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Foreword
Our world is an unequal one. Where we are born, grow, live, work and age 
significantly influences our health and well-being. These social determinants  
of health are shaped by policy choices, social values, and the systems we create 
and sustain. So, despite current inequalities and inequities, change for the better 
is possible. 

This comprehensive World report on social determinants of health equity 
underscores that  achieving more equitable health outcomes requires a 
concerted effort to address the complex web of social, economic, environmental 
and political factors that impact health. These determinants are rooted in the 
structures of our societies, from educational access and income distribution,  
to living conditions and social protection.

The COVID-19 pandemic exposed and intensified health inequities, dramatically 
illustrating how systemic inequalities place marginalized and vulnerable groups at 
disproportionate risk. The impacts reverberated beyond physical health to affect 
mental, social and economic well-being, highlighting the need for holistic and 
inclusive approaches to health equity. We must foster environments that promote 
health and help protect against adverse outcomes across all facets of society.

This report presents evidence-based strategies and policy recommendations to 
guide governments, civil society and international organizations in creating just 
and equitable health systems. Drawing on evidence, examples and country case 
studies from around the world, it illustrates the positive impacts of interventions 
that address social determinants – whether through universal access to health 
and social protection, fair labour practices or inclusive education.

I invite leaders and communities worldwide to engage with this report’s 
findings, as we work together to improve health equity through addressing 
social inequities. Together, let us commit to building a world where everyone, 
regardless of circumstance, has the opportunity to enjoy the highest attainable 
standard of health and well-being.

Dr Tedros Adhanom Ghebreyesus 
Director-General 

World Health Organization
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The place where you live, the communities you belong to, 
your education level, ethnicity, race, income and gender, and 
whether you have a disability, all make a huge difference to 
how long you can expect to live a healthy life. People in the 
country with the highest life expectancy will, on average, live for 
33 years more than those born in the country with the lowest 
life expectancy. There are major differences in life expectancy 
between countries at very similar income levels: data shows 
that regardless of income level, some countries have managed 
to halve premature death over the past half-century, while in 
others, it has remained the same or even increased. Within 
countries, life expectancy varies by decades, depending on 
which area you live in and the social group to which you belong.

xii

Executive summary

These avoidable differences in health are largely due to the social 
determinants of health equity. The conclusion of the WHO Commission 
on the Social Determinants of Health (“the Commission”) in 2008 that 
“social injustice kills on a grand scale” continues to resonate. Despite 
global consensus that these social determinants must be tackled, 
progress since 2008 has been insufficient. While health gaps between 
countries have reduced, as many countries have advanced their overall 
social and economic development, within many countries, inequalities 
are widening, in turn deepening health inequity. Widening inequity within 
countries, especially in lower-income countries, depletes their capacity to 
establish the inclusive institutions which are key to achieving prosperity, 
and increases the chance that countries will be trapped in cycles of 
conflict and under-development. 

In resolution WHA74.16 (2021), the Seventy-fourth World Health Assembly 
requested the Director-General to prepare an updated report on the 
social determinants of health, their impact on health and health equity, 
progress made so far in addressing them, and recommendations for 
further action. This World report on social determinants of health equity 
responds to that request.
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Socioeconomic position of people (by income, education, race/ethnicity, class)

SOCIAL DETERMINANTS OF HEALTH EQUITY:  
THE STRUCTURAL DETERMINANTS

Health and 
health equity

CONDITIONS OF  
DAILY LIFE

Early child development, 
adolescent support, 

education

Social connection

Work & employment 

Food environments

Housing & basic 
amenities (water, 

sanitation, energy)

Transport & mobility
Mega-trends: climate change and digitalization
•	 E.g. global & technological changes, energy transition, 

digital divide, information environment

Economic systems
•	 E.g. income inequality, taxation systems, labour markets, 

industrial & trade policies, financial systems, informal 
economy, commercial determinants

Social infrastructure
•	 E.g. universal social policies & public services adapted to 

urbanization & demographic transitions

Structural discrimination
•	 E.g. racism, gender inequality, class privilege & other 

divisions in society

Conflict, forced migration and displacement
•	 E.g. peace & health, refugees & forced displacement, 

health emergencies

Fig. 1 provides an overview of the social determinants of health equity and 
areas for action addressed in this report. 

Progress against the targets of the Commission 
on the Social Determinants of Health
The Commission set out the aspiration to close health gaps in a 
generation. At the current rate of progress, this goal will not be achieved. 
Improvements in the conditions of daily life – including in access to quality 
education, economic opportunities and employment, as well as water, 
sanitation, energy, housing and transport – have contributed greatly to 
improvements in population health. But this progress has been brought to 
a halt by a series of predictable and preventable global crises – financial, 
climate, and driven by conflict and pandemics.

The Commission had a target to halve the gap in life expectancy between 
social groups within countries by 2040. Where there is data available, 
such life expectancy gaps within countries have often widened. Globally, 
under-five mortality halved between 2000 and 2023, falling short of the 
improvement needed to meet the Commission’s target of a 90% decline 
by 2040. Low-income countries saw the fastest relative decline, but in 
2023, the rate of under-five mortality in low-income countries was still  
13 times higher than in high-income countries. 

Fig. 1:	 Social determinants of health equity as outlined in this report
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Maternal mortality fell by 40% globally between 2000 and 2023, from 
328 to 197 deaths per 100 000 live births, but will need to fall to less than 
16 deaths per 100 000 live births by 2040 to meet the Commission target. 
Women from disadvantaged or marginalized groups – measured by 
income, race and ethnicity, educational level, or place of residence – are 
still far more likely to die from pregnancy-related causes than their more 
advantaged counterparts in countries at all income levels.

Sustained progress in health equity requires political will and action to 
tackle the structural social determinants of health equity, as well as the 
daily conditions of life. 

The inequitable impacts  
of the COVID-19 pandemic
The COVID-19 pandemic is a profound global example of the inequitable 
health outcomes driven by upstream social determinants. From its 
outset, socio-economic inequality was a predictor of higher mortality. 
Between countries, inequity in COVID-19 outcomes was exacerbated by 
inequitable access to diagnostics, vaccines and other countermeasures. 
At subnational level, higher COVID-19 incidence and mortality were 
associated with higher social and economic inequality, including alarming 
inequities due to race and ethnicity status in many countries. Beyond 
unequal access to pharmaceuticals, social and economic inequities 
hindered the effectiveness of public health and social measures at 
reducing the spread and impact of the pandemic. The pandemic’s impact 
in accelerating inequity has persisted beyond the initial crisis. Many low- 
and middle-income countries emerged with large amounts of sovereign 
debt, reducing the fiscal space for investment in necessary social and 
physical infrastructure to improve health, and resulting in large backlogs 
in health services. Global progress towards the Sustainable Development 
Goals (SDGs) was already faltering before the additional shock of the 
pandemic; now it is severely off-track. COVID-19 will not be the last 
pandemic with severe health and health equity impacts unless enhanced 
efforts are taken to address social and economic inequities as part of 
pandemic prevention, preparedness and response.
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Areas for action
Four interlocking strategies are needed to make lasting contributions to 
addressing the social determinants of health equity: 

1.	 Addressing economic inequality and investing in social 
infrastructure and universal public services.

2.	 Overcoming structural discrimination.

3.	 Managing the challenges and opportunities posed  
by the mega-trends of climate change and the digital 
transformation in a way that systematically promotes 
health equity.

4.	 Putting in place governance arrangements that will 
maximize the coherence and impact of action. 
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Economic inequality and  
universal public services 
Economic inequality and inadequate access to quality 
public services in areas such as health, education, 
social protection, transport and housing are major 
drivers of health inequities. Addressing health equity 
requires whole-of-government commitment and 
action through economic and social policies. Dedicated public investment 
is needed to underpin access to high-quality and affordable health, 
welfare and social services, whether provided by the public, private 
or third (not-for-profit) sectors. Increased spending on social services 
has been shown to result in measurable health equity improvements. 
Social protection programmes across the life course are investments in 
the necessary conditions to enable all people to prosper and flourish. 
Interventions such as unemployment benefits, pensions and child support 
provide a safety net during times of need. They reduce poverty and debt, 
and improve health outcomes. International cooperation on development 
financing and on minimum levels of taxation can be leveraged within 
the inclusive global forum of the United Nations, to support significant 
progress in health equity. 

Many governments are starting to consider well-being frameworks, to 
go beyond gross domestic product (GDP) as a measure of progress. Well-
being budgeting frames national development so that health in the 
broadest sense can become the focus of policy-making. Health equity 
is integral to well-being approaches, helping to ensure that financial 
resources are allocated to areas that maximize health outcomes for  
all citizens. 

Growing levels of external debt observed in many countries are limiting 
fiscal space for essential investments in universal public services. In 2024, 
an estimated 3.3 billion people lived in countries that spent more on debt 
interest payments than on either education or health. Reducing external 
debt levels, creating fiscal space and enhancing commitment to social 
services are essential for increasing investments in these areas, ultimately 
leading to healthier and more equitable communities.

Commercial actors that produce goods and services that improve health, 
support good employment conditions and have positive impacts on 
communities can benefit health and reduce health inequities. Yet the 
impacts of business actors that are escalating avoidable levels of ill 
health, planetary damage and inequity need to be addressed through 
action by governments and agencies equipped to take measures in the 
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interests of human and planetary health, with the support of regional and 
international mechanisms. There is evidence that the public sector can be 
effective in mitigating negative impacts of health-harming commercial 
practices, including through enacting regulatory and legislative changes 
that better value human and planetary health. The public sector can 
also use its considerable leverage as a procurer of goods and services – 
worth more than US$ 8 trillion globally – as a force for good, in shaping 
everything from sustainable agriculture to decent work. 

Structural discrimination
Structural discrimination is discrimination which 
occurs systematically across society and is 
embedded in prevailing cultures, legal mechanisms 
and economic structures. Comprehensive strategies 
are required to dismantle inequities that are 
systemic in nature and often long-standing. Historic 
discrimination has left some population groups with 
fewer resources and diminished fulfilment of human rights, perpetuating 
ongoing intergenerational inequity, which manifests as health inequities. 
Racism, sexism, classism and ableism, for instance, often intersect 
and compound, acting across the life course and between generations 
to undermine health and people’s agency to lead flourishing lives. 
Rectifying deep-seated inequities requires institutional and legal change, 
systematic realization of human rights, and redistribution of social and 
economic resources between and within countries. Restorative justice and 
reparation to affected communities are increasingly being considered 
to improve health equity and redress structural violence, and reduce 
intergenerational transmission of harm, stress and disadvantage. 

Gender inequality compounds and intersects with other aspects of 
structural discrimination and social inequity. Women and girls often suffer 
from poorer health and quality of life, made worse by inadequate social 
and health protection. Policies grounded in human rights, supporting 
women’s equitable participation and remuneration in the workforce, and 
reducing their burden of unpaid care and domestic labour, are associated 
with lower gender inequalities in health, and must accompany efforts to 
overcome women’s poverty. ( i ) 

The increasing volume and precariousness of migration, together 
with unprecedented levels of conflict with widening impacts on 
civilian populations, are a form of structural violence which decimates 

i	 Throughout this publication, reference is made to human rights law and standards in international law, 
the applicability of which in a specific setting will depend on factors such as the State’s ratification of 
relevant human rights instruments. 
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health equity. Robust social protection which adapts to the changing 
circumstances of health emergencies and of conflict is an important tool 
to protect migrants and those affected by conflict. So, too, are practices 
which embed the principle of the right to health regardless of migrancy or 
citizenship status. 

Steer action on climate change 
and digitalization towards 
health equity
Climate change and digital transformation are two 
important existential forces that significantly impact 
health equity. The green and digital economies are key 
pillars of many countries’ economic plans. Effective 
climate action must integrate a “just energy transition” and health equity 
considerations, together with effective approaches to the commercial 
determinants of health, ensuring that actions aimed at climate mitigation 
and adaptation do not make inequities worse, and prioritizing populations 
experiencing conditions leading to greater vulnerability. 

Climate-related actions addressing the social determinants of health 
equity must be intersectoral. These include measures to reduce pollution 
through stricter environmental regulation, expanding public transport, 
and promoting sustainable agricultural practices that enhance food 
security and nutrition while benefiting rural populations. The positive 
frameworks that recognize the unequal burdens of global warming, 
including the initiation by COP29 of a Loss and Damage Fund, are 
important measures for creating the means to redress climate-related 
health inequities. 

Digital technologies and big data can improve health and social care 
delivery and outcomes, but their effectiveness in supporting health equity 
depends on how they are deployed. To fulfil the potential of digitalization 
to improve health equity, a combination of approaches is needed. 
These include ensuring equitable access to services regardless of digital 
access and literacy; inclusive service design, with priorities set by end 
users; regulation of inequitable platform-based business models, and 
the implementation of human rights frameworks that mitigate risks to 
human dignity, autonomy and privacy. In the world of work and education, 
digitalization can be a force for good, but also for exclusion of large 
segments of the population from essential social protection and services. 

Information is an important determinant of health in its own right, 
with misinformation and disinformation growing mediators of health 
outcomes. The proliferation of health information channels and the 
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complex interplay between trust, authority and social connection has 
created new challenges and opportunities which health institutions 
are barely able to keep up with. Frameworks which systematically 
promote health information equity, including with particular reference to 
information on the social determinants of health, are urgently needed.

In the context of rapid technological change, public regulation and the 
accountability of commercial actors have often lagged. Policies should 
ensure digital advancements are used for positive reasons, such as to 
harness the opportunities from telemedicine and distance learning, 
and are accessible to all. Platform operators and regulators should take 
responsibility for addressing the harms of addictive and antisocial online 
behaviours. Generative AI and other technological advances are being 
embraced in a range of health care delivery, but deliberate design and 
governance efforts must be employed to ensure that these changes 
help bridge, rather than widen, the digital divide.
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Governance to maximize the 
coherence and impact of action
National governments and international organizations 
must support and collaborate with local governments, 
communities and civil society in their efforts to 
address the social determinants of health equity. 
The international system supporting health equity 
needs reinforcement, in order to tackle conflicts of interest, promote 
action across sectors, and boost democratic accountability and the full 
realization of human rights. 

Empowering local governments, civil society and communities is crucial 
for addressing health inequities. People on the ground and local entities 
understand their specific challenges, opportunities and context, making 
them better positioned to identify and implement actions on social 
determinants. Local initiatives also show promise in improving social 
connection and addressing isolation and loneliness. Supporting these 
local efforts with adequate resources, authority and policy backing is 
crucial for their success.

Creating platforms for community voices, and co-designing policies and 
programmes with those they aim to serve, ensures services are responsive 
to needs. By building a robust health and care sector that prioritizes 
equity, participation and primary health care approaches, as well as 
developing structures to promote intersectoral action, significant progress 
can be made in addressing the social determinants of health equity. 

Primary health care approaches orient health services more directly 
to population needs, creating systemic feedback loops that generate 
opportunities from local to national levels to change the social 
determinants of health equity. Such approaches require a capable 
workforce across health and social sectors. Training health professionals 
on social determinants and delivery in culturally appropriate and inclusive 
ways can improve their ability to provide equitable care and to work 
intersectorally, engaging communities and promoting better responses 
to their needs, to improve their daily living conditions.

Robust and representative governance needs the support of 
comprehensive data systems. Reliable monitoring of conditions 
and actions affecting the social determinants is crucial for tracking 
progress, ensuring accountability and informing policy decisions. 
Data disaggregation by age, gender, race, ethnicity, migration and 
socioeconomic status offers valuable insights into health inequities, 
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providing the baseline understanding to drive comprehensive actions. 
Countries’ experience has been that effective monitoring of progress is a 
necessary counterpart to action at all stages – in formulating policy goals 
and identifying needs; marshalling coalitions for action, including social 
movements, and maintaining the long-term political commitment needed 
for fundamental change. 

A strategic framework for action 
Proactive and comprehensive strategies that integrate health, social and 
environmental impacts into economic and development thinking can be 
powerful forces for change towards health equity. The most successful 
strategies will come from resolute leadership and whole-of-government 
approaches that generate and learn from evidence. Closing the inequality 
gap in health outcomes is not just a matter of ensuring aggregate 
outcomes are more fairly distributed; it also requires a commitment to 
“leave no one behind”, which is the central promise of the 2030 Agenda 
for Sustainable Development. 

In taking forward this agenda, there are key roles across institutions 
and sectors:

	ƴ National and local governments: lead with strong policies, 
integrating action on the social determinants of health 
equity into strategies, supported by intersectoral governance 
structures and investments.

	ƴ Civil society: engage in advocacy, policy-making, community 
actions, knowledge-building and social mobilization on the 
social determinants of health equity.

	ƴ Private sector: commit to social contracts that support health 
equity, enhance corporate social responsibility and good 
citizenship, avoid exploiting regulatory weaknesses, and enhance 
accountability in employment and production practices.

	ƴ Research institutions: advance partnerships and expand the 
evidence base of complex adaptive policies and responses to 
address the social determinants of health equity. 

	ƴ The UN system and global financial institutions: adopt health 
equity as a central goal, support countries with implementation 
of the key recommendations in this report, and ensure aid, 
investment and lending support to policies addressing the 
social determinants of health equity.
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	ƴ The World Health Organization: continue to proactively 
advance the health equity agenda through evidence-gathering 
for norms and standard setting; supporting global and national 
policy coherence; convening diverse partners; monitoring and 
implementation, and building capacity. 

Much of the global disease and mortality burden is preventable. 
Perpetuating avoidable gaps in health outcomes is unfair. A renewed 
commitment to address the social determinants of health equity is 
a vital pathway to right these wrongs. This world report makes clear 
recommendations for tackling the social determinants at all levels 
(see Fig. 2 and Table 1). Leaders at all levels need to reinvigorate and 
purposefully pursue the actions and comprehensive strategies which 
show greatest promise in addressing these determinants, bridging 
different disciplines and sectors. Only through such collective and 
holistic efforts to address the root causes of health inequities will the 
world achieve long, healthy lives for all, as envisioned in the Sustainable 
Development Agenda. 



Fig. 2:	  

Recommendations for actions on the 
social determinants of health equity

ACTION AREA 1

Address economic 
inequality and invest in 
universal public services

ACTION AREA 2

Tackle structural discrimination and 
the determinants and impacts of 
conflict, emergencies and migration

1.1	 Tackle economic 
inequality and fund 
universal public services

1.2	 Champion development 
financing and investment 
that promote health equity

1.3	 Evaluate and address the 
commercial determinants 
of health

1.4 	Expand coverage of universal 
social protection systems for all

2.1 	 Take action against 
structural discrimination

2.2 	Safeguard the social determinants 
of health equity during emergencies, 
migration and conflict



ACTION AREA 3

Steer mega-trends towards 
health equity: climate change 
and digitalization

ACTION AREA 4

Bringing about  
change through new 
�governance approaches

3.1 	 Articulate and accelerate 
the health equity benefits 
of climate action and the 
preservation of biodiversity

3.2	 Ensure digital transformation 
promotes health equity

4.1 	 Equip local governments 
to reduce health inequities

4.2	 Support community 
engagement and 
civil society

4.3 	Reach universal health coverage 
through progressive health 
financing and primary health care

4.4	 Build and retain a health 
and care workforce capable 
of delivering equity

4.5	 Strengthen focus on social determinants 
in health systems and policy platforms

4.6	 Monitor social determinants 
of health equity
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Recommendation
Report 
section Key actions

Action area 1: Address economic inequality and invest in universal public services 
(Part 2, Chapter 3)

Address economic inequality and 
invest in universal public services. 

3.1 Use progressive taxation to expand fiscal space for income 
transfers and universal, equitable public services. 

Provide adequate public funding for good-quality, equitable 
infrastructure and services, and ensure that effective mechanisms 
are in place to safeguard quality and secure equity.

Move towards well-being economies and consider well-being 
budgeting.

Promote the social determinants 
of health equity in development 
financing and investment.

3.2 Ensure that the need for funding (fiscal space) to address the 
social determinants of health equity is included in approaches to 
development financing, debt relief and taxation.

Deliver and monitor development financing to support public 
investment in policies, actions and infrastructure that address the 
social determinants of health equity.

Analyse and address the 
commercial determinants 
of health.

3.3 Analyse, legislate on and regulate commercial activities that 
negatively affect health and health equity, while maximizing the 
health-promoting capacity of the private sector.

Address and manage conflicts of interest in policy environments, to 
prevent negative impacts on population health and health equity.

Use the scale of the public sector to incentivize commercial 
activities that positively affect health and health equity – for 
example, through mandating public procurement that requires 
sustainable, safe and healthy products, and safe and fair labour 
standards throughout supply chains.

Strengthen health equity considerations in global and regional 
trade processes, including in relation to intellectual property.

Increase comprehensiveness and 
expand coverage of universal 
social protection systems across 
the life course.

3.4 Ensure adequate income guarantees and care throughout the 
life course, including for people with disabilities or chronic health 
conditions.

Build and expand paid leave benefits for sickness and parental 
leave, including for the precariously employed and informal workers.

Table 1.	 Recommendations for action on social determinants of health equity
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Recommendation
Report 
section Key actions

Action area 2: Tackle structural discrimination and the determinants and impacts of conflict, 
emergencies and migration
(Part 2, Chapter 4)

Address structural discrimination. 4.1 Recognize and repair discrimination embedded in policies, laws, 
institutions and social norms.

Redress the negative impacts of colonization by developing 
standards for reparative justice that measure impacts on health.

Acknowledge Indigeneity as a determinant of health and health 
equity (shaped by discrimination and historical injustices, as well 
as protective factors), while upholding the provisions of the United 
Nations Declaration on the Rights of Indigenous Peoples.

Address and protect the social 
determinants of health equity  
in emergencies, migration  
and conflict.

4.2 Recognize peace as a fundamental determinant of health equity, 
and health as a bridge to peace.

Ensure preparedness and response efforts for health emergencies 
reflect social determinants of health equity considerations at their 
core, including the equitable and rapid rollout of social protection.

Ensure the rights of, and support, displaced people and migrants to 
access health and social services without discrimination.

Action area 3: Steer action on climate change and digitalization towards health equity
(Part 2, Chapter 5)

Articulate and accelerate the 
health equity benefits of climate 
action and the preservation  
of biodiversity.

5.1 Support the development and implementation of climate change 
mitigation and adaptation policies that maximize health equity 
and co-benefits.

Enable the energy and food transitions to prioritize addressing 
energy poverty and food insecurity.

Integrate health systems more centrally in climate and environment 
strategies, and ensure that local and equitable climate action is a 
core objective of health systems.

Strengthen support for Indigenous communities in their 
stewardship of land and natural resources, and recognize 
and address the impacts of environmental degradation, land 
confiscation and climate-related migration.

Steer the digital transformation 
in favour of health equity and the 
public good. 

5.2 Address the digital divide. 

Prevent harmful impacts of digital and technological 
transformations and artificial intelligence on health and health 
equity, including in relation to labour markets and social cohesion.
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Recommendation
Report 
section Key actions

Action area 4: Bringing about change through new governance approaches
(Part 3, Chapters 6–8)

Empower local governments to 
address health inequities.

6.1 Strengthen the role of local government with the functions and 
resources to implement community-centred actions for health 
equity.

Ensure that urban, rural and territorial planning, transport and 
housing investments are underpinned by approaches that deliver 
healthy housing and built environments, and adopt universal design 
principles.

Equip local government to address health equity across the life 
course, including in supporting age-friendly communities, and 
combating social isolation and loneliness.

Support community engagement 
and civil society.

6.2 Incorporate representative community engagement and social 
participation in local policy processes, and in health and social 
service decision-making and delivery.

Create the enabling conditions that maximize the capabilities 
of independent and inclusive civil society to address the social 
determinants of health equity.

Achieve universal health 
coverage through progressive 
health financing and primary 
health care approaches.

7.1 Improve equitable access to a continuum of quality health services, 
addressing both physical and mental health across the life course, 
by strengthening primary health care-orientation within health 
systems.

Minimize patients’ out-of-pocket expenditure, and finance health 
services from pooled government resources.

Increase the share of health and care sector funding in proportion 
to need, with special intensity for populations experiencing 
marginalization, and recognize and address discrimination within 
health systems.

Facilitate equitable access to health technologies, from research 
and development, through to manufacturing and equitable delivery.

Build and retain a health and 
care workforce capable of 
delivering equity.

7.2 Recognize and reward work in the care economy, including informal 
care, and demonstrate the role of the health and care sector as a 
driver of health equity and social inclusion, by ensuring decent and 
safe working conditions and addressing pay and representation gaps. 

Develop human capacity in health, social protection, education, 
labour, local government and service organizations to enhance 
intersectoral efforts to address the social determinants of  
health equity.

Strengthen focus on social 
determinants in health systems 
and policy platforms.

8.1 Integrate addressing the social determinants of health equity in all 
health strategies, policies, emergency preparedness and response 
plans, and public health laws.

Establish coordination and accountability mechanisms for 
intersectoral collaboration and community engagement for health 
(including Health in All Policies functions) at all levels of government.

Monitor social determinants 
of health equity.

8.2 Strengthen statistical infrastructure, institutionalize and build 
capacity for the use of disaggregated data to measure progress 
on the social determinants of health equity, including the 
distribution of socially produced health risks across social groups 
and geographic areas; the mechanisms that drive inequities, and 
actions to address them.

Utilize new technologies and novel data sources to fill data gaps 
and inform action on the social determinants of health equity.
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approaches

Part 1:   

The state of social 
determinants of 
health equity



Chapter 1:   
Inequities in 
today’s world
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Social injustice continues to kill on a grand scale

Unacceptable gaps persist in how long people can hope to live healthy 
lives, depending on where they live, the community they belong to, their 
level of education, how much money they have, how they identify, their 
gender, their race and ethnicity, whether they have a disability, and 
other characteristics. Between countries, in 2021, the difference in life 
expectancy was as wide as 33 years (1). Inequalities of similar magnitude 
are seen within countries (2). These inequities are not explained only by 
a country’s income level: of the 34 countries that over the past 20 years 
have halved premature death (before age 70), some are high-income, 
some middle- and some low-income. Similarly for those countries that 
have seen either minimal change or increases in premature deaths 
(1, 3). Inequities in life outcomes are closely linked to degrees of social 
disadvantage: health follows a social gradient whereby the more deprived 
the area in which people live, the lower their income, the fewer their years 
of education, the worse their health and the fewer healthy years they 
can expect to live. Independent of income, marked inequalities in health 
are also seen among minority racial and ethnic groups, underprivileged 
castes, Indigenous Peoples, refugees and displaced populations, people 
with disabilities, and other groups experiencing marginalization and 
exclusion (4, 5, 6, 7). 

Health inequalities are the measurable differences in health across 
population subgroups, and health inequities are those differences that 
are avoidable and unjust. They are the result of political, cultural, social 
and economic systems that shape daily living conditions: the social 
determinants of health equity (for more information on definitions, 
see Box 1). Although groups are defined on the basis of characteristics 
of individuals, it is the operation of social determinants of health, not 
properties of individuals, that account for most of the health inequities 
between groups.

In 2005, WHO convened the Commission on the Social Determinants of 
Health (hereafter, “the Commission”). Its goal was to support countries 
in tackling social determinants of health to improve health equity. It 
aimed to do so by catalysing policy and institutional change to address 
social determinants of health within countries. The Commission’s 2008 
final report reviewed the evidence on social determinants of health and 
actions addressing them, and identified policy options and opportunities 
for action to close the health gap in a generation. The report concluded 
that “social injustice is killing people on a grand scale” and “a toxic 
combination of poor policies and programmes, unfair economic 
arrangements, and bad governance” contributes to the unjust life 
chances of children and adults around the world (6). 

1.1	  
This report
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Since the Commission, there has been some promising progress in 
reducing health gaps between countries, as described in Section 1.2. This 
progress is largely due to improved conditions of daily life – greater access 
to education and employment, improved housing and environments, 
and increased access to effective primary health care (PHC). However, 
these actions can only achieve so much within the context of inequitable 
political, cultural, social and economic systems that reward the most 
powerful, to the detriment of the least powerful. The persistence of 
structural inequities has meant that action has not been at sufficient 
scale, nor sustained for long enough, to effect widespread and lasting 
improvements to health and health equity (8). 

The social determinants of health – that is, the conditions in which 
people are born, grow, live, work and age, and people’s access to power, 
money and resources – have a powerful influence on these avoidable and 
unjust health gaps (6, 9, 10, 11). These determinants are the main ways 
health is shaped, more so than access to health care services, or genetic 
influences (6, 12, 13). Social determinants encompass both downstream 
“intermediary” determinants, representing the conditions of daily life, and 
upstream “structural” determinants, representing governance, political 
and economic systems, and societal norms and values that shape who has 
access to resources and opportunities, and who does not. The structural 
determinants create unequal distributions of money, power and resources 
according to a person’s social status, as defined by gender, age, education, 
income, race or ethnicity, disability status and other characteristics, which 
create inequities in the conditions of daily life that shape health. Therefore, 
structural determinants are the “root causes” of health outcomes (for more 
information on definitions, see Box 1). 

This World report on social determinants of health equity reviews progress 
since the Commission. It draws on updated evidence to set out the 
rationale for more intensive action on the social determinants of health 
equity, and makes recommendations for action. These recommendations 
signpost key areas where stakeholders can implement strategies to 
address the social determinants of health equity. The report emphasizes 
the need to focus on equity and levelling up all people’s health, creating 
healthier and more equitable societies. While the phrases “social 
determinants of health” and “social determinants of health equity” are 
often used interchangeably, this report uses “social determinants of health 
equity”, to keep the focus on reducing health inequities. It emphasizes 
the need for action on structural determinants, because action on these 
“causes of the causes” is essential for achieving health equity.

1.1.1	 Definitions

Box 1 provides definitions of key terms used in this world report.
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Box 1.	 Definitions of key terms used in this world report

The social determinants of health equity: These 
refer to the societal factors that give rise to social 
position and the association between social 
position; access to power, money and resources, 
and health. These include the conditions in 
which people are born, grow, live, work and age, 
together with structural determinants, such as 
the formal and informal rules of systems and 
institutions (including economic systems and 
commercial determinants), policies, culture 
and values (including classism, racism, sexism, 
ageism, ableism, xenophobia and homophobia). 
They are influenced by historical context, and 
operate over the lifespan (14, 15, 16). Societal 
factors are conditioned by their physical and 
technological environment, and changes in these 
environments are important constraints on or 
enablers of social change. 

Studies suggest that social determinants 
account for at least 50% of health outcomes 
(12, 17, 18) and health inequities (13). While, for 
some, the phrase “social determination of health” 
better emphasizes the active exercise of power 
in creating health outcomes (19), this report uses 
“determinants”, although the term should be 
understood in this dynamic sense.

Health equity: The absence of unfair and 
avoidable or remediable differences in health 
among population groups defined socially, 
economically, demographically or geographically 
(14).

Health inequities: The unfair and avoidable or 
remediable systematic differences in health 
among population groups defined socially, 
economically, demographically or geographically 
(20). Health inequities arise fundamentally 
from the unequal allocation of power, money 
and resources, which manifest in the unequal 
distribution of social determinants (5, 6). 

The social gradient in health: This means people 
and communities have progressively better 
health, the higher their socioeconomic position 
or conditions.

Health inequalities: The observable differences 
in health between population groups. Health 
inequality is the metric by which health inequity 
can be assessed, meaning characteristics 
that stratify people’s power and access to 
opportunities should most closely reflect 
likely areas of unfair health differences (21). 

Characteristics that stratify people’s power 
and access to opportunities are summarized 
by the PROGRESS acronym: place of residence 
(urban/rural), race/ethnicity, occupation, gender, 
religion, education, socioeconomic status, and 
social capital/resources (20). Intersections of 
disadvantage can be analysed by applying 
multiple stratifications. The Campbell and 
Cochrane Equity Methods Group has expanded 
PROGRESS to include additional elements, 
termed PROGRESS-Plus (22):

	ƴ personal characteristics associated with 
discrimination (such as age or disability)

	ƴ features of relationships (for example, 
smoking parents; exclusion from school)

	ƴ time-dependent relationships (for example, 
leaving hospital, respite care). 

A Health in All Policies (HiAP) approach: This is 
an approach to public policies across sectors 
that systematically takes into account the 
health implications of decisions, seeks synergies, 
and avoids harmful health impacts in order to 
improve population health and health equity. 
It improves accountability of policy-makers for 
health impacts at all levels of policy-making, and 
includes an emphasis on the consequences of 
public policies on health systems, determinants 
of health, and well-being (23).

The commercial determinants of health: These 
are the commercial dimension of the social 
determinants of health, comprising activities 
undertaken by commercial actors that affect 
people’s health, directly or indirectly, positively  
or negatively (24).

Social infrastructure: This refers to the policies, 
services, resources and related spaces that 
people have access to, which enable them to 
fully participate in social, civic and economic life 
without barriers (25, 26).

Structural discrimination: The rules, norms, 
routines, patterns of attitudes and behaviours 
in institutions and other societal structures that 
represent obstacles to groups or individuals in 
achieving the same rights and opportunities as 
those available to most of the population (27). 
Structural discrimination occurs systematically 
across society and is embedded in prevailing 
cultures, legal mechanisms and economic 
structures.
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1.1.2	 Goals and objectives of the report

In resolution WHA74.16 (2021), the Seventy-fourth World Health Assembly 
requested the Director-General to prepare an updated report on the social 
determinants of health, their impact on health and health equity, progress 
made so far in addressing them and recommendations for further action 
(28). This report responds to that request.

1.1.3	 Purpose of the recommendations

The action areas and recommendations in this report build on the 
analysis and recommendations made by the Commission, and are 
attuned to a rapidly changed and changing global context. 

The recommendations are based on evidence of which social 
determinants shape health inequities and what actions to address 
them work to improve health equity. Since the Commission, the 
evidence base has grown significantly, as a result of greater focus on 
the social determinants in academic literature, and in the development 
and implementation of policies and programmes to act on social 
determinants, which have led to greater expertise in how to deliver 
practical actions (29). 

Drawing on this evidence, the recommendations signpost key areas that 
can be considered and adapted in the development and implementation 
of strategies to address the social determinants of health equity. 
Implementing these recommendations would lead to better health, 
greater health equity and progress on social, economic and development 
domains that have already been agreed globally, including the Sustainable 
Development Goals (SDGs). The recommendations are relevant to all regions 
and countries at all income levels, but implementation plans must be 
mindful of the specific patterns of inequity in each setting.

1.1.4	 Audience for the report

This report primarily targets national decision-makers whose work in 
different sectors impacts health. Given the breadth of policies that 
influence health, these decision-makers include national leaders and 
officials across a wide range of sectors. The report is also relevant to 
decision-makers in local government, parliaments, health systems, 
multilateral organizations, civil society, academia and the private sector, 
and to researchers, practitioners and advocates seeking to advance 
health equity through their work. 
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1.1.5	 Development of the report

The development of this world report followed a rigorous, inclusive and 
transparent process, adhering to WHO’s standards for evidence synthesis, 
stakeholder engagement and ethical governance. 

The WHO Secretariat commissioned 10 scoping reviews and background 
papers to identify the latest evidence on the social determinants of health 
equity, progress in tackling them and best practice (see Annex 1). Two of 
these have been synthesised and published in the peer reviewed literature 
(8, 30). Following these preliminary scoping reviews, an initial outline was 
proposed for review and advice by the policy and scientific expert groups. 
Once the thematic focus areas were identified, updated structured 
evidence reviews were carried out specifically for the report by the UCL 
Institute of Health Equity. Evidence synthesis combined systematic 
reviews of peer-reviewed literature, WHO reports and grey literature with 
country examples demonstrating diverse contexts and practical 
applications. Country examples were selected using criteria such as 
geographic diversity, relevance to social determinants of health, and 
innovative approaches to addressing inequities. Drafts were rigorously 
reviewed by expert group members and validated through consultations 
with stakeholders, including governments in featured countries. Twenty 
consultations were held with UN Partners, policy-makers and user 
audiences to discuss the report.

Beyond the literature reviews and expert groups, the report draws on 
learning from the multicountry Special Initiative for Action on the Social 
Determinants of Health for Advancing Health Equity (SDH Special 
Initiative), launched in 2021 (15) and from specific case studies identified in 
the reviewed literature. The initiative’s participants – so-called “pathfinder 
countries” – in the Americas, Asia and the Eastern Mediterranean 
generated important experiences in successful governance approaches 
to support action on the social determinants of health in advancing 
health equity. Some of these experiences that have demonstrable results 
were recorded as country examples in the report, while other examples 
originated outside WHO. The report also draws on evidence generated for 
the WHO regional commissions on the social determinants of health in 
the Americas (31), European (32) and Eastern Mediterranean (5) regions.

  “‘Pathfinder countries’ have generated important experiences   

  to support action on the social determinants of health in   

  advancing health equity” 
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In response to Resolution WHA74.16, a draft outline of the report was 
presented to the 152nd session of the WHO Executive Board, and 
received positive feedback. A summary of the report and its proposed 
recommendations, based on evidence reviews, was subsequently 
presented to the 154th session of the WHO Executive Board and the  
77th World Health Assembly. Member State feedback during these 
sessions was positive and informed the iterative refinement and 
finalization of the report. 

See the Acknowledgements for a list of the expert group members, and 
Annex 1 for further description of the approach and the methods used for 
the world report.

1.1.6	 Report overview 

The report consists of eight chapters in three parts: 

Part 1 comprises two chapters which provide the rationale for the 
recommendations. Chapter 1 provides an overview of progress towards 
health equity since the Commission, and makes the case that while there 
has been progress on improving daily living conditions, there has been 
insufficient action on the structural determinants. Chapter 2 provides 
the framework for the analysis and the recommendations which follow, 
surveying the social determinants of health equity and summarizing the 
changing global context and new threats to health. 

Part 2 considers recommendations on the main determinants identified 
in Chapter 2. Chapter 3 recommends approaches to address economic 
inequalities and invest in universal public services. Chapter 4 addresses 
structural discrimination and the inequitable determinants and impacts 
of conflict and forced migration. Chapter 5 sets out how to steer action 
on two major planetary transitions: climate change and digitalization. 

Part 3 covers governance and addresses the ways in which new 
approaches to governance in a variety of sectors can enable more 
equitable outcomes. Chapter 6 makes recommendations for the greater 
involvement of local government, communities and civil society in 
prioritizing and taking action to address health inequities. Chapter 7 
discusses the role of health systems in supporting action on the social 
determinants of health equity, including through PHC approaches, and 
Chapter 8 sets out recommendations for stronger governance to facilitate 
intersectoral action and enhanced monitoring of health inequities and 
social determinants.

  “Implementing these recommendations would lead   

  to progress on the Sustainable Development Goals” 
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In 2008, the Commission set out an agenda for change with three 
overarching recommendations:

1.	 Improve daily living conditions

2.	 Tackle the inequitable distribution of power, money and resources

3.	 Measure and understand the problem and assess the impact  
of action.

Three years after the Commission report was published, governments 
met in 2011 for the World Conference on Social Determinants of Health, 
where the Rio Political Declaration was adopted by over 100 countries (33). 
The Declaration provides information to countries on how to advance the 
recommendations of the Commission’s report, identifying five key areas 
considered critical to addressing health inequities:

1.	 Adopting better governance for health and development 

2.	 Promoting participation in policy-making and implementation 

3.	 Further reorienting the health sector towards reducing 
health inequities 

4.	 Strengthening global governance and collaboration 

5.	 Monitoring progress and increasing accountability.

1.2	  
Updates since the Commission on 
Social Determinants of Health, and 
progress against its targets 
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1.2.1	 Progress against the targets of the Commission on 
Social Determinants of Health

This report assesses progress towards the three guiding targets set out in 
the Commission’s report, to be achieved by 2040: 

1.	 Halve the gap in life expectancy between countries  
and between social groups within countries

2.	 Halve adult mortality rates in all countries  
(probability of dying between 15 and 60 years of age)

3.	 Achieve 90% and 95% reductions in child and maternal  
mortality, respectively.

Progress has been made against all three targets, but the current rates of 
improvement are insufficient to meet them by 2040 (see Fig. 3). Tracking 
progress towards the Commission’s targets has been hampered by a lack 
of data in many countries, especially on within-country health outcomes 
and data disaggregated by population groups.

1.2.1.1	 Progress against Commission Target 1: 

Reduce by 10 years, between 2000 and 2040, the life expectancy at birth (LEB) gap 
between the third of countries with the highest LEB levels and the third of countries 
with the lowest, by levelling up countries with lower life expectancy at birth.

Halve, between 2000 and 2040, the LEB gap between social groups within countries, 
by levelling up the LEB of lower socioeconomic groups. 

The gap in life expectancy at birth (in rounded figures) between the top 
and bottom third of countries declined by 5.6 years between 2000 and 
2021, from a gap of 18.2 years in 2000 to one of 12.5 years in 2021, marking 
important progress (1). The greatest increase in life expectancy at birth 
occurred in the bottom third of countries, where it increased from 59 years 
in 2000 to 66 years in 2021 – a 12% increase, compared to a 2% increase 
in the top third of countries during the same period. However, progress has 
slowed significantly, with most of the increase in life expectancy occurring 
between 2000 and 2010, and a much slower rate of improvement in the 
subsequent decade. From 2019, life expectancy fell for all regions, except 
Oceania, due to the COVID-19 pandemic (1).

Within-country inequalities in life expectancy 
The available data shows that during the past two decades, the gap in 
life expectancy between the most and least advantaged groups within 
some countries has widened (see illustrative examples in Box 2). There is 
insufficient data to draw conclusions about the trend in low- and middle-
income countries. 



Life expectancy at birth (years) among the top and bottom thirds 
of countries (WHO estimates, 2000–2021)
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Life expectancy  
at birth
Between 2000 and 2021, the gap 
between the top third and bottom 
third of countries declined by 5.6 
years. To achieve the 2040 target, 
an additional 4.4 years is needed.

Adult mortality
Globally, the adult mortality rate 
fell by 14% between 2000 and 2021. 
The COVID-19 pandemic slowed 
progress between 2019 and 2021. 
To meet the 2040 target, the 
global adult mortality rate needs 
to decline by 56%.

Under-five mortality
Between 2000 and 2023, the 
global rate of under-five mortality 
dramatically improved, halving 
from 77 to 37 deaths per 1000 live 
births. Meeting the 2040 target 
will require a further reduction to 
8 deaths per 1000 live births.

Maternal mortality
Between 2000 and 2023, the 
global maternal mortality rate 
greatly improved, declining by 40%.  
To achieve the 2040 target, it will 
need to reduce from 197 deaths to 
16 deaths per 100 000 live births.

Fig. 3:	 Progress against the Commission on Social Determinants of Health’s targets
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Box 2.	 Within-country trends in life expectancy by income or social group, 
sample countries 

Where data is available, patterns emerge 
showing within-country inequalities in life 
expectancy across national populations. 

Indigenous Peoples have lower life expectancy 
than non-Indigenous populations in rich and 
poor countries alike, although data is limited. The 
gap in life expectancy between the Indigenous 
and non-Indigenous population is 12.5 years 
for the Inuit in Canada, 10 years for Indigenous 
Australians, 21.5 years for the Baka in Cameroon 
and 13 years for the Maasai in Kenya (34). 

In Japan, the gap in life expectancy between the 
most and least deprived areas is 2.5 years for 
men and 1.2 years for women between 2010 and 
2014 (35).

In the United States of America, between 
2001 and 2014, the 5% of men with the lowest 
incomes saw no gain in life expectancy, while the 
highest-earning 5% gained an extra 2.3 years 
of life expectancy. Between 2000 and 2019, life 
expectancy increased for the Black population, 
but still remains 3.6 years lower than that of 
the White population (36, 37). Since 2010, life 
expectancy has stagnated for White individuals 
in low-income counties in Appalachia and 
the Lower Mississippi Valley, and declined for 
American Indian and Alaska Native populations 
in the Western United States. Progress for Black 
populations in regions with low life expectancy 
stalled after 2010 (38).

In the United Kingdom (England) in 2001, the life 
expectancy gap between the richest and most 
deprived 20% of local areas was 7.4 years for 
men and 5.0 years for women, but by 2017, the 
gap had widened to 7.7 and 6.1 years for men 
and women, respectively. The social gradient 
in life expectancy closely tracks the level of 
neighbourhood deprivation (39). 

In Norway, between 2005 and 2015, life 
expectancy of the richest quartile of both men 
and women grew, while for the lowest-income 
quartile it barely increased for men and fell for 
women (40). 

In Hungary, Poland, Latvia and Slovakia,  
there are gaps in life expectancy of 10 years  
and more between men with high and low 
education levels (41). 

In Europe, Roma people are one of the largest 
ethnic minorities, consisting of approximately 
12 million people. The European Commission 
documents that Roma life expectancy in 2018 
was between five and 20 years shorter than the 
general population (42).

Analysis of life expectancy in the 22 districts of 
Tehran, in the Islamic Republic of Iran, showed 
a gap of 5.5 years for females and 3.7 years for 
males between the most and least deprived 
districts (43).
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1.2.1.2	 Progress against Commission Target 2: 

Halve between 2000 and 2040, adult mortality rates (probability of dying between 
the age of 15 and 60) in all countries and in all social groups within countries. 

Globally, the adult mortality rate fell by 14% between 2000 and 2021, 
though the COVID-19 pandemic led to a rise in mortality between 2019 
and 2021, slowing progress (44). There are substantial differences in 
adult mortality rates between country income groups. In 2021, the adult 
mortality rate in low-income countries (245 per 1000 population) was 2.3 
times higher than that in high-income countries (107 per 1000 population). 

Between 2000 and 2021, the steepest declines in adult mortality rates 
occurred in low-income countries, which experienced a 30% decline, 
compared with a decline of 12% in lower-middle-income countries, 18% 
in upper-middle-income countries and 17% in high-income countries. In 
2021, lower-middle-income countries, representing approximately 43% of 
the total global population, accounted for over half (54%) of adult deaths 
globally (44).

To meet Target 2, between 2021 and 2040, the global adult mortality rate 
needs to decline by 58% to reach 91 per 1000 population.

Within-country inequalities in adult mortality
Within countries, marginalized or disadvantaged population subgroups 
in relation to race and ethnicity, education (see Box 3), income and 
immigrant status tend to have higher adult mortality rates than more 
advantaged populations. In some countries with available data, 
inequalities within countries have widened. 
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Within countries, there are sex-based inequalities in adult mortality rates: 
adult mortality is higher for males than females in almost all settings, and 
this gap has only slightly decreased globally between 2000 and 2021. To 
reach the 2040 target, accelerated improvements for males are required, 
particularly in low- and lower-middle-income countries (44). 

Similarly, disability-related inequalities in adult mortality persist within 
countries. A systematic review of 70 studies from 22 low- and middle-
income countries shows that people with disabilities have double the 
mortality rates of those without disabilities (50). In high-income countries, 
the mortality gap for people with psychosocial disabilities is 20 years for 
men and 15 years for women, due to a combination of lifestyle risk factors, 
social determinants and poorer health care (51, 52).

  “People with disabilities have double the   

  mortality rates of those without disabilities” 

Box 3.	 Trends in adult mortality by education level in sample 
high-income countries 

Research in a range of high-income contexts 
shows a strong social gradient in adult mortality 
associated with people’s level of education.  
For example:

In the Republic of Korea, mortality inequalities 
by education widened for men between 1995 and 
2010, with those in the lowest education category 
experiencing a mortality risk 8.7 times higher than 
those with the highest level of education (45).

In Australia, men who had not completed 
secondary school had an age-adjusted mortality 
rate of 102 per 10 000 person-years – 2.2 times 
higher than the rate for men with university 
degrees (46.3 per 10 000 person-years). For 
Australian women, the difference in age-
adjusted mortality was 60% between those 
with the highest and lowest education levels (46). 

Within many European countries, large relative 
inequalities in all-cause mortality between 
educational groups have widened over recent 
decades (47). For example, in Sweden, men with 
the lowest educational attainment have an 
age-adjusted mortality rate 2.2 times higher 
than those with the highest educational levels. In 
Norway, overall mortality rates have declined, but 
inequalities related to level of education persist, 
and among women these inequities widened 
between 2014 and 2020 (48).

Cross-sectional data from 36 countries indicates 
that, on average, older people’s cognitive 
function (as measured by delayed word recall) 
is better among those with post-secondary or 
secondary education, compared to those with 
only primary or no formal education (49).
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1.2.1.3	 Progress against Commission Target 3: 

Reduce by 90%, between 2000 and 2040, the under-five mortality rate in all countries 
and all social groups within countries, and reduce by 95%, between 2000 and 2040, 
the maternal mortality rate in all countries and all social groups within countries.

Over the past few decades, there have been reductions in maternal and 
child mortality rates. Between 2000 and 2023, the global rate of under-
five mortality halved, declining from 77 to 37 deaths per 1000 live births 
(53). Meanwhile, between 2000 and 2023, maternal mortality improved 
globally from 328 to 197 deaths per 100 000 live births, representing 
a decline of 40% (54). However, global successes in reducing maternal 
mortality stagnated between 2016 and 2023 (and increased in 2021, due 
to impacts from the COVID-19 pandemic) (55).

Progress to date has been driven by substantial declines in low-income 
and lower-middle-income countries, but these countries still account 
for 92% of maternal deaths, and under-five mortality in low-income 
countries remained 13 times higher than in high-income countries in 
2023 (62 compared with 5 deaths per 1000 live births) (53, 54). 

Sixty countries are not on track to reach the SDG target of 25 or fewer 
under-five deaths per 1000 live births by 2030. Of these countries, three-
quarters are in sub-Saharan Africa, 85% are low- or lower-middle-income, 
and almost half are fragile and conflict-affected (53). 

Likewise, maternal mortality ratios are higher among populations in 
fragile settings that are susceptible to economic, social and political 
instability. In 2023, the 10 countries that ranked most highly on the 
Fragile States Index elaborated by The Fund for Peace (56) had an 
average maternal mortality ratio of almost 500 deaths per 100 000  
live births, whereas the ratio among the 10 lowest-ranked countries 
ranged from 1 (Norway) to 12 (Canada and Luxembourg) (54). 

Meeting Target 3 for under-five mortality will require the global rate 
to further reduce to 8 deaths per 1000 live births, or lower. This will be 
achieved if the rate in all countries is at least as low as the mortality rate 
from the year 2003 in high-income countries. For maternal mortality, 
the global maternal mortality rate will need to reduce to 16 deaths per 
100 000 live births, or lower, by 2040. If, by 2040, all countries reach the 
maternal mortality rate that high-income countries had in 2000, then 
the Commission’s target of a 95% overall reduction would be surpassed.

  “Maternal mortality ratios are higher among populations in   

  fragile settings” 
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Promising progress on the Commission’s targets in relation to under-
five and maternal mortality reflects the focus that many countries and 
the international community have placed on improving the health of 
mothers and children. High levels of under-five and maternal mortality 
in the lowest-income countries and population groups have been seen 
as morally unacceptable, resulting in sustained efforts involving many 
partners to reduce mortality. Visible targets with clear data showing the 
extent of progress have contributed to increased accountability and 
corresponding resolve to continue improvements. 

Within-country inequalities in under-five mortality 
Within countries, under-five mortality is higher among the poorest quintile 
than the richest. Compared to their urban counterparts, children living 
in rural areas are more likely to die prematurely, especially in low- and 
middle-income countries (57, 58, 59). Across low- and lower-middle-income 
countries, where 90% of under-five deaths occur, the gap in under‑five 
mortality between the richest and poorest 20% of the population 
narrowed between 2000 and 2023 from 61 to 29 deaths per 1000 live 
births, but still remained substantial (53). To achieve Target 3 in terms of 
reducing the gap between the richest and poorest 20% of the population, 
the rich-poor gap needs to narrow by at least 23 deaths per 1000 live 
births between 2023 and 2040. As noted by the Commission, mortality 
is at best a proxy measure for the overall goals of child well-being, but 
consistent data on more comprehensive measures is lacking. 

Within-country inequalities in maternal mortality 
Within countries, women who are from disadvantaged or marginalized 
groups are disproportionately more likely to die from pregnancy-related 
causes than their more advantaged counterparts, with inequalities 
related to socioeconomic position including level of education, area 
deprivation, and race and ethnicity (see Box 4). There are also strong 
associations between higher levels of gender inequality, including child 
marriage, and higher maternal mortality rates (60, 61).

In many high-income countries, racial and ethnic inequities in maternal 
death rates persist. For example, in Australia, Aboriginal and Torres Strait 
Island mothers are up to three times more likely to die during childbirth 
than non-Indigenous women (62).

In all countries, contributing factors to inequalities in mortality include 
barriers to contraception; abortion restrictions; an undersupply of 
maternity providers (especially midwives), and a lack of access to 
comprehensive postpartum support (including maternity care coverage 
and mandated paid maternity leave). Women from disadvantaged or 
marginalized groups often have more limited access to health care, 
particularly reproductive health services, contributing to higher rates  
of maternal mortality (see Box 4).
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Box 4.	 Evidence of unequal maternal health outcomes within sample countries

There are significant inequalities in maternal 
mortality within many countries, on measures 
of race, socio-economic status, rurality and 
disability, as recent research shows: 

In the United States in 2020, the maternal 
mortality rate for non-Hispanic Black women 
was nearly three times higher than that of 
non-Hispanic White women (55.3 vs. 19.1 deaths 
per 100 000 live births). That gap widened over 
the previous year (63). In Brazil, while maternal 
mortality increased for all during the pandemic, 
Black women have 1.44 times the mortality rate 
of non-Black women (64). In the United Kingdom 
of Great Britain and Northen Ireland between 
2020 and 2022, the risk of maternal death for 
women from Black ethnic minority backgrounds 
was almost three times higher than for White 
women (65).

Evidence from a number of countries shows a 
correlation between maternal mortality and 
socioeconomic status. In the United Kingdom, 
between 2009 and 2022, women from the most 

deprived 20% of areas were more than twice as 
likely to suffer maternal mortality than those 
from the least deprived 20% (65). 

Evidence from 27 African countries shows that 
women living in rural areas delivered their babies 
in a health facility 25 percentage points less than 
those in urban areas, with a significant proportion 
of this inequity explained by household wealth 
and maternal education (66). In the United 
States, the maternal mortality ratio in 2017 was 
estimated to be between 45% and 65% higher in 
rural than urban areas (67). 

A population-based cohort study evaluated 
more than 1.8 million births in Ontario, Canada. 
Compared with women without a disability, 
the adjusted relative risk of severe maternal 
morbidity or death was 14% higher among 
women with a sensory disability, 29% higher 
among women with a physical disability, 57% 
higher among women with an intellectual/
developmental disability, and 74% higher 
among women with two or more disabilities (68).

1.3	  
Key trends affecting the social 
determinants of health equity 

1.3.1	 Using the SDG indicators to measure progress 
in key social determinants of health equity 

The Sustainable Development Goals (SDGs) were adopted by all United 
Nations Member States in 2015. The comprehensive targets for progress 
towards the SDGs encompass the areas considered by the Commission, 
while adding other dimensions of sustainable development with the 
overarching principle of “leaving no one behind”. The WHO Operational 
Framework for Monitoring Social Determinants of Health Equity (Fig. 4) 
provides an ongoing data resource for countries to assess progress by 
using a selection of the UN SDG indicators. Analysis of this data can 
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provide a picture of key progress, as well as where there is a need for greater 
focus on upstream action to tackle the highly interlinked SDG and social 
determinants agendas (69). Note that the Framework includes domains 
centered on health behaviours and access to health care which, while 
they contribute to inequities in health, are addressed extensively in other 
WHO technical reports, and so are not considered in detail in this report.

Fig. 4:	 Key SDG indicator areas relevant to monitoring 
the Social Determinants of Health Equity 
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1: Economic security and equality
Those living in extreme poverty (households where an individual earns or 
consumes less than the International Poverty Line of $2.15 per day at 2017 
prices, adjusted for inflation) experience some of the worst health 
outcomes globally. Since the 2008 Commission, the share of the global 
population living in extreme poverty has declined, from 15.7% in 2010 to 
8.9% in 2019 (70, 71). However, the COVID-19 pandemic and subsequent 
shocks reversed these gains, increasing extreme poverty by nearly 90 
million people (see Fig. 5). Recovery from this setback has delayed 
progress, so that on current trends, an estimated 6.9% of the global 
population will still be living in extreme poverty by 2030 (70).

Groups experiencing marginalization and discrimination, such as rural 
populations and women, are more likely to be living in extreme poverty. 
Children (those aged below 18) comprise a third of the global population 
and yet in 2023 accounted for more than half of those in extreme poverty, 
with poverty remaining one of the greatest risk factors for child morbidity 
and mortality. The COVID-19 pandemic slowed progress, leaving 30 
million fewer children being lifted out of extreme poverty than projected 
(72). Countries facing chronic fragility (that is, where effective institutions 
may be inadequate or defunct) and conflict have seen extreme poverty 
rates stagnate above 40% in the past decade, while countries that have 
escaped this have cut their extreme poverty rates by more than half, with 
subsequent improvements in key health indicators such as child and 
maternal mortality (53, 54, 73).

Globally, economic inequalities between countries have declined since 
around 1980, as low- and middle-income economies have made gains, 
contributing to reductions in health inequities between countries. This 
trend went into reverse following the COVID-19 pandemic: 2022 saw an 
increase in inequality between countries for the first time in three decades 
(74). However, within many countries over the past two decades, economic 
inequality has increased markedly and is now responsible for a greater 
share of global economic inequality than between-country inequalities. 
Between 2000 and 2020, the gap between the average incomes of the 
top 10% and the bottom 50% of individuals within countries increased 
from approximately 12 times to 15 times, for 201 countries included in the 
World Income Inequality Database (75).

Social protection is crucial for improving health equity, yet coverage 
remains insufficient globally. Currently, more than 50% of the global 
population is covered by at least one social protection benefit, an 
increase from 42.8% in 2015. Most of the 3.8 billion people unprotected 
globally are in low-income countries (76).

  “Based on current trends, 6.9% of the global population will still be living   

  in extreme poverty by 2030” 
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PROGRESS IN ADDRESSING SOCIAL DETERMINANTS OF HEALTH AND ACHIEVEMENT OF SUSTAINABLE DEVELOPMENT GOALS

OPERATIONAL FRAMEWORK DOMAIN 1: ECONOMIC SECURITY AND INEQUALITY
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2: Education
Quality education for all, envisaged by SDG 4, was identified as 
fundamental by the Commission. Unfortunately, progress has been  
slow (see Fig. 6). A generation of children experienced significant learning 
losses due to the COVID-19 pandemic, not only affecting their ability to 
fulfil their educational potential, but also having potentially lifelong  
health impacts (70).

Educational inequalities persist both between and within countries in 
terms of school completion and quality of education. In high-income 
countries, 70–90% of children met minimum reading proficiency by the 
end of lower secondary school, compared to less than 60% in low- and 
middle-income countries for the years 2015 to 2019 (77). Countries in 

Fig. 6:	 Progress towards quality education for all
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Fig. 5:	 Progress against economic insecurity and inequality 
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OPERATIONAL FRAMEWORK DOMAIN 1: ECONOMIC SECURITY AND INEQUALITY sub-Saharan Africa have the lowest primary school completion rates, 
with less than two-thirds of children completing primary education (78). 
Groups experiencing marginalization – particularly girls, and children from 
poor households and rural areas – face significant barriers to education, 
leading to reduced skills and limited labour-market opportunities. Within 
low-income countries, these educational inequalities are stark: between 
2014 and 2018, the primary school completion rate was 34% for children 
from the poorest 20% of households and 79% for children from the 
richest 20% (71). Similarly, within low-income countries, while educational 
inequalities between girls and boys have narrowed, they still persist. In 
2018, the primary school completion rate was 62% for girls and 67% for 
boys. To meet national SDG 4 benchmarks, 79 low- and lower-middle-
income countries still face an average annual financing gap of US$ 97 
billion each to expand access to high-quality education (78).

Fig. 6:	 Progress towards quality education for all
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3: Physical environment 
While there have been some improvements, there is still a long way to 
go to meet many of the SDGs related to physical environment. Access to 
safe and sufficient water, sanitation and hygiene, envisaged under SDG 
6, has steadily increased, yet achieving universal coverage by 2030 will 
require faster rates of improvement. Stakeholder participation in water, 
sanitation and hygiene initiatives has been shown an effective approach to 
increasing access, and such participation has risen in many countries (70).

Access to electricity (SDG 7) has steadily increased in recent decades, 
rising from 87% to 91% of the global population between 2015 and 2022. 
However, the number of people lacking access to electricity grew in 2022 
for the first time in a decade, with 685 million people lacking electricity, 
representing 10 million more than in 2021, due to disruptions to energy 
access from the pandemic and conflict. In 2022, international public 
financing for clean energy for developing countries was nearly half the 
level it was in 2016 (79).

The physical environment continues to be a key determinant of health 
inequities (see Fig.7). The number of people living in slums is on the rise. 
More than half the world’s population currently resides in cities, and 
approximately a quarter of the global urban population lives in slums, 
with 2 billion more slum residents expected by 2050 (78). Air quality is 
also an important determinant of health, with the combined effects of 
ambient air pollution and household air pollution associated with almost 
7 million premature deaths annually. Globally, population-weighted 
exposure to fine particulate matter declined by 9% from 2010 to 2019, 
but the level is significantly higher than the recommended air quality 
guidelines, with 99% of the global population breathing air that exceeds 
WHO air quality limits (80). In 2021, 31% of countries were yet to adopt 
legally mandated ambient air quality standards and 37% do not legally 
require national air quality monitoring, critical to understanding how air 
quality affects people (81).

  “Poor air quality is associated with 7 million   

  premature deaths annually” 

Fig. 7:	 Progress towards a healthy physical environment
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4: Social and community context 
Social and community context encompasses many determinants, as per 
Fig.8. In this illustrative section, we focus on gender equality and forced 
displacement. Gender equality is critical to improving health equity. 
This includes direct impacts on maternal and child mortality rates, and 
there is emerging evidence that improving gender equality in countries 
is associated with increased life expectancy for both men and women 
(82, 83). Despite progress in some countries, the world is not on track to 
achieve full gender equality by 2030, with some key metrics likely to take 
centuries to achieve at the current rate of progress (70).

While international commitments have led to some improvements 
– such as declines in child marriage and female genital mutilation, 
and increased political representation for women – significant gender 
inequalities persist. Approximately 2.4 billion women of working age 

Fig. 7:	 Progress towards a healthy physical environment
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lack equal economic opportunities (84). Women globally earn 23% 
less than men and spend 2.5 times more hours on unpaid domestic 
work (70). Women are also less likely to own or control land critical to 
their economic empowerment. Despite making up 43% of the global 
agricultural workforce, women comprise only 15% of all agricultural 
landholders (85). Gender-based violence remains widespread. In 2019, 
globally, 20% of women aged 20-24 were married before the age of 
18, nearly half of married women lacked decision-making power over 
their sexual and reproductive health, and 35% of women aged 15–49 
had experienced physical or sexual violence (78, 86, 87). Female genital 
mutilation affects one in three girls aged 15–19 in 30 countries in Africa 
and the Middle East, leading to severe health risks (88).

In recent years, the world has faced multiple crises that have resulted in 
the forced displacement and migration of millions of refugees, asylum-
seekers, and internally displaced and stateless people. In mid-2024, nearly 
three times more people are displaced compared to 2008.

  “Women globally earn 23% less than men and spend 2.5 times more hours   

  on unpaid domestic work” 

Fig. 8:	 Progress towards equitable social and community contexts
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1.3.2	 The COVID-19 pandemic and the social 
determinants of health equity

The COVID-19 pandemic underscored the relationships between the 
economy, livelihoods, health, and social vulnerability, and uncovered and 
exacerbated social, economic and health inequities (75, 89). The pandemic 
amplified a feedback loop: social inequalities pre-pandemic made the 
pandemic worse, and in turn, the pandemic made health inequities worse, 
including through some of the control measures.

An 84-country study showed higher national income inequality was 
associated with higher mortality 30 days into the epidemic (90). Another 
study of 141 countries found that more unequal countries (measured by 
the Gini coefficient) had higher mortality in the first wave of the pandemic 
(91), with similar findings in a study of all countries in the Organisation 
for Economic Co-operation and Development (OECD) (92). At subnational 
level – for example, in the United States (93), India (94) and Brazil (95) – the 
same has been found: the greater the degree of economic inequality, the 
greater the incidence of COVID-19 infection and mortality.

Groups that experienced increased rates of COVID-19 morbidity and 
mortality include poorer people, marginalized ethnic minorities and 
Indigenous Peoples, low-paid essential workers, migrants, populations 
affected by emergencies and conflicts, incarcerated populations, homeless 
people and people with disabilities (96, 97) (see Box 5). The prevalence of 
deaths in older age groups has been dismissed as a biological inevitability, 
masking the reality of avoidable deaths among older people and the 
neglect of care systems (98).

Fig. 8:	 Progress towards equitable social and community contexts
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Inequities also hampered the success of response actions against the 
COVID-19-pandemic. To reduce the risk and scale of COVID-19 transmission, 
individuals, communities and governments implemented public health 
and social measures at an unprecedented scale from the onset of the 
pandemic. These measures refer to non-pharmaceutical interventions, 
such as hand washing, mask-wearing, physical distancing, school and 
business measures, and international travel and trade measures. While 
such measures were found to reduce transmission of COVID-19, especially 
when implemented early on and in bundles, their effectiveness also hinges 
on their uptake and people’s adherence to them (110, 111, 112). The ability 
to adhere to public health and social measures was affected by existing 
social and economic inequalities, leaving many populations with less 
protection. For example, workers in the informal or precarious workforce 
were often unable to work from home, comply with quarantine and 
isolation recommendations, or maintain physical distancing due to the 
nature of their work or the risk of income loss. People living unhoused or 
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Box 5.	 Racial, economic and disability-related inequalities during the COVID-19 
pandemic in sample countries 

Research into COVID-19 in diverse settings 
across regions has revealed cross-cutting 
patterns of inequalities that were prevalent 
during the pandemic and exacerbated its 
impacts. For example:

Racial inequalities
In the United States and the United Kingdom, 
there were racial/ethnic inequities in COVID-19 
mortality in every age group (99, 100).

In Brazil, Pardo (mixed ethnic ancestry) and Black 
Brazilians admitted to hospital with COVID-19 
had significantly higher risk of mortality than 
White Brazilians (hazard ratio 1.45 for Pardo 
Brazilians; 1.32 for Black Brazilians) (101). 

Economic inequalities
In Colombia, data from March to October 2020 
showed that those reliant on government-
subsidized health insurance and those living in 
areas classified in the lower socioeconomic strata 
had a higher risk of dying from COVID-19 (102). 

In Japan, a higher burden of COVID-19 cases 
and deaths was observed in prefectures with 
lower household incomes, a higher proportion 
of the population receiving public assistance, 
a higher unemployment rate, more household 
crowding, and higher smoking and obesity rates, 
compared with prefectures with the most social 
advantage (103). COVID-19 mortality rates were 
higher in areas with the greatest socioeconomic 
disadvantage for the first year of the pandemic 
(up to February 2021) (103).

In Switzerland, people living in more deprived 
neighbourhoods were less likely to be tested 
for COVID-19, but more likely to test positive, be 
admitted to hospital or die, compared with those 
in less deprived neighbourhoods (104).

In South Africa, a linear relationship was seen 
between subdistricts with high poverty and 
high COVID-19 death rates in Cape Town, with 
the highest levels of COVID-19 mortality in the 
poorest districts (105).

In Hungary, research shows that those living in 
more deprived municipalities, and districts with 
higher proportions of Roma people, had a lower 
risk of being identified as a confirmed COVID-19 
case, but a higher risk of death from the virus (106).

In the Emilia-Romagna region of northern Italy, 
people living in the most disadvantaged census 
blocks in terms of index of deprivation, household 
crowding and foreign resident population showed 
an increased risk of death overall and from 
COVID-19 during the first outbreak peak of the 
pandemic (March and April 2020) (107).

Disability-related inequalities
In the United Kingdom and the Republic of Korea, 
more than half of the COVID-19 related deaths 
in 2020 occurred among people with disabilities 
(108, 109).

in overcrowded housing were often unable to access personal protective 
equipment like masks, clean water and soap, or to isolate when sick to 
prevent onward transmission. These conditions increased the chances of 
infection, and together with other socially determined risk factors, such 
as pre-existing co-morbidities and limited access to health care, created 
increased risk for severe illness and mortality (96). 

In addition, the prolonged implementation of societally disruptive public 
health and social measures, such as travel and trade restrictions or school 
and business closures, led to a widening of health and socioeconomic 
inequities. This was particularly the case in the absence or unequal 
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provision of mitigation measures such as social protection, including paid 
sick leave, unemployment benefits and in-cash support for food and living 
costs (113, 114, 115). 

There was evidence of the social gradient in access to non-COVID-19 
health care during the pandemic in many countries, including Bangladesh, 
Kenya, Nigeria and Pakistan; and reduced diagnoses for common health 
problems in disadvantaged communities – for example, in the United 
Kingdom (116). Maternal mortality rates have increased since the pandemic 
in several settings (117, 118), and sexual and reproductive health outcomes 
have deteriorated (119, 120, 121). Health services in lower-income countries 
were more heavily affected than those in wealthier ones, and their time 
to recovery has been longer (122).

Spillover impacts of the pandemic to other social determinants have 
included increased poverty, food insecurity, increased violence, disruption 
to education, and mental health impacts, particularly among young 
people (96, 123). In the European Union (EU), an additional 40 out of every 
100 young people reported mental health problems in 2022 compared 
with 2016 (124). In 2021, largely driven by COVID-19, the gender gap in food 
insecurity was one percentage point higher than in 2020, with 32% of 
women worldwide moderately or severely food insecure, compared with 
27.6% of men (125). An additional malnutrition effect of the pandemic was 
growth in children being overweight or obese, in particular among socially 
vulnerable population groups, caused by increased intake of nutritionally 
poor, energy-dense foods, lower physical activity and inequality of 
opportunities for outdoor activities (126, 127, 128).

The availability of medical countermeasures, including vaccines and 
treatments to fight the COVID-19 pandemic, was delayed in lower-
income nations, increasing health inequities between countries (129). Debt 
burdens were already a challenge, and many low- and middle-income 
countries emerged from the pandemic with larger amounts of sovereign 
debt, reducing their fiscal space to invest in recovery and necessary 
infrastructure to improve health (130). 

1.3.3	 The cost-of-living crisis

The legacy of COVID-19, combined with the impacts of recent conflicts, 
disasters and disease outbreaks, has driven high inflation, causing the 
livelihoods and health of billions of people to deteriorate. Inflation has 
broken multidecade records in high-income economies, while low- and 
middle-income countries – in particular, the poorest – have experienced 
even higher levels of inflation. The effect is to drive up the price of 
essential goods and services necessary for health, including housing, 
water, energy, food and transport. Such essentials make up a higher 
proportion of household expenditure for the poor (131, 132).
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Increases in inflation have had damaging impacts on health equity (133). 
Estimates for 2023 show that since 2019, global hunger has risen by  
152 million, to 733 million people, and 2.33 billion people were facing 
moderate or severe food insecurity, remaining well above pre-pandemic 
levels (134). The cost-of-living crisis has further widened socioeconomic 
inequalities in childhood obesity by rising the prices of health-promoting 
foods, which disproportionately affects disadvantaged families and 
communities already at risk of obesity (135). 

In the first three months of the Ukraine war in 2022, 71 million people were 
pushed into poverty, with hotspots in the Balkans, the Caspian Sea region 
and sub-Saharan Africa, particularly the Sahel (136, 137). The increased 
costs of fuel and food are also impacting high-income countries, with 
many of the poorest struggling to heat their homes and feed themselves 
and their families. Commodity prices increased globally in 2023–2024, 
particularly for energy and food, with inflation affecting nations of all 
income levels. 

Global economic growth and inflation have started to stabilize after 
bottoming out in 2023, but the cost of living remains high in many 
countries, with 38% of developing countries eligible for World Bank 
assistance, having a lower GDP than before the COVID-19 pandemic 
(138, 139). Sub-Saharan Africa is home to approximately 60% of those in 
extreme poverty. The World Bank estimates that economic growth in the 
region will rise from 2.6% in 2023 to 3% in 2024 and 4% in 2025–2026, 
with conflict and climate impacts dampening growth, and recommends 
that “policy should be geared toward sharing the growth benefits more 
equally across the population” (140). 
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1.4.1	 Growing evidence for, and action on, the social 
determinants of health equity

In the 15 years since the Commission reported, knowledge about 
the social determinants and how they shape health has grown (141). 
The increasing evidence base on the social determinants of health 
equity has served to validate the analysis of the Commission and 
reinforce its recommendations (142). Emerging evidence from practical 
implementation of approaches based on the social determinants of 
health is leading to refinements and improved practices, as well as 
adaptation in other settings (143, 144, 145). 

In relation to mental health conditions, for example, there is an 
increasing appreciation of the social determinants as fundamental 
factors in determining population and individual mental health (146, 147). 
The relative neglect and exclusion of these factors from mental health 
discourse and practice can result in over-reliance on pharmacological 
treatments, to which there are inherent inequities in access. The use of 
broader psychological, social and economic interventions implemented 
collaboratively with communities and non-health sectors can help 
address the root causes of mental health conditions.

  “In order to address the social determinants of depression   

  and anxiety, States should put the fight against poverty and    

  inequality at the heart of national strategies to improve mental    

  health, and they should combat the rise of income and wealth    

  inequalities, the informalization and destandardization of work,    

  the contractualization of welfare, and housing segregation in    

  urban areas” 

– UN Special Rapporteur on extreme poverty and human rights, 2024

1.4	  
Evidence and action on the social 
determinants of health equity
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The measurement and analysis of the extent of health inequities has 
largely focused on high-income settings, and has not been accompanied 
by commensurate research and guidance on the most effective ways to 
take action (148, 149, 150, 151). There has been insufficient data to monitor 
whether health inequities change in response to policies, and practical 
tools to translate intentions into action have been lacking, undermining 
the appetite and capacity to take action (152, 153).

Many stakeholders are unsure of where to start to address the social 
determinants of health equity, or which approaches are most relevant 
and practical in their context. While the comprehensiveness of the “social 
determinants of health equity” approach is one of its strengths, the current 
evidence base does not easily support prioritization, and it is not always 
straightforward to make the short-term financial case for action (154, 155). 
How different actions are strategically combined remains an area for 
innovation and learning.

1.4.2	 National and local strategies for action on the 
social determinants of health equity

National health equity action plans were among the implementation 
approaches that brought together governance and management of 
implementation in the Commission’s country action workstream (6). Since 
then, there have been a number of reviews by national governments to 
inform their strategic approaches to health and the social determinants 
of health equity, including in Australia, Brazil, Denmark, Ethiopia, Finland, 
Iceland, the Islamic Republic of Iran, Lao People’s Democratic Republic, 
New Zealand, Norway, Pakistan, the Philippines and the United Kingdom 
(England and Scotland) (12). 

Health in All Policies (HiAP) approaches to address the social determinants 
of health have been used both at national and local levels in different 
development contexts. The SDGs have lent support to seeking synergies 
from HiAP approaches with co-benefits from environmental policies. 

More recently, well-being economy approaches that incorporate the social 
determinants of health equity are being considered in many countries and 
regions (156). The term “well-being society” was used in the 2021 Geneva 
Charter for Well-being with the following meaning: “creating sustainable 
well-being societies, committed to achieving equitable health now and 
for future generations without breaching ecological limits” (157). 

Implementation of policies and programmes on the social determinants 
of health continues to increase, with positive impacts in many local areas 
and a proliferation of approaches based on the social determinants of 
health equity led by local governments and mayors (158, 159). The SDH 
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Special Initiative is an action-learning initiative that has led to joined-up 
local-to-national action and the implementation of approaches at local 
demonstration and pioneer sites in eight countries and territories in three 
WHO Regions (15, 160).

While more implementation research is needed, examples of action 
on the social determinants of health equity implemented in towns, 
municipalities, cities, regions, islands and countries have helped build 
evidence for effective ways to support better and more equitable health, 
and provide a type of social learning that encourages uptake and social 
innovation. These examples have also strengthened understanding of 
the practical application of comprehensive strategies required to address 
the range of different social determinants of health (144). Some of this 
learning is captured in this report, but much is ongoing, as momentum 
builds and an increasing number of places adopt the social determinants 
of health equity agenda. These efforts must be evaluated for impact and 
lessons learnt to address barriers to implementation.

1.4.3	 Intersectoral and Primary Health Care approaches 

Efforts to reduce health inequities have often focused more narrowly 
on the fairer delivery of health services through ministries of health, 
expecting these services to lead to greater health equity. However, 
even with strong leadership from the health sector, the challenges of 
intersectoral work and the political accountabilities towards service 
provision can dissuade upstream action on key social determinants. 

Global calls for the reorientation of health systems towards a primary 
health care (PHC) approach give renewed focus to intersectoral 
approaches like HiAP. They highlight the role of health sectors in 
considering barriers to health equity arising from other sectors. They 
also draw attention to intersectoral policy and community engagement 
as two of the three components of the PHC approach (161, 162, 163). But 
despite the broad vision of the 1978 Declaration of Alma-Ata, as well as 
the more recent articulation through the 2018 Declaration of Astana, 
many PHC initiatives have been limited in their ability to drive upstream 
action on the social determinants of health equity (164, 165). 

  “COVID-19, HIV and Mpox are reminders that inequities in health   

  care cannot be reduced through action in the health sector alone” 
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Unsurprisingly, the mismatch in focus and lack of engagement of whole-
of-government or whole-of society approaches has often failed to 
propel action on social determinants. COVID-19, HIV and Mpox are more 
recent reminders on a global scale that inequities in health care cannot 
be reduced through action in the health sector alone (166, 167). Social 
contract perspectives and transformative policies to address inequalities 
in the context of contemporary crises are critical, given that inequalities 
and crises reinforce and compound each other (168).

Recent documented experiences, such as the intersectoral collaborations 
that promoted civic participation and people-driven health care in the 
United Republic of Tanzania, as well as in Thailand, explicitly moved 
beyond the medical model to include innovative governance models 
and intersectoral approaches to the social determinants of health 
(169, 170, 171). Experiences in Lao People’s Democratic Republic and 
Chile highlight the possibilities of using PHC-oriented health reforms 
to develop a comprehensive family and community health care model 
that incorporates a strong component of intersectoral work on social 
determinants (see Boxes 15 and 29) (163, 172).

1.4.4	 Reflection on progress 

Overall, while the Commission’s targets for greater health equity have 
not been met, there has been some progress reducing inequities in life 
expectancy, and in maternal, child and adult mortality rates between 
countries. However, wide health inequities persist – particularly within 
countries – related to social position and among those experiencing 
discrimination, and progress has stalled in many countries more recently. 
The fundamental diagnosis of the Commission still applies: “poor 
social policies and programmes, unfair economic arrangements, and 
bad politics” are a “toxic combination” that drives health inequities (6). 
Today’s health inequities are a result of a political failure to address these 
structural determinants. Recent global crises – including conflict, climate 
change, inflation and the COVID-19 pandemic – have exposed even more 
starkly the consequences of unequal societies and the poor conditions 
experienced by a large proportion of the world’s population, amplifying 
existing health inequities and creating new ones.
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The social determinants of health equity are the structural political, 
economic, social and cultural systems that stratify societies and 
differentially shape living conditions across the life course. Section 
2.1 describes the pathways and mechanisms through which these 
determinants impact health equity. Each of the social determinants of 
health equity in Fig. 9 is introduced in this section and is in turn the subject 
of corresponding recommendations in Chapters 3–5 of this report. Section 
2.2 provides illustrative examples of how structures shape the conditions 
of daily life and impact health and health equity, focusing on prominent 
areas with strong evidence and for which action responses are possible.

Fig. 9:	 This report’s approach to outlining the Social Determinants 
of Health Equity

Socioeconomic position of people (by income, education, race/ethnicity, class)
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2.1	  
The social determinants 
of health equity

2.1.1	 Economic systems

Economic systems are inextricably linked with health and health equity. At 
all scales and levels, from global to local, economic systems determine the 
flow of capital, the allocation of economic resources, the production and 
distribution of products, goods and services, and the conceptualization 
and valuing of economic development and growth. By determining the 
resources available to countries, economic systems affect inequities in 
income, wealth and power within and between nations, and abilities 
to invest in the social determinants of health equity. As the 2024 Nobel 
laureates in economics argue, the prosperity of nations is driven by 
strong societal institutions, with those countries which have invested in 
inclusive institutions able to chart a pathway to prosperity even from 
a low resource base, while countries that are trapped in extractive and 
exploitative patterns remain poor (173).

Macroeconomic volatility, economic shocks like the COVID-19 pandemic, 
and the cost-of-living crisis have severe negative impacts, increasing 
poverty and health inequities for all age groups and countries at all 
income levels (174, 175, 176). Correspondingly, programmatic interventions 
designed to protect populations against economic shocks and build 
broad-based resilience are critical to the conservation and extension 
of equity in health, as demonstrated by numerous countries on all 
continents (see boxes below for specific country examples) (177, 178). 

Economic and political priorities shape resources available between and 
within countries, with direct impacts on health and health equity (179). 
They determine what is funded and to whom that funding is distributed. 
The availability of resources and how they are distributed can significantly 
constrain governments’ ability to finance actions that will directly 

  “The way markets operate, the role of the public sector, and    

  economic inequalities are structural drivers of inequities in    

  the conditions of daily life, mostly produced or modified by    

  political choices” 

Report of the Commission of the Pan American Health Organization 
on Equity and Health Inequalities in the Americas (31)
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improve health equity, such as investments in universal public services 
and social infrastructure. Constraints on governments arising from 
economic systems can both harm and promote health and equity – for 
example, the challenges investing in public services due to a lack of fiscal 
space, or the potential for regulation and revenue-raising from health-
harming commercial products or services (180, 181). The Council on the 
Economics of Health for All has advocated for new economic thinking 
that goes beyond fixing market failures, and supports policy-makers to 
actively create and shape an economy that delivers on goals critical to 
health equity. This thinking includes good education systems, decent 
working conditions and safe environments. It also requires organizing 
and financing health systems in a way that ensures access to effective 
services for all, at all ages. Essential to this mission is ensuring that the 
economy is understood as being in the service of people and the planet, 
rather than economic growth being all powerful and the end goal (182).

Some insight into the predominance of economic factors in people’s 
health comes from analysis of the European Quality of Life Survey, which 
suggests that for respondents in Europe, income security is the largest 
single contributing factor to self-reported health, accounting for 35% 
of the difference between the most and least affluent quintiles. This is 
followed by housing deprivation and educational outcomes, both also 
important social determinants of health equity (Table 2) (13). 

Table 2.	 European Health Equity Status Report decomposition analysis 
– leading factors driving inequalities in self-reported health 
between the most and least deprived 20%
Source: Analysis of the European Quality of Life Survey in: World Health Organization Regional 
Office for Europe. Healthy, prosperous lives for all: the European Health Equity Status Report (13).

Factor % relative contribution

Making ends meet (income security) 35.0

Housing deprivation 15.7

Educational outcomes 13.3

Poor-quality health services 7.9

Fuel deprivation 5.5

Lack of trust 5.3

Not employed 5.0

Lack of green space 2.6

Unsafe neighbourhood 2.3

Working excessive hours 2.0
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Poverty is detrimental to health
Poverty influences health and longevity through multiple mechanisms, 
including (but not limited to) barriers to accessing quality health care, 
safe and stable housing, and healthy and affordable foods, along 
with higher levels of exposure to environmental pollutants, and greater 
social exclusion. Living in extreme poverty on less than US$ 2.15 a day 
denies people the ability to access vital services, including safe water, 
food, shelter and health care, which leads to significantly worse health 
outcomes (183). Under-five mortality is closely correlated with the 
proportion of the population living in extreme poverty (53, 184). Globally, 
four out of five people experiencing extreme poverty live in rural areas (185). 

There is a strong correlation between poverty, life expectancy and GDP 
per capita below a threshold of approximately US$ 15 000, after which life 
expectancy is more influenced by the policies and programmes available 
and their distributional impacts (139, 186, 187). More comprehensive 
measures of well-being and living conditions are needed alongside GDP, 
that integrate considerations of economic inequality and health outcomes.

Economic inequality and health
Absolute deprivation of resources for health, as characterized by poverty, 
worsens aggregate levels of population health and health inequities, but 
so do relative poverty and economic inequality – that is, the unequal 
distribution of income across the population. Economic inequality in a 
society is associated with worse overall population health outcomes, 
including life expectancy, infant mortality, obesity and mental health 
conditions, and with higher health inequities. In countries where 
data is available, there is a remarkably close association between 
an area’s deprivation levels and health outcomes in social gradients. 
One mechanism through which inequality works relates to decreased 
social cohesion and trust in institutions, resulting in fewer investments 
in resources needed for health across the population, regardless of 
education, employment, income or wealth (188, 189). 

The potential health gains from reducing economic inequality are 
significant. For example, WHO analysis predicts that eliminating wealth-
related inequality in under-five mortality (that is, decreasing national 
mortality to the level of the richest 20% in each country) could help save 
the lives of 1.8 million children in low- and middle-income countries (190). 
Health gains from reducing economic inequality are also evident in high-
income countries (191). An analysis of the United States across counties 

  “The potential health gains from reducing economic inequality are significant” 



38

W
o

rld
 rep

o
rt o

n
 so

cia
l d

eterm
in

a
n

ts of h
ea

lth
 eq

u
ity

showed that a one-percentage point increase in the Gini index (a measure 
of income inequality) was associated with a 4% increase in child 
maltreatment (192). Higher levels of income inequality are also significantly 
associated with increases in new HIV infections in the following year. 
Estimates show a 25% reduction in the Gini coefficient (a reduction in 
income inequality) would reduce the HIV incidence by 0.14 infections per 
1000 people globally, and by 0.29 infections in the sample, excluding 
Africa. For African countries, this same reduction in income inequality 
would be associated with a reduction of 2.11 infections per 1000 people in 
the following year (193). A similar pattern was seen for AIDS-related deaths 
– increases in income inequality resulted in a significant association with 
increases in such deaths the following year. The effect is more pronounced 
for non-African countries: a 25% reduction in income inequality would be 
associated with a reduction in AIDS-related deaths of 17.39 per 100 000 
deaths in the sample (193).

Poor health and inequality cost economies and society
As well as poverty and economic inequality leading to poor health, 
these health inequities and low levels of population health overall 
damage economies and societies more broadly. An unhealthy workforce 
undermines economic productivity and leads to increased and avoidable 
social protection and health care costs. Globally, it has been estimated 
that improved population health would add US$ 12 trillion or 8% to global 
GDP by 2040, and 0.3% to global employment growth (194). Eighty per 
cent of these gains would come in low- and middle-income countries.  
For example, in Africa alone, healthy life years lost in 2015 cost the region 
US$ 2.5 trillion (195). 

While the relationship is complex, improving population health and 
reducing health inequities would tend to benefit economies, including in 
high-income countries. Fig. 10 outlines how the vicious cycle of inequity 
can be transformed to a virtuous cycle through the actions recommended 
in this report. A study examining the relationships between health 
and economic growth found a robust causal effect between health 
improvement and per capita growth rates in a sample of 26 high-income 
countries over the period 1960−2000 (196). One estimate suggested a 
10% reduction in cardiovascular mortality was associated with a one 
percentage point increase in growth of per capita income (197). In 2020, 
during the COVID-19 pandemic, Latin America and the Caribbean suffered 
the largest economic contraction in the last 120 years, with a drop of 7% 
in GDP (198). In relation to inequity specifically, it was estimated that in the 
United Kingdom, health inequities cost an estimated £70.5 billion per year 
in reduced productivity, tax losses, and health and welfare costs, while 
improved health equity could save Australia 6.5 billion Australian dollars 
annually, as well as generate 8 billion dollars from the 170 000 people 
enabled to enter the workforce (199). 



� 39
P

a
rt 1: C

h
a

p
ter 2

Fig. 10:	 Social determinants and health equity: from a vicious to a virtuous cycle
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The commercial determinants of health
The commercial determinants of health are the commercial dimension 
of the social determinants of health. These are the activities undertaken 
by commercial actors that affect people’s health, directly and indirectly, 
positively and negatively. Commercial actors not only shape health and 
health equity through the development, sale and marketing of their 
products, goods or services, but also in their impacts on the health of their 
workforce, on supply chains, and in shaping the norms and the regulatory 
and legal ecosystems that influence health (200, 201, 202). Commercial 
actors that produce goods and services that improve health can reduce 
health inequities when they support good employment conditions and 
have broader positive impacts on communities (203). However, health-
harming sectors, such as the tobacco and alcohol industries, pose risks 
to health under all circumstances. 

Just four industries – health-harming food and drinks, fossil fuels, 
alcohol and tobacco – account for at least a third of global preventable 
deaths, collectively in 2021 causing 19 million deaths annually (200, 204). 
Experience has shown that these industries can and will prevent and 
undermine public-sector action to limit health-harming products, services 
and practices, including by seeking to shape public discourse, and to bias 
or undermine research. They have also established opaque front groups to 
pursue their interests. The health-harming segment of the food industry 
has been particularly effective in influencing national governments to 
reduce or not implement regulations, and in marketing products which 
misinform about their effects on health, the environment and other 
social determinants (205, 206). 
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2.1.2	 Social infrastructure adaptive to major transitions

Social infrastructure refers to the policies, services, resources and related 
spaces that people have access to, which enable them to fully participate 
in social, civic and economic life without barriers (25, 26). Investing in social 
infrastructure means building strong public institutions and strengthening 
social cohesion (207). Historically, governments that have invested in 
social infrastructure have ensured higher standards of living and health 
(208). Evidence suggests that the larger the social budget, the greater the 
benefits in terms of poverty and inequality reduction (209). Countries with 
broader, more generous welfare states have higher levels of health and 
lower levels of health inequality (6, 210). 

Social infrastructure must be responsive to important transitions that 
are shaping our societies, our environment and our economies, including 
urbanization and demographic shifts. The exponential growth of cities, 
and demographic changes in age distribution due to declining birth and 
death rates, have major implications for health equity. 

Urbanization
Urbanization has an impact on a number of important social 
determinants of health equity, including urban built environments, 
housing conditions, access to safe water and sanitation, food security, 
transport systems and air quality. Over 55% of the world’s population lives 
in urban areas – a proportion expected to increase to 68% by 2050, driven 
by many of the structural determinants mentioned in this chapter, 
including climate change, conflict and economic opportunity. This growth 
is particularly rapid in Africa and Asia, regions which account for over 80% 
of the 1 billion people living in slums or informal settlements (211). Informal 
settlements are an evident manifestation of the impacts of a lack of 
investment in social infrastructure. When there are insufficient public 
institutions collectively managing, planning and steering investment in 
affordable housing, vast proportions of disadvantaged populations will 
be subject to poor-quality housing, undermining their health. Spatial 
inequality analysis is an emerging and increasingly important tool to 
understand how the determinants of health equity cluster, compound 
and interact. 

Health inequities are frequently starkest in urban areas, sometimes 
varying from street to street. The social and demographic characteristics 
of urban areas impact health and levels of health inequities, including via 

  “Spatial inequality analysis is an increasingly important tool to understand   

  how the determinants of health equity cluster, compound and interact” 
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population age and gender balance; the extent to which there are large 
proportions of migrants, unemployed residents, slum-dwellers or other 
socially vulnerable groups; and cultural factors. Groups made socially 
vulnerable are more likely to live in neighbourhoods near manmade or 
natural hazards, and with poor water supplies, sanitation, energy and 
transport services, or housing conditions (212). Urban services often fail 
to keep up with rapid and unplanned urbanization, and the needs of 
underprivileged urban areas are frequently not met. This is particularly 
the case for people already subject to exclusion due to their gender, race, 
caste or religion. 

Exposure to levels of air and noise pollution are higher in cities. Sedentary 
lifestyles resulting from poor and inequitable transport systems, and 
the lack of space for safe walking, cycling and active living also make 
cities epicentres of the noncommunicable diseases epidemic – which is 
reinforced by increasingly poor diets with high amounts of processed 
food. Rapid and unplanned urbanization combined with climate and 
environmental change, increased global travel and trade, and other 
societal challenges has stimulated the emergence or re-emergence of 
vector-borne diseases (213, 214, 215, 216).

Demographic shifts
Demographic transitions carry with them the prospect of equity 
dividends at each stage of the life course, but also the risk of entrenching 
and worsening inequities if social infrastructure, policies and programmes 
do not reflect changing age structures (217, 218). In 2020, the number 
of people globally aged 65 years or over outnumbered that of children 
under five for the first time. By 2050, people aged 60 years or over will also 
outnumber adolescents and young people aged 15–24 years. Projections 
indicate that nearly 80% of the world’s older population will live in low- 
and middle-income countries in 2050 (219).

A social determinants approach to health recognizes that older people 
are not a homogeneous group, but instead show the cumulative health 
impact of social and economic disadvantage or privilege that people 
have experienced from birth, and the opportunities and vulnerabilities 
they experience as they age. Evidence from longitudinal cohort studies 
documents the positive impacts of higher levels of education and wealth 
on health trajectories, leading to better health at older ages (220, 221). A 
comparative analysis of 42 countries with cross-sectional data on almost 
152 000 older people documented a strong social gradient: older people 
with higher education levels have a higher cognitive capacity, at every 
age (49). WHO estimates that at least 142 million older people worldwide 
are unable to meet their basic needs, noting that women are more likely 
to live alone and in poverty than men, and after 80 years of age, women 
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are less able to meet their basic needs than men, with the gap widening 
with age (49). A 23-country longitudinal study offers an explanation for 
these differences, finding that living in a country where gender inequality 
is more pronounced increases women’s risk of difficulty in five basic 
activities – bathing, dressing, feeding, toileting and getting in and out 
of bed – while men’s risk does not increase (222). Additionally, 20–34% 
of older people experience loneliness or social isolation globally, with 
associated impacts on health and well-being (223, 224).

Labour policies and broader welfare and economic policies also shape 
opportunities for older people. A 12-country longitudinal study investigated 
older people’s labour market experiences five years before and after 
country- and gender-specific retirement ages, noting that reaching “full 
pension age” did not signify a one-time labour market exit, as many older 
people work part-time, partially retire, or constantly move in and out of 
the labour market (225). Importantly, older adults with limited financial 
resources work longer, regardless of their health status. In particular, 
women have greater income insecurity in older age and have less access 
to contributory pension benefits (226).

At the other end of the life-course, evidence is beginning to accumulate 
that there are new vulnerabilities emerging among adolescents and 
young adults. Alarming increases in mental ill-health and a lack of well-
being have been observed over the past decade in adolescents and 
young adults (aged 12 to 25). The evidence is remarkably consistent, 
albeit from a small group of Anglophone countries, and shows by far the 
highest rises in mental distress among young women (227). These studies 
show aggregate well-being steadily rising with age. Potential explanations 
for rapidly decreasing well-being among this age cohort include the impact 
of social media exposure and rising income and wealth inequality, which 
has increased economic precarity. Further investigation is needed into 
whether these changes are being seen in countries at all income levels, 
their potential causes and, crucially, effective remedies. 

2.1.3	 Structural discrimination

Structural discrimination refers to the rules, norms, routines, and 
patterns of attitudes and behaviours in institutions and other societal 
structures that represent obstacles to groups or individuals in achieving 
the same rights and opportunities available to most of the population 
(27). Structural discrimination occurs systematically across society and 
is embedded in prevailing cultures, legal mechanisms and economic 
structures. Often reflecting historical power relations and attitudes, it 
creates, perpetuates and reinforces actively harmful and unfair practices 
and outcomes that become normalized within society. Discrimination 
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is prohibited in international human rights law, and in most national 
constitutions and legal frameworks. However, to varying extents, 
structural discrimination exists in all societies and may be based on race, 
ethnicity, religion, migration status, Indigeneity, gender identity, sexual 
orientation, economic status and disability, among other characteristics.

The direct impacts of discrimination on health include poorer mental 
health (147, 218, 228), loss of self-esteem, increased stress (229), symptoms 
of trauma (230), reduced feelings of power, loss of liberty, and impacts 
from violence (231). Discrimination creates barriers to accessing health 
care, and results in people receiving worse-quality health care. Structural 
discrimination also has multiple, widespread negative impacts on key 
social determinants of health, including increased poverty and reduced 
access to education, employment, health care and other services, and 
safe, good-quality living conditions and environments. 

Forms of discrimination often intersect, with many people experiencing 
discrimination across multiple compounding domains (232). Experiencing 
discrimination undermines trust and confidence in societies’ social, 
economic, political and cultural systems, which in turn affects individual 
and collective health. During the COVID-19 pandemic, it was notable that in 
many countries, vaccine hesitancy was higher among communities which 
were marginalized, excluded and discriminated against (233, 234, 235), 
and was related to a lack of trust, which had been undermined by 
experiences of discrimination and associated trauma.

Sexism and gender inequality
Women are disproportionately affected by poverty, discrimination, 
exploitation and sexual violence. The resulting health inequities are 
further compounded by heteronormative and patriarchal gender norms, 
and discrimination and disadvantages based on sexual orientation, 
gender identity, gender expression and sex characteristics (236). Studies 
of women and LGBTQI+ populations show that exposure to violence 
is associated with significant health consequences, including HIV 
acquisition and suicide (237, 238, 239).

While women tend to live longer than men on average, they often suffer 
from poorer health and quality of life (240). This is due to accumulated 
gender-based discrimination and disadvantages over their lifespan, 
including poorer economic conditions and gender pay gaps, multiple 
comorbidities, and inadequate social and health protection. Structural 

  “Experiencing discrimination undermines trust and confidence… which in turn   

  affects individual and collective health” 
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barriers to gender equality exist and persist, to varying extent, in every 
country. The World Bank reports that only 14 countries globally have legal 
parity between men and women, with progress towards closing this gap 
being too slow (241). 

In the world of work, these barriers manifest as gender differences in 
labour-force participation and pay, occupational segmentation, unequal 
working conditions, and women’s disproportionate burden of unpaid 
domestic and care work (242). The care economy is a key arena in which 
gender inequities and their impact on women’s health play out, with 
women carrying out three times the amount of unpaid care work than 
men (243). The total value of unpaid care and domestic work is estimated 
to be between 10% and 39% of GDP across countries (242), increasing 
the burden on carer’s mental health and physical health and well-being. 
The ways in which discrimination intersects and accumulates can be 
seen in relation to migrant and ethnic minority female workers, who are 
often over-represented in jobs at the low end of the care workforce, and 
frequently deprived of workplace protection and rights (244, 245).

Racism
Racism is rooted in colonialism, slavery, ethnicity, caste and other 
systems that work to maintain historical hierarchical structures, and 
the unequal distribution of power and resources that sustains them 
(246). Racial discrimination is institutionalized in economic and legal 
systems, education, employment, housing, transport and food systems, 
all of which have major impacts on health and health equity (228). 
Racism intersects with other systems that reproduce inequity, including 
in the policing, justice and penal systems, where the disproportionate 
incarceration of minority groups has a direct impact on health outcomes 
(247, 248). The committee that monitors the implementation of the 
Convention on the Elimination of Racial Discrimination recently issued 
an important advance in the systematic consideration of racism and its 
impacts on health, through its General Recommendation related to the 
realization of the right to health (249).

Specific pathways from structural racism to negative health outcomes 
have been found across many health conditions – for example, in evidence 
from the United States in relation to mental health, cardiovascular 
outcomes, physical function, cognition, diabetes, risks of preterm birth, 
stillbirth, obesity and late cancer diagnosis (250, 251, 252).

Even where current laws are non-discriminatory, historical structural 
discrimination has left some population groups with fewer resources, 
which continues to impact on intergenerational inequity. For example, 
in the United States, people of colour were discriminated against by 
mortgage lenders until the early 1970s – a process called “redlining”, 
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preventing them from building equity to hand to the next generation (253). 
In the United Kingdom, substantial wealth transfer from parents to young 
adults was three times more likely for White people than young adults 
who are Pakistani or Bangladeshi (254). 

There is a particular need to focus on the health legacies of colonialism 
on Indigenous Peoples. Although Indigenous Peoples make up just 
6% of the global population, they account for about 19% of the 
extreme poor, and have a life expectancy up to 19 years lower than 
that of non-Indigenous Peoples (255, 256). Globally, Indigenous Peoples 
are subjected to discrimination, violence, impoverishment, cultural 
damage and, increasingly, the harmful impacts of climate change. 
In turn, they experience higher rates of physical illness and disease, 
food insecurity, poor living standards and mental health conditions, 
that have been associated with the negative impacts of colonialism 
(147, 255, 257, 258, 259). A key conclusion of the Pan American Health 
Organization’s Commission on Equity and Health Inequalities in the 
Americas was that the legacy of colonialism continued to harm 
Indigenous and minority ethnic communities, and is evident in 
inequitable economic, social and legal systems (31). 

Disability discrimination
People with disabilities face additional challenges in their social 
determinants of health and in accessing services, experiencing shorter 
and unhealthier lives (50, 260, 261). It has been estimated that in 2021, 
16% of the world’s population (some 1.3 billion people), had a disability, 
with nearly 80% living in low- and middle-income countries (262). As well 
as barriers to accessing appropriate housing, employment and essential 
services – including education and health care – many people with 
disability are subject to discrimination and exclusion. 

Ageism 
Ageism refers to the stereotypes, prejudice and discrimination directed 
towards others or oneself based on age. Ageism affects people of all 
ages, and deepens inequalities related to the social determinants of 
health, limiting access to essential services and opportunities. It is 
ubiquitous, with approximately one in two people globally estimated to 
hold some ageist beliefs. Discrimination based on age affects areas such 
as employment, health care, housing, social protection and community 
participation – crucial factors in determining an individual’s health and 
well-being. Ageism intersects with other forms of discrimination, including 
those based on gender, race, disability and socioeconomic status, 
amplifying vulnerability and health inequities (218). Actions that dismantle 
discrimination and reduce inequality in socioeconomic conditions will 
raise the trajectory of healthy ageing for everyone (263).
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2.1.4	 Conflict, climate change, migration 
and displacement

Dynamic forces that are driving increased vulnerability in living conditions 
and health inequity include conflict, climate change, migration and 
displacement. 

Conflict is a critical determinant of health. It disrupts essential services, 
destroys infrastructure and exacerbates vulnerabilities (264). The year 
2024 saw more conflicts globally than any since 1946, many with huge 
death tolls and widespread consequences on health (265). In Gaza and 
across the occupied Palestinian territory, including east Jerusalem, and in 
Sudan, there are ongoing conflicts which have devastated health care 
systems. The health status of populations which were already very 
vulnerable has become critical. 

In Gaza, where more than 40 000 people are estimated to have died 
in the conflict since late 2023, airstrikes and a lack of access to basic 
resources, including food, water and medical supplies, have left hospitals 
overwhelmed, compromising care for pregnant women, children and those 
with chronic conditions. The military destruction of a large proportion of 
buildings and infrastructure – including attacks on health care facilities 
and health workers – and the displacement of over 90% of the population 
have caused widespread suffering that will have long-lasting negative 
health consequences. 

Similarly, in Sudan, conflict has led to attacks on health care facilities, 
leaving millions without access to medical care. With millions of displaced 
people living in dire conditions, the risks of malnutrition, disease 
outbreaks and gender-based violence are heightened. The collapse 
of health systems in both regions exemplifies the direct and indirect 
health consequences of conflict. When humanitarian organizations are 
prevented from accessing affected populations to provide essential 
services, the crisis is further deepened. The effects on these vulnerable 
populations will be long-lasting and not easily repaired. 

The health impacts of conflict include mortality and injury as a direct 
result of fighting, but conflicts are also associated with higher levels of 
malnutrition, disability, injury, communicable diseases, poor mental health 
and post-traumatic stress disorder. Conflict also destroys physical and 
social infrastructure, with resulting population displacement, destruction 
of homes, food insecurity, disruption of livelihoods, and increasing poverty 

  “2024 saw more conflicts globally than any year since 1946” 
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and destitution (266, 267). The legacy of conflict and violence leaves deep 
scars in individuals and societies across the life course, through exposure 
to trauma. An estimated 70% of the global population has experienced 
at least one major traumatic event in their lifetime (268).

Approximately 80% of WHO’s humanitarian caseload and 70% of disease 
outbreaks that the Organization responds to take place in fragile and 
conflict-affected settings, as illustrated by the 2024 outbreak of polio in 
Gaza. Countries that have avoided conflict have halved their poverty rates 
over the past decade, while in fragile and conflict affected states, poverty 
rates have been stuck at 40% or more (73). Morbidity and mortality rates 
for children under 5 years of age among crisis-affected populations may 
be as much as 20 times higher than those of children in more secure 
contexts (269). There is evidence to support the relationship between so-
called horizontal inequality between social groups (by ethnicity, language, 
disability status and religion) and increased risk of violence and conflict 
(270). Conversely, health equity and robust health systems can also 
foster social cohesion and trust. As such, sustaining peace and achieving 
equitable health care are mutually dependent and reinforce objectives 
critical to long-term violence prevention (271).

The inequities of climate change
The 2023 report by the Intergovernmental Panel on Climate Change 
documents approximately 3.3–3.6 billion people living in contexts that are 
highly vulnerable to climate change (272). The climate crisis and global 
warming are already having myriad damaging impacts on physical and 
mental health, including increasingly frequent extreme weather events, 
such as heatwaves, storms and floods, as well as the disruption of food 
and water systems, and increases in zoonoses (diseases transmittable 
from animals to humans) and food-, water- and vector-borne diseases 
(273). As well as having direct health impacts, climate change damages 
the social determinants of health, particularly among those already 
experiencing poverty, exclusion and poor health. By 2030, an additional 
68–135 million people could be pushed into extreme poverty because 
of climate change (274). The poorest 50% of the world’s population 
contributed 12% of global greenhouse gas emissions in 2019, while the 
top 10% accounted for 48%. In terms of emissions growth between 1990 
and 2019, the bottom 50% were responsible for 16% of the growth, while 
23% of the growth came from the top 1% (275).

  “The harms and health burdens of   

  climate change are not shared equally” 
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The harms and health burdens of climate change are not shared 
equally. Disadvantaged groups and those with greater vulnerabilities 
suffer disproportionately from the adverse effects of climate change, 
creating a spiral that further increases exposure and deepens inequality 
(276, 277, 278, 279, 280). The largest adverse impacts are experienced in 
low- and middle-income countries and small-island developing states, and 
by women, Indigenous Peoples, small-scale food producers, people with 
disabilities, and low-income households, which face the greatest burden 
and have the least resources with which to adapt (281, 282, 283, 284).

Forced migration and displacement
Conflict, economic inequality and climate change are fuelling rising 
amounts of forced migration and displacement. One in eight people on 
the planet is either a migrant, a refugee or displaced from their home (285). 
The number of forcibly displaced people worldwide doubled between 2012 
and 2019 (286) and surged to historically high levels in 2023 and 2024 (287). 
The rise in overall forced displacement – to over 120 million people, at an 
estimate, by May 2024 – was the 12th consecutive annual increase, and 
reflects both new and changing conflicts and a failure to resolve long-
standing crises (288). 

One driver is climate change. The United Nations High Commissioner 
for Refugees estimates that an average of 20 million people are forcibly 
displaced to other areas in countries all over the world by weather-related 
events every year (289). Climate-related migration destabilizes vulnerable 
and marginalized communities, exacerbates resource scarcity, and can 
ignite political tension (290). There is also clear evidence that climate 
change is fuelling migration out of affected areas such as sub-Saharan 
Africa (291). 

The relationship between social determinants of health and migration 
is complex. Many migrants, refugees and displaced people face poorer 
health outcomes than the host populations (7). Migration itself can be 
influenced by social determinants of health equity, as people may be 
pushed to leave their home countries due to conflict or socioeconomic, 
political or environmental factors. On arrival in the host country, 
migrants often face inequalities in key social determinants of health 
equity compared to the resident population, due to discrimination, legal 
restrictions, language barriers, cultural differences and competency 
among service providers (292). In addition, leaving one’s home community 
often means leaving behind established social support systems like family, 
friends and community networks. The loss of these support systems can 
have a negative health impact and may affect an individual’s ability to 
cope with stressors.
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2.2	 
Daily living conditions: inequities 
in the fabric of daily life

This report and its recommendations for action focus primarily on the 
upstream social determinants of health equity, because these drive 
inequities in the conditions of daily life that are so visible. There is also 
a continuing need for simultaneous actions to improve and reduce 
inequities in daily living conditions, and there is a strong evidence base for 
how to act on these conditions across the life course in many contexts. 

2.2.1	 Quality early childhood support and education

There is strong and clear evidence that poor living conditions in early 
childhood contribute to worse child health, as well as increased likelihood 
of morbidity and mortality in adulthood (293, 294). The combination 
of nutrition, security and safety, responsive caregiving and good early 
development constitutes positive early childhood conditions that set the 
foundations for health throughout life (295). Interventions to improve 
early childhood development have their greatest positive impacts on the 
most disadvantaged, including in relation to child care, early childhood 
education, child protection, social welfare and community development 
(296, 297, 298). Programmes to help improve the development of young 
children and to reduce adverse experiences can have a number of long-
term benefits, including better mental and physical health (299). While 
many countries have boosted equitable access to high-quality childhood 
education, at the global level, children from high-income families have 
seven times greater access than those from low-income families (297).

Adverse childhood experiences – that is, chronic exposure of infants 
and children to stressors – negatively affect brain development, disturb 
endocrine and immune systems, create biological changes and adversely 
influence behaviour that increases the risk of difficulties in school and the 
workplace, and leads to poor health. Violence against children affects 
an estimated one billion children per year and has harmful impacts 
on health and well-being throughout life (300). There is a relationship 
between the rates at which children experience violence and many of the 
social determinants of health – including education; income and social 
protection; employment and job security; food and housing security, and 
affordable access to quality health services. In the United Kingdom, cross-
sectional analyses of emergency hospital admissions for assault-related 
injuries, including for children, showed that higher rates were associated 
with higher economic deprivation, with a sixfold increase in admission 
rates between the wealthiest and the poorest quintiles of residence (301). 
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In Denmark, a large population-based study found that the longer a child 
lived in poorer circumstances, the higher the subsequent risks of self-harm 
and interpersonal violence offences, and vice versa for time spent growing 
up in affluent conditions (302). 

The importance of adolescent health and education
Nearly 35% of the global disease burden may have its origins in behaviours 
and habits established in adolescence (303). In many high- and middle-
income countries, deaths are now higher in older male adolescents and 
young male adults than in 1 to 4-year-olds (304, 305). Up to half of all 
mental health conditions start by 14 years (306). Many of the underpinning 
problems at this phase are structural, related to discrimination and 
poverty, and these conditions need addressing through investments in 
social infrastructure, including education systems and social services 
(307, 308). Research also highlights the role that education and social and 
developmental services can play in ensuring social inclusion and reducing 
isolation. Between 10% and 15% of adolescents experience loneliness and/
or social isolation globally (223, 224). 

People with higher educational attainment have better health and 
lifespans than their less educated peers at a population level (309). 
Societies with higher education of women have lower child mortality 
rates. Evidence from Demographic Health Surveys in low- and middle-
income countries showed the risk of death in pregnancy of those 
with six years or less of education was twice that of those with more 
than 12 years’ education (61). Estimates show that of 8.2 million fewer 
deaths in children younger than 5 years between 1970 and 2009 in 175 
countries, 4.2 million (51.2%) could be attributed to increased educational 
attainment in women of reproductive age (310).

2.2.2	 Work and employment conditions 

Employment and work were a major focus of the Commission, as they 
represent key pathways through which inequitable economic, social 
and cultural systems directly affect health. Good-quality work includes 
job security, sufficient pay, progression, and safe and rewarding 
working conditions. Conversely, poor-quality work is insecure, poorly 
paid, monotonous, repetitive and/or hazardous; involves long hours, 
poses significant job strain (311) and requires a high effort, but provides 
low rewards and low pay, with a lack of recognition or opportunities 
for progression (312). Unemployment – often more prevalent in groups 
experiencing marginalization, such as people with disabilities and women – 
is also associated with poorer physical and mental health outcomes and 
higher mortality rates (313, 314, 315).
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According to WHO and International Labour Organization (ILO) estimates, 
exposures to occupational hazards in 2016 were responsible for 1.88 million 
deaths and 89.7 million disability-adjusted life years. An estimated 744 924 
deaths were attributable to long working hours and 450 381 to exposure 
to particulate matter (316). Only 25% of workers globally are covered 
by occupational health services (317). Additionally, in many countries, 
employees in numerous sectors, including the health sector, are not 
protected through specific legal and policy instruments. Where workers 
are denied a voice at work, social inequalities are exacerbated. Workers’ 
rights and protections, collective organizing and bargaining, and stability 
often lead to better-quality employment practices and working conditions 
(318, 319). Enforceable employment rights and protections have been 
codified in the ILO fundamental rights at work, including the right to join  
a union, to organize collectively to secure better conditions of work, and 
to a safe and healthy working environment (320). 

Increasing global efforts to systematically incorporate information on 
injury, illness and disease from the workplace into public health surveillance 
systems could provide significant insights into industries, occupations and 
worker groups most impacted by disease, crises and health inequalities, 
and into where better protections are needed (321). In many countries, 
there is a high and increasing prevalence of working poverty in both the 
formal and informal sectors, disproportionally affecting women and young 
people (322, 323). In high-income countries, the rise of the “gig economy”, 
which has accelerated since COVID-19, undermines job security and 
associated protective contractual conditions (324). Only 30% of workers 
globally have access to social protection if they are unwell while working 
(325). Being unable to take leave when ill leads to delayed treatment and 
lengthens recovery processes. Sick leave is associated with lower all-cause 
mortality, heart disease and unintentional injuries, and its positive effects 
are seen in relatively short periods of less than five years (326). 

2.2.3	 Food environments

The social determinants of health equity, including their commercial 
dimension, contribute to inequitable food systems that promote health-
harming diets and increase rates of malnutrition, obesity and associated 
noncommunicable diseases. Inequalities in malnutrition and access to 
nutritious foods persist between different social groups, exacerbated 
by recent crises and transitions (125, 327). Those in poverty and on low 

  “Only 30% of workers globally have access to   

  social protection if they are unwell while working” 
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incomes are less likely to be able to afford nutritious food, and they 
therefore face food insecurity, which contributes to inequitable burdens 
of infectious diseases, malnutrition and obesity. 

Low-income populations and racial and ethnic minority populations in 
neighbourhoods of the lowest income, high deprivation and high 
segregation are disproportionately more likely to live in “food deserts” – 
geographic areas with limited access to affordable and healthy food 
options – which contribute to poor health outcomes (328). These 
populations also disproportionately live in “food swamps” – communities 
with far greater exposure to marketing and establishments like fast food 
restaurants, corner stores and liquor stores selling unhealthy or highly 
processed foods and beverages, than to affordable, nutritious food and 
beverage options (329, 330, 331). Food swamps are associated with poor 
health, including obesity and obesity-related chronic diseases, cancers 
and mortality (332, 333). Women and girls are more likely to experience  
all forms of malnutrition, including obesity (334, 335). Those living in 
emergency and conflict settings, people with disabilities and Indigenous 
Peoples also experience food insecurity and lack of access to healthy diets 
(314, 336). Populations at dietary disadvantage are also more likely to 
access food through public institutions, including prisons, homeless 
shelters, public schools, hospitals and care facilities, underlining the 
important role of the public sector in shaping food environments.

2.2.4	 Housing 

Housing is an important determinant of health and is shaped by 
structural determinants (337). Economic systems that generate poverty, 
low social infrastructure investment and discrimination lead to housing 
shortages and rising housing costs, which undermine access to good 
quality, affordable, safe and stable housing that supports health and 
well-being (338). Urbanization further exacerbates these challenges, 
accelerating the demand for affordable housing.

Poor-quality, insecure, overcrowded or unaffordable housing leads to poor 
health and health inequities related to socioeconomic position, ethnicity, 
age, geography, disability and migration status. In high-income settings, 
the burden of disease from inadequate housing is substantial (339). 

  “Low-income and ethnic minority populations are disproportionately more   

  likely to live in “food deserts” – geographic areas with limited access to   

  affordable and healthy food options” 
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For example, in a study in 2011 across 11 European countries, low indoor 
temperatures are estimated to result in 38 200 excess winter deaths per 
year, representing 12.8 excess deaths per 100 000 of the population (339). 
However, in low- and middle-income countries, the environmental burden 
of disease related to poor-quality housing is likely to be much greater 
(340). For example, in Guatemala, 89% of the lowest-income quintile have 
dirt floors, compared with 4% of the highest-income quintile (341). In 
the United States, repeated hospitalizations for childhood asthma are 
correlated with living in areas with the highest proportion of crowded 
housing conditions, the largest number of racial minorities and the 
highest neighbourhood-level poverty (341).

Housing insecurity and lack of affordability are severe and growing 
problems worldwide, leading to homelessness, overcrowding and lack of 
privacy, all of which have negative impacts on health (342). High housing 
costs lead to increased poverty and mean people cut back on other 
goods essential for health, including food, energy, transport and health 
care. Difficulty paying rent and mortgage costs exposes people to risks 
of eviction and foreclosure, and increases the likelihood that people have 
to move often (342, 343). There are approximately 150 million people 
worldwide without a home, and evidence indicates that providing them 
with housing can improve aspects of their health (344). 

Discrimination in access to housing undermines access to a good-quality 
home for many groups. In some countries, certain groups – including 
Indigenous Peoples, minority populations, single-parent families, older 
people, women, and people with disabilities – are more likely to live in 
unsuitable housing. Migrants and other disadvantaged groups tend 
to be clustered in the most deprived and environmentally degraded 
neighbourhoods, with the fewest mobility, work and educational 
opportunities, lower access to health services, and below-average health. 

Improving housing quality can yield important social and economic 
benefits – for example, efficient and safe thermal insulation enhances 
health and health equity, while also lowering expenditure on energy and 
reducing carbon emissions. Slum upgrading can significantly reduce poor 
health and water-related expenditure (345). Combining provision of quality 
housing with infrastructure and good-quality health care and emergency 
services provides a better chance for intervention success (340). 

2.2.5	 Energy

Fuel and energy poverty is a problem in many countries, perpetuating 
social and health inequities. Some 750 million people lack access to 
electricity. In addition, energy poverty is widespread, manifesting itself 
through significant household income spent covering energy bills, and 
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inability to pay for electricity services – which drives poor health (346).  
A third of the world’s population – 2.4 billion people – lacks access to clean 
fuels and technologies for cooking, exposing them to dangerous levels 
of indoor air pollution. The negative health impacts of environmental 
degradation resulting from lack of access to clean energy are also 
concentrated in poor and disadvantaged households (78). 

In particular, the health of women and children suffers because it is 
generally their task to oversee fuel collection. Efficient energy use and 
energy-efficient appliances are strongly linked to lower levels of exposure 
to indoor air pollution and, particularly among children, to burns. In 
addition, they improve household finances by providing savings on energy 
costs. Improved efficiency can be initiated through government regulation 
and supported by the provision of incentives.

There is a risk that energy transition efforts could have a negative 
impact on equity. For example, a 2022 review of the literature on energy 
transition and energy poverty in the United States found evidence of 
greater negative impacts on lower-income households and on Black and 
Indigenous households and those of people of colour, even controlling for 
income, unless mitigation measures are taken (347).

2.2.6	 Transport systems and mobility 

Good quality, safe and affordable public transport systems are 
indispensable for health, enabling access to essential services, 
employment and social lives (342). They require strong public governance, 
planning and investment. Poor transport systems lead to increased risk of 
road traffic injuries, physical inactivity and respiratory diseases (see Box 
6). Economically disadvantaged and marginalized communities are 
frequently disproportionately exposed to these risks. More broadly, 
transport systems also have a decisive influence on other social 
determinants of health equity, by enabling or inhibiting access to 
services and opportunities. This includes access to employment and 
education, health services, clean water, leisure, healthy food and green 
spaces, which in turn impact a number of health outcomes (348, 349). 
Transport is also a significant contributor to poor air quality and 
greenhouse gas emissions.

  “Poor transport systems lead to increased risk of road traffic   

  injuries, physical inactivity and respiratory diseases” 
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Countries that have invested little in public transport systems and where 
mobility is dependent on the use of private individual vehicles see health 
inequities exacerbated. Rapid motorization and poor public transport 
services mean that those with lower socioeconomic status are more 
likely to be pedestrians, cyclists or use unsafe modes of transport. These 
“vulnerable road users” comprise the majority of road traffic deaths. 
The link between road traffic fatality rates and public transport use is 
especially strong in larger cities (358, 359). Transportation barriers have also 
been linked to poorer health outcomes for people with disabilities (360).

Many places have taken positive action to improve transport systems 
and safety, which has shown positive impacts on health and the social 
determinants of health (361). The barriers to action improving transport 
systems include lack of fiscal space; entrenched social and economic 
inequalities, and discrimination. These are the focus of this report’s 
recommendations. 

Box 6.	 Transport and the burden of disease 

Transport has a multi-faceted impact on health 
inequity, including through traffic crashes, as a 
cause of air pollution and as a determinant of 
physical activity.

Every year, 1.2 million people lose their lives on 
the world’s roads, and as many as 50 million are 
injured (350). More than one quarter of those 
killed and injured are pedestrians and cyclists. 
Road traffic injuries are now the leading cause 
of death for children and young adults aged 
5–29 years. Low- and middle-income countries 
account for more than 90% of all road traffic 
deaths, despite having less than 60% of the 
world’s motor vehicles (351, 352).

Outdoor air pollution contributes to over 4 million 
deaths a year. WHO’s Fifth Air Quality Database 

covering over 6000 cities demonstrates that 
more than half of the world’s urban population 
lives in cities that exceed recommended levels of 
fine particulate matter by more than six times, 
with people in low- and middle-income countries 
suffering the highest exposures (353, 354).

Globally, 31% of adults and 81% of adolescents 
aged 11–17 do not meet WHO recommendations 
for physical activity (355). Physical inactivity 
drives approximately 830 000 deaths from 
noncommunicable diseases per year (356). Poor 
pedestrian environments, including non-existent 
sidewalks or lack of sidewalk connectivity, 
obstacles on sidewalks, and poor signalling or 
design of street crossings create severe barriers 
to walking, and pose even larger risks for groups 
such as children and older people (357). 
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2.3	 
Part 1 summary:  
the need for more political 
and policy action on the social 
determinants of health equity

While there has been some progress in improving health and reducing 
inequities, it has not been sufficiently widespread to meet the 
Commission’s targets. Inequities between social groups within many 
countries are growing. The failure to make further progress is largely due 
to insufficient structural-level action to address the upstream social 
determinants of health equity outlined in this chapter, with economic 
inequalities, lack of commitment to social infrastructure, and structural 
discrimination continuing to drive health inequities. The combined impact 
of the COVID-19 pandemic, climate change, increasing levels of conflict, 
and a cost-of-living crisis are denying billions of people essential goods 
needed to survive and thrive, deepening disadvantage. Cumulatively, 
these crises have damaged health, increased inequities and thwarted 
progress towards achieving the Sustainable Development Goals by 2030 
and meeting the Commission’s targets. Lessons can be learned from 
scaling up approaches to address social determinants, including through 
intersectoral approaches and local-level action, but a more sustained 
focus on action to address structural determinants is required in order to 
reduce health inequities.





PART 1: 

The state of social 
determinants of 
health equity

PART 3: 

Bringing about 
change through 
new governance 
approaches

Part 2:   
Tackling the social 
determinants of 
health equity on 
multiple fronts



Chapter 3:   
Reducing economic 
inequality and investing 
in universal public 
services as a route  
to health equity 
Reducing economic inequality, investing in social infrastructure 
and universal public services, and improving income security are 
essential actions to support health and reduce health inequities 
within countries. To achieve these aims, governments need 
to generate sufficient fiscal space for investment. Efficient, 
extensive and progressive taxation can be an important means 
of generating revenue.
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Recommendation 3.1	 
Address economic inequality and invest in universal public services

3.1.1 Use progressive taxation to expand fiscal space for income transfers and 
universal and equitable public services. 

3.1.2 Provide adequate public funding for good quality, equitable infrastructure 
and services.

3.1.3 Move towards well-being economies and consider well-being budgeting.

3.1	  
Public services accessible to all

Tax for universal public services
Affordable, accessible, high-quality universal public services are pivotal 
aspects of social infrastructure, which reduce health inequities by 
mitigating the impacts of low income, exclusion and discrimination (362). 
Modelling by WHO found that it would take just 0.1% of GDP invested in 
health, social protection, community infrastructure and active labour-
market policies to markedly improve the health of 250 000 people living 
in a country with a populavtion of 60 million, within four years (191). The 
larger the social budget, the greater the benefits in terms of poverty and 
inequality reduction (209), with countries with the highest levels of income 
inequality standing to gain the most from increased social spending 
(363). A review of public spending on health care across 173 countries 
showed that a per capita 1% increase in health spending was associated 
with a 0.59% drop in infant mortality and a 0.62% reduction in under-5 
mortality, and that the impacts are particularly strong in low- and 
middle-income countries (364).

However, the gap in investing in the social infrastructure and services 
that underpin equity is large. It has been estimated that to meet the SDG 
targets, around US$ 4 trillion of annual additional investment in public 
infrastructure and services is needed – approximately 4% of global GDP 
(365). Without this, by 2030, 84 million children and young people will be out 
of school, 300 million students will lack basic numeracy and literacy skills, 
one in four people will be without safe drinking water and half the world’s 
urban population will lack access to public transportation (78, 77, 366).

  “To meet the SDG targets, around US$ 4 trillion of annual additional   

  investment in public infrastructure and services is needed – approximately   

  4% of global GDP” 
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Countries whose lack of fiscal space prevents them from better investing 
in universal public services find their development severely hampered. 
Progressive taxation that increases as income levels rise can be an effective 
tool to combat income inequality (367, 368) and thus health inequities (369). 
Countries that move from flat to progressive tax systems have been able to 
increase their impact on reducing inequity (370). Redistributive policies have 
been applied with success in both low- and middle-income countries, as in 
Namibia (see Box 7), and in high-income countries such as Norway, which 
has levied wealth and resource extraction taxes to redistribute wealth, 
raise revenue for investment in public services and tackle rising inequality 
(see Box 8). Health taxes on health-harming products like tobacco, alcohol 
and sugary beverages also can play a key role (see Section 3.3 and Box 13). 
Raising prices on these products by 50% would raise US$ 3.7 trillion over 
the next five years for public spending: $2.1 trillion in low- and middle-
income countries and $1.6 trillion in high-income countries (371).

Box 7.	 Namibia: Vision 2030 and its impact on inequality

Namibia ranks as the second most unequal 
country globally. Over the past two decades, the 
Namibian government has committed to reducing 
inequality through Vision 2030 and associated 
National Development Plans, like NDP 5 (372). 
Redistributive measures include in-kind transfers 
such as school feeding programmes, free text 
books and free medications and health care 
services, and cash transfers like the various social 
grants for the public. In the 2023-2024 financial 
year, the government expanded its safety net 
for vulnerable groups by increasing the monthly 
Vulnerable Children’s Grant for households with 
children aged up to 16, the Disability Grant and the 
Old Age Grant (373). Although the old-age pension 
is given to all Namibians when they turn 60 years 
old, it has enabled many households to provide 
food and shelter for young children, as these are 
in most cases in the care of their grandparents. 
Namibia has consistently maintained continent-
leading social spending as a share of GDP, 
allocating more than half of government  
spending for education and health (374). 

These measures target the poorest segments 
of society: 33% of the poorest quintile received 
at least one type of transfer, and direct 
transfers represented up to 66.1% of their 
income, compared to 13.1% among the richest 

quintile (375). Vision 2030 has also provided 
the framework for integrated fiscal and social 
development: the Harambee Prosperity Plan 
II (376), covering 2021–2025, aims to enhance 
service delivery, contribute to economic recovery 
and engender inclusive growth (377).

Without these measures, inequality would be 
13 Gini points higher (378). Income from in-
kind transfers accounts for about 78.2% of the 
reduction in the Gini coefficient (375). Social 
spending has been associated with lower infant 
mortality and fertility rates, and increased 
adult and youth literacy rates (379). A strong 
social protection infrastructure helped engender 
resilience to the impacts of the COVID-19 
pandemic, with a programme of emergency 
income grants, assisted by special grants made 
available to small and medium-sized enterprises, 
protecting vulnerable populations from severe 
economic shocks (380). Targeted social spending 
has helped to reduce inequality in Namibia, but 
given the projected increase in poverty due to the 
pandemic and high inequality, social protection 
needs to be better targeted to reach people 
working in the informal sector, female-headed 
households, subsistence farmers, people with 
disabilities, young people and marginalized 
groups such as Indigenous communities (381).
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Conversely, austerity policies such as those that followed the 2008 
financial crisis have profound impacts on the social determinants of 
health, and therefore health and health equity. Evidence from a 
systematic review in Europe showed a strong association between 
increases in the number of children with low birth weight and the level 
of austerity (393). Evidence from the United Kingdom following the 
introduction of austerity policies in 2010 showed a widening gap in life 
expectancy between wealthier and more deprived regions, with gains 

  “Austerity policies such as those that followed the 2008 financial crisis   

  have profound impacts on the social determinants of health, and   

  therefore health and health equity” 

Box 8.	 Norway: Wealth and resource taxes to reduce economic inequality

Wealth and resource taxes have been an 
instrument used by many countries around the 
world to raise revenue, redistribute wealth and 
tackle rising inequality (382). Norway has one 
of the highest GDPs per capita in the world and 
is in the leading ranks of the United Nations 
Development Programme Human Development 
Index (383). Its redistributive policies, social 
security and large public sector are financed by 
high taxes (384). Revenues raised from wealth 
taxes (385) and taxes on natural resource-based 
industries (386) support the long-term financing 
of the Norwegian welfare state, which protects 
and promotes the economic and social well-being 
of its citizens and improves health equity. 

Since 1882, Norway has imposed a wealth tax 
(formuesskatt) levied by central government and 
municipalities with a maximum rate of 1.1%. By 
narrowing the income gap between children 
from wealthy and less wealthy families, the 
wealth tax promotes a fairer distribution of 
income across generations with limited efficiency 
losses (387, 388). This policy intervention lowered 
the Gini coefficient by about 1 point (388) and 
contributes to long-term socioeconomic stability.

Norway has a well-established history of resource 
taxes: in hydropower, through licencing schemes, 
since 1911; adding a resource rent tax in 1997, 
and introducing a special tax on petroleum in 
1975. New resource rent taxes were introduced 
on aquaculture in 2023 (389) and wind power in 
2024 (390), with increased tax revenues expected 
from 2024 (391). The new wind-power tax has 
been structured to meet a number of objectives. 
Its effective rate is 25%, with an immediate 
deduction of investment costs, but there are 
generous transitional arrangements for existing 
wind farms. At least half the revenues raised 
accrue to host municipalities when they facilitate 
wind power, and government grants are available 
for local purposes, such as nature preservation 
(390, 392).

Historically, government investment in universal 
education, social protection and health coverage 
has been essential to higher standards of living 
(208). If Norway, with its strong provision of public 
goods – especially in health and education – can 
reduce income gaps for children through wealth 
taxes, then the impact of such taxes may be even 
more pronounced in countries with much lower 
provision of public goods (386). 
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in life expectancy stalling and healthy life expectancy declining across the 
country (39). Globally, public finance for investment in social infrastructure 
is reducing: the public sector as a percentage of GDP in countries 
worldwide has tended to decrease compared with 20 years ago (394).

Efforts to generate sufficient tax revenue have an international dimension. 
Greater global coherence on tax is needed to ensure that national efforts 
are not thwarted by individuals and companies moving their official 
addresses for tax purposes to lower-tax countries (395), and to halt the 
race to the lowest tax rate, as countries seek to attract businesses. At 
a global level, there are major ongoing negotiations and developments 
around international taxation, including the recent agreements towards 
minimum corporation tax, and current negotiations around tax 
cooperation at the UN (see Box 9).

Box 9.	 Processes towards international tax coordination

Global Forum on Transparency and Exchange 
of Information for Tax Purposes (396):
The G20 declared the end of banking secrecy 
in 2009, and since then, the international 
community has achieved great success in the 
fight against offshore tax evasion. Working 
through the Global Forum, countries and 
jurisdictions have implemented robust standards 
that have prompted an unprecedented level of 
transparency in tax matters. Voluntary disclosure 
programmes, offshore tax investigations and 
related measures have helped identify close to 
€126 billion in additional revenues so far.

OECD Global Minimum Tax Agreement:
In 2021, 136 countries agreed to a global tax 
agreement to ensure that companies pay a 
minimum tax rate of 15%, bringing an end to a 
“race to the bottom” on corporate tax rates. The 
OECD, which steered the negotiations, estimated 
that this would generate an additional US$ 150 
billion globally in additional tax revenues (397). 

The UN Committee of Experts on 
International Co-operation in Tax Matters:
In 2023, a United Nations General Assembly 
resolution to establish a potential convention to 
rework international tax procedures, tabled by 

Nigeria and championed by African countries, 
passed by 125 votes to 48. A 19-member ad 
hoc committee has drafted terms of reference 
for a potential framework convention on 
international tax co-operation, for consideration 
by the Assembly, following which the text of the 
convention must be negotiated and ratified (398). 

OECD base erosion and profit-sharing 
initiative (399):
To end tax avoidance by multinational 
enterprises, 145 countries are collaborating 
to stop them avoiding taxation in their home 
countries by shifting activities abroad to 
low- or no-tax jurisdictions. Such activities are 
estimated to cost countries US$ 100–240 billion 
annually, equating to 4–10% of global corporate 
tax revenue and hurting developing economies 
disproportionately (400).
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The move towards well-being economies
Increasingly, countries are seeking to drive a transition towards fairer, 
greener and healthier societies through well-being economy approaches 
(401), which connect well-being, health equity and social goals with 
budgeting processes (402, 403, 404, 405). Some higher-income countries 
are creating “well-being budgets” that widen the scope of financial 
budgets and influence how policy choices are made. These include 
approaches which prioritize a high level of investment in well-being and 
health equity, as well as those which value social and environmental co-
benefits as part of investment decision-making.

Priorities of the New Zealand well-being budget framework, for example, 
have included tackling mental health, childhood programmes and 
universal education, fostering a sustainable economy, and improving 
employment (406). The budgeting approach is supported by the New 
Zealand Treasury’s Living Standards Framework, a localized, holistic 
measurement framework which looks at the country’s wealth as 
comprising financial and physical capital, human capability, social 
cohesion and the natural environment (407). Iceland and Australia  
have adopted similar approaches (408, 409, 410, 411). 

Similarly, gender budgeting has been implemented to varying degrees 
by most G20 countries. For example, in Austria, the constitution requires 
reporting of gender equality achievements and outcomes, and auditing 
of gender programme impacts at every level of government (412).

Participatory budgeting has also proven successful at promoting inclusion 
and focusing government action on community priorities, including 
health – as shown in Rosario, Argentina, where funded projects included 
improvements to city parks, markets and community gardens (413) 
(see Chapter 6). Countries such as France and Wales have introduced 
legislation that includes a statutory requirement to report to Parliament 
regularly on the state of national well-being to inform policy (414, 415). 
Lithuania has passed legislation to support intersectoral action, including 
the use of a new modelling tool to connect quality of life with investment 
decision-making (416). 
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3.2	 
Development financing 
and investment

Recommendation 3.2	  
Champion development financing and investment that promote 
health equity

3.2.1 Ensure that the need for funding (fiscal space) to address the social 
determinants of health is included in approaches to taxation, 
development financing and debt relief.

3.2.2 Deliver and monitor development financing to support public  
investment in policies, actions and infrastructure that address  
the social determinants of health equity.

As well as income and health taxes, sources of finance for lower-
income countries to invest in social determinants include foreign direct 
investment and official development assistance, yet debt burdens are still 
a major challenge. In 2023, official development assistance to low- and 
middle-income countries amounted to US$ 223.7 billion (417) and foreign 
direct investment to US$ 841 billion (418). Recipient countries can shape 
the impact of foreign direct investment by insisting that companies 
meet minimum commitments on wage and employment conditions, 
and contribute adequately to the provision of education, health services 
and housing infrastructure for local workers. Yet countries often lack the 
bargaining power to establish the strong regulatory environment needed 
to ensure commercial actors support health and health equity, and are 
held accountable to provide safe and healthy working environments 
(see 3.3). The impact of official development assistance on advancing 
health equity must be assessed carefully and over the long term. Some 
have suggested its impacts may be perverse, with one systematic review 
finding that development assistance for health was associated with 
subsequently reduced domestic health spending, possibly indicating that 
official development assistance had crowded out domestic effort (419). 

Record levels of debt
Servicing debt is a crippling barrier to government investment in the social 
determinants of health equity. The total value of interest payments made 
by the world’s 75 poorest countries, more than half of which are in Africa, 
has quadrupled over the past decade. In 2024, these countries will have to 
spend more than US$ 185 billion, which amounts to roughly 7.5% of their 
combined GDP, to service their debts (420). 
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External debt constrains countries’ fiscal space – especially in those with 
low resources – to invest in the social infrastructure that creates healthier 
and more equitable communities. Many of the world’s low- and middle-
income countries have had to slash public spending in order to make debt 
repayments to creditors and interest payments on their debts. In 2023, 
a record 54 countries allocated 10% or more of government revenues to 
interest payments, and in 2024, it was estimated that almost half of low- 
and middle-income countries will reduce their public expenditure (421). This 
shrinks finance for social and health spending that supports better health 
and well-being, leading to the negative austerity spiral (422).

In 2021, lower- and middle-income countries spent 27.5% of their budgets 
on debt service – twice their education spending, four times health care 
spending and nearly 12 times social protection spending (423). Evidence 
from several Asian economies shows a correlation between external debt 
and infant mortality and reduced life expectancy (424). A total of 3.3 billion 
people now live in countries that spend more on interest payments than 
on either education or health (421). 

During the COVID-19 pandemic, many countries took on debt and 
emerged with high degrees of debt distress (425). Countries more 
vulnerable to climate change (426) and conflict (427) are also at higher 
risk of unsupportable debt, but it is often challenging for governments 
to escape their debt burden. To date, many holders of debt, particularly 
private institutions, have been unwilling to restructure or write off 
government debts (422).

International financial institutions have also at times constrained 
governments’ abilities to grow social spending, so that they focus 
instead on reducing their indebtedness. Research in 16 West African 
countries with International Monetary Fund (IMF) programmes in the 
period 1995–2014 found that fewer than half of health care expenditure 
targets were met, and in several of these countries, the IMF advised 
against increases in social spending, out of concern that these increases 
would not be financially sustainable. The greater the number of IMF 
structural adjustment conditions taken on by countries, the lower the 
health spending (428). In addition, while social spending targets were 
missed, budget balancing conditions were consistently met, and often far 
exceeded (429, 430). 

In view of the size of the debt crisis, the United Nations Conference on 
Trade and Development called in 2023 for urgent debt restructuring 
(431). An evaluation of the Highly Indebted Poor Countries Initiative, 
which redirects funds meant to service external debt towards the 
provision of social services and poverty reduction in eligible countries, 
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found statistically significant decreases in the under-5 mortality rate 
in sub-Saharan Africa as a result of the initiative. Eligible countries had 
faster decreases in under-5 mortality than those ineligible (although the 
ineligible countries were starting from a lower base) (432). Debt swaps 
for health are a promising modality of debt relief, as demonstrated 
by Spain’s agreement to use a debt swap for health investments in 
Cameroon (see Box 10).

Box 10.	 Spain and Cameroon: Debt swap for improving health

Debt swaps are innovative fiscal instruments 
that allow countries to convert their debt into 
investments in critical areas such as health (433). 

In 2017, together with the Global Fund to Fight 
AIDS, Tuberculosis and Malaria, Spain agreed to 
waive debts owed by Cameroon in exchange for 
investments in domestic programmes in those 
areas, as part of the Global Fund’s Debt2Health 
programme (434). Spain’s Ministry of Economy 
cancelled a total of €24.1 million in outstanding 
debt, contingent on Cameroon’s Ministry of 
Finance paying approximately 40% of that 
amount into the Global Fund, which has been 
earmarked for the fight against AIDS (434). 

The debt swap significantly boosted health 
investments in Cameroon, contributing to 
improved health, particularly around HIV/
AIDS (435). Programme funds have enabled 
30 000 people in total to receive antiretroviral 
therapy, and together with additional resources 
mobilized by the Global Fund, have helped raise 
the treatment coverage rate for people living 
with HIV from 50% to 70% (436). Such initiatives 
highlight the importance of international 
cooperation in addressing global health 
challenges and promoting health equity.
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3.3	 
Commercial determinants 
of health

Most commercial actors have health-promoting potential, but their 
capacity to deliver on this often depends on the governance contexts 
in which they operate. Addressing commercial determinants requires 
a systematic approach to understanding the balance of power and 
information between public and commercial actors. Where commercial 
actors are able to externalize the costs of harming health, they 
undermine the public interest, so strong public-sector leadership is 
needed to bring commercial actors into alignment with the public 
interest in health (202, 437). As a follow-up to this world report, the 
forthcoming WHO Global Report on the Commercial Determinants of Health 
intends to detail systematic approaches to maximize health benefits. 
Public health sectors can advocate for legislative changes that restrict 
the power of private industries (438). 

Effective instruments to curb health-harming products include tax 
measures in relation to tobacco, alcohol, salt, trans-fatty acids 
and other foods (see Box 11, for example, on taxing sugar-sweetened 
beverages) (439, 440, 441, 442). A systematic review of health taxes in Latin 
America found that they reduced consumption of harmful goods (81% of 
studies), and had positive effects on revenue generation (71%) and health 
outcomes (82%) (443). Other strategies to limit exposure to unhealthier 
options include giving them less prominence on supermarket shelves, 
banning price promotions, and restricting marketing.

Recommendation 3.3	  
Analyse and address the commercial determinants of health

3.3.1 Regulate health-harming commercial activities and maximize health-
promoting commercial activities.

3.3.2 Address and manage conflicts of interest, to prevent negative impacts on 
population health and health equity.

3.3.3 Use the public sector to provide incentives for commercial activities that 
positively affect health and health equity.

3.3.4 Strengthen health equity considerations in global and regional trade 
processes, including over intellectual property.
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Across all industries and types of commercial actor, there is a need 
to ensure processes for transparently identifying and responding to 
perceived or actual conflicts of interest. Frameworks to address this 
problem and monitor transparency have been developed in academia, 
policy-making, and scientific studies (454, 455). Sector-specific tools have 
been created to help manage conflicts of interest in the alcohol (456) and 
nutrition sectors (457), including by WHO (458).

The public sector can improve the practices of commercial actors to 
support health and the social determinants of health by providing 
anchor institutions in communities. Public-sector institutions often have 
the power and influence to lead by example, and incentivize and shape 
commercial practices (459, 460, 461). Public procurement accounts for 
around US$ 8.5 trillion of annual global expenditure, and across all types 
of countries accounts for about a third of spending (462), making it a 
powerful tool to drive change. Health-sensitive financing and investment 
is another such tool. A review by the global Association of Chartered 
Certified Accountants (463) found that public procurement policies at 
national and local levels have, for example, increased paid labour-force 
participation among women in Kenya (464); reduced carbon emissions 
and created jobs in the Republic of Korea (465); and reduced poverty and 
hunger among farmers in Brazil (466). Similarly, in the United Kingdom, 
contractors are required to demonstrate social value in the procurement 
and delivery process (467). Public food procurement has been an effective 
change instrument in the Philippines (see Box 12). 

Box 11.	 Mexico: Taxing sugar-sweetened beverages 
to tackle the obesity epidemic 

Mexico has one of the highest rates of excess 
weight and obesity – a significant public 
health concern (444, 445). Lower-income and 
other disadvantaged groups are more likely to 
experience obesity (446, 447, 448), contributing 
to health inequities. Mexico is the world’s leading 
consumer of sugar-sweetened beverages (449), 
which contribute substantially to its obesity 
epidemic (450). 

To address this, the country has implemented 
several policies, including a tax on such beverages 
and mandatory front-of-pack labelling for sugary 
drinks and high-calorie non-essential foods. 

The tax of one Mexican peso per litre of sugar-
sweetened beverage came into effect in January 
2014 (451). These measures aim to reduce the 
consumption of unhealthy beverages and provide 
consumers with better nutritional information.

Studies have shown an overall reduction 
in purchases of sugary drinks, especially 
of mid-priced beverages, following the tax 
implementation (452). Lower-income groups, 
which are more sensitive to price changes, have 
shown significant decreases in consumption. 
Modelling predicts that over 10 years, this would 
prevent 240 000 cases of obesity (453).
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Trade and intellectual property
Trade and investment policies can contribute to reducing inequalities 
between countries, but may also have the potential to drive within-
country inequality higher unless carefully steered to ensure benefits 
spread to all. Trade agreements can be conditional on the avoidance of 
commercial practices that misuse or overuse products with potential 
to cause harm to human, animal or planetary health through supply 
chains (477), but the use of such conditionalities that support health 
equity has often been limited in practice. On the contrary, trade policies 
have been associated with multiple pathways for inequities in population 
health, including the offshoring of health-harming products or supply 
chains to areas with poorer occupational or environmental health 
protections; the transfer of health-hazardous products and waste, and 
the displacement of productive economic sectors with export-dependent 
ones (478, 479, 480, 481, 482, 483, 484, 485, 486, 487, 488). 

Box 12.	 The Philippines: Quezon City Healthy Public Food Procurement Policy 

In the Philippines, 69% of deaths are due to 
noncommunicable diseases, with cardiovascular 
diseases as the primary cause, leading to over 
300 000 fatalities in 2021 (468). Dietary risk 
factors, including high intake of saturated 
fats, trans fats and cholesterol, contribute to 
approximately 81 000 of these deaths (469). 

Quezon City, one of the most densely populated 
in the Philippines, with around 3.2 million people 
(470), committed to addressing NCD risk factors 
and sustainable development by joining the C40 
Cities Climate Leadership Group and Partnership 
for Healthy Cities (471). In 2021, the city developed 
the Quezon City Healthy Public Food Procurement 
Policy (472, 473) to positively affect the overall 
health and nutrition of its residents. The policy 
mandates adherence to nutritional standards 
for all food provided in city-operated hospitals, 
schools, daycare centres, offices and events. 
It also supports urban agriculture and local 
sourcing of healthy food and ingredients.

To support the policy, the Grow QC Taskforce was 
established (474). This facilitated mobile kitchens 
and feeding programmes, distributed 5.5 tons of 
squash from local farmers to affected families, 

and set up 295 feeding stations supporting up to 
100 families each. It also developed a community 
kitchen to serve nutrient-enriched meals to 
the most undernourished and needy residents, 
opened an urban farm and hosted a harvest 
festival promoting local agriculture. 

The policy has created an enabling 
environment for healthier food choices in 
Quezon City. It succeeded in reducing risk 
factors for noncommunicable diseases such 
as cardiovascular disease by providing more 
accessible healthy options. Over 60 000 patients 
and beneficiaries of city hospitals and shelters, 
along with more than 18 000 city employees, 
have received healthy meals (475). The policy has 
been endorsed by the Department of the Interior 
and Local Government, and the Department of 
Health, with plans to scale it up nationally (469). 

Public food procurement, as exemplified by 
Quezon City, has been hailed as a potential 
game changer, but comprehensive approaches 
are needed to meet its transformative potential, 
accompanied by systematic analysis of what 
works and what does not (476).
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Health exceptions and provisions exist in the General Agreement on Tariffs 
and Trade, the Technical Barriers to Trade Agreement, and the Agreement 
on Trade-Related Aspects of Intellectual Property Rights (489, 490). 
However, effective use of these protections has been undermined by 
narrow interpretation and the influence of commercial actors, including 
through legal challenges to both climate change mitigation measures and 
health-promoting regulation of food, alcohol, tobacco, toxic chemicals 
and medical devices. Health-related labelling (for example, for alcoholic 
beverages) has also been contested under World Trade Organization 
(WTO) rules on technical barriers to trade (491, 492).

The need to balance intellectual property rights with affordable pricing 
and access to new medicines is a well-known policy and equity issue 
(493, 494). The gap in access to life-saving HIV treatments at the end 
of the 1990s inaugurated a search for a new consensus, but conflicting 
priorities remain. Countries at all income levels are struggling to pay 
for many classes of medicines, including newer cancer drugs (495). 
Furthermore, despite the use of insulin for over a century, prices have 
remained high and availability poor, leaving it unaffordable in many 
contexts (496). The COVID-19 pandemic provided another example of the 
impact of market pricing and supply deals on global inequities in vaccine 
access (497, 498). 

As well as the core role of the WTO, other multilateral agencies are active 
in advancing health equity-sensitive approaches in trade processes. For 
example, the World Intellectual Property Organization has negotiated 
a treaty to address the interface between intellectual property, genetic 
resources and traditional knowledge, establishing a provision in 
international law for a new disclosure requirement for patent applicants 
whose inventions are based on genetic resources and/or associated 
traditional knowledge (499). The United Nations Human Rights Council 
has adopted a resolution to establish an open-ended intergovernmental 
working group on transnational corporations and other business 
enterprises with respect to human rights (500). 
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3.4	 
Universal social protection

Social protection through income support or service provision sustains 
people through life and health events, and enables them to accumulate 
human, productive and financial assets. The International Covenant on 
Economic, Social and Cultural Rights establishes the right to health and 
social protection or “social security”. Higher public spending on social 
protection is associated with better health at the population level (501). 
Where countries have diminished social protection, life expectancy has 
fallen (502) and health inequalities increased (503). The COVID-19 
pandemic highlighted the dangers of weak social protection systems, 
which contributed to the pandemic’s spread and prolonged unequal 
effects (504). 

To optimize the impact on health equity while reducing inequality across 
the population, social protection needs high coverage across a range of 
different benefits. It must also reach excluded, underresourced groups 
such as the poor, older people, workers in the informal sector, people with 
disabilities, children and women. Evidence shows that filling the gaps in 
social protection across the life course mitigates the impact of adverse life 
events, provides support during critical life phases, and is a key route to 
health equity. Early-life interventions focusing on children with disabilities 
support their meaningful participation in society later on, while access 
to early rehabilitation can reduce the prevalence of chronic conditions 
(262). Income support for people experiencing unemployment protects 
their mental health (147, 505), is associated with better self-rated health 
among the socioeconomically disadvantaged (506), and mitigates the 
association between unemployment and suicide (507). Old-age pensions 
reduce poverty and insecurity (508, 509), with evidence of the health 
impact of pension systems from many countries, including England, 
South Africa and China (510, 511, 512). 

  “Higher public spending on social protection is   

  associated with better health at the population level” 

Recommendation 3.4	  
Expand universal social protection coverage throughout life

3.4.1 Ensure adequate income guarantees and care throughout the life course, 
including for people with disabilities or chronic health conditions.

3.4.2 Establish and broaden paid leave benefits for all workers, including in 
informal and precarious employment.
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Social protection – a key component of social infrastructure
Important types of benefits include child and family benefits (such as 
cash benefits or food vouchers), parental leave (compensation for time 
off work to care for children, with access to maternity and child health 
care and nutrition), unemployment benefits (income support in case 
of earning loss, which was expanded in many countries during the 
COVID-19 pandemic), employment injury benefits (income replacement 
in case of occupational disease and work accidents), sickness benefits 
(including income replacement during absence from work due to illness) 
and pensions. 

A study from Brazil showed that every additional US dollar spent on social 
protection can increase GDP by US$ 2.9 within 25 months (513). Countries 
at all income levels which provide more generous minimum income 
benefits (including child and housing benefits, social assistance and tax 
credits) have lower mortality rates (514, 515). These welfare states, which 
provide more comprehensive benefits and are gender inclusive, achieve 
better health outcomes, especially for women (516). There are several 
pathways by which old-age pensions can improve important determinants 
of health, crucially by reducing poverty and insecurity (508, 509). 

Income support, often in the form of cash transfers, is a key social 
protection instrument to reduce poverty in low- and middle-income 
countries. Unconditional cash transfers have been associated with a 37% 
reduction in the likelihood of having any illness, as well as reducing food 
insecurity, increasing school participation (517), and improving physical 
and mental health (147, 517, 518, 519). 

The importance of sick-leave benefits
Only a third of the world’s working-age population has income security 
protected by law in case of sickness (520). Those with such protections are 
largely in formal employment, but 61% of the global workforce is in the 
informal economy, where such protections are almost always absent (323). 
Many informal workers pay indirect taxes and other forms of fees and 
levies, but often receive no benefits in return (521). Where quality services 
exist, sickness benefits facilitate prompt access to medical care, promote 
mental health, aid recuperation and reduce the spread of diseases to the 
workplace and the community (522, 523, 524, 525). They also decrease 
employee turnover and burnout, increasing productivity and morale 
(526, 527, 528) and reducing the economic burden on minorities and 
women (529, 530). For example, tuberculosis patients experience variable, 
but often severe, levels of direct non-medical costs (mostly transport 
and nutrition) and income loss, which makes paid sick leave a crucial 
part of the income support needed to avoid catastrophic financial 
consequences, and enable patients to complete the care pathway (531). 
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Insightful evidence comes from the United States, as one of the few 
advanced economies that does not provide mandatory sickness 
benefits. Evidence from the country’s varied local practice indicates 
that where sickness coverage exists, populations have lower rates of 
all-cause mortality, heart disease and unintentional injuries, and that 
these positive effects are seen in relatively short periods of less than five 
years (326). Evidence from European countries, where coverage is more 
likely to be universal, indicates that far from being a burden to economic 
performance, paid sick leave can provide health and economic gains for 
employers, workers and the economy (532).

Securing minimum income protections for populations already at higher 
risk of harmful environmental exposures or in ill-health helps to reduce 
psychosocial stress, as well as securing material needs, aiding recovery 
from illness, and increasing access to health services and education 
(518, 533, 534, 535, 536, 537, 538, 539, 540). Disability benefits can lift 
people out of poverty and support social inclusion (541). Benefits should be 
calculated so as to allow equal participation in society, and on the basis 
of the specific requirements of people with disabilities, as endorsed by 
international organizations and stakeholders, including the Global Action 
on Disability Network, WHO, the ILO, the Joint United Nations Programme 
on HIV/AIDS, the United Nations Children’s Fund, the United Nations 
Development Programme, and the UN Special Rapporteur on the rights of 
persons with disabilities, among others (542). 

Direct access to income support for those who are sick should be 
complemented by addressing the needs of carers and others providing 
support. These are often unpaid, less likely to engage in employment 
and more likely to suffer from mental health conditions, with women 
disproportionally affected (147). Providing care directly through affordable 
public childcare centres and long-term care for older people transfers 
these care responsibilities from women to the state (543). Different social 
protection measures are available to redress inequities in care work, 
including universal health insurance packages, cash-for-care benefits, and 
compensating for time spent caring through pension credits or universal 
parental leave coverage (543). In recent decades, Viet Nam expanded 
its social protection to become universal and across the life course, with 
positive impacts on poverty and other social determinants that improve 
health and health equity (see Box 13).

  “Disability benefits can lift people   

  out of poverty and support   

  social inclusion” 
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Social protection in support of child development
Social protection for 1.4 billion children remains elusive (76). Poverty and 
socioeconomic disadvantage blight child health, with negative effects 
persisting into adulthood and old age, entrenching health inequities 
across generations (550, 551, 552). But only 26% of children worldwide 
have access to family or cash benefits, with enormous variability between 
nations: 87% of children are covered in high-income countries; 23% in 
upper-middle-income countries; 21% in lower-middle-income countries 
and only 9% in low-income countries (553). Evidence for the positive 
impact of child-centred interventions is extensive. Cash transfers reduce 
child poverty and improve children’s material circumstances, as well as 
household resilience (554); improve nutritional outcomes in children (533), 
and decrease illness (555). They also improve children’s subjective well-
being (554). Social protection interventions increase school attendance 
and reduce gender inequalities in education (556). Reducing poverty in 
childhood to avoid negative impacts on health requires policies to 
increase employment and wages of families living in poverty (557, 558). 

  “Social protection interventions increase school   

  attendance and reduce gender inequalities in education” 

Box 13.	 Viet Nam: Universal social protection 

Viet Nam is transitioning from lower- to middle-
income country status (544), and improving 
its universal social protection system has 
been identified as crucial to this transition to 
address poverty (545). While Viet Nam’s social 
protection system was originally established in 
the 1940s, concerns in the 1990s that poverty 
affected almost 60% of the population led to 
its expansion (546). Today, the multidimensional 
poverty rate is closer to 2% (547).

The country has a universal “life-cycle system” 
which recognizes the need for additional support 
for priority populations, including children, 
people with disabilities, minority communities 
living in remote areas, and older people (548). 
Targeted policy actions, such as modifying 

eligibility criteria for social and health protection 
through labour laws; amendments to health 
insurance schemes; taxation reform and pension 
programmes, aim to help close gaps in access 
to social and health protection coverage across 
population groups.

Viet Nam’s coverage rates outperform other 
lower-middle-income countries, with 38.3% of 
the population covered by at least one social 
protection cash benefit and 92% covered with 
national health insurance (549). Together with 
the country’s steady, high annual economic 
growth rates, the government’s progressive 
universal social protection policies have had 
evident impact, in improved standards of living 
and a significant reduction in poverty levels. 
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Child-sensitive social protection systems are a core part of integrated 
health and care systems, including access to early childhood education 
and childcare services; education and skills development programmes 
and cash benefits, as well as health care and health insurance throughout 
life (559). In 2006, Chile made early childhood development a priority and 
adopted a comprehensive policy for children which combines universal 
and targeted benefits for marginalized subgroups (see Box 14). 

Box 14.	 Chile: Ensuring all children can reach their full potential

Chile’s 2005 national survey created alarm 
by showing that 30% of children under 5 were 
not reaching their expected developmental 
milestones (560). This led the government to 
make child development a priority, under then-
President Michelle Bachelet, a paediatrician and 
the country’s first female president (561). In 2006, 
Chile adopted a comprehensive policy, Chile Crece 
Contigo (“Chile Grows with You”), aimed at helping 
all children reach their full potential, regardless of 
socioeconomic status (562). The policy combines 
universal benefits with targeted benefits for the 
more vulnerable, starting from gestation to 4 
years old (563). Chile Crece Contigo coordinates 
activities across nine ministries, including health, 
education and social development.

Evaluation of the programme’s impact 
showed the proportion of children under 5 
with developmental delays declined nationally 
from 14% to 10% between 2006 and 2016–2017 
(562). Specific benefits of participation in 
the programme included improved cognitive 
and motor skills, more parental engagement 
in activities that promote early childhood 
development (such as reading to their children 
and providing a stimulating home environment), 
a reduction in socioeconomic disparities, and 
increased access to health services such as 
vaccination and regular health check-ups. 
However, the programme still faces challenges in 
becoming fully consolidated, and comprehensive 
ongoing impact evaluation is needed (564).
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Paid parental leave aims to secure parental income and parents’ return 
to work while promoting gender equality and mother and infant well-
being (565). Several individual studies from high-income countries show 
that introducing paid maternal or paid parental leave improves maternal 
physical and mental health outcomes and health-related behaviours 
(566), and reduces the likelihood of postnatal depression, with the 
benefits greater for low-resource and first-time mothers (567). Longer 
paid maternity leave is also associated with better mental health and 
longer duration of breastfeeding (565), while generous paid parental 
leave is associated with better infant and child health, particularly in 
terms of lower mortality rates (568). Sweden provides its citizens with 
parental leave for both parents, and affordable childcare and schooling, 
with positive socioeconomic impacts for families and the country’s 
economy that impact health equity (see Box 15).

Box 15.	 Sweden: Paid parental leave and childcare promoting gender equality 
and economic growth 

Sweden has a long history of policies aimed 
at achieving gender equality by encouraging 
equal numbers of men and women to join the 
workforce and promoting equal pay. In 1974, 
the country became the first in the world to 
replace gender-specific maternity leave with 
paid parental leave, allowing both parents to 
stay at home with their children (569). As of 
2024, Sweden offers both parents access to 480 
days of shared leave with partial pay (570, 571). 
Parental benefit is paid at approximately 80% 
of the employee’s regular salary (up to a ceiling) 
and flexible use is possible, with many collective 
agreements supplementing that further. There 
is a minimum guaranteed benefit for parents on 
low incomes or without an income. 

In addition to paid parental leave, Sweden 
provides affordable childcare and schooling 
to help achieve work-life balance for parents 
(572, 573, 574). From the age of 1, children in 

Sweden have the right to a place in preschool 
at a modest fee. School for children and young 
people is fully tax-financed, from preschool 
(förskoleklass) to upper secondary school, often 
including lunches. Parents have a right to paid 
sick leave to care for an unwell child under 12 
years of age (575, 576). 

In Sweden, extensive parental leave goes hand-
in-hand with high labour-force participation, 
with nearly 90% of 25- to 64-year-olds being 
employed (572). Affordable childcare results in 
most parents in Sweden choosing to enrol their 
children in preschool and to return to work after 
their parental leave (572). Paid parental leave 
and access to affordable childcare contribute 
to high female labour-force participation rates, 
and reduce gender disparities in the workplace 
(569). Disadvantaged children enrolled in early 
education programmes in Sweden perform better 
academically than those not enrolled (577). 



Chapter 4:   
Tackle structural 
discrimination and 
the determinants and 
impacts of conflict, 
emergencies and 
migration 
Health inequity is an important entry point to both recognize, 
and galvanize action on, inequities due to discrimination 
based on gender, race and other intersecting social factors.
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International human rights frameworks are explicit in prohibiting many 
forms of discrimination, and most countries have constitutional provisions 
and national legislation that prohibit discrimination (578). However, while 
good policies and frameworks may exist on paper, adherence to them can 
be weak, and adequate enforcement is needed (4). A systematic review 
of workers and refugees in high-income countries found that structural 
discrimination in the forms of racism, poor housing conditions, immigration 
policies and exploitative labour practices were major determinants 
impacting health and access to health care services (579).

Concerted action involving national and local governments, civil society 
and legislators is still needed to remove structural barriers to health 
equity. This requires transparent, inclusive and participatory approaches 

Box 16.	 Health inequities as a motivation for action

In 2023, Riana Brown and colleagues reported 
research in Science that should be a catalyst 
for action. Their goal was to identify what kind 
of information might trigger public support for 
tackling racial disparities. The answer was health. 
Knowledge about health inequities adversely 

affecting Black Americans elicited greater 
support for political action than, for example, 
knowledge about economic disparities. Why? 
Because health was seen to have a “morally 
sacred” place in a person’s vision for what is  
or is not a fair society (367).

4.1	  
Structural discrimination

Recommendation 4.1	 
Take action against structural discrimination

4.1.1 Recognize and repair discrimination embedded in policies, laws, 
institutions and social norms.

4.1.2 Redress the negative impacts of colonization by developing standards 
for reparative justice that measure impacts on health.

4.1.3 Acknowledge Indigeneity as a determinant of health and health equity 
(shaped by discrimination and historical injustices, as well as protective 
factors), while upholding the provisions of the United Nations Declaration 
on the Rights of Indigenous Peoples.
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to tracking accountability for human rights-based laws and policies that 
improve the health of all, including groups experiencing discrimination 
(580). Groups which have historically faced stigma and discrimination, 
such as LGBTQI+ populations, have poorer health outcomes as a direct 
result, which are then compounded by the invisibility of marginalized 
populations when they are unwilling to identify themselves for fear of 
further stigma. 

Overcoming structural barriers resulting from discriminatory legal and 
policy frameworks requires human rights principles and social justice to 
be embedded within institutions, supported by the active engagement 
of historically marginalized groups in the creation of equitable structures 
and opportunities (581, 582, 583). Action to address discrimination 
effectively must tackle the intersection across different dimensions of 
inequity and through diverse channels of support. For example, support 
for women’s participation in the labour force and decreasing their burden 
of care work is associated with lower gender inequalities in health (584), 
but according to the World Bank, in 155 out of 173 economies, at least 
one gender-based legal restriction exists on women’s employment and 
commerce capabilities, and in 18 countries, husbands have the legal right 
to prevent their wives from working (585). 

In relation to disability, cross-sectoral initiatives include the “Housing 
First” approaches implemented in North America, which have been 
promising in supporting people with psychosocial disabilities, and 
transport-focused interventions in Cambodia and the United Republic 
of Tanzania, but in all these cases, implementation is needed at scale 
(586). Practical guidance to support key sectoral interventions to improve 
well-being for people with mental health conditions and psychosocial 
disabilities has recently been developed (147). For ethnic communities 
experiencing marginalization, approaches demonstrated to be effective 
in securing better health outcomes include supplemental income 
programmes, minimum wage policies, nutrition safeguard programmes, 
fair immigration policies, and ensuring reproductive rights (587). 

  “Overcoming structural discrimination   

  requires human rights principles   

  and social justice to be embedded   

  within institutions” 

https://www.medicalnewstoday.com/articles/structural-racism-in-medicine-an-in-depth-look-at-ways-to-promote-meaningful-change
https://www.medicalnewstoday.com/articles/structural-racism-in-medicine-an-in-depth-look-at-ways-to-promote-meaningful-change
https://www.medicalnewstoday.com/articles/structural-racism-in-medicine-an-in-depth-look-at-ways-to-promote-meaningful-change
https://www.medicalnewstoday.com/articles/structural-racism-in-medicine-an-in-depth-look-at-ways-to-promote-meaningful-change
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Redressing racism through reparative justice
Reparative justice focuses on repairing past harms, stopping present harm 
and preventing the reproduction of harm. Reparations are being examined 
as a public health strategy to help eliminate racial inequalities in health 
(588). Modelling studies in the United States have found that reparation 
payments that would close the average racial wealth gap would be 
associated with reductions in the longevity gap by between 65% to 102.5% 
(589). Similarly, in examining the impacts of the COVID-19 pandemic, it has 
been suggested that had reparation payments to redress disparities been 
available, inequities in incidence would have diminished, with reductions in 
overcrowded housing, less exposure in frontline jobs and increased access 
to preventative measures (590). 

One of the key pillars to reparative justice is “the right to the truth”. The 
Inter-American Commission on Human Rights has noted that history 
is rich with violations of international humanitarian law, yet with the 
consistent absence of complete, objective and truthful information about 
what transpired. States and civil society have developed approaches and 
initiatives to flush out the truth using a wide range of methods (591). As 
part of treaty processes with First Nations peoples, the state of Victoria 
in Australia has launched a truth-telling process (592). The Netherlands 
has apologized for its role in the transatlantic slave trade and planned 
a €200 million fund to address the consequences (593). In South Africa, 
reparation payments have been made within a truth and reconciliation 
framework (see Box 17). Canada has made long-running efforts to provide 
compensation to those harmed by discriminatory underfunding of the 
First Nations Child and Family Service, as well as to give effect to “Jordan’s 
principle” of “ensuring that First Nations children can access the products, 
services and supports they need, when they need them” (594, 595).

  “Discrimination and dispossession from Indigenous land   

  and territories, alongside loss of protective factors such   

  as cultural identity, traditional medicine and unique   

  Indigenous conceptualizations of health, drive   

  inequitable health outcomes” 
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Indigenous Peoples’ determinants of health are distinct due to historical 
injustice, therefore the UN Permanent Forum on Indigenous Issues 
recognizes the importance of acknowledging Indigeneity as a social 
determinant of health (601, 602). Discrimination and dispossession from 
Indigenous land and territories, alongside loss of protective factors 
such as cultural identity, traditional medicine and unique Indigenous 
conceptualizations of health, drive inequitable health outcomes. A legacy 
of inequality and exclusion has made Indigenous Peoples more vulnerable 
to the impacts of climate change and natural hazards, including disease 
outbreaks such as COVID-19 (255). Indigenous Peoples often face 
discriminatory practices and differential treatment when accessing health 
care facilities, fuelling mistrust and discouraging the use of services (601). 
The revitalization of Indigenous Peoples’ cultural identity is essential to 
tackle discrimination and promote health and well-being. 

Box 17.	 South Africa: Truth and reconciliation

Prior to democratic elections in 1994, South 
Africa was internationally ostracized for its 
racist apartheid policies, premised on the 
separate development of “White”, “Black”, 
“Coloured” and “Indian/Asian” populations. 
Beginning in the 1940s, a legal scheme of racial 
discrimination systematically dispossessed 
and disenfranchised non-white South Africans, 
as well as supporting separate development 
between white Afrikaans-speaking and white 
English-speaking subpopulations. 

In 1995, the new government led by 
Nelson Mandela established the Truth and 
Reconciliation Commission to address South 
Africa’s long history of institutionalized racism 
(596). The initiative was a first step in the 
country’s process of healing and rebuilding 
relationships. The Commission’s goal was to 
investigate human rights violations carried out 
during apartheid and to provide a platform for 
survivors and perpetrators to testify (597).

The Committee on Reparations and 
Rehabilitation made comprehensive 
recommendations in 1998 (598). In 2003, 
President Thabo Mbeki announced a one-time 
payment of approximately 30 000 rand each 
to 18 000 victims who testified before the Truth 
and Reconciliation Commission (599). 

Additionally, reparations programmes aimed 
at uplifting Black communities as a whole 
were designed as part of broader development 
programmes for all South Africans. To date, the 
reparation fund has disbursed 98 million rand 
to victims of apartheid. The fund’s allocation 
towards health care has increased access to 
essential medical services, and it has supported 
educational scholarships and business 
grants to empower previously disadvantaged 
communities. Funds have also been used to build 
infrastructure in Black communities, including 
schools, clinics and community centres, which 
have long-term benefits for social cohesion and 
economic development (600).
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The UN Declaration on the Rights of Indigenous Peoples provides  
a framework to address the underlying determinants of Indigenous 
Peoples’ health, such as access to lands, territories and resources;  
the manifestation, practice, development and teaching of Indigenous 
spiritual and religious traditions; and the preservation and maintenance 
of traditional medicines and health practices (603). 

The active involvement and leadership of Indigenous Peoples in developing 
and determining health programmes affecting them is central to efforts 
to overcome health inequities. Culturally safe interventions improve service 
acceptability and outcomes (604), with key elements including:

	ƴ two-way communication, based on listening and validation 
of Indigenous worldviews (605)

	ƴ a robust cohort of Indigenous health workers who can 
catalyse the formation of a trustful rapport and increase 
the likelihood of service use (605)

	ƴ the incorporation of Elders and kinship networks, 
complemented by linguistic interpretation services 
within primary care frameworks (606) 

	ƴ respect for self-determination and incorporation of 
traditional knowledge into health decisions (606).
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Health emergencies and conflict exacerbate existing health and social 
inequities by creating and concentrating vulnerability. Whether this 
vulnerability arises from conflict, disaster or a health emergency, the 
keys to effective preparedness and response are similar: adaptability 
of responses to rapidly changing contexts; programming efforts that 
recognize the differential needs of the most vulnerable, and adjustment 
of levels of support accordingly. In conflict situations, ensuring health 
and social services are available for migrants, displaced populations 
and refugees is paramount. Humanitarian aid can improve access to 
health care and services, but increasing attacks on the wounded and 
sick, medical personnel and medical facilities are universally regarded 
as serious violations of global norms, and the UN Security Council has 
demanded an end to impunity for those responsible (607, 608). Diplomacy 
can play a vital role in ensuring health-related concerns in emergencies 
and conflict are kept at the fore, and the social determinants are 
prioritized in wider diplomatic discussions, so they can directly shape 
global health norms at national, regional and global levels (609, 610). 
Deepening the connections between health and foreign policy can 
contribute to a safer, more peaceful and healthier world.

  “Deepening the connections between health   

  and foreign policy can contribute to a safer,   

  more peaceful and healthier world” 

4.2	 
Emergencies, migration and conflict

Recommendation 4.2	  
Promote health equity during emergencies, migration and conflict

4.2.1 Recognize peace as a fundamental determinant of health equity, and 
health as a bridge to peace

4.2.2 Ensure emergency preparedness and response efforts incorporate 
the social determinants of health equity, including additional social 
protection measures.

4.2.3 Ensure displaced people and migrants have access to health and social 
services.
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Adequate social protection, including universal health coverage, is key 
to building epidemic and pandemic preparedness and ensuring health 
emergency responses do not deepen inequities, but protect both lives 
and livelihoods (611, 612, 613). Adaptive social protection systems are vital 
to mitigate the unintended negative consequences of emergency, public 
health and social measures in the face of rapidly unfolding crises (614), 
as shown in the COVID-19 pandemic (96). For example, cash transfers 
during the pandemic were associated with a decrease in food insecurity 
in countries that have different levels of income (615, 616, 617). They were 
also positively linked to self-reported health status (618); a higher likelihood 
of participating in volunteering (important for social cohesion); higher 
investment in children’s education (619), and lower risk of depression and 
anxiety (620, 621). As Boxes 18–20 show, these direct support mechanisms, 
providing cash where and when it is needed most, are tools which can be 
deployed at scale, even in emergency settings where service delivery has 
been affected (622). 

Targeting must be approached with an equity lens – for example, 
recognizing that those in the informal sector may be missed by support 
programmes. When support has reached informal workers, they have 
experienced better psychological well-being and increased food security 
(623). In conflict-affected areas, community health worker interventions 
may be effective and efficient in providing access to care (624). WHO 
has developed guidelines for providing health care, education and social 
support to communities adversely affected by health emergencies, and 
which have existing structures. Faith-based organizations provide many 
of these critical services and can be key partners in health emergencies 
(625, 626). 
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Box 18.	 Togo: Emergency cash transfers to poor households 
during the COVID-19 pandemic

During the COVID-19 pandemic, the government 
of Togo devised a fully digital emergency 
cash transfer programme via mobile phones, 
targeting informal workers and poor households, 
called Novissi, meaning “solidarity” in the Éwé 
language (628, 629). The pandemic exacerbated 
economic vulnerabilities (630), necessitating 
urgent interventions to support the most 
disadvantaged populations.

Togo built the Novissi platform – a digital 
and contactless unconditional cash transfer 
programme, serving over 12% of the population 
– from scratch in just 10 days in response to 
COVID-19. The platform paid out more to women 
than men and was able to reach vulnerable 
populations (629, 631). A national voter registry 
containing information on individuals, their 
occupation and home location helped establish 
eligibility. To expand platform coverage, the 
poorest villages and neighbourhoods were 
selected through high-resolution satellite 
imagery and nationally representative household 
consumption data. Within those villages and 
neighbourhoods, the poorest individuals were 
then prioritized through machine learning 
algorithms using mobile phone metadata 

and phone surveys generating predicted 
consumption patterns for 5.7 million individuals 
(70% of the population). 

Individuals registered for the scheme by calling 
from a mobile phone with a valid and unique 
voter identification card. During the first 
phase of the programme, more than 500 000 
beneficiaries received US$ 22 million over two 
months, with 65% of beneficiaries being women 
(632). In October 2020, the programme was 
expanded to the 200 poorest cantons of Togo 
through a partnership with GiveDirectly (633). 
The new data-driven technologies deployed 
enabled rapid disbursement in a time of crisis 
and ensured that aid was directed towards the 
most vulnerable populations. The use of mobile 
money facilitated greater access to financial 
services for many who were previously unbanked, 
promoting financial inclusion and economic 
resilience among the poor (634).

The success of the Novissi programme during 
the pandemic led to its continued deployment, 
showcasing a scalable model that could be 
adapted for future emergency response efforts 
in other regions facing similar challenges.

Conflict situations and health emergencies are crises, but should 
not be regarded as a state of exception divorced from the ongoing 
socioeconomic realities which shape health outcomes. For example, the 
recently developed global architecture for health emergency prevention, 
preparedness response and resilience recognizes that protection of 
health cannot be disentangled from the social determinants of health 
equity. It advocates for intersectoral action to strengthen social welfare 
and protection, livelihoods, continuity of business and education, and 
food security (627). 
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Box 19.	 India: Cash transfers to support people with low incomes during the 
COVID-19 pandemic

In March 2020, in response to the emerging 
economic repercussions of the COVID-19 
pandemic, the national Government of India 
launched the Pradhan Mantri Garib Kalyan 
package, a comprehensive relief package of 
1.7 trillion rupees (US$ 20 billion) to support 
low-income individuals and families with 
cash benefits (635).

As of September 2020, key financial allocations 
and beneficiaries of the package included (635):

	ƴ Cash transfers: Some 309.5 billion rupees 
disbursed to women beneficiaries of the 
National Mission for Financial Inclusion.

	ƴ Support for vulnerable groups: Support 
provided to 28.1 million senior citizens, 

widows and people with disabilities, in 
two instalments.

	ƴ Agricultural support: 178.9 billion rupees, 
benefiting 84.9 million farmers.

	ƴ Support for construction workers: 49.9 
billion rupees to aid 18.2 million building 
and other construction workers through 
State Welfare Boards.

Under the initiative, over 420 million poor 
people benefited from the scheme and a total 
of 68.8 billion rupees in financial assistance 
was disbursed to ensure economic relief and 
support during the COVID-19 pandemic (635).
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The right of displaced people to health
Whether people move due to conflict, an emergency, displacement or 
migration, health outcomes can be at risk. During the migration process, 
access to water, sanitation and food are crucial, while other factors 
become more relevant during and after resettlement (7). Living conditions, 
including housing (642, 643) and employment (644, 645, 646, 647), are 
important determinants of the health of migrants, refugees and asylum-
seekers (648, 649, 650). While evidence on structural approaches to migrant 
health needs is scarce, providing access to health and social insurance has 
been effective in some contexts (292), and community PHC models have 
been shown as better equipped to address the underlying health needs of 
migrants than those that focus only on providing medical care (651, 652). 
The provision of free or low-cost sexual and reproductive health services 
to women, including migrant and refugee women, promotes service use, 
contraceptive use and access to prenatal care (653). A variety of PHC 
interventions can be beneficial for the health of internally displaced people 
in conflict settings, including mental health and psychological support 
in schools (654); community-based baby feeding programmes with 
psychosocial intervention, malaria prevention or WASH interventions (655).

Box 20.	 Democratic Republic of the Congo: Cash-for-work 
programme in response to Ebola 

The large-scale outbreak of Ebola virus in the 
Democratic Republic of the Congo in 2018 
occurred in a region where armed conflict 
between dozens of groups had been ongoing for 
more than 20 years. This situation presented a 
significant challenge for public health responses, 
partly due to the local population’s deep distrust 
of external actors. Some people referred to the 
disease as manufactured and claimed that the 
millions of dollars spent on the response were 
part of a money-making scheme labelled the 
“Ebola business” (636, 637, 638).

From April 2019, to address these challenges, the 
government of the Democratic Republic of the 
Congo rolled out an emergency cash-for-work 
programme with support from the World Bank, 
to provide much-needed income support, and to 
help communities recover from the Ebola crisis 
and build resilience. The programme fostered 
trust by emphasizing active and meaningful 

community engagement, and transparency in 
the use of resources (639). All adults were eligible, 
with participants selected by public lottery. 

Immediate financial relief was provided to 
thousands of households, and employment 
opportunities created in a region where conflict 
had severely limited economic activities. 
By 30 September 2020, more than 35 000 
direct beneficiaries (half of them women) had 
worked more than a million days and received 
about US$ 3 million in payment (640). The 
construction of social infrastructure, such as 
health facilities, schools and roads, improved 
access to essential services and contributed 
to long-term community resilience (641). The 
programme’s inclusive approach, particularly 
the adaptation of work requirements for 
vulnerable groups, ensured that its benefits 
reached those most in need (640).
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There is some evidence that intersectoral approaches for the prevention 
and control of malaria among migrant and mobile populations are 
effective, but most interventions are still only vertically organized and are 
therefore not fully integrated (656). There is more evidence suggesting 
positive outcomes from health interventions targeting migrant and 
refugee populations delivered at the individual (657, 658, 659) or 
community level. These include psychological interventions for post-
traumatic stress disorder and depression in refugees (660); obesity 
prevention through behavioural interventions (661); health care workers 
acting as “community navigators”, providing culturally sensitive guidance 
to help people overcome barriers to accessing health care (662); uptake of 
vaccines (663), health literacy (664); and culturally safe maternal health 
care (665). However, the impact of these interventions on health equity is 
rarely evaluated (666).
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Steer mega-trends 
towards health equity: 
climate change and 
digitalization 
While economic inequity and structural discrimination have been 
persistent forces shaping health inequity, they do not exist in an 
unchanging world. At the outset of this millennium, two of the 
broad forces of change with the most profound impact on health 
equity are climate change and digitalization (667, 668). The green 
and digital economies are key pillars of the economic plans of 
many countries (669). 
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5.1	  
The potential of climate action 
to accelerate health equity

Recommendation 5.1	 
Articulate and accelerate the health equity benefits of climate action 
and the preservation of biodiversity

5.1.1 Support the development and implementation of climate change 
mitigation and adaptation policies that maximize health equity benefits.

5.1.2 Ensure energy and food transitions are able to reduce energy poverty 
and food insecurity.

5.1.3 Ensure that climate action is a core objective of health systems.

5.1.4 Strengthen support for Indigenous communities in their stewardship 
of land and natural resources. 

Aligning climate and health objectives has the potential to deliver 
substantial co-benefits, but this requires intersectoral action (671). WHO 
has estimated that taking action on climate change could save 7.5 million 
lives, and that the health gains from improved air quality through a rapid 
global transition to clean energy would repay transition costs twice over 
(672). The direct health and mortality impacts of extreme weather events 
can be reduced. Other benefits for health from action addressing climate 
change through a social determinants approach include promoting 
physical activity through increases in active transport; reducing ill health 
and mortality from cold housing through insulation, and supporting 
healthy dietary choices with a low environmental footprint.

The climate crisis is reshaping the relationship between people and 
planet, and climate mitigation and adaptation will be increasingly 
dominant in establishing both opportunities to advance health equity, 
and constraints on doing so (273). The digital transformation has not only 
reshaped the social and economic world, but has opened new horizons 
for health action, as well as created new concerns with the potential 
to deepen health inequity (670). Harnessing the forces of both climate 
action and digitalization to promote health equity goals holds enormous 
promise to improve health and reduce health inequities, if attention to 
equity is prioritized.
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As well as suffering the greatest impact of climate change, those living 
in precarious conditions have the least capacity to adapt. Subsistence 
farmers and low-income workers are often unable to avoid excessive heat 
(673). People with the lowest incomes are the most likely to depend for 
their survival on resources provided by nature, through sectors such as 
agriculture, forestry and fisheries. In low-income settings, climate impacts 
affect women and men differently: women and girls – responsible in many 
societies for collecting water and fuel – frequently have to walk further to 
do so, and are often the last to eat amid increasing food insecurity (674). 
A systematic review found that during and after extreme weather events, 
women, girls, and sexual and gender minorities are at increased risk of 
violence and exploitation, related to economic instability, food insecurity, 
mental stress, disrupted infrastructure, tradition and exacerbated gender 
inequality (675). Poor people and populations experiencing marginalization 
are less likely to have access to insurance and social protection, healthy 
housing or primary health care, making them particularly vulnerable to 
any shock affecting their lives and livelihoods.

Achieving the goals of the 2015 Paris Agreement (676) requires an 
inclusive, just energy transition, which recognizes the needs of different 
communities and gives priority to access to clean energy for those 
currently experiencing energy insecurity (677). Decarbonization of the 
energy supply can address energy poverty, create decent jobs and reduce 
air pollution, all of which support better health and health equity. A lack 
of electricity is a particular issue for sub-Saharan Africa, with three in five 
people without access (678). The transition to zero-carbon economies 
can help those who are most energy disadvantaged to leapfrog up the 
“energy ladder” directly to clean electricity, and reap the associated 
benefits in daily living conditions and health. The International Energy 
Agency estimates the number of people with access to electricity 
through a solar home system in sub-Saharan Africa has increased 
by about 25 million since 2019, topping 45 million in 2022 following 
sustained government programmes to reduce their costs in countries 
such as Kenya, Nigeria and Rwanda (678).
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When designed and implemented with equity as a priority, climate 
mitigation strategies can have significant heath equity co-benefits. For 
example, green building design to reduce flooding (685), and insulation 
and ventilation of housing (686), could both help to mitigate against 
extreme weather and higher energy costs for those living in low-lying 
areas or cold homes. The Canadian state of British Columbia introduced 
a carbon tax on consumption, the proceeds of which were used to reduce 
other taxes or to provide direct cash transfers to low-income consumers, 
with net progressive impact (687). Support to low-income households to 
improve energy efficiency and reduce bills can be highly effective – for 
example, as in the United Kingdom’s Warm Front programme (688). Also 
in the United Kingdom, research on environmental inequalities informed 
targeted funding decisions that benefit populations living in deprived 
areas who are most vulnerable to environmental risks.

  “When designed and implemented with equity as a priority, climate   

  mitigation strategies can have significant heath equity co-benefits” 

Box 21.	 South Africa: Kuyasa Clean Development Mechanism to reduce emissions 

The Kuyasa Clean Development Mechanism (CDM) 
project aims to improve the thermal performance 
and reduce carbon dioxide (CO2) emissions of both 
existing and future housing units in Kuyasa, a low-
income neighbourhood of Khayelitsha Township 
in south-eastern Cape Town, South Africa (679). 
The project, launched in 2008, involves retrofitting 
existing housing units with solar water heaters, 
ceiling insulation and low-energy, long-life 
compact fluorescent light bulbs. 

The programme has upgraded about 2300 
units and is planned for a period of 21 years, 
with a three-fold goal of enhancing energy 
efficiency, reducing greenhouse gas emissions 
and lowering energy costs for residents (680). 
It is carried out by the City of Cape Town in 
collaboration with the SouthSouthNorth Project, 
a network of institutions and experts that 
helps public projects through funding from 
the United Nations Framework Convention on 
Climate Change (UNFCCC) Clean Development 
Mechanism (681). 

The project is expected to save about 2.8 tons 
of CO2 per household, per year (682). Households 
benefit from an estimated annual saving of 
US$ 110 on energy costs, a major boost to low-
income families (683). The installation of solar 
water heaters and ceiling insulation improves the 
thermal performance of homes, making them 
more comfortable and healthier by maintaining 
stable indoor temperatures and reducing 
exposure to cold and damp conditions.

The programme also has positive health and 
safety effects, resulting from better insulated 
ceilings, greater warmth, and less dust and sand 
in houses (683). Among surveyed households, 81% 
indicated a decrease in frequency of respiratory 
illness, and the proportion of households 
experiencing illnesses twice or more a year 
dropped from 79% to 26% (684).

Community engagement in project 
implementation has fostered a sense of 
ownership and responsibility among residents, 
boding well for the sustainability of the project 
and its wider acceptance locally.



� 95
P

a
rt 2: C

h
a

p
ter 5

Bangladesh is on the front line of climate change. Sea temperatures 
in the Bay of Bengal have significantly increased, and Bangladesh is 
experiencing some of the fastest rises in sea level on record worldwide 
(689, 690). Given the low-lying land, floods have caused large-scale health 
crises and destruction of infrastructure and housing. However, green 
building design is underway to help protect the poorest. The World Bank’s 
Multipurpose Disaster Shelter Project aims to give 14 million people in nine 
districts access to temporary safe havens, by building 552 new shelters, 
rehabilitating 450 existing shelters and constructing over 550 kilometres 
of evacuation roads. The shelters are used as primary schools during 
regular weather (691). On a smaller scale, 20 plinth shelters supported 
by the charity Friendship have been built with the involvement of local 
communities to raise shelters off the ground (692). Small loans have also 
been provided to help energy users install solar home systems, resulting in 
an increase in access to energy through clean sources (see Box 22).

Box 22.	 Bangladesh: Grameen Shakti programme for renewable energy 
and health equity

In Bangladesh, access to electricity and clean 
energy technologies has historically been limited, 
particularly in rural areas (693). This lack of 
access has significant implications for health, 
economic development and gender equity (694).

In response, the Grameen Shakti programme 
began disseminating solar home systems 
in 1996, enabling energy users to purchase 
renewable energy equipment (695) through an 
innovative financing mechanism (696). So far, the 
programme has installed nearly 1.8 million solar-
home-systems (697), 36 000 biogas plants (698), 
and nearly a million improved cooking stoves 
serving around 4 million beneficiaries (699). The 
initiative focuses on giving communities and 
women direct access to credit and training, 
facilitating gender empowerment and the 
deployment of clean energy technologies (700).

With assistance from the programme, electricity 
access in Bangladesh rose from 20% of the 
population in 2000 to 85% in 2022 (701). The 
installation of biogas plants and improved 
cooking stoves has reduced indoor air pollution, 

which is a major health hazard in rural areas 
(702). A study by the International Centre for 
Diarrhoeal Disease Research, Bangladesh found 
that households using improved cooking stoves 
reported a significant reduction in respiratory 
illnesses, particularly among women and children 
(703). Access to credit and technical training has 
empowered women to become entrepreneurs and 
leaders in their communities. Research by the 
World Bank indicates that women’s involvement 
in renewable energy projects has led to greater 
economic independence and improved social 
status (704).

According to a report by the Asian Development 
Bank, the renewable energy sector in Bangladesh 
has generated thousands of jobs, contributing 
to economic growth and poverty reduction (705). 
The environmental impact has been considerable: 
data from the United Nations Environment 
Programme suggests that Bangladesh’s solar 
home system programme has helped the country 
cut down its emissions, with Grameen Shakti 
alone helping it avoid approximately 1.5 million 
tons of CO2 emissions annually (706).
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Food security is a critical element of climate transition. Innovative use 
of technology can help to conserve water through “precision” watering; 
diversifying crops and animals increases total systemic resistance 
to climate change and market volatility; climate-resistant seeds and 
climate-sensitive animal husbandry can improve production efficiency; 
better storage and mindful purchasing patterns can reduce food waste; 
and improved early warning systems to farmers can help to mitigate 
against disasters (707). In contexts where meat is overconsumed, diets 
that are less reliant on meat and more reliant on wholegrains, fruits, 
vegetables and pulses can also help to meet climate change and 
nutrition targets (708, 709). 

Preserving biodiversity underpins global and food security, and ensures the 
continued availability of many medicines based on natural compounds 
found in plants and animals. Natural environments and green spaces 
provide an ecosystem that enhances human health and well-being (710). 
Healthy ecosystems also play a role in regulating diseases, preserving soil 
quality and climate stability (711). 

Community involvement is key to ensuring that climate action is 
contextually relevant and responsive. Community-driven approaches 
have proved critical to sustainability. For instance, in drylands, farmer-
managed natural regeneration of trees in arable areas has enabled 
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the restoration of over 5 million hectares of land in the Sahel (712). In 
Ethiopia between 2012 and 2015, the Managing Environmental Resources 
to Enable Transitions programme, which entails community-based 
watershed rehabilitation in rural landscapes, supported around 648 000 
people, resulted in the rehabilitation of 25.4 million hectares of land in 
72 severely food-insecure districts. This was achieved through social 
protection schemes that provided payment in exchange for work to build 
public assets (713). 

By prioritizing and delivering on local climate action, health systems 
can build resilience, enhance preparedness, and reduce the impact of 
climate-related health risks. Decarbonizing health systems brings a host 
of benefits, as seen in the Solar for Health initiative in Zimbabwe (see 
Box 23). Local programmes, based on insight into effective preventative 
and mitigation strategies that work for specific communities, are needed 
(714, 715). Local knowledge is critical to effective health-response actions, 
brokered by trusted interlocutors over considerable periods of time 
(716). When systems collaborate with local residents, they gain valuable 
insights, enhance trust and create more effective interventions.

Box 23.	 Zimbabwe: The Solar for Health initiative

Zimbabwe’s health system, especially in rural 
areas, has been severely impacted by persistent 
energy shortages, exacerbated by climate 
change and erratic weather conditions. 

To help meet these challenges, the United 
Nations Development Programme has been 
spearheading the Solar for Health initiative in 
15 countries, including Zimbabwe, since 2017, as 
a means of connecting the energy and health 
sectors to promote health, while protecting the 
environment (717). With support from the United 
Nations Development Programme and the Global 
Fund to Fight AIDS, Tuberculosis and Malaria, the 
initiative in Zimbabwe aims to harness previously 
untapped solar energy sources to power critical 
social infrastructure (718). Zimbabwe has 
installed solar photovoltaic systems in over 400 
health facilities, so that as of 2018, over 6.5 
million people across the country were benefiting 
from reliable access to electricity for health 

facilities. This enabled longer operating hours, 
better staff retention, and safer maternal care 
and life-saving procedures (718).

Solar energy also reduced electricity costs by 
up to 60%, allowing clinics to reinvest savings in 
sustaining and improving facilities and services 
(719). The Solar for Health initiative is estimated to 
fully recoup its cost within two to four years (719).

By providing reliable electricity in poor, remote 
and rural areas, the initiative has reduced health 
inequalities, particularly addressing the higher 
maternal mortality in rural areas and among 
more impoverished communities (720). It has 
contributed to the country’s progress across 
at least three of the Sustainable Development 
Goals: SDG 13 (Climate action), SDG 7 (Affordable 
and Clean Energy), and SDG 3 (Good Health and 
Well-being).
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Indigenous Peoples can play a crucial role as agents of change through 
ecosystem- and community-based practices that combine adaptation, 
mitigation and sustainable development (721). A key issue for Indigenous 
Peoples is land tenure. There is evidence that restoring land tenure 
and compensating for land confiscation has improved the health of 
Indigenous communities. For example, in New Zealand, this process has 
allowed Māori to create their own infrastructure, to begin to develop their 
own health care initiatives, and to advise health care authorities and 
governments on interventions to reduce health inequities between Māori 
and non-Māori communities (722). Restoring Indigenous land rights in 
Australia has also improved health (see Box 24). 

  “Restoring land tenure and compensating   

  for land confiscation has improved the   

  health of Indigenous communities” 

Box 24.	 Australia: Caring for land, country and Indigenous health

Indigenous Peoples around the world experience 
worse health than their non-Indigenous 
counterparts (723). In Australia, forced removal 
from ancestral lands, which Indigenous 
Australians had occupied for around 65 000 
years (724), has been particularly damaging. 
The connection to the land holds profound 
cultural significance for Indigenous Peoples, 
and continued association with ancestral lands, 
and caring for them, is seen as vital to health 
(725, 726, 727, 728, 729).

A range of public policies since the 1970s has 
focused on restoring land to Indigenous Peoples, 
enabling them to care for country in ways that 
fulfil traditional requirements. Federal and State 
governments have acknowledged land rights 
through legislation. A landmark case in the 
Australian High Court, brought by Indigenous 
campaigner Eddie Mabo, successfully challenged 
the colonial assumption that the Australian 
continent was terra nullius (“nobody’s land”) 

when the English arrived (730). The restoration 
of Indigenous land ownership and the ability to 
care for country is recognized as a health benefit 
and an important contributor to closing the gap 
between Australian Indigenous life expectancy 
and that of other Australians (731).

Evidence shows that Indigenous people involved 
in managing and caring for their land have 
lower rates of diseases such as diabetes, renal 
disease, hypertension and obesity (732, 733). They 
also report better self-esteem, self-identity and 
connection to culture compared to those not 
involved in land care (728). This holistic approach 
to health underscores the importance of cultural 
practices and land management in promoting 
physical and mental well-being.

Initiatives to restore Indigenous land rights have 
contributed to narrowing the life expectancy 
gap between Indigenous and non-Indigenous 
Australians (734).
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Recommendation 5.2	  
Steer the digital transformation in favour of health equity 
and the public good

5.2.1 Address the digital divide.

5.2.2 Ensure digital and technological transformations and artificial intelligence 
promote health for all.

5.2	 
The digital transformation 
and health equity

Digital technologies, including the emergence of Artificial Intelligence (AI), 
are already rapidly transforming the world economy and how societies 
function, shaping health outcomes. Digitalization holds the potential 
to improve population and individual health – for example, through the 
promise of revolutionizing access to health and social services for those 
going without, which can help overcome physical barriers and workforce 
limitations, as demonstrated in the Islamic Republic of Iran (see Box 25). 
Yet digitalization and the opportunities associated with AI and other 
digital transformations are not equally available either between or within 
countries, and through disruption and possible existential risks, they could 
also cause significant harm and widen existing health inequities.



100

W
o

rld
 rep

o
rt o

n
 so

cia
l d

eterm
in

a
n

ts of h
ea

lth
 eq

u
ity

Box 25.	 The Islamic Republic of Iran: Improving maternal and neonatal health 
care through telemedicine 

Amid challenges posed by economic constraints 
and sanctions, the Islamic Republic of Iran has 
struggled to ensure health equity – a situation 
exacerbated by the significant influx of Afghan 
refugees, totalling 2.2 million by the end of 
November 2022 (735). To improve health care 
accessibility, the Ministry of Health and Medical 
Education embarked on a transformative 
telemedicine initiative, with WHO support, in 
Sistan and Baluchistan province, to enhance 
maternal and neonatal health care within 
neonatal intensive care units and primary 
health care systems (736).

The multipronged initiative established 
telemedicine infrastructure, launching mobile 
clinics, capacitating laboratory services and 
developing standardized procedures. Tele-
consultancy and tele-visit services offered 
neonatal intensive care, including access to 
eye screening for premature babies, mobile 

sonography and cardiography for newborns, and 
the products needed to support free-of-charge 
delivery services for vulnerable populations.

The WHO country office reported that significant 
strides have been made in enhancing access 
to essential services, with the procurement of 
delivery facilities, medical monitoring equipment, 
telecommunication devices and vehicles for 
providing mobile clinics and service monitoring. 
The telemedicine system in Sistan and 
Baluchistan facilitates timely access to health 
care services for 221 000 people, including 10 000 
pregnant women. WHO personnel also report 
that the project outcomes have extended beyond 
the country’s borders, with two paediatricians 
from Afghanistan and Yemen attending neonatal 
fellowship training in the Islamic Republic of Iran 
and benefiting from telemedicine devices for eye 
examination of premature babies. 

The need for digital access and to mitigate related health risks
With increasing information and services available online, digital access 
is now seen as a human right, and is vital for access to health care and 
other essential services that influence the social determinants of health 
(737, 738). For example, alongside enabling people to access health and 
banking services, digital platforms can help connect rural communities 
to wider markets, and improve their economic outlook and health. Digital 
technologies also have the potential to reduce social isolation and 
loneliness (739). In education, virtual learning environments and distance 
learning have opened up programmes to low-income students and those 
in remote areas who would otherwise be excluded.

In 2022, a third of the world’s population lacked digital access, largely 
comprising those on the lowest incomes. Older people, ethnic minorities 
and Indigenous Peoples are less likely to use the internet, and low-income 
groups and people living in rural areas have lower internet access rates 
and speed (740, 741, 742, 743). In general, women have lower adoption levels 
for digital technologies than men (744). People with disabilities can also 
face additional barriers to accessing digital technologies equitably (745).
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The increasing body of evidence for the harmful impact of the digital 
transformation on child and adolescent health has led to growing 
government action. Negative impacts include the significant amount 
of potentially harmful online content available, particularly to children 
and young people, such as inappropriate marketing of health-harming 
or dangerous products, encouragement of violence, and explicit sexual 
content. Digital technologies, in particular social media, can contribute 
to feelings of isolation and worsened mental health (746), and can place 
people – especially children and young people – at risk of exploitation 
(747). They can also be highly addictive, exacerbating previous addictions 
such as online gambling, or generating new addictive behaviours such 
as gaming (748, 749).

Evidence from high-income Anglophone countries shows alarming 
increases in mental health conditions among adolescents and young 
adults over the past decade, and corresponding decreases in well-being 
in this age cohort (227). Young women in particular are experiencing 
mental distress at much higher levels than previously. The longstanding 
“U-shaped” distribution of well-being, whereby adolescents and older 
people had the poorest well-being, is disappearing, and instead there is 
a linear gradient as well-being steadily increases with age. The timing of 
this shift suggests the cause may be a generation of digital natives more 
exposed to social media use, but a lot more investigation is needed into 
the causal pathways, the extent to which the same patterns are seen in 
lower-income countries, and to what extent there is differential impact 
across different socioeconomic groups. 

A number of population health actions have been identified to mitigate 
these harmful impacts, including delaying uptake through age restrictions 
and school bans; warning labels and health promotion efforts, and 
reducing children’s use of digital media and devices by deploying technical 
features. Other approaches centre on establishing financial deterrents, 
creating digital-free spaces, providing digital education and increasing 
digital literacy, changing norms and creating alternatives, and directly 
addressing harms through appropriate governance. 

Digitalization, equity and the world of work 
A clear way in which digitalization will affect health and health equity is 
through its impacts on the quality and availability of employment. Yet 
many of these impacts are still unknown (750, 751, 752, 753, 754). New ways 
of working provide solutions for classic occupational health problems – 
for example, by using robots for hazardous work, or AI for monotonous 

  “Digital technologies, in particular social media, can contribute   

  to feelings of isolation and worsened mental health” 
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tasks. But there are urgent, unanswered questions about how such a 
transformation will be managed. An unregulated rollout is likely to create 
new groups of winners and losers, with major consequences for social 
equity, including health outcomes (755). While digital platforms could 
contribute to wider formalization of informal work, platform deployment 
tends to be based on business models which lead to upward redistribution, 
and avoidance of existing social and health protection requirements (756). 

The global spread of automation also risks reversing decades of poverty 
reduction by eliminating formal-sector jobs in regions where employment, 
not labour, is scarce (757). Given this risk, carefully considered mitigation 
measures are needed to prevent such scenarios from negatively impacting 
outcomes for workers, and to avoid large increases in the need for social 
protection and other services, and the potential costs to public finances. 
Such strategies may include AI and technological impact assessments 
in relation to employment and to health equity (757); tax and policy 
environments that place human well-being at the centre of economic 
policy; and education and retraining specifically to help workers enter 
sectors with growth, such as health care, the green economy and digital 
solutions. Income support or universal income solutions can also help 
address technological unemployment, while job placement services can 
match skills with available opportunities. For example, with the rise of the 
internet and related workforce, multiple countries have enacted legislation 
to protect those engaged in work through online services (see Box 26).

  “An unregulated rollout of digitalization is likely to create new groups   

  of winners and losers, with major consequences for social equity,   

  including health outcomes” 
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Big data and artificial intelligence
Digitalization and AI are changing the information and political decision-
making landscape, including for health, with the potential to undermine 
trust in institutions. The dissemination of misinformation poses unique 
threats to health, as evidenced during the COVID-19 pandemic (765). 
Algorithmic governance is an emerging area that requires particular 
attention, with specific efforts needed to combat the algorithmic bias 
that has contributed to health inequalities (766). 

Big data can support more responsive and accurate policies and 
programmes. For example: Georgia has implemented blockchain 
technology to create a transparent, secure and corruption-free system 
for tracking land ownership and transactions (767); AI systems in many 
locations help prioritize medical treatments and manage health care 
resources more efficiently (768), and the Scottish government uses 
geospatial big data to identify strategic outcomes and inform community 
funding decisions (769). However, governance of the sector is needed so 
that tools and analyses are developed and shared with those who will 
benefit from them, and are built with diversity in mind. Tools built on big 
data and AI algorithms must be monitored to ensure that they do not 
reinforce historical discrimination. 

Box 26.	 Global efforts to protect gig workers’ rights

There are an estimated 154 million to 435 million 
digital platform workers (or “gig workers”) 
globally, employed as taxi drivers, domestic 
workers or food delivery drivers, and in other 
industries that use online technology as an 
exchange medium (758). This form of employment 
can lead to compromised health and well-being,  
due to occupational health and safety risks, 
precarity (for example, psychological distress, 
lack of health and social insurance) and 
platform-based vulnerabilities (for example, 
work-related stress from surveillance; social 
isolation and financial risks) (759).

Several jurisdictions have begun taking steps 
to recognize gig workers, improve their working 
conditions and enhance their access to social 
protection. In 2023, Australia adopted legislation 
to enable the independent workplace tribunal 
to set minimum standards for “employee-like” 

workers that work for or via a digital labour 
platform (760). Argentina and Chile have enacted 
laws covering working hours, rest periods, 
remuneration and leave entitlements for gig 
workers (761, 762). In Seattle, USA, the local Office 
of Labour Standards addresses offences against 
gig workers related to pay and leave entitlements 
and working conditions, and has established 
minimum pay rates for transportation company 
drivers, along with mechanisms to advocate for 
drivers’ rights (763, 764).

Legislative efforts to address unfair employment 
conditions for gig workers have not kept pace 
with the growth of the platform economy. The 
effectiveness of these policy initiatives is still in 
the early stages. However, the introduction of 
bold industrial relations policies is essential to 
protect those in this growing employment sector.
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In “Our Common Agenda”, the UN Secretary-General proposes that 
“every adult should have affordable access to digital networks, as well 
as digitally-enabled financial and health services built on emerging 
principles and best practices” (770). Drawing on this, the Global Digital 
Compact adopted at the UN’s Summit of the Future in September 2024 
set a new benchmark for inclusive digital transformation, which aims 
to bring together governments, private-sector entities and civil society 
organizations in a joint commitment to increase connectivity for all; 
prevent the fragmentation of the internet to maintain a unified global 
digital space; protect individual privacy and data, and promote the ethical 
development and use of AI. The compact recognizes digital technologies 
as a global public good and encourages their development and use for 
the benefit of all, while applying human rights principles in the digital 
sphere, including freedom of expression, privacy, and protection from 
discrimination and misleading content (771).

An increasingly complex health information environment
Health information has always been an important determinant of health. 
Lack of access to timely and accurate information has deepened health 
inequities and been a marker of persistently poor health outcomes. 
However, the proliferation of health information channels and the 
explosion in the volume of health information has created new challenges, 
as well as opportunities, in addressing the determinants of health. The 
emergency context of disease outbreaks and pandemics shows clearly 
how crucial good health information is for rapid and effective responses, 
but also how these responses can be undermined by the malign influence 
of misinformation and disinformation. These health information issues 
cross all manner of health conditions and their determinants, including 
nutrition, physical activity, injury prevention and mental health (772). 

Much of the effort to manage health information, including 
misinformation and disinformation, has fallen to health institutions, 
which are often not equipped to deal with the contemporary information 
environment. Efforts focused only on better communication of accurate 
health information, including techniques such as fact checking, are 
not adequate to deal with the volume and diversity of misinformation 
and disinformation (773). Instead, efforts need to be able to tackle the 
drivers of health information production and consumption. The fact that 
misinformation is 70% more likely to be spread than verifiable information, 
and that falsehoods spread six times faster than truths, illustrates the 
scale of the challenge (774). New partnerships are needed between health 
authorities, the private sector (including platform owners) and civil society, 
to establish the governance frameworks that can systematically promote 
good information and call out bad information, in particular regarding its 
use to exacerbate health inequities.
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Recommendation 6.1	 
Equip local government to reduce health inequities

6.1.1 Strengthen the role of local government to implement community-centred 
actions for health equity.

6.1.2 Ensure healthy housing and built environments, including through 
universal design principles.

6.1.3 Equip local government to support age-friendly communities and combat 
social isolation and loneliness.

Local government is recognized as an essential institution in the design 
and implementation of policies to improve health and well-being 
through the social determinants of health. The movement towards the 
“localization” of the SDGs – which has significant crossovers with the 
social determinants approach – reflects this (775). In many countries, local 
governments manage services that have a direct impact on people’s lives, 
including urban planning, housing, transport, social services, and early 
childhood and skills development programmes. 

Given their proximity and accountability to communities, local 
governments are more inclined to understand the interconnected 
nature of the social determinants of health equity, and the barriers that 
hinder progress in achieving it. By creating alliances and motivating 
stakeholders, local governments can strengthen the design and 
implementation of programmes (776). This improves accountability in 
service provision and facilitates democratic participation (777). 

Cities offer significant opportunities to transform a nation’s health 
and ensure greater health equity. In several countries, public health 
responsibilities have been devolved to local governments, which are 
responsible by law for acting to promote the health and well-being 
of citizens in their area. In some places, such as in Norway, local 
governments are specifically mandated to reduce social inequalities in 
health (778, 779). Local-level action can improve key social determinants 
and health outcomes (780, 781), as shown by cases in the British city of 
Coventry (782), the Colombian municipality of Paipa (783) or in Chile  
(see Box 27).

6.1	  
Releasing the power 
of local government
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To fulfil their role in supporting the social determinants of health and 
health equity, local governments need sufficient funds – via taxation or 
transfers from the national government – and a supportive relationship 
with other levels of government (48, 777). However, wide cross-sectoral 
responsibilities are often not accompanied by sufficient funding (48, 786). 
Higher per capita municipal spending on services including education, 
housing and libraries has been associated with lower odds of severe 
maternal morbidity in the United States (787). Conversely, in England, 
cuts to local government are correlated with deteriorating health and 
exacerbating inequity (788). 

The concentration of ongoing poverty and poor social determinants of 
health which characterizes rural living conditions for much of the world’s 
population also needs to be addressed, and there are promising examples 
of action. In South Africa, the Rural Health Advocacy Project produced 
a guide to meeting the needs of rural contexts in health policy, strategic 
planning and resourcing (789). Similarly, in the United States, the Rural 
Health Information Hub’s “SDH in Rural Communities Toolkit” provides 
resources and programme models to address social determinants in 
rural communities (790).

Box 27.	 Chile: Connecting social and health services at the local level 

In Chile, health services and social support 
have historically been fragmented, creating 
significant barriers for vulnerable populations in 
accessing essential benefits (784). Many people, 
particularly those facing economic hardship 
or health challenges, struggle to navigate the 
complex systems of social services and health 
care. This lack of coordination often leads 
to missed opportunities for timely support, 
exacerbating health disparities and limiting 
access to critical resources. 

In response, including as part of the SDH Special 
Initiative, municipalities across the country have 
implemented a local intersectoral management 
model, Gestión Social Local, to integrate health 
and social services using three main tools (785):

	ƴ An integrated platform that securely 
connects individual and family social and 
health information with public benefits 
data, establishing referral procedures 
among various municipal and primary 
health service providers.

	ƴ A comprehensive catalogue of benefits, 
services and social support, integrated into 
the platform, that facilitates referrals and 
ensures families have access to all social and 
health benefits they are entitled to.

	ƴ A locally agreed referral system for connecting 
individuals with necessary services.

The WHO country office in Chile reports that as 
of August 2024, 324 municipalities had adopted 
the Gestión Social Local model, with 209 receiving 
ongoing support and training. Approximately 
6000 municipal staff members were trained 
as Gestión Social Local operators, significantly 
increasing the efficiency of service delivery. 
WHO staff also report that data from a pilot 
programme implemented in 13 municipalities 
showed a successful referral rate between 
social and health units, with specific categories 
identified for social assistance, such as economic 
hardship and health-related financial support.
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Box 28.	 Lao People’s Democratic Republic: The CONNECT trust-building initiative

In Lao People’s Democratic Republic, essential 
health care access is challenged by social 
determinants of health such as poverty, 
education, remote locations, transport costs, 
distance to health services, lack of emergency 
health funding, lack of accessible health 
information, and low levels of trust in health 
providers. In a culturally diverse society, 
language barriers, early marriage, adolescent 
pregnancy and existing gender norms among 
some communities also impact use of health 
care, especially among pregnant women. 

Service uptake varies widely by socioeconomic 
status, ethnicity and geographical location 
– for example, the proportion of Lao ethnic 
children fully vaccinated is more than double 
that of some other ethnic groups (791, 792). 
During COVID-19 there was further disruption 
of essential health care uptake, such as 
routine immunization, antenatal care and 
delivery with skilled birth attendants (793), 
and increased inequality due to the economic 
impacts of restrictions and inflation (794). 
Previous interventions aimed at promoting 
community health have mostly failed to result 
in sustainable change, partly because narrow 
technical solutions were deployed to tackle 
health governance issues, resulting in limited 
systematic impact (795).

The Community Network Engagement for 
Essential Healthcare and COVID-19 Responses 
through Trust (CONNECT) was developed 
by the Lao People’s Democratic Republic 
Ministries of Health and Home Affairs, with 
WHO support (796). Development started 
during COVID-19 and became part of the SDH 
Special Initiative in 2021. The network aims to 
enhance existing governance and community 
structures and capacities to address underlying 
social determinants of health, while also 
strengthening trust between villagers, health 
services and local government. Through a 
series of participatory workshops, it supports 
community representatives, health workers 
and local government staff to build trusting 
relationships and identify context-specific social 
determinants of health, to co-design solutions. 

Evaluations of CONNECT (797, 798) show that the 
initiative successfully addressed language and 
cultural barriers through an adaptable, non-
literate approach, using translation, accessible 
health information provided through audience-
friendly two-way communication, and working 
with local leaders to build relationships and 
respectful communication.

The impact of the approach was seen in an 
outreach campaign in northern Lao People’s 
Democratic Republic, where COVID-19 
vaccination uptake increased seven-fold 
compared with previous rounds among remote 
ethnically and religiously diverse populations 
(799, 800). Home visits and face-to-face 
communication helped deliver accessible health 
information to people with disabilities, as well 
as identify vulnerable families and their support 
needs and opportunities. 

In southern Lao People’s Democratic Republic, 
the WHO country office reports that community-
led transport support schemes were developed 
in collaboration with health centres to enable 
pregnant women in remote communities to 
identify due dates and access health centres for 
delivery. Village funds and joint saving schemes 
were also established for families requiring 
support to access health care. In an area where 
women had preferred to give birth at home 
rather than in the health centre, due to lack of 
trust in health providers, the team connected 
the local birth attendant with the centre and 
worked on a new approach towards pregnant 
women, focusing on feelings and respectful care. 
WHO staff also report that in areas where early 
marriage and adolescent pregnancy rates were 
high, village authorities provided respectful non-
stigmatizing counselling jointly with the families 
of adolescents, offering support especially 
where the young couples were poor or had low 
education levels, leading to increased use of 
antenatal care. 

At a national level, the Ministries of Health and 
Home Affairs are collaborating to provide family 
counselling services to young couples, to boost 
respectful family planning and registration.
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Housing and transport
Local government responsibilities for the built environment, including 
housing and transport, are critical to health equity (801). Affordable 
housing, such as public housing, can be promoted through providing 
public housing directly; zoning for and funding a supply of appropriate 
dwellings; providing subsidies, such as housing vouchers, or using tax 
mechanisms, such as low-income housing tax credits (342). 

As well as influencing rates of mortality and risk of noncommunicable 
diseases, housing interventions are key to combating infectious and 
vector-borne diseases. For example, in Zambia, window and door 
screening, combined with water and environmental management, 
reduced the incidence of malaria in children under 5 by 50–75% in a period 
prior to use of dichloro-diphenyl-trichloroethane (DDT) (802). Equipping 
housing with safety devices such as smoke and carbon monoxide alarms, 
stair gates and window guards reduces hazards that lead to accidental 
injuries (342). Interventions directed at improving warmth can lead to 
health improvement, while housing that is affordable to heat is linked to 
improved health, and may improve social relationships (803). Programmes 
to address homelessness are also associated with improvements in health 
equity, as demonstrated in New Zealand (Box 29).
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More liveable and healthier places can be promoted through better 
transport planning (809). For example, modelling suggests that land-
use changes towards more compact cities, accompanied by policies 
promoting walking, cycling and the use of public transport, would result 
in improvements in diabetes, cardiovascular disease and respiratory 
disease among citizens of Boston, Copenhagen, Delhi, London, 
Melbourne and São Paulo, with an overall gain of 420–826 disability-
adjusted life-years per 100 000 people. Such policies should be paired 
with the provision of safe walking and cycling infrastructure, to avoid 
an increase in road trauma for pedestrians and cyclists, and increase 
physical activity levels (810). Exposure to trees in cities has also been 
associated with health and climate change mitigation benefits, but a 
health equity lens in planning new green areas is indispensable to avoid 
widening inequalities, since higher socioeconomic groups tend to live in 
areas with higher green density (811). WHO’s Urban Health Initiative is 
modelling sustainable transport scenarios to reduce air pollution and 
improve health equity in cities across the world, including Accra, Ghana 
(see Box 30).

Box 29.	 New Zealand: Health and housing interventions 

In Aotearoa, New Zealand, poor housing 
conditions such as mould, dampness and 
overcrowding contribute to health inequities, 
particularly among Māori, Pacific peoples and 
other communities experiencing marginalization 
(804). 

Launched in 2017, the Housing First programme 
facilitates secure housing and wraparound 
support for people with complex health and 
mental health needs. It addresses homelessness 
by offering stable housing first, followed by 
tailored health and social services (805). Initially 
piloted in Auckland and funded by the central 
government, Housing First is now rolled out 
nationally. Five years after implementation, 
Housing First has reduced hospitalizations 
among study participants by 44%, mental health 
inpatient stays by 63% and criminal charges by 
43% (806). It has also increased employment 
among previously homeless people (806).

Established in 2013 and expanded to the 
remainder of the country in early 2023, the 
Healthy Homes Initiative aims to increase the 
number of children living in warm, dry and 
healthy homes by addressing insulation, heating 

and ventilation issues, enhancing their health 
and reducing housing-related hospitalisations 
(807). The programme focuses on pregnant 
people, low-income whānau (Indigenous 
extended family groups) with children aged 
between 0 and 19 years old who have been 
hospitalised with a specified housing-related 
condition, and individuals with, or at risk of, 
Rhematic Fever. Contracted providers work with 
eligible whānau to provide education and access 
to interventions to create warm, dry and healthy 
homes, such as insulation, beds and bedding, 
curtains, and support finding alternative 
accommodation if needed. The programme 
operates through a partnership between 
providers, government agencies, and regional 
and local stakeholders. A five-year outcomes 
evaluation published in November 2024 shows 
that the initiative reduced hospitalizations by 
18.6%, improved housing quality, and led to 
better school attendance and employment 
outcomes among families (808). 

By improving equitable access to safe, stable 
housing, these interventions have contributed to 
improving equity, particularly for Māori, Pacific 
peoples and other marginalized groups.
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Where communities experiencing marginalization are better able to 
participate in policy processes, transport systems are better able to 
improve equity and justice (816). Universal design principles can be 
mandated for urban planning and public transport investments, not only 
to ensure accessibility for people with disability, but also to promote the 
general inclusiveness of neighbourhoods and transport networks.

Healthy places across the life course
A successful approach to protect health and prevent diseases in cities 
requires action at all stages of life. For example, public spaces designed 
for children are crucial for their well-being and development, fulfilling 
their needs and rights to play, interact socially and engage in physical 
activities. By doing so, they greatly enhance the quality of children’s 
everyday lives and support their personal growth and health. Likewise, 
ensuring that public spaces are breastfeeding-friendly will encourage this 
important practice, helping breastfeeding become the social norm. This is 
not just a matter of creating dedicated spaces, but also of ensuring urban 
settings – including workplaces, parks, shopping centres and community 
spaces – are accessible, comfortable and safe for breastfeeding. 

Interventions to promote public spaces for breastfeeding mothers and 
for children can be initiated through mayoral visions; formal policies, 
plans and programmes; catalytic inputs from global and civil society 
organizations, and grassroots demand. Through the Child Friendly Cities 
Initiative, the realization of child rights is promoted at the local level via a 
unique network of municipal governments, civil society organizations, the 
private sector, academia, the media and children (817). 

Box 30.	 Ghana: Sustainable transport to reduce air pollution and improve 
health equity

Accra, Ghana, faces significant challenges with 
air pollution, primarily from vehicle emissions 
(812). It was a pilot city in WHO’s Urban Health 
Initiative, which models sustainable transport 
scenarios to reduce air pollution and improve 
health equity using the Integrated Sustainable 
Transport Health Assessment Tool (49, 813). 

The initiative proposed a shift from passenger 
cars to electrified public transport, along with 
increased walking and cycling. This approach 
aims to reduce emissions and promote physical 
activity among residents. Modelled impacts 
suggest these policies could result in up to 

5500 averted deaths by reducing air pollution 
over 35 years, and avert an additional 33 000 
deaths through increased physical activity due 
to enhanced walking and cycling infrastructure 
between 2015 and 2050 (813, 814). The economic 
value of these health gains is calculated to be 
about US$ 15 billion over 35 years (815). 

This substantial economic benefit underscores 
the value of investing in sustainable transport 
infrastructure, which not only enhances public 
health but also reduces health care costs and 
improves economic productivity.
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Most older people want to “age in place” – to remain at home in their 
familiar surroundings and maintain the relationships that are important 
to them. Age-friendly environments and communities that promote 
inclusion of all older people, and remove barriers to accommodate the 
loss of capacity, enable older people to age safely, continue to develop 
personally and contribute to their communities, while retaining autonomy 
and health. Policies that include integrated services for older people within 
national universal health coverage (UHC) schemes, and make lifelong 
learning opportunities available, promote healthy ageing (823). 

By acting on physical and social environments, cities can play a major 
role in contributing to healthy ageing, improving access to services and 
allowing people to age well (824). Age-friendly cities and communities 
can help address ageism, better integrate health and social care, enable 
people to choose where they want to live as they age, and create more 
resilience in the face of humanitarian crises and emergencies such as the 
COVID-19 pandemic (824). It is essential that age-friendly communities are 
attentive to equity and that low-income and excluded groups also benefit 
from them, including those marginalized due to ethnicity, race, sexual 
orientation, gender identity, expression or sex characteristics.

  “Age-friendly environments and communities... enable older people to age   

  safely, while retaining autonomy and health” 

Box 31.	 Brazil: Child-friendly public spaces in the city of Recife

Neighbourhood early childhood learning 
and development facilities can benefit early 
childhood development (818, 819, 820).

In the city of Recife in Brazil, the mayor initiated 
the Primeiro A Infância (“Early Childhood”) 
programme in 2017 to make public spaces 
safer and friendlier for young children and their 
caregivers. Child-friendly public spaces were 
piloted in two marginalized neighbourhoods, with 
interventions to claim public spaces for children 
in vulnerable hillside communities deprived of 
open space. Tactical interventions included 
improving stairways, sloping alleys and vacant 
land, and adding child-friendly elements in public 
spaces to make them engaging for children, 
mainly through painting bright murals on walls 
and floors.

Pre- and post-implementation surveys showed 
increased usage of newly constructed public 
spaces by children and their caregivers, as 
families found leisure areas on their doorsteps, 
and an increase in perceived safety in at least 
one neighbourhood. A survey conducted as 
part of the government’s Mais Vidas Nos Morros 
(“More Life in the Hills”) programme revealed the 
percentage of people feeling “happy” increased 
by 41.4%. People who spent time in public spaces 
rose by 65.7%, and 64.3% more children went 
outside the house to play (821, 822).

Rather than “reinventing the wheel”, the mayor of 
Recife built on existing initiatives, using the “child 
priority zone” model promoted by the Bernard 
van Leer Foundation’s Urban95 programme, and 
leveraging the existing “Mother Owl” programme 
for Primeiro A Infância.
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Good governance for action on the social determinants of health requires 
the meaningful engagement of people, communities and civil society in 
decision-making – from priority setting to policy formulation, through 
to implementation and review. Civil society and community-based 
organizations have made improvements in the social determinants 
of health possible through advocacy, monitoring, mobilization of 
communities, technical support and training, and– crucially – by giving 
voice to those who are most disadvantaged (825). At the Seventy-seventh 
World Health Assembly, Member States committed to strengthen and 
sustain regular and meaningful social participation processes for health 
(826). Governance systems must have clear and transparent accountability 
to local communities to ensure health and well-being, and action on the 
social determinants of health equity (777, 827). 

Besides public and community engagement initiatives, civil society 
organizations are well positioned to represent and support the 
engagement of excluded communities, and can often deliver services 
at a lower cost, with greater efficacy, than other sectors (828, 829). Civil 
society has long been recognized by WHO as a key actor in the design 
and implementation of policies for health and well-being (830). WHO 
has set up a Civil Society Commission to support it in its engagement 
with civil society to achieve health for all (831). Civil society organizations 
can also be mediators in complex and contested policies, bringing a 
strong advocacy role and diverse views and expertise to policy-making 
(828). Grassroots and community-based organizations are vital for 
understanding and building awareness of the determinants of health 
inequalities, and pushing for inclusivity and change at the local and 
national levels (832, 833). For example, in the United Kingdom in 2024, 
the Make Health Equal campaign, run by a coalition of academia 
and civil society organizations, was effective in using mixed media to 

6.2	 
Community empowerment 
and civil society 

Recommendation 6.2	  
Support community engagement and civil society

6.2.1 Incorporate representative community engagement and social 
participation in policy processes and delivery.

6.2.2 Create the enabling conditions that maximize the capabilities of 
independent and inclusive civil society to promote health equity.
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raise awareness and concern among 
the general public about key social 
determinants of health, helping shift 
views away from individual responsibility 
for health outcomes (834).

The Make Health Equal campaign to raise 
awareness of health inequalities and 
differences in life expectancy in London 
and Manchester, United Kingdom

Health Equals’ #MakeHealthEqual campaign launch in London, United Kingdom, 2024 
Health Equals / PA Media/ David Parry Media Assignments

Health Equals’ #MakeHealthEqual campaign billboard in Manchester, United Kingdom, 2024 
Infinity Outdoor Ltd



118

W
o

rld
 rep

o
rt o

n
 so

cia
l d

eterm
in

a
n

ts of h
ea

lth
 eq

u
ity

As well as highlighting the vital role of local government, the COVID-19 
pandemic brought to the forefront the crucial role of civil society 
organizations globally, supporting the engagement of excluded 
communities, providing social assistance, responding to health care 
needs, and coordinating and collaborating with national and local 
governments and businesses (835). Many civil society groups expanded 
their missions to respond to the challenges of the pandemic, important 
elements including the use of their pre-existing relationships and 
participatory platforms and spaces with regional, national and local 
governments, and strong integration within the communities they serve 
(836). In many cases, civil society moved quickly to fill the gaps left by 
slow-moving authorities (837, 838, 839). For example, the emergence of 
collective kitchens led mostly by women to fight food insecurity shows 
how civil society self-organized to mitigate the impact of the pandemic 
on the conditions of daily living (840). Community-based organizations 
are especially well positioned because of the trusting relationships they 
build. As key contributors to social infrastructure, they can offer lessons 
for governments on building trust (841). 

Excluding diverse and representative communities and their trusted 
leaders or representatives in defining problems and designing 
interventions can result in increasing health inequities (842). Power and 
power relations influence the availability and nature of participatory 
spaces for health, determining who is included and who is not, often 
aggravating social inequalities (843). For example, governments can 
establish legal barriers that prevent people and organizations from fully 
participating, damaging social networks and impeding opportunities for 
community groups to express their views and be heard. Other barriers 
can include a lack of resources and failure to provide sufficient resources 
to community organizations. Social participation, defined by WHO as 
“empowering people, communities and civil society through inclusive 
participation in decision-making processes that affect health, across 
the policy cycle and at all levels of the system”, is necessary to redress 
power imbalances, address conflicts of interest and create safe spaces 
for participants to meaningfully engage and influence decisions. As noted 
by WHO, without social participation, “there can be no true health” (844), 
but it requires political commitment, government capacities, time and 
material resources. Health for all is not primarily a technical endeavour, 
but one that requires political navigation and influencing those with 
power, as has been advocated by longstanding global networks and 
movements, such as the People’s Health Movement (845). In contexts 
with weak governance systems, community-led initiatives have achieved 
gains in health accountability by confronting power (846, 847).

  “Without social participation, ‘there can be no true health’” 
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Box 32.	 Tunisia: Societal dialogues for health

Following the 2011 revolution, Tunisia  
faced widening socio-economic disparities, 
inequities in health care access, and increasing 
noncommunicable disease rates (848). These 
issues, coupled with deteriorating public health 
care and exclusion of marginalized groups, 
became central to public debate.

The Societal Dialogue, a participatory 
governance process, was launched in 2012 
to reform health care, ensure coverage for 

vulnerable populations, and foster citizen 
participation (849). It involved three phases: 
a health system diagnosis, development of 
the National Health Plan 2030, and the plan’s 
implementation. Over 3400 participants 
contributed to defining the strategic direction for 
Tunisia’s health system (849). The focus on social 
determinants represented a shift in the country’s 
approach to health care, emphasizing a people-
centered system, accountable to citizens and 
aiming for equitable access and financing.

The degree to which people and communities are facilitated and 
supported to influence a country’s governance processes and the 
decisions that affect their lives is an important aspect of governance for 
health equity (850), as in Tunisia (see Box 32). Examples of good practice 
show that investment in social participation, civil society networks and 
capacity building, and sustained participatory platforms are the vital 
underpinnings to build trust (851).
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The United Nations High Commissioner for Human Rights identified five 
essential ingredients to optimize civil society’s transformative potential: 
a robust legal framework, compliant with international standards, that 
safeguards public freedoms and effective access to justice; a political 
environment conducive to civil society work; access to information; 
avenues for civil society participation in decision-making processes, 
and long-term support and resources for civil society (852). 

Evidence shows that community engagement, when rooted in the 
continuous and intentional process of relationship building between 
stakeholders, promotes good understanding of locally specific needs 
and aspirations. It enables different types of actors to collaborate, share 
resources and work together to achieve joint health goals, and helps to 
address social determinants of health equity (853, 854, 855), including in 
specific areas such as: 

	ƴ child health (856), child immunization and vaccine equity 
(857, 858, 859) 

	ƴ the prevention and control of COVID-19 (860, 861)

	ƴ mosquito-control interventions (862) 

	ƴ sexual and reproductive health interventions in 
conflict settings (863)

	ƴ the design, implementation and evaluation of nutrition 
interventions to reduce chronic diseases in Indigenous 
populations in the United States (864)

	ƴ the reduction of population weight gain (865). 

Effective community engagement requires systemic implementation. 
In Brazil, for example, formal social participation mechanisms create 
a space for community engagement that is integral to health system 
governance nationwide (827). It is complemented by participatory 
budgeting, which has been in place since 1989, with evidence that 
involved municipalities were highly responsive to popular preferences 
when allocating expenditures, and spent more on sanitation and health 
services, seeing a reduction in infant mortality (866).

In relation to other health determinants and outcomes, robust evidence 
from the United Kingdom indicates that community engagement can 
improve housing management, has the potential to increase the quality 
of local services, and improves community well-being (867). Community-
based participatory research and community-engaged research are 
widely used approaches, with numerous systematic reviews documenting 
positive outcomes (868). The systematic use of behavioural insights 
can also help inform community actions. The development of effective 
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solutions will necessarily be place-based and often complex, requiring 
policy-makers to overcome the bias towards well-tried but not necessarily 
effective solutions (869). 

A lack of social connection is one of the key mechanisms that create 
and perpetuate health inequities, but a range of actions can be taken by 
communities and government, especially at the local level, to build social 
connection, as outlined in Box 33.

  “A lack of social connection is one of the key mechanisms   

  that create and perpetuate health inequities” 

Box 33.	 Social connection and health equity

Social isolation and loneliness are pervasive in 
most places in the world, negatively impacting 
physical and mental health and longevity (223). In 
OECD countries, there is consistent evidence that 
interventions providing social support (such as 
befriending activities or social skills development) 
and those directed at expanding someone’s 
social network and connections decrease 
loneliness in the short term (870, 871). 

Effective interventions can be implemented 
across the life course and in different groups, 
including people with mental illnesses, 
disabilities or chronic conditions; parents and 
caregivers, and immigrants and refugees 
(147, 872). Community-level strategies can 
include action on transport, digital inclusion 
and the built environment, as well as promotion 
of volunteering and age-friendly communities 
(223, 873). For example, local community facilities 
and active engagement in green and “blue” 
(waterside) spaces can be used to promote the 
social connectedness and mental health of 
specific groups (874), while intergenerational 
mixing spaces can support stronger social 
cohesion (875). This is particularly important 
for population groups at greater risk of social 
disconnection, such as those with disabilities 
or mobility issues, older people and those with 
chronic illness. Evidence shows that among 
older individuals, green communal spaces and 
allotment gardens contribute to social inclusion 

and a sense of community, while living closer to 
local resources and perceiving local areas to have 
good facilities are associated with greater levels 
of social participation (876, 877, 878). 

Incorporating design elements that both 
encourage social interaction – such as seating 
areas, good acoustics and features such as 
effective lighting that promote feelings of safety 
– and address barriers to access and use among 
marginalized populations helps strengthen 
social infrastructure. Improving local transport 
systems – for example, through free or subsidized 
use of travel for certain population groups – can 
encourage use of local facilities and connect 
people. In England, age-friendly transport 
policies that provide free bus passes on local 
services to those aged 60 years or over have not 
only increased transport use, but have improved 
contact with friends and family, and reduced 
feelings of loneliness in this age group (879). 

While much of the evidence-gathering in 
relation to interventions to address loneliness 
is from high-income countries, countries at all 
income levels face similar underlying issues. The 
“Friendship Bench” initiative in Zimbabwe used 
grandmothers as lay counsellors and had a 
significant impact on mental health symptoms 
among participants. The model has since spread 
to Malawi, Tanzania and New York City (880, 881).
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Box 34.	 Germany: Federal Government’s Strategy to Counter Loneliness

In Germany in 2023, the Federal Government 
adopted its Strategy to Counter Loneliness 
(882), through cross-sectoral social action 
and integrative planning at local district level. 
Beforehand, the Federal Government went 
through a large-scale consultative process. 
The strategy pursues 111 measures within five 
objectives to strengthen social connectedness 
and social interaction, in order to prevent and 
alleviate loneliness. Among other factors, the 
strategy describes the potential of integrative 
social planning at the municipal level, with 
urban development funding supporting social 
infrastructure. It emphasizes a holistic approach, 

integrating various sectors to address loneliness, 
including health care, social services, urban 
planning and community organizations. It aims 
to equip service providers with the necessary 
skills to identify and support individuals 
experiencing loneliness, promoting integrated 
social planning at the local district level to create 
environments that support social interaction and 
connectedness. This includes designing public 
spaces, community centres and transportation 
systems that facilitate social engagement 
among residents, particularly the young and 
older people.



Chapter 7:   
Build a health and care 
sector that ensures 
action on the social 
determinants, equitable 
access and genuine 
participation
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Recommendation 7.1	  
Achieve universal health coverage through progressive health financing 
and primary health care approaches

7.1.1 Improve equitable access to a continuum of quality primary health 
services addressing both physical and mental health.

7.1.2 Use pooled government resources to minimize out-of-pocket costs and 
finance health services.

7.1.3 Increase the share of health and care sector funding to meet essential 
needs, to avoid marginalization and discrimination.

7.1.4 Facilitate equitable access to health technologies, from research and 
development through to manufacturing and delivery.

7.1	  
Universal health coverage, 
financing and primary 
health care 

Ensuring UHC through the primary health care (PHC) approach improves 
health and health equity. There is a clear association between life 
expectancy at birth and UHC indicators in OECD countries and others, 
such as Brazil, China and India (883). In recent years, the extension of 
coverage has stalled, and financial protection – ensuring that people do 
not avoid necessary health care due to financial barriers – has worsened 
(884). In 2021, about 4.5 billion people – half the global population – 
were not fully covered by essential health services (884). The most cited 
barriers to achieving UHC include: financing mechanisms and their 
effects, such as patients’ out-of-pocket expenditure and impoverishment; 
governance issues, including policy inconsistency; inequity in income or 
service coverage; weak regulation and supervision mechanisms, and 
poverty (885). 

Out-of-pocket expenditure and co-payments remain a significant burden 
on populations, pushing many people into greater poverty and worse 
health. They are a notable barrier in accessing health care across the 
globe, acting as both a determinant of health inequities, and an obstacle 
to delivering universal health services to the whole population. The number 
of people globally living in households which experience catastrophic out-
of-pocket health expenditure was estimated to be 2 billion in 2019, with 
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poorest households more likely to incur this financial hardship (884). Even 
small expenditures in absolute terms can be devastating for poor families; 
around 1.3 billion people were pushed into poverty, or were already poor 
and saw their situation worsen, due to such payments, including 300 
million people already living in extreme poverty (884). 

Some analysis has suggested that the commitment to equity within 
UHC policy documentation is largely rhetorical, and, as a consequence, 
impacts are not substantive enough (886). WHO has developed guidance 
on equity and UHC which encourages countries to: categorize services 
into priority classes and expand coverage for high-priority services to 
everyone; eliminate out-of-pocket payments, while increasing mandatory, 
progressive prepayment with pooling of funds; and take measures to 
ensure that disadvantaged groups are not left behind (887). 

The effective realization of UHC requires a fair financing system, which 
distributes the burden according to ability to pay, and the benefits of 
spending according to need (888). Progressivity in health financing means 
that households with higher incomes contribute a higher share of their 
income than those with lower incomes (888). The Lancet Global Health 
Commission on financing PHC asserted that in most low- and middle-
income countries, out-of-pocket payments must be reduced to a level 
that can only be achieved through increasing allocations to PHC from 
general taxes, as set out in Chapter 3.
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High levels of out-of-pocket expenditure indicate a poorly functioning 
and inequitable health system. Conversely, those health systems that 
have introduced universal coverage schemes to cap out-of-pocket costs 
have seen rates of impoverishment fall, and improvements in equitable 
access to services. An independent assessment concluded that after 
implementing its Universal Coverage Scheme, Thailand was able to 
reduce catastrophic health expenditure from 6.8% to 2.8% among those 
members in the poorest quintile, as well as impoverishment as a result of 
payment for medicines and health services (889). 

In low-income countries, both more domestic financing and more 
development assistance are needed to expand resources for PHC (890). 
Several health reforms, including new forms of financing, have been 
implemented with positive effects in the Islamic Republic of Iran (891), 
and in some African countries, national health insurance schemes have 
generally reduced catastrophic health expenditure. However, some feature 
important gaps, leaving behind disadvantaged groups, such as informal 
workers, rural residents or those with lower educational levels (892, 893). 

Medicines constitute a high proportion of out-of-pocket health expenditure 
– as much as 70% in some cases. Medication expenditures for patients 
suffering from diabetes, one of the most important noncommunicable 
diseases driving out-of-pocket treatment costs in low- and middle-income 
countries, can push households to reduce expenditure on other basic 
needs, such as food (894). Not only are households impoverished by drug 
costs, but spending is often wasted on ineffective remedies, with the most 
vulnerable populations at risk of exploitation by unscrupulous operators, 
and prey to the unregulated sale of counterfeit medications (895). 

Primary Health Care approaches
PHC is situated at the interface between health services and the social 
determinants of health equity. The PHC approach is a whole-of-society 
approach to health that aims to maximize the level and distribution of 
health and well-being through three components: (a) primary care and 
essential public health functions as the core of integrated health services 
(b) intersectoral policy and action on the social determinants of health 
equity, and (c) empowered people and communities (162). PHC thus extends 
beyond service delivery to outline an approach for the whole system, 
incorporating intersectoral action, as well as empowering people and 
communities as co-creators of their health. The service delivery component 
itself is also broader than primary care services alone, and includes public 
health services that have a population perspective and natural synergies, 
and require a coordinated approach for integrated delivery (163). 
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Countries that have implemented PHC, especially at the first level of 
contact with the health system, have healthier populations, fewer health-
related inequalities, and lower health care costs (896, 897, 898). PHC-
focused initiatives in low- and middle-income countries are linked to 
improvements in access to health care among the poor, reductions in child 
mortality and, in some cases, reductions in wealth-based inequalities in 
mortality (896). The adoption of strong PHC models has been associated 
with equity, both in low- and middle-income countries (899) and in Europe 
(900). Estimates indicate that closing the funding gap in PHC would avoid 
over 60 million deaths worldwide and increase global life expectancy by 
3.7 years by 2030 compared to a 2015 baseline (901). Integrating mental 
health services in primary care has several advantages, including reducing 
stigma for patients and their families, improving access, improving the 
treatment of patients with comorbidities and, crucially, strengthened 
prevention, as PHC workers are frontline professionals providing the first 
level of contact for individuals, their families and the broader community 
(902). PHC organizations can also gather data on local social determinants 
of health to design and deliver new interventions aimed at reducing health 
inequalities in noncommunicable diseases and improving population 
health outcomes (903). Boxes 35 and 36 showcase examples of PHC 
approaches improving health equity.

  “Countries that have implemented primary health care, especially at the   

  first level of contact with the health system, have healthier populations,   

  fewer health-related inequalities, and lower health care costs” 

Box 35.	 Chile: Establishing the social determinants of health equity in PHC reform 

Action on the social determinants of health 
equity has been identified as a key axis in the 
Chilean health reforms currently underway. 
Chile is a pathfinder country in the SDH Special 
Initiative (15).

Seven municipalities in three regions of the 
country are building up a theory of change to 
address the social determinants of health equity. 
They have established multisectoral teams, 
supported by regional equity committees, to 
bring together community leaders, civil society, 
academics and policy-makers to conduct a 

situation analysis of the main health inequities 
that affect their districts and design a response 
action plan. 

A diverse set of problems has been prioritized 
through these workshops, including access to 
quality water; caregiver health and support, and 
the retention of children in vulnerable situations 
in the preschool education system. Community 
asset mapping and social determinants 
monitoring systems anchored at the local level 
are being developed to guide the deployment of 
local action plans over the next two years.
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Health systems that truly deliver on equity and discrimination
Discrimination based on gender, caste, ethnicity, disability, Indigeneity, 
migratory status, race, age, religion or skin colour affects health systems 
worldwide (909), negatively impacting their availability, acceptability, 
accessibility and quality of care (910, 911, 912, 913, 914, 915, 916, 917, 918, 919). 
Health systems should redress health inequities and avoid reinforcing 
them through sexism, racism, ableism and other manifestations of 
discrimination. Gender discrimination is a strong determinant of health 
care access and outcomes (920). Although the elimination of user fees for 
maternal and child health services has reduced barriers, women in many 
low-income settings who are poor, adolescent, migrant or from ethnic 
minorities still avoid health facilities for reasons including mistreatment 
and abuse (920). Poor women and those from rural areas are more 
likely to work in informal employment and be excluded from health 
protection schemes. Women are less likely than men to be diagnosed with 
cardiovascular disease, although as many women as men are affected. 
Gender inequality and discriminatory laws and policies continue to impede 
access to sexual health and HIV services in many parts of the world (920).

Box 36.	 Thailand: Achieving Universal Health Coverage through strong Primary 
Health Care 

Thailand has prioritized long-term investment in 
resilient health systems and achieving Universal 
Health Coverage (UHC) and social protection 
for all citizens (904). By 2002, the entire 
population was covered by three public health 
insurance schemes: civil servants and their 
dependents by the Civil Servant Medical Benefit 
Scheme; private-sector employees by the Social 
Health Insurance Scheme, and the rest of the 
population by the Universal Coverage Scheme 
– including underprivileged and vulnerable 
populations. These schemes aim to ensure 
health care access for all citizens, offering 
benefit packages and operating mechanisms 
that allow UHC beneficiaries to access 
health services without facing bankruptcy, 
and emphasizing health promotion, disease 
prevention, treatment and rehabilitation (905). 

These efforts contributed to an increase in the 
UHC service coverage index from 68% in 2010 to 
82% in 2021, against a global average of 68% in 

2021 (906), alongside a decrease in incidence of 
catastrophic out-of-pocket payments from 2.8% 
of total households in 2010 to 2.1% in 2021 (vs. a 
global average of 13.5% in 2021) (907). 

Access to quality primary health care services, 
especially in remote and rural areas, has been 
a key priority for Thailand. In 2019, the country 
introduced legislation known as the Primary 
Health Care System Act, which advocates for a 
family doctor care team, to positively impact 
access to quality primary care for all (908). An 
extensive network of well-functioning primary 
health care facilities that meet people’s health 
needs, regardless of age, income, gender or 
ethnicity, is crucial for achieving UHC and 
health equity.
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As successful responses to the HIV epidemic have demonstrated, 
approaches to disease control are more effective and sustainable when 
they affirm the needs and perspectives of key populations (921). In the 
context of HIV, explicit responses to the needs of men who have sex 
with men, people who inject drugs, and sex workers were pivotal on the 
pathway to eliminating HIV as a public health problem (922).

Efforts are needed to recruit health and care workers more equitably, 
including from diverse racial and social class backgrounds (923). Evidence 
from the United States shows that Black, Hispanic/Latinx and Native 
American people are more likely to work in underserved communities; a 
more diverse workforce can be equipped with a diversity of perspectives 
to address structural biases in health care systems (924). In addition, 
providing culturally safe, trauma- and violence- informed, and contextually 
tailored care are key dimensions of equity-oriented PHC for Indigenous 
populations (925). In New Zealand, training in cultural safety is a 
requirement for the registration of nurses (926). In Guatemala, Community 
Defenders for the Right to Health, leaders in their own communities, 
address systematic exclusion and discrimination against Indigenous 
communities (847). They gather complaints from service users, such 
as not receiving required medicines or being disrespected by providers, 
identify recurrent patterns and, together with advisors from a local civil 
society organization, bring them to public officials for resolution (847). 

There is increasing acknowledgement that community health workers 
can effectively deliver a range of prevention and treatment services (927). 
Evidence shows that community health workers are effective in reaching 
marginalized groups and extending health care access to those living in 
rural areas, with lower educational or socioeconomic status – although 
their impact on health equity within these groups can still be improved 
(928). In Brazil, where community health workers cover 67% of the 
population, their introduction produced significant health improvements, 
reduced inequity in health care use, and allowed for the collection of 
more accurate mortality data (929). WHO has produced guidelines to 
optimize community health worker programmes, with recommendations 
including the engagement of communities in defining their health needs 
and in selecting community health workers and mobilizing local resources 
(927). Local autonomy over resource allocation has also been linked with 
lower rates of people needing ambulatory care among First Nations 
communities in Canada (930). 

Achieving greater health equity requires going beyond interventions to 
improve individual health outcomes. It involves meaningful engagement 
in the political process to generate the structural changes set out in this 
report, and to shape the way health care systems are financed, and the 
distribution of resources within them (931). Community control of health 
services can be effective with sufficient public funding (see Box 37).
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Equitable access to health technologies
Inequities in access to vaccines, therapeutics, diagnostics and other health 
technologies during the COVID-19 and mpox pandemics exacerbated 
health inequities between and within countries (941, 942). A key issue is 
whether access problems in low- and middle-income countries can be 
solved within the flexibilities of the current intellectual property system, 
or whether substantially new approaches are required (943).

A more fundamental resolution of inequitable access to medical 
technologies requires change in the balance of power, capacity and 
knowledge which makes it inevitable that medical innovation is unequally 
distributed. An argument has been made that for vaccine production 
systems to be truly equitable and provide health security to all countries, 
it is not enough to produce vaccines locally; rather, the production 
process needs also to be owned and run locally, and considered part  
of a national policy (944). 

One proposal to build equity into global research and development in 
health suggests that all actors – public- and private-sector researchers; 
funders, policy-makers and regulators – should address a checklist 
for research and development in the global public interest, including 
that investments in capacity are made for all countries, and that all 
contributions are recognized fairly, and all benefits shared equitably (945). 

Box 37.	 Australia: Aboriginal Community Controlled Health Services 

In Australia, Aboriginal Community Controlled 
Health Services emerged in the early 1970s to 
address racism, poor access to mainstream 
health services and low-quality care, and the 
impacts of ongoing colonization (932, 933, 934). 
The first such service, the Aboriginal Medical 
Service Co-operative, opened in Redfern, New 
South Wales, in 1971 (935) as part of a social 
movement emphasizing community control and 
self-determination for Aboriginal and Torres 
Strait Islander peoples. This was influenced by 
the Redfern Black Power movement, following 
Charles Perkins’s 1965 “Freedom Ride” civil rights 
protest rally in New South Wales (934, 935, 936).

Aboriginal Community Controlled Health Services 
quickly spread, and today, there are over 145 
across Australia, representing the most successful 

and comprehensive model of primary health care 
in the country (937). Primarily funded by different 
levels of government, these services operate under 
principles of self-determination and community 
control, providing culturally safe health services 
that strengthen connections to culture and land 
(934, 938, 939). Alongside treatment, they focus 
on disease prevention and health promotion, 
and address local social determinants of health 
equity, such as employment, housing, alcohol 
supply and the justice system. They are significant 
employers of Aboriginal and Torres Strait Islander 
peoples (933, 939). The governance structure of 
Aboriginal Community Controlled Health Services 
includes community members through boards 
and other engagement methods, such as forums 
and feedback mechanisms, ensuring services are 
aligned with community needs (939, 940).
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Affordability can be built into product development pathways at the 
outset. For example, the Drugs for Neglected Diseases initiative has two 
fundamental principles in the drug development work it supports: the 
need to ensure that drugs are affordable and accessible in an equitable 
manner to patients who need them, and the desire to develop drugs as 
global public goods whenever possible (946). The vaccine development 
organization CEPI, which was one of the earliest movers to support vaccine 
development when news of SARS-CoV-2 first emerged, requires access 
considerations to be included in all its partnership agreements (947). 
However, these globally supported partnerships are the exception, rather 
than the rule, in prioritizing affordability in research and development 
aimed at biomedical innovation. 

The COVID-19 pandemic also demonstrated the inequities in global 
knowledge distribution. As soon as successful vaccines were on the 
horizon, there were calls to decentralize production, addressing some 
of the most acute supply-chain issues. However, lead times to establish 
manufacturing capacities in low- and middle-income countries where 
these were lacking proved too lengthy. In a context where Africa produces 
less than 2% of the drugs used on the continent, the African Union had 
already recognized the need for an African Medicines Agency, which was 
established by treaty in 2019 and received sufficient national ratifications 
to come into force in November 2021 (948). The mRNA vaccine technology 
transfer hub is promoting equitable access (see Box 38).

Box 38.	 The mRNA vaccine technology transfer hub

The COVID-19 pandemic highlighted global 
inequities in access to vaccines and health care 
technology (949). Developing countries often 
face challenges in acquiring advanced medical 
technologies and manufacturing capabilities, 
leading to disparities in vaccine availability and 
public health outcomes (950).

To address these inequities, WHO established 
the mRNA technology transfer programme, a 
global initiative that aims to improve health 
and health security by establishing sustainable, 
locally owned mRNA manufacturing capabilities 
in and for low- and middle-income countries (951). 
The programme is based around a technology 
transfer “hub”, Afrigen, located in South Africa. 
This will provide the technology development, 

training and transfer, while 15-20 “spokes” in low- 
and middle-income countries across the world 
will receive training and technology from the hub, 
then produce and sell products commercially.

The hub has developed a new prototype COVID-19 
vaccine that shows good in vitro results. 
Animal safety and immunogenicity studies are 
underway. Training and technology transfer 
has started for different manufacturers, and 
research and development work has started at 
the South African consortium on a tuberculosis 
mRNA vaccine. The hub has enhanced the 
technical skills of local scientists and health care 
professionals – capacity building that extends 
beyond vaccine production to other areas of 
biotechnology and public health.



132

W
o

rld
 rep

o
rt o

n
 so

cia
l d

eterm
in

a
n

ts of h
ea

lth
 eq

u
ity

7.2	  
The health and care workforce

While there is growing evidence for the importance of addressing social 
determinants to improve health and reduce health inequity, and there 
have been some successes, significant capacity building is required to 
improve social determinants across all sectors and levels of government. 
Health workforce education and training often fails to integrate the social 
determinants approaches, underscoring the need for curricular content 
and effective teaching approaches on social determinants, including in 
ongoing professional development across multiple roles, such as policy-
makers, health system administrators, clinicians and social care workers 
(952, 953). A PHC-oriented health and care workforce is well placed to 
take intersectoral actions on health equity. It is important to engage with 
networks and initiatives for interdisciplinary and implementation research, 
to identify the multiple social determinants that influence health and 
health inequities, and use evidence to inform interventions. The health 
workforce must also build capacity to ensure civil society and public 
participation in the design and delivery of health care, and to enable 
effective intersectoral collaborations.

Medical professionals can be effective advocates of the social 
determinants of health approach, as those working in more deprived 
communities directly see in their daily practice the effects of poverty 
and inequalities on health. They are usually well-respected and listened 
to by authorities, hence the importance of different professional bodies, 
including the World Medical Association, stating their commitment to 
reducing health inequities by acting on social determinants (954, 955, 956). 
However, for this action to take place effectively in everyday practice, 
it is necessary to develop a health workforce with an adequate mix of 
disciplines, to train practitioners in the social determinants of health 
equity and to add related activities to job descriptions (957). At the local 
level, the health workforce can advocate for healthier communities by 
making the case for action on issues such as housing, access to green 

Recommendation 7.2	 
Build and retain a health and care workforce capable of delivering equity

7.2.1 Recognize and reward work in the care economy, including informal care, 
and demonstrate the role of the health and care sector as a healthy and 
equitable employer.

7.2.2 Develop human capacity in health, social protection, education, labour, 
local government and service organizations, to enhance intersectoral 
efforts to address the social determinants of health equity.
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spaces, or air pollution. To make such advocacy possible, they need to 
be supported in their roles and provided with adequate training and 
resourcing (see Box 39). 

Approaches to addressing the social determinants of health equity 
in curricula and training should include sharing best practices and 
experiences, and engaging stakeholders – including patients, families 
and professionals from other sectors – and ensuring the prioritization 
and participation of groups experiencing marginalization (958). There 
is a need to train more people from within the communities that they 
serve. Evidence shows that embedding social determinants training in 
medical schools, and training graduates who are committed to work in 
underserved communities, improves health outcomes in such places. 
For example, in the Philippines, mothers from communities receiving 
care from medical graduates and final-year students who received 
socially accountable health professional education were more likely to 
receive perinatal examinations and to have a youngest child with normal 
birthweight, who has received all immunizations and is still breastfed 
at 6 months of age, than those cared for by professionals not receiving 
this education. These communities were also more likely to have more 
equitable access to essential maternal health care services (959). The 
graduates trained in social accountability were also more likely to work 
in rural areas, came from lower socioeconomic backgrounds, and had 
more positive attitudes towards community service (960).

  “The health workforce can advocate for healthier communities   

  by making the case for action on issues such as housing, access   

  to green spaces, and air pollution” 

Box 39.	 The SDH Special Initiative actions on training

The Pan American Health Organization has 
undertaken specific capacity building on 
intersectoral action with staff in over 16 pioneer 
municipalities that are leading redesign of 
systems under the SDH Special Initiative (961). 

Similarly, in Morocco in 2023, the Ministry of 
Health, supported by WHO, trained a pool of 
24 professionals from different ministerial 
departments, academia and non-governmental 

organizations in intersectoral action to 
address the social determinants of health. 
Participants gained tools and knowledge 
to integrate considerations of health and 
health equity impacts into public policies. The 
course on Health in All Policies now forms the 
basis of training materials to be included in a 
platform at the National Public Health School to 
galvanize a network of experts around the social 
determinants of health. 
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In 2020, the global health workforce amounted to 65 million people 
(962). However, it is not equally distributed throughout the world or within 
countries, following an “inverse care” pattern, by which richer countries 
and the more affluent areas within all countries (for example, urban vs 
rural) with better population health have more physicians than those 
more disadvantaged areas where people have poorer health and need 
health professionals the most. In 2020, high-income countries had 6.5 
times more health workers than low-income countries, accounting for 
population size (962). WHO estimates that by 2035, there will be a global 
shortfall of 12.9 million health care professionals, with low- and middle-
income countries suffering the brunt of this shortage. These “inverse care” 
gaps need to be acted on to make the health sector more equity-oriented. 
Digital technologies, if deployed to support equity, ethics and integration 
with existing health teams, may contribute to improving equitable access 
to services in the context of workforce shortages (963).

Gender equality in the health and care economy
Women face high levels of persistent discrimination in the formal health 
and care economy. While they represent almost 70% of the global health 
and social workforce (964), it is estimated that they hold only 25% of senior 
roles (965), while experiencing a 24 percentage point pay gap compared 
to men globally, accounting for age, education and other factors (964). 
This impacts women throughout their life courses, increasing the odds 
of their retiring into poverty (964). Ethnic minority employees are also 
discriminated against, with evidence widely available from countries 
such as the United Kingdom and the United States, where ethnic minority 
health care workers are less likely to be promoted and achieve leadership 
roles than their White colleagues, and are paid less for the same jobs (966). 

Delivering UHC requires the creation of 18 million new jobs in health and 
social care, most of them in low- and middle-income countries, so barriers 
that keep women from entering and advancing in the system must be 
removed (967). Additionally, in the same way that having more women in 
political leadership positions improves educational outcomes and income 
prospects for girls, it is likely that having more women in health leadership 
will support greater health equity policies and practice (968). 

  “Women face high levels of persistent discrimination   

  in the formal health and care economy” 
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Women’s input into health systems has an annual financial value of over 
US$ 3 trillion, half of which is through unpaid work (967, 969). Women 
perform around 75% of all unpaid care and domestic work worldwide 
(970). Their role in providing informal care is often not recognized, despite 
strong evidence indicating that unpaid domestic care work has a highly 
significant economic impact, estimated to account for between 17% 
and 32% of total GDP in Europe (964). However, unpaid care work is not 
included in GDP calculations, making it invisible in economic data used 
in policy-making. Unpaid work creates gender gaps in employment, 
work and low access to pensions (970), which are determinants of 
health. Informal carers suffer from higher loneliness levels (971), higher 
cardiovascular disease incidence (972), worse mental health (973), more 
emotional exhaustion (974) and Burnout Syndrome that negatively affects 
their quality of life (975). Negative health effects are especially seen in 
female and married caregivers, and those providing intensive care (976). 
Informal care and social costs should be incorporated into national 
accounts to adequately measure the economic impact of diseases 
(977, 978, 979, 980, 981, 982, 983, 984, 985, 986). 

Box 40.	 Uruguay: The National Care System to support unpaid caregivers and 
care workers 

Time-use surveys conducted in Uruguay in 
2007 and 2013 revealed that women spent two 
thirds of their week on unpaid work and only one 
third on paid work, while men experienced the 
opposite. In response, in November 2015, the 
country’s Parliament adopted the Care Act (987) 
entitling all children, people with disabilities and 
older people to access care services. The law 
established the National Integrated Care System 
(Sistema Nacional Integrado de Cuidados), which 
was launched in 2016 (988) with the overarching 
goal of expanding existing care services for the 
dependent population and creating new ones. 
The system’s objectives include to change the 
division of labour between women and men 
within households, to support unpaid caregivers, 
and promote the formalization of care work and 
workers’ continuing education and training (989).

Uruguay’s care system has an innovative 
governance model, which includes the Secretary 
of Care who executes the decisions made by the 

National Care Board (Junta Nacional de Cuidados), 
an intersectoral body that integrates several 
government institutions (987). This board is 
advised by the Care Advisory Council, composed 
of universities, civil society organizations, trade 
unions and business chambers (990).

The most recent time-use survey in 2022 
indicates improvements in co-responsibility 
between the state and families, and between 
men and women within households (991). The 
burden of unpaid work decreased for women 
and increased for men between 2013 and 2022, 
suggesting progress towards gender equality 
in care responsibilities. The formalization of 
paid caregivers has provided professional 
recognition and improved working conditions 
for care workers, contributing to better-
quality care services. These services have also 
been expanded to ensure that all dependent 
individuals, regardless of age or disability, have 
access to essential care.



Chapter 8:   
Governance and data 
for action
Recommendations to tackle the structural conditions that have 
led to the perpetuation of health inequities across the world are 
set out in this report. In order to deliver those recommendations 
and reduce inequities in health, strong governance for health 
equity is needed, informed by up-to-date, disaggregated health 
and social determinants data. 
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The social determinants of health equity are not a discrete “programme” 
that can be rolled out by a single agency: they can only be tackled 
through approaches that are prioritized, coordinated and coherent 
across government and other sectors. As set out in Chapter 3, an 
empowered and resourced public sector is crucial for addressing social 
determinants of health equity. National governments set economic and 
social policies, develop legislation and establish regulatory frameworks, 
and shape cultural discourses. As the relationship between health and 
income, level of education, or access to services is graded, the greater 
people’s social disadvantage, the worse their health. In order to raise and 
flatten the gradients, there is a need to use the principle of “proportionate 
universalism” for achieving greater health equity, so that programmes are 
universal, but delivered with greater intensity where there is greater need, 
and adapted to address specific vulnerabilities. 

Health officials can help to convene, lead and encourage these 
intersectoral approaches, but impact will be limited without an 
overarching whole-of-government and whole-of-society government 
strategy that prioritizes social development, community well-being and 
equity for health. Governments must champion the formation of networks 
across departments and services working on equity and well-being. 

  “The social determinants of health equity are not a discrete “programme”   

  that can be rolled out by a single agency: they can only be tackled through   

  approaches that are prioritized, coordinated and coherent across government   

  and other sectors” 

8.1	  
Governments in the driving seat

Recommendation 8.1	 
Strengthen focus on social determinants in health systems 
and policy platforms

8.1.1 Integrate addressing the social determinants of health equity in all health 
strategies, policies, emergency preparedness and response plans, and 
public health laws.

8.1.2 Establish coordination and accountability mechanisms for intersectoral 
collaboration and community engagement for health at all levels of 
government.
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A collaborative health sector
Health care organizations can shift their traditional focus on medical 
interventions to integrate the social determinants of health into their 
practice. This goes beyond intervening to redress inequity in access or 
treatment, although that is also essential. Partnerships between the 
health sector and other sectors – including local government, community 
organizations, workplaces and schools – can improve daily living 
conditions within communities, influencing people’s health (992). 

Embracing the PHC approach is crucial to this strengthened focus on 
social determinants in health systems and policy platforms. Doctors 
and health care professionals can incorporate the social determinants 
of health equity into their daily practice – for example, by making a 
detailed social history of the patient, in addition to their medical history 
(992). Recent examples of this include in Spain, where the Ministry of 
Health has produced recommendations for regions (which are mostly 
responsible for health) to collect data on social determinants as part 
of the patient digital health record, including income, migratory status, 
social participation, social and family support, and area deprivation (993). 
But individual doctors’ work with their communities must be supported by 
the wider system’s commitment to address determinants (992), with the 
health sector also playing a leading role in advocating for action on the 
social determinants of health equity at national and international policy 
levels, as well as in creating awareness among the public (992, 994).

The health sector is also responsible for a sizeable proportion of countries’ 
budgets worldwide. As such, it can have a positive impact on health 
through procurement, requiring contractors to be good employers, and 
influencing the economies and conditions of local communities. The health 
sector is also an employer, a provider of services, the owner of buildings 
and other assets, and a leading or anchor organization in the community. 
Through all these different roles, it can promote positive change (995). 

Prioritizing social determinants in policies, strategies and laws
Some countries and regions have integrated the structural determinants 
of health into their legislative frameworks – among them Norway (996), 
Quebec (997) and South Australia (998, 999) – using Health in all Policies 
(HiAP) as a key mechanism for cross-sectoral action (see recommendation 
below) (1000). The Norwegian example illustrates that embedding the 
social determinants in law is a necessary first step that raises awareness 
(1001) and helps keep the approach on the agenda, but in order to have 
impact, sufficient funds and the involvement of all administrative levels 
are needed (1002, 1003). 

Colombia has integrated the social determinants of health as pillars 
in successive public health plans and strategies. The Colombian Plan 
Decenal de Salud Publica (Decennial Public Health Plan) 2012–2021 aimed 
at developing a model to manage the social determinants of health and 
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reduce health inequalities, while the subsequent 10-year plan for the 
period 2022–2031 explicitly aims to “strengthen intersectoral articulation 
to manage the social determinants of health” (1004). A narrative review of 
policies identified subsequent important advances at the national level, 
including the creation of an Observatory for Monitoring Health Inequalities, 
and the Health Equity Strategy (PASE a la Equidad en Salud) (1005). 

Political differences in framing social determinants are important, and can 
help embed social determinants approaches in differing political contexts. 
Policy is substantially influenced by the way it is framed (1006). For example, 
in Scotland in 2012, legislation for minimum unit-pricing of alcohol gained 
enough support for approval when it was framed as an environmental and 
social issue. However, legislative changes to address obesity faced greater 
challenges in Australia, France and Switzerland when they were framed as 
addressing issues affecting individuals and amenable to health promotion 
and education strategies (1007, 1008). Human rights framing was used in 
Nepal to achieve support for legislation on gender-based violence (1009). 
Similarly, countries adopting a well-being economy approach have framed 
trade issues as being wider than merely concerning economic prosperity 
(1010). Integrating the social determinants of health in national public 
health laws can help protect the focus on health inequalities and the social 
determinants of health equity from changes in government, according to 
analysis in Scandinavian countries (1011). 

Emergency preparedness and response plans have in the past overlooked 
the social determinants, prioritizing clinical care over promoting healthy 
populations (1012). The pandemic showed that if the social determinants 
of health for groups are not addressed, including income security, there will 
be lower compliance with public health measures, and health inequities 
will worsen during and following a pandemic (1013).

Box 41.	 Brazil: Integrating social determinants of health in infectious 
disease control 

In 2023, Brazil established an Interministerial 
Committee for the Elimination of Tuberculosis and 
Other Socially Determined Diseases (1014). This 
committee aims to promote intersectoral actions 
that contribute to the elimination of diseases 
that pose a public health problem in Brazil, with 
a strong focus on social determinants of health. 

Brazil’s approach to controlling neglected 
infectious diseases by addressing social 

determinants of health leverages initiatives 
such as the country’s Programa Bolsa Família 
conditional cash transfer initiative, established in 
2004 (1015). A 2020 study published in The Lancet 
demonstrated that, among other impacts, the 
cash-transfer beneficiaries showed greater 
adherence to leprosy multidrug therapy and had 
higher cure rates (1016). The study also showed 
wider positive health and social impacts of the 
programme (1017).
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Intersectoral collaboration is recognized as an essential mechanism 
to address global health challenges, including health inequity and 
achieving the SDGs (161, 1018, 1019). HiAP approaches advocate for formal 
governance and accountability structures, and use the Commission’s 
comprehensive causation framework of the social determinants of 
health and health equity. The HiAP approach has been endorsed by 
global commitments under WHO health promotion conferences in 
the 2013 Helsinki Statement and subsequent World Health Assembly 
67.12 resolution (1020). A review from Eastern Mediterranean countries 
noted that those with stronger multisectoral engagement during the 
COVID-19 pandemic achieved better COVID-19-related outcomes (1021). 
After the pandemic, many of the formal governance and accountability 
mechanisms put in place to manage social, economic and health 
interests were dissolved or transmuted into “One Health” mechanisms 
that integrate human, animal and environmental health, and maintain 
a biomedical focus on the human-animal interface, without taking a 
comprehensive social determinants approach, as proposed by HiAP. 

Successful intersectoral mechanisms require: 1) governance and 
accountability 2) opportunities for leadership at all levels of government 
3) ways of working across silos that encourage collaboration, not 
competition, and 4) financing, resources and human capabilities for 
working across sectors (170). The health sector can play an important role 
in developing HiAP and intersectoral approaches, including influencing the 
agendas, policies and laws of other sectors. This requires understanding 
how different sectoral policies impact on health, as well as policy priorities 
in other sectors (1022).
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Several key governing strategies for intersectoral action have been 
recommended for low- and middle-income countries, but also apply 
to high-income countries (1018). These include framing the issues 
strategically; clearly defining the roles of each sector; using existing 
structures when possible; understanding the key actors and political 
environment; paying attention to the role of non-state actors; addressing 
conflicts of interest; distributing leadership across sectors and levels; 
developing financing and monitoring systems to encourage collaboration; 
strengthening implementation processes and organizational capacity; 
and supporting mutual learning and implementation research. 

A research agenda
While a body of indicative evidence and country good practice has been 
developed on progress in tackling the social determinants of health equity, 
a systematic research agenda – in particular, a focus on implementation 
research – is still lacking. For example, while a number of jurisdictions 
have championed HiAP approaches, there is little robust evidence of 
their impact on health outcomes, nor of the conditions under which such 
approaches become politically salient or lose their political appeal. 

Box 42.	 United States: California’s Health in All Policies Task Force 

California is the largest and most diverse state in 
the United States, with nearly 40 million people 
and no single ethnic group forming a majority 
of the population. The state faces significant 
health equity and racial equity challenges, 
including climate disasters such as extreme 
droughts and wildfires, high rates of chronic 
disease, and large inequities along racial, gender 
and socioeconomic lines. For instance, during 
the COVID-19 pandemic, death rates for Black 
Californians were 19% higher, Latinx Californians 
8% higher and Pacific Islander Californians 82% 
higher than White Californians (1023).

The California Health in All Policies (HiAP) Task 
Force (170) was established in 2010 to take a 
comprehensive approach to addressing equity-
related challenges (1024). The Task Force is 

supported through a collaborative relationship 
between the cabinet-level Strategic Growth 
Council, the California Department of Public 
Health, and the non-governmental Public Health 
Institute. Over nearly 12 years of operation, the 
Task Force has evolved from focusing on the 
social determinants of health and equity, to 
explicitly addressing structural and institutional 
racism as key determinants of health inequities.

Among the promising results from California’s 
focus on intersectoral action to address 
structural determinants of health inequities is 
the work of the Office of Neighbourhood Safety 
to achieve a 79% reduction in firearm assaults 
and a 62% fall in homicides in Richmond 
between 2007 and 2022 (1025).
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The timing and combination of successful efforts to address inequity 
is complex, but critical for a meaningful impact. The sequencing of 
different measures may make the difference between effective and 
ineffective strategies, but there is very little systematic evidence to guide 
decision-making on these issues. The knowledge frontiers of the social 
determinants of health equity are largely unmapped, and represent a 
key opportunity to accelerate and sustain national and global efforts. 
Innovative solutions need to be catalogued, tested and replicated, and 
knowledge shared across jurisdictions to identify ways in which systems 
can change their behaviours to deliver greater equity in health. Key 
elements of a research agenda on social determinants of health equity 
are outlined in Box 43.

  “The knowledge frontiers of the social   

  determinants of health equity are   

  largely unmapped” 

Box 43.	 Key elements of a research agenda on the social determinants 
of health equity 

Emphasis on intersectionality and structural 
determinants: Future research must adopt 
intersectional frameworks that account for 
intersecting social determinants – including 
structural discrimination and economic 
inequality – to better inform targeted 
interventions and policies. 

Integration of community-centred research: 
Research on the social determinants of health 
equity must prioritize participatory and 
community-centred methodologies, ensuring 
that the voices and lived experiences of 
marginalized populations shape the knowledge-
production process and its policy applications. 

Focus on actionable evidence: To address 
persistent knowledge-to-action gaps, research 
should emphasize actionable outputs, co-created 

with policy-makers and practitioners to ensure 
feasibility and relevance in diverse contexts.

Inclusion of non-traditional knowledge systems: 
Recognizing the value of non-traditional 
knowledge systems, including Indigenous and 
local knowledge, can provide novel insights and 
support more inclusive approaches to addressing 
health inequities. 

Strengthening governance research: Research 
must also focus on governance processes, 
identifying barriers and enablers for policy 
adoption and implementation across different 
contexts, including the roles of transnational 
actors and multisectoral partnerships
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Governments, international organizations and communities need to be 
able to measure and track the progress of both the social determinants 
underlying health inequities, and the impacts of policy and programmatic 
actions on health equity (1026). Monitoring the social determinants 
of health equity at national and subnational levels is essential, in 
conjunction with insights directly from communities, to identify and 
understand issues and needs, and to determine the best course of action 
for national and local governments to improve health equity. Data helps 
identify and prioritize particular issues related to the social determinants 
of health equity, and track policies and investments addressing them, 
thus promoting accountability. Good quality, disaggregated data is 
needed to advance intersectoral processes, and drives accountability, 
transparency and service improvement. 

Health and health equity impact assessments are decision-support 
tools that help evaluate the potential health impacts and other impacts 
of an intervention or policy. These assessments can be used to support 
monitoring and evaluation of health equity at the national level, and to 
inform the development of interventions and policies that reduce health 
inequalities (1027, 1028, 1029, 1030, 1031). This can be placed at the heart 
of PHC-oriented health system reforms currently underway in different 
countries (1032). Health and health equity impact assessments are also 
a useful tool to address living conditions across the life course, as well 
as the social determinants of health equity, because they can influence 
decision-makers in non-health sectors. The process can allow for informed 
debates on policies and interventions, and provide essential information 
to decision-makers about the benefits of interventions and impacts on 
inequalities (1033, 1034). Strong health equity impact assessments rely on 
clear theories of change, the availability of good-quality disaggregated 
data, and the collection of new data through mixed methods when 
existing data is unavailable. 

8.2	 
Data and monitoring

Recommendation 8.2	  
Monitor social determinants of health equity

8.2.1 Strengthen statistical infrastructure and build capacity for the use of 
disaggregated data to measure progress on health equity.

8.2.2 Utilize new technologies and novel data sources to fill data gaps and 
inform action on social determinants.
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Unfortunately, most countries lack systems for timely monitoring of 
health inequities or of the social determinants of health equity, and do not 
evaluate the impact of policies, despite this being one of the Commission’s 
key recommendations (1035). The WHO package of tools and resources for 
health inequality and social determinants monitoring sets a standard for 
action and capacity building in this area (see Box 44).

Box 44.	 WHO resources for health inequality and social determinants monitoring

Health inequality monitoring
Health Equity Assessment Toolkit (HEAT 
and HEAT Plus): A software application that 
facilitates the exploration, analysis and  
reporting of health inequality data (1027).

Health inequality monitoring: harnessing data 
to advance health equity: A comprehensive 
resource for health inequality monitoring, which 
covers a range of topics, from the importance 
and general applications of such monitoring, to 
ways to align monitoring activities to generate 
impact. Includes step-by-step manuals and 
accompanying workbooks that provide practical 
guidance on the application of a five-step cycle 
of inequality monitoring (1036). 

Health Inequality Monitoring eLearning courses: 
Free, self-directed online courses covering the 
foundations of health inequality monitoring, 
applications to specific health topics, and  
skills-building. 

Social determinants monitoring:  
conditions and actions
Operational Framework for Monitoring Social 
Determinants of Health Equity: A universal set of 
indicators and guidance, aimed at governments 
and their partners, for monitoring social 
determinants of health and related actions, 
adaptable to diverse national contexts. The 
Framework supports countries in using data to 
drive policy action across sectors to improve 
health equity (69).

Global databases
Health Inequality Data Repository:  
The largest global collection of disaggregated 
data about health and the determinants of 
health, facilitating national monitoring of both 
health inequalities and social determinants 
(1037).

However, data on social determinants is disproportionately concentrated 
in high-income countries. Improving data collection and availability 
in low- and middle-income countries is key to culturally appropriate 
prioritization and the identification of areas where action has not 
been taken (1038). To enable more effective monitoring and evaluation, 
countries may need to augment their statistical infrastructure; improve 
human and financial resources and the capacity for monitoring; enable 
intersectoral collaboration and data-sharing across sectors, and develop 
governance systems sufficient to ensure that evidence informs policy-
making and action (151). 

https://www.who.int/data/inequality-monitor/assessment_toolkit
https://www.who.int/data/inequality-monitor/assessment_toolkit
https://www.who.int/data/inequality-monitor/tools-resources/book_2024
https://www.who.int/data/inequality-monitor/tools-resources/book_2024
https://www.who.int/data/inequality-monitor/training
https://www.who.int/publications/i/item/9789240088320#:~:text=This%20Operational%20framework%20for%20monitoring%20social%20determinants%20of,policy%20action%20across%20sectors%20to%20improve%20health%20equity.
https://www.who.int/publications/i/item/9789240088320#:~:text=This%20Operational%20framework%20for%20monitoring%20social%20determinants%20of,policy%20action%20across%20sectors%20to%20improve%20health%20equity.
https://www.who.int/data/inequality-monitor/data
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There is a strong case for the importance of intersectional analysis to 
better understand the “causes of causes” in social and health inequalities 
(1039, 1040), and countries must develop systems capable of identifying 
issues and measuring progress towards them. However, experiences from 
individual studies in countries such as Finland and Mexico indicate that 
data availability does not, on its own, ensure its use by decision-makers or 
health care professionals (1041), and that legal mandates and a regulatory 
evaluation agency can be essential in institutionalizing monitoring and 
evaluation (1042). Having sufficient data enables countries to prioritize 
action to improve daily living conditions, guided by monitoring and 
data. In Colombia, for example, data and monitoring have helped the 
government prioritize policies focused on early childhood development; 
opportunities for education and first employment; improved housing 
conditions, and social protection for families and populations living 
in vulnerable circumstances (1043). Box 45 demonstrates the process 
launched by Thailand to achieve improvements in monitoring.

Box 45.	 Thailand: Implementation of the WHO Operational Framework for 
Monitoring Social Determinants of Health Equity 

In 2023, Thailand explored how to apply the 
draft WHO Operational Framework for Monitoring 
Social Determinants of Health Equity to strengthen 
equity monitoring (1044). Of the 63 recommended 
indicators in the Operational Framework, 46 were 
identified as feasible for the national context. 
These will be prioritized in close consultation 
with stakeholders, policy users and the National 
Statistics Office. 

The 46 indicators identified for monitoring 
align closely with Thailand’s equity principles 
and reflect stakeholder priorities from both 

government and community levels, ensuring 
the indicators are relevant and actionable in 
the Thai context. The Operational Framework 
aligns with and supports the equity principles 
of the 3rd National Health System Charter 
2022 (1045, 1046), whose 12 chapters provide 
guidance for strengthening health and other 
sectoral policies and strategies, to foster an 
equitable Thai health system. The Operational 
Framework and health equity dashboard, once 
fully developed, will support the monitoring 
of progress towards the health equity goal 
enshrined in the Health Systems Charter.

Innovative tools, methods and data sources – including those from 
communities – can be used to enhance our knowledge and understanding 
of health inequalities and the social determinants. For example, a data 
dashboard for urban American Indian/Alaska Native people created 
by the Urban Indian Health Institute in the United States shows how 
new data sources can include groups traditionally marginalized in data 
collection (1047). 
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supported ones, including big data, provide new opportunities to capture 
information on social determinants (1048), together with AI-enabled 
analysis tools. For example, readily available data on health determinants 
from clinical electronic health records can be extracted, subject to suitable 
permissions, using natural language processing tools (1049). In addition, 
community-level data can be attainable from public sources and can 
be linked to health data at a local level to assess the effect of social and 
community factors on individual health outcomes (1050), or to monitor the 
impacts of local interventions. Data protection and privacy requirements 
must be fully adhered to in such developments.

  “Emerging data sources provide new   

  opportunities to capture information   

  on social determinants… together with   

  AI-enabled analysis tools” 

Box 46.	 Canada: The Pan-Canadian Health Inequalities Reporting Initiative 

Launched in 2016, the Pan-Canadian Health 
Inequalities Reporting Initiative (1051) aims to 
strengthen health inequalities measurement, 
monitoring and reporting capacity in Canada 
(1052), supporting surveillance and research 
activities, informing policy and programme 
decision-making, and enabling the monitoring of 
progress in reducing health inequalities over time. 
The initiative is led by the Public Health Agency of 
Canada, in collaboration with the Pan-Canadian 
Public Health Network, Statistics Canada, the 
First Nations Information Governance Centre, 
the Canadian Institute for Health Information 
and other partners. It integrates measures for 
more than 200 indicators of health outcomes, 
risk factors and social determinants of health, 
disaggregated across a range of socioeconomic 
and sociodemographic variables such as sex/
gender, age, income, education, employment, 
occupation, immigrant status, Indigenous 

identity, race/ethnicity, urban/rural residence, 
material and social deprivation, functional 
health/participation, and sexual orientation 
(1053).

To date, the initiative has helped provide a deeper 
understanding of health inequalities in Canada. 
The collaboration between federal, provincial 
and territorial partners, as well as Indigenous 
representatives and other stakeholders, has 
enabled policy-makers and health practitioners 
to access detailed, disaggregated data on health 
statuses and social determinants of health 
across different demographics and regions.

As a result, policies and programmes can be 
better tailored to the specific needs of vulnerable 
populations, with the aim of reducing health 
inequality across the country.





Chapter 9:   
A renewed vision of 
health informed by 
actions to address the 
social determinants 
of health equity
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This report has shown that there has been some progress on the original 
targets for reducing health inequalities, set by the WHO Commission on 
Social Determinants of Health in 2008, but much more action is needed. 
As new frameworks for development unfold post-2030, it is important to 
accelerate progress on the Sustainable Development Goals now, through 
the policy actions recommended to address the social determinants of 
health equity, as well as to influence future development frameworks. 

The social, rather than solely biomedical or behavioural, roots of 
population health need to be recognized. Leaders should not confuse 
health care services with population health outcomes, nor make the 
assumption that health care can be delivered effectively and equitably 
without attention to its social context. 

Global, national and local leaders in public and private spheres and 
in social movements need to seize opportunities to reinvigorate and 
purposefully pursue an agenda for change that renews the vision of 
health and prioritizes equity and people-centred development. This will 
support the necessary broader coalition of actors, bridging scientific and 
social disciplines, development contexts and different levels of action. 
Using social innovation and equity principles in the face of increasing 
complexity and interconnected systems is as important as technical 
innovation. COVID-19 demonstrated that without adhering to equity 
principles, new technologies guided by market forces alone do not reach 
people in diverse socioeconomic and geographic settings. Without taking 
up social interventions to build trust in government and social cohesion, 
protection from COVID-19 and its negative socioeconomic impacts would 
have remained the preserve of those with privilege and wealth, while 
sowing the seeds of increased contagion and economic destruction. 

Replacing negative reinforcing cycles in economic, environmental and 
social systems with positive reinforcing cycles is core to addressing the 
social determinants of health equity (see Fig. 10, page 39). Only through 
comprehensive and systemic action will it be possible to achieve long, 
healthy lives for all, as proposed in the Sustainable Development Agenda, 
while healing the fractures in society that inequality in all its dimensions 
represents. 

Our shared vision of humanity, its future, and that of our planet, is 
encapsulated in the 2030 Sustainable Development Agenda. This 
agenda and related frameworks provide a comprehensive view of what 
is important for prosperity and well-being. The Social Summit in 2025 will 
update the 1995 Copenhagen Declaration on Social Development, and 
address many of the social determinants of health equity outlined in this 
report, such as investing in social infrastructure through building universal 
comprehensive social protection systems, housing and education for all, 
and removing structural discrimination. 
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Ways to take action

This report has outlined actions, backed by good evidence, that will 
reduce health inequities. A comprehensive strategic framework for actions 
on the social determinants of health equity will deliver towards a vision for 
social development. Working within such a framework can help establish 
links between population health, political priorities, and national and local 
economies, and bring understanding of which sets of policy elements will 
work together more harmoniously. As this world report outlines, the four 
interlocking strategies needed to make lasting contributions to addressing 
the social determinants of health equity cover: 

1.	 Addressing economic inequality and investing in social 
infrastructure and universal public services.

2.	 Overcoming structural discrimination.

3.	 Managing the challenges and opportunities posed by the mega-
trends of climate change and the digital transformation in a way 
that systematically promotes health equity.

4.	 Putting in place the governance arrangements that will maximize 
the coherence and impact of action.

There are many policy entry points to address the social determinants 
of health equity, including efforts around “Health Equity in All Policies”, 
support for well-being economies and societies, and PHC approaches. 
These strategies have a common aim to bring health, social and 
environmental impacts more centrally into economic, social and 
development thinking. The four strategic action areas identified in this 
report, and the subsequent recommendations, reinforce one another 
and will produce compounding benefits.
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The report’s recommendations are signposts, and their assembly and 
sequencing is highly context-dependent. There is no silver bullet or any 
one sequence of recommendations that can be applied to address all 
problems. Comprehensive strategies should pay attention to:

	ƴ accountability and transparency mechanisms to address 
the social determinants of health equity in all policies, 
including purposeful whole-of-government and whole-of-
society strategies

	ƴ recognition of health inequities as a summary indicator of 
social problems and challenges

	ƴ pathways to dealing with the challenges of social, 
generational and technological transitions 

	ƴ information and data sharing, and related analytic tools 
and trend analysis to drive action 

	ƴ policy systems that identify the theory of change and 
strategic relevance of combinations of policy actions.

The economy is an essential component of a comprehensive strategy 
to rectify health inequities. Labour markets and financing for public and 
social infrastructure, social protection and education are all essential 
to the social determinants of health equity. The economic actors in a 
well-being economy value outcomes related to belonging, voice, trust, 
tolerance and solidarity, and seek to ensure that the profitability of 
commercial activities is not maximized at the expense of these outcomes. 

The learning and innovation policy laboratories fostered by the SDH 
Special Initiative demonstrate the value of multilevel action strategies. 
Strategies conceived solely at the national level, and that do not 
work bidirectionally from local to national levels, are unlikely to be 
sustainable. However, many of the structural determinants covered in 
this report’s action areas require national commitment. This means 
that comprehensive strategies will need to identify processes of mutual 
reinforcement between local and national levels. 

Multidisciplinary thinking, community engagement and intersectoral 
public policy dialogue are essential to bridge policy silos and action 
areas. These characteristics are also common to integrative approaches 
to human-centred development and to a renewal of a PHC approach 
designed to integrate the social determinants of health. 

  “Multidisciplinary thinking, community engagement   

  and intersectoral public policy dialogue are essential   

  to bridge policy silos and action areas” 
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For systemic action on the social determinants of health equity, 
collections of actors are required. While comprehensive strategies can 
be useful for those directing larger policy processes, every stakeholder, 
every person, can make a difference within their scope of action – 
whether orchestrated or not. This is a similar message to that for actions 
addressing the climate crisis, which is so intertwined with health equity. 

National and local government – central leadership 
National and local governments need to place health equity responsibilities 
at the highest governmental level and as a central purpose of government. 
To achieve this, they need to commit to addressing the main action areas 
from this report, and to ensure cohesive policy implementation across 
diverse departments, agencies and legal frameworks. 

Governments must integrate health equity into financial strategies, 
domestically and internationally. This involves collaborating with 
international development finance, while enhancing domestic 
revenue through progressive taxation to fund social policies that are 
transformative, integrative, coordinated and responsive to people. 
Governments can foster shared commitment by supporting collaborative 
partnerships and planning, measuring well-being, carrying out joint 
monitoring and evaluation, and institutionalizing training and capacity 
development for collaboration across governmental agencies, and across 
not-for-profit civil society organizations.



� 153
P

a
rt 3: C

h
a

p
ter 9

Health leaders in national and local government 
If health leaders are to be good advocates of addressing the social 
determinants of health equity, they need to be good partners for 
development in all its facets. This requires that they participate in 
coalitions and partnerships with other sectors. Within these shared 
contexts, the health community can build the evidence and carry out 
accompanying advocacy for action on the social determinants of health 
equity and corresponding PHC approaches, preventive health, health 
promotion, well-being societies, and the right to health as part of 
sustainable development.

Civil society
Civil society organizations play a critical role in advancing action 
on the social determinants of health equity, informed by the voices 
and experiences of communities themselves. Civil society is crucial 
in monitoring and advocating for improvements to various social 
determinants, such as employment conditions, gender equality and 
environmental protection. Its involvement is also essential for holding 
national and international multilateral organizations accountable, and 
ensuring that social determinants of health equity are prioritized in public 
and policy discourse. Non-profit organizations can contribute to health 
equity by supporting access to educational and vocational training, as a 
condition of decent employment, and investments in social infrastructure.

The private sector
Private-sector actors can become key partners for achieving health 
equity goals when they share the health objectives of the public sector, 
are held accountable for delivering on their commitments, and are 
subject to safeguards against conflicts of interest. Leaders in the private 
sector must commit to and enhance each other’s accountability for 
best-in-class standards and agreements – particularly in employment 
and environmental practices across their supply chains, ensuring 
healthy and equitable working conditions for all. Commercial leaders 
from across industries and sectors must also join and support those in 
the business community innovating and striving for health equity and 
the well-being economy.

Multilateral action across the United Nations and international 
financing institutions
While WHO has a core role to play, a much broader partnership across 
the UN and multilateral system is required for deep and lasting progress 
in the multiple social domains that shape health equity. Multilateral 
institutions can help enable national efforts, both by codifying and 
disseminating international norms and standards, and by providing 
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resources and support to countries and other actors in making progress 
towards equity. Global agencies can identify health equity as a shared 
goal, and leverage a unified framework of indicators on the social 
determinants of health equity as a key feature to monitor human 
development progress. Interagency collaboration in thematic working 
groups will support a focus on the social determinants of health equity. 
International financial institutions also have an important role, with a 
responsibility to ensure that aid and debt relief effectively support policies 
and actions to address these determinants, with associated health equity 
performance indicators. 

WHO
The World Health Organization will continue to foster global and national 
policy norms and standards, including mechanisms for policy coherence 
for health equity, and to support evidence gathering, the investment 
case for action, convening diverse partners, and capacity building. WHO 
will also continue to strengthen global technical capacities to advocate 
for action on the social determinants of health equity in multilateral 
forums, and support Member States to share technical knowledge and 
experiences of intersectoral policy action and strategies for health equity. 
Additionally, WHO will support the evaluation of the social determinants of 
health equity through monitoring frameworks, global and national health 
surveillance systems, and health equity policy assessment tools. 

Research institutions
Research institutions need to be central to generating partnerships 
between practitioners at all levels, and through local and international 
academic networks. Assessment of complex social strategies remains 
an important part of the implementation research agenda. Researchers 
must disseminate evidence about actions and strategies on the social 
determinants of health equity. They must allocate funding specifically 
for this area, support the development of indicators and evaluation of 
interventions, and establish open-access virtual networks to enhance 
global and South-South knowledge sharing. These institutions are also 
tasked with addressing the brain drain from low- and middle-income 
countries, and eliminating racial and gender biases in research teams, 
proposals, designs, practices and reports, as well as counterbalancing 
bias and supporting collaborative national health and social policy 
research. Their efforts are crucial in building a robust evidence base 
that informs policy and practice globally regarding action on the social 
determinants of health equity. 
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Table 1.	 Recommendations for action on social determinants of health equity

Recommendation
Report 
section Key actions

Action area 1: Address economic inequality and invest in universal public services 
(Part 2, Chapter 3)

Address economic inequality and 
invest in universal public services. 

3.1 Use progressive taxation to expand fiscal space for income 
transfers and universal, equitable public services. 

Provide adequate public funding for good-quality, equitable 
infrastructure and services, and ensure that effective mechanisms 
are in place to safeguard quality and secure equity.

Move towards well-being economies and consider well-being 
budgeting.

Promote the social determinants 
of health equity in development 
financing and investment.

3.2 Ensure that the need for funding (fiscal space) to address the 
social determinants of health equity is included in approaches to 
development financing, debt relief and taxation.

Deliver and monitor development financing to support public 
investment in policies, actions and infrastructure that address the 
social determinants of health equity.

Analyse and address the 
commercial determinants 
of health.

3.3 Analyse, legislate on and regulate commercial activities that 
negatively affect health and health equity, while maximizing the 
health-promoting capacity of the private sector.

Address and manage conflicts of interest in policy environments, to 
prevent negative impacts on population health and health equity.

Use the scale of the public sector to incentivize commercial 
activities that positively affect health and health equity – for 
example, through mandating public procurement that requires 
sustainable, safe and healthy products, and safe and fair labour 
standards throughout supply chains.

Strengthen health equity considerations in global and regional 
trade processes, including in relation to intellectual property.

Increase comprehensiveness and 
expand coverage of universal 
social protection systems across 
the life course.

3.4 Ensure adequate income guarantees and care throughout the 
life course, including for people with disabilities or chronic health 
conditions.

Build and expand paid leave benefits for sickness and parental 
leave, including for the precariously employed and informal workers.



156

W
o

rld
 rep

o
rt o

n
 so

cia
l d

eterm
in

a
n

ts of h
ea

lth
 eq

u
ity

Recommendation
Report 
section Key actions

Action area 2: Tackle structural discrimination and the determinants and impacts of conflict, 
emergencies and migration
(Part 2, Chapter 4)

Address structural discrimination. 4.1 Recognize and repair discrimination embedded in policies, laws, 
institutions and social norms.

Redress the negative impacts of colonization by developing 
standards for reparative justice that measure impacts on health.

Acknowledge Indigeneity as a determinant of health and health 
equity (shaped by discrimination and historical injustices, as well 
as protective factors), while upholding the provisions of the United 
Nations Declaration on the Rights of Indigenous Peoples.

Address and protect the social 
determinants of health equity  
in emergencies, migration  
and conflict.

4.2 Recognize peace as a fundamental determinant of health equity, 
and health as a bridge to peace.

Ensure preparedness and response efforts for health emergencies 
reflect social determinants of health equity considerations at their 
core, including the equitable and rapid rollout of social protection.

Ensure the rights of, and support, displaced people and migrants to 
access health and social services without discrimination.

Action area 3: Steer action on climate change and digitalization towards health equity
(Part 2, Chapter 5)

Articulate and accelerate the 
health equity benefits of climate 
action and the preservation  
of biodiversity.

5.1 Support the development and implementation of climate change 
mitigation and adaptation policies that maximize health equity 
and co-benefits.

Enable the energy and food transitions to prioritize addressing 
energy poverty and food insecurity.

Integrate health systems more centrally in climate and environment 
strategies, and ensure that local and equitable climate action is a 
core objective of health systems.

Strengthen support for Indigenous communities in their 
stewardship of land and natural resources, and recognize 
and address the impacts of environmental degradation, land 
confiscation and climate-related migration.

Steer the digital transformation 
in favour of health equity and the 
public good. 

5.2 Address the digital divide. 

Prevent harmful impacts of digital and technological 
transformations and artificial intelligence on health and health 
equity, including in relation to labour markets and social cohesion.
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Recommendation
Report 
section Key actions

Action area 4: Bringing about change through new governance approaches
(Part 3, Chapters 6–8)

Empower local governments to 
address health inequities.

6.1 Strengthen the role of local government with the functions and 
resources to implement community-centred actions for health 
equity.

Ensure that urban, rural and territorial planning, transport and 
housing investments are underpinned by approaches that deliver 
healthy housing and built environments, and adopt universal design 
principles.

Equip local government to address health equity across the life 
course, including in supporting age-friendly communities, and 
combating social isolation and loneliness.

Support community engagement 
and civil society.

6.2 Incorporate representative community engagement and social 
participation in local policy processes, and in health and social 
service decision-making and delivery.

Create the enabling conditions that maximize the capabilities 
of independent and inclusive civil society to address the social 
determinants of health equity.

Achieve universal health 
coverage through progressive 
health financing and primary 
health care approaches.

7.1 Improve equitable access to a continuum of quality health services, 
addressing both physical and mental health across the life course, 
by strengthening primary health care-orientation within health 
systems.

Minimize patients’ out-of-pocket expenditure, and finance health 
services from pooled government resources.

Increase the share of health and care sector funding in proportion 
to need, with special intensity for populations experiencing 
marginalization, and recognize and address discrimination within 
health systems.

Facilitate equitable access to health technologies, from research 
and development, through to manufacturing and equitable delivery.

Build and retain a health and 
care workforce capable of 
delivering equity.

7.2 Recognize and reward work in the care economy, including informal 
care, and demonstrate the role of the health and care sector as a 
driver of health equity and social inclusion, by ensuring decent and 
safe working conditions and addressing pay and representation gaps.

Develop human capacity in health, social protection, education, 
labour, local government and service organizations to enhance 
intersectoral efforts to address the social determinants of  
health equity.

Strengthen focus on social 
determinants in health systems 
and policy platforms.

8.1 Integrate addressing the social determinants of health equity in all 
health strategies, policies, emergency preparedness and response 
plans, and public health laws.

Establish coordination and accountability mechanisms for 
intersectoral collaboration and community engagement for health 
(including Health in All Policies functions) at all levels of government.

Monitor social determinants 
of health equity.

8.2 Strengthen statistical infrastructure, institutionalize and build 
capacity for the use of disaggregated data to measure progress 
on the social determinants of health equity, including the 
distribution of socially produced health risks across social groups 
and geographic areas; the mechanisms that drive inequities, and 
actions to address them.

Utilize new technologies and novel data sources to fill data gaps 
and inform action on the social determinants of health equity.
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Conclusion:  
Equity is a 
political choice
Despite a comprehensive diagnosis and set of actions 
recommended by the Commission on the Social Determinants 
of Health in 2008, progress on reducing inequalities in health 
has been slow, and inequity is killing millions. To enable 
improvements in living conditions and address underlying 
structural determinants, change is required, from policy-setting 
and legislation, through to implementation. Governments and 
politicians are in the driving seat. 

This report recognizes that improvements in health equity have 
been too slow and, alarmingly, inequities between social groups 
within countries are often deepening. In the pursuit of prosperity, 
countries have too often failed to integrate equity and fairness into 
policies. Globally, we have also failed to integrate an appreciation 
of intergenerational equity, further undermined by the existential 
threats of climate change, war and conflict.

Health equity stands at the core of sustainable development. The 
social determinants of health equity provide a lens on what “the 
good life” consists of, and what stands in the way of its realization, 
fairly and for all. The agenda to address the social determinants of 
health equity is necessarily broad and can feel like a call to achieve 
“everything, everywhere, all at once”. But this complexity must 
not be an excuse for inaction. Practical actions as outlined in this 
report will deliver improvements in health equity, and communities, 
governments, thinkers and leaders are already showing the way 
forward. Seizing on their example, and knitting together disparate 
efforts into a comprehensive strategy of action, will be of immense 
benefit to all of humanity for generations to come.
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The expert groups’ terms of reference outlined roles such as evidence 
review, oversight of methodology and formulation of recommendations. 
All members completed and signed WHO’s Declaration of Interests form, 
reviewed independently by WHO’s ethics team, with follow-ups conducted 
to address any declared conflicts. No relevant conflicts were identified. 
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Annex 2:  
Methodology

1.	 Introduction
The methodology for this report ensures transparency, reproducibility and 
alignment with WHO’s ethical and quality standards. This section details 
the processes for evidence synthesis, stakeholder engagement, validation 
and conflict-of-interest management, addressing key requirements 
outlined in WHO’s publication checklist and operational frameworks. 

2.	 Formation of the expert groups
At the commencement of developing the report, two ad hoc expert 
groups (Policy Expert Group, and Scientific Expert Group) were established, 
comprising global experts in health equity, social determinants and 
public policy serving in their individual capacity (see Annex 1). The expert 
groups were convened to provide strategic and technical guidance on 
development of the report. 

Members were selected through a transparent process. A list of possible 
members was developed based on recommendations put forward 
by the Department of Social Determinants of Health, the Division for 
UHC/Healthier Populations and by all six WHO regional offices. The 
final selection of members was made by the Department of Social 
Determinants and the Division of UHC/Healthier Populations, based on 
the following criteria:

	ƴ expertise in health equity, social determinants 
and policy analysis

	ƴ regional representation and gender diversity, 
to ensure inclusive representation

	ƴ independence from conflicts of interest.

The expert groups were convened by the Secretariat at regular intervals 
over the period 2021–2024 to provide public policy strategic and technical 
guidance, reviewing evidence, shaping the methodology and contributing 
to recommendations. 
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3.	 Stakeholder engagement and consultations
A participatory approach was adopted to ensure diverse and meaningful 
stakeholder engagement. This process included:

	ƴ virtual consultations and written feedback from Member 
States, WHO regional offices, civil society and subject-
matter experts;

	ƴ inclusion of voices from low- and middle-income countries 
and populations experiencing marginalization.

As part of the iterative refinement process, a draft summary of the report 
and its proposed recommendations was presented to the 154th WHO 
Executive Board and the 77th World Health Assembly. Member States 
provided overwhelmingly positive feedback, which was systematically 
incorporated into the final report.

4.	 Evidence synthesis and analysis
The methodology for evidence synthesis incorporated a rigorous approach 
to data collection, analysis and interpretation:

	ƴ Systematic reviews of peer-reviewed literature, WHO reports 
and grey literature formed the evidence base. 

	ƴ Inclusion criteria prioritized relevance to social determinants of 
health equity; geographic diversity and methodological rigour.

	ƴ Exclusion criteria focused on outdated evidence and studies 
with significant methodological limitations.

Ten scoping reviews and background papers commissioned by the 
WHO Secretariat were used to identify the latest evidence on the social 
determinants of health equity, progress in tackling them and best practice:

1.	 Interventions on the social determinants of health: a rapid review of 
published literature from 2014 until today. Jessica Allen, Antia Castedo, 
Angela Donkin, Lorenzo Lionello and Jamaica Noferini. Institute for 
Health Equity, University College London, United Kingdom.

2.	 Towards a World Safer from Health Emergencies: required action on 
social determinants of health. Royal Institution for the Advancement 
of Learning / McGill University, Canada.

3.	 Interests, ideas and institutions: traversing political economy 
challenges to reduce health inequities through action on the social 
determinants of health. Sharon Friel, Australian National University, 
Australia.
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4.	 The case for action on social determinants of health and health equity. 
Salma Abdalla, Boston University.

5.	 Investing in equitable human capital: the economic case for action 
on social determinants of health and health equity and the costs 
of inaction. Pooja Yerramilli, Seed Global Health, United States of 
America. A synthesis of this paper has been published here:

Pooja Yerramilli, Mickey Chopra, Kumanan Rasanathan. The cost of 
inaction on health equity and its social determinants. BMJ Global 
Health 2024;9:e012690.

6.	 Progress and obstacles on social determinants of health over the last 
decade. Miriam Vandenburg, Flinders University, Australia, with 
Fran Baum, Sue Gibbons, Sharon Friel, Ashley Schram, Hailay Abrha 
Gesesew. A synthesis of this paper has been published here:

Miriam van den Berg, Joanne Flavel, Ashley Schram, Sharon 
Friel, Hailay Abrha Gesesew, Fran Baum. Social, cultural and 
political conditions for advancing health equity: examples 
from eight country case studies (2011–2021). BMJ Global Health 
2024;9:e015694.

7.	 Key policies and interventions for action on social determinants of 
health and health equity by country context. Laura Frost, Beth Pratt, 
Global Health Insights, United States of America.

8.	 Analyses, evidence, and key recommendations on commercial 
determinants of health: inputs for the World Report on Social 
Determinants of Health Equity. Jennifer Lacy-Nichols, Alexandra 
Jones, Kent Buse, The George Institute, Australia.

9.	 Insufficient progress on social determinants of health over the last 
decade: explanations and prospects for overcoming them in the future. 
Andrew Cassels, GH Associates, United Kingdom.

10.	Healthy climate, healthy people: a framework for supporting faster, 
fairer joint action on climate change and health equity. Kirsty Wild 
and Alistair Woodward. The University of Auckland, New Zealand.  
A synthesis of this paper has been published here: 

Kirsty Wild, Kumanan Rasanathan, Sudhvir Singh, Alistair 
Woodward. Balancing short-term and long-term climate-health 
equity strategies: a framework for supporting faster, fairer joint 
action on climate change and health equity. BMJ Global Health 
2025;9:e016094.

Data analysis utilized frameworks such as PROGRESS-Plus to examine 
disparities across socioeconomic and demographic dimensions. Evidence 
was synthesized to identify key patterns, determinants and actionable 
recommendations.
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5.	 Country example selection and validation
Country examples were included in the report to illustrate diverse contexts, 
innovative policies and practical applications of actions addressing 
social determinants of health, to improve health equity in countries 
across the world. Country examples were selected through a transparent 
process. A list of possible country examples was developed based on 
recommendations put forward by the Department of Social Determinants 
of Health, the Division for UHC/Healthier Populations and by all six WHO 
regional offices. The final selection of country examples was made by the 
Department of Social Determinants, based on the following criteria:

1.	 Geographic diversity: To ensure representativeness of diverse 
settings, there are no more than three examples from any one 
country and there is a distribution of examples across all six WHO 
regions in the report.

2.	 Policy/intervention overview: Each country example must 
provide a clear explanation of the policy/intervention, including 
its rationale (theory) for addressing social determinants of health 
and its focus on health equity, gaps, gradients or services for 
marginalized populations.

3.	 Implementation details: The selected examples must describe 
when, where and how the policy/intervention was implemented, 
including enabling factors, the roles of government or social 
sectors, and community involvement.

4.	 Health sector role: Each example must outline the health sector’s 
role (lead or supportive) and specify if WHO was involved.

5.	 Results and outcomes: The selected examples must present 
preliminary results or outcomes, ideally focusing on health services 
or status improvements for marginalized groups, or reductions 
in health inequalities. Where these are unavailable, the examples 
include social determinants-related indicators.

6.	 Credible references: Each country example provides peer-reviewed 
sources or official reports from government or UN entities, if possible.

Drafting and validation of the country examples was done through 
consultations with WHO headquarters, and regional and country offices, 
as well as government officials and other representatives from the 
featured countries, to ensure contextual relevance and accuracy.

6.	 Conflict of interest management, and ethical and quality standards
All contributors, including expert group members and external reviewers, 
signed WHO’s Disclosure of Interests forms. The forms were reviewed 
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independently to assess potential conflicts. Contributors with declared 
conflicts were excluded from decision-making on related sections of 
the report. Adherence to WHO’s conflict-of-interest policies ensured 
transparency and high ethical standards throughout the process. 
Emphasis was also placed on transparent alignment with WHO’s 
quality standards.

7.	 Validation and review process
The report underwent iterative review and refinement:

	ƴ Drafts were reviewed by expert group members, WHO 
leadership and external experts.

	ƴ Feedback was systematically incorporated, to ensure 
alignment with WHO’s ethical guidelines and scientific rigour.

	ƴ Peer reviews and consultations ensured the findings were 
actionable and relevant to global and regional contexts.

8.	 Response to feedback from the 154th Executive Board and 77th 
World Health Assembly 

In response to the Assembly’s Resolution 74.16, a draft summary of the 
report and its proposed recommendations was presented to the 154th 
WHO Executive Board and the 77th World Health Assembly. The positive 
feedback provided by Member States informed the iterative refinement 
and finalization of the report, ensuring its alignment with Member 
State priorities.

9.	 Limitations
While efforts were made to ensure comprehensive coverage, certain 
limitations persist, including:

	ƴ gaps in data availability, particularly in low-resource settings

	ƴ variability in contextual relevance and implementation of 
country examples.

10.	Strengths
This methodology reflects WHO’s commitment to evidence-based 
policy development, inclusivity and ethical integrity. This comprehensive 
approach, informed by WHO’s operational frameworks and ethical 
guidelines, ensures that the report reflects diverse perspectives and 
provides actionable, evidence-based recommendations.





Equity and Health Unit 
Department of Social Determinants of Health 
World Health Organization 
20, Avenue Appia 
1211 Geneva 27 
Switzerland 

Email: equityandhealth@who.int 
Website: https://www.who.int/health-topics/social-determinants-of-health

mailto:equityandhealth@who.int
https://www.who.int/health-topics/social-determinants-of-health

	_Hlk176885351
	Foreword
	Acknowledgements
	Abbreviations
	Executive summary
	Part 1: The state of social determinants of health equity
	Chapter 1: Inequities in today’s world
	1.1	This report
	1.2	Updates since the Commission on Social Determinants of Health, and progress against its targets 
	1.3	Key trends affecting the social determinants of health equity 
	1.4	Evidence and action on the social determinants of health equity

	Chapter 2: The social determinants of health equity
	2.1	The social determinants of health equity
	2.2	Daily living conditions: inequities in the fabric of daily life


	Part 2: Tackling the social determinants of health equity on multiple fronts
	Chapter 3: Reducing economic inequality and investing in universal public services as a route to health equity 
	Recommendation 3.1	Address economic inequality and universal public services
	Recommendation 3.2	Champion development financing and investment that promote health equity
	Recommendation 3.3	Analyse and address the commercial determinants of health
	Recommendation 3.4	Expand universal social protection coverage throughout life

	Chapter 4: Tackle structural discrimination and the determinants and impacts of conflict, emergencies and migration 
	Recommendation 4.1	Take action against structural discrimination
	Recommendation 4.2	Promote health equity during emergencies, migration and conflict

	Chapter 5: Steer mega-trends towards health equity: climate change and digitalization 
	Recommendation 5.1	Articulate and accelerate the health equity benefits of climate action and the preservation of biodiversity
	Recommendation 5.2	Steer the digital transformation in favour of health equity and the public good


	Part 3: Bringing about change through new governance approaches
	Chapter 6: Local government, communities and civil society taking action
	Recommendation 6.1	Equip local government to reduce health inequities
	Recommendation 6.2	Support community engagement and civil society

	Chapter 7: Build a health and care sector that ensures action on the social determinants, equitable access and genuine participation
	Recommendation 7.1	Achieve universal health coverage through progressive health financing and primary health care approaches
	Recommendation 7.2	Build and retain a health and care workforce capable of delivering equity

	Chapter 8: Governance and data for action
	Recommendation 8.1	Strengthen focus on social determinants in health systems and policy platforms
	Recommendation 8.2	Monitor social determinants of health equity

	Chapter 9: A renewed vision of health informed by actions to address the social determinants of health equity

	Conclusion: Equity is a political choice
	References
	Annex 1: Declaration of Interests
	Annex 2: Methodology

