degree,
especially the effects of measures on different socioeconomic
groups and people of a different sex and origin (88:11).

The first policy report also recommended continued stepwise
implementation of the policy with cross-sectoral collaboration at national
level and ongoing investment in building capacity. The public health policy
report using the 2009 data is available (72). Of the case studies reviewed,
England (infant mortality target) (39) and Norway have also made significant
investments in their reporting systems (91). In addition the Scottish
Government as part of its national strategy on health inequalities, Equally
Well (92), has made significant investment in a system for monitoring and
evaluation of the strategy. The implementation plan includes a commitment
to develop an evaluation framework that builds on the implementation plan
and enables the analysis of medium-term outcomes (92).
3.4.5

The challenge of attribution: how do we know that it
worked because of the action?

One of the key challenges for evaluating the health inequalities impact of
actions lies with attribution. Given the complexity of health inequalities
and their causes, it is rarely easy to attribute impact to a specific policy,
programme or intervention. In its first annual public health policy report,
the Norwegian Directorate of Health (91) observes that the measurement
of trends in avoidable deaths is a useful method for an overall assessment
of the quality and availability of services (a core priority of the national
strategy). However, the report also notes that “Striking a balance between
simplification and precision is demanding, especially where access to
data is limited. This report is also a first attempt to show the trend in and
distribution of key health determinants – and it is by no means exhaustive;
the reporting has to be continually improved” (91:9). This is particularly
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the case with measurement of intersectoral and systemic action on health
inequalities.
The challenge may also have its roots in some of the issues described in
the principles outlined previously, including: How were the problem, the
solution and equity objective defined? What systems and mechanisms
were put in place to measure impact and impact of what? What was the
theory of change: i.e., the conceptual framework of cause and effect (6)?
Are all of these factors aligned and consistent? Are they all explicitly stated
somewhere in order for such an assessment to take place?
Recent work on health-system strengthening makes the case that often
evaluations of health-system interventions focus on individual interventions
or actions or the individual functions (e.g. health-system financing) rather
than the system as a dynamic whole and/or the intervention as part of system
(93). This may also explain some of the challenges inherent in attribution.
Box 10 presents some key attributes of a more systems-oriented approach
to evaluation.

Box 10. Skills of a systems-thinking approach (93:43)
1. Dynamic thinking is about framing a problem in terms of patterns over time
rather than particular events.
2. Systems-as-cause thinking is about looking at those who manage the policies and
workings of the system.
3. Forest or big picture thinking is about understanding the context of relationships
in order to know something (see sections 3.5 and 3.7).
4. Operational thinking is about concentrating on causality and understanding how
a behaviour or change is generated.
5. Loop thinking is about understanding causality as an ongoing process that has a
feedback effect to influencing causes.

Norway and England have both sought a better understanding of the overall
impact of their approaches to health inequalities, including investment in
reporting and monitoring systems and processes of review. In England
this took the form of regular status reports (2005, 2006 and 2007) on
the 2003 strategy in the programme of action and further updates (2008
and 2009) on the national target. The status reports included monitoring
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of the target, as well as wider determinants (94–96). In addition to this
the review of health inequalities post 2010 in England (Marmot review)
(97) was established to propose the most effective strategies for reducing
health inequalities in England from 2010 and reported in February 2010.
The Marmot review was initiated “… amid widespread concern that
health inequalities in England persist, despite … a plethora of policies
and actions designed to narrow health gaps” (97:7).
In Norway, the Directorate for Health is responsible for coordinating the
design and development of indicators as part of the reporting system and in
close collaboration with relevant ministries, directorates and professionals.
An intersectoral review and reporting system has been established to
provide a systematic and regularly updated overview of developments in
achieving the policy directions. Based on this system and starting in 2009,
an annual policy review is published (55,70). Each annual report includes
the main national initiatives and strategies, goals for reducing inequalities
and comments on the trend for each indicator (91). The report is then used
as a basis for annual reporting in the national budget through joint reports
in the Ministry of Health and Care Services’ budget proposition (91).
While developing the strategy, the Government decided not to use
quantitative targets, given the longer-term nature of social policy
interventions and the challenge of attribution to a specific intervention
or programme. Instead, the annual public health policy report presents
trends using a set of indicators for the intervention areas of income,
childhood conditions/education, work and working environment, health
behaviour, health services and social inclusion. These indicators are
aligned with the objectives of the strategy which in turn are based on
the policy priorities identified in the intervention map (55:36–37). This
map can be understood as a conceptual framework or representation
of the theory of change that underpins the Norwegian approach to
tackling social inequalities. The first report, in 2009, identifies trends
that are regarded as being matters of serious concern. For example,
school retention rates or prevention of students leaving school before
completing secondary education is identified as potentially “one of
the greatest public health challenges we face” (91:6). For the moment,
however, the challenge of specificity and attribution remains.
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3.5

Policy consistency and/or coherence

Assessing an example of action for policy consistency and/or coherence is
important in order to:

•

enable uptake, integration and sustainability of any inequalities action
with existing policies and programmes (within the health system and in
other sectors); and

•

determine whether there are other policies and programmes (within the
health system and in other sectors) that may be counterproductive to
achievement of the equity objective of the proposed action on SDHI.

So how consistent is the proposed initiative or action with other government
mandates? Are there existing systems and structures to enable integration
of the proposed initiative within a wider policy approach to health and/or
reducing inequalities in health? For example, in the United Kingdom the
NHS is underpinned by the principle of equity of access based on need, not
ability to pay, and this informs all health-system policies and programmes.
In addition, in England, a whole-of-government approach is in place to
reduce health inequalities and has enjoyed strong political support as a
priority for government over the last 10 years (98). Health inequalities were
reaffirmed as a priority by the new United Kingdom coalition Government
formed in May 2010 as part of its commitment to promote fairness and
social justice, including the introduction of a new duty of the NHS to tackle
health inequalities (99).
In terms of policy coherence, tackling health inequalities has been at the
centre of a web of government priorities to address social justice through
the 30 public service agreements (PSAs) covering the whole-of-government
activity. Seven national PSAs relate directly to health and inequalities
in infant mortality, including issues like child poverty. Local action is
driven by the Implementation Plan for Reducing Health Inequalities in
Infant Mortality (86), a good-practice guide for achievement of the infant
mortality target and narrowing the (infant mortality) gap, and the work of
the infant mortality national support team. There is consistency between
national objectives, local good practice and existing policy mandates and
governance mechanisms for implementation and monitoring (e.g. NHS
Operating Framework 2008/09 – Vital Signs and the new performance
framework for local authorities and local authority partnerships: single
set of national indicators) (39). Although the formal PSA structure has
been discontinued by the new coalition government, the focus on health
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outcomes, local action and an integrated, cross-government approach –
including on issues such as child poverty – is already part of its approach in
tackling health inequalities (39).
Other policies and programmes can be potentially counter-productive
and have an impact on the effectiveness of any proposed action to
address SDHI, no matter how well-designed they are (78). Therefore as
part of this process, it is also important to assess whether there are in fact
other policies or actions (within and outside the health system) that are
potentially inconsistent and work counter to the inequities initiative. For
example, is there a strengthened commitment to primary health care and
ensuring universal access to the health system, but an increase in patient
contributions to primary-care services or pharmaceuticals and increased
out of pocket expenditures to be borne by families? The NHS Lothian whole
systems approach to tackling inequalities outlined in Box 11 is an example
of policy coherence.

Box 11. NHS Lothian whole systems approach: several policy strands together (43)
The development of the whole system approach to tackling inequalities in NHS
Lothian, Scotland preceded the development of a national strategy on health
inequalities in Scotland in 2008. The approach was informed by a range of policy
developments highlighting the need to address health and social inequalities.
These included the 2004 update of Closing the opportunity gap (100) and health
improvement strategies that emphasized improving life circumstances as part of
health improvement strategies. In addition, the whole systems approach is consistent
with legislative requirements to address specific inequalities and discrimination
relating to race, gender and disability. Fair for all (101) provided guidance to NHS
boards on ensuring equality of opportunity and non-discrimination in relation to
race, gender, age, sex, sexual orientation and disability. The whole system approach
sought to bring these different policy strands together. Finally NHS Lothian is one of
the Equally Well test sites for collaborations between local public services aiming to
reduce inequalities in the health and well-being of people who need those services
and established to support implementation of the national strategy on inequalities
(2008).

3.6

Use of existing structures for development and delivery
of the initiative

Using existing structures for development and delivery of an initiative
sends an important message that tackling health equity is part of “core
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business” of the relevant agencies. The Norwegian National Strategy to
Reduce Social Inequalities in Health, for example, is being implemented
through reorientation of existing initiatives and budget allocations through
the national budget, and is not a separate action plan with separate budget
allocations. This is because a separate pool of funding for action in this
area would potentially have undermined the basic tenets of the national
approach: that reducing SDHI is the business of government and a range
of sectors including health; and should be done through reorientation of
existing policies and their means of implementation (e.g. annual budgets)
(35).
This is important to the longer-term sustainability of any of the actions, and
in order to mainstream some of the actions to reduce health inequalities.
Most of the examples reviewed were designed to use existing structures
for the development and/or delivery of the action and the emphasis lay in
doing things differently. For example, see the With Migrants for Migrants
programme in Germany as outlined in Box 12.

Box 12. With Migrants for Migrants: working within the existing system (66)
The programme With Migrants for Migrants – intercultural health in Germany (MiMi)
aims to level unequal long-term health opportunities by making the health system
more accessible to immigrants, increasing their health literacy and empowering
them through a participatory process, thus promoting their individual responsibility
for health and awareness of health issues. It is an example of how a culturally
sensitive intervention can be used to enhance the access of a specific population
group to existing mainstream health services without the need for a new and/or
targeted service. This is done through two key strategies: (a) improving migrants’
health literacy and knowledge so as to improve their access to existing health
services; and (b) building the capacity of health service providers to be responsive
to the particular needs of different migrant communities. MiMi started as a pilot
initiative in four cities and is today delivered in 48 cities with continuing support
(financial and in kind) from an expanded range of partners.

This is not to imply that additional funding and/or resources will not be
required to “kick-start” or enable reorientation of existing efforts. Several
of the examples of health-system actions used funding in this way. They
include the Programme MURA for investment for health and development
in Slovenia; the community-based approach to TB control in Romania; and
the community funding initiative in Ireland.
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The project in Romania focused specifically on the development and
implementation of a national health education strategy for TB control in order
to improve knowledge about available treatment and diagnosis services
and thereby remove an important barrier to take-up of these mainstream
health services. Implementation of the initiative has not necessarily involved
major change (resources or system) and it is demonstrably sustainable. The
Ministry of Health is now responsible for the funding and administration of
this targeted health promotion approach, thus moving the project towards
greater sustainability (39,42).
In Romania, some small additional funding was used to ”kick-start” as part
of an overall approach for integration of health equity into the wider health
system and its existing structures (39,42). This is integral to achieving
sustained change for greater health equity and enabling mainstreaming of
a health equity focus as part of core business.
In contrast, the next principle highlights the importance of maintaining some
existing policies, programmes, practices and/or principles as fundamental
to the action.

3.7

The importance of context and the existing foundation
for action

The template for capturing the examples on the web-based resource
includes a section on health-system context. It seeks to present basic
information about the health system including its financing and structure.
In addition, one of the lenses in the case study template outlines four
features of health systems with potential for promoting health equity.
Universal coverage is one of these.
Section 3.6 notes that the emphasis is on using existing structures but
doing business differently. Here, it is about ensuring that certain policies,
practices and principles that are fundamental to action on SDHI remain
in place: for example, universal access to health care. This principle in
action was emphasized recently in the report by Whitehead et al. (20) as
part of the task group on delivery systems and mechanisms for reducing
inequalities in both social determinants and health outcomes. The task
group reiterated the need to maintain an equitable NHS that confronts
inequalities in service delivery as part of its business. The main principles
of the NHS, which then underpin all policies and programmes, are:
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•
•
•
•

equitable financing of the system through general taxation;

•

geographic comprehensiveness for spread of services, based on strong
primary health care, and selection on the basis of need for health care
not ability to pay; and

•

encouragement of a non-exploitative ethos (20:13).

universal entitlement;
free at point of use;
comprehensive range (primary, secondary, prevention and promotion,
mental and physical health care, chronic and acute care);

It is important to emphasize these principles because this publication and
the examples in the web-based resource focus on health-system action to
counter SDHI. This means that it is easy to overlook key features that need
to be in place for the action on health inequalities to take place. Of the
examples reviewed, that from Poland is the only one in which the action on
SDHI focuses solely on strengthening universal coverage through legislative
changes and improved stewardship (see Box 13).
Box 13. Poland: improving equity of access to health care (64)
In 1995, action was taken to develop mandatory universal health insurance. This
case study describes the five principles that were introduced into the health system
from 1999 onwards to ensure equity of access to care for the most disadvantaged
and vulnerable groups:
1.
2.
3.
4.
5.

mandatory universal health insurance for all eligible people (1999);
voluntary insurance within the mandatory system;
free access to financed health services for uninsured poor people;
prohibition of treatment of private patients by public health care providers; and
protection of access to dental health care services by insured poor people.

Previous measures to strengthen the health care system, while important for those
living in poverty, had not adequately protected such people’s right to equity in health
and health care. The government recognized the social right to free access to health
care services and took steps to find solutions to the problem of protecting this right.

The detail provided in the other 14 case studies does not necessarily
emphasize the fundamental or essential feature(s) that need to be in place
for the action to be implemented. From these 14, some of the others that
include strengthening universal coverage as part of the overall action
include:
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•
•
•

Health Promotion among Navarre Ethnic Minorities (Spain) (68);

•

both examples from Italy to improve access to mainstream services
through better integration of health and social care services at the
subnational level (62,65); and

•

the approach to improving best practice in achieving the infant mortality
target in England (39).

community control of TB (Romania) (69);
improving health literacy and knowledge of health-system services and
rights among migrants for improved access to care (MiMi, Germany)
(66);

Those examples that emphasize presenting the “why” and “how” of direct
action on the SDH (such as Norway, Slovenia, Sweden) also rely on a
strong, comprehensive and universally accessible health system being in
place. For instance, the objectives of the Swedish public health policy are
largely focused on SDH and health promotion and prevention activities, but
the health service is understood as an important public health determinant
and its efficiency and equity of access to care are seen as fundamental to
supporting the creation of good health on equal terms (38). Therefore, most
if not all of the examples are drawn from countries that have provision for
universal access to health care/coverage. The health-system action has thus
been developed based on the assumption that universal coverage is in place
and specific efforts are required, either to strengthen other critical features
(intersectoral action, revitalizing primary health care and/or participation
and engagement) or to strengthen how well universal coverage is being
achieved in practice.
The health-system action in Poland, however, focuses on the fundamentals
of the health system in order to improve equity of access to health care and
protect access of those living in poverty in particular. The consolidation
of previous regulation and legislation into one act in 1999 (to provide for
mandatory, universal health insurance) set the foundation for protection
of equal access to health care services for all Polish citizens. As a result,
98–99% of all Poles and other people living legally in Poland are covered
by obligatory health insurance. For individuals who are unable to make
contributions to the system, such as the unemployed without unemployment
benefits, the State pays the contribution. Children and pregnant women
(Polish citizens) are entitled to free treatment regardless of whether they are
insured or not. Likewise pre-hospital emergency services are covered by the
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State and free access is also available to everyone (regardless of citizenship)
in the case of: alcohol or drug addiction, selected psychiatric treatment,
selected infectious diseases (e.g. TB), prisoners, and refugees (37,64).
All five largely legislative measures (see Box 13) were put in place to
enhance access to health care services in a non-stigmatizing way, reducing
conditionality, for example, but removing the need to prove inability to
pay for health insurance. They were also developed in response to ongoing
monitoring of the system (required by legislation), which identified that
the system could be strengthened to better ensure equity of access to care
(64).

3.8

Existing capacity and mechanisms for building capacity

It is important to build on assets and capacity where they exist, but it cannot
be assumed that capacity always exists to tackle inequity within the health
system and particularly when reorientation is required. Capacity means
more than training or good intentions – it is about building organizational
and systems to act, to be responsive rather than reactive, and to sustain the
approach. Neither can it be assumed that those who are expected to deliver
the health-system action or intervention share the same values, or even a
commitment to equity (102,103). Even where there is a commitment, the
capacity to act effectively may be limited.
So was action designed with reference to the existing health capacity or
capacity to act in a way that promotes the consideration of health equity?
And if not, were mechanisms put in place to build capacity? Failure to
consider capacity may result in, or contribute to, implementation failure.
This is not because the action was not well designed, but because existing
capacity and what was or is required to enhance or facilitate its introduction
were not taken into account. The case study about Article 20 from Germany
illustrates how policy-makers recognized at the outset the importance of
building capacity for effective implementation (see Box 14). The web-based
resource related to this document includes several examples of healthsystem actions to counter SDHI that focused on building capacity within
the system. Of the examples reviewed, about half had a specific capacitybuilding component to enable implementation of the health-system action.
This usually included a combination of sensitizing health professionals (at the
primary care level) (Austria, Germany, Romania and Spain) (63,66,68,69) to
the SDH and disadvantaged or vulnerable groups, together with training and
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use of community-based peer health mediators (Spain, Romania, Germany)
(66,68,69).

Box 14. Generating knowledge for implementation:
the case of Article 20 in Germany (61)
In 2000 the German Government amended Article 20 of the fifth Social Code
Book (SGB V) to require health insurers to provide measures to improve the health
status of the population in general and in particular to reduce socially caused
inequalities in health opportunities. Previous experience had indicated that primary
prevention and health promotion initiatives could inadvertently increase inequalities
between groups by improving the health of some at a faster rate than others. For
the implementation of this amendment, the health insurance funds and their
umbrella organizations were able to make use of their own personnel in the field
of prevention and (company) health promotion. However, the revision of the law,
with its requirement to contribute to reducing socially conditioned inequality, also
made it necessary to obtain expertise from outside the health insurance fund system
(largely academic experts from a wide range of disciplines) to design interventions
or train the insurance staff. This new area of activity represented unknown territory
for the health insurance funds. After the amendment to Article 20, a group of experts
was formed to develop guidance for health insurers on how to implement the
measure, particularly to reduce socially caused health inequalities. This resulted in
13 recommendations for the design of projects to pilot health promotion and primary
prevention initiatives. Since 2002 a number of model projects have been developed,
implemented and evaluated. This is an important example for policy advisers of how
to build capacity to enact a legislative commitment to reducing SDHI.

As part of programme neunerHAUSARZT, in Austria six physicians provide
regular low-threshold health services at 11 (out of 24) hostels for homeless
people in Vienna. These doctors are experts in social medicine, and some have
worked with drug addicts or in social work concerned with individuals and
their personal circumstances. However, the programme includes training young
doctors in the field of social medicine to complement the team (45,63).
With the MiMi programme in Germany, capacity building takes place at
three levels. The first is among the migrant community in terms of education
about relevant health issues, the German health care system in general and
how to access local health services. The second is through the training of
mediators, where members of the migrant community are trained to teach
other immigrants, particularly those who are at a socioeconomic disadvantage,
about basic health issues and the German health system. It takes over 50
hours to obtain a teaching certificate, with follow-up sessions. At the same
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time, there needs to be a greater degree of institutionalization of the social
integration of immigrants. The third level, therefore, is the training of social and
health/medical professionals. These professionals are trained in issues relating
to immigration so that they can help the migrant community more effectively
and display a greater awareness of challenges relating, for example, to culture
and socioeconomic disadvantage that affect the migrant community (40,66).
The Health Promotion among Navarre Ethnic Minorities programme in Spain has
made a significant investment in building capacity within the Roma community.
The central actors in the programme are the mediators from the community, who
are selected according to specific criteria deemed important for this role and
extensively trained to liaise between the community and the health services. They
also participate in coordination with local services and are a valuable resource.
The programme increases mediators’ opportunities for education, emphasizes
and gives importance to their skills and assets, and strengthens their leadership
abilities, all of which also have a positive impact on the community and the
programme itself. In addition, it aims generally to value and strengthen the role of
Roma women, who are educators and caretakers of children and the elderly, and
primarily responsible for passing on Roma cultural norms. Improving their health
thus has a multiplying effect, with benefits for other family members (3,68).
Training is adapted to the needs of the Roma communities. The mediators
highlight areas where they need more information or education, as identified
through the Roma associations, e.g. for outbreaks of communicable
diseases or issues related to lifestyle, life transitions, chronic diseases and
prevention. Staff from the relevant agencies meet once a year to incorporate
additional items into the annual training programme (3,68). Finally a range
of tools has been developed to support the programme, including a training
package for cultural mediators and a local health census (see for example
the handbook for working with Roma communities (104)).
In Ireland, the BHC Programme had as one of its specific objectives “to build
the capacity of community health interests to draw out practice and policy
lessons from their work” (33). It sought to establish an infrastructure whereby
the projects could interact with each other and with external agencies. Having
such an infrastructure led to increased opportunities for learning, training and
sharing knowledge. The evaluation found that “strengthening the capacity of the
community development sector and providing opportunities for the organizations
involved to learn and grow” was one of the programme’s main strengths (67).
Individual projects also provided training: for example, the Fettercairn Health
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Initiative gave a group of local residents participatory rapid appraisal training.
This helped to strengthen their understanding of health needs within their
community and of how health service decisions are made locally. Funding
from the Programme enabled the employment of community development
workers for some projects, although it relied on volunteers. The evaluation
found that this could cause difficulty in areas with high levels of deprivation and
not enough development workers to maintain interest and develop capacity.
The presence of a dedicated community health worker was considered to be
extremely important for the success of the project (67,85).
In Norway, the Expert Group on Social Inequalities in Health, which was
established to provide research-based advice to inform the development of
the national strategy, also has an important and ongoing capacity-building
mandate including working for a better understanding of social inequity
in health in society and contributing to better communication between
research communities, decision-makers and the population (55). In terms
of capacity building, one of the four components of the national strategy
is the development of cross-sectoral tools to enable the promotion of good
health and reduction of social inequalities in health. To date, specific
capacity-building initiatives have included the following.

•

Regular internal seminars are held in the Directorate of Health on
health equity with the purpose of disseminating and sharing the latest
knowledge on specific social determinants, their impact on health and
the distribution of impact. In 2009 two seminars were held – on education
and health; and health services. In 2010, a further two seminars were
held, on work and health and on social capital and health, and a third
was planned on housing/accommodation and health.

•

Professional support and advice were provided to counties and
municipalities on health determinants, monitoring, health impact
assessment (HIA) and use of other cross-sectoral tools for improved
planning and public health development (55,70).

One of the examples that is being developed for the web-based resource but
not included in this synthesis is the Inequalities Sensitive Practice Initiative
(ISPI) from Scotland (105). It merits mention because it is an innovative
approach to putting in place professional and systems capacity to counter
SDHI. ISPI involves looking beyond delivery of services and resourcing to
building the human capacity of all those involved in the health system or
service to understand and be responsive to health inequalities. It provides a
corporate approach to both strategic planning of multiagency services and the
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actual system and human changes required to implement services aimed at
reducing inequalities. This is not only about care and treatment services, but
includes employment and procurement practices to ensure equity sensitivity,
all underpinned by an evaluation process. ISPI was set up to be one of the
tools that will help the NHS, and its partners in the delivery of integrated
services, find out what will improve the effectiveness and efficiency of frontline
practice and determine what type of planning and policy arrangements are
required to facilitate and sustain those practice changes (105).

3.9

The checklist: bringing the principles together

The following checklist (see Box 15) is derived from the generic principles
and provided for policy advisers and practitioners to use in reviewing
examples on the web-based resource and other case studies, to assess their
potential transferability to another policy context. The generic principles in
turn were derived from reviewing the examples. The MEKN also identified
a range of criteria derived from effective interventions, however, which it
proposes could be used to assess examples of action on health inequalities
to understand what made them successful, and from which to generate a
learning-from-practice database (6). The MEKN criteria overlap to some
extent with the principles outlined in this publication and from which
the checklist is derived, for instance, how practitioners were trained and
supported to deliver the intervention. The difference is that some of the
MEKN criteria are addressed through the additional information recorded
from examples using the template for the web-based resource, such as the
policy context for development of the action (6:73).
As signalled earlier, the checklist is not intended to be followed unwaveringly,
like a prescription or a recipe, because health inequalities are a complex
problem for which there is no simple solution and no single answer. Instead,
it is intended to stimulate new approaches and interpretations within an
individual health system. It can be used to interrogate, evaluate and better
understand examples of action, so that these examples can be adapted
and reshaped to achieve a better fit with prevailing circumstances of the
particular health system. The checklist is provided as a summary of the key
do-confirm steps to follow through once policy advisers and entrepreneurs
have reviewed a range of options for acting and/or decided on an option
for acting.
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Box 15. The checklist
1. Is it about action on SDH with the objective of reducing health inequalities? Or
does it focus only on tackling the SDH without regard to distribution of impact,
i.e. health inequalities?
2. Is the equity objective clearly defined?
3. Do the equity objective and actions match the problem or issue they are designed
to address?
• Is it easy to see what the problem was including the causal pathways?
• Is there information about how the problem and solution were defined and
developed, including who was involved?
4. Has the action been evaluated for its impact on health inequalities?
• Did the evaluation approach have a model of attribution?
• Were the assumptions about the links between the issue or problem and
solution made clear?
• Were the indicators or targets and measures for monitoring them relevant or
consistent?
• Was the theory of change that informed the solution made clear?
5. Is the action consistent with the broader policy context? For example, is the
social protection system also designed to promote universal coverage? Is there
enough information about the broader policy context to be able to assess this?
6. Is there enough information about the health (and/or social) system context to identify
essential or fundamental features that need to be in place to support the action?
7. Were additional human, financial and other resources required for implementation
of the action, or was it done by redirecting existing resources?
• How was this done – by introduction of a new funding formula for allocation
of resources with an emphasis on equity, for example?
• Is there a system for monitoring progress?
• Is there any evidence that this has made a difference to practices within the
health system?
8. What investment was made in building capacity to act and to implement the
health-system action? Is there any evidence that this has made a difference to
practices within the health system?
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Chapter 4. Conclusion
The overall objective of this publication and the web-based resource is to
identify, collect and review health-system actions on SDHI to assist policy
advisers and entrepreneurs to identify knowledge about “what works”.
Three issues came to the fore in undertaking this work.

•

Overall challenges that exist in this field relate to the monitoring,
measurement and assessment of action on health inequalities. These
relate in turn to lack of agreed systematic approaches as well as the
seemingly intractable nature of health inequalities as an issue or
problem.

•

Case studies as a source of evidence on “what works” are potentially
limited, given that a case study is essentially an individual and rhetorical
device designed to tell a story about an intervention, rather than to
present data that might contribute to a compelling evidence base.
Key concerns were raised about the ability to draw general or generic
lessons from case studies in order to be able to transfer this learning to
other contexts, as well as how case studies are developed and whether
policy-makers do or do not use them.

•

There is the question of what is meant by “health systems” and the
extent to which health-system action makes a difference to SDHI, given
that health is largely created in sectors other than health. It seemed
difficult to advance the debate beyond this question.

First, the bad news – it is difficult to say with 100% certainty “what works”
because individual context (country, socio-political, etc.) is important and
the motivations in each instance where policy advisers are looking to take
action will be different (7).
However, the good news is that the landscape of action on SDHI is
changing and investment is increasing in better monitoring, measurement
and evaluation of interventions to counter health inequalities. Section 3.4
of this publication presents some of this changing approach, as well as key
issues to consider in measuring and assessing “what works”. This means
that one can move beyond the current position of not knowing with any
certainty “what works” to a position where one has a much better idea and
is improving at measuring the impact and different dimensions of these
interventions.
Second and related to the first issue, the aim was to use case studies or
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examples of action differently, to move from the underlying story for each
example to extracting data that could be useful to policy advisers and
entrepreneurs in developing evidence-informed actions. For example, what
health-system stewardship means in practice is not always well understood
(106). The examples given help to present a clearer and less theoretical
picture of what health-system stewardship for health equity means. This
approach enabled a checklist that can be used as a guide for reviewing
examples of action and generating options – but as a guide, rather than a
prescription or recipe for generating options. It is yet to be fully tested, so
policy advisers are encouraged to use it in reviewing examples both on the
web-based resource and other databases or collections of similar examples
(e.g. DETERMINE or HealthQuest).
Another dimension of the approach has been to present the case studies or
examples from four different perspectives or lenses. These are four possible
ways to look at the issue, and data from the four lenses cannot be compared
to each other within an example. The use of the lenses reflects that policy
advisers or entrepreneurs in different contexts are likely to be asked about
action on SDHI in different ways. Only one of the four lenses has been
presented in any detail in this publication: one that focuses on the end
point or objective of reducing SDHI, in sections 3.1 and 3.2. The fourth lens
– which focuses on the necessary processes and pre-conditions for a health
system to tackle health inequalities such as leveraging intersectoral action
and making arrangements that aim at universal coverage – is not presented
in any detail. However, it contains important information in relation to
principles 3.5 and 3.7, specifically universal coverage as a fundamental to
the health-system actions described in this publication, even where equity
of access to care is not the primary focus of the action.
Third, the case studies presented in the web-based resource and this
publication were not generated randomly, but designed to serve as
explanatory examples of key issues and principles for taking action.
However, the case studies have generated a wealth of data and they do
demonstrate the existing and potential scope of health-system action to
counter SDHI.
The approach to generating data from the case studies has enabled the
presentation of health-system action in its broadest context and the
demonstration of how this action on SDHI means more than health care
and/or access to health care. The examples also demonstrate that, provided
there is a will to do so, there is considerable scope for the health system to
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Conclusion

put and continue putting its own house in order by both:

•

acting to improve how the health system does its business with regard to
health inequalities, which implies improved intrasectoral action; and

•

improving the health system’s investment and approach to intersectoral
action on SDHI so that it is “… instrumental in developing cross-sectoral
solutions that are conducive to sound conditions in which to grow and
live” (91:4).

The search for such solutions within the health system and across other
sectors is continuing and despite the limitations identified in this publication,
there are solid grounds for concluding that health systems in the WHO
European Region are making real progress in tackling SDHI.
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Background

Peer reviewed

Case studies 1–8 were taken from Poverty and social
exclusion in the European Region: health systems respond
(Copenhagen, WHO Regional Office for Europe, 2010)

Yes – all eight case studies
were peer reviewed.

The case studies in this publication were developed in
response to the call and follow-up to WHO Regional
Committee for Europe resolution EUR/RC52/R7 on
poverty and health in Europe and were developed in 2007
and 2008. The objective was to profile a programme or
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•
•
•
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country case studies in Health for all? A critical analysis of
public health policies in eight European countries (Hogstedt
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National Institute of Public Health, Ostersund, 2008). They
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Yes – all case studies
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respective countries with a special emphasis on the equity
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2006. The eight countries were: northern Europe (Denmark,
Finland, Norway and Sweden); western (England and
Netherlands); and southern (Spain and Italy).
This is one of the examples that was developed for the
web-based resource and so is a new “case study”. It
draws largely on key policy documents developed by the
Government.
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Yes – the case study for this profile
was reviewed by two independent
experts.
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and
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Storting. Oslo, Norwegian Ministry of Health
and Care Services, 2007 (http://ec.europa.eu/
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documents/norway_rd01_en.pdf, accessed 12
July 2010).
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for Health and Development in Slovenia.
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for Health and Development Murska Sobota,
2008 (http://www.eu2008.si/si/News_and_
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accessed 12 July 2010).
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Peer reviewed
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Health equity through intersectoral action: an analysis of 18
country case studies. Geneva, World Health Organization,
Public Health Agency of Canada, 2008. The format for this
and the other case studies included draws from a range of
different social and political contexts, and where possible,
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development) can be realized in practice in the Slovenian
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This is one of the examples developed for the web-based
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Yes – this profile was reviewed by
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Yes – this profile was reviewed by
two independent experts
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