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Reducing health inequities in a generation: a dream or reality?
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Inequalities in health are an indicator of
distributional differences in the health
status of populations. Low-income coun-
tries, which contribute 56% of global
disease burden, account for only 2% of
global expenditure on health.! The WHO
Commission on Social Determinants of
Health has called for “closing the gap”

— resolving health inequities between
different groups — in the course of a
generation. It aims to achieve this by im-
proving conditions of daily living; tack-
ling inequitable distribution of power,
money and resources; and measuring and
ascertaining the impact of interventions.?
However, there are several challenges to
realizing this dream.

Health is generally not high on the
political agenda. Policy and planning are
heavily influenced by a few elite groups
who are least affected by health inequali-
ties. Powerful interest groups, such as the
pharmaceutical industry, influence health
policies in most countries. The revenue
of the top 10 global pharmaceutical com-
panies is more than the gross national
income of the 57 lowest-income coun-
tries.? Progressing towards the recom-
mendations of the Commission would
mean rejection of the biomedical model
of disease causation and re-emphasizing
the concepts of social medicine. None of
this is in the interest of the power groups.
Hence, the very step of agenda setting
in the course of policy-making is laden
with problems. It is difficult to convince
politicians and bureaucrats about the
long-term benefits of social interventions
when they are focused on biomedical
interventions that impact their status in
the short term.

Estimates suggest that achievement
of the Millennium Development Goal
targets would require Kenya, Lesotho
and Zambia to spend more than 40% of
their gross domestic product on health by
2015.% This appears unrealistic and can
only be achieved to some extent if donor
countries honour their commitments
of official developmental assistance. By
2010, the Group of Eight countries
(Canada, France, Germany, Italy, Japan,
the Russian Federation, the United King-

dom and the United States of America)
will have only delivered US$ 3 billion of
the US$ 21.8 billion committed in 2005
for Africa.’

It is difficult to attribute causation
to social interventions for long-term
outcomes. It is also difficult to con-
duct randomized controlled trials of
social interventions designed to reduce
inequities, generalize findings from one
research context to another, or generate
evidence for the cost-effectiveness of the
social interventions. Given the scarcity of
resources, such evidence is sorely needed.

Health prevention programmes,
whether delivered to individuals or to
populations, may worsen inequity. There
is an inverse care law with regard to access
to preventive services.® Adoption of a
population-based approach that relies on
health education to encourage healthy be-
haviour has worsened social inequalities
in health as major benefits have been har-
nessed by upper socioeconomic classes.”®
To monitor the extent of inequality, vital
statistics from all socioeconomic strata are
needed. Yet globally, more than one-third
(36%) of annual births are unregistered,
with large regional variations behind this
global average.”

To address health inequities that
are deeply rooted in social determinants,
concerted actions are required, mostly
outside of the health sector. This involves
intersectoral coordination, an issue that
was highlighted in the primary health
care approach” and has been again revisit-
ed in the Commission’s report. However,
intersectoral coordination is easier said
than done. It requires interplay of many
more actors than ever before. This also
includes calling for greater roles for the
for-profit, not-for-profit sector and civil
society.” In order to manage these actors,
health ministries have to increasingly play
a stewardship role.

Policy changes are made when a
specific problem, solution and political
will converge. Presently, the first two de-
terminants exist in totality and the third
in a partial form. Health activists need
to seize the window of political opportu-
nity, with the Millennium Development

Goals,' 30 years since Alma-Ata'! and
now the Commission’s report, all calling
for multisectoral action on social determi-
nants to reduce health inequity. Ideas and
the frames in which an idea is projected
have a great role in shaping policies.'?
Population health can be positioned as

an asset that increases the productivity

of countries. However, there are always
competing investment priorities that may
have a greater impact on the economy.
Health and its inequities need to be
brought to the policy agenda as a matter
of social justice, as these affect everyone.
Not acting now would be a loss to the
welfare of our society. M
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