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Glossary 
autonomy: �The degree of � access to, and control over, material resources (including food, income, land and other 
forms of wealth) and to social resources (including knowledge, power and prestige) within the family, community and 
society at large� (Jejeebhoy 2000:205).   
 
catastrophic (health care) payments: combined levels of health care payment (including, for example, fees, drug 
costs and transport costs) that are at such a high level they force households to reduce spending on other basic 
goods, sell assets or incur high levels of debt, ultimately risking impoverishment (McIntyre 2007) .  
 
civil society: The common understanding is that civil society embraces the general public at large, representing the 
social domain that is not part of the State or the market. Lacking the coercive or regulatory power of the State and the 
economic power of market actors, civil society provides the social power of its networks of people. Its ideas, 
information, services and expertise are used to advance the interests of people by seeking to influence the State and 
the market. It is a sphere where people combine for their collective interests to engage in activities with public 
consequence�  (WHO 2002).  
 
civil society organisations (CSOs): CSOs are �non-state, not-for-profit, voluntary organisations formed by people 
within the social sphere of civil society. These organisations draw from community, neighbourhood, work, social and 
other connections. CSOs have become an increasingly common channel through which people seek to exercise 
citizenship and contribute to social and economic change. They cover a variety of organisational interests and forms, 
ranging from formal organisations registered with authorities to informal social movements coming together around a 
common cause� (WHO 2002).  
 
commercialisation: commercialisation within health systems encompasses: �the provision of health care services 
through market relationships to those able to pay; investment in, and production of, those services, and of inputs to 
them, for cash income or profit, including private contracting and supply to publicly financed health care; and health 
care financing derived from individual payment and private insurance� (Mackintosh and Koivusalo 2005:3). 
 
cross-subsidy: income cross-subsidy: whereby the wealthy make greater contributions to health care funding than 
the poor, but all have access to the same range of services; risk cross-subsidy: whereby people with a greater need 
for health care (i.e. high-risk individuals) are able to use more health services than those who are healthy (i.e. low-risk 
individuals), irrespective of the contribution made by each income group� (McIntyre 2007). 
 
district health system:  this is comprised of a well-defined population, living within a clearly delineated administrative 
and geographical area, and including all organisations and individuals promoting health or providing health care (WHO 
1998).   
 
health literacy: people�s ability to access and understand basic health information and health systems, and to use 
such information and systems in ways that are health-enhancing and that support action on health.   
 
health system: includes all actions whose primary purpose is to promote, restore, or maintain health (WHO 2000). 
 
inequality reducing health care: systems of health care from which the poor receive a greater level of public 
expenditure (subsidy) than their share of market-generated income (but also, from which the rich may capture a larger 
share of public health care spending than the poor) (Mackintosh 2007). 
 
institutions: the rules, laws, customs and norms that constrain and structure the actions of individuals, and show 
stability and legitimacy over time; they act as a barrier to change and have long-term often unpredictable effects 
(Hudson and Lowe 2004; Buse et al. 2005). 
 
intersectoral action for health (IAH) is �a recognized relationship between part or parts of the health sector with part 
or parts of another sector which has been formed to take action on an issue to achieve health outcomes (or 
intermediate health outcomes) in a way that is more effective, efficient or sustainable than could be achieved by the 
health sector acting alone� (WHO 1997). This definition is interpreted to include collaborative action between different 
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departments and bodies within government, as well as between actors within and outside government, such as civil 
society organisations, for-profit private organisations and communities.  
 
mandatory health insurance: �a health insurance to which certain population groups or the entire population must 
belong by law� (and which imply income and risk cross-subsidies) (McIntyre 2007) 
 
policy: broad statement of goals, objectives and means that create the framework for activity. Often takes the form of 
explicit written documents, but may also be implicit or unwritten (Buse et al. 2005). 
 
policy process: the way in which policies are initiated, developed or formulated, negotiated, communicated, 
implemented and evaluated (Buse et al. 2005). 
 
(policy) actor: individuals, organisations, or even the state and their actions that affect policy (Buse et al. 2005). 
 
population health: not simply the sum of the health of individuals as it also entails consideration of the patterns of 
health distribution throughout the population, considering economic, social and cultural subgroups (Starfield 2001). 
 
Primary Health Care is understood as a strategy for organising health systems to promote health. It encompasses 
essential health care made universally available to individuals and families by a means acceptable to them and at a 
cost that the society can afford, as well as intersectoral action for health. It is the nucleus of a country�s health system 
and contributes to national socio-economic development. It is founded on recognition of the need for political action to 
address the social determinants of health inequity, taking account of the particular configuration of power relations 
within any society (PAHO 2007). 
 
pro-poor health care: systems of health care in which the poor capture a larger share of public health care spending 
than the rich  (Mackintosh 2007). 
 
purchasing refers to the transfer of pooled funds to providers to pay for the health services used by the population 
(Kutzin 2001).   
 
redistributive health care: see inequality reducing health care and pro-poor health care. 
 
risk equalisation: �a mechanism whereby revenue accruing from contributions to several health insurance schemes 
� is pooled and the individual schemes allocated an amount which reflects the expected costs of each scheme 
according to the overall ill-health risk profile of its membership� (calculated on the basis of the relative risk of incurring 
health expenditure) (McIntyre 2007:xii).  
 
social empowerment: �people�s ability to act through collective participation by strengthening their organisational 
capacities, challenging power inequities and achieving outcomes on many reciprocal levels in different domains: 
psychological empowerment, household relations� transformed institutions, greater access to resources, open 
governance and increasingly equitable community conditions� (Wallerstein 1992). 
 
social mobilisation: encompasses a range of activities aimed at increasing social awareness of health and health 
systems, strengthening health literacy and enhancing social capacities to take health actions.  Social mobilisation can 
improve the performance of health systems and the health outcomes for communities, especially in relation to health 
promotion and public health activities.  
 
universal coverage (UC): this is situation where the whole population of a country has access to good quality 
services according to needs and preferences, regardless of income level, social status, or residency. It is an absolute 
concept in relation to population coverage (100%) with the same scope of benefits extended to the whole population 
(but the range of benefits varies between contexts); and it  incorporates the policy objectives of equity in payments 
(the rich should pay more than the poor), financial protection (the poor should not become poor as a result of using 
health care) and equity of access or utilisation (implying distribution according to need rather than ability to pay, and 
requiring equity in the distribution of spending and resources) (Kutzin 2001; Mills 2007). 
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Political Briefing:  Report of the Health Systems Knowledge Network 
This briefing note presents key messages of the final report of the Health Systems Knowledge Network established by 
the World Health Organization�s Commission on the Social Determinants of Health.  The messages have been 
formulated for the political executive, particularly Ministers of Health, and their senior advisors.  They have been 
generated by Network members and are based on review of evidence and experience (members were drawn from a 
range of policy, civil society and academic bases across the world).  
    
In the report, health systems are seen to include all activities whose primary purpose is to improve health.  The 
report discusses important health system features and actions that can address health inequity.  While it focuses on 
low- and middle-income countries, many of the recommendations may be appropriate to high-income countries.  The 
messages are complementary to, and do not repeat, those in the reports of the Women and Gender Equity and 
Globalisation Knowledge Networks.  More detailed messages on the role of public health programmes in addressing 
health inequity will be presented in the forthcoming report of the Priority Public Health Conditions Knowledge Network.  
 
Why health systems matter to the social determinants of health inequity  
 
1. Health systems offer general population benefits that go beyond preventing and treating illness.  

Appropriately designed and managed, they:  
 

o provide a vehicle to improve people's lives, protecting them from the vulnerability of sickness, 
generating a sense of life security and building common purpose within society; 

o ensure that all population groups are included in the processes and benefits of socio-economic 
development; and 

o generate the political support needed to sustain them over time.  
 
2.  Health systems promote health equity when their design and management specifically consider the 

circumstances and needs of socially disadvantaged and marginalized populations, including women, the poor 
and groups who experience stigma and discrimination, enabling social action by these groups and the civil 
society organisations supporting them. 

 
3. Health systems can, when appropriately designed and managed, contribute to achieving the Millennium 

Development Goals. 
 
 
Critical health system features that address health inequity  
 
4. The key overarching features of heath systems that generate preferential health benefits for socially 

disadvantaged and marginalized groups, as well as general population gains, are: 
 

• the leadership, processes and mechanisms that leverage intersectoral action across government 
departments to promote population health; 

 
• organisational arrangements and practices that involve population groups and civil society 

organisations, particularly those working with socially disadvantaged and marginalized groups, in 
decisions and actions that identify, address and allocate resources to health needs; 

 
• health care financing and provision arrangements that aim at universal coverage and offer particular 

benefits for socially disadvantaged and marginalized groups (specifically: improved access to health 
care; better protection against the impoverishing costs of illness; and the redistribution of resources 
towards poorer groups with greater health needs); and 

 
• the revitalization of the comprehensive primary health care approach, as a strategy that reinforces 

and integrates the other health equity-promoting features identified above.   
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Actions to address health inequity 
 
5.  To strengthen health systems and address health inequity, Ministers of Health and other government leaders 

must take action to: 
 

• secure political commitment to social and economic policies that support equity, founded on social 
and economic rights and operationalised through the comprehensive primary health care approach, 
providing a basis for the social and institutional action necessary to promote health among socially 
disadvantaged and marginalized populations; 

 
• establish the legal provisions and policy frameworks that, coordinated across sectors, enable and 

sustain equitable health system development, such as the frameworks governing:  
o the co-ordination of decision-making responsibilities and authorities between sectors and 

across levels of the health system; 
o opportunities to engage civil society in health system decision-making and action, especially at 

the local level; 
o the funding basis of the health system; 
o entitlements to health care; 
o regulation of the private sector; and 
o human resource development and management. 

 
• secure increases in government expenditure on the health sector, for example, by re-prioritising 

health within the government budget, widening the tax base and improving tax collection, and securing 
international funding support; 

 
• re-allocate government resources (in combination with other resources) between geographical areas, 

populations, levels of the system and forms of health care in response to the needs of population health 
and capacity development, rather than according to historical spending patterns; 

 
• remove user fees for public services; 

 
• prioritise primary health care in public health system investment strategies; and  

 
• empower and enable local level public sector managers to re-orient the routine practices of health 

systems towards equity goals, by nurturing an ethic to sustain such action, providing them with skills and 
information tools, and securing authority and support to make decisions.  

 
6. The political leadership necessary to initiate and sustain these actions involves: 
 

• building coalitions of support with like-minded actors based inside and outside government through: 
o looking for evidence on, and demanding investigation of, differentials in health status between 

areas and populations; 
o framing issues in terms that allow broad-based support for health equity to be built and support 

the specific actions needed to revitalize health systems, as well as to counter the values and 
norms that undermine equity goals; 

o engaging, motivating and leading those working within the public health sector in support of 
health equity goals and actions;  and 

o identifying opponents and obstacles, working around them strategically and countering their 
influence. 

 
• establishing policy goals that drive wider action by focusing on health inequities and on the 

investments, policies and institutions needed to tackle them, and  encouraging implementation 
processes that stimulate innovation and learning in pursuit of health equity goals; and 

 
• demonstrating, by personal example, the values of integrity and transparency.  
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Executive Summary:  Report of the Health Systems Knowledge Network 
 

Introduction 
The World Health Organization�s Commission on the Social Determinants of Health identifies health systems as a site 

for action to promote greater equity in health.   Accordingly, the Commission tasked its Health Systems Knowledge 

Network with synthesizing evidence to inform health system action against the root causes of health inequity.  Health 

systems were seen as encompassing �all the activities whose primary purpose is to promote, restore, or maintain 

health� (WHO 2000) and as a vital part of the social fabric of any country, providing not only services and influencing 

health, but also reflecting the dominant social values.   

 

The Commission directed the Network�s attention to relevant features of national health systems that may be 

strengthened to address health inequity.  This approach provided a broad focus but, to some extent, limited the range 

and depth of the issues addressed. Complementary work by other Knowledge Networks more fully addresses the 

connected issues of: the role of priority public health conditions; gender inequities in employment, management and 

health care delivery; and the influence of globalisation over health systems (specifically through international human 

resource migration, trade in heath services, intellectual property rights legislation and international assistance).  

 

This executive summary presents the key conclusions and recommendations of the Health Systems Knowledge 

Network�s final report and is primarily addressed to:  Ministers of Health and senior government officials; civil society 

organisations at local, national and international level; and officials working within international health agencies.  Our 

findings reflects two years of discussions and draws on: reviews of relevant literature generated over the past few 

decades; 30 specially commissioned peer-reviewed papers and case studies (available at www.wits.ac.za/chp/); and 

the policy, civil society and academic expertise of the 15 Knowledge Network members, as well as a wider circle of 

authors and reviewers.   

 

We focus primarily on the situation in low- and middle-income countries, although there are lessons of relevance to 

high-income countries.   Our recommendations are underpinned by three understandings derived from our review of 

international experience:  

•  The experience of health systems is always context-specific and so contextual factors need to be 

considered when applying learning to other settings.  However, health system development is not fully 

determined by context:  equitable health systems have broad features in common that can be nurtured by 

context-sensitive strategies for health system transformation. 

• Placing health equity as the central goal of health systems requires substantial and co-ordinated re-

orientation through re-framing of policy and institutional transformation.  This in turn requires active 

management of the policy development and implementation process and needs to be based on the wider 

political and policy commitment to social equity through which such action is enabled. 
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• Despite the increasingly plural nature of health systems (especially with respect to health care provision), 

the public sector plays the primary role in working towards health equity and should be strengthened to 

achieve this function. 

 

Why do health systems matter? 
Social determinants usually identified as influencing health and health equity include those such as housing, 

employment and education (the so-called �upstream� factors).  Growing evidence from a range of disciplinary 

perspectives shows, however, that health systems are themselves social determinants.  They are seen more 

commonly as �downstream� determinants (for example, in the extent to which they allow access by the disadvantaged 

to health care services), but this report shows how health systems have �upstream� influence as well, extending even 

to impacts on the broader socio-political environment.  

 

Overall, the evidence demonstrates that, when appropriately designed and managed, health systems can address 

health equity. They do this when they specifically address the circumstances of socially disadvantaged and 

marginalized populations, including women, the poor and other groups excluded through stigma and discrimination. 

They also generate wider benefits: a sense of life security, well-being, social cohesion and confident expectation of 

care in times of illness; and they may be influential in building societal and political support for governments that 

promote health equity. Health systems can, thus, contribute to achieving the Millennium Development Goals.  

 

All too often, health systems fail to realise this positive potential.  Opportunities to mitigate the harmful health and 

equity effects of social stratification are missed.  In some instances, health systems actively perpetuate injustice and 

social stratification. There are examples of health systems that: fail to apply their expertise to address the social 

determinants of health; fail to contribute to social empowerment in the interests of health equity; institutionalise health 

care arrangements that create financial and geographic barriers to access for disadvantaged groups; alienate 

disadvantaged groups through culturally insensitive and sometimes antagonistic health worker and institutional 

practices; and impoverish the poor whilst allowing the rich to capture greater levels of public health care spending.  

 

Such failures have been entrenched by the macro-economic policies and neo-liberal health sector reforms that have 

dominated health system development over the last decades. Commercialisation and globalisation have undermined 

the capacities of health systems in low- and middle-income countries to address health inequity. This can clearly be 

seen in the impoverishing cost burdens that result from charging fees for public health services (a neo-liberal reform 

associated with commercialisation), and the international migration of scarce human resources (a defining 

characteristic of globalisation). The norms and values that are commonly embedded within health systems also 

sustain practices that contribute to health inequity, such as gender discrimination in employment and care. Other 

ingrained approaches, such as the bio-medical, curative care orientation of service delivery, block initiatives to re-

orient health systems to promote health and health equity.  
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Yet there are inspiring examples of health systems that choose to champion social justice, even in very low-income 

settings.  A growing body of epidemiological, economic and other evidence, including both country-specific and cross-

country investigations, also highlight what needs to be done within health systems to generate health and health 

equity gains. Although this evidence base has limitations, particularly evidence from low- and middle-income 

countries, and despite the fact that health system change is always complex, the diverse evidence we synthesize 

provides a surprisingly coherent and robust basis for action. Even where evidence is thinner, the challenges of 

inequity demand innovation and experimentation.  

 

What are the overarching features of health systems that address the social 

determinants of health inequity?  
The Health Systems Knowledge Network concludes that the main features of health systems oriented to population 

health and health equity are: 

• leadership, processes and mechanisms that leverage intersectoral action across government departments 

to promote population health; 

• organisational arrangements and practices that involve population groups and civil society 

organisations (particularly those working with socially disadvantaged and marginalized groups) in decisions 

and actions that identify, address and allocate resources to health needs; 

• heath care financing and provision arrangements that aim at universal coverage and redistribute resources 

towards poorer groups with greater health needs; and  

• the revitalization of the comprehensive primary health care approach as a strategy that reinforces and 

integrates other health equity-promoting features.   

 

A range of epidemiological and other evidence demonstrates that intersectoral action for health and social 

empowerment both offer health and health equity gains.  Intersectoral action for health offers particular benefits to the 

marginalized groups most affected by, and least empowered to take action on elements of the physical and social 

environment that produce illness.  At a population level, meanwhile, social empowerment interventions generate these 

benefits either by addressing the structural causes of ill-health or by empowering low-income groups, women and 

others to take control of their health, for example, by changing risky environments and using available health care.  

 

Universal coverage is achieved when the whole population of a country has access to the same range of quality 

services according to needs and preferences, regardless of income level, social status or residency.  Such systems 

offer particular benefits to the poor by improving their access to health care, protecting them from financial 

impoverishment and ensuring that the rich pay a higher proportion of their income to support health care provision.  

Universal coverage approaches also generally require less administrative capacity and are more sustainable than 

targeted approaches.  
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Parallel bodies of cross-national epidemiological and economic evidence demonstrate that health care systems with 

universal coverage address economic inequality by re-distributing resources from the rich to the poor.  Such systems 

tend to accord public funding a central role, charge no or very low fees for public services, offer a comprehensive set 

of services (with a clear role for primary level care in helping patients navigate the use of referral services) and 

regulate the private sector (including commercial providers and insurers and, in low-income contexts, informal 

providers) to protect equity gains.  Additional strategies are also likely to be necessary fully to address the particular 

barriers to accessing care that disadvantaged and marginalized groups face.  

 

Indeed, a growing body of epidemiological evidence demonstrates the health equity gains of strong primary health 

care systems that place families and communities at the heart of the health system, offering integrated services that 

emphasises health promotion and illness prevention. These systems most effectively address the types of health 

problems predominantly faced by socially disadvantaged groups, offer preferential gains to these groups by timely 

intervention which helps detect and prevent co-morbidity and limits the effects of illness severity, and makes services 

more accessible to them.   Wider evidence also shows that strong primary health care systems lever and enable local-

level intersectoral initiatives and social empowerment that addresses health needs, even in the face of wider 

constraints.   For these reasons, this report sees the comprehensive primary health care strategy - an approach to 

health systems development that extends beyond the primary care level to the health system as a whole - as 

peculiarly suited to informing how health systems can address the social determinants of health. 

 

What actions are needed to operationalise these features within health systems?  
 
RECOMMENDATION 1:  

Ministers of Health and health officials must mobilise intersectoral relationships 

Intersectoral action for health (IAH) refers to relationships between sectors that are formed in order to take action on 

improving health outcomes in a way that has more potential than if the health sector acted on its own.  IAH is a 

complex political process, involving diverse groups in wide-ranging activities. Contextual factors often act as 

obstacles, but can also stimulate opportunities for IAH. Although generally easier to implement at local levels, higher 

level action may better address some of the structural causes of ill-health that most affect socially disadvantaged 

groups. In sum, no single model fits all circumstances.  

 

Country experiences show that Ministers of Health and health managers can play a central role in initiating and 

monitoring, if not also running, intersectoral projects in any setting, including low-income and conflict-affected 

countries; this is because of their explicit concern and understanding for population health.  IAH is time-consuming 

and resource-intensive, however, and so health leaders and officials should make strategic choices about when and 

how to intervene to promote IAH. It is often possible to catalyse action by other sectors or take advantage of 

opportunities for intersectoral action which do not have equity as a stated goal. To leverage intersectoral action 

dynamic health leaders and officials at every level of the health system should:  
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• make the case for intersectoral action, using sound epidemiological and other evidence, to convince other 

sectors to participate; 

• take the strategic needs of other sectors into account, framing objectives in ways that are commonly 

understood and sharing responsibilities and rewards (rather than taking prime responsibility for all the stages 

of developing, implementing and evaluating initiatives); 

• set explicit goals and objectives that give a clear mandate, are clearly linked to activities and yield visible 

results that help build morale as well as provide a good basis for evaluation; 

• build trust-based teams, drawn from actors in different sectors, levels of government and parts of civil 

society,  who together combine the range of skills to develop, implement and evaluate IAH initiatives, and 

manage complex communication and negotiation processes; and 

• build relationships with local or national political leaders and media to garner wider political and social 

support for particular IAH initiatives and for IAH in general.  

 

Additional action at higher levels can enable and sustain local IAH initiatives. As first steps in any context, Ministers of 

Health and senior officials should strive to establish organisational arrangements that allow for on-going dialogue 

across sectors and secure dedicated budgets and performance incentives for participation in IAH, including 

appropriate accountability frameworks and relevant skills training. They may also be able to implement specific high-

level interventions, such as alcohol or tobacco taxation. To achieve these steps they will, in particular, need to secure 

the support of central finance officials by making a persuasive case for how IAH can addresses the particular 

economic and budgetary policy concerns of Treasury. Health officials may also need to lead wider political action to 

offset opposition from powerful actors threatened by specific IAH initiatives, such as the opposition of tobacco 

companies to anti-smoking campaigns and legislation. In politically supportive contexts, Ministers of Health and senior 

officials should seek support for national policy frameworks that work towards institutionalising IAH by making health 

equity the central goal.  Such frameworks should also place mandatory requirements on other government ministries 

to conduct health impact assessments or participate in intersectoral action. In these contexts, it may well become 

more appropriate for Cabinet or inter-Ministerial committees to drive IAH, although the Ministry of Health will always 

play an important role.  

 

RECOMMENDATION 2:  

Ministers of Health, health officials and civil society organisations must facilitate social 

empowerment 

Strategies for social empowerment must be context-specific. In particular, they must take into account the nature of 

the relationships between the state and civil society and the values and norms that underpin policy. Stable, egalitarian 

socio-political contexts and social conditions that promote collective claims to social rights facilitate social 

participation. Also important are organised and capable social networks and civil society organisations (CSOs), 

sustained contact between population groups and health workers, an adequately resourced local health system and 

incentives for collective action.  
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International experience suggests measures that can facilitate social empowerment for health, especially for relatively 

powerless groups who also bear the burden of health problems in every society. Senior health officials and local public 

health system managers must, in broad terms, provide opportunities for such groups to engage in decisions on health 

and tap resources for health, ensuring that health systems respond to needs, and strengthening health worker-

community relationships. At the same time, CSOs serving these groups must facilitate social processes and 

community-led action, including exposing and redressing power imbalances that harm opportunities for health in 

disadvantaged groups. Both sets of actions are enabled by government action to establish statutory rights to public 

information and to recognize, support and fund general mechanisms for direct participation by population groups. 

 

More specifically, health officials can: 

• structure processes that bring professionals into roles that support social mobilisation and support 

and reward these roles;  

• recognize, support and fund mechanisms for direct participation by communities; 

• use participatory processes in planning, and particularly in resource allocation, and make planning 

processes  accessible to public monitoring; 

• establish a mix of legal, media, organisational and communication strategies to monitor, report on and 

hold the health system accountable for its policies and commitments. 

In parallel, CSOs can: 

• provide for the inclusion of population information and preferences in monitoring, lobbying and 

planning; 

• monitor the performance of health systems against social priorities;  

• draw attention to needs and inequities in resource allocation; 

• provide special mechanisms to engage marginal groups; 

• support the development of social capacities for engaging with bureaucracies and authorities; and 

• engage with formal local and national political leaders to strengthen political support for social action and 

participatory processes. 

 

RECOMMENDATION 3:  

Ministers of Health and senior health officials must gradually build up universal coverage  

In low-income countries and post-conflict settings a vital first step towards universal coverage is to mobilise extra 

resources for health care:  for example, by re-prioritising health care within government allocations, widening the tax 

base and improving tax collection, tackling corruption and securing increased international assistance. 

 

The following five steps are then needed in all contexts, most even in post-conflict settings: 

• reduce out-of-pocket payments by removing public sector user fees and developing innovative ways to 

limit other health care costs (such as drug and transport costs); 
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• widen geographical access to comprehensive services by investing in public primary and secondary 

services in currently under-served areas and strengthening referral linkages (strengthening maternal care will 

offer particular benefits for women); 

• re-allocate government resources between geographical areas taking account of population health 

needs and all available funding sources;  

• develop innovative strategies to improve the acceptability and quality of public sector health care; and 

• enhance technical efficiency (especially in relation to pharmaceuticals). 

 

Experience also suggests that, in low-income countries (and some transitional countries), it might be useful to test out 

two other strategies, but, given their limitations, only with adequate monitoring and evaluation:  

• working with non-state providers in low-income populations to extend access and improve quality, 

providing that they complement strategies for universal coverage and do not reinforce inequity and 

stigmatisation; and  

• community-based health insurance (or insurance schemes dedicated to particular population groups) as 

mechanisms for protecting poorer groups against catastrophic payment levels, learning from existing national 

and international experience about how to avoid the many pitfalls of such schemes and extend coverage, 

particularly to the most socially disadvantaged. 

 

Finally, in the complex environments of middle-income countries (including some transitional countries), actions 

should be taken over time to:  

• expand pre-payment funding through a combination of tax funding (used primarily to subsidise poor and 

hard-to-reach groups) and mandatory health insurance (ensuring income-related insurance contributions and 

limiting the tax deductibility of insurance contributions for higher income groups); 

• widen the benefit/service package provided to poorer groups, over time, to minimise catastrophic cost 

burdens and impoverishment; 

• reduce fragmentation and segmentation within the health care system by pooling funds and harmonising 

contribution levels and benefit packages between population groups; 

• where relevant, experiment cautiously with risk-equalisation mechanisms to ensure equitable resource 

allocation between financing schemes; 

• consider carefully if and how to strengthen purchasing strategies, such as contracting arrangements, to 

leverage performance improvements and cost containment, particularly in relation to private health care 

providers; and 

• regulate private insurance to prevent distortions in the overall system that undermine equity, but allowing it 

to act primarily as top-up insurance for the more wealthy. 

 



��������	
���
���
�������
�����������
�����������
���

xiv 

RECOMMENDATION 4: 

Ministers of Health and health officials, working with civil society organisations, must revitalize PHC 

Past experience around Primary Health Care (PHC) � as a combination of the promotion, prevention and care 

elements of health systems, as a strategy for organising the health system that covers the socio-political, economic, 

and biomedical dimensions of health and as a philosophy - has shown both promise and disappointment.  

Nonetheless, there is growing evidence of PHC�s potential to deliver health and health equity gains and internationally 

there have been calls to revitalize the approach and its implementation.  Building on the inspiration that PHC 

continues to generate among health personnel and the general public, the goal is to strengthen national capability to 

reduce health inequity as part of a human development agenda linked, for example, to the Millennium Development 

Goals.     

 

The recommendations outlined above help to operationalised key actions on the social determinants of health 

inequity, namely, intersectoral action for health, social empowerment and re-distributive health care.  These elements 

have historically been identified with comprehensive PHC.  However, additional actions are necessary to revitalize 

PHC and so capture the health and health equity gains that it can deliver.  Recognising the need for contextual 

variation in implementation, current experience indicates that the key steps in all contexts are to:  

• strengthen the local level (sometimes called the District Health System) as the foundation of the health 

system and the focal point for the wider action needed to address the social determinants of health inequity;  

• adequately fund the local level and PHC, within the framework of universal coverage; 

• recognize and tap local-level opportunities for partnership between multi-disciplinary teams of local 

public health professionals, CSOs and local political and community leaders; 

• provide the primary care level with infrastructural and logistical support, especially in terms of drugs, 

technology and transport systems; 

• ensure the availability of local health personnel with the necessary resources, values base and skills to 

take action on health inequity and work with disadvantaged and marginalized populations; 

• strengthen local health management by training and motivating managers and by establishing local 

information systems that support action on health inequity (see also recommendation 5.3); 

 

What political and institutional processes are necessary to initiate and sustain health 

system transformation? 
 

RECOMMENDATION 5:  

Progressive policy actors working at national level must take action to strengthen the processes of 

developing and implementing policies  

Addressing the social determinants of health inequity is not simply about making appropriate policy choices. Politics 

always matters.  Governments with egalitarian ideologies are more likely to implement policies that promote social 
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equity than conservative governments. However, in every context policy choices are always subject to challenge, 

particularly from those with completely different agendas and those who fear a loss of power, status or income. 

Policies with health equity goals are particularly contested. Progressive policy actors who seek to bring about health 

system transformation must recognize these challenges and be strategic about the processes of developing and 

implementing new policies. They must also, sometimes, take action to address contextual factors (such as wider 

economic and social policy frameworks, features of the governance system or socio-cultural norms) that may block 

the development of such policies or their likelihood of effective implementation.  

 

Recommendation 5.1: Build coalitions of support for policy change  

Policy actors seeking equity-promoting health system transformation may engage individuals working from a 

government base (such as Ministers of Health and senior officials), CSOs based outside government (such as groups 

with particular concerns e.g. women�s issues or HIV/AIDS), researchers and academics, and progressive health 

profession organisations. Although such groups can advance policy change when working alone, experience shows 

that they are generally more effective when working in alliance. They also need to build wider coalitions of support for 

change that engage other potentially powerful actors who have their own circles of influence (such as the wider pool of 

public sector health managers and professionals and trade unions, other politicians and parliamentarians), as well as 

take action to offset policy opposition.  

 

The first step in building such coalitions is to map the key actors� positions on, and concerns about, general and 

specific health equity issues and policies, and to consider the contextual influences over them. This mapping provides 

the basis for four further steps: 

• raising the public visibility of inequities and the voice of the socially disadvantaged (using wide-ranging 

evidence to focus attention on a policy problem and legitimize a policy solution); 

• creating new supporters, paying careful attention to the words and images used to introduce evidence into 

policy debates (so that problems and policies are brought alive in ways that other actors can understand and 

accept, mobilising popular support and support from important political constituencies or other actors); 

• tackling policy opposition (by applying a broader range of strategies and tactics to counter opponents� 

positions or their power to oppose); and 

• building regional networks to sustain coalitions and action.  

 

Recommendation 5.2: Strengthen policy implementation to address health inequity 

Experience of policy change highlights the critical importance of strengthening public sector planning and 

management with an eye on health equity goals. More specifically, Ministers of Health and senior civil servants should 

seek to:  

• secure the legislative and funding base of new policies, including constitutional rights to health or health 

care and more specific legislation linked to particular policies, and the processes to enable collective claims 

on these rights by marginalised groups;  
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• establish clear health equity goals to guide implementation and enable an equity-based evaluation; 

• implement new interventions first in disadvantaged areas and with disadvantaged populations, taking 

care to strengthen their capacity to use and benefit from the programmes; and 

• learn through doing by monitoring and evaluating the experiences of implementation. 

 

Recommendation 5.3: Empower public managers to lead sustained institutional change  

Policy implementation has to be sustained over time so that new policies become part of the taken-for-granted 

practices within the health system.  To achieve this integration of policy and practice, the value basis, relationships 

and management of health systems (that is, their organisational culture) need to be re-framed to support health equity. 

Although the evidence is limited, experience suggests that public sector managers can be empowered to lead such 

change through:   

• mentoring processes that nurture and develop the values and skills for such leadership; 

• policy frameworks that enable a balance of local autonomy and central direction in particular areas of 

decision-making, such as human resource management, as well as engagement with actors outside 

government structures; and 

• supportive leadership from senior officials and Ministers of Health. 

 

Wider social processes initiated by CSOs, politicians or parliamentarians may also support public sector managers in 

this role. Such processes can hold them accountable to the principle of health equity, for example, or can challenge 

the wider socio-cultural norms embedded within health systems that act against health equity (such as gender norms 

and forms of prejudice).  

 

RECOMMENDATION 6:  

International actors must support national led health system transformation and action 

International agents and interests have significant influence over the development paths of national health systems.  

In the last decades, their actions have often undermined health equity and impeded the health system development 

necessary to promote equity. They have fuelled health system commercialisation, supported vertical, disease-

focussed approaches to health care provision, and sustained the international migration patterns propelling the human 

resource crisis facing low- and middle-income countries.  

 

Given the past experience, a first principle for such agencies is to guard against interventions that result in unintended 

adverse consequences, to act on the basis of evidence and to make clear the values and principles that motivate 

action. In addition, international actors must make the case for providing international assistance to support national 

health system action on health inequity: for example, by linking such transformation to achievement of the Millennium 

Development Goals. Three other strategies for international action to support the national health system are to:  

• work with and respect national decision-making and institutions; 

• provide support to strengthen the health equity orientation of national health systems; and 
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• increase funding flows for health systems (especially to fragile states and low-income countries). 

 

Conclusion 

In conclusion, both technical analysis and political commitment are needed to strengthen health systems and address 

health inequity. The goal of such action must be to lever positive cycles of health system change that build their own 

momentum towards health equity.  Technical analysis can help identify which features of health systems to nurture 

and protect.  Political action and commitment is needed to confront again and again the powerful actors, 

institutional constraints and socio-cultural norms that act as brakes on health system development for health equity. 

Such action must also stimulate, reward and strengthen power to act within the groups, processes and mechanisms 

that support these virtuous changes.  
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The final report of the Health Systems Knowledge Network 
 
Part 1: Introduction 
 
The World Health Organization�s Commission on the Social Determinants of Health identifies health systems as one 

of nine areas that provide sites for action to promote greater equity in health.  The Health Systems Knowledge 

Network (KN) was tasked with generating and synthesizing evidence to inform the large-scale health system action 

possible to address the root causes of health inequity (Annex 1).  This report reflects two years of discussions and 

draws on: review of relevant literature from the last few decades; 10 commissioned papers and 20 case studies 

(Annex 4); and the wide-ranging policy, academic and civil society experience of the 15 KN members, as well as a 

wider circle of authors and reviewers (see acknowledgements page).   

 

Evidence gathered through this work supports the argument that health systems matter in addressing health inequity.  

Health systems, defined as �all the activities whose primary purpose is to promote, restore, or maintain health,� (WHO 

2000) can make a difference to health equity by: providing leadership for a social rights agenda; building intersectoral 

relationships to tackle other underlying social determinants of health and promote population health; enabling social 

action and engagement; and providing equitable access to decent, good quality care that is affordable even to those 

on the lowest incomes.  A revitalized strategy of comprehensive primary health care supports these actions.  

 

This KN also takes the view that health systems are a vital part of the social fabric of any society.  They not only 

produce health and health care, but also shape wider societal norms and value (Freedman et al. 2005; Gilson 2003).  

The key value underlying the report�s analysis is that health is a fundamental social right of all citizens, and this drives 

the ethical imperative to preserve and protect the population's health.  The challenge is not to lift the health status of 

the poor through pro-poor initiatives, but to establish the conditions in which people can exercise their entitlement to 

health care and the living conditions that will enable them to protect and promote their health, participate in the 

decisions that affect their lives, and demand accountability from the people and institutions whose duty it is to take 

steps to fulfil those rights (Freedman et al. 2005).  The KN is guided by a definition of health equity that encompasses 

the concept of a fair distribution of health outcomes, as well as a fair distribution of health care use and payment 

levels.  Critically, our notion of health equity also includes redistribution of the power to make decisions that affect 

health and health care.  This includes greater control over the resources for health.  It implies building capabilities to 

tap and use these resources as well as to exercise greater influence over the distribution of resources.  

 

Opportunities for action by health systems are therefore identified from a broad array of national health policy and 

systems issues, intersectoral action for health and civil society engagement.  The focus is on low- and middle-income 

country experiences, with reference to some important high-income country experiences.  We acknowledge that the 

broad focus established by our terms of reference has limited the range and depth of issues covered; pharmaceutical 

policy, for example, needs greater attention while the role of traditional healers is not addressed.  We also 
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acknowledge that this report does not fully consider how to address the commercial actors and influences over 

national health system development that emanate from the global environment, or the social norms and values that 

underpin gender inequity.  However, we have co-ordinated with other KNs on areas of overlap, drawing on some of 

their work but agreeing that some issues covered in greater detail by them are only cross-referenced in this report.  In 

particular, we note the importance to health systems of the wider work of the Priority Public Health Conditions, Women 

and Gender Equity and Globalisation KNs.   

 

The report is structured as follows.  Part 2 clarifies the evidence base of the report as a sound basis for action, despite 

the complexities and the contested nature of evidence in this field.  Part 3 addresses the question "Why do health 

systems matter?" and presents the evidence that supports the analytic framework of this report.  However, the report�s 

main focus is on the opportunities for action within and through health systems to address the social determinants of 

inequity and promote health equity.  Part 4 is therefore a longer section that focuses on these opportunities 

considering how to: promote intersectoral action; enable social empowerment; strengthen redistribution through the 

health care system; and revitalize primary health care.  Part 5, finally, considers the national level political and 

institutional actions necessary to sustain health system transformation and address health inequity, as well as key 

elements of the international support needed. 
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Part 2:  The evidence base of the report  
 

Evidence demonstrating the health equity impacts of health system change is relatively hard to come by and 

synthesize.  Health system change is highly complex, diffuse and made up of a myriad of �sub-actions' across many 

organisations; it often has numerous goals, making it difficult to track and explain effects;  health system enquiry is 

often cross-disciplinary and wide-ranging, making comprehensive reviews problematic and time-consuming; the study 

of health systems, their impacts and how to bring about change to achieve desired impacts, is a more recent and less 

documented discipline than, for example, studying the effects of clinical medicine; and the literature from low- and 

middle-income country settings (the focus of this KN) is under-represented and often difficult to access (for reasons of 

language, or because it is only documented in the grey literature).   

 

To address these problems, the KN developed a multi-component strategy: considering existing reviews; 

commissioning 10 new reviews of key issues on which evidence has hitherto not been well collated; commissioning 20 

case studies of relevant regional, national or sub-national experiences that have hitherto not been written up, at least 

with a health equity focus (Annex 4); holding two three-day workshops with KN members (who include policy-makers, 

members of civil society and academics) to tap their tacit knowledge of policy development in their own and other 

countries; submitting commissioned pieces for review by at least one internal and one external reviewer (so that, in 

the end, more than 100 people were involved in synthesizing and reviewing evidence) (see Annex 2 and list of 

contributors at front of report); and, finally, submitting this report for both internal and external review.1 

 

There were consistent efforts to ensure diversity in the nature of evidence.  Evidence was accessed from different 

geographic areas, different languages, different sources and methodological bases, and different perspectives (see 

Annex 2).  The KN also developed a process to consider gender issues (Annex 2).  The KN was relatively successful 

in achieving a degree of evidence diversity although English-language evidence still predominates.  With respect to 

gender-based analyses the KN found that, despite their prominence in some areas of work (especially on sexual and 

reproductive health), in the main the evidence does not address gender equity adequately (or even disaggregate 

information on the health equity impacts of interventions by sex).   

 

Importantly, the report draws on knowledge bases from a variety of research traditions:  for example, different 

knowledge bases inform learning from intersectoral action for health (these tend to focus on enablers and constraints) 

compared to social empowerment (these tend to draw on case studies and are qualitative in nature).  These varied 

sets of knowledge are necessary to address the range of questions raised in the report and are often complementary.  

However, they also pose challenges for establishing criteria that can be applied across the whole report to assess the 

quality of evidence and weight its use.  In addition, the design and impact of most health system changes are highly 

context-specific which has implications for conventional understandings of generalizability.  Throughout the report the 

                                                 
1 The justification for this approach appears in more detail in Doherty and Gilson (2007). 
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relevance of specific contextual evidence is made explicit to aid interpretation of the evidence (Annex 3 summarizes 

the broad enabling and disabling contextual factors identified from the evidence).   

   

Evidence is most contested with regard to the role of the private sector in addressing health inequity and the potential 

of universal coverage policies within low-income countries.  Where evidence is most tentative is in demonstrating 

associations between interventions and outcomes, effective human resource interventions to promote equity, and how 

to bring about institutional change in support of equity.   

 

Despite limits and difficulties, this report contends that it is possible to learn from existing experience in order to act. 

Whereas on a few issues there is clear evidence of the kind conventionally accepted by public health practitioners as 

�rigorous�, on other issues action can be based on a combination of values and an assessment of how available 

evidence can be made useful in different contexts.  In fact, the evidence collated here provides a surprisingly coherent 

set of messages on how health systems impact on health equity, what sorts of broad or macro-level interventions 

result in more positive impacts and, most importantly, what actions assist in designing and implementing these 

interventions effectively.  Importantly, the KN feels that it is imperative to take action in the face of inequity, even 

where there is only limited evidence on appropriate, specific interventions.  

 

In conclusion, this report�s approach to the application of evidence draws on Rose�s (2005) concept of �policy 

learning�:  looking to the experience of other countries is not to copy but to understand under what circumstances and 

to what extent policies that are effective elsewhere might work in one�s own context (learning what not to do is also 

important and lowers the political risk of change).  As the report emphasises, in applying lessons from other settings it 

is always important to establish monitoring and evaluation processes that allow adjustment in response to the 

experience of implementation in a particular setting. 
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Part 3: The health system as a social determinant of health and 
 health equity 

 
3.1 The health system as a social determinant of health  
A wide body of evidence conclusively demonstrates that health systems are a social determinant of health.  Cross-

national epidemiological and econometric analyses show that health systems, or particular elements within them, can 

and do promote population health, independent of other influences (Anand and Barnighausen 2004; Anand and 

Ravaillion 1993; Bokhari et al. 2007; Cutler et al. 2006; Mackenbach 1996; McKee 2002; Robinson and Wharrad 

2000, 2001). 

 
The positive impact on health is particularly clear where the primary health care (PHC) approach is applied as the 

health system�s organisational strategy and underlying philosophy.  Following the Pan-American Health Organization 

(PAHO 2007), we understand this strategy to be underpinned by recognition of the need to tackle the broader social 

and political determinants of health, and to involve wide-ranging action to promote health equity.  Such action includes 

intersectoral action for health and mechanisms to enable collective action on health, as discussed below.   

 

Within the health care delivery system, the PHC approach also requires the provision of comprehensive, integrated 

and appropriate health care that emphasises prevention and promotion, and places referral services within a 

framework that recognizes the key role of primary level care2  in navigating their use by patients.  While this approach 

to organising the delivery of health care captures only one dimension of the overall PHC approach, it nonetheless 

makes an important contribution to improving health.  Thus, Starfield et al. (2005) identify three lines of evidence 

emerging from 25 studies (mainly from high-income countries) that demonstrate a progressively stronger association 

between primary level care and improved health:  one line shows consistently that population health is better in 

geographic areas with more primary care physicians;  the second line shows that individuals who receive care from 

primary care physicians are healthier (see also the experience of Spain, Annex 6);  and the third line of evidence 

shows that there is an association between the special features of primary level care (e.g. preventive care) and 

improved health in the individuals who receive these services (this last point suggests that it may not only be improved 

access to curative care that renders primary level care effective, but also its embodiment of the principles of 

prevention and health promotion).  In addition, three detailed international comparisons of industrialised countries 

show that countries with stronger primary level services have populations with better health, particularly when health 

policy is generally supportive of a primary level orientation (Starfield et al. 2005).   

 

Data from low- and middle-income countries demonstrate similar successes.  In Costa Rica, for example, a 

strengthened primary level of care (involving improved access and instituting multi-disciplinary health teams assigned 

                                                 
2Primary level care, as distinct from the much broader primary care �approach,� is: first-contact access to the health system; long-
term, person-focused care; comprehensive care for most health care needs; and, having an orientation toward the family and 
community, in coordinated with other  services (Starfield, 1998).  
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to populations within particular geographic areas) resulted in a reduction in the national infant mortality rate (from 

60/1000 live births in 1970 to 19/1000 in 1985).  For every five years after the reform, child mortality was reduced by 

13% and adult mortality by 4%, independent of improvements in other health determinants (PAHO 2007; Starfield 

2006a; Starfield et al. 2005).  Broader evidence on the successes of primary level services is also available from 

Africa (for example, Liberia, Niger, Zaire), Asia (for example, China, the state of Kerala in India, Sri Lanka) and Latin 

America (for example, Brazil, Costa Rica, Cuba)) (De Maeseneer et al. 2007; Doherty and Govender 2004; Halstead 

et al.1985; Levine 2004; Macinko et al. 2006; Starfield et al. 2005). (Case studies on some of these countries are 

summarized in Annex 5 and Annex 6).  As with high-income country work, these studies examine only one element of 

the PHC approach (namely, a focus on the primary level as key to the organisation of health care delivery).  However, 

demonstration of its positive impact adds an important piece to the evidence �jigsaw� on the benefits of the overarching 

PHC approach, given the difficulties associated with evaluating complex, system-wide interventions such as the PHC 

approach, as discussed by Doherty and Gilson (2007). 

 

3.2 The health system as a social determinant of health equity  
Apart from impacting on health, international evidence demonstrates that health systems can and do yield health 

equity gains. This role of health systems is the specific focus of this report.   

 

Figure A builds on the Commission�s own framework that describes how social stratification leads to health inequity 

(CSDH 2006).  The figure highlights the potential of the health system to intervene in this vicious cycle, through 

particular features of the way it is designed and operated.  Each of these features is outlined below, and ways of 

strengthening their influence on health equity are discussed in the following chapter, Part 4. 

   

Figure A:  The pathways of positive potential for health systems: points of intervention 
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Promoting population health and health equity  

The PHC approach recognizes that, through intersectoral action and social empowerment, the health system can 

leverage 'upstream' impacts that influence social stratification and other social determinants of health as well as 

intervene in the pathways that lead to social inequities and ill-health.  PHC integrates the promotion and prevention  

interventions that act on these determinants, whilst, in terms of the health care delivery system, the primary level of 

care also plays an important role in promoting health equity. 

 

Intersectoral action for health (IAH) is �a recognized relationship between part or parts of the health sector with part 

or parts of another sector which has been formed to take action on an issue to achieve health outcomes (or 

intermediate health outcomes) in a way that is more effective, efficient or sustainable than could be achieved by the 

health sector acting alone� (WHO 1997).  IAH supports improved health and health equity by tackling the intermediate 

determinants of health, many of which are inter-related (see Early Childhood Development and Urban Settings 

Knowledge Networks).  Reviews of the available empirical evidence (mostly from high-income countries) specifically 

conclude that policies directed at improving physical and social environments for populations will result in greater 

health equity because they do not require the individual behavioural changes that are themselves particularly 

influenced by material wealth, education or the social connectedness of individuals (Arblaster et al. 1996; Health 

Disparities Task Group 2004; Starfield 2006a). 

 

The definition of IAH is interpreted to include collaborative action between different departments and bodies within 

government, as well as between actors within and outside government, such as civil society organisations, for-profit 

private organisations and communities.  Sectors that have the potential to act together to affect health include 

agricultural, cultural, education, employment, environmental, financial, health, housing, information and 

communications, justice, manufacturing and technology, social and transport services.  Thus, in Sri Lanka, for 

example, the Ministry of Health is supported in its efforts to control sexually transmitted and vector-borne diseases by 

the education and public broadcasting sectors (which provide health education at schools and on radio), the water and 

sanitation sectors (which reduce vector breeding through control of the environment), the tourism sector (which 

provides health education to tourists and workers in industry) and the transport sector (which provides an extensive 

road network and cheap public transport to ensure ready access to health care facilities) (Perera 2007; Sri Lankan 

case study, Annex 5).  Both local government and CSOs are actively involved in these efforts. 

 

Social empowerment is �people�s ability to act through collective participation by strengthening their organisational 

capacities, challenging power inequities and achieving outcomes on many reciprocal levels in different domains: 

including psychological empowerment, household relations� transformed institutions, greater access to resources, 

open governance and increasingly equitable community conditions� (Wallerstein 1992).  Social empowerment 

interventions take many forms but commonly engage people collectively through participatory processes in identifying 

health needs and strengthening capabilities to address them.  They are important in promoting health equity because 
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the paths through which social stratification generates health inequity and differential consequences are underpinned 

by the powerlessness of socially disadvantaged and marginalized groups, including women, certain ethnic and 

indigenous groups, people with disabilities, people of different sexual orientation, the elderly and young people outside 

stable long-term partnerships  (London 2003; Marmot 2006).  A recent systematic narrative literature review of 

relevant empirical studies (Wallerstein 2006) concludes that interventions that strengthen empowerment: 

• promote better health through individual empowerment outcomes and action on the structural determinants 

of health, or by encouraging greater health care use; 

• can address health inequity by generating preferential gains for socially disadvantaged groups either by 

impacting on structural factors or by being implemented with these groups; and  

• have, for women specifically, resulted in greater psychological empowerment and autonomy, and 

substantially affected a range of health outcomes, where most closely integrated with the economic, 

education and/or political sectors. 

 

A growing range of epidemiological studies undertaken in low- and middle-income countries (LMICs), and using 

experimental or quasi-experimental study designs, also clearly demonstrate the potential of these interventions to 

generate health and health equity gains by supporting action on risk environments or encouraging access to health 

care (Eng et al. 1990; Loewenson et al. 2004; Malhotra et al. 2005; Mbonye et al. 2007; Pronyk et al. 2006). In Nepal, 

for example, a community-based case control intervention study in poor rural communities used participatory methods 

to identify local peri-natal problems and strategies to address them. Evaluation demonstrated that the intervention was 

associated with significant reductions in maternal mortality and birth outcomes and higher use of ante-natal care, 

institutional delivery and trained birth attendance (Manandhar et al. 2004). These outcomes are not inevitable. They 

depend on historical and socio-political contexts, the nature of social institutions and implementation practices (Rifkin 

2003; Wallerstein 2006).  

 

Epidemiological evidence shows that lower income groups not only have more illness but also more co-morbidity than 

richer groups, and suffer more from the consequences of illness severity. In addition, morbidity tends to cluster in 

particularly vulnerable groups rather than being randomly distributed in the population (Starfield 2006b).  In principle, 

therefore, primary level care can offer health equity gains because it allows for the early detection and treatment of 

illness, offers person-focussed care for a range of illnesses and effectively addresses those illnesses that 

disproportionately affect poorer groups (Doherty and Govender 2004; Health Disparities Task Group 2004; Starfield 

2006a). The emerging evidence confirms the health equity impacts of primary level care, especially when combined 

with other elements of the primary health care approach, as shown by studies from Bangladesh, Bolivia, Kerala 

(India), Mexico, the Netherlands, the UK and the US (Bhuiya et al. 2001; De Maeseneer et al. 2007; Doherty and 

Govender 2004; Mackenbach 2003; Perry et al. 1998; Reyes et al. 1997; Starfield 2006a; Starfield et al. 2005). 
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Relevant features of health care  
Health care financing and provision strategies shape the patterns of health care access, use and experience of 

care, influencing its potential to intervene in the translation of differential exposure and vulnerability into health 

inequity. Health care features also influence the differential consequences resulting from health care use and ill 

health. Through both pathways health care can feed back into social stratification. 

 

The importance of health care access to health care equity is well established (Gulliford et al. 2002). It can be defined 

as the �degree of fit� between clients/patients and health care provision (Pechansky and Thomas 1981), emphasising 

the combined influence of supply and demand side factors over the extent of access achieved by any health system 

(Thiede et al. 2007). The three main dimensions of access are:  

• availability, covering factors such as geographical location, transportation availability, as well as 

organisational factors such as opening hours or waiting time to appointment; 

• affordability, combining concern for the costs of seeking care, households� ability to manage these costs and 

their impacts on household livelihoods; and 

• acceptability, that is, the social and cultural distance between health care systems and their users, 

encompassing the fit between lay and professional health beliefs, patient-provider engagement and dialogue 

and the influence of health care organisational arrangements on patient responses to services (Gilson 

2007a).  

 

These access dimensions affect who uses and benefits from health care, and, together with the quality of service 

provision (Dahlgren and Whitehead 2007; Peabody et al. 2006), the impact of health care on health equity.  Empirical 

evidence demonstrates that availability and affordability commonly influence whether and which population groups 

use health care, as well as when groups seek care in an illness episode, with implications for illness severity and 

treatment effectiveness (Dahlgren and Whitehead 2007; Dixon et al. 2003; Hausmann-Muela et al. 2003; Palmer 

2007; Shaikh and Hatcher 2004).  Acceptability also influences opportunities for effective diagnosis and treatment, 

patient adherence with advice or treatment, and self-reported health status (Gilson 2007a; Wallerstein 2006). 

Marginalized groups� experience of care, finally, has upstream consequences by influencing the broader value they 

derive from health care (Freedman et al. 2005; Gilson 2007a; Govender and Penn-Kekana 2007).  

 

The level of fees charged to patients influences both access and whether or not health care offers financial protection 

against the cost burdens of ill-health. Empirical evidence demonstrates that these costs can influence poor 

households� poverty levels and, by affecting their ability to purchase other household needs, their living standards 

(McIntyre et al. 2006; Russell 2004, 2005; van Doorslaer et al. 2006; Wagstaff 2002) (see also, for example, the case 

study of Thailand in Annex 5).  

 

Other approaches to health care financing can, in combination with health care provision strategies, allow a transfer of 

resources from better off to poorer groups - contributing to broad economic development goals by closing the relative 
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gap in living standards between the poor and rich (Mackintosh 2007).  The redistributiveness of health care depends 

on how much richer and poorer population groups pay for health care relative to how much they benefit from it (that is, 

use it).  To be redistributive, it is enough that the share of health care spending (subsidy) captured by the poor 

(through their use of public services) leaves the distribution of resources in the country less unequal that it would be 

without the health system.  Under these circumstances, however, the rich may still use health services more than the 

poor (who arguably have greater needs).  For health care systems to be actively pro-poor, therefore, the poor must 

use services to a greater extent than the rich and so capture the larger share of the health care subsidy (Mackintosh 

2007).  Cross-national analyses of health care financing and utilisation show that, in high-income countries, health 

care is generally redistributive (except for instances such as the USA, for example (Annex 5)).  Within these countries, 

the rich either pay a higher proportion (or only slightly less) of their income for health care than the poor, whilst the 

poor generally use health services at least in proportion to their need (van Doorslaer and O'Donnell 2006; van 

Doorslaer et al. 2000).   

 

As few detailed studies of both financing and provision are currently available for LMICs it is difficult to make 

comprehensive judgements about the level of redistribution achieved. However, an emerging range of analyses 

examine patterns of public health care spending and allow some assessment of subsidy patterns. For Asia, public 

spending was found to be inequality reducing (although the rich still captured a higher proportion of the subsidy) in ten 

out of eleven countries, whilst four achieved a pro-poor, or even, distributions of benefits (O�Donnell et al. 2007; 

O�Donnell et al. 2005a).  Similarly, in five out of seven Latin American countries, public spending was either 

proportionally distributed across rich and poor groups or weighted towards the poor (PAHO 2001).  Even in Africa, 

where most concern has been expressed about inequity of public health care expenditure, there is evidence that this 

expenditure is progressive. Public health care provision does reach poor groups  (Kida and Mackintosh 2005) and can 

even offer greater levels of subsidy to them than richer groups (Chu et al. 2004).  The potential for redistributive health 

care systems to offer health equity gains is, finally, suggested by evidence that public health care spending has a 

larger impact on mortality amongst the poor than the non-poor (Bidani and Ravaillon 1997; Gupta et al. 2003; 

Wagstaff 2003). Therefore, even where the poor get less of the public spending subsidy than the rich, they may still 

secure relatively greater health gains than richer groups (O�Donnell et al. 2005a). 

 

Finally, health systems that integrate the PHC strategy offer particular access and redistribution gains for socially 

disadvantaged groups. Vega-Romero and Torres-Tovar (2007) use the systematically documented experience of a 

large PAHO initiative to illustrate the specific potential of PHC to promote an intercultural approach to health care and 

to enable indigenous health systems.  General access gains through primary level care are noted by Starfield et al. 

(2005).  In addition, data from Africa (Castro-Leal et al. 2000) and Asia (O�Donnell et al. 2007) show that higher 

income groups captured a lower proportion of public expenditure on primary health care than total public expenditure 

� in both cases because lower income groups had better access to primary care than other services.  
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Health system influences on the broader context 
In Figure A, the bi-directional nature of the arrow between 'the social and political context' and the health system 

points to the potential for the health system to influence context and the way it functions.  Thus, health systems both 

reflect existing patterns of social inequality and provide a site within and from which to contest them (Mackintosh 

2001).  

 

Every public health care system is, for example, a major employer: the UK�s National Health System is amongst the 

five largest employers in the world, with around 1.3 million employees. New health workforce structures and practices 

could, in principle, offer personal gains for women and other socially marginalized groups within the health workforce 

and influence the broader societal context in ways that have important health equity consequences. Health system 

development could also, in principle, contribute to social cohesion by empowering socially disadvantaged groups and 

enabling dialogue between groups within society (De Maeseneer et al. 2007), an impact for which there is some 

evidence from fragile states (Ranson et al. 2007).  Health systems may even be influential in building and sustaining 

societal and political support for governments that promote health equity (see the Mexico City and Sri Lankan case 

studies, Annex  5).  

 

3.3 The equity problems of health systems  

The common problems  
Despite their potential to promote health equity, many health systems currently work to generate health inequity and 

entrench social stratification (see, for example, the China and US case studies, Annex 5). Efforts to strengthen health 

systems must, therefore, start by acknowledging four key problems.  

 

First, most health systems have, at best, only a weak population health and health equity orientation. They make 

limited and often unsustained attempts to address differential exposure and vulnerability through IAH and social 

empowerment (Baez and Barron 2006; Wallerstein 2006); and only a few countries apply a strong primary health care 

orientation within their health systems (Vega-Romero and Torres-Tovar 2007).  In addition, social action, including 

around health and health system issues, often excludes socially disadvantaged and marginalized population groups 

(Goetz and Gaventa 2001; Loewenson 2003a). 

 

Second, despite the potential for redistribution discussed earlier, in many LMICs, and particularly the lowest income 

countries, health care is not pro-poor:  higher income groups make greater use of public health care than poorer 

groups (Castro-Leal et al. 2000; Gwatkin et al. 2004; Haddad et al. 2004; O�Donnell et al. 2005a; Ouendo et al. 2005; 

Palmer 2007; Sahn and Younger 2000).  Access problems are a key influence and, in general, disproportionately 

affect women and other groups suffering from discrimination.  The main barriers to care include:  the costs of seeking 

care; lack of information and knowledge; lack of voice or empowerment; inaccessible and poor quality services; and 

unresponsive service providers (Ashford et al. 2006; Gilson 2007a; McIntyre and Thiede 2007; Palmer 2007).  For 

example, research on equity in anti-retroviral therapy access in Malawi specifically illustrates gender differences in: 
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the experience of stigma that influences health seeking and adherence; access to resources to pay for health care; 

experience of, and resources to cover, the opportunity costs of seeking care - food, transport; service quality and 

waiting times; and control over care decisions (Nyirenda et al. 2006).  Women, in particular, can also face both 

physical and sexual abuse (Govender and Penn-Kekana 2007). 

 

A third point is thus that, across settings, women and other socially marginalized groups often experience health care 

as demeaning and exclusionary, as a result of poor quality interpersonal care (Gilson 2007a; Govender and Penn-

Kekana 2007). There is also a little evidence that these problems increase the probability of worse outcomes, 

particularly in relation to chronic care, lower self-reported health status and the denial of dignity and patients� rights 

(Gilson 2007a). 

 

Finally, the differential consequences of illness and health care can increase social disparities.  Illness and out-of-

pocket payments for health care, separately and combined, push poor people into poverty or worsen their existing 

poverty (McIntyre et al. 2006; Russell 2004). A recent study of the effects of paying out-of-pocket for health care in 

Asia concluded that health care payments pushed 2.7 per cent of the total population of eleven low- to middle-income 

countries below the very low poverty threshold of $1 per day (van Doorslaer et al. 2006; see also Xu et al. 2005; Xu et 

al. 2003).  Other studies show the particular burden such payments impose on poorer groups (McIntyre et al. 2006; 

Russell 2007; WHO 2006a).  Not surprisingly, high levels of private spending (including out-of-pocket spending) 

undermine the redistributive impact of health care in many LMICs (Mackintosh 2007; see China case study, Annex 5).  

High levels of out-of-pocket spending are linked partly to user fees, although the cost of drugs is often particularly 

important (McIntyre et al. 2006; van Doorslaer et al. 2006). 

 

The forces driving health system inequity 
Over the last few decades health systems worldwide have been assaulted by economic, political and social forces that 

underpin the equity problems they currently face. Three key forces are: commercialisation and globalisation; the 

health policy choices made by international and national health system leaders; and the bureaucratic culture of the 

public sector health system, including the social and gender power differentials embedded within it (Freedman et al. 

2005; Global Health Watch 2005).  

 

Commercialisation:  Commercialisation within health systems encompasses: �the provision of health care through 

market relationships to those able to pay; investment in, and production of, those services, and of inputs to them, for 

cash income or profit, including private contracting and supply to publicly financed health care; and health care 

financing derived from individual payment and private insurance� (Mackintosh and Koivusalo 2005:3).  It has been 

driven by the broader neo-liberal economic agenda that includes trade liberalisation (see Globalisation KN), macro-

economic policy change, and the deliberate encouragement of a particular set of health policies (that includes user 

fees, performance-related pay, separation of the provider and purchaser functions, determination of a cost-effective 

package of interventions to offer through the public sector, and a stronger role for private sector agents). 
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 A limited body of cross-national evidence suggests that higher levels of health system commercialisation are 

associated with worse and more unequal health access and outcomes.  In addition to the equity problems generated 

by out-of-pocket spending there is some cross-national evidence that greater overall reliance on private providers is 

associated with inequity in treatment rates between socio-economic groups (Mackintosh 2007; Mackintosh and 

Koivusalo 2005).  Commercialisation has also had effects on key aspects of health system functioning. In a wider 

context of declining salary levels, it appears to have encouraged unethical and abusive behaviours to become the new 

norm of practice in some health system settings  (Owusu 2005; Van Leberghe et al. 2002). Another consequence has 

been the growing levels of international migration in health human resources that generally undermine LMIC health 

systems and exacerbate access inequities (Padarath et. al. 2003).  Finally, commercialisation has closed down space 

within health systems for the engagement with civil society important to social empowerment, and made it more 

difficult for civil society organisations (CSOs) to work for public rather than self interest (Cardelle 1998; Clayton et al. 

2000; Embuldeniya 2001). 

 

Health policy choices:  Implementation of neo-liberal health reforms has been driven strongly by a combination of 

international agencies, commercial actors and the higher income and medical groups whose power they enhance 

(Bond and Dor 2003a; Homedes and Ugalde 2005; Lister 2007).  The influence of international agencies, in particular, 

over national policy development was also demonstrated in an earlier period by the narrowing down of the primary 

health care approach to a limited set of health care interventions of proven cost-effectiveness offered through 

vertically managed programmes, that is, �selective primary health care� (De Maeseneer et al. 2007).  As with more 

recent policies, concern for efficiency was a key driver of selective primary health care, and the result was a medical 

and technical focus in analysis, as well as policies that undermined the development of comprehensive primary health 

care systems that could address the social determinants of health inequity (Rifkin and Walt 1986; Ravindran and de 

Pinho 2005).  A range of new Global Health Initiatives have once again brought the debates about selective vs. 

comprehensive approaches to health system development to the policy agenda (Hanefeld et al. 2007).  Although 

these initiatives have brought enormous new levels of funding to health systems within LMICs (US$8.9 billion in 2006 

for HIV/AIDS alone (Hanefeld et al. 2007)), there is a concern that their vertically managed programmes have 

potential to undermine the population health orientation of health systems and exacerbate health inequity (Garret 

2007).  

 

Actors in international agencies can influence national policy-making through the generation of globally accepted 

policy ideas, through the provision of more specific advice and policy guidelines or, more forcefully, by attaching 

conditionalities to funding flows (Lee and Goodman 2002; Walt et al. 2004; Hanefeld et al. 2007). However, 

experience also suggests that where public sector capacity is weaker, as in Africa, there is a greater likelihood that 

local policy-makers will be unduly influenced by external interest groups, than where public bureaucracies are 

stronger, as, for example in India and Sri Lanka (Mills et al. 2001). 
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Public sector organisational capacity and culture:  Public sector problems of weak organisational capacity (Mills et 

al. 2001) are, from a health equity  perspective, compounded by organisational culture (that is, the basic patterns of 

assumptions that drive the behaviour and practices of those working within any particular organisation (Schein 1992)).  

Empirical investigation shows that public sector organisations are characterised by hierarchical, rigid and rule-bound 

cultures that encourage an authoritarian management style, commonly impeding the innovative action, such as IAH, 

needed to promote health equity (Gilson 2007b, 2007c). Furthermore, power often lies with the doctor, trained to 

provide individualised, curative care, rather than the nurse or the multi-disciplinary team responsible for primary health 

care at a local level.  

 

Public sector norms and practices may also promote inequity; such as the norms encouraging informal payments (see 

the situation in transitional states, Annex 5).  Within the health workforce women are generally in less powerful 

positions, earn less than male counterparts, are seen as problematic because of their different needs as workers 

(including security needs), may be subject to managerial abuse and even sexual harassment, are given roles that 

have less credibility in the community�s eyes (such as preventive outreach care) and are not acknowledged or 

supported in the vital informal domestic roles they play in health care (George 2007).  The results are widespread 

gender inequities:  gaps in the services needed by women, failure to support the critically important community-based 

activities undertaken by women, and demeaning interpersonal interactions that challenge patient dignity and 

autonomy (George 2007; Govender and Penn-Kekana 2007). 

 

3.4 Conclusion  
Given the range of existing problems, both technical analysis and political commitment are needed to strengthen 

health systems and address health inequity. The goal of such action must be to lever positive cycles of health system 

change that build their own momentum towards health equity.  Technical analysis can help identify which features of 

health systems to nurture and protect.  Political action and commitment is needed to confront again and again the 

powerful actors, institutional constraints and socio-cultural norms that act as breaks on health system development for 

health equity. Such action must also stimulate, reward and strengthen power to act within the groups, processes and 

mechanisms that support these virtuous changes. The following sections outline the actions needed on both fronts, 

and the associated evidence base. 
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Part 4:  Strengthening health systems to address health inequity 

 
4.1  Revitalise intersectoral action for health 
Part 3 has already identified the importance of intersectoral action for health (IAH) and its close association with the 

PHC approach.  As already explained, IAH is �a recognized relationship between part or parts of the health sector with 

part or parts of another sector which has been formed to take action on an issue to achieve health outcomes (or 

intermediate health outcomes) in a way that is more effective, efficient or sustainable than could be achieved by the 

health sector acting alone� (WHO 1997). 

 

Many components of the Commission consider the value of IAH:  it is the focus of much of the work of the Country 

and Civil Society streams of the Commission;  most of the Knowledge Networks identify the need for IAH; and the 

Priority Public Health Conditions KN specifically discusses the importance of strengthening public health programmes 

to address differential exposure and vulnerability as well as health inequity. The Health Systems KN, therefore, 

confines itself here primarily to strategies that Ministries of Health can adopt to leverage action in the rest of 

government.   Ideally, however, IAH should be a collective endeavour of government as a whole.  It is greatly 

facilitated when, backed up a political commitment to social equity, it is adopted as an over-arching strategy by 

Cabinet (as in the UK and Sweden, for example; see Annex 6).   

 

Approaches to mobilising IAH 
A systematic review of IAH experience (Public Health Agency of Canada and Health Systems Knowledge Network 

2007), on which this section is based, roughly categorises IAH initiatives into four broad approaches. 
 

1. Targeted approaches focus efforts on a specific population or issue (such as a disease or risk factor), especially 

when there are resource constraints and a desire for visible and timely results (for example, intersectoral 

approaches are used to address the poor health status of indigenous peoples in Australia, Canada and New 

Zealand, while in Canada, the National Tobacco Strategy involves all levels of government, is led by the health 

sector and includes partners from justice, taxation and border service agencies).  A drawback of targeted 

approaches is a narrow focus on more �downstream� issues, and the potential to duplicate efforts.  

 

2. Place-based or settings approaches involve broad-based implementation at the local level.  They provide a 

shared platform for action by different sectoral actors within a defined community, thereby facilitating horizontal 

engagement and offering tangible results (for example, the UK Labour Government�s Health Action Zones in the 

early years of this decade were built on WHO�s Healthy Cities movement, and identified disadvantaged 

communities for concerted action, see Annex 6).  These approaches are complex and require sustained support 

by a wide range of actors.  
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3. Incremental approaches arise on a larger scale when there is recognition of the need to act across sectors to 

address shared challenges.  Evidence is often used to review all sectoral policies and inform choices on where 

and when to act collaboratively, yielding a diverse set of actions (for example, at the global level, the Water, 

Sanitation and Health Protection of the Human Environment initiative has followed a five-year process in which 

government and non-government actors have been involved in joint policy development).  Incremental 

approaches tend to develop interventions over a longer timescale that makes them vulnerable to vagaries in 

political support. 

 

4. Broad policy frameworks can be adopted by governments as a whole to guide policy-making within and 

between sectors (at a global level, the Millennium Development Goals, and at a regional level, Europe�s National 

Environment and Health Action Plan, provide a framework within which governments and sectors are obliged to 

work collectively towards shared goals). 

 

Contextual influences 
IAH is a complex, political process, involving diverse groups in wide-ranging sets of activities. Consequently, how IAH 

interventions are developed and implemented matters as much as what is done. The evidence base is quite strong on 

factors that constrain and facilitate IAH in a range of contexts (Public Health Agency of Canada and Health Systems 

Knowledge Network, 2007; see also Ranson et al, 2007; Sri Lanka (Perera 2007) , Mexico City (Laurell 2007) and 

Chile (Infante 2007) case studies in Annex 5, and Sweden and UK, Annex 6).  Some factors relate to features of the 

social, political and economic environment that can limit or promote IAH, while others relate to the institutional features 

of government.  

 

Social, economic and political environment  

The ideological and political context:  IAH is difficult to implement in divided societies, especially those suffering 

under oppressive governments or where government capabilities have disintegrated.  Even in stable democracies IAH 

poses challenges if health concerns are low on the political agenda, as has been a problem in many European 

countries.  Societal values that support equity, solidarity and action on social determinants of health can prompt 

government to embark on, and sustain, IAH � this has been the case in Sri Lanka for more than half a century.  Such 

action is particularly effective where government as a whole (rather than just the Ministry of Health) embraces the 

concept of social determinants of health, as shown by the UK and Sweden experiences.  

The economic environment.  IAH can be expensive and time-consuming. It is often difficult to initiate when there is 

poor economic growth and government is experiencing budget cuts.  However, budget cuts can sometimes act as a 

stimulus for innovative collaboration on long-standing problems as different sectors appreciate the need to join forces 

for the sake of efficiency.  

Electoral cycles.  IAH projects need to be responsive to local needs and take time to build a political consensus. 

They may only yield benefits in the long-term and therefore not be attractive to politicians seeking to gain favour with 

the electorate in the short term (thus, in the UK, the Health Action Zones initiative suffered from undue pressure to 
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deliver short-term gains during the first term of office of the 1997 Labour government).  On the other hand, the election 

of a new party can galvanize action on IAH, as was the case for Mexico City in 2000 when a new government with 

social equity goals came to power and implemented an intersectoral social programme including housing and 

neighbourhood renewal, scholarships for children of single mothers and for job training, breakfasts in public schools, 

compensation for the increased milk price, micro-credit for households, funds for peasants to protection of remaining 

rural areas, a pension for senior citizens and free health services and drugs for residents of poor areas. 

  

Institutional features of government  
Government decision-making processes.  Many features of decision-making within government restrict 

opportunities for IAH which depends on integration both horizontally (between sectors) and vertically (between levels 

of government).  Government departments have limited mandates, tend to compete with other departments, and have 

their own language and culture that hinders communication between sectors and can lead to conflict.  Funding 

structures tend to reinforce these 'organisational silos� of separation, as sometimes does the way in which 

international funding is channelled (see section 5.2).  However, �new� money in times of budget expansion, as well as 

dedicated budgetary support, provide ways to get around the barrier posed to IAH by these 'silos�.  

Institutional structures.  A common vision for IAH is not sufficient to ensure that IAH activities materialize.  

Experience shows that very few states institutionalize IAH by integrating it into daily administrative structures and 

processes. This means that �ownership� of IAH projects tends to remain at the level of committed individuals, rather 

than of organisations as a whole.  This makes IAH projects vulnerable when key individuals leave (as was the case 

with the Health Action Zones in the UK and many Health Cities Projects).  At a high level, national policy and 

legislation can create an obligation for government sectors to work together (as is emerging in the European Union).  

A number of other mechanisms are detailed below. 

Capacity for IAH.  IAH requires dynamic leaders who are able to work across sectors, draw in communities and 

manage different interests.  The skills required to manage and sustain intersectoral action are often very different from 

those required for work within the sector.  Many health sector workers have not received training or practice in these 

types of skills.  This can be aggravated by a high turnover of skilled staff.  

 

How can Ministries of Health achieve better leverage for IAH? 
IAH is facilitated when it becomes an over-arching strategy of government as a whole:  under such circumstances it 

may not be necessary for the Ministry of Health (MOH) to play an unusually prominent role in IAH.  In conflict-affected 

countries, moreover, humanitarian assistance agencies may lead IAH efforts (Ranson et al. 2007). 

 

Nonetheless, the WHO definition of IAH quoted above, implies a central role for MOHs in at least initiating and 

monitoring, if not also running, IAH projects. This is because Ministries� explicit concern for population health and 

understanding of the multi-factoral determinants of ill-health, give them a clear mandate and the necessary skills to 

participate in IAH.  The responsibilities of Ministers of Health in this regard become particularly important when their 

Cabinet�s support for IAH is lacklustre.  IAH is time-consuming and resource intensive, however, which means that the 



��������	
���
���
�������
�����������
�����������
���

18 

Minister and MOH officials need to make strategic choices about when and how the Ministry intervenes.  IAH is also 

usually a highly political endeavour, challenging powerful interest groups that can mount campaigns against initiatives 

(witness the response of the tobacco lobby to campaigns to reduce smoking) or generating conflict between sectors.  

Particular attention, therefore, has to be given to managing concerned and interested actors.  Several steps are 

outlined below:  while many of these are drawn from the experience of high-income countries, they resonate with the 

more limited evidence of LMICs, and are applicable across a wide range of contexts.  

 

Level of action   

IAH becomes more complex and harder to achieve at higher levels of government, given territorial competitiveness 

and the growing numbers of actors involved.  More success stories of IAH at the community or local level are 

documented:  the smaller, more human scale allows for closer ties among participants in local projects; policy-makers 

live where they work so they are more accountable for their decisions; and bureaucratic structures are smaller and 

relatively more accessible.  In turn, successful local action can promote effective higher-level action with wider and 

longer-term impacts on population health by addressing the structural causes of ill health - such as fiscal interventions 

like tobacco and alcohol taxation.  Higher level intersectoral action is also often necessary to support other equity-

promoting actions within health systems (Wagstaff 2002).  Collaboration is needed, for example, between the health 

and education sectors in training new cadres of health workers for under-served rural areas, or between the health 

and transport sectors to improve people's access to health facilities in remote areas.  

 

Making the case for IAH  

Experience demonstrates that strategically-used evidence facilitates a shared vision of the importance of health equity 

and IAH.  For example, Sweden�s National Public Health Strategy was underpinned by nineteen background papers, 

commissioned from expert groups, which provided credibility for an IAH-centred strategy. It also mobilised the 

research community in an intersectoral way and allowed for a multi-disciplinary research approach to health 

determinants (Annex 6).  In Chile, epidemiological information was used effectively to emphasises the social 

determinants of health, thereby encouraging intersectoral solutions to health problems (around family violence and 

housing for poor families, for example) as well as strengthening support for the PHC approach (Annex 5).  In Europe, 

Health Impact Assessments of sectoral policies are becoming more commonplace, raising awareness of the social 

determinants of health (Public Health Agency of Canada and Health Systems Knowledge Network 2007).  Such 

periodic assessments could be complemented by information from public health surveillance systems. These are vital 

to resource allocation and planning of health interventions within the health sector, but can also serve to monitor 

determinants and interventions emanating from other sectors.  Developing a strong evidence base on IAH is 

particularly useful in sustaining political commitment and alliances (see below).  

 

Governments' commitments to international conventions provide another opportunity to make the case for 

collaborative alliances around priority areas. For example, conventions on the rights of the child require intersectoral 

action to develop national action plans for children, setting up multisectoral task forces, and agreed areas for policy, 

legal review, programmes, and budget reform (see Early Child Development Knowledge Network). 
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Clarifying the role of MOH officials 

It is neither feasible nor necessary for MOH officials to be involved in all stages of all IAH initiatives.  They need to 

maximise windows of opportunity and focus on a catalytic rather than an implementing role.  This requires particular 

skills, as the role of the Ministry of Health �is no longer straightforward � it must be able to shift and adapt, knowing 

when to lead and what kind of input is required.  It must also be vigilant to ensure that the health aspect of complex 

files [i.e. initiatives] led by other sectors are flagged and addressed.  It must be sensitive to timing, able to distinguish 

between short, medium and long-term gains, and prepared to make decisions on appropriate entry points and 

strategies� (Public Health Agency of Canada and Health Systems Knowledge Network 2007:31).  Health officials also 

need to anticipate and respond to opportunities to advance health equity through broader social and economic policies 

which may involve intersectoral action but where health equity is not a stated goal.    

 

Balancing the contribution of health with other sectors 

The roles of policy development, implementation and evaluation must be shared between the different sectoral actors, 

particularly given the common experience of competitiveness between government departments.  Explanations of 

IAH's value in addressing policy challenges, will strongly influence the roles the respective actors will be willing to 

play.  The systematic review of IAH experience suggests that �successful collaboration depends on shared interest 

and mutual trust, and there is careful balancing of power for these relationships to work.  In addition, these 

relationships are sometimes enhanced if the focus of intersectoral work is cast in broader societal terms (such as 

social equity), rather than narrowly as health-centred initiatives� (Public Health Agency of Canada and Health Systems 

Knowledge Network 2007:19).  To initiate and sustain IAH it is, therefore, particularly important for the Ministry of 

Health to look beyond its own goals and to take account of other sectors� objectives. At the same time, it needs to 

uphold equity principles in the way it organises and delivers care within the confines of its own sector.  

 

Actively building alliances 

Successful alliances involve appropriate actors at appropriate points in the process and ensure that partners share 

leadership, accountability and rewards.  As shown in Sweden in the 1990s, an inclusive engagement with interested 

and concerned actors can build momentum in support of IAH and prevent the strategy from being undermined.  Within 

government this means building connections between sectors (especially through the health focal points of other 

Ministries) as well as different levels of government.  While local government is an important locus of action, sub-

national and national level buy-in and support are necessary for sustainable, wide-scale initiatives. The Treasury or 

Finance Ministry, in its funding and performance assessment role, is a critical actor in supporting joint initiatives across 

organisational and sectoral boundaries and lines of accountability.  Connections between IAH programme staff and 

local political leaders or administrators, and the media, are also important in garnering support for an IAH perspective.  

Engagement with the community is equally important to highlight equity concerns and to facilitate action and uptake of 

interventions.  

 

Sustaining IAH initiatives  

A major challenge is how to maintain commitment to IAH initiatives over time (beyond the electoral lifetime of 



��������	
���
���
�������
�����������
�����������
���

20 

individual political leaders and despite the turnover of staff that is common in government programmes).  Experience 

shows the value of setting clear goals and articulating the benefits to all actors, promoting initiatives so that they 

become high profile, involving public health professionals in identifying priorities and planning action, and ensuring 

that decision-making authority rests with those responsible for implementing such action.  In addition, the teams of 

government staff involved in IAH initiatives must, between them, possess the range of skills to develop policy, 

implement and assess initiatives, and manage complex communication and negotiation processes.  Skilled leadership 

builds the inter-personal trust necessary to bind these teams together, despite the many institutional obstacles to 

collaborative action.  Finally, generating visible results also helps to build morale to continue IAH efforts. 

 

Institutionalising IAH 

Whilst highly motivated individuals often drive IAH processes, long-term stability requires institutionalized structures 

and processes that offset contextual challenges and resist the vagaries of time.  Most important among these are: 

creating a mandatory requirement to participate in IAH as well as conduct health impact assessments (through 

legislation); institutional arrangements that allow for on-going dialogue between colleagues (such as committees made 

up of related sectoral �clusters,� including both routine inter-Ministerial committees and those set up specifically for IAH 

projects); dedicated budgets and performance incentives for participation in IAH, including accountability frameworks; 

and government budget, planning and audit processes that track IAH.  Institutionalizing Health Impact Assessment as 

part of routine decision-making within government can, in particular, maintain awareness of the social determinants of 

health:  the MOH can play a role in ensuring that at least some form of assessment is performed and monitored, even 

in low-income countries where complex, data-intensive assessments are not possible.  

 

4.2  Promote social empowerment  
Part 3 concluded that social empowerment can impact positively on health and health equity.  This section draws on 

international experience to suggest strategies that promote social empowerment for health equity within health 

systems. These strategies are largely led by public-public partnerships between actors at various levels of government 

and the social networks within communities, as well as their formal organisations (that is, civil society organisations 

(CSOs) which include non-state, non-profit, voluntary organisations such as formally managed non-government 

organisations, professional membership bodies (e.g. health profession associations), and more informal groups of 

people who come together on the basis of neighbourhood, work or social connections).  The strategies encourage:  

grounding the practice of government in social dialogue and accountability; a more horizontal relationship between 

public authorities, experts and social actors; a move from simple representative to participatory democracy, and an 

emphasis on local-level management, all of which are included within the comprehensive PHC approach (Vega-

Romero and Torres-Tovar 2007).   

 

Context matters 
Social action strategies are context-specific and involve diverse actors who may be organised differently in relation to 

one another over time.  Social action in Brazil under authoritarian military rule was different, for example, to the role 
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now played by civil society under the universal health system established within the subsequent democracy (Becker 

2003; Oliveira 2003).  State welfare policies that are grounded in obligations towards citizen rights focus social action 

on community engagement with local and central government around state performance in meeting these obligations.  

In contrast, commercialised social service delivery often leads to consumer and interest lobbies around the 

performance of private providers, involving less direct engagement with the state.  In some countries, moreover, social 

services provided privately are controlled by corporate interests in other countries, complicating social action; but in 

other instances social action has contested commercialisation and reclaimed the role of the state in fulfilling its 

obligations towards the health of its citizens (Vega-Romero and Torres-Tovar 2007). 

 

All in all, stable, egalitarian socio-political contexts and social conditions that enable collective claims to social rights, 

facilitate social empowerment (Wallerstein 2006; see, for example, the case of Mexico City in Annex 5). Organised 

and capable social networks are also important, for example, a media that is not entirely controlled by the state or big 

business, and a judiciary that functions independently (Murthy et al. 2005). In relation to health, government-

community partnerships and social action are stronger where:  communities are locally organised and geographically 

concentrated; there is sustained interaction and communication between population groups and health workers (such 

as through committees and other mechanisms for joint community-health system planning); the local health system is 

adequately resourced; user charges and other forms of commercialisation do not create barriers to access; and donor 

demands do not outweigh local inputs (Baez and Barron 2006; EQUINET et al. 2005; Goetz and Gaventa 2001; 

Loewenson 2000; Loewenson et al. 2004; Macwan'gi and Ngwengwe, 2004; Ngulube et al, 2004; Vega-Romero and 

Torres-Tovar 2007).  Importantly, though, poverty and lack of power may exclude disadvantaged and marginalized 

population groups from social action, making social empowerment strategies vulnerable to capture by higher income 

and more powerful groups.  

 

Social mobilisation 
As a  first step towards social empowerment, social mobilisation strategies encompass a range of activities aimed at 

increasing social awareness of health and health systems, strengthening health literacy, and enhancing social 

capacities to take health actions.  Social mobilisation can improve the performance of health systems and population 

health outcomes, especially in relation to health promotion and public health activities.  

 

The international evidence suggests a number of strategies, all founded on increased social awareness and collective 

reflection (Goetz and Gaventa 2001; Loewenson 2003a; Vega-Romero and Torres-Tovar 2007).  These strategies 

include:  

• increasing citizen�s access to information and resources and raising the visibility of previously ignored health 

issues, such as was achieved by the Panchayat Waves community radio programme in India and the 

participatory research and advocacy campaign on breast cancer in the United Kingdom (Goetz and Gaventa 

2001; see also the case study in Annex 5 of the Community Working Group on Health in Zimbabwe which 

ran information campaigns around levels of government expenditure on health care, gender issues and the 
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quality of health services, and calculated a �health basket� which made visible the costs of maintaining health 

for Zimbabwean households (Rusike 2007); 

• developing the consciousness, self-identity and cohesion that underlies social action, such as was shown by 

a South African study of a combined micro-finance and training intervention for poor rural women which led 

to a dramatic reduction in intimate-partner violence (Pronyk et al. 2006, see Annex 6); 

• involving population groups in priority-setting for planning, such as was the experience of a theatre 

programme used by some local authorities in the United Kingdom to tap residents� opinions and identify 

alternative policy solutions for local authority Health Improvement Plans (Goetz and Gaventa 2001); and 

• involving disadvantaged and marginalized groups in health promotion, prevention and care, such as was 

done in a community-based intervention in Nepal that involved mothers in an action-learning cycle to identify 

local perinatal problems and devise strategies to solve them (this was associated with significant reductions 

in maternal mortality and adverse birth outcomes as well as increased health service utilisation (Manandhar 

et al. 2004), see Annex 6)). 

 

Accountability  
Social mobilisation may also be linked to efforts to hold health authorities accountable. Accountability involves 

answerability (that is, the obligation to inform and explain) and enforceability (that is, the holding of authorities to task 

over commitments of obligating a review of practice).  Table A provides examples of accountability strategies. Murthy 

et al. (2005) note that these strategies are more successful when initiated by population groups (rather than 

authorities) and have had less impact on contested, new or low priority areas of health services (such as adolescent 

reproductive health).  George (2003) also notes that health workers can become frustrated when they do not have the 

authority to respond to issues raised at local level.  

 




