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Health inequalities: a global perspective

Abstract  The objective of this article is to pres-
ent health inequalities as a global problem which 
afflicts the populations of the poorest countries, 
but also those of the richest countries, and whose 
persistence represents one of the most serious and 
challenging health problems worldwide. Two 
components of global inequalities are highlight-
ed: inequalities between groups within the same 
society, and inequalities between nations. The 
understanding that many of these inequalities are 
unjust, and therefore inequities, is largely derived 
from the inequalities that are identified between 
the various social groups of a given society. In-
equalities between different societies and nations, 
while relevant and often of greater magnitude, 
are not always considered to be unjust. There 
have been several proposed solutions, which vary 
according to different theoretical interpretations 
and explanations. At the global level, the most 
plausible thesis has focused on improving global 
governance mechanisms. While that latter are at-
tractive and have some arguments in their favor, 
they are insufficient because they do not incorpo-
rate an understanding of how the historical pro-
cess of the constitution of the nations occurred and 
the importance of the position of each country in 
the global productive system.
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Introduction

Human society, which comprises the more than 
seven billion individuals who inhabit the planet, 
presents clear divisions in a number of import-
ant aspects. Spatially, it is divided into continents 
and nations with different demographic and geo-
graphical characteristics. There are differences 
in levels of development and wealth, as well as 
phenotypic and cultural differences, which in-
clude a diverse set of ethnicities. Many of these 
divisions are the result of adaptive, geograph-
ical and climatic processes, some are the result 
of eventual phenomena, and others derive from 
complex historical, social, economic and cultural 
processes. Some of these divisions, which could 
be merely differences (e.g. men and women) be-
come inequalities, and very often iniquities, in-
sofar as they define relationships that are essen-
tially based on power and the access to, and the 
possession of, goods, services and wealth. Conse-
quently, the fruit of collective work that has been 
accumulated over generations is often unequally 
distributed1,2.

These inequalities are often transferred into 
the field of health: they are visible in the unequal 
health conditions of different groups, in the lev-
els of health risks to which these groups are ex-
posed, and also in terms of differential access to 
the resources available in the health system. It is 
no coincidence that most of the inequalities ob-
served in the area of health are directly related to 
inequalities observed in other levels of social life3-

5. Health inequalities generate unequal possibili-
ties in relation to the ability to take advantage of 
scientific and technological advances in this area, 
different chances of exposure to the factors that 
determine health and disease, as well as different 
chances in relation to illness and death. In the 
same way that social inequalities have persisted 
in all countries, regardless of their level of devel-
opment, health inequalities persist in the same 
fashion3,4. 

In the current international context, with 
nation states involved in the process of econom-
ic globalization, discussions about inequalities 
have highlighted inequalities within the same 
nation and also inequalities between nations. 
Inequalities between countries are related to the 
differences in economic and social development 
achieved by different countries, which are gen-
erated by the position that these countries have 
occupied during different phases of history with-

in the global productive system. The latter reflect 
historical aspects, and the international econom-
ic and political environment in relation to each 
country’s share of global resources and develop-
ment opportunities6. 

Inequalities within a country relate to the dis-
tribution of accumulated wealth within a society, 
and in particular how that society is organized 
and the social relations and power established 
among its various strata. It is defined by the 
history and the political models that have been 
adopted, and how the state has redistributed na-
tional wealth through fiscal and transfer systems, 
which have generated greater or lesser distrib-
utive distances between existing social groups. 
Cultural elements are also important in terms of 
amplifying and consolidating some existing in-
equalities7.

More recently, the concept of global inequali-
ty has arisen, which involves the combined effects 
of these two types of inequalities8. Global in-
equality is the result of inequalities both between 
and within countries, and it is therefore defined 
by the interaction of the determinants of each. 
The availability of international data has made it 
possible to conduct empirical studies regarding 
the issue of global inequality. For example, when 
the GINI index, which is one of the most fre-
quently used methods to measure social inequali-
ty within a country, is calculated globally it results 
in even higher levels than those found in nations 
with the highest levels of social inequality. In re-
cent years, the GINI indices of countries with the 
highest levels of inequality have been around 0.60 
(1 = maximum inequality and 0 = total equali-
ty), while the global GINI index is close to 0.70. 
The global GINI index captures the extremes of 
the poorest strata of the poorest countries and 
the richest strata of the richest countries, which 
translates into a higher level of inequality than 
when measured in each country separately. 

The aim of this article is to present health 
inequalities as a global problem that affects the 
populations of poor countries, but also those 
of rich countries, and the continuation of these 
inequalities demonstrates the historical and 
structural roots of this problem. Although this 
discussion is related to discussions about pov-
erty and health, it has a different, more specific 
dimension. Health inequalities are undoubtedly 
one of the most relevant problems in the field of 
population health and they represent a challenge 
to those who seek to overcome them.
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Determinants of health conditions

For many, health is understood as being re-
stricted to biological factors; for others, it is a 
complex phenomenon with multiple determi-
nations that are based on the way people live 
and are organized. For a long period these two 
explanatory theories have formed the basis for 
discussions, and they have competed to provide 
plausible explanations about the health condi-
tions of human populations9-11. The relevance of 
this debate is that it defines the manner in which 
societies organize themselves to solve their health 
problems.

The former theory is based on the develop-
ment of biomedical sciences and their explana-
tions of the mechanisms of diseases, as well as 
alternatives to correct them. It focuses on the 
search for a detailed understanding of human bi-
ology in the expectation that this will provide the 
necessary explanations to understand how hu-
man health disorders occur and how they can be 
corrected. It supports technologies based on pre-
vention, diagnosis, cure and rehabilitation, which 
are available or being developed, and forms the 
basis of what we now call a “modern” health sys-
tem. The development of this system has been 
accelerated by advances in biomedicine and re-
sulting technologies, especially since the second 
half of the twentieth century. 

The latter theory precedes the development 
of biomedicine and argues that there is accumu-
lated evidence that changes in economic, social, 
political, environmental, cultural or behavioral 
contexts affect the health conditions of individ-
uals and populations11-13. Conceptions about the 
social determination of health and disease de-
veloped during the nineteenth century and they 
were expressed in the works of important think-
ers who were mainly located in Europe. These 
pioneers established the idea that the health 
conditions of populations are directly related to 
the context in which they live, and the position 
of individuals in the social pyramid. Of partic-
ular note are studies by Louis René Villermé14 in 
France, Edwin Chadwick15 in England and Ru-
dolf Virchow16 in Germany, all of whom provid-
ed seminal contributions to the theme of social 
determination.

Because we live in an age when these two the-
ories coexist, and biomedical sciences and health 
services are both growing and strengthening, it 
is evident that these theories are in competition 
with each other. Health services, as they are cur-
rently organized, play an important role in cur-

ing and rehabilitating many of the pathological 
processes that afflict individuals. For example, 
prevention actions such as the use of vaccines 
and screening methods for the early diagnosis 
and reduction of damage from pathological pro-
cesses are already available. However, they have 
few resources to deal with the social and environ-
mental determinants that are the source of many 
of the health problems affecting individuals 
and populations. With limited exceptions (vac-
cine-preventable diseases) there has been little 
action regarding the incidence of health events.

This dispute has fueled a prolonged debate 
regarding the importance of each of these theo-
ries in relation to the health conditions of human 
populations. The most elaborate contribution 
was by Thomas McKeown, who from 1950-1980 
wrote an important body of scientific work which 
argued that medical technology and the health 
system played a secondary role in the important 
and positive changes that occurred in the health 
conditions of the English population from the 
late nineteenth century until the second half of 
the twentieth century17,18. McKeown argued that 
these transformations could be explained by im-
provements in general living standards, especial-
ly in terms of diet and nutritional status, which 
were the result of better economic conditions. 
During this period great changes occurred in 
several spheres of life, especially in the economic, 
social, cultural and environmental fields, which 
were the main explanatory factors for the signif-
icant improvements in the population’s health 
conditions. As in the case of England, health con-
ditions in many countries which are now devel-
oped also had their greatest turning point, for the 
better, over the same period. For much of this pe-
riod, most of the preventive, diagnostic or thera-
peutic resources for the diseases and health prob-
lems that exist today were not available. These 
technologies were only invented in the 1930s and 
they were only used in a large-scale in health sys-
tems from the 1940s19. This chronology is central 
to McKeown’s thesis that the immense changes in 
health conditions observed in the late nineteenth 
and early twentieth centuries only minimally de-
pended on biomedical technologies.

Although some of the arguments put forward 
by McKeown have not been fully confirmed, es-
pecially his emphasis on the role of diet and nu-
trition, his argument about the secondary role 
of biomedical technologies has had widespread 
repercussions10,20. While health technologies have 
had been intensely developed over the last de-
cades, and some of them highly effectively, argu-
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ments about the importance of technologies and 
the health system transforming the health con-
ditions of populations have not been empirically 
demonstrated. After the massive introduction 
of biomedical technologies and the expansion 
of health systems, this type of research has be-
come subject to interpretative confusion. At the 
moment that the two effects (social determinants 
and biomedical technologies) became active 
there were clear methodological difficulties in 
separating the effect of each of them. However, 
reinforcing the thesis of social determination, in 
this same group of (developed) countries, despite 
the advances in systems and levels of health that 
have been observed, important differences per-
sist in health conditions when their populations 
are stratified by geographic areas or social or eth-
nic groups5. In addition, periods of crisis are of-
ten accompanied by worsening health conditions 
in the populations of these countries. For exam-
ple, events such as the disintegration of the for-
mer Soviet Union, or the financial crisis of 2008 
which led many European countries to economic 
recession and the implementation of austerity 
policies, were followed by worsening health con-
ditions for their respective populations21.

The study of historical trends in the health 
conditions of populations remains an important 
source of evidence for the social determination of 
health and disease, as well as health differentials 
between countries. A research program that orig-
inated in the economic and demographic scienc-
es has shown a strong relationship between the 
economic development of countries and health22. 
Although it initially focused on economic fac-
tors, this line of research was modified to include 
the effects of different social factors and policies 
(education, public health, etc.).

Social determinants: inequalities 
and equity

As we have seen, since at least the nineteenth 
century evidence has increased that the health 
conditions of a population are related to the 
characteristics of its social and environmental 
context. Poverty, poor housing conditions, an 
inadequate urban environment, and unhealthy 
working conditions are factors that negatively af-
fect the health conditions of a population. At the 
end of the nineteenth century, biomedical scienc-
es emerged and began to have an overwhelming 
influence in providing explanations for health 
problems and diseases, with social and environ-
mental determinants being secondary. However, 

biomedical theories have never adequately ex-
plained many phenomena within a population 
(for example, the rich have better health condi-
tions than the poor) or between populations in 
different countries (for example, richer countries 
have better health conditions than poorer coun-
tries).

With few exceptions, the occurrence of the 
most diverse diseases and health problems is 
aggravated for social groups living in social-
ly disadvantaged situations, in other words, for 
the poorest, ethnic minority groups or groups 
that suffer any type of discrimination. It is not 
by chance that poor countries have worse health 
conditions compared to rich countries. Likewise, 
in any given country, whether rich or poor, the 
poorest regions and the poorest or marginalized 
ethnic groups consistently have worse health 
conditions. Further evidence is provided by the 
fact that when policies which improve econom-
ic conditions or strengthen social protection are 
implemented in any of these countries they have 
positive impacts on health conditions. 

A recent and very important landmark that 
highlighted the persistence of health inequalities 
in developed countries was the so-called “Black 
Report” in the United Kingdom23. In 1977, the 
Health Minister of a socialist government ap-
pointed a commission led by Douglas Black, who 
was then president of the Royal College of Physi-
cians, to analyze the existence of health inequal-
ities. This action was taken because the national 
health system in the UK (NHS), which had been 
created in the 1940s, was founded on the prin-
ciples of fairness and universal accessibility. One 
of the relevant observations of this commission 
was that in the period since the establishment of 
the NHS there had been major improvements in 
the health conditions of the British population, 
regardless of social class (actually occupational 
class). But the most unexpected finding was that 
the differentials of health levels between social 
classes had persisted, and in relation to some 
problems they had actually widened. Further-
more, inequalities persisted regarding the avail-
ability and use of health services. These results 
were presented in 1979, when the British gov-
ernment was then led by the Conservative party, 
which not only resisted its publication but also 
made explicit its non-commitment to the results 
and recommendations in the prologue of the 
report. Nevertheless, this document had an im-
mense impact on subsequent discussions regard-
ing health inequalities in developed countries. In 
terms of academic research it rekindled interest 
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in research on inequalities in health, and in the 
field of politics it stimulated actions by govern-
ments regarding this dimension of inequalities. 
The report explained important moral issues 
experienced by these societies. It exposed a cruel 
aspect of capitalism, even at the advanced stages 
that it had reached in these countries, at a time 
when these societies would have been expected 
to be reasonably just in relation to their citizens. 

At this point it is important to establish the 
differences between inequalities and inequities 
in health24,25. Inequalities refer to perceived and 
measurable differences that exist in health con-
ditions, or are related to differences in the access 
to prevention, cure or rehabilitation of health 
(inequalities in health care). Health inequities, 
on the other hand, refer to inequalities that are 
considered to be unjust or that stem from some 
form of injustice. It reflects on a society how it 
translates existing inequalities and differentiates 
them into just or unjust ones, and this translation 
varies among societies. In many societies, huge 
differentials in health levels between individuals 
at the top or bottom of the social pyramid are 
not perceived as being unjust. This can happen 
in developed, poor, or developing countries. 
Conversely, in other societies relatively small dif-
ferences in health levels can be translated into a 
strong public perception of inequity. This hap-
pens, for example, in some Scandinavian coun-
tries. This issue is important because although 
inequalities are the subject of discussions in the 
scientific field and several methods have been 
developed to measure them, which facilitates 
comparative studies of health inequalities both 
within and between societies, it is more difficult 
to objectively measure inequities because they 
translate the way that societies perceive and inter-
pret these inequalities, even though it extremely 
important to understand them. The conditions 
for formulating concrete political actions aimed 
at minimizing existing inequalities emerge at the 
moment when inequalities become iniquities. 

In recent decades, the growth of the neolib-
eral perspective and individualism has strength-
ened the belief that events within society are the 
responsibility of the individuals who suffer them, 
minimizing the view of society as a social and 
collective phenomenon. This perception of the 
world has been the foundation for influential po-
litical forces to interpret inequalities as the fruit 
of individual problems and to deny that they are 
an expression of injustice, leading to the argu-
ment that there is therefore no need for govern-
ment policies and actions to minimize them.

However, the issue of social inequalities in 
health has grown within intellectual and ac-
ademic debates in recent decades around the 
world. The availability of data from a variety of 
sources has uncovered and provided new evi-
dence regarding the extent of health inequalities 
and, furthermore, shown that in many contexts 
they are increasing. A few countries (especially 
in Europe) have used this evidence to introduce 
actions based on social determinants into their 
health policies and to partially reduce inequali-
ties; however, the vast majority have not placed 
this issue among their political priorities. 

At the international level, the importance 
of social determinants of health became more 
prominent at the time of the creation of the World 
Health Organization (WHO) Commission on 
Social Determinants of Health. This high-level 
commission was created by the Director-General 
of the WHO in 2005 with the mission to orga-
nize the evidence regarding the actions necessary 
to promote equity in health at the global level. 
In its final report, which was published in 2008 
with the provocative title of “Closing the gap in 
a generation”26, after a thorough analysis of the 
evidence of the importance of social inequalities 
in health in determining many health problems 
the Commission called on the WHO and all 
world governments to work towards reducing 
all forms of health inequalities26. The Commis-
sion synthesized its recommendations into three 
central points: 1) to improve daily living condi-
tions; 2) to combat the unequal distribution of 
power, money and resources; and 3) to measure 
the magnitude of the problem and evaluate the 
impact of actions. The Commission’s report was 
followed in 2011 by the 1st World Conference on 
the Social Determinants of Health, which was 
convened by the WHO and held in the city of 
Rio de Janeiro, Brazil with the participation of 
delegates from 125 different countries. The main 
output of the conference was the Rio Political 
Declaration on Social Determinants of Health, in 
which delegates affirmed their “determination to 
promote social equity and health through actions 
on the social determinants of health and well-be-
ing implemented through a broad intersectoral 
approach”27.

Theories that seek to explain 
health inequalities

Studies about health inequality which start 
from different theoretical foundations in terms 
of their empirical investigations offer different 
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interpretations and solutions in relation to the 
problem. Although they have tended to focus 
primarily on explaining inequalities among so-
cial groups within the same nation, similar the-
oretical foundations can serve as a basis to inter-
pret inequalities between nations and also global 
inequalities. To summarize, it is possible to state 
that these theories are organized into two types 
of explanations; one based on individuals and 
another based on structural explanations5,28.

The explanations based on individuals are 
very popular among Anglo-Saxon authors; how-
ever, they are grouped into different tendencies 
and those that stand out are as follows: those that 
focus on the material dimensions of life, especial-
ly regarding the form in which the wealth of soci-
ety is distributed among its members; those that 
focus on cultural-behavioral dimensions (life-
styles); and those that emphasize psychosocial 
dimensions, i.e. how individuals interpret their 
position in the social hierarchy and the links be-
tween this perception and subsequent biological 
phenomena (e.g. stress mechanisms), with their 
potential pathogenic effects. The psychosocial 
theory originated in the 1960s and 1970s through 
the works of John Cassel29,30. However, anoth-
er line of study, initiated by Richard Wilkinson, 
constituted a new and interesting evolution of 
the original theory31,32. Wilkinson developed the 
idea that inequalities not only determine differ-
ences in the material world, and therefore explain 
pathologies related to various deficiencies (e.g. 
famine, poor housing or sanitation conditions, 
and insufficient income to cover the costs of rear-
ing children), but that inequalities themselves 
generate complex psychosocial phenomena that 
are expressed in pathogenic phenomena, in other 
words, social inequalities have pathogenic prop-
erties. This concept was subsequently expanded 
to (partially) explain existing inequalities among 
other forms of stratification and discrimination, 
such as, for example, between genders and eth-
nicities33.

The structural explanations focus on the idea 
that the social determinants which generate in-
equalities in health are shaped by determinants 
that exist within the superstructure of society, i.e. 
politics, productive organization, etc. The polit-
ical definitions that organize the state will also 
result in political options that will either favor or 
reduce health inequalities. Reinforcing this theo-
ry, and providing contrary evidence to those who 
still believe in distributive possibilities and the 
consequent reduction of inequalities within the 
capitalist framework, recent empirical evidence 

from a study by Piketty34 shows that capitalist ac-
cumulation tends to be differential. It is greater 
between favoring those who have already accu-
mulated, which results in the expansion of social 
inequalities. This tendency can be contained or 
mitigated by distributive policies, when they are 
eventually adopted.

New scenarios regarding social inequalities
in health

In a world undergoing intense transforma-
tions, some social processes are amplified by the 
process of globalization and they grow in im-
portance because of their implications for health 
inequalities. Due to their current relevance and 
their implications in relation to health inequal-
ities, the following two aspects will be now be 
highlighted: urbanization and migration.

Urbanization and the importance of cities

In 2014, 54% of the world population lived 
in urban areas. In 1950, this percentage was only 
30% and it is estimated that in 2050 this percent-
age will exceed 70%. The highest rates of urban-
ization are in North America (82% of the popu-
lation) and the lowest are in Africa (40% of the 
population). Latin America and the Caribbean 
have high urbanization rates, with 80% of their 
population concentrated in urban areas, rates 
that are close to that of North America35.

This intense growth in urbanization was due 
to the massive transfer of the rural population to 
urban areas. The definition of urban can range 
from agglomerations with a few thousand inhab-
itants to megacities with several million inhab-
itants. In relatively restricted areas these centers 
group together a large number of people. These 
agglomerations create a series of problems and 
challenges which have repercussions in the health 
sphere; there tends to be an unequal and unfair 
distribution of space between social groups.

The patterns of inequalities that already ex-
ist in societies are reflected within these restrict-
ed spaces and it is possible to clearly see the ills 
that are generated by social inequalities and their 
deleterious effects on human health. In the nine-
teenth century, Villermé showed how the social 
and environmental differences between different 
neighborhoods in Paris were reflected in unequal 
mortality rates14 and these inequalities, although 
on a smaller scale and with less visibility, persist 
to the present day36. In many poor and develop-
ing countries with high levels of social inequal-
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ities, urbanization becomes synonymous with 
inequality and exclusion in all its forms.

Migrations and the limits of human 
movements

Since time immemorial, sectors of popula-
tions or even whole populations have moved to 
new destinations for various reasons. In 2013, 
it was estimated that 232 million people - 3.2% 
of the world’s population - lived outside their 
country of birth, and another 700 million were 
internal migrants in their own country of birth35. 
The patterns and motives for these migratory 
movements have changed greatly over time; how-
ever, it is clear that the majority of migrants who 
cross national borders do so in search of better 
economic and social opportunities. In recent de-
cades, exacerbated disparities between nations, 
global economic expansion, geopolitical trans-
formations, wars, ecological disasters and many 
other occurrences have had, and will continue to 
have, a profound impact on people’s decisions to 
move to other nations. The recent phenomenon 
of the massive migration from some Arab coun-
tries to Europe is an example of the explosive and 
uncontrolled possibilities that the migratory is-
sue can generate (https://www.socialeurope.eu/
focus/europes-refugee-crisis/). 

The migratory issue introduces an important 
point into the debate on inequalities. Estimates 
show that social inequalities between countries 
account for a larger share of global inequalities 
than inequalities within countries. While in-
equalities within nations are much more related 
to class issues and other processes of social strati-
fication, inequality between nations raises the is-
sue of place of birth, or what has been termed the 
“citizenship prize”, which is related to history and 
the overall process of development of nations6,7. 
Returning to the question of life expectancy 
mentioned above, a child born in Sierra Leone 
in 1990 only had an average life expectancy of 38 
years, which was less than a child born in Japan in 
the same year (46 years compared with 84 years). 
Therefore, the issue of where one is born takes 
on great importance, and the migratory move-
ment is defined by this attempt to change what 
was to some extent established by one’s place and 
moment of birth. However, in a globalized world, 
in which capital, commodities and human be-
ings circulate, there are serious limitations on the 
movement of people, especially when they wish 
to move between nations.

Global health conditions: 
the expansion of inequalities

At the global level, indicators of the health 
conditions of populations generally show pos-
itive trends. However, more detailed observa-
tions of the existing evidence demonstrate that 
this picture is much more dynamic, with the 
persistence of health problems or diseases that 
should have been eradicated or controlled and 
the emergence of unexpected health problems 
or diseases. In fact, inequalities in the level of 
health persist and, in many cases, have increased 
between nations or between regions and social or 
ethnic groups within the same nation.

A brief summary of inequalities 
between nations

An estimated 800 million people worldwide 
are chronically hungry. One in six children in 
developing countries is underweight, and more 
than one-third of deaths among children under 
five are attributable to malnutrition37. Insuffi-
cient access to safe and nutritious food exists 
despite the fact that global food production is 
sufficient to cover 120% of global dietary needs.

Life expectancy at birth is an important 
marker of health conditions and the chances of 
survival for a population. On the global average, 
the life expectancy at birth of an individual in 
1990 was 64 years; in 2013 that number had in-
creased by seven years to 71 years. However, as 
averages these values ​​conceal a series of inequal-
ities. For example, in 2013 the average life expec-
tancy at birth in countries ranged from a mini-
mum of 46 years (38 in 1990) in Sierra Leone, to 
84 (79 in 1990) in Japan. By 2013, life expectancy 
had increased in both countries and although the 
gap has narrowed slightly (from 41 to 38 years) 
they are still at unacceptable levels38. 

Children are especially sensitive to social and 
environmental adversities. Despite advances in 
recent decades, it is estimated that 6.3 million 
children under the age of five died in 2013, most-
ly due to preventable causes in poor or develop-
ing countries. Children in sub-Saharan Africa 
are 15 times more likely to die before their fifth 
birthday than children in the world’s developed 
regions. In 2015, the highest mortality rate was 
observed in Afghanistan (115 deaths per 1,000 
live births) and the lowest was in Monaco (1.8 
deaths per 1,000 live births)39. From 1990, when 
the Millennium Development Goals were estab-
lished, to 2015 the global infant mortality rate fell 
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from 62 to 32 deaths per 1,000 live births. De-
spite this substantial reduction (around 50%) the 
established target was not reached, which was to 
reduce the 1990 rate by two-thirds. 

Today, infectious diseases continue to be the 
leading cause of death for children and they are 
also a major cause of death in adults. Globally, 
three of the top ten causes of death are infectious 
diseases. These also account for 16% of deaths 
each year. Most of these deaths occur in poor and 
developing countries and they are attributable to 
preventable or treatable diseases such as diarrhea, 
respiratory infections, HIV/AIDS, tuberculosis 
and malaria. Although there have been signif-
icant advances in interventions to prevent and 
treat most of these diseases, such interventions 
are not always available for the populations that 
need them. Taking the example of tuberculosis, 
which is a disease highly linked to the conditions 
in which afflicted populations live and whose oc-
currence changes rapidly when these conditions 
change, in 2013 it was estimated that nine million 
people became sick with tuberculosis worldwide, 
with most of these cases (56%) occurring in 
Southeast Asia and the Western Pacific. However, 
Africa had the highest incidence of tuberculosis, 
with 280 cases per 100,000 inhabitants. Of these 
cases, around 500,000 were caused by multi-drug 
resistant tuberculosis (MDR-TB) bacilli, which, 
in addition to causing more severe diseases, often 
increase treatment costs, making them prohibi-
tive for the majority of patients living in pover-
ty. In the same year, the estimated total number 
of deaths from tuberculosis was 1.5 million. Of 
these deaths, more than 95% occurred in devel-
oping countries, although the death rate fell by 
45% between 1990 and 201340.

Non-communicable chronic diseases 
(NCDs) as a whole are responsible for a signif-
icant proportion of the world’s burden of dis-
eases, accounting for almost two-thirds of global 
deaths (36 of the 57 million deaths in 2008). The 
main health problems in this group are cardio-
vascular diseases, cancers, chronic respiratory 
diseases (such as COPD and asthma) and diabe-
tes. Although other diseases, such as mental and 
neurological diseases (including various forms 
of dementia), contribute to the high burden of 
morbidity (lower mortality), they have not been 
prioritized in global plans. NCDs are increas-
ing rapidly in developing countries, where they 
impose large-scale human, social and economic 
costs, many of which could be avoided with well-
known, cost-effective and feasible interventions. 
Although they were initially associated with 

wealth, evidence shows that about 80% of NCD 
deaths occur in developing countries. Even in 
sub-Saharan nations, where communicable dis-
eases, maternal and perinatal issues, and nutri-
tional deficiencies are still more important when 
taken together, they are in decline, whereas cases 
of NCDs are growing rapidly. This picture has re-
sulted in projections that by 2030 NCDs will be 
the most frequent cause of death on the African 
continent41.

It is estimated that more than five million 
(9%) of deaths occurring globally are related to 
various forms of violence. Approximately a quar-
ter of these deaths result from suicide and homi-
cide, and traffic accidents are responsible for an-
other quarter. The various types of violence vary 
in different regions of the world, but, in general, 
their rates are always higher in poor and develop-
ing countries42.

The growth in health inequalities: 
possible solutions

The construction of a more equitable world 
has been the aspiration of different political 
movements which understand that reducing in-
equalities in the various spheres of human life is 
essential and guarantees the existence and sus-
tainability of human society. Health inequalities 
expose one of the facets of inequalities that are 
prevalent among human beings, the cruel and 
damaging effects on one’s own existence, which 
is reflected in the immense differences in life ex-
pectancy or the burden of disease and suffering. 

The evidence of the importance of social de-
terminants in explaining health inequalities is 
compelling. However, although there are clear 
academic and political arguments that favor the 
implementation of actions to redress the deter-
minants of health inequalities, policies to miti-
gate these inequalities have been scarcely imple-
mented as part of the public policies of national 
governments, and still less to alleviate inequali-
ties between nations. There are several reasons 
for this lack of political motivation; however, 
some aspects have been recurrent in the literature 
regarding health inequalities.

One of the first aspects to consider is the con-
solidation of a health system based on biomedi-
cal knowledge and the resulting technologies, to-
gether with strong industrial and service sectors. 
These forces tend to generate and consolidate 
health systems that are only slightly affected in 
conceptual and structural terms, or favor actions 
directed at the social determinants of health.
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The conceptual, moral, and political differ-
ences that exist in relation to the inequalities 
between social groups within the same nation 
and the inequalities between different nations 
have to be considered. The former is more often 
understood as being iniquitous than the latter. 
For example, this is explicit in the work of the 
influential moral philosopher John Rawls. In The 
Theory of Justice42 Rawls establishes the principles 
of justice that should be established between in-
dividuals and groups within the same society; he 
does not consider this relevant when the ques-
tion refers to inequalities between nations43. With 
regard to social inequalities in health, something 
similar also occurs. The research and literature on 
health inequalities predominantly focuses on in-
equalities between social groups within the same 
nation. Comparisons between nations (or other 
types of territorial organizations) have been rel-
evant in some research, such as that developed 
by Wilkinson, which demonstrates the centrality 
of the levels of social inequalities of countries in 
relation to the health conditions of their popula-
tions31,32. However, some scholars continue to ar-
gue that social inequalities in health are restricted 
to groups of individuals within the same society5. 
These scholars claim that the research program 
established by Wilkinson and others is “social 
ecology” rather than relating to health inequal-
ities. 

Another aspect is that interventions regard-
ing the social determinants of health require co-
ordinated action in relation to various aspects 
of the life of societies, which in governmental 
terms implies multisectoral actions. The latter, 
even when they are desired, are always difficult 
to coordinate and implement from the political 
and technical points of view. Nevertheless, efforts 
to overcome this issue have been forthcoming. 
The most advanced initiative to overcome this 
dilemma has emerged in some European coun-
tries, where the most recent action in the field 
of health inequalities has been the creation and 
implementation of the concept of “health in all 
policies”44. This strategy aims to include health 
considerations in the formulation of policies in 
different sectors such as labor, agriculture and 
land use, housing, public safety, education, trans-
portation, social protection, etc. 

In the wake of the repercussions of the “Black 
Report”23 and other important studies that have 
followed, some developed (mainly European) 
countries have experimented with coordinated 
government actions in the field of health in-
equalities25. All these countries have information 

systems and analysts capable of interpreting ex-
isting levels of health inequalities, but only a few, 
generally among those with the lowest levels of 
inequalities, have implemented policies focused 
on reducing health inequalities. This observation 
draws attention to the important discussion in-
volving inequalities and inequities. The existence 
of inequalities, and their magnitude, does not 
immediately result in moral imperatives or gen-
erate political actions within a society. In some 
societies, relatively small levels of health inequal-
ities have generated strong policy actions to re-
duce them (e.g. some Scandinavian countries), 
while others, with broad levels of health inequal-
ity, are not motivated to alleviate them (e.g. some 
Latin American countries). 

In poor and developing countries, where 
health inequalities are of the highest magnitude, 
there are few examples of the latter being among 
the priorities of public policy. For example, fol-
lowing the establishment by the WHO of its 
Commission on Social Determinants of Health, 
Brazil, which is a country with immense social 
and health inequalities, created its own national 
commission45. However, after two years of work 
this commission produced a report which, in the 
main, was not assimilated into government ac-
tions46. Nevertheless, over the last two decades the 
implementation in many developing countries of 
redistributive policies such as income-transfer 
and micro-credits47, which are non-health poli-
cies, have had positive effects on health inequal-
ities48.

With regard to inequalities between coun-
tries, the proposals and actions have been even 
more timid. For example, the final report of the 
WHO Commission on Social Determinants of 
Health26 places great emphasis on inequalities 
within a particular society and less on inequali-
ties between nations. It has a chapter dedicated to 
the issue of health inequalities in the global sense, 
which focuses on the need to strengthen so-called 
“global governance” and explains the need for 
coordination among various intergovernmental 
agencies. Some of these ideas were subsequently 
deployed in actions, such as the Millennium De-
velopment Goals (MDGs), which focused on the 
eradication of extreme poverty from 2000-2015 
and their successor, the Sustainable Development 
Goals (SDGs), which include the additional as-
piration of sustainable development in its three 
forms (economic, social and environmental) 
during the period 2016-2030. 

More recently, another group (The Lancet, 
University of Oslo Commission on Global Gov-
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ernance for Health)49 has made advances in un-
derstanding and proposing actions in relation 
to global inequalities. The latest document pro-
duced by this group entitled “The Political Or-
igins of Health Inequity: prospects for change” 
is intended to convey a strong message to the in-
ternational community and to all actors who in-
fluence global governance processes: we must no 
longer simply consider health to be a biomedical, 
technical issue; we recognize the need for multi-
sectoral and global actions and justice to address 
health inequalities49. 

In conclusion, although interest in the issue 
of health inequalities has increased from the ac-
ademic point of view, this interest has only had 
a limited impact on public policies aimed at 

improving the health of populations. Social in-
equalities in health are a global problem that, to 
a greater or lesser extent, affects all human soci-
eties. They are mainly due to the inequalities that 
exist between the different social groups in each 
society. Although the inequalities that exist be-
tween different societies and nations are relevant, 
and are often of a greater magnitude, they are not 
always considered to be unjust, and as such they 
are subject to political actions. The most plausi-
ble theory that has been put forward to solve the 
latter type of inequalities has been to improve the 
mechanisms of global governance, insofar as this 
includes an understanding of how nations were 
historically founded and the effect of the position 
of each country in the global productive system6.
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