
Health equity is increasingly becoming a concern for
societies around the world. The mounting research
documenting the increasing disparities in health

outcomes and access to care, between rich and poor, and
across other social gradients, defined by occupations, ethnicity
and class, is a testament to this trend. 

A search of the US National Institutes of Health MEDLINE
electronic data base shows a rapid increase in the number of
articles appearing in response to a search using the terms
“health equity” or “health poverty”. In the decade from 1995
through 2004, the number of citations identified using these
terms more than doubled, rising steadily from around 2600 to
over 6200 – an impressive 9% annual rate of increase. 

To be sure, this trend needs to be assessed with caution.
The overall MEDLINE database also expanded rapidly during
the same period, at a 7% annual rate that is only somewhat
slower than that of health equity research. Also, at least some
of the reported increase in health equity research appears
attributable to a rise in articles only tangentially related to
health equity/poverty, and appearing on the list of citations for
possibly questionable reasons: the paper authors’ limited
understanding of health equity, or their desire to link their work
to an issue perceived as increasingly popular. Yet even these
uses of the term constitute a tribute of sorts to the growing
prominence of work in health equity; and since they are
unlikely to constitute nearly all of the increase, they reinforce
rather than detract from the conclusion that health equity
research has been attracting increased attention. 

Much of the recent health equity research covered by
databases like MEDLINE has fallen into two broad categories.
The first looks primarily to the social and economic
determinants of health and health inequities among different
groups in society, defined by income, occupations, ethnicity,
and class. The second deals with the low or differential 
use of health services among different economic, gender, or
other groups. 

It is also interesting to note from the literature how
researchers have traditionally approached the problem of
health equity using two lenses: ex-post lenses focusing on how
to improve conditions affecting people’s health or access to
health care; and ex-ante lenses, focusing on preventing people
who are not currently poor from falling into poverty in the
future, and/or preventing the poor from becoming even poorer. 

The wide range of work undertaken on health equity
presents a challenge to easy synthesis. Fortunately, it is

possible to provide a flavour of the research undertaken
through a description of three prominent initiatives focused on
addressing determinants of health equity, on the one hand,
and health care access, on the other hand. The first of the
three uses both ex-ante and ex-post perspectives because it
goes “upstream” to assess the structural factors influencing the
determinants of health and health disparities. The second
initiative uses a more ex-post approach. The third applies an
ex-ante policy perspective as its guiding principle. 

Social and economic determinants of health
and health disparities: the WHO Commission
on the Social Determinants of Health1

The WHO Commission on the Social Determinants of Health
was formally launched at a March 2005 meeting in Santiago,
Chile. It is chaired by Sir Michael Marmot, known especially
for his work on social inequalities in health in the United
Kingdom. Its 19 other members include a former head of state
(Ricardo Lagos of Chile), two current or former health
ministers (Charity Ngilu of Kenya, Monique Bégin of Canada),
leaders from civil society (e.g. Mirai Chatterjee from India’s
Self-Employed Women’s Association (SEWA), health
advocates (e.g. Stephen Lewis), and several distinguished
researchers (of whom the best known is probably Nobel
Laureate Amartya Sen). 

During the Commission’s three-year life, its principal aim is:
“to set solid foundations for its vision: the societal relations
and factors that influence health and health systems will be
visible, understood, and recognized as important… Success
will be achieved if institutions working in health… will be using
this knowledge to set and implement relevant public policy
affecting health”2. 

The Commission is not first and foremost a research
initiative, in that it is undertaking or funding little new
research, beyond its work on measurement and evidence.
However, the Commission places a strong emphasis on
knowledge for action and is devoting considerable resources to
bringing together the available research findings that have a
central bearing on policy, for use in achieving its principal
objective of influencing policy.  

One of its principal mechanisms for bringing together
research findings is a set of “knowledge networks,” the first of
whose four tracks of work is “consolidating, disseminating and
promoting the use of knowledge that demonstrates the
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imperative for actions on the determinants of health and that
informs both policy and effective, equitable interventions on
those determinants”3. Thus far, nine networks have been
established, each with 12 or more individual members
supported by a coordinating “hub”. The locations of eight were
selected through open competition; they deal with early
childhood development, globalization, health systems, urban
settings, measurement and evidence, women and gender
equity, social exclusion, employment conditions. The ninth
network, on priority public health conditions, is housed at
WHO. 

Since these networks have yet to complete their work, the
full syntheses of knowledge in their particular areas that can
be expected from them are not yet available. However, a sense
of the general orientation that they are likely to take is available
from the earlier work of Commission Chairman Michael
Marmot and his colleagues, which has centrally shaped the
Commission’s orientation.

At the heart of this work is the idea of a “social gradient” in
health, whereby health outcomes become worse as one
descends the socioeconomic ladder. This means that not only
do the poor have worse health than the rich, but the middle
classes have worse health than the more rich as well. While
this is itself far from startling, the idea incorporates two other
points that are much less intuitively obvious and that greatly
increase its significance. One is the finding that these
gradients exist not just in poor countries, but also in better-off
ones where living conditions among even the lowest groups
studied are far above any meaningful absolute poverty line.
From this, it is pretty clear that there are causes of ill-health
that lie well outside the nexus of poor nutrition, inadequate
education, unfavourable environmental surroundings, and the
like that is normally blamed for particularly high rates of illness
and death among the poor. The second is the identification of
psychological factors – degree of control over one’s work
environment, for example – that appear to be responsible for
these high rates, and the delineation of the biological channels
through which such psychological and other factors work.  

Such findings lead towards an emphasis on social and
economic policies, more than on health services, as the most
promising approaches to the reduction of socioeconomic
health inequalities. One of the several examples that could be
cited involves unemployment, which has been shown to affect
health not only through loss of income, but also through the
anxiety that it causes. Government moves to smooth the
business cycle, and to ensure reasonable unemployment
benefits illustrate ways of countering ill-health and the other
effects of this factor. Another illustration concerns transport,
where government policies focusing on cycling, walking, and
the use of public transport can promote health by providing
exercise, reducing fatal accidents, increasing social contact,
and reducing air pollution4. 

Thus far, most work on the social gradients of health has
dealt with Northern, developed countries, particularly in
Europe. If the Commission is successful, the same approach
will be applied increasingly to health equity research and
policy development in middle- and lower-income countries
over the years ahead.

Health service use among the poor and the
better-off: the World Bank’s reaching the
poor program5

The World Bank’s recently-completed Reaching the Poor
Program (RPP) was initiated in order to find ways of dealing
with a disturbing finding from earlier Bank-sponsored
research: that basic health services intended for and
traditionally believed to be reaching the poor were in fact not
doing so. For example, full immunization coverage among
children in the poorest 20% of a country’s population was
typically only one half to two thirds what it was among
children in the best-off 20%; a pregnant woman in that poor
group was only about one third as likely to be attended at the
time of delivery by an adequately trained medical person as a
woman in the highest group.

Like that earlier research, the RPP focused primarily on
economic inequalities, taking advantage of a recent finding
that a household’s assets could serve as a reasonable indicator
of its overall economic status. This meant that researchers no
longer had to rely on data about income or consumption,
which are both notoriously difficult to collect, in order to assess
households’ economic status. Rather, they could use
information on such things as sources of water, availability of
electricity, and possessions (watches, radios, etc.) that takes
only limited time to collect, and that is already being routinely
collected through many health surveys.

The RPP investigators commissioned approximately 20
studies – and collected findings from as many other studies as
they could identify – that incorporated this approach to the
measurement of economic status and sought to determine the
distribution of service use across the economic groups thus
identified. The interest was the rate of service coverage in the
poorest population group, and the proportion of total services
benefits going to that group. (This latter dimension – the
measurement of the proportion of total service benefits
accruing the poor – represented an application of an approach
from the public finance field called “benefit incidence”; and
one of the RPP’s purposes was to call the attention of the
public health community to that technique.)

The outcome was the identification of numerous health
projects that “swam against the tide” by achieving high
coverage among the poor, and/or delivering to the poor a
disproportionately high percentage of benefits (i.e. a
percentage of benefits higher than the share of the population
represented by the disadvantaged group in question).
Illustrative examples of such projects included:
� Mexico’s “Progresa/Oportunidades” Programme that pays

rather than charges poor families for clinic and school
attendance. The programme serves over 20 million
people, and almost 60% of the people served belong to
the poorest 20% of Mexico’s population.

� Cambodia’s experiment in contracting with non-
governmental organizations to operate governmental rural
primary health services, under contracts calling for
attainment of specified coverage levels among the poor.
During the four years of the project, the coverage among
the poorest 20% of the population by eight basic services
rose from an average of below 15% to over 40% in two
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districts with a population of over 200 000. This increase
was well over twice as large as that experienced in two
comparable districts that continued to provide standard
government services.

� Distribution of insectide-treated bednets through measles
immunizations campaigns in Ghana and Zambia. In
Ghana, the Red Cross and the Government Health
Services raised, from nearly 3% to nearly 60%, the rate
of treated bednet use among children in the poorest 20%
of people in one of the country’s Northernmost Ghana. 
A similar but larger programme in Zambia produced
similar results.  

The RPP investigators concluded that the numerous
experiences like these that they found showed that the
unimpressive equity performance of more typical programmes
did not have to be accepted as inevitable.  Rather, much better
performance is possible. But the investigators also noted the
wide range of strategies that had proven successful against
different settings, as illustrated by the very different nature of
the three illustrations given above. This led them to warn
against any belief in any single approach or small set of
approaches that can be expected to work best in any setting.
Rather, they advocated study of the entire range of promising
approaches available, and experimentation to determine
which among them is likely to work best in a particular setting.

Protection against impoverishment: the
Affordability Ladder Program of the Liverpool
Faculty of Medicine6

While the initiative described above dealt with helping people
who are currently poor, the Affordability Ladder Program
(ALPS) focuses on preventing people from becoming poor in
the future. In so doing, it is working on a set of issues that has
attracted increasing interest in recent years as health systems
in developing countries have evolved in ways widely believed
to increase the vulnerability of households to the economic
consequences of ill-health.

The root of this evolution lies in the transition from state-
directed to market-led economies during the 1980s and
1990s – most spectacularly in China and the countries of 
the former Soviet Union, but in many other parts of the world
as well.  

This shift brought a significant change in outlook to the
health sector, where strategies had typically been dominated
by the aspiration to provide government-delivered services at
no charge to the entire population; and thinking about health
service delivery came increasingly to be dominated by thinking
about mixed public-private systems, and about government
systems that more closely resembled private ones.

Since this shift usually involved increased patient payments
for health services, it has given rise to concern that the
services might end up impoverishing people as well as
improving their health. Thus, the impoverishing impact of
illness in general, and of patient payments for health services
in particular, began attracting the attention of both policy-
makers and researchers. They have been particularly

concerned with two related issues: first, determination of how
serious the problem is, and what its causes are; and second,
identification of solutions to that problem.

While by no means the only research project to deal with
these issues, ALPS is the largest known single organized
initiative in this area. It is a network of researchers in countries
(China, India, Sri Lanka, South Africa, Sweden, Tanzania,
Uganda and Vietnam) coordinated by the Liverpool Faculty of
Medicine and funded by the Rockefeller Foundation. The
network members are working on a wide range of issues
within a common framework. The framework starts with a
perceived health problem, and tracks how people respond to
it through use or non-use of various types of care, with a
particular focus on how these choices are affected by the
burden of financial payments and on what the resulting
health, social, and economic consequences might be.

The programme results available thus far have concerned
primarily the first of the two issues referred to above: that is,
the dimensions and causes of the problem7. Of particular
relevance are the findings of a recent programme-initiated
paper summarizing the available evidence on the economic
consequences of illness and paying for health care in low- and
middle-income countries8. 

The findings suggest that that a focus on the impoverishing
impact of payments for health services provides only a partial
view of illness’s consequences in low-income settings. For one
thing, the financial impact on households of payments for
health care appear considerably smaller than the income lost
from illness-induced inability to work. While the amount of
work on this point is rather limited, the ALPS authors cite
studies suggesting that the income lost from ill-health is on the
order of 2 to 3.6 times as large as the amount paid for
services. A second issue that the authors note concerns
decisions not to use health services because of their cost. In
such cases, the cost of services to households or individuals
may have no financial impact, but it can obviously have major
consequences for health status.  

Notwithstanding these important caveats, however, the
authors’ review of over 60 empirical studies leads to a clear
conclusion that “there is growing evidence that some
households (even middle-income ones) slide in to poverty
when faced with health care payments, especially when
combined with the loss of income due to ill-health”. They also
suggest that illness-related costs diminish the likelihood that
already-poor families will be able to move out of poverty9. �
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1. Further information about the WHO Commission on the Social
Determinants of Health is available at the Commission’s website:
www.who.int/social_determinants/en/

2. Michael Marmot, “Social Determinants of Health Inequalities,” The Lancet,
vol. 365 (March 18, 2005), p.1099.

3. WHO Commission on Social Determinants of Health, “Knowledge
Networks and the Commission,” unpublished Commission document, p.1.

4. More on these and other factors can be found in the source from which
the two examples cited here were drawn: Richard Wilkinson and Michael
Marmot, eds. Social Determinants of Health: The Solid Facts, 2nd ed.,
Copenhagen: World Health Organization Regional Office for Europe,
Healthy Cities 21st Century, and the International Centre for Health and
Society, 2003. Available at the following website:
http://www.who.dk/document/e81384.pdf

5. Additional information about the World Bank’s Reaching the Poor
Program, including the full texts of all three Program reports, can be
found in the “Reaching the Poor Program” section of the Bank’s health
and poverty website: www.worldbank.org/poverthandhealth. The
information appears below the red banner bearing the title “Reaching the
Poor Program” that appears toward the bottom left of the site’s home

page.
6. The ALPS website is a source of considerably more information about the

program than presented in this brief summary. Its address is:
http://www.liv.ac.uk/PublicHealth/alps/root/affordability%20ladder%
20program%20-%20ALPS/home%20page/index.htm

7 However, considerable thought to possible solutions appears in reports on
the work of researchers working outside the context of the ALPS program.
Much of this deals with the record of the different types of health
insurance that constitutes the most frequently mentioned potential
solution to the impoverishing impact of out-of-pocket payment for health
surveys. For a recent review and set of studies dealing with health
insurance and related issues, see Alexander S Preker and Guy Carrin, eds.
Health Financing for Poor People: Resource Mobilization and Risk
Sharing. Geneva and Washington: ILO, WHO and the World Bank, 2004.

8. Diane McIntyre, Michael Thiede, Göran Dahlgren and Margaret
Whitehead, “What Are the Economic Consequences for Households of
Illness and of Paying for Health Care in Low- and Middle-Income Country
Contexts?” Social Science and Medicine, vol. 62 (2006), pp. 858-65.

9. Ibid., pp. 862-63.
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