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KEY TERMS USED IN THE REPORT
Health inequalities (and inequalities in health)
Taken literally, the term "health inequalities" means differences in health
status between individuals or groups, as measured by, for example,
life expectancy, mortality or disease. What we are interested in are
differences in health that arise not from chance or from the decision
of the individual but from avoidable differences in social, economic
and environmental variables (e.g. living and working conditions,
education, occupation, income, access to quality health care, disease
prevention and health promotion services) that are largely beyond
individual control and that can be addressed by public policy.
Therefore, health inequalities here refer to avoidable and unfair
differences in health that are strongly influenced by the actions of
governments, stakeholders and communities, and that can be
addressed by public policy (European Commission, 2009).
Health equity (and equity in health)
Equity is the absence of avoidable, unfair, or remediable differences
among groups of people, whether those groups are defined socially,
economically, demographically or geographically (WHO, 2009a).
“Health equity” or “equity in health” implies that ideally everyone
should have a fair opportunity to attain their full health potential and,
more pragmatically, that no one should be disadvantaged from
achieving this potential (WHO, 2009b). Therefore, health equity is the
absence of health inequalities (applying the aforementioned definition).
Health system
As stated in The Tallinn Charter: health systems for health and wealth,
“a health system is the ensemble of all public and private
organisations, institutions and resources mandated to improve,
maintain or restore health. 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” (WHO Regional Office for Europe,
2008).
Vulnerable groups (or socially disadvantaged groups)
Vulnerable groups suffer a markedly greater burden of mortality and
disease. They may include socially excluded migrant groups and ethnic
minorities, people living in deprived urban and rural areas and in
poverty, the long-term unemployed, those informally employed,
seasonal/daily workers and subsistence farmers, those further from the
labour market, jobless households, the homeless, the disabled, those
suffering from mental or chronic illnesses, elderly pensioners on
minimum pensions, and single parents). For example, the Roma can
expect to live 10 years less than the majority population in some
countries (European Commission, 2009).
Social determinants of health
The social determinants of health are the conditions in which people
are born, grow, live, work and age, including the health system. These
circumstances are shaped by the distribution of money, power and
resources at global, national and local levels, which are themselves
influenced by policy choices (WHO, 2009c).
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Social exclusion
Exclusion consists of dynamic, multidimensional processes driven by unequal power relationships
interacting across four main dimensions (economic, political, social and cultural) and at different levels
including individual, household, group, community, country and global levels. It results in a continuum
of inclusion/exclusion characterised by unequal access to resources, capabilities and rights which leads
to health inequalities (SEKN, 2008). Social exclusion distances people from employment, income and
education and training opportunities, as well as from social and community networks and activities.
Socially excluded persons have little access to power and decision-making bodies and thus often feel
powerless and unable to take control over the decisions that affect their day-to-day lives (European
Commission, 2004).
Social gradient in health
The term social gradient in health refers to the stepwise or linear decrease in health that comes with
decreasing social position (Marmot, 2004). The impact of the social gradient is sometimes expressed as
a shortfall in health, that is, the number of lives that would have been saved if all groups in society had
the same high level of health as the most advantaged group (Whitehead M, Dahlgren G, 2006).
Roma
Drawing from the Council of Europe’s glossary on Roma and Travellers, in this report the encompassing
term Roma refers to various communities that self-identify as Roma and others (such as Ashkali) that
resemble Roma in certain aspects but insist on their ethnic difference (Council of Europe, 2006).
Migrant
At the international level, no universally accepted definition of migrant exists. The term migrant is usually
understood to cover all cases where the decision to migrate is taken freely by the individual concerned
for reasons of “personal convenience” and without the intervention of an external compelling factor. This
term therefore applies to persons and family members moving to another country or region to better
their material or social conditions and to improve prospects for themselves or their family (IOM, 2004).
However, for ease of reference in this document, the term “migrant” is used to also describe all those
who have migrated and are in regular or irregular situations, including asylum seekers, persons entitled
to other humanitarian/exceptional protection, refugees, displaced persons, uprooted people, returnees,
trafficked persons and economic migrants.
National minority
In keeping with Recommendation 1201 (1993) of the Parliamentary Assembly of the Council of Europe,
the expression ‘‘national minority'' refers to a group of persons in a State who: reside in the territory of
that State and are citizens thereof; maintain longstanding, firm and lasting ties with that State; display
distinctive ethnic, cultural, religious or linguistic characteristics; are sufficiently representative, although
smaller in number than the rest of the population of that State or of a region of that State; and are
motivated by a concern to preserve together that which constitutes their common identity, including their
culture, their traditions, their religion or their language (Council of Europe, 1993).
Resilience
Resilience is the dynamic process of adapting well in the face of adversity, trauma, tragedy, threats, or
even significant sources of stress. Therefore, it is a two-dimensional construct concerning to two questions:
1) Is there any adversity, stress, risk or disadvantage present in the life of the person? 2) Is the person
doing well despite of it? (Luthar & Cicchetti, 2000; Luthar, Cicchetti & Becker, 2000; Masten & Powel,
2003).
Relative and attributable risk
Relative risk: The ratio of the risk of an event (for example, of developing a disease or a health problem)
among the exposed to the risk among the unexposed. Examples of exposure assessed by epidemiological
studies are environmental and lifestyle factors and socioeconomic and working conditions (Porta M,
2008).
Attributable risk: The attributable risk (AR) is a measure to assess the public health consequences of an
association between an exposure factor and a disease. It is defined as the proportion of disease cases
that can be attributed to exposure. AR is used to assess the potential impact of prevention programs
aimed at eliminating exposure from the population. It is often thought of as the fraction of disease that
could be eliminated if exposure could be totally removed from the population (Gail MH, Benichou J,
2000).
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FOREWORD

Equity in health has taken a prominent position among the
priorities of the Spanish Presidency of the EU, during which
we have aimed to promote an international, European and
national effective and consistent agenda to reduce
inequalities in health. This is a clear sign of the moment we
live in, characterised by a highly interconnected and
unequal world, but also by a world of solidarity and
intercommunication.
If social inequalities in health have shown their persistence
both within and between countries, even in times of
economic prosperity, it cannot be expected that this
situation will reverse in times of crisis without a conscious
effort on our part. Maintaining and promoting the equity
agenda is not only beneficial to health, socioeconomic
development, and inclusion, but also becomes an essential
element of governance.
The nature of social inequalities in health has been studied
in depth in recent decades. Today we have learned that
health is closely related to equity. We also know that social
inequalities in health are unfair and avoidable, thus
opening a new horizon for actions aimed at reducing them.
Nevertheless, we are still a long way from achieving equity.
The roots of social inequalities in health delve deep into the
structure of our societies. Their existence and perpetuation
are closely related to the direct impact that our own public
policies (such as education, employment, environment, etc.)
have on health, as well as on the opportunities and benefits
that these policies offer citizens so that they can enjoy their
maximum health potential.
Although we have more information than ever, this new
approach requires adequate and timely information
allowing us to progress while keeping the balance between
the effectiveness of these policies and the respect for health
inherent to the guarantee of equity.
Europe can and should be the model for the
implementation of the principles of “health and equity in all
policies”. Actions reflecting these principals can be applied
to the majority of EU strategies and actions, not only those
internal but also those targeted towards third countries, with
Europe becoming the reference point for equity and health
in governance worldwide.
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We have the obligation to modify some of the objectives and methods of our policies and to
assess their results in terms of health gain, welfare and contribution to social development,
bearing in mind that a new road-map is possible with the steady and coordinated movement of
all sectors in favour of equity and health.
The report I am presenting today has been the basis of the priority of the Ministry of Health and
Social Policy of Spain on “Innovation in Public Health: Monitoring Social Determinants of Health
and Reducing Health Inequalities”. Many European experts have analysed and assessed the work
already done in this field, making recommendations on next steps to be taken. The most relevant
aspects at the moment have also been identified, as well as the opportunities and new challenges
we encounter in our progress towards equity in health. I would like to express my sincere gratitude
to all those experts who have altruistically participated in this exemplary collaborative effort.
As it is necessary to unite knowledge synthesis with improved action, we have worked in parallel
throughout these months to present a paper of conclusions at the EPSCO Council of Ministers
held on 8 June 2010. This document reinforces the work already done in Europe, while also
complementing it and suggesting an agenda on shared priorities that facilitates the different
countries, with their own features, to progress together. The conclusions document serves as the
political endpoint for the main reflections of this Presidency on equity in health. I would like to
thank all the European Ministers and their teams for their responsiveness, support and
contributions during the process of drawing the conclusions on: “Equity and Health in All Policies:
Solidarity in Health”, outlined in the first annex of this document.
It is also necessary to acknowledge the continuous support of the European Commission over
these years, as well as the agenda for equity in health, which has enabled the success of our
Presidency and which keeps the focus on the priority area of equity in health as the unifying
thread that will be taken up by Belgium and Hungary during their European Presidencies.
This contribution of the Spanish Presidency would not have been possible either without the
enormous work done by the World Health Organization over decades, and particularly without
the participation throughout the process of its teams of experts, as was demonstrated by the
presence of Dr Chan and Dr Jakab in the Informal Council of Ministers on 22 and 23 April
2010.
Many persons have contributed decisively to the achievement of the objectives of our Presidency.
Among them, I should mention Sir Michael Marmot, who has been generously collaborating
with the Government of Spain in order to strengthen the national agenda on equity and health.
We would like to invite everyone who believes in a fairer society to read and reflect on the contents
of this report, as well as to ensure its widest possible distribution, since a process of awareness
is essential to progress towards equity in health in all sectors that have an impact on the latter.
Finally, I would also like to invite all political representatives and European professionals to
formulate an agenda on equity and health from their areas of competence, and to assess the
recommendations and conclusions contained in this report.
Trinidad Jimenez
Minister of Health and Social Policy of the Government of Spain
9

EXECUTIVE SUMMARY

In the European Union, despite improvements in population
health during the past decades, there is evidence of
persisting unfair and avoidable health inequalities, both
within and between Member States. These inequalities
follow a social gradient, meaning that persons at the lower
end of the social ladder have worse health than those in
more privileged positions. Furthermore, exacerbated social
exclusion can make some groups particularly vulnerable.
Social determinants of health include education, income,
working conditions, housing and neighbourhood and
community conditions, and social inclusion. These are
distributed unequally across the population and are also
largely controlled by sectors other than health. Moving
towards health equity entails involving other sectors to
address policies that impact health. The role of health
systems is therefore often not to act directly on the social
determinants of health, but rather to foster and lead
intersectoral partnerships that have as an aim action on the
determinants of health and the tackling of health
inequalities.
Monitoring systems have proven essential for improving the
knowledge base on social determinants of health. They
illustrate the importance of indicators that capture the health
impacts of public policies, so as to better redefine and
reorient policies towards equity.
Aware of the relevance of tackling health inequalities, the
Ministry of Health and Social Policy established equity in
health as one of the priorities of the Spanish Presidency of
the European Union. The Ministry’s Directorate General of
Public Health and Foreign Health commissioned a group
of experts to produce a technical report on the monitoring
of social determinants of health and the reduction of health
inequalities.
The ultimate aim of the report is to contribute to the
knowledge-base for improving health equity through action
on the social determinants of health, and in light of health
equity’s contribution to social development and well-being,
further raise the profile of this important issue in the
international arena.
Below is a summary of the main issues covered in the
report. Each chapter ends with a set of considerations
intended to help advance towards equity in health. A
synthesis of these considerations is presented in chapter VIII.
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Introduction
The introduction addresses why monitoring is essential, why
social determinants of health indicators should be part of
public health monitoring, and why continuous work to reduce
inequalities is needed. It highlights that the monitoring of
social determinants is important not only as a predictive
indicator of health but also as a target in itself for policies that
must achieve economic efficiency, ensuring sustainable
development based on social justice.

Background: Putting social determinants and
health equity on the EU Agenda
This chapter introduces the reader to the field of socially
determined health inequalities. It presents the concepts of
health inequalities and social determinants of health,
providing a general overview of the overarching concepts in
relation to public health, with a specific focus on the
monitoring of health inequalities. It highlights select actions
previously undertaken by the European Union (Commission
communications, previous EU presidencies, group of experts
in social determinants and health inequalities, funding of
projects in this field, open method of coordination, work for
the national action plans for social inclusion, etc) and draws
key linkages with the Lisbon Strategy. It reflects on how health
inequalities (and their monitoring) are increasingly in focus at
global levels (for instance, through follow-up to the
Commission on Social Determinants of Health and World
Health Assembly Resolution 62.14). The chapter also
discusses future challenges in the field. Summarizing, it
presents a non-exhaustive synthesis of previous experience
showing the basis for current action in Europe.

Overview: Monitoring social determinants of
health and the reduction of health inequalities
in the EU
This chapter addresses issues including the selection of targets
and indicators to monitor social determinants of health and
health equity; opportunities to strengthen monitoring and
evaluation efforts, including improving and linking data
sources and increasing disaggregated data; strengthening EU
surveys to cover more countries and monitor more effectively
the implementation of policies across sectors and their impact
on health inequalities; shaping policies and informing actions
on social determinants of health that incorporate an equity
perspective; and approaches to influencing research priorities
towards improving the monitoring of health inequalities. The
chapter is not an exhaustive review of all of these issues at
European level.
Next the report explores three key areas in which information
and follow-up would be especially relevant within the
European context: childhood, employment conditions, and
social exclusion. It should be noted that, despite the specific
attention given to these areas, the present report focuses on

the importance of monitoring and acting on social
determinants of health and health inequalities across the
social gradient, in order to ensure attainment of the highest
possible level of health by all persons.

Inequalities in child health
This chapter presents an overview of inequalities in child
health, discusses the importance of a lifecourse perspective
for addressing the social gradient in child health, and
summarises initiatives to promote equity in child health. It also
proposes interventions aimed at improving policies to reduce
inequalities as well as next steps for moving forward in the
monitoring of and action on inequalities in child health in
Europe.

Employment conditions and health inequalities
This chapter provides a short review of scientific evidence,
showing the social distribution of health-adverse work and
employment and highlighting the importance of these
conditions in explaining health inequalities. It illustrates how
these conditions can be monitored at different levels, most
importantly at national and international/European level. It
also highlights the need to improve and supplement existing
monitoring activities by illustrating innovative examples from
several EU Member States.

Social exclusion
inequality

and

structural

health

This chapter focuses on monitoring social exclusion and
structural health inequality (HI) in the European Union. It
proposes an integrated battery of indicators to measure the
impact of social exclusion on health inequalities as well as its
interaction with other (structural and contextual) social
determinants of health. It builds on previous work carried out
by WHO and EU institutions and researchers.

Global health inequalities and social
determinants of health: Opportunities for the
EU to contribute to monitoring and action
This chapter focuses on opportunities for the EU to contribute
to improved global monitoring social determinants and the
reduction of health inequalities. The chapter goes through
potential key points for action towards health equity in relation
to the European Consensus on Development, EU support of
progress towards the Millennium Development Goals (MDGs),
the EU’s implementation of the Accra Agenda for Action, and
the European Neighbourhood Policy (ENP).

Conclusions
The chapter of the report comprises a synopsis of the
conclusions emerging from each of the previous chapters.
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I. INTRODUCTION: MOVING
FORWARD EQUITY IN HEALTH
Ildefonso Hernández Aguado, Director General of Public
Health and Foreign Health, Ministry of Health and Social
Policy, Spain

Equity and health in Europe
Europe can and must demonstrate the potential of policies
in terms of their gains for equity and health. Today, we
realize that equity is inseparable from the health of the
population and that both are required for efficient and
sustainable development, as well as to guarantee wellbeing. The health sector can make a decisive contribution
to ensuring that equity and health together constitute an
essential ingredient of many government policies.
The citizens of the European Union (EU) live on average for
longer and with better health than previous generations
thanks to advances in the living conditions of the population
and greater access to goods and services. Despite this, the
existence of great gaps in health has been detected in
Europe, both between different countries and within each
country, conditioned by the social determinants of health.
The lower down on the social scale, the worse the health
outcomes typically are throughout the population.
Furthermore, there are especially vulnerable groups. The
current economic crisis and rising unemployment, together
with the associated uncertainty, are making this situation
even more acute.
Most health problems and most of the main causes of
premature death are conditioned by social factors such as
education, employment and working conditions, income,
environment, local area and social exclusion, which affect
the population unequally and are largely outside of the
remit of the health sector. Dealing adequately with the
social determinants of health and working to achieve health
equity are among the greatest challenges facing public
health in the 21st century.

Setting the agenda: scaling up action on
social determinants of health
Attaining equity in health by taking action on the social
determinants of health has increased its profile as a priority
on the international agenda, both for the EU and for the
World Health Organization (WHO).
WHO has driven forward policies to promote equity over
the past twenty years. In 2005, it set up the Commission on
Social Determinants of Health, the final report of which
“Closing the gap in a generation”, published in 2008,
constituted a notable advance in legitimizing the study of
health inequalities and the relationship between policy and
health. In May 2009, the 62nd World Health Assembly
adopted Resolution WHA62.14, through which Member
States are clearly called to take action to “reduce health
inequalities through action on the social determinants of
health”.
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The EU has an Expert Group on Social Determinants and
Health Inequalities, whose purpose is to facilitate the
exchange of good practices in reducing health inequalities.
Moreover, as described in the next chapter, the particular
initiatives of several EU Presidencies have contributed in
recent years to giving priority to and developing equity in
health on the European agenda. Recently, in October
2009, the European Commission communication
“Solidarity in Health: Reducing Health Inequalities in the
EU” was launched, constituting a great step in the
commitment of Member States to equity in health.
In this context, the coming into force of the new Lisbon
Treaty represents a real boost in terms of advancing equal
opportunities in health at European level. The Treaty adopts
a stance of utmost respect towards the health and wellbeing of society, and a multi-sectoral approach to health
(Health in All Policies). If European societies wish to defend
their values of social justice, solidarity and social cohesion,
as stated in various European treaties, it is crucial to ensure
equal opportunities in health for all.
This favorable international and European scenario
represents a real opportunity to advance equity in health on
the political agenda. This is the final objective of the priority
of the Ministry of Health and Social Policy for the Spanish
Presidency of the EU in 2010: “Innovation in Public Health:
monitoring the social determinants of health and the
reduction of health inequalities”.

Equity and health in all policies: information
systems
To understand the impacts of public policies, whether
regarding health or other areas, on health and well-being
of the population, adequate information is required not only
on their effectiveness (how they are working) but also in
terms of equity (for whom they are working). Such
information is necessary to design, evaluate, redefine and
redirect interventions.
Adequate and timely information is a key element for action
in public health. The lack of indicators on the impact of
different policies on social determinants of health and their
effects, along with a lack of timely and comparable data
within each country and among the countries of the EU,
constitutes an obstacle to the gain in health and equity.
In the EU, differences exist concerning the level of
development of policy evaluation and information systems.
On the road towards equity as a cornerstone of European
policies, and in monitoring the impact of these policies on
health inequalities, we face the challenge of developing
homogenous indicators and information systems that
enable comparisons between countries.
The present report aims to highlight the most relevant
aspects of work carried out in the area of health intelligence
in relation to the monitoring of social determinants of health
and the reduction of health inequalities. It also aims to
14

encourage reflection on the next steps to be taken to make
progress in this area.

Considering the future
For the purposes of effectiveness and sustainability, health
policy and those responsible for it must move on from a
biomedical paradigm focused on health problems that
places the main responsibility on the health sector, to
another model based on the social determinants of health.
This requires a high degree of political commitment from
all the areas of government, as well as citizen participation.
That is why, as an initial step, it is necessary to make
progress in developing monitoring systems that enable the
gain in health of public policies to be quantified,
broadening the area and the analysis of public health
monitoring, and promoting the management of populationlevel information in the short and medium term, enabling
the right political decisions to be made.
Improving the overall health status of the population by
reducing health inequalities has positive repercussions for
society as a whole, as well as for development and the
economy. More egalitarian societies become better
performing societies in every sense. Traditionally, the
development of a country is measured in economic terms,
using indicators such as per capita income or Gross
Domestic Product. However, it is necessary to adopt a
broader perspective that includes demographic, social and
cultural indicators and evaluates social progress by
associating indicators of well-being and health,
sustainability and equity. The monitoring of social
determinants is important not only as a predictive indicator
of health but also as a target in itself for policies that must
achieve economic efficiency, ensuring sustainable
development based on social justice.
In this context, the role of the health sector is not to focus
directly on the transformation of social determinants but
rather to take a role of shared leadership in an inter-sectoral
approach to health, raising awareness and advocating
action in other sectors in order to implement policies geared
towards equity and health, and in order to act together in
reducing health inequalities. The key to this lies in
integration and in working with other government sectors
to synergize their objectives in a way that optimizes health
and equity.
In order to ensure that the actions of the EU government
bodies find their way onto the media and political agenda
of Member States, equity and health policies require citizen
participation and public debate. This crucial challenge of
involving citizens also requires the structuring of effective
participation channels and exemplary democratic
transparency, among other factors. The perception of
proximity and benefit in respect of EU decisions can
generate a favorable social and political environment for
incorporating health and equity in all European policies.
Beyond the influence that health policies may have on other

political sectors, we must not forget that within the health
system itself there is room for improvement in order to make
progress towards health equity, promoting the redistribution
of opportunities in health, basing the provision of services
on the need for care rather than on demand, and improving
the accessibility, quality, and effectiveness of health care
services, taking into account the criterion of social equity.
The Spanish contribution to the European Presidency is
merely one component of the obstinate action for public
health; there is still a long way to go and each action must
pave the way for subsequent ones. That is why we must
continue to work within health services and in all of the
areas where public health has a potential influence,
tirelessly pushing for equity in our societies and the highest
attainable level of health for all people.
The references for the Introduction are included in the overarching
suggested key reading included in Annex VI.
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II. BACKGROUND: PUTTING SOCIAL
DETERMINANTS AND HEALTH EQUITY
ON THE EU AGENDA
Eero Lahtinen, Permanent Mission of Finland to the UN
and the International Organisations in Geneva
Kimmo Leppo, University of Helsinki

While giving a brief introduction to the concept of health
policy particularly with regard to social determinants of
health equity, this chapter describes how health, health
determinants and health equity have been introduced on
the EU agenda. This is seen on the one hand as a reflection
of the changes in the public health discourse during recent
decades, in particular within WHO, and, on the other hand,
as a result of the considerable attention paid to the issue
by the different players in the EU arena.

Introduction:
on
the
nature
characteristics of health policy

and

In principle, health policy should not be very different from
other fields of public policy in terms of either research or
action (Wilensky et al. 1987). It deals with goals and
means, policy environments and instruments, processes and
styles of decision-making, implementation and assessment.
It deals with institutions, political power and influence,
people and professionals, at different levels from local to
global.
What is specific, however, to health policy, is its objective,
which makes the field extremely complex. The objective may
be either health itself, or in public health terms, highest
possible level and equitable distribution of health in the
population. On the other hand, very often the expression
health policy is used predominantly to mean issues related
to the health care system.
Both approaches are legitimate but very different. If our
starting point is the level and distribution of health in the
population, our policy concerns focus on determinants of
ill health. If we focus on the health care system, we are
mainly dealing with the consequences of ill health. The
determinants of health may be social, physical, or
biological. Dealing with the consequences of ill health
necessarily involves taking into account social factors
influencing access to care, related costs and the required
support. Seen in this light, both maintaining health and
restoring it must be seen in a social context. Social
determinants of health lie across a number of sectors of
public policy. Therefore, serious attempts to improve public
health go far beyond sectoral policies to encompass very
broad inter-sectoral ones.
Policy processes are always driven by values and power,
hopefully informed by evidence. The key value issue here is
equity. Equity means fairness or social justice, however
defined. In practice it means striving to level off avoidable
differences in health between socioeconomic or other
groupings of society. There is no country in Europe where
considerable differences of this kind do not exist, taking the
form of a social gradient.
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For experts in public health it is self-evident that only
through concerted efforts across different sectors can the
health challenges of today and tomorrow be tackled
successfully. However, health policy makers in many
countries of Europe do not seem to grasp this concept
clearly. Much of the thinking and action in many Ministries
of Health is still narrowly curative and geared solely towards
the health care system.

Policies tackling determinants of health
The range of social determinants of health is very broad.
Some of the most important include general living
conditions, such as work, housing and standard of living.
The role of education is crucial. Food and nutrition are a
prerequisite of life, and both their quantity and quality are
important from the health point of view. Environmental
issues of classical nature (water and sanitation) still prevail
in some parts of Europe, but more emphasis in most
countries must be attached to pollution from various
sources, air, noise, and chemical exposures. Traffic and
transport influence health and safety in many ways. The
whole psycho-social environment, including patterns of
coping with stress, for instance through smoking and
substance abuse, poses major challenges in most highly
developed countries.
What is special in health policies tackling social
determinants of health of this kind is that there are usually
multiple actors in each of the chosen target areas. To work
through the issues together with relevant stakeholders
requires many skills in building confidence, carrying out
analytical work and offering proposals for problem-solving
that are both feasible and acceptable. Such exercises can
be called health diplomacy. Since negotiation processes
take time and effort, one cannot proceed on all fronts
simultaneously but rather one must focus on priorities based
on the public health situation at hand.
Another feature is that the time frames are long. It takes
usually several years from policy decisions to visible
outcomes, which may be politically problematic. Indicators
of process and progress may be useful. Sometimes specific
instruments without considerable time lags can be used;
these include price policy measures concerning tobacco or
alcohol.
The question of levels of action depends on the issues at
hand. Many inter-sectoral issues can be handled below a
national level, for instance at local government level. This
is common in Europe with regard to housing and some
environmental health problems. Very often the key level is
decision-making by a national government. However,
public health has become increasingly international in

nature, or even supranational, as in the case of the EU. The
key fora internationally are WHO and the EU. The division
of power between actors is not always clear-cut. This calls
for the clarification of roles and the involvement of
stakeholders at different levels. It is a common experience
that policies are easier to design and agree upon than to
implement.
This necessitates a particular emphasis not only on the
preparatory phase of policy-making, including the
anticipation of possible constraints or obstacles, but also
on the careful planning of the stages of implementation and
follow-up. There is constant risk in policy development at
all levels that policies are adopted for rhetoric but not for
reality. The only way out is to ensure effective mechanisms
for implementation and follow-up. In any case, the
assessment of an adopted policy cannot be a one-off
exercise. By necessity, built-in monitoring is required to
make sure that the policy process is on the right track or
verify whether modifications are needed.

Health inequalities on the European Union
Agenda
Before the Maastricht Treaty (1992), which provided for
specific competence for public health at EU level, there
were a number of important health initiatives on issues
including but not limited to: health care for citizens moving
from one part of the Community to another, emergency
health care for people on holiday, mutual recognition of
professional qualifications, health and safety at work
legislation, and action against cancer.
The Amsterdam Treaty (1997) strengthened the Union’s
action on health by creating a legal basis for harmonising
the legislation of the Member States in relation to blood,
human tissues and organs. The requirement to guarantee
a high level of health protection across all policies and
activities, a unique legal measure (even in a global
comparison) was included in the Amsterdam Treaty. It has
been considered as an effort to restore the trust of citizens
in the Union after the so-called mad cow disease crisis
(Koivusalo, 2006). The Lisbon Treaty (2007) increased
somewhat the legal basis for harmonisation, strengthened
the role of the Union in the coordination of Member State’s
public health activities, and clarified the mandate of
Member States in the management and financing of health
care services.
Over the past decade the issue of equity in health has been
firmly secured on the European Union’s agenda by the
European Commission and the Council, both in terms of
political debate and the norms adopted, and even values
have received attention. At the Barcelona Summit of the
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European Union in 2000, Heads of States adopted
Conclusions. These called for all health systems of all
European Union countries to be based on the core values
and principles of universality (services for all), equity (in
access), solidarity (in funding) and quality (European
Council, 2002). These values were restated in 2006 by
health ministers (Council of the European Union, 2006a).
The high political commitment to health equity of the
Commission and the Council is essential for advancing
work in this area, and this commitment has been expressed
through a still-ongoing political dialogue. The dialogue can
be considered relatively intensive, both in the health policy
sphere but also in other policy areas, such as social policy
and workplace health. It has produced rich material that
draws from a wide range of sources. Due to space
constraints, it is not possible to describe in detail in this
chapter the reciprocal process and dialogue on health
inequality between the Commission and the Council
beyond its general features. On one hand, Commission
actions often result in a response by the Council, i.e.
Member States, in the form of a Resolution or Council
Conclusions, where the Member States give their feedback
to the Commission’s initiative and identify what they see as
feasible or, possibly, complementary or alternative
approaches. On the other hand, an informal initiative by
the EU Presidency, a Member State presiding over the
Council, in the form of a Conference and a Publication on
a particular issue, and consequent Council Conclusions,
may result respectively in Commission action; the
Commission alone has the right of initiative in the European
Union. A number of EU Presidencies have proposed a
political reaction in the Health Council in the form of
Council Conclusions that either directly address health
equity or focus on a health theme where relevance to health
equity is stressed.

Health inequalities and EU Presidency
agendas
The role of the EU Presidencies has been central in bringing
health equity onto the EU Agenda. A very important initial
boost to this process was given by the Portuguese Presidency
of the EU in 2000, which emphasised the role of health
determinants in influencing health. During the preparations
of the community public health programme, the Presidency
drew attention to the importance of acting across
Community policy sectors on central health determinants,
and thus assuring a high level of health protection across
all Community policies (as required by the Amsterdam
Treaty). In addition to emphasising essential areas of health
and their determinants, health equity was stressed more
directly and clearly than it had been previously in this
political context: “A key point that cannot be overemphasised is that ... there are large inequalities in the EU
both among Member States’ populations and among
different population groups in each country... and between
the EU Member States and the accession countries...” “All
European Countries have substantial differences in health
between males and females, socioeconomic groups and
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regions. The health disadvantage of socially excluded
people, such as migrants, the homeless and the long-term
unemployed is particularly striking and seems to occur
everywhere, irrespective of the country’s wealth” (Portugal
MoH).
While this chapter aims to constitute an overall introduction,
one detail brought up in connection with the 2000
Portuguese Presidency deserves attention as an important
contribution to the European Union health policy discourse.
It is generally assumed that changes in population health
take place slowly, over time, with a long delay after any
intervention. There are interesting findings on life
expectancy in the former Soviet Union and Russia that
contradict this belief. Life expectancy increased significantly
and rapidly during the perestroika years and plummeted
after the collapse of the Soviet Union. Despite a slow,
continuous increase, life expectancy at birth in Russia has
not yet reached the level it was at before the collapse. These
changes were originally thought to come mainly from
alcohol consumption (Leon D. et al. 1997). During the
perestroika period, the government introduced wide
restrictions in access to alcohol, which is considered to have
caused the rapid increase in life expectancy (Vågerö,
2000). On the other hand, the present understanding is
that the decrease of life expectancy after the political
change came from an increase in alcohol intake, in
addition to a substantive and rapid deterioration of living
conditions (Alam, Murthi & Yemtsov, 2005). This dramatic
and tragic case constitutes a significant opening for a wider
discussion on health determinants and equity in health and
needs to be borne in mind in the planning, implementation
and evaluation of policy initiatives on population health and
equity.
In October 2005 the UK Presidency of the EU organised
the summit ‘Tackling Health Inequalities – Governing For
Health’, which was supported by two background
documents written by experts. Professor Johan P.
Mackenbach sketched out a full picture of health
inequalities in Europe in the publication ‘Health
Inequalities: Europe in Profile’. The central message was
that “People with a lower level of education, a lower
occupational class, or a lower level of income tend to die
at a younger age, and to have a higher prevalence of most
types of health problems” (Mackenbach, 2006). Professor
Ken Judge and colleagues mapped the policy options of
Member States and reflected on related challenges and
opportunities in the publication ‘Health Inequalities: a
Challenge for Europe’, which was produced as a part of an
EU-funded project on Health Inequalities. This publication
highlighted the fight against poverty and social exclusion as
crucial for tackling health inequalities. Considerable
differences were seen in how Member States had so far
responded to the challenge. Only a few of them had put
special mechanisms in place to coordinate the
implementation of policy on health inequalities and none
of them had considered setting explicit goals or targets
related to the gradient between socioeconomic position and
health status across the whole population (Judge et al.
2006).

During its EU Presidency in 2006, Finland raised ‘Health in
All Policies’ (HiAP) to show the importance of dealing with
horizontal, inter-sectoral or interdepartmental issues of
relevance for population health, and to illustrate options for
how to do so in practice. The Amsterdam Treaty, which
came into force in 2006, and its requirement to guarantee
a high level of health protection in all EU policies and
actions, was the main motivation for the initiative, but it also
drew from the long-standing experience of Finland in intersectoral policy for health, as well as the increasing emphasis
on health as a source of wealth. A couple of main messages
emerged from this Presidency priority, among them that
health is both a value and an asset, that policies have an
effect on health, that health determinants are the mediators
between policies and health outcomes and their distribution
among population groups, and (importantly) that polices
can affect health, health determinants and health equity
positively or negatively. Special emphasis was given to the
fact that HiAP is feasible and that there are mechanisms
and instruments for its implementation. However, it was
noted that a deliberate effort was needed to promote HiAP,
and that sufficient capacity in the Ministry of Health (which
should be the main advocate for HiAP) is essential (Ollila
et al. 2006).
Several EU Presidencies have addressed health equity
through a focus on the needs of disadvantaged population
groups. The Portuguese Presidency of the EU in 2007
addressed health inequalities by focusing on the needs of
excluded migrants, who can be disproportionately exposed
to threats to health due to processes of social exclusion that
cross sectoral divides. The Presidency stressed the
importance of health, access to health systems, and
addressing health determinants as crucial factors for the
integration and well-being of all migrants. A conference on
Health and Migration in the European Union was convened
and multiple publications, including Health and Migration
in the European Union: Better Health for All in an Inclusive
Society (Alexandre Fernandes & Pereira Miguel, 2008),
were released. During the French Presidency of the EU in
2008, the first EU Roma Summit was convened, addressing
how to scale up action across sectors to improve the living
conditions of the Roma population. While not focusing
specifically on health, it was among the areas addressed in
discussions and a focus on health has subsequently been
further integrated in the follow-up to the Summit (including
at the first meeting of the EU Platform on Roma Inclusion
which was held during the Czech Republic EU Presidency).
The second EU Roma Summit was convened during the
Spanish Presidency of the EU (see annex IV).

The Commission as a promoter of equity in
health
The European Union’s approach to health has been
described in Health Strategies presented by the
Commission. One of the main issues emphasised by
Commissioner David Byrne in 2004, when initiating the
discussions on a new European Union health strategy, was
the growing gap between those in good health and those

in ill health (Byrne, 2004). After a broad consultation, in
2007 the Commission launched the European Union
Health Strategy 2008-2013. The Strategy is based on
shared values, one of which is equity. Reducing health
inequalities was considered essential due to differences in
health between population groups and Member States.
Targeted health promotion and best practice exchange are
mentioned as the main measures to address the problem,
whereas health equity is not (yet) explicitly included in the
section on Health in All Policies (Commission of the
European Communities, 2007).
Despite the visibility given to equity in health in recent years,
at least in terms of funding mechanisms of the European
Union for public health, it has not always been self-evident
on the agenda. Rather it appeared there in a stepwise
manner, most probably reflecting trends in the global
discourse of public health. The predecessor of the
comprehensive health programmes, the Health Promotion
Programme (1996-2002), did not contain any explicit
reference to health equity though it did include as one of
its main actions: “encouraging inter-sectoral and
multidisciplinary approaches to health promotion, taking
into account the socioeconomic factors and the physical
environment necessary for the health of the individual and
the community, especially for disadvantaged groups”
(European Parliament, 1996).
The Public Health Programme 2002-2007 identifies
tackling inequalities as one of the three overarching ways
in which it aims to contribute (article 2, 3b) and includes
further details under one of its three action stands, Health
Determinants: “analysing the situation and developing
strategies on social and economic health determinants, in
order to identify and combat inequalities in health and to
assess the impact of social and economic factors on health”
(European Parliament, Council of the European Union,
2002). In the current Health Programme (2008-2013),
health equity, or rather health inequalities, is one of the
main action strands and is thus upgraded to the company
of action against health threats, health promotion and
health monitoring and information (European Parliament,
Council of the European Union, 2007).
One of the main goals of the European Union Health
Programmes has been to produce data, information and
tools at two levels: for European Union policy-making and
for the benefit of EU Member States and citizens. Major
activities on equity in health have been financed through
the programmes, and some of them have already finalised
and reported on activities. One of the key activities on
health equity is a project called DETERMINE, which aims to
describe and share good policy practices not only in the
sphere of health, but also in other sectors, and provides
information on its website.Other projects focus on specific
groups such as children and young people, the elderly,
Roma, and migrants; on health issues such as smoking and
alcohol; or on settings such as the workplace. The
monitoring of health equity, the development of indicators
for it, and the presentation of the results are extensively
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covered by the projects. Health equity-related activities are
being funded also from other European Union funding
mechanisms, for example from the employment and social
solidarity programme PROGRESS (European Parliament,
Council of the European Union, 2006).
A High-Level Group on Health, an advisory group
consisting of Senior Civil Servants from the Member States
and convened by the Commission, set up an EU expert
group on social determinants and health inequalities in
March 2006. This expert group provides a forum for the
exchange of information and good practice between
Member States on social determinants of health and health
inequalities. The group has regularly monitored activities
on health equity within Europe and has proved to be useful
for the exchange of information on the activities of the
Member States.
As a culmination of discussions that spanned almost a
decade, the Commission published in October 2009 a
specific Communication on action for health equity:
‘Solidarity in health: Reducing health inequalities in the EU
(Commission of the European Communities, 2009a). This
communication, which was launched together with a staff
working document (Commission of the European
Communities, 2009b) describing the impact assessment for
the communication that contains relevant background
information and data, summarises the European Union’s
actions for health equity to date, and puts in place a
framework for future action. The following areas are being
raised as key issues:
• The link between health and wealth: an equitable
distribution of health is an essential part of overall social
and economic development;
• The improvement of the data, knowledge base
and mechanisms for measuring, monitoring,
evaluating and reporting;
• A focus on policies in all sectors at all levels;
• Paying attention to the needs of vulnerable
groups; and
• Developing the contribution of other EU policies.

Health equity in other European Union policy
areas
Health equity has not only been on the Public Health
Agenda of the European Union. The challenge has been
tackled in other policy areas too. Extensive attention to
health equity has been paid in social policy, and health
equity is increasingly present in discussions on some
horizontal policy areas. Of these, the Lisbon Agenda and
the Sustainable Development Policy are discussed below as
examples.
Health equity receives perhaps the greatest political visibility
and value in the Open Method of Coordination, which is
applied to Social Protection and Social Inclusion (social
OMC). In this process, which concerns areas that fall within
national competence, Member States have agreed to
present and discuss their national policies, programmes
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and interventions in the European arena and compare them
with those of other Member States. Mutual learning and a
natural process of harmonisation is expected as a result.
National reports are being analysed and discussed by an
expert committee, which presents a joint report annually to
the European Council’s spring meeting, where Heads of
State meet. Health equity has received increasing attention
in this process, where commonly agreed indicators are
established for the monitoring process carried out by
Eurostat. An explicit reference to health inequalities and
Health in All Policies as a counter-measure was made in the
2008 report (Council of the European Union, 2008). The
2009 report includes a more definite statement on the role
of the health system in producing health equity (Council of
the European Union, 2009). Likewise, the Commission’s
draft proposal for the 2010 report (European Commission,
2010) is complemented by an accompanying document
that presents a broad analysis of health inequalities with
social inequalities as the background.
Health was “upgraded” to the sphere of economic policy
in the Lisbon Agenda, which aims to make the EU a
competitive economic actor at the global level. It focuses
on economic growth, but with greater social cohesion.
Healthy life years is currently one of the indicators used to
monitor the progress of the Lisbon Agenda in its health
dimension, but the Commission has opened a discussion
on “whether a sound monitoring of health inequalities
indicators would be a useful tool to monitor its (the Lisbon
Agenda’s) social dimension” (Commission of the European
Communities, 2009a).
Although health should play a significant role in the
sustainable development process, if not constitute one its
cornerstones, it has generally been given surprisingly little
emphasis, despite the fact that the objectives of promoting
health of the population and sustainable development in
many cases fully overlap. The revision of the European
Union Sustainable Development Strategy in 2006 was an
exception, as it paid significant attention to health and
health impacts in general. A particular commitment is made
to promote health equity: “Reducing health inequalities
within and between Member States by addressing the wider
determinants of health and appropriate health promotion
and disease prevention strategies. Actions should take into
account international cooperation in fora such as the World
Health Organization (WHO), the Council of Europe, the
Organization for Economic Co-operation and
Development (OECD) and United Nations Educational,
Social, and Cultural Organization (UNESCO).” The
decision thus interestingly applies the concept of Health in
All Policies to the interaction between global level actors,
and does the same with regard to horizontal action across
EU policies. The decision thus interestingly applies the
concept of Health in All Policies not only with regard to
horizontal action across EU policies, but also to the
interaction between global level actors. Also in this domain,
there is an ongoing discussion on whether health inequality
indicators should be included in the monitoring of progress”
(Council of the European Union, 2006b).
An impact analysis is carried out on most important

Commission initiatives and health is included as one of the
areas for consideration. In principle, this would provide an
excellent instrument to look at health and the health equity
impact of legislation in areas other than health. According
to a recent review, impact analysis focusing on health seems
to be a rather under-used opportunity (Ståhl, 2009).

WHO and health inequalities
WHO has in many ways provided direction to the European
Union and its Member States concerning health equity.
Whereas the latter only relatively recently stated the basic
values of health systems in the European Council
Conclusions and in the Resolution of the Health Council
linked with the discussion on patient mobility, a strong value
basis was already at the core of operations of WHO, which
is the specialised health agency in the UN family. The
Constitution of the Organisation, after giving a
comprehensive and positive definition of health, states that
“The enjoyment of the highest attainable standard of health
is one of the fundamental rights of every human being...”.
Health is not only emphasised as a value but also health
equity between countries is raised in the Constitution:
“Unequal development in different countries in the
promotion of health and control of disease, especially
communicable disease, is a common danger.”
In 1977, the World Health Assembly resolution WHA30.43
(World Health Assembly 1977) decided that the main social
target of governments and WHO in the coming decades
should be “the attainment by all the citizens of the world by
the year 2000 of a level of health that will permit them to
live socially and economically productive lives”.
Subsequently, in 1979 the World Health Assembly
resolution WHA32.30 (World Health Assembly 1979) urged
the Member States to define and implement national,
regional, and global strategies for attaining the goal of
"health for all by the year 2000. In 1981, WHO launched
a “Global Strategy for Health for All by the year 2000”
(HFA). Health equity was not among the specified
objectives. Since then, this has changed and health equity
and health determinants have been given a higher profile
at global level. For instance, Strategic Objective 7 of the
WHO Medium-Term Strategic Plan (2008-2013) is: “To
address the underlying social and economic determinants
of health through policies and programmes that enhance
health equity and integrate pro-poor, gender-responsive,
and human rights-based approaches” (WHO, 2008a). In
parallel, equity and concern for the most vulnerable
populations is reflected across the other Objectives. One
of the lines of action, where equity has systematically been
referred to as one of the main values, is the series of Global
Health Promotion Conferences.
The WHO Regional Office for Europe has a long-standing
history of including equity in strategy documents. In the
European Regional HFA Strategy, health equity was
included since it was set up in 1980 and through the series
of three updates, the latest of which was in 2005 (WHO
Regional Office for Europe, 1982, 1985, 1999, 2005).
The most recent update underlines the value basis (equity,
in particular) and includes measurable targets with regard

to levelling up the health of the most disadvantaged
populations. It is also noteworthy that the first Health
Promotion Conference (with equity as an underlying value
as stated above) was an initiative of the WHO Regional
Office for Europe in 1984.
Another concrete and visible recent endeavour reflecting
WHO’s value basis in terms of health equity was introduced
at the global level by the late Director-General Lee Jongwook, who drew attention to the fact that throughout the
world, poor people and those from socially disadvantaged
groups get sicker and die sooner than people in more
privileged social positions. In 2005 Dr Lee launched the
Commission on Social Determinants of Health. This
Commission collected a massive amount of evidence on
the social determinants of health with the support of several
worldwide knowledge networks and other initiatives. The
Commission's final report was launched in August 2008,
and contained three overarching recommendations: to
improve daily living conditions; to tackle the inequitable
distribution of power, money, and resources; and to
measure and understand the problem and assess the
impact of action. The World Health Assembly discussed the
report in its sixty-second session, recommended actions to
the Member States (World Health Assembly, 2009) and
requested the Director General to take the work forward
and report to the Assembly after three years. Again, in the
European Region, action was taken early: in 2002 the
regional committee adopted a Resolution on poverty and
health (Regional Committee, 2002) and (in cooperation
with the Italian Government) designated an office entrusted
with supporting Member States to address the social
determinants of health.
The WHO Regional Office for Europe also seems be a
forerunner on the issue of wealth from health. Whereas
public health (disregarding the area of health care services)
and, in particular, health promotion enjoyed a strong value
basis during the latter half of the 20th century, relatively little
emphasis was given to health as a source of wealth.
Extensive work has since been done in the Regional Office,
partially with the support of and in collaboration with the
European Union in order to understand the economic
impacts of health both at the societal and individual levels.
This was further raised to the political agenda at the Tallinn
Conference of Health Systems, organised by the Regional
Office for Europe in 2008. The Tallinn Charter connected
the value of health and its impact on wealth: “Beyond its
intrinsic value, improved health contributes to social wellbeing through its impact on economic development,
competitiveness and productivity. High-performing health
systems contribute to economic development and wealth.”
Likewise: “...today, it is unacceptable that people become
poor as a result of ill health”. A definite commitment was
made to equity: “We, the Member States, commit ourselves
to... promoting shared values of solidarity, equity and
participation through health policies, resource allocation
and other actions, ensuring due attention is paid to the
needs of the poor and other vulnerable groups...” (WHO
Regional Office for Europe, 2008).
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Considerations for moving forward
The public health discourse has changed remarkably at the
global level since the 1990s (McQueen et al. 2007).
Attention has been drawn increasingly to health systems,
their impact on population health and society as a whole
(including economy); the broad determination or
“production” of health and equity in health; and,
consequently, inter-sectoral action for health or HiAP, as
suggested by the Finnish Presidency of the European Union.
As individualist and collectivist approaches in health seem
to oscillate, the mix of concepts currently characterising
public health reflect some kind of new collective agenda,
without forgetting health as a basic value and human right,
but paying attention to the realities of the society.
Interestingly, health seems at the same time to become
increasingly politicised.
The European Union’s increasing commitment to work on
health equity is remarkable, as the primary objective of the
Union is to promote economic growth. In order to turn this
political commitment into action that also genuinely covers
the core areas of European Union policies, it is necessary
to include good data collection, data analysis and its
presentation to decision makers and citizens. Data and
information also need to be collected not only on ill health
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outcomes but also on policies and measures and on health
outcomes. Health ministries in the Member States need to
be capable of grasping, understanding and turning this
information into actions in their various social, cultural and
political contexts.
The challenge to close the gap is great and cannot be
achieved by the health sector alone. Inter-sectoral action is
needed at the global level among international
organisations, at the European Union level across policy
sectors, and at the national and regional level across
government sectors. Inter-sectoral mechanisms exist in all
Member States but efforts are needed to use them better
and develop new formal and informal functional links with
other sectors to create health-conducive societal policies,
and this requires both capacity and resources. There is no
single recipe that can be recommended: one size does not
fit all. However, comparable and reliable information is an
important starting point.
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This chapter explores challenges and opportunities related
to monitoring social determinants of health (SDH) and the
reduction of health inequalities in the EU. It addresses the
following issues: selection of targets and indicators to
monitor social determinants of health and health equity;
opportunities to strengthen monitoring and evaluation
efforts, including improving and linking data sources and
increasing disaggregated data; strengthening EU surveys to
cover more countries and monitor more effectively the
implementation of policies across sectors and their impact
on health inequalities; shaping policies and informing
actions on social determinants of health that incorporate
an equity perspective; and approaches to influencing
research priorities towards improving the monitoring of
health inequalities. The chapter concludes with options for
moving forward an EU agenda in this area. Annex V,
subannex A supplements the chapter with information on
identifying the appropriate measurement approach.

The importance of monitoring social
determinants of health and health
inequalities in the EU across the population
Large, avoidable differences in health outcomes exist
between and within EU Member States with signs that these
are growing in many countries. There are gaps in existing
knowledge, particularly regarding the impact and
effectiveness of health policies and policies of other sectors
in reducing health inequalities. The lack of appropriate,
routinely available and comparable data within each
country and across the EU is one of the key barriers to
greater knowledge and effective analysis of how to reduce
health inequalities.
Monitoring systems collect data on specified indicators to
provide stakeholders with information on the extent of
progress and the achievement of objectives at any given
time or over time (OECD, 2001). The improved monitoring
of health inequalities and of the social determinants of these
inequalities is necessary to support the formulation and
evaluation of policies and interventions of the scale, size
and intensity needed across a range of sectors. Appropriate
data enhances target-setting, helps increase transparency
and accountability by revealing progress towards health
equity targets both within and outside of the health sector,
and enables better allocation of resources by documenting
the extent of the need for and the potential benefits of public
spending. It also provides a useful basis for evaluation, i.e.
the systematic and objective assessment of an ongoing or
completed project, programme or policy, including its
design, implementation, outputs and outcomes (OECD,
2001).
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The reduction of health inequalities requires action on
social determinants of health (SDH), and these actions
involve not only the health sector but the whole of society
(CSDH, 2008). Sectors beyond health have a direct or
indirect impact on SDH and on the pathways to equitable
and inequitable outcomes. Without an explicit picture of the
distribution of health and its social determinants through
adequate monitoring, awareness and responsibility for
reducing absolute and relative health inequalities are
limited. There is limited accountability for the injustices
created or perpetuated by policies and programmes within
and across sectors, while the evaluation of interventions
often ignores whether inequalities increase, decrease or
remain stagnant over time (Sadana et al. 2007a).
Monitoring systems should include indicators that measure
SDH and methods for linking data from different sectors to
understand their impact in reducing or perpetuating health
inequalities. These should also include a balance of
measures reflecting factors that increase the risk of ill health
and those that protect and promote the wellbeing and
development of populations throughout their lifecourse.
Health inequalities in Europe are found among the most
disadvantaged and the rest of the population, as well as
across different population groups and all socio-economic
groups (Donkin, Goldblatt & Lynch, 2002; Kunst, 2008;
Marmot et al. 1997a; Marmot, 2005; Mackenbach et al.
2008). A social gradient exists whether comparing life
expectancy, health risks or morbidity levels across
population sub-groups based on various socioeconomic
indicators (Commission of European Communities, 2009).
A traditional focus on aggregate health outcomes or simple
averages in official data means that health equity and its
economic, social and political causes remain relatively
invisible (Whitehead 2009). As such, monitoring systems
need to be sensitive in order to capture inequalities across
the entire social gradient, rather than focus only on
population averages or known vulnerable groups.

Selection of targets and indicators relevant
to health equity
The strengthening of national, regional and global systems
to monitor SDH and to catalyse actions to reduce health
inequalities requires the establishment of norms and
standards for key targets and indicators. These should
enable the monitoring of progress and the evaluation of
what works and what does not in different contexts and over
time (Murray, Lopez & Wibulpolprasert, 2004). For health
equity, agreed targets and indicators could illustrate health
distribution, the achievement of human rights and barriers
to access, as well as providing insights on cross-sectoral
approaches in planning interventions to support the most
vulnerable populations and those across the entire social
gradient (Bambas, 2005).
Targets are what could be achieved by a country, society or
organisation within a specific timeframe. They also identify
the expected and desired outcome of a programme,
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intervention or policy. Typically they reflect outcomes and
require baselines (OECD, 2001). Indicators are the
quantitative or qualitative measurements that provide a
valid and reliable means to measure progress towards or
achievement of the stated target and outcome (OECD,
2001).
The selection of targets can be based on sub-national,
national, regional or global development and policy
priorities, or the context of the country or region, and often
reflect existing indicators measured within a defined area.
National political processes are important in selecting
targets, establishing approaches to meet targets and
ensuring accountability towards progress. The global health
equity targets proposed in the CSDH report (2008, page
197) are illustrative of what could be used as common
points. However, they would require adaptation to the EU
context, including its epidemiological profile, and would be
driven by national or sub-national processes. Targets
relevant to Europe would certainly build on the debates and
advances outlined in recent years (Whitehead, ScottSamuel, & Dahlgren, 1998; Marmot et al. 2010).
The usefulness of an indicator reflects what it actually
measures and how this information can be used, whether
for advocacy, agenda setting, inputs for priority setting,
policies, or accountability frameworks. The challenge is to
identify data and measures for each indicator that are
clearly understood by several different target groups and
stakeholders. For health equity monitoring, simpler
measures may be more transparent and easier to interpret
than complex summary measures. This is even more
important when using and communicating data across
national boundaries, given the questions of comparability
and interpretation that are inevitably raised (HMN, 2008).
Within Europe, the selection of indicators could also reflect
what is useful both within the EU and for other Member
States of the WHO European Region.
The framework describing the production of health
inequalities (Figure 1) adapted from the Diderichsen model
(Diderichsen & Hallqvist, 1998; Diderichsen, Evans &
Whitehead, 2001; Solar & Irwin, 2007) helps to identify
indicators for monitoring systems that address SDH and
resulting inequalities.

Figure 1. Commission on Social Determinants of Health (CSDH) framework linking social determinants of health and distribution of health
Source: CSDH, 2008 (p 43). Permission to reprint is being requested.

The framework has four components. The social, economic,
and political ‘context’ within a society determines to what
extent societies are stratified, how a range of assets or
deficits are distributed and used among a population, and
the resulting distribution of health. Intermediary
determinants are the pathways that lead from root causes
to differences in health. These increase or lessen differential
exposures or vulnerabilities, such as material circumstances
(e.g. housing, environment, consumption potential for food,
clothing, etc.), psychosocial factors (negative life events, job
strain, etc), and the interactions between behavioural
factors (e.g. smoking, diet, alcohol consumption) and
biological factors. Health systems are also an important
determinant of health that can mitigate or worsen the effects
of adverse material, psychosocial and behavioural
conditions.
To support the CSDH, WHO compiled criteria for
addressing global monitoring and health statistics specific
to health equity and SDH (Sadana et al. 2007a). Based on
the available data, recommended indicators for monitoring
global health inequalities cover a broad spectrum of types
of determinants (root causes to risk conditions) and a range
of health outcomes, directly linked to the CSDH framework.
Based on a review of the existing global data, WHO
identified some 25 indicators covering each of the
framework's four components as potential candidates for
global monitoring (Sadana et al. 2007). This review
provides the basis for the application of indicators in
different countries, such as featured in the Marmot Review
Final Report Fair Society, Healthy Lives (Marmot MG et al.
2010). Such indicators could be used by global and
regional monitoring platforms in order to widen the breadth
of determinants monitored in a comparable manner, for
instance within the WHO's Global Health Observatory,
currently under construction.

EU policies confirm the need to incorporate equity and
social determinants dimensions within existing Europeanwide monitoring mechanisms. The Lisbon Strategy
(2000-2010), as the broad overarching strategic policy
objective of the EU, aims to stimulate economic growth and
employment while maintaining high levels of social
protection. The inclusion of healthy years of life as a key
structural indicator of success is an important element of
the strategy. The social (and health) components of the
Lisbon Strategy could be strengthened by ensuring greater
complementarities with the EU Sustainable Development
Strategy (SDS) (2006-2010), which emphasises
environmental, public health and social principles. Guiding
principle 6 (of 10) of this strategy notes that "the
Commission and Member States will promote better health
and disease prevention by addressing health determinants
across all relevant policies and activities" (Lavin & Metcalfe
2008). In some cases, new indicators might be developed
to monitor progress towards EU policy objectives.
At the national level, some countries across Europe have
set policy targets to reduce health inequalities on a limited
number of indicators, such as the infant mortality rate or
life expectancy. Within the health sector, EU Member States
have already agreed to the objective of addressing
inequalities in health outcomes by supporting a common
set of indicators based on Eurostat's public health statistics.

Opportunities to strengthen monitoring
efforts and the role of the EU
A clear vision is needed to go beyond marginally or
incrementally improving existing data sources and to
consider innovations that offer a paradigmatic shift in the
approach to data collection, analysis and application,
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perhaps reflecting a combination of statistical methods and
technological improvements coordinated across Europe,
e.g. involving the EU, the Organisation for Economic Cooperation and Development, and the WHO Regional
Office for Europe.
Health data is usually generated either directly from

populations or from institutions (HMN 2008), with typical
sources shown in Table 1. Population-based data sources
include censuses, civil registrations, and household and
other population surveys, where data relates to the whole
population and not only to users of the services of
institutions. Institution-based sources generate data as a
result of administrative and operational activities.

Table 1. Health Information Data Sources and Social Position/Equity Stratifiers
Source: Adapted from HMN (2008).

Type

Health indicators

Equity stratifiers

a broad range of health outcome and service
indicators, e.g. mortality, morbidity, access
to, utilization and cost of health services

usually most stratifiers:
sex, socioeconomic status,
ethnicity/race, geographical area

Censuses

limited information on health status;
maternal mortality

major stratifiers:
sex (always),
socioeconomic status, ethnicity/race,
geographical area (most of the time)

Civil registration

mortality,
cause of death (sometimes)

sex and geographical area (usually),
education/occupation (sometimes)

a wide range of indicators depending on
the institution, individual cases of disease and
other health events captured by surveillance
systems and condition specific disease
programmes;
events with important health consequences
produced in other sectors (e.g., unintentional
injuries, homicides, suicides, road traffic
accidents, environmental and meteorological
incidents and alerts on food and product safety)
data on the density and distribution of health
facilities, human resources for health, budgets
and expenditures, drugs and other core
commodities, and key services

geographical area,
sex (sometimes)

Population-based
Surveys

Institution-based
Individual
records
Service records
Financial and
resource
tracking
information

Challenges facing current monitoring efforts
In most countries, health information systems are not
designed to routinely generate, synthesise or disseminate
data and information on 1) SDH; 2) health inequalities; or
3) the associations between the two (Sadana et al. 2007a;
Abouzahr & Boerma 2005). These limitations are found
within the health sector as well as across other sectors that
contribute to health.
Health measures are not usually well linked to the policy
monitoring systems of other sectors and, in cases where they
are, access and use in policy decision making is limited.
This presents a major barrier to gaining greater
understanding and targeting policies to address SDH and
health inequalities. Countries that do not have data that
technically enables a link to be made between health and
social conditions or in which access is limited also face an
increased likelihood of bias in reporting of health
inequalities and a potential mismatch in subsequent policy
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responses and programme investment. A study by
Shkolnikov et al. 2007) documents how studies based on
unlinked data led to an underestimate of mortality in
disadvantaged groups and an overestimate of mortality in
advantaged groups.
Across Europe, it is usually the case that 1) broader policies
tend to target vulnerable groups rather than the entire social
gradient; 2) monitoring average improvements remains the
standard rather than monitoring how improvements are
distributed across the population, and 3) health equity is
seldom used as a standard measurement of the progress
and impact of development policies, since these tend to
focus on economic development goals.
Many existing national and EU surveys and data sources
lack equity stratifiers, resulting in the inability to
disaggregate health status in population or institution-based
monitoring. Despite the efforts of many national statistics
offices to increase harmonisation, they have not enabled

the measurement of health inequalities across the social
gradient (Finnish National Public Health Institute 2002).
Nevertheless, existing mechanisms for data collection at the
EU level record information at the Nomenclature of
Territorial Units for Statistics (NUTS) levels, even if limited
data exists for understanding variations between social
groups and between localities in each administrative area.
Measuring equity stratifiers is not always a clear-cut process
without common norms or standard data sets, e.g.
measuring economic status when data on income or
expenditure is not available. Depending upon the
stratification approach, the social pattern of each health
measure, determinant, or consequence will take on a
different shape. Although education, income, and
occupational class are often used interchangeably for
socioeconomic status, the relationship between these
measures and health outcomes reflects different
phenomena and different causal mechanisms (Geyer et al.
2006). All three should be used whenever possible
(Masseria 2009). Moreover, complex interactions between
gender, sex and other social stratifiers need to be
acknowledged. For example, the adverse impact of low
socioeconomic status on women's health is further
compounded by gender inequalities (WHO 2009).
Disaggregating data according to sex, while constituting
one of the first steps in an analysis of gender-based health
inequalities, is not sufficient for understanding and
documenting all contributing social determinants (Rohlfs et
al. 2007).
All countries have health surveys but in many, particularly
in the case of newer EU members, there are limitations
concerning the size and representative nature of the
samples and regarding the nature and frequency of followup (Bobak 2009). Apart from the 27 EU Member States,
there are some 25 additional countries that belong to the
WHO European Region in which national or cross-national
comparative data on health inequalities is equally limited.
However, mechanisms such as EU collaborative work
through the EU Neighbourhood Policy, EU development
cooperation assistance and accession tools could help to
improve this situation. A systematic overview of the pros and
cons of current EU surveys for the collection of health
information is available (Masseria et al. 2007).

global datasets could also be pursued. Advances in
comparable data across Europe should supplement rather
than undermine the status or standards of existing in-depth
national surveys that enable valid and detailed
disaggregated analyses of subpopulations.
The future international coordination of survey design (such
as a core set indicators and equity stratifiers) and
implementation could facilitate and improve cross-country
comparisons and strengthen EU monitoring systems.
Seminal studies by researchers in the EU on socioeconomic
inequalities and health outcomes have produced key
findings on the relationship between socioeconomic status
and health outcomes, regarding which subgroups to
compare, the identification of indicators, and the
development and recommendations of new methodologies
for analysis (Marmot et al. 1991; Mackenbach & Kunst
1997; Kunst 2008) (See Annex III, subannex B). This work
has influenced broader European and global monitoring of
health inequalities and could constitute a basis for
strengthening future efforts both regionally and globally.
Other steps have been taken across the EU to improve
monitoring and the networking of Member States and key
stakeholders. Measuring and fostering the progress of
societies in all dimensions (economic, social, and
environmental) through global accountability and
development mechanisms is gaining importance. The
Millennium Development Goals are a key step in this
direction. Several institutions and organisations, including
the EC, have also signed the Istanbul Declaration to support
broader national monitoring efforts (De Looper & Lafortune
2009). The recent report by the Sarkozy Commission also
favours equitable and sustainable development indicators
over the primacy of Gross Domestic Product (GDP) (Stiglitz,
Sen & Fitoussi 2008). A measurement of health across the
population which extends beyond mortality, such as the
distribution of healthy lifeyears (HLY) analysed by social
conditions, would also be a major step forward.
The quality of health-related data and indicators across EU
health information systems could benefit from
improvements in the following criteria, which build on the
IMF Data Quality Assessment Framework (DQAF) and the
IMF General Data Dissemination System (GDDS) (HMN –
Health Metrics Network, 2008).

Ways to strengthen EU monitoring systems
EU-wide data collection can be an economical way to
improve the knowledge base for national policymaking and
to enable countries to learn from each other (Xavier, Price
& von Nordheim 2009). Ways to improve data availability
include the wider implementation of existing EU surveys
(e.g. EU Statistics on Income and Living Conditions (EUSILC), European Health Interview Survey and EU survey on
disability) and a greater adherence to regulations
addressing all fields of public health statistics. These
advances could be used to identify indicators that are
comparable over time and across the EU (Masseria et al.
2007). Moreover, coherence with other cross-national or

• Timeliness and periodicity. All countries need a nationally
defined, minimum set of health indicators used regularly in
national programme planning, monitoring and evaluation.
Data on these indicators should be collected routinely to
enable the assessment of trends, with reporting frequency
depending upon the type of indicators and the likelihood
of change (HMN 2008).
• Comparability and harmonisation. Good quality data
does not necessarily equate with comparable data.
Harmonisation efforts need to be improved to facilitate
measurement of a broader set of social inequalities. Other
sources of data within and outside the health sector could
27

be used to assess the association between health and social
conditions, while the gold standard would be through a
unique identifier, as employed by several EU countries. A
common protocol, harmonisation of terms and data
collection standards would enhance comparability yet are
dependent on agreed policy priorities across the region
(Masseria et al. 2007).
• Accessibility. Given the barriers posed by EU regulations
on access to and use of disaggregated data, there is an
expressed need for the development of international
standards for the collection and sharing of disaggregated
data and its use to facilitate accessibility while ensuring the
protection, privacy and security of personal information.
Efforts have been made to improve health information
systems across the EU. The EU has facilitated mechanisms
across the region to improve data collection,
standardisation, comparability, quality, utilisation and
dissemination of social and health-related topics. An expert
group was established in 2005 to review evidence and
exchange information on policies and practice, with a
number of EU health programmes supporting initiatives on
health inequalities:
• The Working Party on Health Indicators co-ordinates
horizontally all the activities of the Health Information Strand
of the EU Public Health Programme to ensure that indicators
are developed in line with the needs of European health
information and knowledge systems, and that the
prerequisites for indicator implementation are created. The
European Community Health Indicators Monitoring
(ECHIM) is a three-year project (December 2011) aimed at
developing and implementing health indicators and health
monitoring across the EU and within all EU Member States.
• Additionally, the European Community Household Panel
(ECHP) survey and its successor, the EU Statistics on Income
and Living Conditions (EU-SILC) survey, were established
and special health modules were included in the
Eurobarometer surveys. European funding has also enabled
the creation of the Survey of Health, Ageing and Retirement
in Europe (SHARE), which collects panel data on individuals
aged 50 and over, and the recent development of the
European Core Health Interview Survey (ECHIS). Efforts to
collect macro-level health indicators disaggregated
according to educational or income level and regional level
within the I2SARE project are under way (Health Inequalities
Indicators in the Regions of Europe) (Masseria 2009)
• The EUROTHINE project, supported by the EU public
health programme, has collected and analysed information
on socioeconomic inequalities in health from a wide range
of European countries to facilitate mutual learning and to
help policy makers develop rational strategies for tackling
health inequalities. The project built on existing networks to
develop health inequalities indicators; to provide
benchmarking data on inequalities in health and health
determinants; to assess evidence on the effectiveness of
policies and interventions to tackle the determinants of
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health inequalities; and to develop a European clearing
house for tackling health inequalities. The results of the
project continue to inform research activities across Europe
on SDH and equity.
• The WHO European Health for All database (HFA-DB) is
a central database of independent, comparable and upto-date basic national health statistics; disaggregation at
the subnational level according to equity stratifiers is limited.
DevInfo provides mechanisms both for facilitating countrylevel compatible data shared between government sectors
and development partners, and for monitoring subgroups
according to equity stratifiers.
• The Task Force on Health Expectancies was established
in 2005 by DG Health and Consumer Protection to ensure
that Healthy Life Years (HLY) move forward towards meeting
the Grade A criteria for Structural Indicators and to prepare
for the next cycle of summary measures of population health
(SMPH).
• The main aim of the European Health Expectancy
Monitoring Unit (EHEMU) is to provide a central facility for
the coordinated analysis and synthesis of life and health
expectancies, to provide evidence of inequalities between
Member States (MS) and to highlight potential targets for
public health strategies both nationally and at a panEuropean level.

Informing action on social determinants
and health inequalities
Monitoring and analysis without a link to policy action has
limited value in tackling socially determined inequalities in
health and needs to be seen as integral to the ongoing
cycle of policy setting and evaluation. Similarly, the
availability of policy intelligence that demonstrates clear
links between health and social inequalities is a factor likely
to contribute to action on social determinants and health
inequalities (SDHI). While not all Member States have the
same available resources, tools or pools of expertise to
address the different causes of health inequalities (European
Commission, 2009), countries can use existing data and
tools to formulate, monitor and evaluate policy and
programmes that address equity and SDH.
In each country the choice of what to monitor varies, as do
the techniques employed. This partially reflects different
explanations for health inequalities within national policies
and goals in different countries, the range of policy sectors
and other stakeholders involved, and historical approaches
to monitoring. Across the EU there is a predominant policy
concern to reduce poverty-related inequalities in health.
Subsequent targets and monitoring are directed at reducing
gaps between the most and least well-off groups in society
or in geographical regions of a country (Department of
Public Health, 2007). While poverty is one of the main
reasons for explaining socially determined health
inequalities in poorer countries, this does not explain the
persistence or scale of health inequalities in middle and

higher income countries, which is the case of most EU
Member States. Europe as a whole would benefit from
scaling up existing approaches to monitor the social
gradient of health inequalities and from progressively
implementing actions to reduce inequalities across all
groups, not only the poorest or most vulnerable.
Tools, mechanisms and policy intelligence to inform
action on SDH/HI
There is a demand for tools and intelligence that could
inform decision makers on sustaining, scaling up and/ or
institutionalising actions to address SDHI. In a significant
number of EU countries the necessary expertise and
infrastructure for performing policy analysis, particularly
linking health equity and its social determinants, is limited.
EU grants and programmes could usefully incorporate
measures of capacity support in this area, for example
through calls for applications in the EU Regional Structural
Funds or the Public Health Programme.
In response, several collaborative initiatives are under way
or already completed, and inform the European (and
global) knowledge base on policies and actions addressing
the social determinants of health inequalities, including the
Health Equity Project 2008–2010 (WHO Regional Office
for Europe), European country policy learning reviews on
addressing social inequalities in health (WHO Regional
Office for Europe), and others:
• A WHO global Scientific Resource Group that addresses
monitoring, analysis, research and policy also involves
experts and institutions from across Europe including the
EC and Organisation for Economic Co-operation and
Development. In cooperation with Member States, the
group will recommend global norms and measurement
standards and strengthen available intelligence and tools
for the evaluation of cross-sectoral policies and
mechanisms with a focus on addressing SDHI.
• The EU GRADIENT project is a 3-year initiative to
synthesise which public policies are effective in tackling the
gradient in children’s health and to develop a consensusbased European evaluation framework as a tool to support
countries in monitoring and evaluating policy impact on
reducing the gradient in children’s health (EC, 2009-2011).
• ‘Health Assets in a Global context’ is an initiative to
support the systematic collection and collation of evidence
and knowledge that demonstrates the benefits of investing
in the assets of individuals, communities and organisations.
This is a collaborative effort by the University of Seville and
the University of Hertfordshire. To date, many policies and
programmes that aim to address health inequalities focus
on identifying the problems and needs of populations that
require professional resources and high levels of
dependence on hospital and welfare services. This leads to
a situation in which policy development concentrates on the
failure of individuals and local communities to avoid
disease, rather than on their potential to create and sustain

health and continued development. This initiative will
identify new indicators and develop new methods for
monitoring and evaluating asset-based approaches for
health and development with a particular emphasis on
young people.
• At the national level, the Marmot Review in England
(United Kingdom) is an example of a comprehensive crossgovernment review that analyses how current policies are
performing in order to address the social gradient in health
in England. It makes recommendations for remedying or
refining policies and investments to strengthen impact on
reducing health inequalities in the future, implementing
progressive universalism. A tool for use by other countries
interested in carrying out similar national reviews is also
planned.
• A 2009 study in the United Kingdom found that major
initiatives to address SDHI, such as the CSDH, the Acheson
report and the Black report, have not included an economic
analysis of different policy options (Epstein et al. 2009).
New work in this area incorporates this perspective,
including that carried out by the WHO Regional Office for
Europe, the Marmot Review, and EuroHealthNet.
• Another tool to assess the potential health equity impacts
of existing and proposed policies within and outside of the
health sector include Health Impact Assessment (HIA). HIA
is a decision support tool that provides an analysis of the
potential effects of a planned policy, programme or project
on health dimensions (Davenport, Mathers & Parry 2006).
HIA may also lead to a better consideration of health
impacts in policy development carried out by other sectors
and encourage cross-sectoral work (Davenport, Mathers &
Parry 2006; Den Broeder, Penris & Put 2003).
• Across EU Member States, HIA has been adopted and
applied over the past 15 years as a structured process to
guide and inform decision-making and as part of an overall
process of development of healthy public policy (Metcalfe
& Higgins 2009a; Metcalfe & Higgins 2009b; Davenport,
Mathers & Parry 2006; Elliott & Francis 2005). In addition,
the European Commission requires all major policy
initiatives and legislative proposals to undergo an impact
assessment using an integrated approach that identifies the
potential economic, social and environmental
consequences (European Commission 2009).

Influencing research priorities to improve
monitoring of health inequalities
One of the CSDH’s overarching recommendations is a call
for continued monitoring and research: "to measure and
understand the problem and assess the impact of action"
(CSDH 2008). Research on social determinants and health
inequalities has described the size and nature of the
problem, knowing which social structures, indicators, and
processes are causally related to health inequalities.
Significant findings have provided evidence across Europe
regarding the extent to which social determinants contribute
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to health inequalities, even though important issues remain
less well understood, such as why health inequalities are
persistently reproduced across generations in spite of
changing disease profiles and radical social changes. At
this critical juncture, the EU has an opportunity to support
an expanding body of research addressing the solutions to
problems: assessing the strategic drivers of reductions in
health inequalities, the differential health effects of policy
interventions and the impact of alternative options for
enhancing equity.
Improving research requires several components: (1)
coordinated research priorities that are funded, (2)
implemented with appropriate human and institutional
capacities, (3) results that are synthesised and widely shared
with different sub-populations, and (4) knowledge
developed and used by a wide range of stakeholders and
decision makers to improve policies and programmes. This
research needs to be linked to the evaluation of pilot
initiatives to reduce inequality and must lead to action to
increase the scale and intensity of initiatives that work.
Given the possibility that research findings fail to capture
women’s and men’s differential realities and potentially
introduce systematic gender biases, a careful review of
research methods and data is warranted (Ostlin, Sen, &
George 2004).
Nationally funded and EU-funded health research during
the past six frameworks have addressed some of these
issues; the Seventh Framework (2007-2013) could offer a
powerful platform to strengthen research efforts on the
monitoring of health inequalities, given its aim to improve
the health of all European citizens and to achieve
improvements in global health. Adopting a social
determinants approach to research priorities and funding
in practice could mean that 1) methods to improve the
monitoring of health inequalities are strengthened for health
topics that address vulnerable and marginalised groups
(such as the EU-funded projects EUROTHINE and
I2SHARE), 2) more systematic approaches are adopted to
monitor health gradients across society linked to broader
socio-economic determinants of health, and 3) this
research is mainstreamed in other sectors beyond health.
Opportunities for European-wide investment in research on
strategies, designs and methods to advance monitoring of
health inequalities include:
1) designs and methods that enable the measurement of
policy processes, drawing on and linking a wide range of
data, including making better use of qualitative data
(Bonnefoy et al. 2007; Kelly et al. 2007; Marmot & Friel
2008), extending beyond behavioural and other individual
determinants of illness, and norms for indicators and
measures to monitor health inequalities (Östlin et al. 2009);
2) approaches to stratify, analyse and communicate
disaggregated data within and across populations,
including intersections between different social hierarchies,
such as gender and wealth (Iyer, Sen & Östlin 2008);
3) approaches to synthesise research findings on what
works to reduce health inequalities, enabling greater clarity
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on what can be transferred to other settings, the dynamic
nature of equity, and what is context-specific; and
4) ensuring that collected data enables the identification of
policies and interventions that reduce health inequalities
within and outside the health sector, and beyond national
borders (CSDH 2008; Ostlin et al. 2009, Tugwell et al.
2006, Schrecker 2008).
Research advances are needed to inform monitoring that
takes into account multilevel perspectives, linking social
system characteristics, health interventions and individual
health outcomes.

Considerations for moving forward
The importance of monitoring social determinants of health
and health inequalities in the EU across the population
Given the avoidable differences in health within and across
countries, monitoring across the entire population can
support the formulation and evaluation of policies and
interventions of the scale, size and intensity needed across
a range of sectors to improve health and health equity.
More emphasis is needed on outputs from a number of
sectors (e.g. employment rates, educational performance,
pre-school participation, tax and social protection systems)
across the entire social gradient, broadening the current
focus on health outcomes and vulnerable groups.
Selection of targets and indicators relevant to health equity
Targets and indicators can reflect sub-national to global
development policy priorities. Targets proposed in the
CSDH report (with indicators adapted from its framework
in order to reflect a European epidemiologic profile and
national or sub-national efforts) could be used as a basis
for developing measures that are relevant across Europe,
covering EU and Member States of the WHO Regional
Office for Europe.
Opportunities to strengthen monitoring efforts and the role
of the EU
Current challenges facing EU monitoring systems include
the inability to collect and analyse data from health and
other sectors and a lack of adequate equity stratifiers. The
priority of strengthening monitoring within and across
countries would benefit from increasing coordination,
harmonisation and the accessibility of data from population
and institution-based sources that complement rather than
replace in-depth existing mechanisms at the national level.
Informing Action on Social Determinants and Health
Inequalities
Traditional monitoring systems do not always provide timely
information needed to evaluate policies and to identify
actions that work in different settings. Given the differences
in health between countries there is a need for the ongoing
publishing of how these differences change over time and
for a discussion of how European policies influence them.

Further investment and support is needed to facilitate the
systematic use of tools and intelligence to inform decision
making involving actors across political, technical,
programme and social domains of governance. The said
tools and intelligence need to be based on the analysis and
evaluation of ‘live’ policies and interventions.
Influencing research priorities to improve monitoring of
health inequalities
Indicators, associated research and evaluation also need
to focus on identifying what works on a sufficient scale to
make a difference. Innovations are needed to identify the
strategic drivers of reductions in health inequalities, the
differential health effects of policy interventions, and the
impact of alternative options for enhancing equity. The
Seventh Framework (2007-2013) could offer a powerful
platform for strengthening research efforts on the
monitoring of health inequalities, given its aim to improve
the health of all European citizens and achieve
improvements in global health.
Options
Policy / Mechanisms
• The EU and Member States should agree on objectives
and milestones for long-term monitoring that is not
constrained by existing data. An initial step could be to
support the development of a set of indicators to monitor
important policy targets and illustrate the social gradient of
each health measure across countries and over time.
• Guidance for the collection and sharing of disaggregated
data and its use should be developed further, while ensuring
the protection, privacy and security of personal information.
• Existing instruments should be used, such as structural
funds and those for countries that are candidates for EU
accession, to support and encourage countries to
strengthen their capacity and data for the monitoring and
analysis of inequalities as part of the mainstream
harmonisation process.
• Policy and practices should be shaped so that EU-funded
research or the evaluation of programmes link together
action on broader determinants of health and reduction in
health inequalities.
• EU and Member States should support an expanding
body of research addressing solutions to the identified
problems: assessing the strategic drivers of reductions in
health inequalities, the differential health effects of policy
interventions, and the impact of alternative options for
enhancing equity.
Methods

example, an important stratifier, such as educational level,
can be selected and in the short term death records and
annual population data can be disaggregated while in the
longer term death certificates can be linked with census
information.
• Norms and standards should be adopted for data
collection and analysis in order to monitor progress and
trends in the reduction of inequalities.
• The EU should map national data sources, including
health and other social indicators and equity stratifiers, and
compare this list with country-specific health priorities in
order to indicate whether the required data for measuring
inequalities already exists or needs to be collected.
Collaboration
• Collaboration between the EU and international
organizations such as WHO, the Organisation for
Economic Co-operation and Development, the Council of
Europe and the EU should be strengthened in terms of
monitoring inequalities and creating mechanisms for
collecting evidence and supporting solutions for reducing
health inequalities within and between countries.
• Links should be strengthened between existing institutions
specialising in SDHI monitoring and a European network
structure should be created for know-how development and
exchange, which the EU could benefit from. In addition, the
network should seek to strengthen the capacity of and
alliances with institutions from countries that joined the EU
after 2004.
• The efforts discussed during the Country Health Systems
Action Plan (Bellagio, Italy 2008), the Bamako Ministerial
Forum for Health Research (Mali, 2008), the 12th
European Health Forum (Gastein, Austria, 2009) and other
forums on health inequalities should be continued, as
should research, featuring a review of EU-funded research
projects that evaluate interventions addressing broader
determinants of health and health equity.
• Efforts should be strengthened to increase the accessibility
and usefulness of research for policy makers within the EU
and in other European countries, including the
strengthening of networks of other potential users, such as
civil society organisations and centres of excellence outside
the European region.
• Global norms and standards should be developed with
WHO's new Scientific Resource Group on Equity Analysis
and Research for monitoring health inequalities; and
responses to queries by policy makers should be
coordinated with the WHO Regional Office for Europe,
balancing evidence-based options and data from
monitoring systems.

• National census data should be strengthened (with
information including equity stratifiers), as should annual
cause-of-death data that can be individually linked. For
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IV. INEQUALITIES IN CHILD HEALTH
Luis Rajmil, Catalan Agency for Health Technology
Assessment and Research (CAHTA), and Municipal
Institute of Medical Research (IMIM-Hospital del Mar)
Barcelona, Spain
Barbara Starfield, The Johns Hopkins University and
Medical Institutions, Baltimore, MD, USA

This section presents an overview of inequalities in child
health, discusses the importance of a lifecourse perspective
for addressing the social gradient in child health, and
summarises initiatives to promote equity in child health. It
also proposes interventions aimed at improving policies to
reduce inequalities as well as next steps for moving forward
in the monitoring of and action on inequalities in child
health in Europe. Annex V, sub-annex B supplements this
chapter by proposing indicators for monitoring inequalities
in child health.

What is known about inequalities in child
health
The only way to reduce inequalities in child health and to
achieve a new generation of adults with equitable health
opportunities is to prioritise child health equity in
government policies. Government priorities set the context
for multisectoral and multi-stakeholder activities, which is
consistent with the stewardship function of the government.
There is an urgent need to implement interventions with a
reasonable evidence of effectiveness that can reduce health
inequality during the prenatal period, early child
development, and adolescence.
Despite generally improved health resulting from scientific
advances underlying medical care in the last half of the
twentieth century, large differences in health remain
between countries and across the various social groups of
children. Infant mortality rates (under one year of age) in
the EU271 decreased from an average of 28.6/1000 live
births in 1965 to 4.7/1000 in 2006-2007, but there is a
considerable variation between countries, with a 10-fold
difference between countries with the highest and the lowest
rates at the end of period. There are also significant
differences between groups and areas within countries. For
instance, in the United Kingdom, which has explicit targets
to reduce infant mortality, the infant mortality rate among
manual labour groups in 2004-2006 was 17% higher than
the rate for the total population, and had increased from
the 13 percent difference recorded a decade ago
(Department of Health, 2007).

1

Austria, Belgium, Bulgaria, Cyprus, Czech Republic, Denmark, Estonia,
Finland, France, Germany, Greece, Hungary, Ireland, Italy, Latvia,
Lithuania, Luxemburg, Malta, the Netherlands, Poland, Portugal,
Romania, Slovakia, Slovenia, Spain, Sweden and the United Kingdom.
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In 2005, nineteen million children lived under the poverty
threshold in the 27 EU Member States; these children
represented almost one in five of all children residing in
these countries. In most countries, children are
proportionally at a higher risk of poverty and social
exclusion than the rest of the population (European
Commission, 2008). There is considerable evidence as to
the impact of social factors on the health of the poorest and
most disadvantaged children. Children living in poverty,
vulnerable children from migrant populations or ethnic
minority groups, children from jobless families, and children
from single-parent families have worse health outcomes,
much higher infant and under-five mortality rates, and lower
immunisation rates (European Commission, 2009). Young

persons from low socioeconomic status and from less
affluent areas tend to die from injury to a greater extent than
others in EU27, although most studies on injuries come
from high-income countries in Northern Europe, limiting
their generalization.
Only recently has interest focused on the concept of a social
gradient in health; that is, the greater the social
disadvantage, the worse the health (Starfield, 2008).
Several studies have described gradients in infant mortality,
under-five mortality, and mortality related to injuries in
childhood and adolescence according to family social
class, level of education and family income. Large
differences in health and burden of disease attributable to
environmental factors among children and adolescents
were also found between European countries (Valent et al.
2004). Family socioeconomic position may be an
independent variable, undoubtedly interacting with other
factors (Bolte et al. 2005). Most conditions are associated
with a social gradient in child health; few health outcome
measures (e.g. myopia; allergies; atopy; some cancers)
have not revealed a social gradient pattern.

The development of new multi-domain health status
instruments has enabled a broad view of health and its
relationship with social position. KIDSCREEN is a family of
questionnaires developed in several European countries.
The summary index of this instrument, which collects
information on self-reported health and well-being, was
recently administered in the Health Behaviour in SchoolAged Children (HBSC) WHO collaborative cross-national
study. Inequalities in health and well-being were analysed
according to the wealth of the family. The study revealed
inequalities observed for the KIDSCREEN summary score,
with a gradient between the least wealthy and the wealthiest
families in almost all 15 countries analyzed (Figure 2). This
figure shows the gradient in children’s reporting of their
physical and emotional well-being, family and peer
relationships, and satisfaction with school performance,
according to the material resources of the family. These
inequalities—found to a lesser extent in some countries—
would also be associated with differences in other measures
of health between countries, given that the KIDSCREEN was
developed cross-culturally.

Figure 2. Socioeconomic differences in self-reported KIDSCREEN-10index scores
according to the Family Affluence Scale (FAS) in 15 European countries
Source: Adapted from Erhart M, et al.: Int J Public Health; 54 (suppl.2); 160-6. Notes:
KIDSCREEN index scale scores: 0-100. 11, 13, and 15 year-old children from the
Health Behaviour in School-Aged Children (HBSC) WHO Study 2005-6. All differences
are statistically significant atp<.001 except for Greenland.
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Results from the international report on inequalities arising
from the 2005-2006 HBSC survey clearly showed that
children, especially girls, from progressively less affluent
families were increasingly likely to report fair or poor health,
multiple health complaints and less satisfaction with health.
The Child Health and Illness Profile (CHIP), developed in
the United States, is based on a broader concept of health
and provides separate domain and subdomain scores as
well as profiles of individuals and, by aggregation, profiles
of different groups of individuals. Studies using the CHIP
have shown consistent social class gradients in the profiles
of children and adolescents: a greater proportion of
children of lower social position are included in the poor
profile type, and progressively higher social position is
associated with an increasing proportion of the goodexcellent profile type. Approaches using instruments such
as KIDSCREEN and CHIP, which analyse the burden of
disease, contribute to a better understanding of the nature
of the relationship between social position and morbidity
than do specific disease-oriented models.
Despite national and regional efforts made to date,
differences in the capacity to produce data on health
inequalities among and within Member States of the EU27
make it difficult to compare, monitor, and evaluate national
and international interventions.

Lifecourse approach
Cohort studies have investigated the influence of maternal
health and pre- and postnatal health on future adult health,
and the relationship between social position and future
health. In particular, British cohort studies have shown that
poor maternal health and nutrition, which are more
common in women in disadvantaged social positions, are
associated with increasing rates of intrauterine growth
retardation and low birth weight of offspring, as well as
consequences later in life, such as an increased risk of
coronary artery disease (Galobardes et al. 2008). This is a
clear example of an intergenerational disadvantage
creating a vicious cycle in which poor health, along with
social position, leads to poor health in the next generation.
Children suffering from an illness during childhood are
much more likely to later suffer recurrences of that disease
or other diseases. These cohort studies using a lifecourse
approach have contributed a great deal to the knowledge
of how social position can influence future health, and
inversely, how health can influence social position (Kuh and
Ben-Shlomo, 1997). Other cohort studies analysed health
outcomes other than disease or mortality. For example, the
cohort from New Zealand found a social gradient on
physical health (dental health, body mass index) and
tobacco dependence at 26 years old in children who grew
up having a low socioeconomic status (Poulton et al. 2002).
Childhood is a vulnerable period in which genetic and
family-related factors interact with exposure to
environmental factors (e.g., housing and living conditions)
and other social influences, producing a complex
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combination of effects on health. Some factors can guard
against future health problems (resilience), whereas others
(e.g., unhealthy lifestyle habits) are a risk compromising
future health (Starfield, 2008). Addressing resilience
requires identifying individual and community contexts that
increase the likelihood of better health, a very important
consideration in childhood in the context of their lifecourse
(for example, promoting family involvement, social
problem-solving, and safe physical and social
environments). More in-depth studies, targeting both
individuals and populations, are needed to better
understand the pathways through which each factor
interacts with and influences the others, and under what
circumstances and contexts within and across countries. .
Although social gradients in child health have been found
in almost every population, the specific effects of
deprivation on material needs, educational level, and
psychosocial factors, and the interactions among these
elements over the lifecourse, are still poorly understood and
are not automatically transferable to all populations and all
health outcomes.

Initiatives promoting equity in child health
and proposals of interventions
The UK Black report of 1980 was one of the early initiatives
aimed at systematically examining social inequalities
among the general population, including children.
Considerable effort has also been made to develop models
to explain and better address inequalities in child health.
More recently, certain international agencies such as the
United Nations Chilldren’s Fund (UNICEF) (2007) and the
World Health Organization (WHO, 2008), as well as some
national governments, have published reports addressing
this issue. Nevertheless, much more effort is needed to
make equity in child health and action on social
determinants of child health a common priority in
government agendas.
The WHO Commission on Social Determinants of Health
(CSDH) proposed closing the health gap in a generation
by using a lifecourse model. This model shows how
inequities in early child development are one of the main
factors contributing to future health inequalities among
adults (Early Child Development Knowledge Network ECDKN, 2007). Poor academic achievement has negative
consequences later in life that contribute to
intergenerational disadvantage. The way a child interacts
with the environment, as well as his/her physical, cognitive,
emotional, and social development at an early age
significantly influence her/his future health, education, and
social participation. Investing in early child development
can be a powerful “equalizer” if interventions have the
largest effect on the most deprived children.
The CSDH highlighted the need for a continuum of care
from pre-pregnancy through pregnancy, childbirth and the
early days and years of life. Good nutrition is crucial and
begins in utero with adequately nourished mothers. It is

important to promote initiation of breastfeeding within the
first hour, skin-to-skin contact immediately after birth, and
exclusive breastfeeding in the first 6 months of life, as well
as to ensure the availability of and access to healthy diets
for infants and young children improving food safety. The
CSDH also pointed out the importance of promoting
maternal and early childhood education and gender equity.
Poor educational attainment is associated with an increased
risk of unemployment, and unemployment is associated
with poor adult health. Early gender socialisation, and
cultural norms creating the distinction between ‘masculine’
and ‘feminine’ roles can have consequences along the
lifecourse.
Both the individual and the population perspectives need
to be considered when deciding on the most effective
interventions to reduce social gradients in child health
(Starfield, 2007). A specific influence on the health of a
child may be individually very strong (high relative risk), but
if it is not common in the corresponding population, it will
not contribute to social gradients. On the contrary, a
common influence in health among certain population
groups may considerably contribute to social gradients even
if there is only a small increased risk for disadvantaged
children (population-attributable risk). For example, public
health spending contributes heavily to reduce under-five
mortality among socially disadvantaged children because
mortality in this age group is more common among
disadvantaged children than among socially advantaged
children.
Many improvements in child health are influenced by
policies in areas other than health. For example, the
addition of vitamins to food products, fluoride in drinking
water and food quality standards, educational and
childcare standards, control of environmental emissions,
among other policy measures, can improve child health
(IOM, 2004). Traffic safety standards such as child car seats
have prevented countless injury and death cases. Analysis
of European data, such as the Nordic Experience: Welfare
States and Public Health (NEWS) can provide detailed
information on the impact and importance of certain
determinants of health in order to enable effective action
related to specific population groups (Lundberg et al.
2008).
Implementation of a comprehensive, coordinated,
multidisciplinary approach to early child development by
using one of the strategies with demonstrated effectiveness
is a matter of social policy at the regional and the national
level. Universal social policies have proven to be more
conducive to better health for all than strategies addressing
specific population subgroups. Nevertheless, as often
happens, better-off children benefit first when new
interventions are implemented (Victora et al. 2000). One
of the main purposes of social policy should be to provide
high-quality, adequate health care, particularly focused on
increasing resilience and reducing health threats. A
summary of the literature showed that well-organised
primary health care reduces inequalities in health with an

especially significant influence on infancy and childhood
(Starfield et al. 2005). Moreover, since health systems
encompass both personal and population services as well
as activities to influence the policies and actions of other
sectors, coordinating actions with educational and social
services is crucial to achieving the objective of reducing
inequalities in child health
To decide what interventions would be most cost-effective
in reducing child health inequalities, an in-depth analysis
of the ways by which social influences affect health at local,
national and international levels is needed.

Policy implications and future directions
The first step to improvement is to recognize the problem.
The positive outcomes achieved in most child health
indicators over the previous decade may be reversed in the
context of the global economic crisis that began in late
2008. If governments and society as a whole intervene at
younger ages, implementing effective programmes to
reduce health gaps and facilitating early child development,
the necessary investment will pay for itself. Returns on
human capital investment are greatest for children, because
younger people have a longer time horizon to recover the
fruits of the investment.
Future research on inequalities should start with children.
Children have been subjected to fewer cumulative
influences than adults, making it easier to determine which
factors exert a significant influence on them. Giving greater
visibility to inequalities requires a broadening of the type of
data and information used for socioeconomic analysis,
along with greater research efforts and monitoring. Studies
analyzing health inequalities in childhood should determine
the likely relative magnitude of various influences based on
previous studies and test their impact on different social
groups in the population. The evidence should be analyzed
according to the relative likelihood of the risk leading to a
problem, as well as in terms of the extent to which the risk
has a large influence on populations. In light of this, the
forthcoming study on child health to be carried out by the
European Commission and published in 2010 is timely and
important.
A policy of collecting information in order to stratify the
population into major subpopulation groups should be
promoted. Furthermore, a variety of competing hypotheses
should be included, and testing for interactions and the
main effects of influences should be carried out. More
studies using a longitudinal design are needed to test both
long-term and short-term influences. Current policy
perspectives continue to focus largely on disease, illness
and the health services relevant to their diagnoses rather
than on factors that facilitate healthy development. Instead
of narrowing the focus on specific diseases on a one-byone basis, a broad conceptualization of morbidity and
health profiles should be adopted, using new and
innovative methods for characterizing the morbidity burden.
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Mortality and child health indicators should be
systematically collected according to gender and
socioeconomic strata (and other variables such as migrant
status and ethnicity; see chapter VI) at the national and
European level. This data would enable the monitoring and
evaluation of interventions aimed at reducing health
inequalities. The EC can help by promoting coordination
mechanisms and by facilitating the exchange of information
and participation in various information sources, such as
the EU Statistics on Income and Living Conditions (EUSILC), the European Health Interview Survey, the EU survey
on disability, the Labour Force Survey (LFS), and other
international data collection projects (e.g., PISA, HBSC,
TIMMS, PIRLS, EUROMOD simulation). European
initiatives, such as the European Strategy for Child and
Adolescent Development and its assessment experiences,
the indicators proposed by the Child Health Indicators of
Life and Development (CHILD) project, and the
EuroHealthNet initiative should also be taken into account.
Annex V, sub-annex B contains authors’ considerations on
indicators for monitoring child health inequalities.

early detection and treatment of physical, emotional, and
cognitive deficits, and preventing social exclusion in the
populations of children at highest risk.

From a policy perspective, it is also important to ascertain
to what extent policies aimed at families or adult family
members, even when not explicitly targeting child wellbeing, in practice alter children’s chances of healthy
development. Specific policy measures to reduce
inequalities related to social class, gender, education,
income, ethnicity and migrant status would also be helpful
in terms of reducing inequalities in children’s health. For
example, measures focused on protecting the first year of
life by promoting work policies that help parents take care
of their child (e.g., facilitating maternity and paternity leave)
would be beneficial for children’s development.

The interventions and experience of countries and regions
with experience in reducing child health inequalities should
be taken into account, using the established criteria related
to efficiency and maximizing equity. Promoting strategies to
reduce differences in maternal education levels, as well as
providing universal access to education for preschoolers (35 years old) and 0-3 year olds would help to reduce health
gaps in current and future generations. Efforts to ensure
universal quality education should not only be limited to the
early years. Inequalities in educational outcomes affect
physical and mental health, as well as income, employment
and quality of life (Marmot MG et al. 2010). Therefore,
sustained efforts to reduce social inequities in educational
outcomes, from preschool through to higher education and
beyond, are necessary.

New and existing knowledge can provide useful information
for policy makers, who must choose the best approach to
reduce and ultimately eliminate the social gradients that
compromise the health of children and the adults that they
will become, and which in the long run influence society’s
chances of success in achieving a better life for all.

Considerations for moving forward
The first step that the EU Member States should take is to
give greater recognition to the existence of inequalities
during childhood and to urgently implement or strengthen
measures aimed at reducing child poverty, vulnerability and
social exclusion within the EU27. Any proposed measure
should take into account not only income redistribution, but
also other social transfers and the political and social
context in which the strategy will be implemented.
Interventions on early child development and health should
be based on reasonable evidence of effectiveness in respect
of guaranteeing prenatal and childhood care, enabling the
36

The European Commission has a role to play in assisting
child health policy coordination within the EU27. Better
coordination could facilitate action to promote early child
development and resilience to health threats through the
available services (education, health, and social services),
as well as action to reduce differences between and within
regions.
Universal access to health services and high-quality primary
care for all children in all regions has proved effective in
reducing child health inequalities. It is one policy strategy
that has proved its worth in improving health and health
equity and, as such, should be used as a model for other
social sectors. A broad conceptualization of morbidity and
health profiles should also be adopted, using new and
innovative methods for characterizing the morbidity burden,
instead of focusing solely on specific diseases.

Social gradients in child health within and between
countries, in respect of both mortality rates and the
incidence of several childhood conditions and injuries, are
widespread. Some of the reasons for these differences are
very clear. Nonetheless, the scarcity of data and the varying
capacity of the EU27 Member States to produce data on
health inequalities make it difficult to draw comparisons,
while also limiting the strength of the evidence and the
generalization of the results. It is important to promote
studies that will increase the capacity to understand how
interacting influences operate in different national and subnational contexts.

V. EMPLOYMENT CONDITIONS AND
HEALTH INEQUALITIES
Johannes Siegrist, Department of Medical Sociology,
University of Duesseldorf, Germany

Adverse employment and work conditions make a
significant contribution to the explanation of health
inequalities in the EU. Therefore, concerted efforts are
needed to monitor and reduce health-endangering work.
This chapter provides a short review of scientific evidence,
showing the social distribution of health-adverse work and
employment and highlighting the importance of these
conditions in explaining health inequalities. It illustrates how
these conditions can be monitored at different levels, most
importantly at national and international/European level. It
also highlights the need to improve and supplement existing
monitoring activities by illustrating innovative examples from
several EU Member States.

Introduction
Employment and working conditions contribute to the
development of social inequalities in adult health in all EU
Member States and beyond to a significant extent. They are
of critical importance for population health and health
inequalities in at least four interrelated ways:
• Firstly, labour market and economic policies determine
employment rates and conditions (e.g. precarious, insecure
or informal work). These have a major impact on a range
of life chances associated with paid work as a main social
role in adult life.
• Secondly, wages and salaries provide the main component
of income. Low and insecure income affects health via material
deprivation, unhealthy behaviours and stressful experience.
• Thirdly, adverse working conditions in terms of physical,
biological and chemical hazards, risk of injuries, long or
irregular working hours, shift work and physically
demanding work increase workers’ risk of ill health.
• Fourthly, as the organisation of work and employment has
changed significantly during the last century, psychological
and socio-emotional job demands and challenges have
become more common. Increased work pressure, often in
combination with reduced job security, contributes to a high
prevalence of adverse psychosocial work environments.
These demands and threats have been shown to have a
direct effect on the mental and physical health of workers
in the long run.
These four types of health-adverse employment and
working conditions (1. unemployment and precarious work;
2. low wage jobs; 3. jobs involving physical, biological or
chemical hazards or increased risk of injury; 4. jobs in an
adverse psychosocial work environment) are unequally
distributed across the workforce, leaving those in lower
socioeconomic positions at higher risk. It is therefore
important to monitor these conditions and to document
their effects on workers’ health as a basis for targeted policy
and workplace-related measures of intervention and
prevention.
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Social inequalities of work and employment
and their contribution to the health
gradient
The education and skill level of people is of critical
importance for their employment opportunities and their
occupational standing. In all countries with available data,
the unemployment rate is strongly patterned according to
the level of educational attainment and skill training,
leaving those with lower skills at higher risk. This trend is
aggravated by the continued globalisation of the labour
market and by its growing segmentation into well-trained
jobs on the one side (high-technology industries;
professional services) and low-paid unskilled jobs on the
other side. However, the recent economic and financial
crisis has affected parts of the more highly trained workforce
in Western countries as well. Long-term unemployment (for
longer than one year) is associated with a substantial
increase in fatal or non-fatal cardiovascular or
cerebrovascular events, in all-cause mortality, depression
and suicide (as the most serious outcome of depression).
Moreover, several limiting physical and mental disorders
and health-adverse behaviours are more prevalent among
the unemployed in comparison with employed people, even
after adjusting for health selection and other important
confounders (Kasl & Jones 2000, Schnall et al. 2009).
Job instability, often due to downsizing, restructuring,
merging and outsourcing, is highly prevalent in
occupational groups with a lower socioeconomic status, in
those working under temporary or fixed-term contracts, and
in migrant workers. The same holds true for several forms
of non-standard work arrangements and precarious jobs,
such as contingent, home-based or informal work. In
addition to low job security, these employment conditions
are characterised by low wages, greater hazards in the
workplace and exposure to a variety of physical and
psychosocial stressors. As a result, an increased risk of ill
health was observed in the respective occupational groups,
in particular musculoskeletal problems, poorer mental
health and long-term sickness absence. In addition, several
groups of less privileged workers are deprived of
appropriate social protection and access to healthcare
services, thus aggravating their work-related burden of
disease. Some studies also report elevated mortality risks
among employees with involuntary temporary work or
among those ‘surviving’ massive downsizing. However,
generally speaking, scientific evidence of these latter
associations is less consistent than in the case of
unemployment (Ferrie et al. 2008).
Today, every sixth worker in Europe is exposed to toxic
substances in the workplace and a high prevalence of noise
has been reported. Physical, biological and chemical
stressors at work make a significant contribution to the
prevalence of work-related diseases and injuries.
Construction workers, agricultural workers, transport
workers, miners and unskilled or semi-skilled blue-collar
workers in the industrial sector experience these conditions
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more often than white-collar employees. Restricted posture
at work, repetitive movements and heavy lifting are more
prevalent among lower status workers, reducing their
likelihood of working to retirement age and increasing their
chances of receiving a disability pension. Physical,
biological, ergonomic and chemical hazards at work are
often combined with an adverse psychosocial work
environment, thus multiplying respective health risks.
Similarly, long work hours and shift work may endanger
workers’ health. Jobs with an overtime schedule have a
higher injury rate while those who work more than 11 hours
a day experience twice as many coronary events as those
working less hours. Night shifts are particularly relevant as
a potential source of work accidents, cardiovascular and
gastrointestinal problems and eventually cancer (Siegrist et
al. 2009).
Monotonous jobs or repetitive work where high quantitative
demands are combined with a low degree of control and
decision latitude (‘job strain’) are more often confined to
people with a low skill level, affecting both manual bluecollar workers and lower level service occupations. For
instance, in a British study, the proportion of those reporting
low control at work ranged from 6 percent among
managers and professionals to 47 percent among semiskilled or unskilled workers. A similar social gradient is
observed with regard to a severe lack of social support from
colleagues or supervisors at work. High demand in
combination with low control and low social support was
identified as a major psychosocial stressor at work that
leads to significantly elevated relative risks of incident
physical and mental disorders, in particular coronary heart
disease and depression. Moreover, long-term sickness
absence and disability pensions occur more often under
these conditions. Similar results are observed if workers
experience an imbalance between high effort spent at work
and low rewards received in return, where rewards include
money, promotion prospects, job security, and esteem.
Overall, in a ten-year observation period, almost twice as
many cardiovascular events and depressive disorders occur
in workers exposed to an adverse psychosocial work
environment in terms of these two models (‘job strain’ and
‘effort-reward imbalance’), compared with less stressed
workers. In addition, psychosocial stress at work was found
to be associated with an increased risk of metabolic
syndrome and type 2 diabetes, alcohol dependence,
musculoskeletal pain, and reduced physical and mental
functioning (Cartwright & Cooper 2009, Schnall et al.
2009, Kivimäki et al. 2006, Siegrist et al. 2009).
There is robust evidence indicating that at least the crucial
components of the two models, i.e. low control and low
reward at work, follow a social gradient, leaving those with
the poorest qualifications at the highest risk of exposure.
These members of the workforce are therefore the most
vulnerable to the adverse health effects associated with
stressful work. In fact, a significant proportion of the social
gradient of adult health can be explained by an adverse
psychosocial work environment, above and beyond the
effects that are attributable to material stressors at work. It

was also demonstrated that the magnitude of the effect on
health produced by psychosocial stress at work is larger
among lower status workers than among higher status ones,
probably due to the former’s lack of appropriate coping
resources (Marmot et al. 2006, Siegrist 2009).
In summary, all four conditions of poor quality of work and
employment in modern societies mentioned above were
found to contribute to a higher burden of disease, a higher
rate of premature retirement from work, often due to
disability, and a higher probability of early death. The lower
the workers’ socioeconomic position, as defined by their
level of education or level of material living circumstances,
the higher the risk of work-related morbidity and mortality.
Importantly, there is a social gradient across the whole of
society. The further one moves down the occupational
ladder, the worse one’s health becomes. This trend is
aggravated by additional social inequalities related to
gender, ethnicity, and regional deprivation. Therefore, in a
society that is concerned with health inequalities, the extent
of these problems needs to be monitored, along with their
determinants and consequences. The resulting evidence
can then be used to design and adjust policies and
programmes to maximise health benefit for all.

The role of monitoring adverse work and
employment conditions in reducing health
inequalities
Ideally, routine monitoring systems for work-related health
should be in place locally, nationally and internationally.
Furthermore, these systems should be complemented by
additional, scientifically driven representative data. At
European Union level, this aim is still a long way from being
fulfilled since large differences exist at the stage of the
national development of monitoring systems. Some of these
differences are due to legal requirements regarding data
protection, to the different responsibilities assigned to
organisations within the health and work sectors, and to
varying levels of political awareness and commitment.
Moreover, it is often difficult to link occupation-related data
to health-related data, e.g. based on morbidity or mortality
registers, or based on data from sickness funds, pension
insurance institutions or occupational health and safety
offices. International, national and local surveys that
monitor occupational conditions, with or without explicit
links to health information, constitute a promising
approach, providing that valid and conceptually sound
measures are used. A short summary is provided here on
current monitoring activities at national and EU levels, and
some future directions of the respective actions are listed.
At the European level, work and employment conditions
with relevance to health inequalities are monitored by a
variety of initiatives. Most prominent among these are the
first four European Working Conditions Surveys and
additional reports from the European Foundation for the
Improvement of Living and Working Conditions and the
European Agency for Safety and Health at Work, including

the European Risk Observatory Reports. The European
Working Conditions Survey has a chapter on the impact of
work on health. The fifth survey is underway and its findings
will be presented at the end of 2010. However, despite the
fact that these and other related reports (e.g. decentralised
Eurostat surveys, such as EU-LFS or EU-SILC, or harmonised
and centralised surveys, such as the European Social Survey
(ESS) demonstrate links between social inequalities and
work, they provide limited evidence on links between work
and health (Parent-Thirion et al. 2007)).
More promising in this regard is the Survey of Health,
Ageing and Retirement in Europe (SHARE), a longitudinal
panel study of representative samples of men and women
aged 50 plus in the majority of European countries.
Detailed occupational trajectories and current work and
employment conditions are monitored in combination with
a set of subjective and objective health indicators. For
instance, based on SHARE data, the results of multivariate
statistical analyses demonstrated that a low socioeconomic
position, as measured by educational attainment,
significantly increased the risk of exhibiting clinically relevant
depressive symptoms during follow-up in the European
countries under study. However, after introducing the two
measures of an adverse psychosocial work environment,
i.e. effort-reward imbalance and low control at work, this
significant effect disappeared while both work-related
indicators remained clearly related to this health outcome.
A further classification of European countries according to
the type of welfare state regime showed that the effect of
work stress on mental health was relatively strongest in the
liberal welfare regime, while the weakest effect was
observed in social-democratic Nordic welfare states, with
an intermediate effect in conservative regimes (BörschSupan et al. 2008).
There is clearly rich potential in exploring the extent and the
determinants of work-related health inequalities across
Europe, linking them to regional and institutional policyrelated variations, setting benchmarks for future
development, and strengthening the evidence base of
targeted interventions. A very recent initiative undertaken by
the EU Committee of Senior Labour Inspectors aiming at
developing an integrated set of measures concerning
psychosocial stress in the workplace holds particular
promise in this regard. These developments are supported
by initiatives taken by various Member States. Three such
initiatives are briefly mentioned as examples of good
practice.
In England (UK), a new National Statistics Socio-Economic
Classification (NS-SEC) was introduced in 2001 to monitor
social inequalities in current work and employment
conditions in a reliable way. Its five key dimensions are pay
structure, the quality and period of a work contract,
promotion prospects and the degree of flexibility in working
time. NS-SEC data is linked to administrative data on health
including mortality, thus offering rich information on workrelated health inequalities and their development over time
(Rose & Pevalin 2003). Additional efforts have been
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undertaken by the Health and Safety Executive (HSE) where
a standardised measurement of psychosocial stress at work
has been implemented as a web-based tool, providing
options for comparing work stress levels between branches
or companies and enabling them to monitor progress
following worksite health promotion activities. Furthermore,
in England one of the world’s leading research projects on
the role of work in explaining health inequalities, the
Whitehall II study of British civil servants, was set up and
remains active.
A different approach has been developed in Denmark
where the Danish Work Environment Act, which came into
force in 1995, opened new options for monitoring
occupational risks. This act puts the main burden of
responsibility for employees’ health in the workplace on
employers but provides substantial support in the form of a
broad network of labour inspectors. Meanwhile, elaborated
guidance tools have been developed, comprising 24
sector-specific standardised assessment devices for
monitoring health-adverse working conditions. Based on
these assessments, tailored counselling activities are
provided by trained labour inspectors. Denmark is also one
of the few countries within the EU that maintains an
internationally visible National Research Centre for the
Working Environment with close links between basic science
and applied research.
More recently, France has become a highly committed
Member State with regard to occupational health following
an initiative by the Ministry of Labour to develop a unified
measurement tool for assessing health-adverse working
conditions. To this end, an expert committee, set up in
2008, is expected to complete its mission in 2010. Its work
is based on a comprehensive review of the international
state of the art, including ongoing surveys and
epidemiological investigations in France, as well as on a
series of meetings with prominent scientists and on close
cooperation with social partners. An innovative approach
that bridges research in a major attempt to reduce workrelated health inequalities is currently being developed by
the ‘CONSTANCES’ project. This project is planned as an
epidemiological population-based open laboratory
encompassing a population of some 200,000 persons
covered by the National Health Insurance Fund who will be
offered a comprehensive health examination and
consultation irrespective of whether they are employed in
the formal or informal labour market or whether they are
unemployed.
These national examples are not unique, but they do
illustrate the range of innovative approaches adopted in
order to monitor work-related health inequalities and to
develop actions to reduce them. It is hoped that these
approaches will be instrumental in advancing and fulfilling
the aims declared by various European institutions and
organisations (including the Community Strategy 200740

2012, the Health Strategy 2008-2013, the Renewed Lisbon
Strategy 2008-2010, the Employment Guidelines, the
European Pact for Mental Health and Wellbeing) and
emphasised by the most recent resolution of the World
Health Assembly.

Considerations for moving forward
• Efforts towards monitoring health-endangering
employment and work conditions need to be strengthened
at the national and European levels, taking account of
available evidence from scientific and administrative
sources.
This can be achieved by implementing routine
administrative monitoring systems for work-related health
in all member states, complemented by scientifically driven
standardized surveys mirroring worker’s experiences of
adverse work and, where available, health. National and
European agencies and organizations in charge of
occupational health and safety need to be strengthened to
advance and implement respective knowledge.
• Actions aiming at extending fair employment and 'good'
working conditions are required to reduce health inequalities
in adult populations.
To this aim, provision of fair employment and improvement
of ‘good’ work should become a central goal of
government policies, in line with principles of a sustainable
economy. Furthermore, labor standards and labor market
regulations should be used to tackle harmful work and
employment conditions. Specific aims include the
enhancement of job security and of participation at work,
the promotion of control and reward at work, and the
strengthening of work-life balance.
• These actions should include appropriate measures of
social protection and access to health care for all employed
people, as well as measures of reintegrating sick, disabled
and unemployed people.
Importantly, surveillance and monitoring of healthendangering work needs to be combined with adequate
provision of, and access to, occupational health care
services, and with regulations that adequately cover the
workers’ need for protection. Sick, disabled, and
unemployed people should be reintegrated by applying
early intervention and rehabilitation models and by
endorsing initiatives for reintegrating newly and longer-term
unemployed into work.
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This chapter focuses on monitoring social exclusion and
structural health inequality (HI) in the European Union. It
proposes an integrated battery of indicators to measure the
impact of social exclusion on health inequalities as well as
its interaction with other (structural and contextual) social
determinants of health. It builds on previous work carried
out by WHO and EU institutions and researchers. Key
dimensions of structural HI such as child poverty and
employment conditions, reviewed in previous sections of
this report, are also briefly covered here. This chapter is
divided into four sections. The first section defines social
exclusion as a cause of structural HI. The second and third
sections review research evidence and action priorities in
the EU, and propose a summary battery of indicators based
on them. The fourth section presents the summary and
conclusions. Annex V sub-annexes C-E set forth a more
detailed battery of indicators based on a review of existing
indicators in the EU.

Social exclusion and the structural roots of
health inequality (HI)
Research in the EU and elsewhere confirms the structural
roots of HIs. The structural nature of HI in practice means
that they cross the social gradient; and they affect most
those in lower positions of the social structure (upon whom
a multiplicity of socially patterned health risks accumulate
across their lifetime) often trapping them in poverty and ill
health. Being poor, unemployed or underemployed, socially
excluded and stigmatised usually go hand in hand.
Socioeconomic disadvantage and social exclusion are
distinct but closely related causes of HI (which together we
will call social disadvantage). Both are independently
associated with various risk factors, including
discrimination, high stress levels, unhealthy life behaviours,
and violence. Social exclusion is also directly associated
with premature mortality, controlling by socioeconomic
status (SES), as well as with chronic disease and mental
disorders. People living in poverty who are socially excluded
are more likely to lack access to accurate information and
good quality health care, as well as to other basic political
and social power resources. Sickness and weak social
protection can further exacerbate the risk of poverty and
social exclusion. Ethnic minorities and migrants, the
unemployed or underemployed, the poor, women, children,
the sick and the aged are especially prone to fall into this
poverty trap and vicious circle of powerlessness (European
Commission 2010a; European Foundation for Living and
Working Conditions 2010, 2007; Council of Europe 20082001; International Centre for Migration and Policy
Development 2003).
Socioeconomic disadvantage and social exclusion are often
used as synonymous terms. Socioeconomic status (SES) is
defined within the literature on HI by three interrelated
dimensions: income (and wealth), employment (and
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occupation) and education. Social exclusion encompasses
a broader set of social, cultural and political factors. Also,
being disadvantaged in terms of SES is an end state,
whereas social exclusion is a complex multidimensional
process, and its impact on HI involves all other SDH as
causal mechanisms.
The in-depth study of the Social Exclusion Knowledge
Network (SEKN) of the Commission on Social Determinants
of Health (CSDH) included the development of a

framework/model for analysis that portrayed how the four
main dimensions of social exclusion (social, political,
cultural and economic) converge in the area of social
stratification. The model depicts how social stratification, in
turn, leads to differential exposure and vulnerability to ill
health and results in health inequalities (SEKN, 2007).
Figure 3 sums up the conceptual model proposed to
connect SDH, HI and social exclusion, combining both the
SEKN framework and the framework the CSDH used for its
overarching analysis on SDH.

Figure 3. Social determinants of health and social exclusion
Source: Author’s elaboration, amended from CSDH (2008).

Social exclusion, SDH and structural HIs
In 1946, a documentary made by the British Encyclopaedia,
based on classic sociological theory, summarised in four
scales and eleven minutes the main social determinants of
democracy (see the figure in Annex V, sub-annex E). The
figure depicts a professor explaining how democracy
depends on the equal distribution of social power resources
(such as (A) work, income and ownership; (B) information,
education and knowledge; and (C) respect and social
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support) and also that of (D) political/institutional power
resources (such as civil rights, public investment and
political participation). There is agreement in modern social
theory that the key determinants of HI are the same as the
root causes of despotism: unequal distribution of power
resources across social groups and local communities (Rico
and Costa, 2006). One of the most influential modern
accounts of classic sociological theory on social power
resources is Bourdieu (1990, 1977). Other authors who
have applied this framework to health and welfare are

Caroline Hughes Tuhoy, Walter Korpi, Alexander Hicks and
Joya Mishra.
Figure 3 mirrors sociological theory quite closely. There is
considerable agreement on referring to (A) and (B) as social
class or socioeconomic status, and to (C) as social status,
social support and/or social capital. Meanwhile, (D) is
known as the (socio-)political and institutional context.
Mediating between structural factors and health are (E)
material life conditions, (F) attitudes and behaviours. (G),
the health care system. The only difference between Figure
3 and the general framework used by the CSDH is that (C)
is usually grouped within (F) under “social environment” or
“psychosocial factors” in the simplified version of the model.
Social exclusion as a cause of structural inequality
The reason to highlight social status and support lays in its
key role as a primary structural cause of social exclusion
and HIs. There is overwhelming evidence that social status
and support are closely correlated to SES (Brunner 2009;
CSDH 2008; Marmot and Wilkinson 1999; Wilkinson and
Marmot 2003; León and Walt 2001), and social capital to
income inequality (Babones 2009; Wilkinson and Pikett
2009; Rico et al. 2005; Kawachi et al. 1999, 1998, 1997),
which underlines its structural nature (see also the chapter
on Employment in this report). Low social status and respect
act on HI by triggering social and institutional
discrimination, which leads to unemployment, barriers of
access to health and social services as well as verbal or
physical violence, and from there to ill health and disability.
The causal mechanisms of social exclusion end up
generating structural, chronic low SES and adverse material
living conditions, which lead to further social exclusion. Low
SES itself can trigger the social exclusion process. Other
social stratifiers also prompt overlapping, accumulating
social exclusion processes, especially if based on easily
recognisable features, such as race (racism), sex (sexism)
or age (ageism), as well as some mental illnesses and
disabilities (European Commission 2009c, Sean and
Östlin/WGEKN -Women and Gender Equity Knowledge
Network - 2007, Wilkinson and Marmot 2003; Karlsen and
Nazroo, 2002a, 2002b).

Research on social exclusion and health
inequalities in the EU
Social determinants and health status
In the EU in 2007, 17% of the population were considered
at risk of poverty (that is, they had an equivalized disposable
income below 60% of the national median after social
transfers for the country they lived in), with the highest level
being 25% in Romania and the lowest 10% in the Czech
Republic (European Commission 2010a). Children and the
elderly are at higher risk of poverty than adults, except in
some Eastern and Nordic countries. Material deprivation
reaches 20% on average in Western countries and rises to

30%-60% in Eastern Europe (European Commission
2010a, 2007c; Brook 2009; Dennis and Guio, 2005).
Social capital, measured as the % of the population that
believes that most people can be trusted, oscillates between
20%-30% in Eastern and Southern Europe, and 60%-70%
in the Nordic region (European Commission, 2007a).
During the last decade, poverty did not increase much, but
the income inequality gap widened in almost all countries,
and violence (a good sum indicator of – lack of – social
cohesion) increased (Nielsen et al. 2005; Dominguez et al.
2004).
The gap in life expectancy according to SES and ethnic
minority status in the EU amounts to 10 years, and infant
mortality differences according to SES are five-fold
(European Commission 2008c, 2009a, 2009b, 2009c;
Department of Health of the UK Government 2008;
Rodríguez and Urbanos 2008). Low SES multiplies by 3-4
the risk of depression and ill health, and doubles the risk of
suffering chronic disease or disability (Mackenbach 2006).
There is a six-fold difference between the risk of death of
the socially isolated versus well-integrated people in
Sweden (Wilkinson and Marmot 2003). Living alone
increases the risk of depression and addictions, and low
SES multiplies by 3 the risk of suffering schizophrenia
(Beecham et al. 2000). Between 30% and 50% of the
homeless suffer from serious mental health problems in the
UK (Department of Health of the UK Government, 2008).
HI according to SES are generally greater for women and
the young (Mackenbach 2006). Some health conditions
such as diabetes, hypertension, lung, heart and liver
disease, stomach cancer, schizophrenia and depression are
clearly related to lower family SES. Low weight babies are
7 times more prone than high weight babies to develop
diabetes (Wilkinson and Marmot 2003).
Health attitudes and behaviours explain less than 50% of
HIs. Hence, structural and other contextual social
inequalities must account for more than half of all HIs
(Mackenbach 2006). Attitudes and behaviours are heavily
influenced by structural inequality and, increasingly, by the
health system. Motivation to engage in healthy behaviours
among groups of low SES in Denmark is about half of that
of groups of high SES (European Commission 2007b).
More than 30% of obesity (44% among women) is
attributable to low SES (European Commission 2007b).
According to the CSDH, the risk of smoking or developing
a drug addiction in some countries is almost 10 times
higher for low than for high SES (Wilkinson and Marmot,
2003). For all these reasons, addictions and other risk
behaviours are considered by many a result of mental ill
health rather than a cause of HI (Beecham et al. 2000,
Wilkinson and Pickett, 2009). We have adopted this
perspective in the proposed battery of indicators.
Migrants and ethnic minorities
There are 44.1 million migrants estimated in the EU 27, a
number which represents close to 9% of the total population,
with 5.6 million new migrants arriving in the EU between 2005
and 2010 (UNDP, 2009). Migration can be a win-win
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opportunity for Member States and for migrants, health playing
a major role in migrants’ integration and contribution to societies.
Migration can also exacerbate the impact of SDH: migrants face
specific added health challenges related to their countries of
origin, the migration journey, weak social networks,
discrimination, and cultural and language barriers (Barnett, et
al. 2009; Council of Europe, 2001; Portuguese EU Presidency,
2007).
Migrants and ethnic minorities do not need to be
socioeconomically disadvantaged to suffer social exclusion
(Davey-Smith 2000; Cooper 2002; Krieger at al. 1993). In the
UK, the experience of discrimination doubles the likelihood of ill
health, independently of SES (Karlsen and Nazroo 2002a-b).
Partly as a result of discrimination and other specific challenges,
however, both migrants and ethnic minorities (even those who
have been established in the host countries for centuries, such as
the Roma in the EU or the African American population in the
US) experience lower SES and higher homelessness, school dropout, financial and employment exclusion rates (Portuguese EU
Presidency 2008; Krieger et al. 1993). In the EU, the risk of
poverty for migrants is between 2 and 4 times higher (Elkes,
2008). The most affected groups are Roma (see Box 1 below,
which gives a detailed account of this group, in keeping with the
priority given to it by the Spanish EU Presidency 2010),
undocumented migrants, asylum seekers and refugees. They
tend to live in poor quality and overcrowded housing, as well as
in socially and ethnically segregated areas lacking access to
healthy goods and services, which can further hinder social
inclusion within the host community (Gushulak et al. 2010;
Barnett et al. 2009; Ingleby 2009; European Commission
2008a, European Foundation for Working and Living Conditions
2007). However, paradoxically, segregation also increases social
support and capital, promotes political mobilisation, and can
exert a protective effect upon migrants’ health (Veling et al.
2008).

In spite of suffering high structural inequality, the health
status of some migrants is often above average, a
phenomenon known worldwide as the “healthy migrant
effect”, which in most cases tends to subside after several
years in the host country. It reflects selection processes
acting both before and after migration: prompting failed
migration or the early return home of sick migrants. It is
therefore critical to monitor the health status of migrants in
host communities as well as returning migrants and
prospective migrants in their country of origin, in order to
be able to monitor ethnic-related structural HIs (Llacer et
al. 2007; Markides et al. 2005; Khlat and Darmon 2003;
Razum et al. 1998; Krieger et al. 1993). Pioneering
research on this issue in Spain by Rodriguez-Alvarez et al.
2009), for instance, shows that Moroccan migrants living
in the Basque country have worse mental health but better
health-related quality of life than the Moroccan population.
The unsuccessful social inclusion of young people with a
migrant background or from ethnic minorities is recognised
in the EU (IOM 2009a). Studies indicate that they are at
greater risk than their peers of becoming overweight,
getting involved in accidents or experiencing problems of
psychological adjustment; they also suffer higher depression
from similar discrimination levels than their elders (RavensSieberer et al. 2007; Moreno et al. 2007). There are large
and persistent gaps in the employment of immigrants even
for second generation young people from ethnic minorities
(OECD 2008; Elkes 2008). Many are hired in low-skilled
jobs, including so-called 3D jobs (dirty, dangerous and
degrading). There is an urgent need for specific attention
to the issues of health and safety at work for migrant
workers (European Commission Communication 2007a,
2007b).

Box 1: The Roma population in the EU: Social exclusion and health inequality

The Roma are, among Europe's minorities, one of the largest (close to 12 million throughout the EU). They are greatly affected by persistent social exclusion and wide-ranging poverty. Research demonstrates that a relatively high percentage of
Roma community members suffer serious health problems. Both Roma men and women age faster and die younger than
the general population. Roma may also be at a high risk of non-communicable diseases, such as diabetes, hypertension
and heart conditions. 30% live in substandard housing. Repeated involuntary displacement has also been linked to breakdowns in mental health and child coping mechanisms (Schaaf, 2008). Men in particular are habitual smokers and start
smoking at an increasingly early age. The consumption of vegetables and fruits tends to be low, partly due to poverty and
high prices, whereas animal fat and sugar tend to be more prevalent in the Roma diet (Spanish Ministry of Health and Social Policy 2006).
A significant part of the Roma population in the EU has only limited access to health care, education, housing, and employment services: 10% declare unmet health care needs (not visiting the doctor when sick); 28% of children are not properly vaccinated; 40% of adult Roma women have never been to visit a gynaecologist other than to give birth; 44% of the
adult Roma population have not completed primary school, and only a quarter (24%) have secondary education (Fundación Secretariado Gitano 2009). Roma are also disproportionally involved in informal sector employment. As a result they
only have limited access to social security benefits (Schaaf, 2008).
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Figure 4. Reasons for not visiting a doctor in spite of feeling sick among the Roma Population
Source: EDIS S.S., European Survey on Health and the Roma Community 2009

Since 2009, thanks to the concerted effort of the organisations representing the Roma, the Spanish and Portuguese governments and EU institutions, there is a EU survey (Extended Decentralised Implementation System, EDIS) on their health
and social protection needs. An early, pioneering community health promotion programme in Navarre, Spain (Jarauta et
al. 2010), is reviewed in the section on Health Care below. To promote Roma inclusion, the European Commission has
taken measures including but not limited to launching the Integrated Platform for Roma Inclusion, adopting a communication on Roma inclusion (see Annex II), and convening the second Roma Summit in April 2010 as an official event of the
Spanish EU Presidency (see Annex IV).
Gender across the class & ethnic divides
The impact of SES on women’s health is often considered
to be smaller in Europe than it is on men. In fact, European
women live longer, and the gap in years of life expectancy
by SES is on average 8 years in women and 14 years in
men. However, across the EU, women overall also tend to
be at higher risk of poverty, especially in old age, and the
relative risk of death by SES varies more widely among
women than among men. Reproducing the pattern of the
healthy migrant effect, women often have lower selfassessed health status in spite of having lower death rates.
The impact of SES on unequal health risks for women is
higher for obesity, diabetes and depression, and lower for
smoking, lung cancer and suicide (Mackenbach, 2006).
Female migrants (particularly those who are
undocumented) and women from ethnic minorities are
especially vulnerable to the most extreme forms of social
exclusion: work and housing discrimination, violence and
abuse (Llacer et al. 2007; Thapa and Hauff 2005).
Another similarity between women and migrants is that their
life conditions depend on their own structural position, as
well as on the position of their husbands and family, and
may have changed considerably as a result of marriage or
migration. Both should be surveyed in research (Council of
Europe 2008; Llacer et al. 2007; Borrell et al. 2004; Sean,
Östlin and WGEKN 2007; Mackenbach 2006). Older
migrant women are thus particularly vulnerable due to
multiple risk factors for social exclusion such as poverty,

social isolation and poor health, and due to their relative
invisibility in statistics and research results (Cangiano et al.
2009; AGE 2008).
Health care and social protection
Poverty and social exclusion can present strong barriers to
receiving quality health care. Even if universal insurance is
ensured in most EU countries, some groups risk falling
through the safety net, and not all health services may be
accessible or diversity appropriate. There is little data on
these issues at the EU federal level, even if most Member
States have some data on it. Socially excluded groups, and
undocumented migrants in particular, frequently lack health
coverage.
Women may be dependent on their husbands for coverage,
and lose it if they divorce. Waiting lists are often long, and
prevention and specialist outpatient care are unequally
distributed. Co-payments are often high, and maybe
unaffordable to chronic patients. In many countries, dental
care, psychological counselling and mental health care are
not fully covered. Migrants and disadvantaged groups tend
to use less preventive care and outpatient specialists and
more emergency services. They are often undertreated and
face longer waiting lists, as well as discrimination by health
and social care personnel. They also have lower
vaccination and health care utilization rates (Committee of
Experts on Health Services in a Multicultural Society, 2007).
There is considerable evidence of the critical role that
universal public health and social care has played to reduce
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structural HI as well as child and adult poverty in the EU
(European Commission 2008b; Mackenbach 2006;
Marmot and Wilkinson 2003; Light 1993). As explored in
the UN Report on the World Social Situation 2010, the
concept of social protection, implying universalism, has
given way in recent decades to that of social safety nets,
implying targeting. Universalism emphasises the basic right
of each citizen to social services. Targeting focuses on
eligibility and often involves means-testing (UN 2010). The
CSDH Social Exclusion Knowledge Network (SEKN)
reviewed global evidence on targeting and conditionality,
finding that they can be stigmatising and disempowering,
reproducing exclusionary processes and potentially
exacerbating inequalities. They can also have high
transaction costs, problems with uptake and be subject to
leakage. The SEKN recommended that targeted policies
and action only be implemented within a framework
guaranteeing human rights and universal access to
essential services and socially acceptable living standards
(CSDH, 2008).
As such, targeted measures can, however, play a role in
ensuring the right to health of socially excluded groups who
may fall through the cracks of universal services, as well as
to implement local intervention strategies directly targeted
to address social determinants of health. As stated by Prof.
Marmot in his recent review of the CSDH’s
recommendations for the British Government (Marmot
2009: 11) “Health follows social gradients and this implies
the need for a combination of targeted and universal
policies; [even if] reduction of health inequalities will not be
achieved only by focusing on people at the bottom of the
social gradient”. In particular targeted local-level (hence
not based on means-testing) pro-equity interventions that
coordinate policy and social action for socially excluded
groups and communities present advantages over universal
approaches in the specific field of health promotion
(Mackenbach et al. 2003; White et al. 2009), and have
been successful when based on sufficient and well-allocated
public (and sometimes private) investment. In Europe, an
emblematic early example is the Health Promotion among
Ethnic Minorities programme in Navarre (Spain), launched
in 1987 and focused on the Roma, which has contributed
to expanded primary health care coverage and improved
women and child health (Jarauta et al. 2010). Other
interventions in different European countries and from other
regions (such as Latin America) show similarly good results
of targeted, participatory community care (Judge et al.
2006; King et al. 2009; Meresman 2009; OPS 2009,
2008a, 2006; Borrell and Artacoz 2008). Few of them are
well evaluated (Judge et al. 2006). A recent pilot
community intervention project designed as a clinical trial
and carried out in London achieved a 50% increase in the
% of adults on a healthy diet, a 70% increase in the % of
adults doing regular exercise, and a 30% decrease in
mental health problems (Wall et al. 2009).
Research also shows that dedicated civil society
organisations (CSOs), particularly if embedded in the
community, can play an important role in reaching and
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helping build delivery networks for severely excluded
populations, such as neighbourhoods with high rates of
crime or drug addiction (Pereira and Angel 2009; Sampson
et al. 1997). The European Commission (2001), for
instance, recommends reinforcing rights to universal
services and positive discrimination for migrants, as well as
relying on the support of nongovernmental organizations
(NGOs) for the specific case of refugees. The CSDH
underlines the importance of involving CSOs in
interventions, while underscoring the essential responsibility
of the public sector for leadership in ensuring universal
coverage, focusing on primary health care (CSDH, 2008;
recommendation 9.1).
Migrants and ethnic minorities
Legal residence status, language and cultural differences,
stigmatisation and geographical and financial barriers may
present prominent obstacles to migrants and ethnic
minorities, particularly in seeking access to income support
as well as health and welfare services. The legal status of
migrants has a significant impact on their ability to live
healthy lives and their access to basic human rights such as
health care. Health systems, services and policy often fail
to respond to the particular needs of migrants and ethnic
minorities (International Organisation of Migration 2009 c;
European Commission 2008b; Council of Europe 2001,
2006 and 2007; Wolf et al. 2008; World Health Assembly
2008). Stigma and discrimination may also deter at-risk
groups from seeking support from health services, especially
in the case of mental health as well as Human
Immunodeficiency Virus (HIV) and Tuberculosis (TB) (OSI
2007). Lack of adequate information and knowledge about
available services can prevent or delay utilisation, and the
lack of sensitivity and preparedness (cultural and SDH
competency) of health staff can hamper it further (European
Commission, 2008a-b). The nature of mobility itself can
also make it difficult to identify health care providers and
to complete long-term treatment. As a result of a lack of
availability, accessibility and acceptability of services,
research indicates that migrants and ethnic minorities may
show low health seeking behaviour (Committee of Experts
on Mobility, migration and access to health care 2009;
European Foundation for the Improvement of Living and
Working Conditions 2007; International Centre for
Migration Policy Development 2003). The few studies on
the quality of care that they receive, for example in diabetes,
show worse control of glycaemia, more complications such
as blindness and knee amputations, and lower levels of
satisfaction than the general population (Committee of
Experts on Health Services in a Multicultural Society 2006).
Gender across the class & ethnic divides
Rising concerns about maternal and child health outcomes
in migrants are noted in many studies throughout Europe.
The recognition and management of reproductive and
sexual health issues requires cultural competence among
health care providers, health promotion and prevention
initiatives developed in collaboration with target population

groups, and the use and institutionalisation of community
facilitators/intercultural mediators. Cultural and ethnic
reproductive and sexual health practices and norms among
certain migrant groups and ethnic minorities, on issues such
as teen pregnancies, female genital mutilation, abortion
and the use of contraception, may intensify gender-linked
HI and challenge or clash with those in the host and
prevalent communities (IOM 2009b, Committee of Experts
on Mobility, migration and access to health care 2009;
Council of Europe 2008). Some researchers and official
reports recommend that the % of health professionals and
experts who are women, of low SES and from ethnic
minorities should be monitored, equating this % with the %
of patients belonging to these population groups, as one
of the best strategies to reduce access and cultural barriers,
as well as discrimination and underutilisation.as well as
discrimination and underutilisation.

Monitoring social exclusion and structural
health inequality: proposed indicators and
EU agreements
The proposed indicators are outlined in a summary version
in Table 2 below, and in an extended version in Annex V,
sub-annex C. On the basis of the battery of indicators
compiled by the CSDH (see Annex V, sub-annex D), they
also incorporate a review of recent research by academics
and international organisations on integrating poverty
within health system performance indexes (Fung et al.
2008; Smith et al. 2008; García et al. 2007; Kamanou
2007; Pireus 2007; Schoen et al. 2007; García-Altés et al.
2006; McLoughlin et al. 2001; Marshall et al. 2003;
MacIntyre et al. 2001). In addition, the indicators are
adapted to EU research facts, health needs and policy
goals. EU agreements are summed up in the next
paragraphs and in Table 2. Facts and needs are
summarized below.
Social exclusion and structural HI are key priorities for EU
government institutions, and health is considered not only
a basic human right but also a source of wealth (see Table
2). This is consistent with the fact that a majority of citizens
in the EU think that poverty and ill health respond to
structural reasons and ultimately to social injustice, and not
to the lack of effort of individuals (European Commission
2010a). A recent comparative study with the US shows that,
conversely, two thirds of US citizens believe that the main
cause of poverty is laziness (Alesina and Glaeser 2004).
Two early turning points at the EU level are the commitment
of the European Councils of 2000 in Lisbon and of 2001
in Laeken to fight inequality and social exclusion, and to
monitor it at country level through 18 summary indicators
(including health). The indicators are now routinely
collected by the newly created EU Statistics on Income and
Living Conditions (EU-SILC), which builds on the previous
European Household Panel (see Overview on Part I of this
report; and also Brook 2009, Dennis and Guio 2008, and
the Social situation reports of the DG Employment, Social
Affairs and Equal Opportunities).

Research on social exclusion, SDH and HI shows a complex
causal pattern, which we have grouped into 8 main causes
of HI (4 of which are mainly structural) (see Figure 3). The
position of a given person in the (A-C) social structure and
the (D) political and institutional context varies according to
family origin and adult employment, along with gender and
age, disability and mental health status, ethnic identity,
country of origin, and place of residence. Together with (E)
the local physical environment, it directly determines life
conditions, and influences (F) attitudes and behaviours.
Structural position also determines the chances of (G)
access to good quality health care and social protection, as
well as those of successful political mobilisation in favour
of pro-equity policies. The social structure influences (H)
health and disability through all these channels as well as
directly.
The EU-SILC panel data covers points A, B, D and E quite
well, and also part of points C, F, G and H (Table 2 and
Figure 3). There are special task forces in Eurostat working
on aspects not yet covered, such as ethnicity, disability,
social capital, access to local services and intergenerational
transmission of poverty. Recently, some countries like
Estonia have pioneered the disaggregation of structural
inequality indicators in the EU-SILC survey by ethnic and
local community. It is of critical importance that the current
sample size of the survey is extended to allow for
disaggregation by minority excluded groups, and that
postcodes and local and regional boundaries are recorded.
Of critical importance to excluded minorities is recording
detailed information on family (parents, husband)
background, country of birth and ethnic status. Migration,
mental health, perceived discrimination and stress, and
political mobilization should be also covered by the EUSILC survey in the future.
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Table 2. Indicators and key EU agreements on structural HI

AGREEMENTS AND COMMITMENTS AT THE EU LEVEL

Key Agreements

Pending Issues

• Health is a basic human right and a key source of
wealth and development;
• Health equity occupies a key role in the EU
agenda of making compatible social cohesion and
good governance with growth and jobs;
• Structural inequalities in power resources are the
main social determinant of health inequalities (HIs)
and premature mortality;
• Structural HIs are avoidable by concerted policy
and social action;
• Health and social protection systems must be
proactive to reach the most needy; include culturally
sensitive information in relevant languages; promote
strategies aimed at mutual understanding and
respect; and make suitably trained local
professionals and services accessible and affordable
to all.

• European research has covered the impact of SES
on HI, but has had less emphasis on the role of
migration, disability, mental health and
disadvantaged ethnic and local communities in
relation to chronic low SES.
• There is also little discussion yet in the EU of key
issues of governance such as who should lead
concerted action against health determinants; the
priority of different SHD indicators, or the role of the
health system in promoting pro-equity policies or
impact assessment in the rest of policy sectors.
• The few EU reports on pro-equity health policies
and governance institutions in Europe underline the
leading role in heath inequality research and policy
of the United Kingdom, Ireland, the Netherlands, and
the Nordic countries, which can help fill the gaps still
not covered at the EU level.

PROPOSED INDICATORS TO MONITOR STRUCTURAL HIs
Individual Data
A. Risk & intensity of poverty, family SES and social
mobility, % who owns a house & car;
B. Results in math and literacy or years of educ.;
C. % lives alone or feels socially discriminated;
D. % feels institutionally discriminated, % long-term
unemployed, salary gap, % politically active;
E. % poor housing or low access to healthy food;
F. % stress, little social or recreation activities;
G.% unmet health needs, % without a General Practitioner (GP);
H. % disability & mental ill health (inc. addictions).

Local & Country Area Data
A. Income inequality (S80/S20) within and across
local areas, % areas with >20% population poor;
B. % Illiterate or doesn’t know the language well;
C. Trust, % lone young mothers, elderly & migrants;
D. Legislation, plans & funds to fight discrimination
and structural HI, number of demonstrations;
E. Pollution, work accidents, green areas, water;
F. Violence, imprisonments, homelessness;
G. % areas understaffed in health & education;
H. Inequality in life expectancy and infant mortality.

NOTE: All indicators should be disaggregated by SES, gender, age, sick, migrant, ethnic, refugee, and homeless status. Sources: European Commission (20102007); Council of Europe (2008-2001); WHO Europe (2008). See Annex V, sub-annex D for more details on other EU HI and SDH indexes.
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status, while the same applies to SES but not race in the US
(Krieger et al. 1993). The US is the world pioneer in
collecting data that can be dissagreggated by race, while
the Netherlands and UK have the longest tradition in the
EU (Committee of Experts on Health Services in a
Multicultural Society 2006). During the last EU Presidencies,
Portugal and Spain have been pushing the issue of
migration forward.
This chapter has three main conclusions:

Considerations for moving forward
In summary, there are some good prospects for the
reduction of social exclusion and structural HI in Europe at
the start of 2010. Research, evidence and political
commitments in the European Union on the social
determinants of HI have made considerable progress in
recent years. There is now considerable knowledge,
consensus and committed resources around a set of
priorities and facts: health equity is a basic human right, a
driver of wealth, and a key priority within the EU Agenda;
social determinants of health cause HI and are avoidable
through concerted policy and social action, which should
focus both on vulnerable social groups and on reducing
inequalities across all social groups and local communities
through progressive taxation and universal policies.
This chapter builds a broad conceptual model (Figure 3),
which defines social exclusion as a cause of structural
inequality, maps it connections to other SDH, and guides
the proposed battery of indicators. Its main message is that
structural factors (A-D) both directly and through material
and psychosocial conditions (E-F) cause inequalities in (H)
health status, health risks, disability, chronic illness, mental
health and premature mortality. An additional message is
that social exclusion can be triggered not only by low SES
but also by the unequal distribution of social respect
according to some arbitrary social identifiers (such as race
or sex) linked to stigma and discrimination, which decreases
chances of social mobility as well as cuases further
structural HI (Bennett, 2010). The mirror image of that
vicious circle of social exclusion is social cohesion, an end
state triggered by the generalized social inclusion dynamics
typical of egalitarian, trustful societies.
There is a need for better data on the state of the health
and specific needs of migrant, Roma and other ethnic
minority groups, and on the accessibility, availability and
quality of health care for them at the EU level. There is little
data on the social inclusion of disabled, mentally ill and
chronic patients, as well as other highly vulnerable groups
such as refugees, asylum seekers, undocumented migrants
and the homeless. A basic challenge is the lack of
consensus on how to group persons in terms of migrant
status, and ethnic, religious or cultural background. Some
EU countries have legal or ethical restrictions on the
collection and storage of data related to ethnic or legal

• Both evidence and agreements in the EU underline the
fact that different structural dimensions are strongly
interlinked, so that persons with less socioeconomic
resources also have less sociopolitical and institutional
resources, and simultaneously suffer from adverse material
life conditions, discrimination and other aspects of social
exclusion that trap them in multidimensional poverty. The
social groups most affected by structural inequalities, who
should be given special protection, are refugees, Roma and
other ethnic minorities, migrants, homeless, lone mothers,
the sick, the poor and the aged, as well as children and the
un- and underemployed.
- As has been pointed out, in spite of universal health care
and generous pensions throughout the European Union,
research evidence on the persistent nature of HI points to
its deep structural roots (Mackenbach 2006), but it also
points to gaps in social protection and health coverage, and
barriers of access to vulnerable minorities. Positive
discrimination policies and progressive public financing are
required to make effective the rights to welfare of the social
groups that fall through the cracks of universal services.
- We have a lot of information on the structural roots of HI
in the EU (consistent with its causal and policy priority), but
little on the specific resources and health needs of the social
groups most vulnerable to structural HI, and even less on
effective policies to tackle them. There is quite a bit of
information on SES, but little on ethnic and migrant status
and other dimensions of social exclusion. Three urgent
needs in the field of health information are: (1) the
expanded sample size of existing surveys (such as EU-SILC)
to a minimum of 20000, to enable disaggregation
according to vulnerable minority groups and local areas;
and (2) the inclusion of specific questions on all SDH
(including family SES and ethnic background) within health
surveys, mortality registers or patient records as well as the
inclusion of questions on discrimination, violence, access
to health care, and health problems more prevalent among
disadvantaged minorities, such as risk pregnancies,
nutritional deficiencies, mental ill health or lack of
preventive care; and (3) the generation of new local and
regional databases recording availability in poor and
excluded areas of public resources such as educational and
cultural centres, clean air, green spaces, affordable healthy
food and housing, and health and social services. In Table
2 and Sub-Annex C we propose a basic and extended
battery of structural HI indicators (individual and local)
grouped around 7 SDH dimensions or equity stratifiers.
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VII. GLOBAL HEALTH INEQUALITIES
AND SOCIAL DETERMINANTS OF
HEALTH: OPPORTUNITIES FOR THE EU
TO CONTRIBUTE TO MONITORING
AND ACTION
Theadora Koller, European Office for Investment for
Health and Development, WHO Regional Office for
Europe
Eugenio Villar, Information Evidence and Research
Cluster, World Health Organization
Pedro L. Alonso, Barcelona Centre for International
Health Research, Hospital Clinic- University of Barcelona
& Fundaçao Manhiça (Mozambique)
Magdalena Robert, Barcelona Centre for International
Health Research, Hospital Clinic - University of Barcelona
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This chapter contributes to the ongoing discussion on
opportunities for the EU to help address social determinants
of health and reduce health inequalities in third countries
through its development cooperation. The chapter covers
potential entry points for action in relation to the European
Consensus on Development; EU support of progress
towards the MDGs; the EU’s implementation of the Accra
Agenda for Action; and the European Neighbourhood
Policy (ENP). Annex II supplements this chapter by providing
more information on the EC communication "The EU Role
in Global Health”.

Introduction

1
The term "third countries" in this chapter
refers to countries that are not EU or
European Economic Area (EEA) members,
and are recipients of “traditional”
development aid. Discussion of EU
cooperation for health equity through the
transatlantic agenda and with the BRICs and
other developed countries is outside of the
scope of this chapter.
2
Policy areas such as trade and research are
important for confronting global health
inequalities, but due to space constraints they
are not addressed in this chapter. Readers are
encouraged to consult the work of the CSDH
Globalization Knowledge Network (Labonté
R et al. 2008) and the Issues Paper on the
role of the EU in Global Health (European
Commission, 2009e) for more information
on how trade and research influence global
health equity.
3

The EU Strategy for Action on the Crisis in
Human Resources for Health in Developing
Countries and the Programme for Action to
tackle the shortage of health workers in
developing countries (2007 – 2013) details
the EU’s commitments to guiding the
international recruitment of health personnel
by ethical considerations and cross-country
solidarity, ensured through a code of practice.
4

The health components of the progress
reports available on the EC ENP web site
were reviewed. As of mid-November 2009,
progress reports were available for Armenia,
Azerbaijan, Egypt, Georgia, Israel, Jordan,
Lebanon, Moldova, Morocco, West Bank and
Gaza Strip, Tunisia, and Ukraine (European
Commission, 2009d).
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Differences, within and between countries, in income levels,
opportunities and health status are greater today than at
any time in recent history (Chan M, 2009; CSDH, 2008).
Ensuring the right of all people worldwide to the attainment
of the highest possible level of health is of benefit to all
countries. Likewise, the development of all nations, within
and beyond the health sector, is a prerequisite to ensuring
global health security (Committee for Development Policy,
2009).
EU action to improve health in third countries1 and address
social determinants of health through policy coherence is
underpinned by Article 168 of the Treaty on the Functioning
of the European Union. This article specifies that the Union
and the Member States shall foster cooperation with third
countries and the competent international organisations in
the sphere of public health, and that a high level of human
health protection shall be ensured in the definition and
implementation of all Union policies and activities
(European Union, 2008).
Communications on “the EU role in global health” and
“Solidarity in health: Reducing health inequalities in the EU”
(European Commission, 2010 and 2009c) reinforce the
EU’s commitment to reduce health inequalities, including
through its role in global health. The Communication on
“the EU role in global health” is particularly salient to this
chapter. It defines the global health concept, framework
and challenges; provides an analysis of the EU added-value
as a major actor in global health; sets the priority areas for
action; and proposes the core strategic elements to
enhance the EU role in global health. The main priority
areas are global health governance, global health
coherence, global health knowledge, and the EU
contribution to the universal coverage of health services (see
Annex II for details).

The EU (referring to the European Union and its Member
States) is the world’s largest donor. In 2008, it accounted
for 60% (49 billion EUR) of official development assistance
globally. The primary and overarching objective of EU
development policy is the eradication of poverty in the
context of sustainable development, including the
achievement of the Millennium Development Goals
(MDGs) (European Commission, 2008a). The European
Commission manages more than a fifth of EU development
aid, with assistance provided to more than 160 countries,
territories or organisations worldwide (European
Commission, 2008a).
The Treaty of Lisbon gives higher profile to human rights,
equality and solidarity as key principles under which the EU
acts (European Union, 2009). In keeping with this and as
ensuring solidarity for the right to health is fundamental in
order to reduce global health inequalities, the analysis in
this chapter is underpinned by Article 12 on the right to
health in the United Nations International Covenant on
Economic, Social and Cultural Rights (Kickbusch I, Lister G,
2009; OHCHR, 1966). The right to health embraces
socioeconomic factors that promote conditions in which
people can lead a healthy life, extending to underlying
determinants of health (ECOSOC – United Nations
Economic and Social Council, 2000). Resource limitation
may require the progressive realisation of this right. As in
the case of other rights, the international community has a
responsibility to support the progressive realisation of the
right to health, including through development assistance2.
This chapter also draws from the work of the CSDH and the
World Health Assembly resolutions on Reducing health
inequalities through action on the social determinants of
health and Primary health care, including health system
strengthening (World Health Assembly, 2009a, 2009b).

Health as a cross-cutting issue in the
European Consensus on Development
This section explores how global health (and health equity)
could be incorporated to a greater extent in the
implementation of the European Consensus on
Development. The European Consensus on Development
provides the basis for EU action in the field of development.
It sets forth nine “areas for Community action”: 1) trade and
regional integration; 2) the environment and the sustainable
management of natural resources; 3) infrastructure,
communications and transport; 4) water and energy; 5)
rural development, territorial planning, agriculture and food
security; 6) governance, democracy, human rights and
support for economic and institutional reforms; 7) conflict
prevention and fragile states; 8) human development; and

9) social cohesion and employment.
In addition to its action areas, the European Consensus on
Development has four cross-cutting issues: a) good
governance, human rights, the rights of children and
indigenous peoples; b) gender equality; c) environmental
sustainability; and d) HIV/AIDS (European Union, 2006).
The rationale for having cross-cutting issues is that these
“touch on general principles applicable to all initiatives and
demand a multisectoral response”. The EU promotes the
integration of cross-cutting issues into all areas of donor
programmes (Directorate General Development and
Relations with African, Caribbean and Pacific States, 2008).
The existing cross-cutting themes address some key
determinants of health. However, in keeping with Article
168 of the Treaty on the Functioning of the European
Union, the EU might wish to consider the adoption of health
(and health equity) as a cross-cutting issue. This would
follow up the Council Conclusions on Health in All Policies
advanced by the Finnish EU Presidency (2006) and the Oslo
Ministerial Declaration, the latter of which calls for making
the “impact on health” a point of departure and a defining
lens to examine key elements of foreign policy and
development strategies (Ministers of Foreign Affairs, 2007).
Table 3 on the next page illustrates the cross-cutting nature
of health and health equity in the 9 areas for Community
Action of the European Consensus for Development.
Current cross-cutting issues are integrated into donor
programmes through tools including strategic assessments,
programming guides and topic-specific country profiles.
Tools and resources can be created (and/or existing ones
adapted) to help apply a Health-in-All-Policies approach
(sensitive to health equity) to EC development
programming. These could provide guidance to EU
development staff for addressing social determinants of
health and health inequalities in each phase of elaborating
Country Strategy Papers and National Indicative
Programmes, and for dialoguing with/supporting third
countries in order to integrate these issues in national
development policy. In addition, the EC or an EU Member
State could create a dedicated training programme on
applying a Health in All Policies approach for EU
development staff or incorporate a module/course into
existing programmes. Training measures could draw
expertise from across all EU countries, civil society groups,
academia and other development partners.
Since mainstreaming cross-cutting issues is a complex
process, it could be beneficial to review the challenges and
enabling factors encountered in mainstreaming other cross51

cutting issues. The uptake and application of tools such as
strategic environmental assessments, country environmental
and gender profiles, and the Toolkit on Mainstreaming
Gender Equality in EC Development Cooperation could be

reviewed (European Commission, 2008b). At Member State
level, an example resource for review would be the gender
and social exclusion analysis tool (DFID – UK Department
For International Development, 2009).

Table 3. Areas for Community action as they relate to select* recommendations and findings
for health equity from the Commission on Social Determinants of Health (CSDH)

European
Consensus for
Development 9
areas for
Community action

Examples of relevant CSDH recommendations and findings for health equity

Trade & regional
integration

- Ensure policy coherence so that different government departments’ policies complement rather than
contradict each other in relation to the production of health and health equity (for example, trade
policy that actively encourages the unfettered production, trade, and consumption of foods high in fats
and sugars is contradictory to health policy, which recommends relatively little consumption of high fat,
high-sugar foods and increased consumption of fruit and vegetables).

Environment & the
sustainable
management of
natural resources

- International agencies and national governments, building on the Intergovernmental Panel on
Climate Change recommendations, consider the health equity impact of agriculture, transport, fuel,
buildings, industry, and waste strategies concerned with adaptation to and mitigation of climate
change.

Infrastructure,
communications &
transport

- Local government and civil society plan and design urban areas to promote physical activity through
investment in active transport.

Water & energy

- National governments, in collaboration with relevant multilateral agencies, strengthen public sector
leadership in the provision of essential health-related goods/services (such as water and sanitation).

Rural development
territorial planning,
agriculture & food
security

- National and local government develop and implement policies and programmes that focus on:
issues of rural land tenure and rights; year-round rural job opportunities; agricultural development and
fairness in international trade arrangements; rural infrastructure including health, education, roads,
and services; and policies that protect the health of rural-to-urban migrants.

Governance,
democracy, human
rights & support for
economic &
institutional
reforms

- The monitoring of social determinants and health equity indicators be institutionalized and equityoriented health impact assessment of all government policies, including finance, is used.
- Public resources be equitably allocated and monitored between regions and social groups, for
example, using an equity gauge.
- Governments ensure that all children are registered at birth without financial cost to the household.
This should be part of improvement of civil registration for births and deaths.

Conflict prevention
& fragile states

- Support the creation of a minimum health equity surveillance system by building routine health
statistics where they do not exist; even in areas of conflict/emergency, cluster sample health and living
conditions surveys can be feasible, albeit difficult.

Human
development

- National governments, with civil society and donors, build health-care services on the principle of
universal coverage of quality services, focusing on Primary Health Care.
- Governments build universal coverage of a comprehensive package of quality early child
development programmes and services for children, mothers, and other caregivers, regardless of
ability to pay.
- The health sector expands its policy and programmes in health promotion, disease prevention, and
health care to include a social determinants of health approach.
- National governments establish a national health equity surveillance system, with routine collection
of data on social determinants of health and health inequality.

Social cohesion &
employment

- Governments, where necessary with help from donors and civil society organizations, and where
appropriate in collaboration with employers, build universal social protection systems and increase
their generosity towards a level that is sufficient for healthy living. Targeting is used only as back up for
those who slip through the net of universal systems.
- National governments develop and implement economic and social policies that provide secure
work and a living wage that takes into account the real and current cost of living for health.
*This is a non-exhaustive list. See the source CSDH (2008) for all recommendations and a review of the evidence base.
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Strengthening national capacity for equityoriented progress towards the MDGs
The United Nations Millennium Declaration, adopted in
2000 by 189 countries, is a corrective strategy that aims to
introduce greater equity in the world by tackling
multidimensional poverty and promoting sustainable
development (Chan M, 2009). The MDGs comprise three
health-specific objectives (on child health, maternal health,
and combating HIV/AIDS, malaria, and other diseases) and
seek improvements on key social determinants of health
(poverty and hunger, education, gender equality, and
environmental sustainability) (WHO, 2009). Slow progress
in achieving the health-specific MDGs is increasingly
acknowledged as a result of lack of attention to inequalities,
within and beyond the health sector. The food price and
financial crises further threaten progress towards all of the
MDGs (United Nations, 2009).
The MDGs are of central importance in EU development
cooperation, as evidenced by the EU Agenda for Action
(Council of the European Union, 2008). This section
explores how social determinants of health and health
equity could be increasingly addressed through EU support
to MDG progress. Specific attention is given to:
• Health system strengthening, including for health equity
surveillance;
• Social protection as a means of safeguarding health,
health equity, and progress towards the MDGs.
Health system strengthening, including for health
equity surveillance
Strengthening health systems that ensure progress towards
the MDGs and deliver equitable health outcomes requires
attention to all system functions, since action on one
function alone will not produce the desired results.
Coherent, simultaneous and synergistic efforts to reinforce
equity-oriented health financing, health workforce,
procurement and distribution of medicines and vaccines,
infrastructure, information systems, service delivery and
political will in leadership and governance are required
(ECOSOC, 2009). Particular emphasis should be placed
on strong primary health care.
A primary health care approach requires the equitable
coordination of all levels of the health system. Local health
services, which provide the first point of contact with the
health system, are especially important. They have a
responsibility to provide care on-site care where possible
and navigate people to other services as necessary. The
strength of local health services strongly influences
inequalities in health and health system access. In keeping
with the principles of the Declaration of Alma-Ata, health
care needs to be brought as close as possible to where
people live and work (WHO, 1978). The fundamental
principles of primary health care are universal coverage,
putting people at the centre of care, integrating health into
broader public policy, and providing inclusive leadership
for health. Data in WHO’s world health report 2008

indicates that many health systems globally are not
delivering on fair access to care and are failing in their
capacity to meet the needs and expectations of people,
especially impoverished and marginalized populations
(WHO, 2008). A focus on strengthening health systems
through a primary health care approach is an important
aspect of EU support to third countries.
The EU is increasingly orienting its focus towards health
system strengthening, as reflected by actions to address the
human resource crisis of health providers3; reduce the risk
of catastrophic health expenditures through improved
health care financing; tackle HIV/AIDS, malaria and TB with
intensified support to health systems; and provide the
“continuum of care” required for MDGs 4 and 5
(Presidency of the European Council, European
Commission, 2008c; Council of the European Union,
2009b; Office of the Prime Minister of Norway, 2009). EU
support of the Taskforce on Innovative Financing for Health
Systems, and its welcoming of a draft code of practice on
the international recruitment of health personnel (being
developed by WHO) are related examples of actions
supporting a systems approach.
There is general consensus among development partners
that increased and simultaneous attention to all health
system building blocks and functions is needed. This
encompasses (but is not limited to) greater augmented
action to improve national health information systems,
including their capacity to monitor social determinants of
health and health inequalities (World Health Assembly,
2009c; Committee for Development Policy, 2009). This is
not to suggest an earmarked approach, but rather to
support attention to health information systems, including
their ability to monitor health equity, as a fundamental
aspect of comprehensive health system strengthening.
Information systems are at the core of guiding development
processes, since what is measured affects what is done. If
our measurements are flawed, decisions may be distorted
(Stiglitz J, Sen A, Fitoussi JP, 2009). Major gaps in health
information hamper the monitoring of progress towards the
MDGs and other goals. The heads of the H8 (the agencies
most active in health, comprising WHO, the Bill and
Melinda Gates Foundation, GAVI, GFATM, UNAIDS,
UNFPA, UNICEF, and the World Bank) recently called for
international partners to go beyond the current focus on
indicator development and reporting requirements, and
step up efforts to strengthen country systems including data
generation to address major information gaps (Chan et al.
2010).
Few developing countries are able to produce data of
sufficient quality to enable the regular tracking of progress
made in scaling up and strengthening health systems
(International Health Partnership and related initiatives
(IHP+), 2009d), especially with regards to how health
systems address health inequalities. In most developing
countries, the limited availability and poor quality of health
data and statistics highlights the urgent need for investment
and expansion of health information activities. This can only
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be achieved through a joint effort by countries and
international partners (IHP+, 2009c). Building the capacity
of health information systems to gage equity can be
considered within the context of the six country goals
suggested by the H8 for improving MDG data availability,
quality and use. These goals are: to strengthen health
surveys, to improve birth and death registration, to
strengthen the census platform, to strengthen health-facility
reporting systems; to improve monitoring of health-system
resources; and to strengthen country capacity in data
generation, validation, analysis, dissemination, and use
(IHP+, 2009c). The MDG data collection process has been
criticized for not permitting the monitoring of in-country
inequalities to a greater extent. Efforts are increasingly being
made to disaggregate national averages by gender, rural
and urban living, socioeconomic status and other variables.
Continued efforts towards this end are essential.
The CSDH recommends, for all countries, that health
information systems should have the capacity to routinely
collect, collate and disseminate information on health,
health inequalities, and health determinants in a coherent
fashion. Going beyond the presentation of national
averages, health equity surveillance systems stratify data
according to gender, social and regional groups. They also
include measures of equity in health and determinants
between these groups. These include indicators to enable
monitoring and evaluation of the progressive realisation of
the right to the conditions for health (CSDH, 2008). In many
countries, data on different social and environmental
determinants of health is currently dispersed across a range
of information systems; a surveillance system that monitors
health equity brings together in one place data on a broad
range of social determinants of health (CSDH, 2008).
An increased EU effort to fortify national health information
systems in third countries, in the context of comprehensive
health system strengthening, could build on existing
initiatives. For instance, the EU Programme for Action to
Confront HIV/AIDS, Malaria, and TB through External
Action (2007-2010) calls for support to countries in
collecting and monitoring sex and age-disaggregated data
through national health information systems (European
Commission, 2007a). By extending this to entail the
disaggregation of data by socioeconomic status,
geographical location, and other measures, the EU could
support the country in order to assess better whether
interventions are reaching the populations in greatest need.
Since the EU contributes significantly to the work of global
health initiatives (GHIs), it could promote the idea of GHIs
carrying out additional work to strengthen national
information systems. A review commissioned by the CSDH
(Hanefeld, et al. 2007) provides evidence that the inability
of national systems to collect data that is disaggregated
according to stratifying factors has resulted in a failure to
monitor the impact of GHIs according to equity criteria.
Building up the capacity of national systems to monitor
health equity, rather than creating parallel monitoring and
evaluation systems for specific diseases only, complies with
the guidance in the EU Code of Conduct on the Division of
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Labour in Development Policy (European Commission,
2007b).
Lower and middle-income countries can face a range of
challenges in the establishment of surveillance systems that
can monitor health inequality. These include the underregistration of births and deaths. Increased support by the
EU towards improving national health information systems
would need to take these into account. Where routine data
do not exist, survey data, including from cluster sample
health and living conditions surveys, is essential for health
equity surveillance systems (CSDH, 2008). Civil society
organizations and academia are important partners in
implementing surveillance systems since, for instance, they
can conduct community-based monitoring to assess service
availability. In synergy with the above, improved platforms
and processes are required in order for data on health
inequalities to be shared and used in policy and practice.
Social protection to safeguard health, health equity,
and MDG progress
Extending social protection to all people across their
lifecourse contributes to health and health equity (CSDH,
2008). Social protection that promotes the availability of
and access to goods and services essential to health and
well-being also helps towards the achievement of the
MDGs, as emphasised by the WHO Executive Board in its
January 2010 resolution on Monitoring the achievement of
the health-related MDGs (Executive Board, 2010).
Social protection has been defined by the International
Labour Organisation (ILO) as the set of public measures
that a society provides for its members to protect them
against economic and social distress that would be caused
by the absence or a substantial reduction of income from
work as a result of various contingencies (sickness,
maternity, employment injury, unemployment, invalidity, old
age, and death of the breadwinner); the provision of health
care; and the provision of benefits for families with children
(ILO, 2003). Building on this definition, the more recently
elaborated social protection floor concept promotes
nationally defined strategies (comprising a basic set of rights
and transfers) that protect a minimum level of access to
essential services and income security. The social protection
floor approach includes:
• Services: ensuring the availability and continuity of, and
geographical and financial access to, essential services,
such as water and sanitation, food and adequate nutrition,
health, education, housing, life and asset saving
information and other social services.
• Transfers: Realising access by ensuring a basic set of
essential social transfers, in cash and in kind, to provide a
minimum income and livelihood security for poor and
vulnerable populations and to facilitate access to essential
services. It includes social transfers (but also information,
entitlements and policies) to children, people in active age
groups with insufficient income and older persons (Social
Protection Floor workgroup, 2009).
Figure 5 provides an overview of the components of social
protection systems.

Figure 5. Components of social protection systems
Source: United Nations Food and Agriculture Organization (FAO) (2009: 43).

Increased levels of social protection and strengthened
public services are crucial to achieve the MDGs and to
address the vulnerability of poorer populations in the
context of the financial and food price crises (European
Commission, 2009a). The EU has committed to supporting
actions by third countries to cope with crises through the
creation and strengthening of social protection systems
(European Commission, 2009a; Council of the European
Union, 2009a). This will help facilitate the redistributive
potential of public policies, as improved access to public
services and assets (especially in the health and education
sectors) and income transfers change the structure of
opportunities (European Commission, 2009a).

The CSDH calls for the establishment and strengthening of
universal comprehensive social protection policies that
support a level of income sufficient for healthy living for all.
It recommends that social protection systems be extended
to include those groups that may be normally be excluded
(e.g., those in precarious work) and that they use targeting
only as a backup for those who slip through the net (CSDH,
2008).

Four out of five people worldwide lack the backup of basic
social security coverage (CSDH, 2008). In the past, social
protection has been criticized as costing too much and
reducing opportunities for public investment in other priority
areas. These criticisms have largely been invalidated by the
experience of countries successful in economic, political
and social terms that show that economic development and
social protection are mutually reinforcing (ILO, 2003).
Effective access to social protection is an investment in
people, social justice and social cohesion, with a high rate
of return, not only in economic terms (ILO, 2003).

Resource constraints can constitute barriers to the
advancement of social protection systems. However, there
are important arguments for creating systems that from the
outset have as their goals the progressive attainment of
universality and enhanced generosity over the long term. It
is increasingly recognised that most targeted social
protection programmes across the world lack mechanisms
to deal with the “new poor”, who are pushed into poverty
by aggregate shocks (European Commission, 2009a). The
CSDH provides evidence that universal approaches tend to
be more efficient than approaches that target the poor. In
most lower-income countries, leakage to the rich costs less
than means testing (CSDH, 2008). In lower-income
countries, even a small amount of money on a regular basis
can make an important difference in terms of well-being
(CSDH, 2008).

In its support to social protection systems in third countries,
the EU may consider that both the degree of universality
and the level of generosity are important aspects of a health
equity promoting social protection system (CSDH, 2008).

While limited institutional capacity remains an important
barrier, it is feasible for lower-income countries to start
building social protection programmes through scaling up
pilot projects (CSDH, 2008). In the absence of universal
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systems, means-tested or targeted cash transfers can have
a significant positive impact on living conditions and health,
although it remains advisable to move towards a universal
approach in long-term development plans (CSDH, 2008).
Ensuring a social protection floor for the entire world
population represents a considerable challenge, but
calculations by United Nations agencies show that a basic
floor of social transfers is globally affordable at virtually any
stage of economic development, even if the funding is not
yet available everywhere (Social Protection Floor
workgroup, 2009).
The EU can play an important role in supporting the
establishment and strengthening of social protection
measures in third countries. The EU MDG contracts, which
provide for more long-term and predictable budget support,
could be useful tools for this. Continued coordination and
coherence between the EU and other development partners
working on social protection is required. An example of
existing cooperation is the Providing for Health (P4H)
initiative, which aims to support countries with the
development of social health protection systems by
increasing financial protection against out-of-pocket

payments. The EU might wish to explore further
collaboration with the new Social Protection Floor (SPF)
Initiative. The SPF Initiative was adopted by the United
Nations System Chief Executives Board in 2009 as one of
its nine key priorities to cope with the current global crisis.

The Accra Agenda for Action and health
equity
The EU and its Member States provide more than a half of
global aid to developing countries. Since the Monterrey
Consensus in 2002 and in view of achieving the MDGs,
the EU has agreed to increase volumes of overseas
development assistance (ODA). This means that the EU will
be spending around €30 billion more per year on
development assistance from 2010 (DG Development and
Relations with African, Caribbean and Pacific States, 2009).
The EU is committed to increasing aid effectiveness, in line
with the Paris Declaration and Accra Agenda for Action.
The table below, from the EC report “Aid Effectiveness after
Accra” highlights current challenges and progress in
relation to improved donor/aid coordination by the EU.

Table 4: Monitoring the Paris Declaration: EU status on some of the key targets
Source: European Commission (2009b:4). *These are the EU targets. The Accra global targets for both indicators are now 50%.
Targets for each individual partner country depend on performance. **This is the EU target; the Paris target is 40%.

Monitoring the Paris Declaration: EU status on some of the key targets
Paris Indicators
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EU (Member
States and EC)

EC

2010 Target

Aid flows are recorded in countries’ budgets

44%

57%

85%

Technical assistance is aligned and coordinated

53%

43%

100% (Paris
target is 50%)

Donors use country systems for public financial
management

47%

35%

50-80%*

Donors use country procurement systems

54%

34%

50-80%*

Donors reduce stock of project implementation units
(PIUs) by two-thirds

780
(per MS: 56)

203

Indicative EU: 118
Indicative EC: 68

Aid is more predictable

43%

53%

71%

Aid is untied

94%

NA

Indicative: 100%

Donors use coordinated mechanisms for aid delivery
(through programme-based approaches)

46%

44%

66%

Donors coordinate their missions

33%

33%

66%**

Donors coordinate their (country) studies & analytical work

62%

72%

66%

Aid delivery influences social determinants of health and
health inequalities in third countries. The CSDH
recommends that donors take social determinants of health
and health inequalities into account in their efforts to
improve aid effectiveness. What follows is an exploration of
select entry points through which the EU could address
health inequalities in its implementation of the Accra
Agenda for Action. The areas explored are policy dialogue
with third countries, support to the use of impact assessment
methodologies by third countries, and integrating expertise
and tools into multi-donor approaches, including those
promoted by the International Health Partnership (IHP+)
and related initiatives . With regards to the reinforcement
and use of the systems of third countries for the delivery of
aid (a key aspect of the Accra Agenda for Action), the
previous section addressing national health information
systems and social protection systems is relevant.
The Accra Agenda for Action calls for developing countries
and donors to broaden country-level dialogue and ensure
that their respective development policies and programmes
are harmonised and consistent with international
commitments, including those on human rights (OECD,
2008). In support of General Comment 14 on Article 12
on the right to health, the EU could incorporate more
systematically social determinants of health and health
inequalities into country-level dialogue. This could involve
drawing from the global evidence base collected by the
CSDH, reviewing and incorporating into dialogue national
data on socially determined health inequalities, and sharing
the experiences of countries that are advancing efforts to
reduce health inequalities. Incorporating these issues into
country-level dialogue could be aided by tools and
resources, including those discussed in this chapter’s
section on the European Consensus on Development.
Strengthening country capacity to lead and manage
development is a central objective in the Accra Agenda for
Action. Managing the impact of development processes on
health (and health equity) requires know-how to analyse,
monitor and respond to intended and unintended
consequences of planned strategies and interventions. For
this reason, building the capacity of third country
governments and civil society organisations to conduct
impact assessments is highly relevant. The EU could provide
technical guidance to partner countries on methodologies
that assess the health equity impact of policies and
programmes in all sectors, not just the health sector.
Knowledge could be shared on equity-oriented Health
Impact Assessment (HIA) methodologies (see the previous
chapter), and on means to integrate health and health
equity considerations better into Social or Environmental
Impact Assessment methodologies.
While the CSDH advocates that equity-oriented health
impact assessment must happen as a matter of course, it
acknowledges that the institutionalisation of equity-oriented
health impact assessment is at a very early stage. It faces
considerable challenges with regards to required technical
skills and institutional capacity in many countries, especially
those with low and middle incomes. As such, a long-term

commitment is required; one that aims to integrate
measures into existing activities and build institutional
capacity steadily without overburdening institutions in the
short term. The example of environmental impact
assessment provides some basis for optimism. In the space
of a generation, environmental impact assessment has
become a widely acknowledged criterion in policy-making
processes across the board (CSDH, 2008).
The Accra Agenda for Action aims to improve the capacity
to deliver results. Health sector interventions that are unable
to serve those in greatest need, and actions in other sectors
that contribute to increased ill health and health inequality,
are far from the results desired. The donor community can
do more collectively to integrate and fund approaches and
tools that take into account the social determinants of
health and health equity in all phases of support provided
to developing countries. The EU could take the lead in work
with other donors to integrate appropriate expertise and
measures for health equity into activities that aim to improve
alignment with national development strategies, donor
coordination and predictable funding flows. Such activities
include joint missions, Joint Assistance Strategies, SWAps
(Sector Wide Approaches in Health), and common country
assessments. It could support the initiative for measures to
be applied in multi-donor input to Poverty Reduction
Strategies and other national development strategies. EU
development staff training (mentioned previously), the
inclusion and maintenance of a list of experts in health
equity in existing rosters, and cooperation with WHO and
other relevant international agencies, associations and civil
society organisations could help support these efforts.
A specific opportunity for the EU to work together with
development partners for greater attention to health equity
is through involvement in IHP+. EU and European
Economic Area (EEA) Member States that are partners in
IHP+ include Finland, France, Germany, Italy, Norway,
Portugal, Spain, Sweden, the Netherlands and the United
Kingdom. IHP+ aims to improve the way international
agencies, donors and developing countries work together,
including by the mobilising of donor countries and other
development partners around a single country-led national
health strategy, guided by the principles of the Paris
Declaration on Aid Effectiveness and the Accra Agenda for
Action (IHP+, 2009a). One of the initiatives of IHP+ is a
tool and guidelines for the Joint Assessment of National
Strategies and Plans (IHP+, 2009b). The joint assessment
tool provides details of the attributes of robust national
strategies across five broad categories, covering both
national strategy processes and content. These categories
are:
1. The situation analysis, and the coherence of strategies
and plans with this analysis ('programming');
2. The process through which national plans and strategies
have been developed;
3. Financing and auditing arrangements;
4. Implementation and management arrangements;
5. Results, monitoring, and review mechanisms.
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Equity considerations are addressed across the five
categories used in the joint assessment tool. For instance,
in reviewing the situation analysis, characteristics to be
assessed include but are not limited to the:
• comprehensiveness and participatory-nature of the
analysis of health determinants and health outcome trends
based on the prevailing epidemiological, political,
socioeconomic and organizational context prevailing in the
country;
• use of social, environmental and gender impact
assessments; and
• use of disaggregated data (e.g., according to age,
gender, socioeconomic group, ethnic group and
geographic location) to describe progress towards
achieving overall health sector policy objectives in line with
the policy dimensions of World Health Assembly Resolution
62.12 on primary health care (IHP+, 2009b).
The findings of the Joint assesments can be used as the
basis for strengthening a national health strategy plan, and
for decisions on tecnical and financial support. Throught its
involvement in IHP+ and support of the Joint Assessmant
of National Health Strategies and Plans, the EU contributes
further to addressing global health inequalities.

The European Neighbourhood Policy and
health equity
The ENP aims to deepen the political relationship with, and
the economic integration of, the following EU neighbours:
Algeria, Armenia, Azerbaijan, Belarus, Egypt, Georgia,
Israel, Jordan, Lebanon, the Libyan Arab Jamahiriya,
Morocco, West Bank and Gaza Strip, the Republic of
Moldova, the Syrian Arab Republic, Tunisia and Ukraine.
The EU recognises its interest in promoting global health in
the ENP context, including through action on the social
determinants of health (Madelin R, 2007). Neighbours are
invited to participate in EU instruments and networks on
health, such as the Public Health Programme, the
Community Health Programme and the Network of
Competent Authorities on Health Information (European
Commission, 2007d).
Bilateral Action Plans have been adopted with twelve
neighbours. All of these Plans include a health component,
and health has been identified as an area where
cooperation is increasing (European Commission, 2007c).
The 2008 progress reports on implementation of the ENP4
reflect issues that include:
• ongoing health sector reforms, which address issues
including expansion of social health protection and the
reduction of geographical disparities in coverage;
• interest in strengthening health information systems, with
almost all neighbours participating in the EU Network of
Competent Authorities in Health Information and
Knowledge;
• prominent attention to communicable diseases, with some
neighbours involved in the EU HIV/AIDS Think Tank and
the “EpiSouth” Network for EU, Mediterranean and Balkan
Countries on Communicable Diseases, and two neighbours
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requesting increased collaboration with the European
Centre for Disease Prevention and Control (ECDC).
The ENP presents multiple entry points to increase action
on health inequalities and social determinants of health.
These comprise those discussed previously in this chapter
(e.g, EU support for improving health information systems,
strengthening social protection systems, integrating a focus
on health inequalities and social determinants of health into
policy dialogue and multi-donor cooperation; and building
third country capacity to use impact assessment
methodologies).
The ENP also offers specific opportunities for increased
action, such as the participation of representatives from
neighbours in EU networks and expert groups (Madelin R,
2007). The EU could explore how ENP representatives
could have Observer or participant status in the EU Expert
Group on Social Determinants and Health Inequalities, as
well as in European networks and EC-funded projects that
focus on health inequalities and social determinants of
health.
Furthermore, a core function of the ENP is to support reform
processes, including those concerning the health sector.
Reforms represent opportunities to integrate equity
measures into health systems, in each of the functions. The
EU can work increasingly with neighbours towards this end,
supporting simultaneous action for universal coverage of
quality services, solidarity for social health protection,
stewardship for cross-sectoral action for health, equityoriented monitoring and evaluation, and know-how for
addressing health equity and social determinants of health
among health sector staff and at cross-government levels.
Country-to-country exchange between EU Member States
and ENP authorities and civil society could be part of this
process.

Considerations for moving forward
The EU has an essential role in addressing global inequities
in income levels, opportunities and health status. The need
for scaled up concerted action in this area has been
evidenced by the current financial and food crises, climate
change, the 2009 pandemic (H1N1) and the growing
burden of noncommunicable diseases worldwide. This
chapter has explored select opportunities for the EU to
increase its contribution to action on and the monitoring of
social determinants of health and health inequalities in third
countries. It has highlighted entry points in relation to the
European Consensus on Development; EU support of
progress towards the MDGs; the EU’s implementation of
the Accra Agenda for Action; and the European
Neighborhood Policy. Emerging considerations for further
analysis, particularly by policy makers, technical staff and
other stakeholders working on development cooperation,
are listed below.
Short term
Support implementation and follow-up
communication “the EU role in global health”.

to

the

The communication “the EU role in global health”,
described in Annex II, sets forth priority areas including
global health governance, global health coherence, global
health knowledge, and the EU contribution to universal
coverage of health services. Ensuring equity in health is a
cross-cutting concern in all of these areas. The focus of the
communication on improving policy coherence for
development is particularly relevant to action on the social
determinants of health globally.
Increase attention to national health information systems as
part of the EU’s comprehensive approach to health system
strengthening.
Greater attention to health information systems is an
important part of strengthening health systems, as
advocated by IHP+ and the H8. In its support to the MDGs
and other development goals, the EU could give increased
emphasis to reinforcing national health information systems,
including their ability to monitor health inequalities and
social determinants of health. Improving national health
information systems also benefits action on health
challenges not currently addressed by the MDGs, such as
the growing noncommunicable disease burden.
In its contribution to international fora addressing progress
towards the MDGs, the EU can advocate the need to
reinforce health information systems as an integral part of
health system strengthening and to go beyond national
averages to evidence health inequalities.
Support comprehensive social protection systems in third
countries.
The EU is committed to increasing its support for social
protection in developing countries, particularly in light of
increased vulnerability due to the food price and financial
crises. Both the degree of universality and the level of
generosity are important aspects of a health equity
promoting social protection system. Therefore, in
responding to the current crisis, it will be important that the
EU promotes realisation of social protection systems that
from the outset have as goals the progressive attainment of
universality and enhanced generosity over the long term.
The proposed longer-term EU MDG contracts and potential
cooperation with the new Social Protection Floor Initiative
could present opportunities for the EU to strengthen further
its support of social protection.
Longer term
Make health a cross-cutting issue in the European
Consensus on Development.

donor programmes through tools including strategic
assessments, programming guides and topic-specific
country profiles. Acknowledging the difficulties in
mainstreaming cross-cutting issues, efforts could build on
lessons learned in the rolling out of other cross-cutting
issues (e.g., gender, environment). A training programme
for EU development staff could be created or a
module/course could be incorporated into existing
programmes. Training activities could draw expertise for
addressing health inequalities and social determinants of
health from across EU Member States, civil society
organisations, academia and other development partners.
Scale up action on social determinants of health and health
inequalities in efforts to improve aid effectiveness.
There are opportunities for the EU to increasingly account
for social determinants of health and health inequalities in
its efforts to improve aid effectiveness. This can be done
through measures including but not limited to:
• Policy dialogue with third countries. In incorporating
these issues into dialogue, the EU can draw from the global
evidence base collected by the CSDH, existing national
data on socially determined health inequalities, and
relevant experiences in other countries.
• Strengthening the capacity of third countries (at
government and civil society organisation levels) to lead
and manage development through their use of impact
assessment methodologies, particularly equity-oriented
Health Impact Assessments and integration of health and
health equity concerns into Social and Environment Impact
Assessments.
• Integrating expertise and tools for addressing health
equities and social determinants of health into joint donor
missions, Joint Assistance Strategies, Sector-Wide
Approaches (SWAps), and common country assessments
(including through partnership with IHP+ and partaking in
IHP+ Joint Assessment of National Health Strategies and
Plans).
These efforts could be supported by the inclusion of experts
in social determinants of health and health equity in existing
rosters; and by cooperation with relevant international
agencies, associations and civil society organisations.
Improve access to EU resources for reducing health inequity
through the ENP.
The EU may consider how neighbours could be represented
in EU expert groups, networks, and EC-funded projects that
address health equity and social determinants of health. It
could also define mechanisms to integrate equity principles
and a social determinants of health approach to EU support
to health sector reform in neighbours. This may involve
facilitating exchange between EU and ENP authorities and
civil society.

The EU may consider whether it would be beneficial to
make the Health in All Policies approach (sensitive to health
equity) a cross-cutting issue in the European Consensus on
Development. Cross-cutting issues are integrated into
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VIII. SUMMARY OF
REPORT CONCLUSIONS

To understand the impacts of public policies (across sectors)
on health and well-being of the population, adequate
information is required. It is required not only on the
effectiveness of these policies (how they are working), but
also in terms of equity (for whom they are working). Such
information is necessary to design, evaluate, redefine and
redirect interventions. The lack of such data constitutes an
obstacle to the gain in health and equity. This report has
aimed to encourage reflection on the monitoring of social
determinants of health and the reduction of health
inequalities. What follows is a summary of emerging
conclusions and considerations from each chapter.

Background: Putting social determinants and
health equity on the EU agenda
The European Union’s increasing commitment to work on
health equity is remarkable, as the primary objective of the
Union is to promote economic growth. In order to turn this
political commitment into action that also genuinely covers
the core areas of European Union policies, it is necessary
to include good data collection, data analysis and its
presentation to decision makers and citizens. Data and
information also need to be collected not only on ill health
outcomes but also on policies and measures and on health
outcomes. Health ministries in the Member States need to
be capable of grasping, understanding and turning this
information into actions in their various social, cultural and
political contexts.
The challenge to close the gap is great and cannot be
achieved by the health sector alone. Inter-sectoral action is
needed at the global level among international
organisations, at the European Union level across policy
sectors, and at the national and regional level across
government sectors. Inter-sectoral mechanisms exist in all
Member States but efforts are needed to use them better
and develop new formal and informal functional links with
other sectors to create health-conducive societal policies,
and this requires both capacity and resources. There is no
single recipe that can be recommended: one size does not
fit all. However, comparable and reliable information is an
important starting point.

Overview: Monitoring of social determinants
of health and the reduction of health
inequalities in the EU
There is a need to make a shift in the approach to data
collection, analysis and application to monitor the
distribution of health and contribution of social factors
across society. Given the avoidable differences in health
within and across countries, monitoring across the entire
population, including disaggregated sub-national data, can
support the formulation and evaluation of policies and
interventions of the scale, size and intensity needed across
a range of sectors to improve health and health equity.
Building on existing EU instruments and mechanisms in
collaboration with other European and international
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organizations, the required actions are two fold: (i) going
beyond marginally or incrementally improving existing data
sources and routinely monitor across the whole population;
and (ii) creating incentives to strengthen norms and capacity
in monitoring and analysis, as part of mainstream health
governance processes. For example, national census data
should be strengthened (with information including equity
stratifiers), as should annual cause-of-death data that can
be individually linked.
There are opportunities to harmonise data and systems for
health surveillance that extend benefits across EU and to
the wider European community. The priority of
strengthening monitoring within and across countries would
benefit from increasing coordination, harmonisation and
the accessibility of data from population and institutionbased sources that complement rather than replace
in-depth existing mechanisms at the national level.
Appropriate and relevant targets and indicators can reflect
subnational to global development policy priorities. There
is a shared understanding on the need to use existing
coordination processes to develop common targets relevant
for Europe and minimize reporting burden. Moreover,
European experience should contribute and benefit from
global norms and standards for data collection and analysis
in order to monitor progress and trends in the reduction of
inequalities.
Scaling up action for health equity will require strengthening
collaboration across European countries, organisations and
research institutions to increase the accessibility and
usefulness of health intelligence for policy-makers. Key
institutions include the EU, WHO, the Organisation for
Economic Co-operation and Development, and the
Council of Europe, among others. Further investment and
support is needed to facilitate the systematic use of tools
and intelligence to inform decision-making involving actors
across political, technical, programme and social domains
of governance. The said tools and intelligence need to be
based on the analysis and evaluation of 'live' policies and
interventions. The Seventh Framework (2007-2013) could
offer a powerful platform for strengthening research efforts
on the monitoring of health inequalities, given its aim to
improve the health of all European citizens and achieve
improvements in global health. Specific areas that will track
and inform the impact of European policies and
governance addressing determinants and inequities,
include assessing the strategic drivers of reductions in health
inequalities, the differential health effects of policy
interventions, and the impact of alternative options for
enhancing equity.

Inequalities in child health
Social gradients in child health within and between
countries, in respect of both mortality rates and the
incidence of several childhood conditions and injuries, are
widespread. The scarcity of data and the varying capacity
of the EU27 Member States to produce data on inequalities
in child health make it difficult to draw comparisons, while

also limiting the strength of the evidence and the
generalization of the results. Mortality and child health
indicators should be systematically collected according to
gender, socioeconomic status and other variables such as
migrant status and ethnicity at the national and European
level. This data would enable the monitoring and evaluation
of interventions aimed at reducing health inequalities. It is
important to promote studies that increase understanding
of how interacting influences operate in different national
and sub-national contexts.
The European Commission has a role to play in assisting
child health policy coordination within the EU27.
Coordination could further facilitate, for instance, action to
promote early child development and resilience to health
threats through available services (education, health, and
other social services), as well as action to reduce differences
between and within regions. The EC can also help by
promoting exchange of information and participation in
various information and data collection processes, such as
the EU Statistics on Income and Living Conditions (EUSILC), the European Health Interview Survey, the EU survey
on disability, the Labour Force Survey (LFS), and other
international projects (e.g., PISA, HBSC, TIMMS, PIRLS,
EUROMOD simulation). European initiatives, such as the
European Strategy for Child and Adolescent Development
and its assessment experiences, the indicators proposed by
the Child Health Indicators of Life and Development
(CHILD) project, and the EuroHealthNet initiative should
also be taken into account.
Universal access to health services and high-quality primary
care for all children has proved effective in reducing child
health inequalities. Policy measures to reduce inequalities
(experienced by families, adult family members and
children) related to social class, gender, education, income,
ethnicity and migrant status would also be helpful in terms
of reducing inequalities in children’s health. For example,
measures focused on protecting the first year of life by
promoting work policies that help parents take care of their
child (e.g., facilitating maternity and paternity leave) would
be beneficial for children’s development. Promoting
strategies to reduce differences in maternal education
levels, as well as providing universal access to education
for preschoolers (3-5 years old) and 0-3 year olds would
help to reduce health gaps in current and future
generations. Efforts to ensure universal quality education
should not only be limited to the early years. Inequalities in
educational outcomes affect physical and mental health, as
well as income, employment and quality of life (Marmot,
2010). Therefore, sustained efforts to reduce social
inequities in educational outcomes, from preschool through
to higher education and beyond, are necessary.

Employment
inequalities

conditions

and

health

Adverse employment and work conditions make a
significant contribution to the explanation of health
inequalities in the EU. Efforts towards monitoring health61

endangering employment and work conditions need to be
strengthened at the national and European levels. This can
be achieved by implementing routine administrative
monitoring systems for work-related health in all member
states, complemented by scientifically driven standardized
surveys mirroring worker’s experiences of adverse work and,
where available, health. National and European agencies
and organizations in charge of occupational health and
safety need to be strengthened to advance and implement
respective knowledge.
Actions aiming at extending fair employment and 'good'
working conditions are required to reduce health
inequalities in adult populations. To this aim, provision of
fair employment and improvement of ‘good’ work should
become a central goal of government policies, in line with
principles of a sustainable economy. Furthermore, labor
standards and labor market regulations should be used to
tackle harmful work and employment conditions. Specific
aims include the enhancement of job security and of
participation at work, the promotion of control and reward
at work, and the strengthening of work-life balance. These
actions should include appropriate measures of social
protection and access to health care for all employed
people, as well as measures of reintegrating sick, disabled
and unemployed people.
Importantly, surveillance and monitoring of healthendangering work needs to be combined with adequate
provision of, and access to, occupational health care
services, and with regulations that adequately cover the
workers’ need for protection. Sick, disabled, and
unemployed people should be reintegrated by applying
early intervention and rehabilitation models and by
endorsing initiatives for reintegrating newly and longer-term
unemployed into work.

Social exclusion
inequality

and

structural

health

Different structural dimensions are strongly interlinked;
persons with less socioeconomic resources also have less
sociopolitical
and
institutional
resources,
and
simultaneously suffer from adverse material life conditions,
discrimination and other aspects of social exclusion that
trap them in multidimensional poverty. Social groups
including migrants (especially undocumented migrants),
Roma and other ethnic minorities, refugees, asylum seekers,
homeless, the disabled, mentally ill and chronic patients are
among the groups disproportionately exposed to social
exclusion, across its multiple dimensions.
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There is a need for better data on the social inclusion, state
of the health and specific needs of these groups and on the
accessibility, availability and quality of health care for them
at the EU level. A basic challenge is the lack of consensus
on how to group persons in terms of migrant status, and
ethnic, religious or cultural background. Some EU countries
have legal or ethical restrictions on the collection and
storage of data related to ethnic or legal status. Three
urgent needs in the field of health information are: (i) the
expanded sample size of existing surveys (such as EU-SILC)
to a minimum of 20000, to enable disaggregation
according to vulnerable minority groups and local areas;
(ii) the inclusion of specific questions on SDH (including
family SES and ethnic background) within health surveys,
mortality registers or patient records as well as the inclusion
of questions on discrimination, violence, access to health
care, and health problems more prevalent among
disadvantaged minorities, such as risk pregnancies,
nutritional deficiencies, mental ill health or lack of
preventive care; and (iii) the generation of new local and
regional databases recording availability in poor and
excluded areas of educational and cultural centres, clean
air, green spaces, affordable healthy food and housing, and
health and social services.
In spite of universal health care and generous pensions in
many EU countries, research points to gaps in social
protection and health coverage, and barriers in access
experienced by vulnerable minorities. Positive discrimination
policies and progressive public financing are required to
make effective the rights to welfare of groups that fall
through the cracks of universal services.

Global health inequalities and social
determinants of health: Opportunities for the
EU to contribute to monitoring and action
The EU and its Member States provide more than a half of
global aid to developing countries. This represents an
important platform through which the EU can help address
global health inequities. Support for the implementation
and follow-up to the communication on “the EU role in
global health” is an opportunity to further advance work
towards global health equity. Equity in health is a crosscutting concern in the four priority areas of the
communication, which are: global health governance,
global health coherence, global health knowledge, and the
EU contribution to universal coverage of health services.
Synergizing with the communication, this report has
explored opportunities for the EU to increase its contribution
to action on and the monitoring of social determinants of
health and health inequalities in third countries.

Strong health and social protection systems are important
for health equity and underscore the right to health. Greater
attention to health information systems is an important part
of strengthening health systems, as advocated by IHP+ and
the H8. In its support to the MDGs and other development
goals, the EU could give increased emphasis to reinforcing
national health information systems, including their ability
to monitor health inequalities and social determinants of
health. The financial crisis and economic downturn,
combined with the food price crisis, highlighted the
importance of social protection systems in all countries. The
EU, in response, has committed to increasing its support for
social protection in developing countries. Evidence shows
the benefits to health equity of social protection systems that
aim for progressive attainment of universality and enhanced
generosity over the long term. The proposed EU MDG
contracts and potential cooperation with the new Social
Protection Floor Initiative could present opportunities for the
EU to strengthen further its support of social protection.
To facilitate that development aid reaches those most in
need, equity principles should be integrated into the design
and delivery of aid. The EU may consider the benefits of
making the Health in All Policies approach (sensitive to
health equity) a cross-cutting issue in the European
Consensus on Development. Cross-cutting issues are
integrated into donor programmes through tools including
strategic assessments, programming guides and topicspecific country profiles. The use of these could be
reinforced through training opportunities. There may also
be opportunities to increasingly account for social
determinants of health and addressing health inequalities
in the EU’s efforts to improve aid effectiveness. This could
be done in the context of policy dialogue with third
countries; strengthening the capacity of third countries to
lead and manage development through their use of impact
assessment methodologies; and integrating relevant
expertise and tools into joint donor missions, Joint
Assistance Strategies, Sector-Wide Approaches, and
common country assessments (including through
partnership with IHP+). The EU’s relationship with its
neighbours through the ENP represents a unique
opportunity to contribute to global health equity. The EU
may consider how neighbours could be represented in EU
expert groups, networks, and EC-funded projects that
address health equity and social determinants of health.
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ANNEX I
COUNCIL CONCLUSIONS ON EQUITY AND HEALTH
IN ALL POLICIES: SOLIDARITY IN HEALTH

Diverse events were to be convened through the Spanish
EU Presidency health equity priority. These included an
Experts Conference and Minsterial Panel on 'Moving
Forward Equity in Health', 21-22 April 2010, which were
unfortunately cancelled just two days before the events
because of transport disruptions across Europe caused by
ash from the volcano Eyjafjallajokull in Iceland.
The core issues of the health equity priority were discussed
in a dedicated Informal Ministers Meeting, which was
convened on 22-23 April. The results of this meeting and
subsequent deliberations are reflected in the final Council
conclusions on Equity and Health in All Policies: Solidarity
in Health, which were approved at the 3019th Employment,
Social Policy, Health and Consumer Affairs Council meeting
in Brussels, 8 June 2010 . These Conclusions were
previously discussed and informed by meetings of the
Working Party on Public Health. They represent the main
output of the Spanish EU Presidency health equity priority.

3019th EMPLOYMENT, SOCIAL POLICY,
HEALTH and CONSUMER
AFFAIRS Council meeting
Brussels, 8 June 2010

The Council adopted the following conclusions:
THE COUNCIL OF THE EUROPEAN UNION
1

16167/06.

2

10173/06.

3

15609/07.

4

10394/09.

5

OJ C 218 of 31.7.2000.

6

11018/1/08 REV 1.

7

14689/07.

8

11517/08.

9

14848/09.

10

Breaking the barriers: Romani women and access to public
health care. EU European Monitoring Centre on Racism and
Xenophobia 2003.

11

14848/09.

12

Environmental policy.

13

OJ L 291 of 21.10.2006, p. 11.
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"RECALLING THAT
1. The Union's aims include promoting the well-being of its
peoples and that the Union is founded on the values of
respect for human dignity, freedom, democracy, equality,
the rule of law and respect for human rights, including the
rights of persons belonging to minorities;
2. Under Article 168 of the Treaty on the Functioning of the
European Union, Union action is to complement national
policies and be directed towards improving public health;
it is also to encourage cooperation between the Member
States in the field of public health and, if necessary, lend
support to their action, and fully respect the responsibilities
of the Member States for the organisation and delivery of
health services and medical care;
3. Under Article 9 of the Treaty, in defining and
implementing its policies and activities, the Union shall take
into account requirements linked to the promotion of a high
level of employment, the guarantee of adequate social
protection, the fight against social exclusion, and a high

level of education, training and protection of human health;
4. The Charter of Fundamental Rights of the EU, and
particularly Article 35 on “Health care”, establishes that
everyone has the right of access to preventive health care
and the right to benefit from medical treatment under the
conditions established by national laws and practices. A
high level of human health protection is to be ensured in
the definition and implementation of all Union policies and
activities.

Health: A Strategic Approach for the EU 2008-2013"7,
which identifies equity as one of the fundamental values of
the EU health strategy;
9. The European Commission Communication on a
Renewed social agenda: Opportunities, access and
solidarity in 21st century Europe8, which restated the
fundamental social objectives of Europe through equal
opportunities, access and solidarity and announced a
European Commission Communication on health
inequalities;

SPECIFICALLY RECALLING THAT
5. The Council Conclusions on:
➢ Health in All Policies1 (HiAP) of 30 November 2006;
➢ Common values and principles in EU Health Systems2
of 2 June 2006 (9504/06), which confirms that equity is
one of the key principles for EU health systems;
➢ Health and Migration3 in the EU of 6 December 2007;
➢ The inclusion of the Roma4 of 8 June 2009;
And the:
➢ Council Resolution on Action on Health Determinants5
of 29 June 2000, which considered that the increasing
differences in health status and health outcomes between
and within Member States6 called for renewed and
coordinated efforts at the national and Community level;
➢ European Council of 19 and 20 June 2008, which
underlined the importance of closing the gap in health and
in life expectancy between and within Member States .
6. The World Health Assembly Resolution (WHA62.14) on
reducing health inequities through action on the social
determinants of health, and Resolution (WHA61.18) on
monitoring of the achievement of the health-related
Millennium Development Goals (MDG), both adopted,
among others, by the EU Member States;
7. The conclusions of the following Conferences:
➢ The European ‘Summit’ on “Tackling Health Inequalities:
Governing for Health”, held in London (United Kingdom)
on 17 and 18 October 2005;
➢ The Conference on Health in All Policies, held in Kuopio
(Finland) on 20 and 21 September 2006, which underlined
the need to give greater consideration to health impacts in
decision-making across policy sectors at different levels in
order to protect, maintain and improve the health status of
the population;
➢ The EU Ministerial Conference on “Health in All Policies:
Achievements and challenges” held in Rome (Italy) on 18
December 2007.

10. The Communication from the European Commission
on Solidarity in Health: reducing Health Inequalities in the
EU9, which sets out a framework for sustained action by the
Commission in partnership with Member States and
stakeholders;
TAKES NOTE OF
11. The conclusions of the Background Paper “Moving
forward Equity in Health: Monitoring social determinants of
health and the reduction of health inequalities”,
commissioned by the 2010 Spanish Presidency of the EU
with the collaboration of many national and international
experts.
EXPRESSES ITS CONCERN
12. At the wide and persistent differences in health status
between EU Member States across all
the social gradient;
13. That vulnerable and socially excluded groups such as
the unemployed or those on low incomes, the homeless,
people with mental health problems, people with disabilities
and people from some migrant or ethnic minority
backgrounds such as Roma population experience
particularly poor average levels of health. Reasons for poor
health in such groups may include, apart from structural
conditions (socioeconomic and political context,
governance, macroeconomic, social and health policy and
cultural and societal norms and values), less favourable
levels of income, education, housing and economic wellbeing than the mainstream population, as well as social
discrimination, related stigmatisation and uneven access to
health and other services10;

APPRECIATES

14. That the development of children and young people is
influenced by the social and economic circumstances of
their parents and community and has a profound effect on
the social gradient in health in adulthood. This is most
marked in socially excluded groups but is seen across the
whole social gradient in society;

8. The European Commission White Paper "Together for

15. That comparable and validated data are not only the
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basis for knowledge and analysis of the impact of policies
on social determinants of health, but also useful for policies
with view to reducing health inequalities.

health; this information is needed both on the whole social
gradient and on particularly vulnerable groups (for example
certain migrant groups, Roma or other ethnic minorities);

NOTES THAT

23. There are environmental policies guided by equity in
health considerations that can improve economic
sustainability.

16. In all EU countries, social conditions are linked to the
existence of avoidable social inequalities in health. There
is a social gradient in health status, where people with lower
education, a lower occupational class or lower income tend
to die at a younger age and to have a higher prevalence
of most types of health problems. Differences in life
expectancy at birth between the lowest and highest socioeconomic groups are as much as 10 years for men and 6
years for women11;
17. Health inequalities occur even in countries where
access to healthcare services has been universal, free and
without charge for decades, demonstrating that health care
services alone, despite their high quality and effectiveness,
will never be enough to maximise the health potential of
European citizens and that, while having some capacity to
ensure more equitable health outcomes, they will always
need complementary actions by other sectors in order to
ensure equity in health;
18. Conditions during the first years of life, from the
prenatal stage to adolescence, are crucial to reaching adult
life in good health. Interventions in childhood to reduce the
social gradient in health and to improve the health status
of more disadvantaged members of society will improve
educational levels and economic productivity in the EU;
19. The general framework of public health has changed
over the last decades, and now there is a greater
understanding of the mechanisms affecting the distribution
of health and morbidity in populations and of the potential
which exists to promote equity in health, taking into account
the social determinants of health in the broadest sense of
the term, which means acting on areas as diverse as the
environment, education and working conditions. This new
framework of public health is relevant both for Europe and
for other countries, including developing countries;
20. Since the goal of the Union is to foster economic
development while maintaining social cohesion, an
approach based on equity in health may enhance the
efficiency of the different policies and contribute to this goal
of the Union. Although economic growth contributes to
development, and striving for full employment is key to
reducing health inequalities, the health gaps among
different socioeconomic groups may be widened if equity
issues are not properly considered;
21. Health inequalities have an important gender
dimension: women in general live longer than men but may
spend a longer proportion of their lives in ill health;
22. Further information on the social determinants of health
is needed in order to guide policies towards equity in
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CONSIDERS THAT
24. It is possible to address inequalities in health through
various government sector policies, aimed both at
vulnerable groups and at reducing the social gradient
throughout the entire population. An appropriate
combination of both approaches is needed. The
responsibility of the individuals for their own and their
families' health should also be considered;
25. The intersectoral actions initiated in some European
governance areas has produced an efficient12 and
sustainable action. Intersectoral action approach enables
the development of synergies and the achievement of
intersectoral co-benefits that may enhance equity in health
and the welfare of European citizens;
26. The social determinants of health include the provision
of quality health services, and that effective equity can be
achieved by interventions that facilitate real access for all,
including vulnerable groups, bearing in mind the serious
gaps that exist in many countries in equity of access and
care as well as solidarity in financing as regards health
services;
27. It is appropriate to gradually incorporate the equity in
health approach into all relevant Union policies, taking into
account the social determinants of health, and to gradually
advance in the development of new methodologies and
tools for information exchange in order to make this
possible;
28. Working conditions as well as positive relationships
between health and productivity are areas of great interest,
since they contribute to ensure the economic efficiency of
the system;
29. The Union could contribute to the global health agenda
by stressing the equity in health approach in its foreign and
cooperation policies.
INVITES THE EUROPEAN COMMISSION TO
30. Develop, together with the Member States, a proposal
for major elements to be considered when designing
national intersectoral strategies based on primary factors
affecting child and youth health (education, health and
social services), designed to serve as inspiration for
reducing health inequalities within and among localities,
regions and countries;
31. Support and develop existing mechanisms for policy

coordination and exchange of good practice on health
inequalities between Member States such as the EU expert
group on Social Determinants of Health and Health
Inequalities13, linking to the Social Protection Committee
and the Working Party on Public Health at Senior level;
32. Review the possibilities for assisting Member States to
make better use of EU cohesion policy and structural funds
to support activities to address social determinants of health
and help to move forward on equity in health;
33. Contribute to the integration of an approach based on
social determinants of health and on "equity and health in
all policies" in development aid, as a means to achieve the
Millennium Development Goals;
34. Initiate work aimed at assessing the effectiveness of
interventions in the reduction of inequalities in health, and
the improvement in health arising from the policies related
to social determinants of health;
35. Hold dialogue with officials and experts from other
international organisations and other stakeholders in order
to establish a common coordinated agenda to make
progress on equity in health;
36. Consider using the Seventh Framework Programme of
the European Community for research, technological
development and demonstration activities (2007-2013) for
research on social determinants of health, with special
emphasis on analysing the implications of EU level policies
on equity in health and providing suggestions to improve
policies in terms of equity in health.
INVITES MEMBER STATES TO
37. Further develop their policies and actions to reduce
health inequalities and to participate actively in sharing
good practice, taking into account the need for action
across all relevant policies;
38. Take the appropriate measures to optimise existing
national data sources, with due regard for privacy, security
and protection, to obtain a regular overview of the health
impact of their main policies, with special emphasis on
obtaining information related to social determinants of
health;

of these conclusions;
41. Promote the exchange of information and the
development of new methodologies for the various
governance areas, which can measure the health impact of
different policies that also explicitly include equity;
42. Review the previous work done on data collection and
analysis from the equity in health point of view and develop,
as appropriate, a limited set of objective, comparable,
politically relevant and applicable key indicators on the
social determinants of health and health inequalities to
support action;
43. Enhance public health capacities and promote training
on the equity in health approach across different political
sectors;
44. Promote the strengthening of procedures to assess the
health impact of policies among different social groups,
and the gradual implementation of such procedures. This
strengthening should include review of the integrated
impact assessment currently used so as to improve its
usefulness from the health and equity in health point of
view;
45. Consider further collaborative research in order to
evaluate how policies aimed at equity in health might
contribute to a sustainable economic development.
URGES ALL MEMBER STATES TO
46. Recognise the impact of the social determinants of
health in shaping health status and the implications of this
impact for their health and social systems;
47. Implement policies aiming at ensuring a good start in
life for all children, including actions to support pregnant
women and parents;
48. Consider policies to ensure that citizens, and all
children, young people and pregnant woman in particular,
can make full use of their rights of universal access to health
care, including health promotion and disease prevention
services."

39. Take steps to improve the data needed to properly
evaluate and monitor policies with a health impact, these
being generated and collected from appropriate
geographical, demographic and social groups in order to
orient, where deemed appropriate, these policies towards
equity in health.
INVITES THE EUROPEAN COMMISSION AND THE
MEMBER STATES TO

Link to web version (English):

40. Implement those actions set out by the Communication
on “Solidarity in Health” which are relevant to the content

http://www.consilium.europa.eu/uedocs/cms_data
/docs/pressdata/en/lsa/114994.pdf
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ANNEX II. Related EC Communications
SOLIDARITY IN HEALTH: REDUCING HEALTH
INEQUALITIES IN THE EU, ADOPTED 20 OCTOBER
2009

SOLIDARITY IN HEALTH: REDUCING HEALTH INEQUALITIES IN
THE EU, ADOPTED 20 OCTOBER 2009
This Communication sets out actions that the European Commission will take to help
address health inequalities including:
-

Collaboration with national authorities, regions and other bodies.

-

Assessment of the impact of EU policies on health inequalities to ensure
that they help reduce them where possible.

-

Regular statistics and reporting on the size of inequalities in the EU and on
successful strategies to reduce them.

-

Better information on EU funding to help national authorities and other
bodies address the inequalities.

Link to the Communication:
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2009:0567:FIN:EN:PDF
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THE EU ROLE IN GLOBAL HEALTH, ADOPTED 31 MARCH 2010
This Communication aims to provide an EU response in relation to four main priorities for global
health:
-

Enhance global governance on health.

-

Progress towards universal health coverage.

-

Ensure better coherence of EU internal and external policies in relation to global
health.

-

Increase global health knowledge.

Link to the Communication:
http://ec.europa.eu/development/icenter/repository/COMM_PDF_COM_2010_0128_EN.PDF

THE SOCIAL AND ECONOMIC INTEGRATION OF THE ROMA IN EUROPE,
ADOPTED 7 MAY 2010
In this Communication, the Commission outlines a mid-term programme to meet challenges in
Roma inclusion, including:
-

Mobilising the Structural Funds, including the European Social Fund, to support Roma
inclusion.

-

Taking Roma issues into account in all relevant policy areas at national and EU
level, from employment to urban development and from public health to EU expansion.

-

Harnessing the potential of Roma communities to support inclusive growth as part of
the Europe 2020 strategy.

The Communication was discussed at the second European Roma Summit (see Annex IV), which
was organised with the Spanish EU Presidency.
Link to the Communication:
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2010:0133:FIN:EN:PDF
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ANNEX III. Conclusions of related
Spanish EU Presidency health equity
priority events

Through the Spanish EU Presidency health equity priority,
the Ministry of Health and Social Policy has collaborated in
three additional events related to equity in health.
Convened under Spanish EU Presidency umbrella, these
were the DETERMINE Final Conference, the Symposium
“Health Assets for Young People's Wellbeing” and the
Conference “First of all they are children: basic needs of
foreign minors in Europe”. The main conclusions and
recommendations of these events are summarized below.

1. DETERMINE Final Conference
25 March 2010. Brussels, Belgium
The DETERMINE Project (2007-2010) is an EU-wide
initiative to stimulate action to address the social and
economic determinants of health and to improve health
equity in the EU and its Member States. It brings together
a Consortium of health bodies, public health and health
promotion institutes, governments and various other
nongovernmental,
professional
and
academic
organizations and networks from 26 European countries.
Further information, including the initiative’s outcomes to
date is available on the DETERMINE Portal: www.healthinequalities.eu
DETERMINE Key Messages
The DETERMINE Consortium highlights the following key
messages on what is needed to advance work on
addressing social determinants of health and reducing
health inequities:
1. Health systems1 in EU Member States must ensure
that reducing health inequities by addressing their
underlying determinants is at the forefront of the
policy agenda.

1

Health systems’ is defined as in the Tallinn Charter on Health Systems
for Health and Wealth. http://www.euro.who.int/document/E91438.pdf

2

Final Report of the WHO Commission on the Social Determinants of
Health, 2008
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Life expectancy and quality of life has consistently improved
in most EU Member States but better health has not reached
everyone in the same way. DETERMINE supports further
action on health equity on the basis that:
a. Socio-economic inequities in health and
differences in the number of years lived in good health are
widening in many countries, and may widen even more due
to the economic crisis since 2008.
b. The work of the DETERMINE Consortium built
on global evidence that “this unequal distribution of healthdamaging experiences is not in any sense a natural
phenomenon but is the result of a toxic combination of poor
social policies and programmes, unfair economic
arrangements, and bad policies2.”

c. DETERMINE outcomes demonstrate economic
arguments that investing in health equity is more costeffective than paying the costs to society of this unnecessary
mortality, morbidity and lost productivity.
2. There should be greater awareness that health
inequities are a population-based issue. Social
position, whether measured by class, income or
education, is directly correlated with health, resulting
in a ‘health gradient’ that affects all groups of society.
Improving the health of those who are worst off at a faster
rate than those who are best off is critical to addressing the
problem, but should be complemented by appropriate and
comprehensive population-wide measures at regional,
national and EU level.
3. The EU and its Member States should focus on
gathering data on health inequities that is
understandable, comparable and actionable.
While there is a large amount of data that points to the
existence of health inequities, the availability of this data is
patchy within and between EU Member States and not
easily comparable. The EU should identify what common
data and methodology can be used to illustrate the social
gradient for each health indicator, across countries and over
time in all EU Member States. It should invest in training
and tools to enable national institutes to collect, analyse
and provide comparable quantitative and qualitative data
in a coordinated manner, including data from a wide range
of intelligence sources from other policy areas and agencies
such as the police and the business sector.
4. EU Member States and their health systems should
prioritise engaging with other policy sectors,
promoting a ‘health equity in all policies’ approach.
This entails:
a. Developing legislation and/or national
guidelines on cross government strategies to address health
inequalities and the social determinants of health. National
governments should also improve political coordination by
e.g. setting up a steering group across ministries and
establishing streamlined systems to manage and assess
measures taken across different sectors and levels of
government.
b. Developing and reorienting the skills of staff
within the health sector who have a focus on health
inequities, and a specific remit to work with other sectors.
This means ensuring that they are able to understand policy
cycles and to engage with experts in other fields. The health
sector must build capacity to better assume its role in

approaching a number of policy areas and understanding
their objectives, targets and aims, in order to develop joint
working.
c. Including information about health inequities
and the health gradient in the core training curricula of
public health and health promotion professionals and
medical students.
d. Increasing the sustainable funding base for
health promotion and ‘health equity in all policies’
collaborative work, as currently less than 4% of national
health expenditures are spent on these approaches, despite
evidence of their cost-effectiveness.
5. The EU and its Member States should invest in and
coordinate efforts to develop better regulation and
ensure the most efficient and effective use of public
resources to improve health equity.
This requires:
a. Strengthening and systematising impact
assessment procedures to ensure that there is also a strong
focus on health impacts and their distribution across social
groups and making certain that the findings from these
impact assessments are integrated into the final policy and
its implementation process.
b. Undertaking economic analysis of policies and
programmes that directly or indirectly affect health and
ensuring greater consideration of the costs relating to health
outcomes and the distribution of these outcomes (equity).
Investing in the improvement of methodologies to undertake
such analyses can strengthen the rational for action to
reduce health inequities.
c. Investing in research, development and
evaluation of policies and programmes that address the
social determinants of health and health inequities and in
improved methodologies to undertake such evaluations, in
order to build a strong evidence base.
6. Enhance the ability of local level actors to address
health inequalities by raising awareness about the
health gradient and providing them with tools and
mechanisms to work with other sectors and
disadvantaged populations on a regular basis.
While the European and national level are crucial in
establishing cross governmental policies for health equity,
local level initiatives also have an important impact on
people’s day-to-day’s lives. The EU and Member States
should therefore invest in mobilizing policy makers and
practitioners in health and other sectors at the local level to
incorporate health equity into their work.
More efforts should be made to stimulate good practice
which builds on a good understanding of the challenges
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that people face in their everyday lives. Projects should
adopt citizen-centred, “bottom up”, participatory
approaches in defining the project aims and harness the
human and physical “assets” within communities.
Empowering people and communities to address their own
needs will enhance the sustainability of local project work.
7. The EU and its Member States must continue to
invest in promoting, exchanging, and building on
knowledge in this field, thereby actively supporting
efforts to build a stronger basis for cross-sectoral
work, initiated by the DETERMINE partnership.
This involves:
a. Exchanging information on successful
approaches, policies, mechanisms and tools across the EU.
b. Building capacities within the public health
sector and beyond to engage in inter-sectoral work,
including improved organisational structures, work force
development and increased resources.
c. Greater engagement of the media and the
public in the issue of health inequities. Targeted
communication and increased action on advocacy for
health equity throughout the EU is a crucial step in securing
public – and thereby also political – commitment.

2. Symposium “Health Assets for Young
People's Wellbeing”
28-30 April 2010. Seville, Spain
Background to the Symposium
As global health inequities continue to widen, policymakers
are redoubling their efforts to address them. Yet the
effectiveness and quality of these programmes vary
considerably, sometimes resulting in the reverse of expected
outcomes. While local political issues or cultural conflicts
may play a part in these situations, the over predominant
deficit approach of assessing health needs, which puts
disadvantaged communities on the defensive while ignoring
their potential strengths, may be the universal factor which
hinders progress in this area. The asset model proposed in
the forthcoming edited volume ‘Health Assets in a Global
Context: Theory Methods Action , offers an opportunity to
unlock some of the difficulties associated with the health
inequities agenda by posing a necessary complement to the
problem-focused framework that provides a new, positive
lens for viewing the world’s most resistant public health
crises.
The ideas and themes of this book were launched at an
event held in Seville 28-30 April 2010 and focused on the
best ways of promoting wellbeing among young people.
The event was organized by the University of Seville (Spain)
and the University of Hertfordshire (England) in
collaboration with the World Health Organization and the
Health Behaviour in School-Aged Children (HBSC) study
(www.hbsc.org) to illustrate the actions required by policy
makers, researchers and practitioners to make the asset
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model a reality.
The Symposium contributed to the advancement of asset
based approaches to young people’s wellbeing by
highlighting the actions required by researchers, policy
makers and practitioners. In so doing, the event helped
build the case for why investments in the approach can have
benefits across a wide range of health and development
outcomes in many different contexts.
The principles of asset based approaches include:
• Emphasize those assets (any resource, skill or knowledge)
that enhance the ability of individuals, families and
neighbourhoods to sustain health and wellbeing.
• Instead of starting with problems, start with what is
working and what people care about.
• Ensure programmes include the need to build networks,
friendships, self esteem and feelings of personal and
collective effectiveness which are already known to be good
for health and wellbeing.
The Seville Symposium was the first in a series of events
aiming to advance the science and practice of asset based
approaches. The symposium provided the rationale and
methodologies required for asset based approaches and
brought together experts from around the world already
working with the related concepts of salutogenesis,
resilience and social capital. It used evidence from the
WHO Health Behaviour in School-Aged Children study to
demonstrate the importance of investing in the asset
approach for the health and development of young people
and provided real life examples of the asset model already
operating in different contexts across the world. Examples
of inputs included:
• Strengthening the assets of disadvantaged women
(Germany)
• Sustainable community-based development programs
(India)
• Using parental assets to control child malaria (West
Africa)
• Asset/evidence-based health promotion in the schools
(Romania)
• Evaluating asset-based programs (Latin America)
• Using social capital to promote health equity (Australia).
Recommendations
A full report of the first symposium will be available by June
2010,
and
can
be
obtained
by
writing
Antony.Morgan@nice.org.uk. The main recommendation
areas are summarised below.
For Policy and practice
1. Programmes set up to promote the health and wellbeing
of young people should be reviewed that an appropriate
balance is reached between those aiming to reduce risk and
those aiming to increase the accumulation of protective

factors during early child and mid-adolescence.
2. A core set of asset-based indicators should be agreed to
ensure monitoring activities include measures which reflect
positive youth development. As a starting point a review of
existing indicators already in use in different country contexts
should be carried out.
3. Methods and processes should be developed to ensure
the regular and appropriate involvement of young people
is achieved to assess their views and roles in promoting
wellbeing at key development stages.
For Research and Evaluation
1. Further research is required to understand the most
important key assets for people’s wellbeing; the relative
cumulate effect of acquiring key assets at different
development stages; the interaction between different assets
and between assets and risk factors; and an assessment of
the relative importance of different assets to different
cultural contexts.
2. Frameworks for testing asset based approaches in
evaluation studies to assess the effectiveness and cost
effectiveness of these approaches of different country and
cultural contexts and with respect to reducing health
inequities.

3. “First of all they are children: Basic needs
of foreign minors in Europe” Conference
27 April 2010. Madrid, Spain
The International Convention of the Rights of Child explicitly
recognizes the universal right of children to public health
care and basic free and compulsory education, with no
restrictions in access. Yet, in the legislation and daily
practice of many EU countries, this right is often not
protected in the case of foreign minors. The Conference
“First of all they are children: Basic needs of foreign minors
in Europe”, organized by the Asociación Salud y Familia
and the United Nations Association of Spain, aimed to
highlight the differences in treatment received between
foreign minors and non-foreign minors in different EU
countries, and consider the consequences of these (e.g., in
relation to persisting child poverty). The conference also
promoted the commitment of all stakeholders to make
meeting the basic rights and needs of foreign minors a
priority in policy and practice.
Conclusions and recommendations
1. Foreign minors are one of the most vulnerable
groups to poverty risk in the European Union.
In many EU countries, children are at a higher risk of
poverty than the rest of population and migrant children are
particularly vulnerable: one in five of children is at risk of
poverty whereas for children of migrant parents this risk

becomes one in three. Poverty can severely limit equity in
opportunities during the early years, with implications that
span the lifecourse. Children’s well-being is very tied to the
social position of their families, even though universal and
effective access to public services such as health care and
education significantly reduces poverty and makes a
difference, especially amongst migrant children. These
social benefits contribute to reducing child poverty levels by
forty percent.
2. The increased risk of poverty among foreign
children is tied to disenfranchisement.
The International Convention of the Rights of Child,
endorsed by each and every European country,
unequivocally establishes the right of children from all
backgrounds to unrestricted access to healthcare and free
compulsory education, regardless their legal situation.
However, few EU countries are guaranteeing the protection
to foreign minors established by human rights instruments
and international regulations.
Even in countries where formal access to healthcare and
education is explicitly regulated for all foreign minors, in
practice there are still numerous barriers that often prevent
stable and quality healthcare and education.
Furthermore, this situation is aggravated by restricted access
to prenatal care for pregnant foreign women in an
undocumented situation, with the consequent adverse
effects on maternal and foetal health.
3. The impartiality of justice for children demands
universal inclusion for children from all backgrounds
and of any legal status.
The interests of all future generations are considered
through the preparations each generation makes for the
next one. Therefore, the needs and freedoms, and
ultimately the rights of children, have to be attended to and
effectively realised for all. There is an inadequate defence
of the rights of some children, children whose freedom and
development should be fostered. In addition, the injustice
suffered by the most vulnerable groups, such as foreign
minors, is left largely unattended. The impartiality of justice
for children implies a more favourable distribution of social
resources for children, and the need of guarantee rights of
unrestricted access to healthcare and education goods for
all children who live in the EU.
4. Guaranteeing the rights to unrestricted access and
universality of healthcare and education services for
all children who live in the European Union.
Guaranteeing the right to healthcare and education for
children is an investment and not an expense. Achievements
in health and education have the intrinsic value of
generating income and social participation, facilitating
social and economic integration and have lasting, positive,
trans-generational effects. Therefore, the challenges for the
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European social agenda to combat child poverty are to
achieve a more favourable generational distribution of
social resources for children and to remove obvious
injustices and restrictions affecting the most vulnerable
groups, such as foreign minors.
5. Building a proactive social agenda that favours the
wellbeing of the children who live in the European
Union.
Against the backdrop of one of the most serious economic
crises the European Union has ever suffered, the fight
against child poverty makes the “urgent” coincide with the
“important”, as there is a looming risk that today’s children
may expect to live worse than their parents. The EU 2020
Strategy, in discussion at the time of the conference “First
of all they are children: Basic needs of foreign minors in
Europe” (April 2010), should emphatically promote rights
that enable access to healthcare and education for children
from all backgrounds who live in the European Union,
especially ensuring coverage for the most vulnerable, such
as foreign minors. Therefore, prescriptive and binding
regulations should be promoted, as well as active legal
practices that remove the current barriers. The challenge is
not simply to increase social spending but to restructure it
by making the commodities of health and education
universal.
6. The need of immediate, committed and visible
responses by the institutions of the European Union in
favor of foreign minors and pregnant women.
Spain took over the rotating Presidency of the Council of
the European Union on 1 January 2010, and during its
term of office has prioritized and set as main objective the
protection and attention to the rights and freedoms of
citizens and of all those living in the European Union.
Consequently, we propose to the Spanish Presidency to
advocate in the European Council, European Comission,
European Parliament as well as the other EU institutions in
order that they include in their work agendas active policies
and positive measures that guarantee unrestricted access
to healthcare and education for foreign minors and
prenatal care for pregnant women. The access should be
comprehensive and without any kind of discrimination or
barrier regardless the legal status of foreign minors or
pregnant women. In the same way, Spanish Presidency is
urged to give this impulse future perspective and continuity,
linking these commitments to combat childhood poverty
with the following Presidencies of the Council, the first of
which will be Belgium.
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ANNEX IV. Information on the 2nd
European Roma Summit

The 2nd European Roma Summit – Promoting policies in favour of the Roma
population
(Córdoba, 8-9 April 2010)
The II European Roma Summit was held in Córdoba on 8-9 April 2010 in the framework of the
International Roma Day and under the slogan Promoting policies in favour of the Roma population. The
Summit, which received financial support from the European Commission, was a high-profile event that
gathered over 500 persons from wide-ranging fields, political figures, public servants from national and
international organisations, and NGO activists among others.
This Summit was a continuation of the First Summit held in 2008 in Brussels, and served to highlight the
significant progress made in the last two years. The aims of this II European Roma Summit were to generate
debate on progress made in recent years in European and national policies and the goals that should be
met in the immediate future. Emphasis was placed on the need to ensure that the Roma perspective is
central to Community policies (mainstreaming), including the 2020 strategy, the importance of ensuring
access to and the adaptation of financial instruments and the progress expected from the tasks of the
Integrated Platform for Roma Inclusion and the implementation of its Common Basic Principles.
The first day’s work agenda combined plenary sessions with four parallel roundtables, with the aim of
encouraging the active participation of those present. The morning session included two roundtables
focused on (i) progress and challenges in European and national policies with the Roma and (ii) the
assessment of policies. The afternoon session had parallel roundtables that were focused on the main
Principles of the European Platform for Roma Inclusion: nº 2 Explicit but not exclusive targeting, nº 5
Awareness of the gender dimension, nº7 Use of Community Instruments, and nº 9 Involvement of civil
society.
On the second day, a roundtable was dedicated to Roma health and social inequalities. Emerging
conclusions focused on the substantial progress made on Roma issues, confirming that at European level
there are working principles, approaches and criteria that have been commonly assumed by most of the
stakeholders although in some cases the living conditions of the Roma are deteriorating. Long-term
measures are essential for achieving impacts, being the Roma perspective central to most relevant policies
but being supplemented with explicit targeting.
Finally the Córdoba Declaration was presented, adopted by the TRIO of Presidencies (Spanish, Belgian
and Hungarian). It stressed the importance of the fact that, for the first time, three countries are making
a joint commitment within the framework of a Summit that guarantees continuity. The Declaration focuses
on three main objectives: ensuring that Roma inclusion is central to all relevant policies (mainstreaming);
guaranteeing increased access to financial instruments, particularly the Structural Funds; and advancing
the efforts of the Platform.
Working papers from the Summit, as well as many speeches and presentations, are published on the
Spanish Presidency Web site, as well as on the EY2010 European year for combating poverty and social
exclusion Web Page:
http://www.2010contralapobreza.msps.es/en/actoPresentacion/ConferenciaRoma.htm
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ANNEX V. Chapter appendices
Sub-annex A.
Referred to in the chapter Overview: Monitoring of social
determinants of health and the reduction of health
inequalities in the EU
Figure 6. Who to compare with whom: identifying the appropriate measurement approach
Source: Yukiko, 2005.

Health inequalities can be measured through relative and
absolute measures: both are needed over time for
comprehensive analysis and as inputs to policy making,
since they illustrate different aspects of inequalities
especially when making comparisons over time or across
countries. Relative measures can be used to make
comparisons across indicators regardless of the unit of
measurement (Keppel et al. 2005; Wilkinson 1997).
Identifying who should be compared with whom is not
always obvious. Across the European region and for policy
purposes, it might be more appropriate to compare women
in one country with women in another country, rather than
women vs. men.
Depending upon who is being compared with whom, the
figure presents four different approaches to comparing
different groups, often using the same data sources, with
each approach implying a different set of measurement
techniques.
Identifying the best metrics or set of measures is also
challenging (Keppel et al. 2005; Harper & Lynch 2006).
Measures of inter-group differentials can be between two
groups (rate ratios; rate differences; low to high ratio;
shortfalls) and between more than two groups (slope indices
of inequality; concentration indices; indices of dissimilarity).
Where stratified data is available for more than two groups
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(i.e. low, middle and high income groups), differences
between more than two groups offer an approach to
monitoring inequalities across the social gradient, which is
better than comparing only the lowest and highest group.
Additionally, there are different approaches and
measurement techniques for comparing indicators across
countries. For example, Wagstaff (2001) and Shkolnikov
(2009) have suggested using a health inequalities measure
based on absolute mortality rates, which is equal to the
population-weighted average of mortality differences across
all pairs of group-specific mortality rates (Average Intergroup Difference) and facilitates the comparison of health
inequalities between countries or across time periods.

Sub-annex B.

• Measles immunisation coverage at 1 year in the total
population and by socioeconomic status and minority
groups;
• Percentage of children with a primary care professional,
by socioeconomic status;
• Child-perceived health and health profiles, health
behaviours, and risk factors, stratified by population
subgroups of interest: maternal education level, family
occupational social class, family income, migrant
background and ethnic background.

Sub-annex C.
Referred to in the chapter “Social exclusion and structural
health inequality”.

Referred to in the chapter “Inequalities in child health”.
Proposed indicators for monitoring inequalities in child
health
Children poverty and social exclusion

The indicators below are suggestions for use in monitoring
and reporting on the status of the health of the poor and
socially excluded, including migrant and ethnic minority
communities in Europe. Most indicators start by “differences
in”, which means “differences by SES, ethnic and migrant
status, age and gender group, and place of residence”.

• Percentage of children at risk of poverty (60% of median
disposable income of the country);

A. Social determinants and health

• Percentage of children living in jobless households;

UNMET HEALTH NEEDS: KEY HEALTH OUTCOME

• Percentage of children in single-parent households;

1. Gap in years of healthy life expectancy and infant
mortality between:

• Percentage of early school leavers.
Early child development
• Percentage of children in pre-primary school and stratified
by population subgroups of interest: maternal education
level, family occupational social class, family income,
migrant background and ethnic background;
• Maternal education level by population subgroups of
interest: occupational social class, family income, migrant
background and ethnic background.

a) The poorest 20% and the richest 20% of individuals
and/or local communities
• Or between the less and better educated,
• Or between the unemployed and the employed
• Or between manual and non-manual occupations
b) By country of origin, ethnic group, immigration status
c) By men and women, in different categories of a) and b)
above
d) By place and country of residence

Mortality rates, health status, and health services indicators
• Indicators of child mortality (infant mortality, neonatal and
post-neonatal mortality, under-5 mortality), stratified by
population subgroups of interest: maternal education level,
family occupational social class, family income, migrant
background and ethnic background;
• Percentage of children with self-reported or parentreported unmet health care needs;
• Percentage of exclusive breast-feeding at 1, 3 and 6
months, by maternal education and socioeconomic status;

2. Differences in unmet needs of health care: no medical
visit in spite of being sick
3. Differences in reasons for unmet needs (see EU-SILC)
SOCIAL DETERMINANTS OF HEALTH: SOCIAL POWER
RESOURCES
4. Socioeconomic status. Differences between subgroups
a)-d) above in prevalence of poverty and extreme poverty,
ownership of house and car, % illiteracy, average education
years, unemployment, informal jobs, average hours
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devoted to paid job and housework, access to public
benefits (maternity, old age, child care, education, sickness,
disability, unemployment, poverty) pensions income support
and grants programmes.

B. Health care and social protection

5. Physical, life and work environments. Differences in
quality of water, pollution, sanitation, work hazards, traffic
accidents, % decent affordable housing, density of cultural,
social and welfare services and green areas in the place of
residence (d) and at work.

8. Differences in % adults < 75 years who are
undernourished, work more than 12 hours a day (paid job
+ housekeeping), drink, practice unsafe sex; who are
smokers, physically inactive or overweight; or suffer from
depression, metabolic syndrome, stress, violence or
discrimination

6. Social capital and the psychosocial and sociopolitical
environment: Differences in income inequality, ethnic
density, social support, lone and teen parents, trust, social
capital, respect, discrimination, violence, political
participation (e.g. voting and demonstrating), redistributive
and participatory policies in the place and country of
residence (d).
SOCIAL AND POLITICAL RIGHTS: INSTITUTIONAL
POWER RESOURCES
7. % of countries where legislation exists to protect children,
migrants, ethnic and other minority groups from poverty
and institutional and interpersonal discrimination; and
where specific multisectoral positive discrimination public
policy provisions and agencies are effective in combating
violence and social isolation, in reducing financial insecurity
and political apathy, and in providing these groups with
adequate information, education, work, housing and
transport, as well as information on rights, food and access
barriers to health and social care (available in the relevant
languages), service providers and localities, along with
accessible and affordable healthy food and recreation
services
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FROM LIFESTYLES AND RISK BEHAVIOURS TO SOCIAL
INEQUALITY-RELATED HEALTH RISKS

HEALTH SYSTEM: HEALTH CARE AND POLICY
9. Differences in the % women over 50 that have never had
a mammography and Pap smear, and in the % of children
adequately vaccinated
10. Differences between subgroups A., B., C. and D. above
in % of cancer patients waiting for diagnosis or treatment
for more than 1 month, or diagnosed in the emergency
room, or in phases III-IV
11. Differences in % of patient waiting times of > 3 months
for treatment for depression, diabetes, or knee and hip
replacement
12. Differences in % of patients who are registered with a
GP and can visit (or contact by phone or email) a GP within
24 hours
13. % Public expenditure in primary care (excluding
pharmacy and specialised outpatient care) as a percentage
of total health care
14. % Patients and/or migrants, Roma and other ethnic
minorities who pay directly for a hospital emergency visit or
admission, and who spend more than 10% and 50% of
their income on health care

15. % Total dental, mental and long-term care expenses
covered by the public sector

promotion activities, information campaigns, and research
programmes for their peers

16. Are resources being allocated according to need (i.e.
according to adverse social determinants of health,
included those related to mobility and ethnicity; or, in other
words, to those with less power resources)? Are there
economic or other effective incentives to attract health and
other public professionals to remote or disadvantaged
areas and social and vulnerable groups?

21. Existence of a regulation requiring the compulsory
health and HIs impact assessment of all policies prior to
their approval

17. Are there training programmes on social determinants
of health for policy makers, health professionals and health
advocacy groups? Are there training programmes on
cultural competence? Institutionalisation of cultural
mediators? Of interpreters?
18. % of expenditure in health research and information
and special prevention and promotion strategies devoted
to reducing the social determinants of HIs and vulnerable
groups

HEALTH OUTCOMES & UNMET NEEDS (2)
22. Differences in % children of < 15 years, who smoke,
drink or suffer from excess weight
23. % of population with a disability or chronic disease
(diabetes, asthma, depression, serious lung, heart or cancer
conditions), and % of the disabled or chronically ill that are
under-treated or self-financed, % who went bankrupt as a
result
24. Differences in 5 years survival rates for selected
diseases and patients (cancer, heart and lung); or
differences of avoidable mortality

19. Existence of multisectoral government initiatives led by
the health sector or by the President or Prime Minister’s
office, and devoted to fighting poverty and social exclusion
across vulnerable social groups and local areas, such as:
public institutions (Agencies, Funds, special incentives or
providers,
local
trusts),
national
research/training/action/evaluation plans or strategies,
priority intervention local areas

Referred to in the chapter “Social exclusion and structural
health inequality”.

20. Existence of community health and development
initiatives based on the employment of vocational
community representatives of migrant, Roma and ethnic
minorities communities and other socioeconomically
disadvantaged groups who promote community
participation and organise local health education and

The Annex lists some of the indexes of structural health
inequality and social determinants of health that exist in the
EU and that have been especially influential, together with
the original list of indicators of the WHO Commission on
Social Determinants of Health (2008) – see Figure 7 – to
select the indicators proposed in the current report. The DG

25. Differences in % of adults with a bad or very bad selfreported health status who have not visited a doctor in the
last year

Sub-annex D.
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for Employment, Social Affairs and Equal Opportunities of
the EU Commission has elaborated an interesting summary
battery of indicators to monitor social inclusion and
structural inequality in Europe which is made up of the
following priority items, based of the EU-SILC survey (see
Social Situation Reports). Other interesting deprivation
indexes are the Jarman index (the oldest in the EU, with

considerable cross-country research on the association with
health), the 10 items scale of structural HIs developed by
Wilkinson and Pickett (the latest one), and the Local Basket
of HI Indicators in the UK (the most comprehensive)
(Fitzpatrick and Jacobson 2003; Brook 2009). Table 5
summarises the battery of indicators proposed by each of
these sources.

Figure 7. EU indicators to monitor structural HI and SDH

DG Employment/EU-SILC
•

•
•
•
•
•
•
•
•
•
•
•
•

Poverty (% at risk of poverty – with less
than 60% of the median income; % at
persistent risk of poverty, intensity of po
verty; in-work poverty).
Income inequality (S20/S80).
Long-term unemployment & regional
differences.
Population living in jobless households.
Employment gap of migrants & older
workers.
Material deprivation and financial debts.
Housing conditions and ownership.
Health life expectancy.
Child well-being.
Early school leavers.
Social expenditures and pension
adequacy.
Health expenditure.
Self-declared unmet need of health care.

Wilkinson & Pickett 2009
•
•
•
•
•
•
•
•
•
•

Life expectancy
Infant mortality
Math and literacy results
Homicide
Imprisonment
Teenage births
Trust
Obesity
Mental illness (inc. addictions)
Social mobility

Jarman index
%
%
%
%
%
%
%
%
%
%

Population over 65 years
Population under 5 years
Elderly living alone
Single parent families
Population in unskilled employment
Population unemployed
households which lack basic amenities
and level of overcrowding
who changed address in the last 5 years
who belong to ethnic minority groups

UK Local Basket
•
•
•
•
•
•
•
•
•
•
•
•

Employment, poverty and deprivation
Housing and homelessness
Education
Crime
Pollution and physical environment
Community development
Diet, smoking and physical activity
Access to local health and other services
Accidents and injury
Mental health
Maternal and child health
Older people

Note: the UK Local Basket lists 60 indicators along the dimensions listed above.
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Figure 8. Indicators for a comprehensive national health equity surveillance framework,
proposed by the Commission on Social Determinants of Health (2008)
Source: CSDH (2008).

..

HEALTH INEQUITIES

Include information on:

health outcomes stratified by:
- sex
- at least two socioeconomic stratifiers (education,
income/wealth, occupational class);
- ethnic group/race/indigeneity;
- other contextually relevant social stratifiers;
- place of residence (rural/urban and province or
other relevant geographical unit);

..
.
..
..
..
.

the distribution of the population across the sub-groups

a summary measure of relative health inequity: measures include the rate ratio, the relative index of inequality, the relative version of the population attributable risk, and the concertation index;
a summary measure of absolute health inequity: measures include the rate difference, the slope index of inequality, and the population attributable risk

HEALTH OUTCOMES

mortality (all cause, cause specific, age specific);
ECD;
mental health;
morbidity and disability;
self - assessed physical and mental health;

.

cause-specific outcomes

DETERMINANTS, WHERE APPLICABLE INCLUDING STRATIFIED DATA

Daily living conditions

health behaviours:
- smoking
- alcohol
- physical activity;
- diet and nutrition;

.
.
.
.
.
.
.

physical and social enviroment:
- water and sanitation;
-housing conditions;
- infrastructure, transport, and urban design;
- socila capital;
working conditions:
-material working hazards;
-stress

health care:
-coverage;
- health-care system infrastucture;

.

social protection:
- coverage;
- generosity;
Structural drivers if health inequity:

gender:
- norms and values;
- economic participation;
- sexual and reproductive health;

social inequities:
- social exclusion;
- income and weath distribution;
- education

sociopolitical context:
- civil rights;
- employment conditions;
- governance and public spending priorities;
- macroeconomic conditions.

..

CONSEQUENCES OF ILL-HEALTH

economic consequences
social consequences

Sub-annex E.
Referred to in the chapter “Social exclusion and structural
health inequality”.

Figure 9. Democracy and unequal power resources
Source: Despotism (1946). Encyclopaedia Britannica Films.
http://video.google.es/videoplay?docid=-461990723502527420&ei
=uXY7S-_DCpDJ-Aatk_SfCg&q=despotism&hl=en#
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