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I 

Executive summary 

Addressing the persistent and considerable differences in health within the EU and among its 
Member States is viewed as one of the most important challenges in public health –by the EU 
institutions and by people themselves.  

Health is determined by a wide range of personal, social, economic and environmental factors 
('determinants'). According to the World Health Organization (WHO) – which has undertaken 
significant work on the topic, largely shadowed by the EU – the social determinants of health are 
'the conditions in which people are born, grow, work, live, and age, and the systems put in place to 
deal with illness'. These are in turn shaped by wider forces: economics, social policies, and politics, 
including the distribution of money, power and resources at global, national and local levels. 
Examples from the EU show not only differences in life expectancy, both by sex and level of 
education, but also in mortality rates for cardiovascular diseases and cancer, health-related 
behaviours (including unhealthy diets and obesity), and other long-standing health problems. There 
are also notable differences in access to healthcare and unmet healthcare needs. The factors that 
give rise to, and exacerbate, disparities in health are complex and interlinked. 

In terms of action at international level, the United Nations (UN) committed in 2015, with the 
sustainable development goals, to 'leave no one behind', striving among other things to achieve 
universal healthcare. The WHO's work on social determinants of health and health inequities1 goes 
back to its 1948 constitution and was further developed by its Commission on Social Determinants 
of Health, in particular, which produced a landmark report with recommendations. The Organisation 
for Economic Co-operation and Development (OECD) has produced evidence and 
recommendations regarding inequalities in the areas of ageing; education and the labour market; 
risk factors to health; and access to and utilisation of healthcare. Moreover, the biennial publication 
Health at a Glance: Europe is part of the 'State of Health in the EU' cycle, in which the OECD and the 
European Commission jointly undertake comparative analyses, including on health inequalities. 

At European level – while the main responsibility lies with the Member States – the EU institutions, 
bodies and agencies have contributed to reducing health inequalities through an array of policies, 
programmes, initiatives and instruments. These include, inter alia, Council conclusions; European 
Commission communications; the EU health programme and joint actions; financial support through 
EU funds, notably the Fund for European Aid to the Most Deprived (FEAD) and the European Social 
Fund (ESF); and health research to address mechanisms that reduce health inequalities through the 
Horizon 2020 programme for research and innovation. Addressing the social determinants of health 
and reducing health inequalities in its many dimensions has long been at the heart of the European 
Parliament's work, namely through resolutions and by financing pilot projects.  

Moreover, stakeholders from academia, non-governmental organisations, the healthcare 
community and industry have expressed opinions on how best to tackle health inequalities from 
their point of view. Going forward, a demand for action arises on several fronts. Broadly speaking, 
there is a need for improved data, measurements, reporting, and comparisons; and for dedicated, 
collaborative research. Given the considerable societal and economic costs of health inequalities, 
there is also a need for a broader understanding and clear political will. Finally, there is a need for 
synergies, cross- and inter-sectoral policies, and multi-level cooperation. 

                                                             

1  This paper uses the terms 'inequity' and 'inequality' interchangeably. 



EPRS | European Parliamentary Research Service 
 
 

II 

Table of contents 

1. Introduction _________________________________________________________________ 1 

2. Background: main terms, concepts, models and theories _____________________________ 1 

3. Health inequalities in the European Union _________________________________________ 4 

3.1. Scope of health inequalities – examples ________________________________________ 4 

3.2. Possible drivers and explanations ______________________________________________ 9 

4. International agencies' work on social determinants of health and health inequalities _____ 11 

4.1. United Nations ____________________________________________________________ 11 

4.1.1. World Health Organization________________________________________________ 11 

4.2. Organisation for Economic Co-operation and Development _______________________ 15 

5. European Union action to reduce health inequalities _______________________________ 18 

5.1. EU institutions ____________________________________________________________ 18 

5.1.1. Council _______________________________________________________________ 18 

5.1.2. European Commission ___________________________________________________ 22 

5.1.3. European Parliament ____________________________________________________ 27 

5.1.4. European-level data and indicators _________________________________________ 30 

5.2. Consultative committees ___________________________________________________ 31 

5.2.1. European Committee of the Regions ________________________________________ 31 

5.2.2. European Economic and Social Committee __________________________________ 31 

5.3. EU agencies ______________________________________________________________ 32 

5.3.1. European Centre for Disease Prevention and Control __________________________ 32 

5.3.2. European Foundation for the Improvement of Living and Working Conditions ______ 32 

6. Stakeholders' views in the health inequalities debate _______________________________ 33 

7. Outlook ____________________________________________________________________ 35 

 



Addressing health inequalities in the European Union 
 
 

III 

Table of figures 

Figure 1 – Dahlgren and Whitehead model of the determinants of health __________________ 3 

Figure 2 – Household out-of-pocket expenditure on healthcare (Euro per capita, 2016) ______ 7 

Figure 3 – Self-reported unmet needs for healthcare (2014) _____________________________ 8 

Figure 4 – Main WHO Commission on Social Determinants of Health recommendations _____ 12 

Table of tables 

Table 1 – Challenges in access to healthcare identified by the Social Protection Committee __ 21 

Abbreviations 

Country code EU Member State 
BE Belgium 
BG Bulgaria 
CZ Czechia 
DK Denmark 
DE Germany 
EE Estonia 
IE Ireland 
EL Greece 
ES Spain 
FR France 
HR Croatia 
IT Italy 
CY Cyprus 
LV Latvia 
LT Lithuania 
LU Luxembourg 
HU Hungary 
MT Malta 
NL Netherlands 
AT Austria 
PL Poland 
PT Portugal 
RO Romania 
SI Slovenia 
SK Slovakia 
FI Finland 
SE Sweden 
UK United Kingdom2 

 

                                                             

2  Although the United Kingdom left the EU with effect from 1 February 2020, the data included in this paper concern a 
period in which the UK was a Member State. 





Addressing health inequalities in the European Union 
 
 

1 

1. Introduction 

People in the European Union (EU) live, on average, longer and healthier lives than previous 
generations.3 However, while the average level of health has continued to improve, large differences 
in health persist both between and within EU Member States. Addressing such inequalities has long 
been viewed as one of the most important challenges in public health.4 Indeed, the European 
Commission counts health inequalities, including access to health and care, among the four main 
healthcare challenges Europe is facing.5 In a representative poll from February 2019,6 over a quarter 
(27 %) of those interviewed considered health inequalities to be the EU's foremost public health 
challenge over the next five years; the vast majority (69 %) felt that health inequalities needed to be 
addressed more than they have been so far.7 Could this poll – albeit small in scale – point to a wider 
demand from citizens to close the 'health gap'8 and 'leave no one behind'?9 

2. Background: main terms, concepts, models and theories 
Many factors have an influence on health. In addition to a person's individual genetics and lifestyle, 
health is determined by a wide range of personal, social, economic and environmental factors (or 
'determinants'). The main determinants of health include:10 income and social status; employment 
and working conditions; education; childhood experiences; physical environments; social support 
networks; personal behaviours and coping skills; access to healthcare; biology and genetics; gender; 
and culture.11 Within the broader determinants of health, the social determinants of health refer 
more specifically to the social and economic (or 'socioeconomic') factors that relate to a person's 
place in society, such as education, occupation or income. (Both terms – determinants and social 
determinants – are often used interchangeably, and are so in this analysis). The World Health 
Organization (WHO), which has undertaken significant work on the topic,12 defines the social 
determinants of health as 'the conditions in which people are born, grow, work, live, and age, and 
the systems put in place to deal with illness'.13 According to the WHO, these are in turn shaped by 
wider forces: economics, social policies, and politics, including the distribution of money, power and 
resources at global, national and local levels.14 

                                                             

3  Solidarity in health: Reducing health inequalities in the EU, COM(2009) 567 final. For further reading, see also M. Kiss 
et al., Demographic outlook for the European Union, EPRS, European Parliament, February 2020. 

4  European strategies for tackling social inequities in health: Levelling up Part 2, WHO/Europe, 2007. 
5  The other three challenges are: rising healthcare costs; the influence on health of environmental factors, including 

climate change; and the risk of losing the ability to protect the population against the threat of infectious disease 
(Horizon 2020 – Work programme 2018-2020: Health, demographic change and wellbeing, European Commission). 

6  Among more than 9 000 Europeans (aged 18 and over) in eight EU countries (HR, FI, FR, DE, IT, RO, ES, UK). 
7  More EU action in health: A demand from citizens to address their policy priorities in the 2019 to 2024 term, Incisive 

Health, May 2019. 
8  Closing the gap in a generation: Health equity through action on the social determinants of health. Final report of the 

Commission on Social Determinants of Health, WHO/Europe, 2008 (more on this in Section 4.1.1.). 
9  What does it mean to leave no one behind?, United Nations Development Programme (more in Section 4.1). 
10  Health Impact Assessment – The determinants of health, WHO. 
11  Social determinants of health and health inequalities, Government of Canada. 
12  Notably in the framework of its Commission on Social Determinants of Health (see Section 4.1.1). 
13  Social determinants of health, WHO. 
14  About social determinants of health, WHO. 

https://eur-lex.europa.eu/legal-content/EN/ALL/?uri=celex:52009DC0567
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_STU(2020)646181
http://www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf
http://ec.europa.eu/research/participants/data/ref/h2020/wp/2018-2020/main/h2020-wp1820-health_en.pdf
https://www.incisivehealth.com/wp-content/uploads/2019/05/More-EU-action-in-health-Report-EMAILWEB.pdf
https://www.who.int/social_determinants/thecommission/finalreport/en/
https://www.who.int/social_determinants/thecommission/finalreport/en/
https://www.undp.org/content/undp/en/home/librarypage/poverty-reduction/what-does-it-mean-to-leave-no-one-behind-.html
https://www.who.int/hia/evidence/doh/en/
https://www.canada.ca/en/public-health/services/health-promotion/population-health/what-determines-health.html
https://www.who.int/social_determinants/thecommission/en/
https://www.who.int/social_determinants/en/
https://www.who.int/social_determinants/sdh_definition/en/
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These factors, combined together, bring about inequalities in health. They can be defined in a 
descriptive way as differences in health status or in the distribution of health determinants between 
different population groups (for example, by age, gender, ethnicity or place).15 More commonly, 
however, the moral and ethical dimensions of the term are emphasised. As Eikemo et al. point out,16 
in most European research and policy discourses, health inequalities denote differences in health 
by socioeconomic status: they are not 'natural' or 'inevitable', but socially produced and determined, 
and carry the connotation of being unfair 
and unjust.17 While the WHO and others 
sometimes distinguish between 
'inequalities'' and 'inequities' (that is, 
avoidable inequalities), both terms are used 
interchangeably in this analysis. For the 
WHO, reducing inequities in health can be 
thought of as 'increasing the freedom and 
power among people with the most limited 
possibilities of controlling and influencing 
their own life and society'.18 

Health inequalities can be observed along a 
social gradient in health.19 In general, the higher one's social position, the better one's health is 
likely to be: 'Life expectancy is shorter and most diseases are more common further down the social 
ladder in each society'.20 The gradient is not confined to the most disadvantaged groups in society. 
'Even comfortably off people somewhere in the middle tend to have poorer health than those above 
them'.21 Marmot, as quoted by the European Commission, has argued that, 'to reduce the social 
gradient in health, actions must be universal, but with a scale and intensity that is proportionate to 
the level of disadvantage'.22 This is known as proportionate universalism – universal solutions with 
an effort proportional to need. 

Disadvantaged, vulnerable or marginalised groups are defined by the WHO as those who, 'due 
to factors usually considered outside their control, do not have the same opportunities as other, 
more fortunate groups in society'.23 Examples might include unemployed people, refugees and 
others who are socially excluded. Disadvantage takes many forms; it starts before birth, and its 
effects on health accumulate throughout life.24 Moreover, it may be absolute or relative. Marmot 

                                                             

15  Health inequality and inequity, Health Impact Assessment: Glossary of terms used, WHO. For a discussion on the 
difference between 'inequality of outcomes' and 'inequality of opportunity', see A. Widuto, Regional inequalities in 
the EU, EPRS, European Parliament, May 2019. 

16  T.A. Eikemo et al., 'The First Pan-European Sociological Health Inequalities Survey of the General Population: The 
European Social Survey Rotating Module on the Social Determinants of Health', European Sociological Review, Vol. 33, 
Issue 1, February 2017, pp. 137-153. 

17  M. Whitehead, 'A typology of actions to tackle social inequalities in health', Journal of Epidemiology and Community 
Health, Vol. 61, Issue 6, June 2007, pp. 473-478. 

18  European strategies for tackling social inequities in health: Levelling up Part 2, WHO/Europe, 2007. 
19  Social determinants, WHO/Europe. 
20  Social determinants of health. The solid facts. Second edition, WHO/Europe, 2003. 
21  M. Marmot and R.G. Wilkinson (eds.), Social determinants of health. Second edition, Oxford University Press, 2006. 
22  The Marmot Review, Institute of Health Equity, 2010, as quoted in Reducing health inequalities in the European Union, 

European Commission, 2010. 
23  Health inequality and inequity, Health Impact Assessment: Glossary of terms used, WHO. 
24  Social determinants of health. The solid facts. Second edition, WHO/Europe, 2003. 

Quote: Empowerment for equity in health 
'My argument is that tackling disempowerment is 
crucial for improving health and improving health 
equity. I think of disempowerment in three ways: 
material, psychosocial and political. The psychosocial 
dimension can be described as having control over 
your life.' 

Source: M. Marmot, The health gap. The challenge of an 
unequal world, Bloomsbury Paperbacks, 2016. 

https://www.who.int/hia/about/glos/en/index1.html
https://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2019)637951
https://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2019)637951
https://academic.oup.com/esr/article/33/1/137/2525456
https://academic.oup.com/esr/article/33/1/137/2525456
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2465710/
http://www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf
http://www.euro.who.int/en/health-topics/health-determinants/social-determinants
http://www.euro.who.int/en/health-topics/environment-and-health/urban-health/publications/2003/social-determinants-of-health.-the-solid-facts.-second-edition
http://www.instituteofhealthequity.org/
https://publications.europa.eu/en/publication-detail/-/publication/5477617f-045d-46eb-b168-28f31c6f71c8/language-en
https://www.who.int/hia/about/glos/en/index1.html
http://www.euro.who.int/en/health-topics/environment-and-health/urban-health/publications/2003/social-determinants-of-health.-the-solid-facts.-second-edition
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argues that relative disadvantage with respect to income translates into absolute disadvantage in 
empowerment and control over one's life.25 

One of the most widely used models 
that attempt to illustrate the 
relationship between different 
determinants and health is the 
Dahlgren-Whitehead 'rainbow' model, 
developed by Dahlgren and 
Whitehead in 1991 (see Figure 1).26 It 
maps the relationship between 
people, their environment and health. 
People are placed at the centre. 
Surrounding them in concentric half-
circles are the various layers of 
influences on health: individual 
lifestyle factors; community influences; 
living and working conditions; and the 
more general social conditions.27 

Three main theories try to explain how 
social determinants interact with 
health and inequalities in health.28 The materialist explanation focuses on income, and what it 
enables, in the relationship between socioeconomic status and health. Psychosocial explanations 
centre on how social inequality makes people feel, and the effects of the biological consequences 
of these feelings on health. According to the cultural-behavioural explanation, the link between 
socioeconomic status and health is a result of differences between socioeconomic groups in terms 
of their health-related behaviour, such as levels of smoking, alcohol and drug consumption, diet, 
physical activity, and health service usage.  

In addition, the 'fundamental cause' theory tries to explain the persistent association between 
social status and health. It posits that social factors are likely fundamental causes of disease. Because 
they embody access to an array of important resources (such as money, knowledge, prestige, power, 
and beneficial social connections), they affect multiple disease outcomes through multiple 
mechanisms, and consequently maintain an association with disease even when intervening 
mechanisms change.29 In other words, such resources can be used regardless of the prevailing 
health risks or available protective steps at any point in history. 'This, according to the theory, is how 
socioeconomic status continues to shape health status even as the major threats and ways to avoid 
them change dramatically over time.'30 

                                                             

25  M. Marmot, 'The health gap. The challenge of an unequal world. Viewpoint', Lancet, Vol. 386, Issue 10011, 
December 2015, pp. 2442-2444. 

26  T. A. Eikemo et al., 'The First Pan-European Sociological Health Inequalities Survey of the General Population: The 
European Social Survey Rotating Module on the Social Determinants of Health', European Sociological Review, Vol. 33, 
Issue 1, February 2017, pp. 137-153 

27  For an in-depth discussion of the different layers, and the policy options available, see European strategies for tackling 
social inequities in health: Levelling up Part 2, WHO/Europe, 2007. 

28  T. A. Eikemo et al., op. cit. 
29  B. G. Link and J. Phelan, 'Social conditions as fundamental causes of disease', Journal of Health and Social Behavior, 

1995, Extra Issue, pp. 80-94. 
30  Key concepts: Fundamental causes of health disparities, Association of Health Care Journalists, Center for Excellence 

in Health Care Journalism. 

Figure 1 – Dahlgren and Whitehead model of the 
determinants of health 

 

Source: T. A. Eikemo et al., European Sociological Review. 

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2815%2900150-6/fulltext
https://academic.oup.com/esr/article/33/1/137/2525456
https://academic.oup.com/esr/article/33/1/137/2525456
http://www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf
http://www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf
https://academic.oup.com/esr/article/33/1/137/2525456
https://www.semanticscholar.org/paper/Social-conditions-as-fundamental-causes-of-disease.-Link-Phelan/e7792cd2c614849e7af4b6835d5e746f33481364
https://healthjournalism.org/core-topic.php?id=6&page=keyconcepts#causes
https://academic.oup.com/esr/article/33/1/137/2525456


EPRS | European Parliamentary Research Service 
 
 

4 

3. Health inequalities in the European Union 
In the EU, a significant health differential exists between different social groups and between people 
living in different parts of the EU.31 The examples below illustrate the scope of health inequalities, 
including of access to healthcare and unmet needs. 

3.1. Scope of health inequalities – examples 
Data on life expectancy at birth for both men and women show substantial differences between 
EU Member States. Typically, Member States in eastern Europe have a much lower life expectancy 
compared to the rest of the EU. Considering the 2008-2017 averages, there was a difference of 
almost 9 years between the Member States 
with the lowest and highest life expectancy – 
73.9 years in Latvia compared to 82.7 years in 
Spain (Eurostat data).32 The difference in 
average life expectancy at birth between 
men (76.2 years) and women (82.3 years) 
across the EU-28 was 6.1 years. Latvia had 
the greatest difference in life expectancy of 
11 years between men (68.4 years) and 
women (79.4 years), while the Netherlands 
had the smallest difference (3.7 years) 
between men (79.4 years) and women 
(83.1 years). As the European Core Health 
Indicators (ECHI)33 show, sizable differences 
exist between some countries in terms of 
the life expectancy at birth by education 
level for both men and women. From 2007 
to 2016, the average life expectancy at birth 
ranged between 67.1 years for people with a low education level in Estonia and 84.6 years for the 
highly educated in Italy.34 Large inequalities in life expectancy at birth between people with high 
and low education levels can be seen within some countries, such as gaps of up to 10 years and 
more in Estonia, Bulgaria and Slovakia (ECHI, 2016). Average healthy life expectancy at birth35 from 
2007 to 2017 varied between 53.7 years in Latvia and 71.6 years in Sweden, meaning that, 
depending on their country of birth, Europeans could expect to have almost 20 more (or less) years 
of healthy life.36 The EU-28 average over ten years (2008-2017) of another commonly used indicator 
as a measure of population health, infant mortality rate, ranged from 2.2 per 1 000 in Finland and 
Slovenia to 8.7 in Romania, indicating a fourfold variation across countries.37 

                                                             

31  Social determinants – Overview, European Commission. 
32  Life expectancy at birth by sex, table SDG_03_10, Eurostat. 
33  See Section 5.1.4. for more information on ECHI. 
34  European Core Health Indicators (ECHI), ECHI data tool, European Commission. 
35  For a discussion of healthy life years and the measuring health (objective data versus self-assessed-measures), see 

also D. Eatock et al., Demographic outlook for the European Union, EPRS, European Parliament, 2017, and in particular, 
the 'Focus on health' section. 

36  A 2018 study with data from England, Finland, France and Sweden found that there are inequalities in healthy life 
expectancy between ages 50 and 75 according to occupational position. The authors conclude that reducing 
socioeconomic inequalities would make an important contribution to extending healthy life expectancy. 

37  Infant mortality rates, Eurostat. 

European Commission report on health 
inequalities in Europe: Three key findings 

A 2013 comparison of social determinants and health 
inequalities in the EU and the European Economic Area 
(EEA) yielded three main findings: first, average life 
expectancy is lower in the countries of central and 
eastern Europe than, for instance, in Sweden, Italy, and 
Norway; second, the social gradient in health is steeper 
in the east than in the west; and third, the country 
differences in life expectancy are much greater for 
people with little education than for people with 
tertiary education. 

Source: Report on health inequalities in the EU. Final 
report of a consortium, European Commission, 2013 
(more on this in Section 5.1.2.). 

https://ec.europa.eu/health/social_determinants/overview_en
https://ec.europa.eu/eurostat/databrowser/bookmark/2e2ca216-4cd1-439a-9f6d-0d27c0126da2?lang=en
https://ec.europa.eu/health/indicators_data/indicators_en
https://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_IDA(2017)614646
https://www.europarl.europa.eu/RegData/etudes/IDAN/2017/614646/EPRS_IDA(2017)614646_EN.pdf#page=25
https://academic.oup.com/eurpub/article/29/2/267/5126423
http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=demo_minfind&lang=en
https://ec.europa.eu/health/sites/health/files/social_determinants/docs/healthinequalitiesineu_2013_en.pdf
https://ec.europa.eu/health/sites/health/files/social_determinants/docs/healthinequalitiesineu_2013_en.pdf
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Standardised mortality rates38 for cardiovascular diseases,39 which are the leading cause of 
death in the EU, in 2016 ranged from approximately 200 deaths per 100 000 inhabitants (males and 
females) in France, to around 1 100 per 100 000 in Bulgaria.40 The European Cardiovascular Disease 
Statistics 2017, published by the European Heart Network,41 further illustrate the large differences 
in death rates from ischaemic heart disease and stroke across Europe (data from latest available 
year). For instance, there is a 13-fold difference in female death rates from heart disease in France 
and Lithuania (32 deaths versus 429 per 100 000 women); a 9-fold difference in male death rates 
from heart disease in France and Lithuania (77 deaths versus 700 per 100 000 men); and a 6-fold 
difference in male and female death rates from stroke in France and Bulgaria. As the report 
explains, death rates from both ischaemic heart disease and stroke are generally higher in central 
and eastern Europe than in northern, southern and western Europe, but mortality from 
cardiovascular diseases is now falling in most European countries, including those in central and 
eastern Europe. While it is hard to identify the exact causes of these big differences between 
countries, lifestyle and access to medicines may play a role.42 

Wide variations across the EU also exist in cancer mortality.43 In 2016, the highest standardised 
death rates for cancer were recorded in Hungary and Croatia, each with rates of more than 330 per 
100 000 inhabitants, while the lowest rate was recorded in Cyprus (194 per 100 000).44 Of note in this 
context are the gaps in the availability of cancer screening technology (advances in screening 
are credited with cancer survival gains in recent decades).45 In 2016, the average number of 
computer tomography (CT) scanners available across the EU was 2.2 units per 100 000 inhabitants, 
while the rate for magnetic resonance imaging (MRI) machines was 1.4 per 100 000. Hungary had 
the lowest rate of availability of either technology (0.9 and 0.4 units per 100 000 inhabitants, 
respectively). 

There are also wide variations between European countries, and between socioeconomic groups 
within countries, in health-related (or 'lifestyle') behaviours. Marked differences can be seen with 
regard to: nutrition and diet-related determinants (including breastfeeding, breakfast habits, family 
dinners, fruit and vegetable consumption, soft drink consumption); physical activity levels; tobacco 
and alcohol consumption; and in outcomes from these factors, such as obesity and poor health.46 
This analysis will limit its scope to examples of diet-related determinants and obesity. Unhealthy 
diets (with too much fat and sugar and too few vegetables and fruit) are, together with lack of 
physical activity, important determinants of poor health and premature death across Europe. 
Conversely, healthy diets (rich in fruit and vegetables) may protect against major diseases.47 Data 
from 2014 show that the (self-reported) daily consumption of fruit and vegetables differs widely 
across the EU, from less than 50 % of the population aged 15 and over eating at least one portion of 
                                                             

38  The standardised death rate is the death rate adjusted to a standard age distribution. It is calculated as a weighted 
average of the age-specific death rates of a given population; the weights are the age distribution of that population. 

39  That is, diseases that affect the circulatory system (the heart, blood vessels and arteries), such as ischaemic heart 
disease (heart attacks) and cerebrovascular diseases (strokes). 

40  Cardiovascular diseases statistics, Eurostat. 
41  European Cardiovascular Disease Statistics 2017, European Heart Network. 
42  S. Wheaton, Politico Pro Morning Health Care, 14 February 2019. 
43  The European Commission's forthcoming action plan to beat cancer aims to reduce the cancer burden and address 

cancer-related inequalities between and within Member States. See also N. Scholz, Europe's Beating Cancer plan: 
Launch of the EU-wide debate, EPRS, European Parliament, January 2020. 

44  Cancer statistics, Eurostat. 
45  K. Jennings, Politico Pro Morning Health Care, 30 January 2019. 
46  Health Inequalities: dietary and physical activity-related determinants, EU Science Hub/Health Promotion and Disease 

Prevention Knowledge Gateway, European Commission. 
47  European strategies for tackling social inequities in health: Levelling up Part 2, WHO/Europe, 2007. 

https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Glossary:Standardised_death_rate
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Cardiovascular_diseases_statistics&oldid=261650#Deaths_from_cardiovascular_diseases
http://www.ehnheart.org/cvd-statistics.html
https://www.politico.eu/pro/politico-pro-morning-health-care-giving-the-eu-election-some-heart-spc-trilogue-managing-uncertainty-in-drug-pricing/
https://ec.europa.eu/commission/presscorner/detail/en/ip_20_154
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_ATA(2020)646155
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_ATA(2020)646155
https://ec.europa.eu/eurostat/statistics-explained/index.php/Cancer_statistics#Deaths_from_cancer
https://www.politico.eu/pro/politico-pro-morning-health-care-germanys-abortion-ad-ban-brexit-amendments-cancers-iron-curtain/
https://ec.europa.eu/jrc/en/health-knowledge-gateway/societal-impacts/inequalities
http://www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf
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fruit and vegetables on a daily basis in Bulgaria and Romania, to more than 75 % in Italy, the United 
Kingdom, Portugal and Belgium.48 Daily fruit and vegetable consumption is higher in groups with 
higher education levels in northern and central European countries, but not necessarily in southern 
ones.49 The share of the EU population eating at least five portions of fruit and vegetables rises with 
increasing income. 

Many socioeconomic variables are associated with obesity,50 including socioeconomic status, 
education level and ethnicity, as well as a gender gap. Moreover, the link between obesity and 
socioeconomic disadvantage appears to be perpetuated in a vicious cycle. Obesity significantly 
increases the risk of chronic diseases, such as cardiovascular disease, type-2 diabetes, hypertension, 
coronary heart diseases and certain cancers. Eurostat data from 2014 show that, across the EU, 
substantial inequalities exist with regard to the proportion of adults who are overweight or obese. 
The proportion of overweight adults (15 years and over, both sexes, including obese people) varied 
between 44 % in Italy and 60 % in Malta, while that of obese adults ranged from 9 % in Romania to 
25 % in Malta.51 As regards education level and weight, women with lower education were more 
likely to be overweight or obese; as the education levels of women rose, the proportion considered 
as being overweight or obese fell. There was no clear-cut pattern linking educational attainment 
levels and obesity in men.52 Obesity among children of parents with lower education status is also 
found in many European countries. Measured overweight (including obesity) among children at 
various ages in the EU is about 23 % for boys and 21 % for girls (2010 or latest year available, 
evidence from 22 countries).53 

Socioeconomic differences can also be observed in medical conditions other than obesity. For 
instance, people in the highest income group (the fifth quintile)54 have a much lower rate of long-
standing, chronic illness or health problems compared to those with the lowest incomes (the first 
and second quintiles); the EU-28 average for people aged 16 years and over in 2018 was, 
respectively, an estimated 30 % versus 44 % and 41 %.55 Moreover, there appears to be an inverse 
association between the level of education and the number of people reporting a chronic illness or 
health problem; that is, the higher the education level, the fewer the reported long-standing health 
concerns.56 A study exploring socioeconomic inequalities among European adults aged 50 or older 
with chronic diseases between 2004 and 2015 showed that such inequalities existed, and that they 
disadvantaged poor people.57  

                                                             

48  Fruit and vegetable consumption statistics, Eurostat, 2018. 
49  Health Inequalities: dietary and physical activity-related determinants, European Commission. 
50  A person with a body mass index (BMI) of equal to or more than 25 is considered overweight; a person with a BMI of 

equal to or more than 30 is considered obese. 
51  Body mass index (BMI) by sex, age and educational attainment level, Eurostat. 
52  Obesity in the EU: gender differences, Eurostat. 
53  Health Inequalities: dietary and physical activity-related determinants, European Commission. 
54  'Quintiles' denote how income is distributed among the population: the first quintile contains the bottom fifth of the 

population on the income scale (or the 20 % of people with the lowest income), the second quintile represents the 
second fifth (from 20 % to 40 %), and so on; the fifth quintile represents the 20 % of those with the highest income. 

55  People having a long-standing illness or health problem, by sex, age and income quintile, Eurostat. 
56  Health Inequalities: dietary and physical activity-related determinants, European Commission. 
57  F. Bono and D. Matranga, 'Socioeconomic inequality in non-communicable diseases in Europe between 2004 and 

2015: evidence from the SHARE survey', European Journal of Public Health, Vol. 29, Issue 1, February 2019, pp. 105-110. 

https://ec.europa.eu/eurostat/statistics-explained/pdfscache/68501.pdf
https://ec.europa.eu/jrc/en/health-knowledge-gateway/societal-impacts/inequalities
https://www.who.int/topics/obesity/en/
https://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=hlth_ehis_bm1e&lang=en
https://ec.europa.eu/eurostat/statistics-explained/index.php/Overweight_and_obesity_-_BMI_statistics#Obesity_in_the_EU:_gender_differences
https://ec.europa.eu/jrc/en/health-knowledge-gateway/societal-impacts/inequalities
https://ec.europa.eu/eurostat/statistics-explained/index.php/Beginners:Statistical_concept_-_Quintile_and_decile
https://ec.europa.eu/eurostat/web/products-datasets/product?code=hlth_silc_11
https://ec.europa.eu/jrc/en/health-knowledge-gateway/societal-impacts/inequalities
https://academic.oup.com/eurpub/article/29/1/105/5087798
https://academic.oup.com/eurpub/article/29/1/105/5087798
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Wide variations in access to healthcare can also be observed within and across Member States. 
According to a study by the European Commission,58 ensuring that EU citizens have good and 
equitable access to healthcare is important for several reasons. Firstly, healthcare is a significant 
determinant of wellbeing that contributes to health improvements and prolonged life, as well as 

the prevention of suffering and ill health. Secondly, a healthy population is linked to better 
economic growth, labour market participation and productivity. Thirdly, persistent avoidable and 
preventable inequalities in healthcare within and between Member States conflict with the rights 
stated in the Charter of Fundamental Rights – the EU and its Member States are legally bound to 
reduce health inequalities.59 

Access has three dimensions: coverage, affordability and availability of care. Barriers to access 
include, for instance, lack of health insurance coverage; high levels of private ('out-of-pocket') 

                                                             

58  Towards a fairer and more effective measurement of access to healthcare across the EU, ICF/European Commission, 
November 2018. 

59  Charter of Fundamental Rights of the European Union, 2012/C 326/02. 

Figure 2 – Household out-of-pocket expenditure on healthcare (Euro per capita, 2016) 

 

Source: G. Sabbati, Living in the EU: Education and Health, EPRS, European Parliament, April 2019, based 
on data from Eurostat. 

https://ec.europa.eu/health/sites/health/files/cross_border_care/docs/2018_measurement_accesstohealthcare_frep_en.pdf
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=celex:12012P/TXT
https://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_ATA(2019)635568
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healthcare expenditure; geographical disparities in the availability of healthcare services (including 
infrastructure, equipment, and number of health professionals); waiting times; and cultural 
obstacles. As shown in Figure 2 above, out-of-pocket expenditure on healthcare (that is, 
expenditure borne directly by a patient)60 varies widely across the EU. Household out-of-pocket 
expenditure can create a financial barrier to access, thus resulting in unmet needs for healthcare. 
According to Eurostat,61 more than a quarter of the EU population (aged 15 and over) declared they 
had an unmet healthcare need in 2014,62 due to three main reasons: financial costs; travelling 
distance to care facilities (including transportation problems); or long waiting times (see Figure 3). 

In 2016, more than 4 % of the EU-28 population aged 16 and over and had an unmet need for a 
medical examination or treatment. The most common reason was that it was too expensive. Close 
to 6 % of those aged 16 and over had an unmet need for dental examination or treatment; 
overall, by far the most common main reason for this was cost. Moreover, about 5 % of the 
population aged 15 and over in need of prescribed medicines could not afford them in 2014, 
whereby the share of people with unmet needs for prescribed medicines was highest among 
those with lower education. People in the lowest income quintiles more often report unmet needs 
due to the above three reasons. According to a 2017 Eurostat breakdown of the financial burden 
of healthcare on households' budgets,63 55 % of people in the EU reported that the amount their 
household had to pay for medical care (excluding dental care and medicines) did not represent a 
financial burden. Some 34 % stated that costs for medical care were somewhat of a financial burden, 
while 11 % perceived such costs as a heavy burden on the household budget. The perceived 
financial burden of medical care was greatest for those living in two-person households that 
included at least one person aged 65 years or more. Cyprus had the largest share of persons 
reporting that medical costs posed a high financial burden (39 %). The share of those declaring that 
paying for medical care caused no financial burden was largest in Denmark, Slovenia and Sweden 
                                                             

60  It comprises cost-sharing, self-medication and other expenditures (Glossary of Statistical Terms, OECD). 
61  Unmet health care needs statistics, Eurostat. 
62  That is, felt they needed healthcare but did not receive it for a number of reasons. 
63  The burden of healthcare on households' budgets, Eurostat. 

Figure 3 – Self-reported unmet needs for healthcare (2014) 

 

Graph by G. Sabbati, EPRS, based on data by Eurostat, Share of persons aged 15 and over reporting 
unmet needs for healthcare, by specific reason, 2014 or nearest year. 
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https://stats.oecd.org/glossary/detail.asp?ID=1967
https://ec.europa.eu/eurostat/statistics-explained/index.php/Unmet_health_care_needs_statistics
https://ec.europa.eu/eurostat/web/products-eurostat-news/-/DDN-20190219-1?inheritRedirect=true&redirect=%2Feurostat%2Fweb%2Fincome-and-living-conditions%2Fpublications%3Fp_p_id%3D101_INSTANCE_cZhFGEBZLQXd%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-2%26p_p_col_pos%3D1%26p_p_col_count%3D6%26_101_INSTANCE_cZhFGEBZLQXd_delta%3D5%26_101_INSTANCE_cZhFGEBZLQXd_keywords%3D%26_101_INSTANCE_cZhFGEBZLQXd_advancedSearch%3Dfalse%26_101_INSTANCE_cZhFGEBZLQXd_andOperator%3Dtrue%26p_r_p_564233524_resetCur%3Dfalse%26_101_INSTANCE_cZhFGEBZLQXd_cur%3D2
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=File:Share_of_persons_aged_15_and_over_reporting_unmet_needs_for_health_care,_by_specific_reason,_2014_or_nearest_year.png#file
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=File:Share_of_persons_aged_15_and_over_reporting_unmet_needs_for_health_care,_by_specific_reason,_2014_or_nearest_year.png#file
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(all 86 %). Of those surveyed, 49 % declared that paying for medicines posed no financial burden 
to the household. A further 39 % reported that these costs represented some financial burden, and 
13 % found paying for medicines a heavy financial burden on the household. In the EU, 48 % 
reported no financial burden relating to costs for dental examinations or treatment.  

3.2. Possible drivers and explanations 
The factors that give rise to, and exacerbate, disparities in health are complex and interlinked. 
Because of the social gradient in health within countries, it is often people in vulnerable 
situations64 that are most affected by health inequalities (see the definitions of disadvantaged, 
vulnerable and marginalised social groups in Section 2). Vulnerable groups typically include people 
with lower household income, lower education level and lower occupational class (that is, lower 
socioeconomic status);65 the unemployed (especially long-term unemployment); people living in 
poverty or at risk of poverty; people with a migrant background; and people with an ethnic minority 
background, such as the Roma 
communities.66 According to Dahlgren and 
Whitehead, the assumption that the 
lifestyles of different socioeconomic groups 
are freely chosen is flawed, as the social and 
economic environments in which people 
live are of critical importance for shaping 
their lifestyles.67 Furthermore, as the WHO 
argues, it is not simply that poor material 
circumstances are harmful to health: the 
social meaning of being disadvantaged, 
poor, unemployed, socially excluded or 
otherwise stigmatised also plays a role.68  

There appears to be a link between health inequalities within a country and the overall health 
of the population: the higher the inequality, the poorer the health of the population as a whole. 
According to Marmot, tackling the social gradient in health implies reducing inequality and 
improving society as a whole.69 As the Commission points out in its report, reducing inequalities 
within Member States may well help to reduce those between Member States.70 

Age and gender differences can aggravate health inequalities. A recent study found that the more 
disadvantaged the socioeconomic circumstances during childhood, the higher the risk of disability 
in older age, especially for women, who – unlike men – could not compensate their disability risk 
through adult socioeconomic attainments. According to the authors, these findings underline that 
childhood is a sensitive period to which public health policies should pay attention.71 

                                                             

64  For further reading, see A. Zimmermann, Social Vulnerability as an Analytical Perspective, Population Europe, 2017. 
65  Defined as the social standing or class of a person or group, often measured as a combination of income, education 

or occupation. 
66  Health Inequalities: dietary and physical activity-related determinants, European Commission. 
67  European strategies for tackling social inequities in health: Levelling up Part 2, WHO/Europe, 2007. 
68  Social determinants of health. The solid facts. Second edition, WHO/Europe, 2003. 
69  M. Marmot, 'The health gap. The challenge of an unequal world. Viewpoint', Lancet, Vol. 386, Issue 10011, 

December 2015, pp. 2442-2444. 
70  Reducing health inequalities in the European Union, European Commission, 2010. 
71  A. Landös et al., 'Childhood socioeconomic circumstances and disability trajectories in older men and women: a 

European cohort study', European Journal of Public Health, Vol. 29, Issue 1, February 2019, pp. 50-58. 

Quote: The right to healthcare 
'Everyone has the right of access to preventive health 
care and the right to benefit from medical treatment 
under the conditions established by national laws and 
practices. A high level of human health protection shall 
be ensured in the definition and implementation of all 
Union policies and activities.' 

Source: Article 35 of the EU Charter of Fundamental 
Rights, Charterpedia, European Union Agency for 
Fundamental Rights (FRA). 

https://www.population-europe.eu/discussion-paper/discussion-paper-no-4-social-vulnerability-analytical-perspective-2017
https://ec.europa.eu/jrc/en/health-knowledge-gateway/glossary#GlossarySocioeconomic
https://ec.europa.eu/jrc/en/health-knowledge-gateway/societal-impacts/inequalities
http://www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf
http://www.euro.who.int/en/health-topics/environment-and-health/urban-health/publications/2003/social-determinants-of-health.-the-solid-facts.-second-edition
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2815%2900150-6/fulltext
https://publications.europa.eu/en/publication-detail/-/publication/5477617f-045d-46eb-b168-28f31c6f71c8/language-en
https://academic.oup.com/eurpub/article/29/1/50/5078548
https://academic.oup.com/eurpub/article/29/1/50/5078548
https://fra.europa.eu/en/charterpedia/article/35-health-care
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Unequal distribution of income, or income inequality, is deemed to be one of several factors 
underlying differences in health between countries and people.72 Income inequality is one of the 
indicators for the Social Scoreboard, which 
supports the European Pillar of Social 
Rights.73 Data from 2016 show that income 
is unequally distributed in the EU: the 20 % 
richest households earned over 5 times 
more than the poorest 20 %.74 This ratio 
varied substantially across Member States.75 

Poverty is also considered to be an 
important determinant of health.76 In 2017, 
112.8 million people in the EU (or 22.4 % of 
the population) lived in households at risk 
of poverty or social exclusion (mainly 
women, children, young people, people 
living in single-parent households, lower 
educated people and migrants).77 A further 
6.6 % of the population were severely 
materially deprived.78 Experts have 
pointed to income as a key factor explaining 
inequalities in access to healthcare. Data 
from the Commission's 2018 report on 
inequalities in access to healthcare show 
that the lower the income is, the more (self-
reported) unmet needs there are for medical examination due to cost. According to the report, the 
most striking example is Greece, where people in the lowest income quintile report 34.3 % of unmet 
needs due to cost, compared to only 0.4 % of those in the highest quintile. Only a few countries 
report barely any difference between income groups.79 

In terms of social protection, it is estimated that social transfers help reduce the share of people at 
risk of poverty by 8.6 percentage points (2016 data).80. It has been argued that social policies as a 
method of public redistribution are a possible instrument to reduce income inequalities, which in 
turn would lead to a reduction in health inequalities.81 According to a recent review, the evidence 
of the effects of social protection policy interventions on health inequalities remains sparse, of low 
quality, limited generalisability, and relatively inconclusive, and there is a need for further 
evaluation.82 

                                                             

72  Reducing health inequalities in the European Union, European Commission, 2010 
73  Social Scoreboard indicators, Eurostat (more on the European Pillar of Social Rights in Section 5.1.2.). 
74 Social Scoreboard 2018 country reports, European Commission. 
75  Income inequality in the EU, Eurostat, 26 April 2018. 
76  Reducing health inequalities in the European Union, European Commission, 2010. 
77  Health Inequalities: dietary and physical activity-related determinants, European Commission. 
78  People at risk of poverty or social exclusion, Eurostat. 
79  Inequalities in access to healthcare – A study of national policies, European Commission, 2018. 
80 Social Scoreboard 2018 country reports, European Commission. 
81  R. Jutz, 'The role of income inequality and social policies on income-related health inequalities in Europe', International 

Journal for Equity in Health, Vol. 14, Issue 1, December 2015. 
82  F. Hillier-Brown et. al, 'The effects of social protection policies on health inequalities: Evidence from systematic 

reviews', Scandinavian Journal of Public Health, Vol. 47, Issue 6, August 2019, pp. 655-665. 

Environmental harm as a health determinant 
A report from the European Environment Agency (EEA) 
draws attention to the close links between social and 
environmental problems across Europe. The report 
shows that poorer social groups, as well as the elderly 
and children, remain disproportionately affected by 
environmental health hazards, such as air and noise 
pollution and extreme temperatures, especially in 
Europe's eastern and southern regions. Solutions could 
include road traffic management, promoting walking 
and cycling, nature‑based solutions (e.g. tree planting) 
and good‑quality housing. The report also makes a 
case for enhancing the coherence between different 
EU policy areas (health, poverty, climate change and air 
pollution), and – at the local level – a multi-pronged 
approach, from welfare to urban design. 

Source: More action needed to protect Europe's most 
vulnerable citizens from air pollution, noise and 
extreme temperatures, European Environment 
Agency, 4 February 2019; EEA Report No 22/2018. 

https://publications.europa.eu/en/publication-detail/-/publication/5477617f-045d-46eb-b168-28f31c6f71c8/language-en
https://ec.europa.eu/eurostat/web/european-pillar-of-social-rights/indicators/social-scoreboard-indicators
https://ec.europa.eu/commission/sites/beta-political/files/social-scoreboard-2018-country-reports_en.pdf
https://ec.europa.eu/eurostat/web/products-eurostat-news/-/EDN-20180426-1
https://publications.europa.eu/en/publication-detail/-/publication/5477617f-045d-46eb-b168-28f31c6f71c8/language-en
https://ec.europa.eu/jrc/en/health-knowledge-gateway/societal-impacts/inequalities
https://ec.europa.eu/eurostat/statistics-explained/index.php/People_at_risk_of_poverty_or_social_exclusion
https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8152&furtherPubs=yes
https://ec.europa.eu/commission/sites/beta-political/files/social-scoreboard-2018-country-reports_en.pdf
https://link.springer.com/article/10.1186/s12939-015-0247-y
https://www.ncbi.nlm.nih.gov/pubmed/31068103
https://www.ncbi.nlm.nih.gov/pubmed/31068103
https://www.eea.europa.eu/highlights/protect-vulnerable-citizens
https://www.eea.europa.eu/highlights/protect-vulnerable-citizens
https://www.eea.europa.eu/highlights/protect-vulnerable-citizens
https://www.eea.europa.eu/publications/unequal-exposure-and-unequal-impacts/
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4. International agencies' work on social determinants of 
health and health inequalities 

This section presents the angle from which supranational agencies approach the issue. It will 
highlight some key findings from their work, as well as associated policy recommendations. 

4.1. United Nations 
In September 2015, the United Nations (UN) adopted the 2030 Agenda for Sustainable 
Development. With the adoption of the 2013 Agenda, the international community pledged to 
'leave no one behind', and committed to achieving 17 sustainable development goals (SDGs)83 
aimed at helping humanity undergo a transformative shift.84 As experts have stressed, health and 
wellbeing and the SDGs are interrelated in a bidirectional way: many SDGs are important 
determinants of health, and their achievement will lead to improvements in health and wellbeing; 
in turn, health is an important contributory factor to achieving other SDGs.85 

Goals 3 and 10 specifically focus health and equality.86 Goal 10 also states that, to reduce 
inequality, 'policies should be universal in principle, paying attention to the needs of disadvantaged 
and marginalised populations'. This mirrors the UN's continued efforts to achieve universal health 
coverage,87 which is also a priority objective of the World Health Organization (WHO).88 Universal 
health coverage aims to ensure: that those who need services get them, not merely those who can 
pay for them (equity); that the quality of health services is good enough to improve the health of 
those receiving services (quality); and that the cost of using care does not put people at risk of 
financial hardship (financial risk protection).89  

4.1.1. World Health Organization 
This section gives a brief overview of the WHO's milestones at global level. It will then focus on the 
work of the WHO Regional Office for Europe (WHO/Europe),90 which covers the countries of the WHO 
European region,91 and specifically, on some recent analyses and recommendations. 

The foundations of WHO's work on social determinants of health and health inequities are its 
constitution92 and the 1978 Declaration of Alma-Ata,93 which affirm health as a basic human right. 

                                                             

83  Sustainable Development Goals, UN. 
84  M. Latek, Understanding Sustainable Development Goals, EPRS, European Parliament, 2017. 
85  See, for instance, Key policies for addressing the social determinants of health and health inequities (Health Evidence 

Network synthesis report 52), WHO/Europe, 2017. 
86  See Goal 3: Ensure healthy lives and promote wellbeing for all at all ages; and Goal 10: Reduce inequality within and 

among countries, UN. 
87  Universal health coverage is also referred to as universal coverage, universal healthcare or universal care. 
88  A History of Universal Health Coverage in the UN, UHC2030. 
89  Universal health coverage, WHO. See also the September 2019 UN political declaration on universal healthcare. 
90  WHO/Europe is centred around two main areas of work: providing services to member states to increase their capacity 

to tackle health inequities; and monitoring, reviewing and systematising the policy implications of research findings. 
91  The WHO European region comprises 53 countries, spanning a geographical region from the Atlantic to the Pacific. 
92  Constitution of the World Health Organization, WHO. The constitution entered into force in 1948. 
93  Declaration of Alma Ata, WHO. 

https://sustainabledevelopment.un.org/sdgs
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_ATA%282017%29608819
http://www.euro.who.int/__data/assets/pdf_file/0009/345798/HEN52.pdf
https://www.un.org/sustainabledevelopment/health/
https://www.un.org/sustainabledevelopment/inequality/
https://www.uhc2030.org/un-hlm-2019/a-history-of-universal-health-coverage-in-the-un/
https://www.who.int/healthsystems/universal_health_coverage/en/
https://www.un.org/pga/73/wp-content/uploads/sites/53/2019/05/UHC-Political-Declaration-zero-draft.pdf
http://www.euro.who.int/en/health-topics/health-determinants/social-determinants/policy
http://www.euro.who.int/en/countries
https://www.who.int/about/who-we-are/constitution
https://www.who.int/publications/almaata_declaration_en.pdf
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The 1986 Ottawa Charter94 stressed the importance of intersectoral action and community 
participation in policies to address social determinants of health and health inequities.95 

In 2005, as a response to growing 
concerns about inequities in 
Europe and globally, the WHO 
established a Commission on Social 
Determinants of Health.96 The 
purpose of the commission, which 
was chaired by the noted 
researcher on epidemiology and 
health inequalities, Professor 
Sir Michael Marmot,97 was to 
synthesise the evidence on what 
can be done to promote health 
equity and to foster a global 
movement to achieve it. The 
commission produced a report, 
'Closing the gap in a generation',98 
which asked that governments, 
civil society, WHO and other global 
organisations come together to 
take action to improve the lives of 
the world's citizens within a 
generation. It contained three main 
overarching recommendations 
(see Figure 4).99 

The WHO's Rio Political Declaration on Social Determinants of Health of October 2011100 expresses 
a global political commitment to develop and support policies, strategies, programmes and action 
plans that address social determinants of health and health inequities. Among other things, it 
pledges to further reorient the health sector towards reducing health inequities, including moving 
towards universal health coverage that is accessible, affordable and good-quality for all; strengthen 
coordinated global action; and monitor progress and increase accountability. A May 2012 resolution 
commits WHO member states to implement the pledges made in the declaration.101 

                                                             

94  The Ottawa Charter for Health Promotion, WHO. 
95  Social determinants - Policy, WHO/Europe.  
96  The Commission on Social Determinants of Health - what, why and how?, WHO. 
97  Sir Michael Marmot, WHO. 
98  M. Marmot et al., 'Closing the gap in a generation: health equity through action on the social determinants of health', 

Lancet, Vol. 372, Issue 9650, 8 November 2008, pp. 1661-1669. 
99  Policy goals and recommendations of the Commission on Social Determinants of Health, WHO/Europe, 2008. 
100  Rio Political Declaration on Social Determinants of Health, WHO, October 2011. 
101  Resolution (WHA65.8), WHO, May 2012. 

Figure 4 – Main WHO Commission on Social 
Determinants of Health recommendations 

 

Data source: Policy goals and recommendations, Commission on 
Social Determinants of Health, WHO/Europe, 2008. 

Improve the conditions of daily life – the
circumstances in which people are born, grow up, live,
work and age.

Tackle the inequitable distribution of power, money
and resources – the structural drivers of those
conditions of daily life – globally, nationally and
locally.

Measure the problem, evaluate action, expand the
knowledge base, develop a workforce trained in the
social determinants of health, and raise public
awareness about the social determinants of health.

https://www.who.int/social_determinants/thecommission/marmot/en/
https://www.who.int/healthpromotion/conferences/previous/ottawa/en/
http://www.euro.who.int/en/health-topics/health-determinants/social-determinants/policy
https://www.who.int/social_determinants/thecommission/finalreport/about_csdh/en/
https://www.who.int/social_determinants/thecommission/marmot/en/
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(08)61690-6/fulltext?code=lancet-site
http://www.euro.who.int/en/health-topics/health-determinants/social-determinants/policy/policy-goals-and-recommendations-of-the-commission-of-social-determinants-of-health-csdh
https://www.who.int/sdhconference/declaration/en/
https://www.who.int/sdhconference/declaration/en/
http://www.euro.who.int/en/health-topics/health-determinants/social-determinants/policy/policy-goals-and-recommendations-of-the-commission-of-social-determinants-of-health-csdh
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Within the WHO European region, health inequalities are a major public health priority, given the 
large differences in health and life expectancy that exist between countries. The Tallinn Charter of 
2008102 affirms the central role of health systems in addressing health inequities. The charter points 
out that while the characteristics of health 
systems may vary due to historical, 
economic and cultural factors, they share 
common functions related to service 
delivery, resource generation, financing and 
stewardship.103 

In 2012, WHO/Europe adopted the 'Health 
2020' policy framework. It aims at supporting 
action across government and society to: 
significantly improve the health and 
wellbeing of populations; reduce health 
inequalities; strengthen public health; and 
ensure people-centred health systems that 
are universal, equitable, sustainable and of 
high quality.104 To support the development of Health 2020, WHO/Europe commissioned a 
comprehensive review of inequities in health between and within countries across the WHO 
European region.105 The review gathers evidence on the most effective interventions and policy 
approaches to address these inequities, and makes detailed recommendations for action. Its 
conclusions in a nutshell were: 

 In all countries in the WHO European region, reduction of health inequities should 
become one of the main criteria used to assess the effectiveness of the health system 
and the government as a whole. 

 All countries should establish clear strategies to redress the current patterns and 
magnitude of health inequities by taking action on the social determinants of health, 
and should undertake regular reviews of these strategies. 

 Steps towards realisation of the ambitions should be taken, covering the life course; 
wider societal influences; the broader context; and the systems needed for delivery.106 

According to a WHO/Europe 2017 report on engagement and participation for health equity,107 
communities and individuals need to be involved, alongside local and national authorities, as 
important partners in addressing the determinants of inequities. In a 2017 report on key policies 
addressing the social determinants of health and health inequities,108 WHO/Europe identifies 
specific policy options that focus on: early childhood education and care; child poverty; investment 
strategies for an inclusive economy; active labour market programmes; working conditions; social 
cash transfers; affordable housing; and planning and regulatory mechanisms to improve air quality 
and mitigate climate change. The policy options are based on evidence that actions within four main 

                                                             

102  The Tallinn Charter: Health systems for health and wealth, WHO/Europe. 
103  Social determinants – Policy, WHO/Europe. 
104  About Health 2020, WHO/Europe. 
105  Review of social determinants and the health divide in the WHO European Region: final report, WHO/Europe, 2014. 
106  M. Marmot et al., 'WHO European review of social determinants of health and the health divide', Lancet, Vol. 380, Issue 

9846, 15 September 2012, pp. 1011-1029. 
107  Engagement and participation for health equity, WHO/Europe, 2017. 
108  Key policies for addressing the social determinants of health and health inequities (Health Evidence Network synthesis 

report 52), WHO/Europe, 2017. 

Quote: The moral and economic arguments 
for action on social determinants of health 

'The review makes the moral case for action on social 
determinants of health – social injustice kills and 
causes unnecessary suffering. There is also a strong 
economic argument. The cost of health inequities to 
health services, lost productivity and lost government 
revenue is such that no society can afford inaction.' 

Source: Review of social determinants and the health 
divide in the WHO European Region: final report, 
WHO/Europe, 2014. 

http://www.euro.who.int/en/media-centre/events/events/2008/06/who-european-ministerial-conference-on-health-systems/documentation/conference-documents/the-tallinn-charter-health-systems-for-health-and-wealth
http://www.euro.who.int/en/health-topics/health-determinants/social-determinants/policy
http://www.euro.who.int/en/health-topics/health-policy/health-2020-the-european-policy-for-health-and-well-being/about-health-2020
http://www.euro.who.int/__data/assets/pdf_file/0004/251878/Review-of-social-determinants-and-the-health-divide-in-the-WHO-European-Region-FINAL-REPORT.pdf
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2812%2961228-8/fulltext#figures
http://www.euro.who.int/en/health-topics/health-determinants/social-determinants/publications/2017/engagement-and-participation-for-health-equity-2017
http://www.euro.who.int/__data/assets/pdf_file/0009/345798/HEN52.pdf
http://www.euro.who.int/__data/assets/pdf_file/0004/251878/Review-of-social-determinants-and-the-health-divide-in-the-WHO-European-Region-FINAL-REPORT.pdf
http://www.euro.who.int/__data/assets/pdf_file/0004/251878/Review-of-social-determinants-and-the-health-divide-in-the-WHO-European-Region-FINAL-REPORT.pdf
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themes – early child development, fair employment and decent work, social protection, and the 
living environment – are likely to have the greatest impact. 

WHO/Europe's 2017 report on investment 
for health and wellbeing109 pleads for 
urgent action to address growing health, 
inequality, economic and environmental 
challenges. Quantifying both the costs and 
the solutions, it argues that health 
inequalities cost €980 billion for one year in 
the EU, while early years interventions can 
save over €1.7 trillion spent on social 
problems in 20 years.110 The report identifies 
pathways through which investment for 
health and wellbeing enables sustainable 
development, and suggests policies for 
priority investment to support the SDGs, 
building on the Health 2020 framework.  

In 2018, WHO/Europe introduced the Health 
Equity Status Report Initiative 2018,111 a set 
of tools to promote and support policy 
action for health equity and wellbeing in 
Europe. The initiative's deliverables include: 
an interactive health equity atlas; policy 
guidance on reducing inequalities in health 
in early years, youth, working years and later 
life; and tools to support improved 
governance, investment and accountability 
for health equity.  

The WHO/Europe 2019 report112 on financial 
protection in the WHO European region 
looks at whether people can afford to pay 
for healthcare. It focuses on out-of-pocket 
payments for health, which can create unmet needs for healthcare services and financial hardship, 
and assesses 'impoverishing' and 'catastrophic' health spending. The report shows that financial 
hardship varies widely between and within the 19 countries included in the study. Catastrophic 
health spending is heavily concentrated among the poorest quintile of the population. Among 
households with catastrophic spending, out-of-pocket payments are mainly due to outpatient 
medicines (that is, medicines delivered outside of hospital settings). According to the report, the 
first step to strengthening financial protection is to identify gaps in health coverage, followed by 
addressing them through a redesign of coverage policy. In contexts where public resources are 
severely limited, it is vital to ensure those most disadvantaged benefit first. The report summarises 
actions that strengthen coverage policy, and highlights those that weaken it. 

                                                             

109  M. Dyakova et al., Investment for health and well-being: a review of the social return on investment from public health 
policies to support implementing the Sustainable Development Goals by building on Health 2020 (Health Evidence 
Network synthesis report 51), WHO/Europe, 2017. 

110  Investment for health and well-being, WHO/Europe, 2017. 
111  Health Equity Status Report Initiative 2018, WHO/Europe. 
112  Can people afford to pay for health care? New evidence on financial protection in Europe (2019), WHO/Europe. 

'Healthy, prosperous lives for all' 
The June 2019 WHO/Europe high-level conference on health 
equity in Ljubljana highlighted the five essential conditions 
needed to live a healthy life: 

 good-quality and accessible health services;  
 income security and an appropriate, fair level of 

social protection; 
 decent living conditions; 
 good social and human capital; and 
 decent work and employment conditions. 

In the Ljubljana statement adopted at the conference, 
participants reaffirm their commitments to taking gender-
responsive and rights-based approaches to improving the health 
and wellbeing of all, and encourage the WHO to launch a 
European Region health equity solutions platform for policy-
makers to exchange best practices and share innovations in 
sustainable solutions that accelerate equity in health and 
wellbeing. 

Moreover, the September 2019 WHO/Europe Health Equity 
Status report deals with the factors fundamental to creating 
more equitable societies: policy coherence, accountability, social 
participation and empowerment. The report provides evidence 
of the indicators driving health inequities in WHO member states 
and provides solutions to reducing these inequities. 

Source: About the High-level Conference on Health Equity; 
Ljubljana statement on health equity; and Healthy prosperous 
lives for all: the European Health Equity Status Report (2019), 
WHO/Europe. 

http://www.euro.who.int/__data/assets/pdf_file/0008/345797/HEN51.pdf?ua=1
http://www.euro.who.int/__data/assets/pdf_file/0008/345797/HEN51.pdf?ua=1
http://www.euro.who.int/__data/assets/pdf_file/0010/347932/Leaflet-HEN51-Web-single-pages.pdf?ua=1
http://www.euro.who.int/en/countries/italy/publications/flyer-health-equity-status-report-initiative-2018
http://www.euro.who.int/en/publications/abstracts/can-people-afford-to-pay-for-health-care-new-evidence-on-financial-protection-in-europe-2019
http://www.euro.who.int/en/media-centre/events/events/2019/06/healthy,-prosperous-lives-for-all-in-the-european-region-high-level-conference-on-health-equity/about
http://www.euro.who.int/__data/assets/pdf_file/0010/403939/190325_HealthEquityConferenceOutcomeStatement.pdf?ua=1
http://www.euro.who.int/en/publications/abstracts/health-equity-status-report-2019
http://www.euro.who.int/en/publications/abstracts/health-equity-status-report-2019
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4.2. Organisation for Economic Co-operation and Development 
The Organisation for Economic Co-operation and Development (OECD) provides a forum in which 
the governments of its member countries113 can work together to seek solutions to common 
problems. It collects and analyses data, and drawing on facts and real-life experience, recommends 
policies designed to improve people's economic and social wellbeing.114 The two-year Health at a 
Glance: OECD indicators series highlights how countries differ in terms of the health status and 
health-seeking behaviour of their citizens; access to and quality of healthcare; and the resources 
available for health.115 As the OECD points out, there are large inequalities in health status and life 
expectancy between and within OECD countries; these are due to many factors.116 The OECD's work 
on social determinants of health and health inequalities can be grouped into four areas: inequalities 
in ageing; inequalities in education and the labour market; inequalities in risk factors to health; and 
inequalities in access to and utilisation of healthcare. 

Inequalities in ageing. A 2017 OECD report117 on preventing ageing unequally shows how 
inequalities in education, health, employment and income reinforce each other. Compounding over 
the course of a lifetime, they result in large disparities in lifetime earnings across different groups. 
The report suggests that a whole-of-government approach is likely to be more effective than 
separate inequality-reducing policies. Specific recommendations include, among others: 

 Preventing inequality before it cumulates over time – place early-life interventions at 
the top of the policy agenda;118 promote a good start in working life;119 and break the 
links between socioeconomic disadvantages and health status; 

 Mitigating entrenched inequalities – promote healthy ageing by developing a multi-
sectoral active ageing strategy and providing equal access to healthcare; combat long-
term unemployment; provide equal opportunities for workers to upgrade their skills; 
and remove barriers to retaining and hiring older workers.120  

 Coping with inequality at older ages – limit the impact of socioeconomic differences in 
life expectancy on pension benefits;121 target adequate levels of retirement income; 
increase pension coverage; move towards a unified pension framework for all workers; 
and reduce inequalities in long-term care by making home care affordable for all. 

Inequalities in education and the labour market. As the OECD explains, good health enhances 
people's opportunities to participate in the labour market. People in poor health are less likely to 
work and more likely to be unemployed than those in better health. Conversely, people with higher 
levels of education and higher income tend to be in better health and live longer than those with 
lower education and income. According to the OECD, more emphasis on public health and disease 

                                                             

113  The OECD's 36 member countries span the globe, from the Americas to Europe and Asia-Pacific. 
114  About the OECD, OECD. 
115  See the latest edition, Health at a Glance 2019, OECD. 
116  Health Inequalities, OECD. 
117  Preventing Ageing Unequally, OECD, 2017. The report is accompanied by country-specific notes, including on FR, DE, 

IT, ES and UK. 
118  For further reading, see N. Milotay, Early childhood education and care in family-friendly policies, EPRS, European 

Parliament, 2016. 
119  For further reading, see M. Lecerf, NEETs: who are they? Being young and not in employment, education or training 

today, EPRS, European Parliament, 2017. 
120  For further reading, see N. Scholz and M. Kiss, EU policies – Delivering for citizens: Health and social security, EPRS, 

European Parliament, November 2018. 
121  See also D. Eatock et al., Demographic outlook for the European Union, EPRS, European Parliament, 2017. 

http://www.oecd.org/about/membersandpartners/#d.en.194378
http://www.oecd.org/about/
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance_19991312
http://www.oecd.org/health/inequalities-in-health.htm
http://www.oecd.org/health/preventing-ageing-unequally-9789264279087-en.htm
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2016)582008
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2017)599360
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prevention, especially among disadvantaged groups, and better access to health services can 
contribute to improving their health status and life expectancy, and it can increase their 
employment rates and social inclusion.122 An OECD report from 2015123 on inclusive growth124 
examines how factors such as health, education and employment prospects matter for people's 
wellbeing and, at the same time, are heavily determined by their socioeconomic status. The report 
posits that 'investing in the education and skills of people at the bottom of the distribution will pay 
long-term dividends for the economy and enhance individual wellbeing'.125 Moreover, a 2015 
paper126 examines the labour market impacts of lifestyle risk factors and chronic diseases, such as 
diabetes, cardiovascular diseases, cancer, musculoskeletal diseases, and mental health conditions. 
According to the paper, the evidence suggests overall that chronic diseases and associated risk 
factors have potentially large detrimental labour market impacts, in terms of employment, wages, 
labour productivity and early retirement. The paper supports the use of chronic disease prevention 
strategies targeting people at higher risk. 

Inequalities in risk factors to health. Lifestyle behaviours, such as unhealthy eating habits; low 
levels of physical activity; obesity; tobacco and alcohol consumption are important risk factors for 
many chronic diseases, and there is a social gradient in health. As the OECD points out, people in 
lower socioeconomic groups are more likely to smoke, be obese,127 and exposed to other 
behavioural risk factors.128 The OECD argues that greater efforts targeting modifiable, behaviour-
related risk factors among disadvantaged groups can play an important role in promoting healthier 
lifestyles and reducing health inequalities.129  

Inequalities in access and utilisation of healthcare. The OECD states that most of its European 
member countries have achieved universal (or near-universal) coverage for a core set of health 
services, although inequalities in accessing healthcare continue to exist.130 Access to care can be 
limited by a number of reasons, mostly financial (the cost of care may not be affordable), 
geographical (the distance to the closest healthcare facility may be too great), and those related to 
waiting times (too long for treatment).131 While most health expenditure in the EU is financed 
through government and compulsory insurance, the share of private out-of-pocket spending varies 
widely across countries.132 The OECD notes the importance of ensuring 'proper health insurance 
coverage for essential health services for all the population, as well as proper geographic 
distribution of health services across different regions in each country, to ensure effective access to 

                                                             

122  Health Inequalities, OECD. 
123  All on Board: Making Inclusive Growth Happen, OECD, 2015. 
124  Defined as 'economic growth that creates opportunity for all segments of the population and distributes the 

dividends of increased prosperity, both in monetary and non-monetary terms, fairly across society' (ibid, p. 85). 
125  Ibid. foreword, pp. 3-4. 
126  M. Devaux and F. Sassi, The Labour Market Impacts of Obesity, Smoking, Alcohol Use and Related Chronic Diseases, 

OECD Health Working Papers No. 86, 2015. 
127  OECD Obesity Update 2017. 
128  The relationships between socioeconomic dimensions and alcohol consumption are complex. According to the 2015 

OECD report on Tackling Harmful Alcohol Use, people with more education and higher socioeconomic status are 
more likely to drink alcohol, while less educated men of lower socioeconomic status, as well as better educated 
women of higher socioeconomic status, are more likely to indulge in risky drinking. Despite this, evidence suggests 
that people in lower socioeconomic groups and ethnic minorities are more prone to alcohol-related harms. 

129  Health Inequalities, OECD. 
130  Health at a Glance: Europe 2018, OECD/EU. 
131  These may also include personal reasons (such as the fear of not being understood by the doctor or not having the 

time to seek care), see Health at a Glance 2017, OECD, Chapter 5. Access to care. 
132  What are the key health disadvantages across high-income countries?, presentation by M. Devaux/OECD, 2016. 

http://www.oecd.org/health/inequalities-in-health.htm
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http://www.oecd.org/els/health-systems/obesity-update.htm
https://www.oecd-ilibrary.org/social-issues-migration-health/tackling-harmful-alcohol-use_9789264181069-en
http://www.oecd.org/health/inequalities-in-health.htm
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-europe-2018_health_glance_eur-2018-en
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-2017/unmet-needs-for-health-care-due-to-cost_health_glance-2017-25-en
http://www.oecd.org/health/health-systems/What-are-the-key-health-disadvantages-across-high-income-countries.pdf
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care'.133 Moreover, it argues that policies must prioritise financial protection for disadvantaged 
groups. 

In its May 2019 report on 'the European Project, its achievements and challenges',134 the OECD 
identifies – and proposes solutions for – two main issues in the area of health. Firstly, since 
inequalities in access to healthcare and in outcomes across socioeconomic groups require policies 
at national level that address such gaps by supporting the most vulnerable people, the EU can 
promote measurement of health outcomes that matter most for people, which can serve as a tool 
to improve national policy design and implementation. Secondly, lowering exposure to risk factors 
would promote further gains and convergence in life expectancy, so the EU can continue to support 
national efforts to reduce exposure to risk factors for chronic non-communicable diseases. 

One of the key messages of a September 2019 report on social inequalities in health and health 
systems135 is that tackling health-related inequalities can make societies more inclusive. The report 
proposes policy options ranging from moving towards patient-centred primary care delivery, to 
extending healthcare coverage, to improving health literacy and public health interventions. 
According to the report, policies related to the labour market, education, environment, housing and 
social policies can also contribute to tackling inequalities in health.  

                                                             

133  Health Inequalities, OECD. 
134  The European Union: A People Centred Agenda. An International Perspective, OECD, 2019. 
135  Health for Everyone? Social Inequalities in Health and Health Systems, OECD; 2019. 

Health at a Glance: Europe 2018 – Highlights from the joint OECD/EU publication 
The biennial publication Health at a Glance: Europe is part of the 'State of Health in the EU' cycle, in which the OECD and 
the European Commission jointly undertake comparative analyses of the health status of EU citizens and the 
performance of EU health systems. With regard to health inequalities, key findings include: 

 Life expectancy exceeds 81 years in most EU Member States, but the difference between the country with 
the highest life expectancy and that with the lowest is still over eight years. There are large gaps in life 
expectancy by education level and socioeconomic status: at age 30, people with a low level of education 
can, on average, expect to live six years less than the most educated (eight years for men, four years for 
women). There are also large gaps in self-reported health by income level: 60 % of people with the 
lowest income report being in good health, compared to 80 % of those with the highest income. 

 Obesity among adults is rising across the EU. In most Member States, at least one in six adults are obese. 
There are still wide disparities by socioeconomic status: 20 % of adults with a lower level of education 
are obese, compared to 12 % of those with a higher education level. 

 Over 75 % of health spending across the EU is publicly financed. Out-of-pocket payments account for 
18 % on average, but represent a much bigger share in some countries. This can cause financial problems 
for poor households and for those having to pay for long-term treatment. 

 The share of EU citizens that report unmet needs for healthcare is generally low and has declined over 
the past ten years. However, low-income households are still five times more likely than high-income 
households to report unmet needs for medical care, and even more so for dental care. 

 The quality of acute care for life-threatening conditions has improved in most EU Member States over 
the past decade. Disparities nevertheless persist, not only between countries but also between hospitals 
within each country. 

Source: Health at a Glance: Europe 2018, OECD/EU (in particular, Part II Chapter 7 Accessibility: Affordability, availability 
and use of services), and chartset. 

http://www.oecd.org/health/inequalities-in-health.htm
http://www.oecd.org/eu/The-European-Union-a-people-centred-agenda.pdf
http://www.oecd.org/health/health-for-everyone-3c8385d0-en.htm
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-europe-2018_health_glance_eur-2018-en
http://www.oecd.org/health/health-systems/Health-at-a-Glance-Europe-2018-CHARTSET.pdf
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5. European Union action to reduce health inequalities 
While Member States have the main responsibility for health policy and the provision of healthcare, 
there are areas where addressing common challenges at EU level achieves added value.136 The EU 
institutions, bodies and agencies contribute to reducing health inequalities through an array of 
policies, programmes, initiatives and instruments that affect the socioeconomic determinants of 
health. This section highlights some of their main contributions from the last ten years. 

5.1. EU institutions 

5.1.1. Council 
Many EU presidencies have addressed issues linked to the social determinants of health and health 
inequalities, some have done so in their conclusions. The June 2010 Council conclusions on Equity 
and Health in All Policies: Solidarity in health137 express concern that vulnerable and socially 
excluded groups experience particularly poor average levels of health. According to the 
conclusions, reasons for poor health in such groups may include less favourable levels of income, 
education, housing and economic wellbeing than the mainstream population, as well as social 
discrimination, stigmatisation and uneven access to health services. The conclusions note: 

 In all EU Member States, social conditions are linked to the existence of avoidable social 
inequalities in health. 

 There is a social gradient in health status, where people with lower education, a lower 
occupational class or lower income tend to die at a younger age and to have a higher 
prevalence of most types of health problems. 

 Health inequalities occur even in countries where access to healthcare has been 
universal, free and without charge for decades. This shows that healthcare services will 
always need complementary action by other sectors to ensure equity in health. 

 Health inequalities have an important gender dimension. 
 Further information on the social determinants of health is needed to guide policies 

towards equity in health.138 

In its conclusions, the Council considers it appropriate to incorporate the equity in health approach 
into all relevant EU policies gradually, taking the social determinants of health into account, and to 
advance in the development of new tools for information exchange to make this possible. The 
Council urges Member States to recognise the impact of the social determinants of health in shaping 
health status, and the implications of this impact for their health and social systems; to implement 
policies aimed at ensuring a good start in life for all children; and to consider policies to ensure that 
citizens can make full use of their rights of universal access to healthcare, including health 
promotion and disease prevention services. 

The December 2012 Council conclusions on Healthy ageing across the lifecycle139 recognise that 
economic, social and environmental conditions, as well as lifestyles, are among the determinants of 
health, and that addressing them through intersectoral action remains one of the important 
challenges for achieving active and healthy ageing for all. Council invites the Member States to make 

                                                             

136  For further reading, see N. Lomba, The benefit of EU action in health policy: The record to date, EPRS, European 
Parliament, 2019. 

137  Council conclusions on Equity and Health in All Policies: Solidarity in health, 8 June 2010.  
138  Ibid. 
139  Council conclusions on Healthy ageing across the lifecycle, 7 December 2012. 
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healthy ageing across the lifecycle a priority for the coming years, with a social and equity approach; 
and to enhance coordination and collaboration between all stakeholders, taking the health in all 
policies principle into account. It invites the Commission to support future initiatives addressing 
health determinants and risk factors, as well as promoting healthy ageing throughout the lifecycle 
at EU, regional, national and local level, while respecting the competences of the Member States. 

The June 2016 Council conclusions on Combating poverty and social exclusion: An integrated 
approach140 call on the Commission and the Member States to develop an integrated approach that 
should combine adequate income support and access to quality services and inclusive labour 
markets. This approach is characterised by interventions throughout the lifecycle and requires 
cooperation among all stakeholders. A booklet141 annexed to the conclusions contains examples of 
innovative best practices from across the Member States. They illustrate the value of an integrated 
approach for vulnerable groups such as children, migrants, people with disabilities, elderly people, 
young people, the unemployed, people with a migrant background and homeless people. 

The December 2016 Council conclusions on Accelerating the process of Roma integration142 
strongly affirm the continued need for integrated measures to improve the situation of marginalised 
and disadvantaged groups in Europe, including the Roma. The Council urges the Member States to 
ensure equal access for the Roma to universal primary and specialised healthcare services; and to 
widen access to healthcare by increasing healthcare awareness and improving access to vaccination 
and preventive healthcare in Roma communities. 

The June 2017 Council conclusions to contribute towards halting the rise in childhood 
overweight and obesity143 consider the large numbers of cases of childhood obesity in many 
Member States to be a major health challenge, which contributes to widening health inequalities, 
with children as the vulnerable group most severely affected. The Council invites the Member States 
to include, in their action plans, cross-sectoral policies and lifelong action to reduce socioeconomic 
inequalities, and in particular, to address vulnerable children and adolescents in socially 
disadvantaged communities, for instance by offering improved access to healthy diets and physical 
activity. In the June 2017 conclusions on Encouraging Member States-driven voluntary 
cooperation between health systems,144 the Council encourages the European Reference 
Networks145 to attain their intended objectives of providing better access for patients requiring 
highly specialised healthcare, to break barriers to access and reduce inequities between European 
citizens. 

The December 2017 Council conclusions on Cross-border aspects in alcohol policy – tackling 
harmful use of alcohol146 emphasise that harmful use of alcohol also contributes significantly to 
health inequalities, between and within the Member States. In this context, the conclusions refer 
back to the Council's 2009 conclusion that health inequalities based on social determinants are 
strongly linked to, among other factors, alcohol consumption both as a cause and a consequence. 
According to the December 2017 conclusions on Health in the digital society – making progress 

                                                             

140  Council conclusions on Combating poverty and social exclusion: an integrated approach, 16 June 2016. 
141  Integrated approaches to combating poverty and social exclusion, 2016. 
142  Council conclusions on Accelerating the process of Roma integration, 8 December 2016. 
143  Council conclusions to contribute towards halting the rise in childhood overweight and obesity, 16 June 2017. 
144  Council conclusions on Encouraging Member States-driven voluntary cooperation between health systems, 

16 June 2017. 
145  For further reading, see N. Scholz, Understanding European Reference Networks: Cooperation on rare diseases across 

Europe, EPRS, European Parliament, 2017. 
146  Council conclusions on Cross-border aspects in alcohol policy – tackling harmful use of alcohol, 8 December 2017. 

http://data.consilium.europa.eu/doc/document/ST-10434-2016-INIT/en/pdf
https://ec.europa.eu/social/BlobServlet?docId=15732&langId=en
http://data.consilium.europa.eu/doc/document/ST-15406-2016-INIT/en/pdf
http://data.consilium.europa.eu/doc/document/ST-9977-2017-INIT/en/pdf
http://data.consilium.europa.eu/doc/document/ST-10381-2017-INIT/en/pdf
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2017)603975
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2017)603975
http://data.consilium.europa.eu/doc/document/ST-14083-2017-INIT/en/pdf
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in data-driven in the field of health,147 digital solutions should contribute both to more efficient 
use of healthcare resources and more integrated healthcare. The conclusions emphasise that the 
design and implementation of digital tools in healthcare also need to take account of the differences 
in digital and health literacy, to avoid creating further health inequalities. 

The June 2018 Council conclusions on Integrated early childhood development policies as a tool 
for reducing poverty and promoting social inclusion148 underline that participation in early 
childhood education and care is crucial for preventing and tackling inequality through early 
intervention. Children from minority groups and low-income families are often much less likely to 
be enrolled in early childhood education and care, and it is essential to guarantee equal access to 
quality universal services to these children from disadvantaged backgrounds. According to the 
June 2018 conclusions on Healthy Nutrition for Children: The Healthy Future of Europe,149 
obesity in children is a health challenge that should also be considered in the broader context of the 
socioeconomic determinants of health and social inequalities; the social and economic environment 
has a key role in shaping choice. The Council recognises that the reduction of health inequalities 
cannot be based on individual choice alone, but also requires all relevant public policies to support 
healthy environments. It invites the Member States, among other things, to continue to implement 
targeted policies, paying particular attention to reaching and involving children with a lower 
socioeconomic background and children in vulnerable situations. 

The July 2019 Council conclusions on the economy of wellbeing consider that access for all to 
health services, long-term care, health promotion and disease prevention, provided by a sustainable 
health system, are essential elements of wellbeing that also address health inequalities and thus 
contribute to the economy and society.150 

Social Protection Committee 
The Social Protection Committee (SPC) is an advisory policy committee for Employment and Social 
Affairs Ministers in the Employment and Social Affairs Council (EPSCO). The SPC produces reports on 
its own initiative or at the request of the Council or the Commission.151 The SPC's 2018 annual report 
has a special focus on health.152 It uses an analytical tool, based on a set of indicators, to monitor 
policies in healthcare from a social protection perspective.153 Some findings (2015 data) from three 
of the six areas covered – outcome, quality and access – are described below. 

'Outcome' area: for 18 Member States,154 healthy life years and/or life expectancy (at birth or at 
age 65) remain a key health challenge. Their overall score is lower or significantly lower than the EU 
average, despite positive developments in some countries. Infant mortality is a major challenge for 
four Member States.155 Amenable and preventable mortality156 proves to be a challenge for eight 

                                                             

147  Council conclusions on Health in the Digital Society – making progress in data-driven innovation in the field of health, 
21 December 2017. 

148  Integrated early childhood development policies as a tool for reducing poverty and promoting social inclusion, 
21 June 2018. 

149  Council conclusions on Healthy nutrition for children: The healthy future of Europe, 22 June 2018. 
150  Council conclusions on The Economy of Wellbeing, 15 July 2019. 
151  Social Protection Committee, European Commission. 
152  Social Protection Committee annual report, November 2018. (For the 'Special focus on health', see pp. 52-59.) 
153  The Joint Assessment Framework in the area of health (JAF Health) currently includes 93 indicators divided into six 

areas: outcome; access; quality; non-healthcare determinants; resources; and socioeconomic.  
154  AT, BG, CZ, DK, EE, EL, FI, HR, HU, LT, LU, LV, NL, PL, PT, RO, SI, SK. 
155  SK, MT, BG, RO. 
156  A death can be considered as 'amenable' if all or most deaths from that cause could be avoided through optimal 

quality healthcare. It is 'preventable' if, in the light of understanding of the determinants of health at the time of death, 

http://data.consilium.europa.eu/doc/document/ST-14079-2017-INIT/en/pdf
http://data.consilium.europa.eu/doc/document/ST-10306-2018-INIT/en/pdf
http://data.consilium.europa.eu/doc/document/ST-10355-2018-INIT/en/pdf
https://data.consilium.europa.eu/doc/document/ST-13171-2019-INIT/en/pdf
https://ec.europa.eu/social/main.jsp?catId=758
https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8151&furtherPubs=yes


Addressing health inequalities in the European Union 
 
 

21 

Member States.157 'Potential year of life lost'158 scored below the EU average for eight Member 
States.159 

'Quality' area: 18 Member States face a key challenge in cancer screening and vaccination coverage 
for both children and adults. This concerns particularly child vaccination coverage, where nine 
Member States160 perform worse than the average on one or more vaccines. 

'Access' area: included in this area are health insurance coverage, number of doctor consultations, 
and self-reported unmet medical care needs. As the report explains, the variety of ways of organising 
a healthcare system can lead to results that differ in terms of accessibility and its key aspects of 
coverage; availability and affordability. The different healthcare systems in the EU can be classified 
into three types: universal, insurance-based and others (including atypical systems without 
comprehensive healthcare organisation). As far as financing healthcare expenditure is concerned, 
EU Member States can be divided into three groups: tax based, that is, mostly financed from 
government revenues (approximately one third of Member States); mostly financed by insurance 
contributions (around half of Member States); and mostly relying on out-of-pocket payments (three 
Member States). According to the report, in most of the Member States in which an access challenge 
was identified, this concerns the availability of human resources (that is, healthcare professionals) 
and the geographical distribution of healthcare.161 Seven Member States face challenges referring 
to healthcare coverage, and six with challenges regarding the affordability of care. Three Member 
States face challenges for all three aspects (see Table 1). 

Table 1 – Challenges in access to healthcare identified by the Social Protection Committee162 

Member State Coverage Availability (human 
resources, geographical 
distribution) 

Affordability 

CZ, FR, HR, LU, SI, DK, ES    

EE, HU, PL, SK    

IT, LV, LT    

EL, BG, RO    

Source: Social Protection Committee annual report 2018, p. 56. 

                                                             

all or most deaths from that cause could be avoided by public health interventions in the broadest sense (Eurostat 
Statistics Explained). 

157  BG, EE, HR, HU, LT, LV, RO, SK. 
158  'Potential years of life lost' is a summary measure of premature mortality. It provides an explicit way of weighting 

deaths occurring at younger ages, which may be preventable (OECD Glossary of Statistical Terms). 
159  BG, EE, LV, LT, HU, PL, RO, SK. 
160  BG, CY, DK, EE, FR, IT, LT, MT, RO. 
161  It is argued that shortages of healthcare professionals in rural areas and islands reduce accessibility to healthcare 

services and thereby increase the population's unmet needs due to distance. 
162  The table presents the results from the Joint Assessment Framework (JAF) Health country analyses. 

https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8151&furtherPubs=yes
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Archive:Amenable_and_preventable_deaths_statistics
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Archive:Amenable_and_preventable_deaths_statistics
https://stats.oecd.org/glossary/detail.asp?ID=2095
http://ec.europa.eu/social/BlobServlet?docId=20383&langId=en
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5.1.2. European Commission 

Strategies, Commission staff working documents and communications 
Adopted in 2007, the EU health strategy 'Together for Health'163 sets out an overarching 
framework to give direction to Community activities in health. The strategy is based on a number of 
fundamental principles, and expressly states that values relating to improving health must include 
reducing inequities in health.164 

The 2009 Commission communication on 
Solidarity in health: reducing health 
inequalities in the EU165 acknowledges that 
tackling health inequalities is a long-term 
process, and pleads for a collaborative 
approach in taking action. According to the 
communication, the EU can play an 
important role in raising awareness; 
promoting and assisting the exchange of 
information and knowledge between 
Member States; identifying and spreading 
good practices; facilitating the design of 
tailor-made policies for the specific issues 
prevailing in countries and/or special social 
groups; and monitoring and evaluating the progress in the application of such policies. The 
communication broaches the following key issues:  

 an equitable distribution of health as part of overall economic and social development; 
 improving the data and knowledge base and mechanisms for measuring, monitoring 

evaluation and reporting; 
 building commitment across society;  
 meeting the needs of vulnerable groups; and 
 developing the contribution of EU policies, such as EU cohesion policy. 

The Europe 2020 strategy,166 adopted in 2010, acknowledges the need to combat poverty and 
social exclusion and reduce health inequalities as a prerequisite for growth. As one of the means to 
deliver on the strategy's target to lift 20 million people out of poverty and social exclusion by 2020, 
the Commission launched a European platform against poverty and social exclusion.167 

The Commission's 2013 staff working document on Investing in Health168 argues that investing in 
reducing health inequalities breaks the vicious circle of poor health contributing to, and resulting 
from, poverty and exclusion. According to the document, a multisectoral approach focused on 
achieving greater gains in less advantaged groups is needed to close gaps. Key measures put 
forward in the paper include: to prioritise less advantaged groups in policies to improve the quality 

                                                             

163  White paper – Together for Health: A Strategic Approach for the EU 2008-2013, COM(2007) 630 final. 
164  Ibid., p. 4. 
165  Solidarity in health: Reducing health inequalities in the EU, COM(2009) 567 final. 
166  Europe 2020 – A strategy for smart, sustainable and inclusive growth, COM(2010) 2020 final. 
167  The European Platform against Poverty and Social Exclusion: A European framework for social and territorial cohesion, 

COM(2010) 758 final. 
168  Investing in Health, SWD(2013) 043 final (document accompanying the communication Towards Social Investment 

for Growth and Cohesion – including implementing the European Social Fund 2014-2020). 

Quote: Health inequalities can be dealt with 
through public policy 

'As health inequalities are not simply a matter of 
chance but are strongly influenced by the actions of 
individuals, governments, stakeholders, and 
communities, they are not inevitable. Action to reduce 
health inequalities means tackling those factors which 
impact unequally on the health of the population in a 
way which is avoidable and can be dealt with through 
public policy.' 

Source: Solidarity in health: Reducing health 
inequalities in the EU, COM(2009) 567 final. 

https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=1555491482177&uri=CELEX:52007DC0630
https://eur-lex.europa.eu/legal-content/EN/ALL/?uri=celex:52009DC0567
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=celex:52010DC2020
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=celex:52010DC0758
https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=1548757237880&uri=CELEX:52013SC0043
https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=1555512621183&uri=CELEX:52013DC0083
https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=1555512621183&uri=CELEX:52013DC0083
https://eur-lex.europa.eu/legal-content/EN/ALL/?uri=celex:52009DC0567
https://eur-lex.europa.eu/legal-content/EN/ALL/?uri=celex:52009DC0567
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of and access to health systems; address the underlying risk factors in health behaviours; and ensure 
adequate incomes and living and working conditions. 

A 2013 staff working document, Report on health inequalities in the European Union,169 follows 
up on the 2009 Commission communication. It gives an overview of the size of health inequalities 
in the EU and describes the main actions the Commission has taken to implement its 
communication. The document concludes that, despite some progress, much more remains to be 
done to reduce poverty, close economic gaps, promote social inclusion and increase cohesion. 
Action is also needed on health-related behaviours. Particular attention should be paid to children 
and young people. The staff working document draws on the extensive analysis carried out by a 
consortium (led by Marmot).170 The consortium's report demonstrates marked differences in the 
social determinants of health across EU Member States, and in inequalities in health between social 
groups based on these determinants. At a national level, the report finds that countries with lower 
levels of social protection also tend to have higher rates of (self-reported) bad or very bad health. 
The report mentions three primary dimensions to health inequalities that the EU is well placed to 
address: socioeconomic status; geographic inequalities; and health and its social determinants for 
groups subject to exclusion. According to the report, these aspects merit careful consideration in all 
policies that have an impact on health and its social determinants. Its suggestions include: 

 The health sector needs to mainstream tackling health inequalities in its core policies. 
 Further research and development of knowledge on effective policies and interventions 

is necessary, whereby monitoring, evaluation, implementation research and impact 
analysis of policy are crucial next steps. 

 Further leadership and action at the Commission level should be considered to 
(re)stimulate action and build capacity to tackle health inequalities. 

 The WHO European region review recommendations should be supported and taken 
forward by policy-makers at local, national and EU levels.  

                                                             

169  Report on Health Inequalities in the European Union, SWD(2013) 0328 final. 
170  Report on health inequalities in the EU. Final report of a consortium, European Commission, 2013. 

European Pillar of Social Rights 
The European Commission, the European Parliament and the Council of the European Union jointly 
launched the European Pillar of Social Rights (or 'social pillar') in 2017. The social pillar aims to uphold 
20 principles and rights, structured around three categories: 

 equal opportunities and access to the labour market (Chapter I); 
 fair working conditions (Chapter II); 
 social protection and inclusion (Chapter III). 

More specifically, Chapter III focuses on support for children; social protection for workers and the self-
employed; unemployment benefits; minimum income; old-age pensions; the inclusion of people with 
disabilities; housing assistance for those in need; and access to essential services. Principles 16 and 18 focus 
explicitly on the right to access affordable, good-quality healthcare and long-time care. This underlines the 
EU's commitment to the UN's sustainable development goals, which call, inter alia, for universal health 
coverage for all, and strengthened inclusion and equity. 

Source: The European Pillar of Social Rights in 20 principles, European Commission; N. Milotay, Social 
protection in the EU: State of play, challenges and options, EPRS, European Parliament, 2018. 

https://ec.europa.eu/health/sites/health/files/social_determinants/docs/report_healthinequalities_swd_2013_328_en.pdf
https://ec.europa.eu/health/sites/health/files/social_determinants/docs/healthinequalitiesineu_2013_en.pdf
https://ec.europa.eu/commission/priorities/deeper-and-fairer-economic-and-monetary-union/european-pillar-social-rights/european-pillar-social-rights-20-principles_en#chapter-iii-social-protection-and-inclusion
https://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2018)628258
https://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2018)628258
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In its 2014 communication on effective, accessible and resilient health systems,171 the 
Commission mentions the common challenges that European health systems faced over the 
previous decade, including shortages and uneven distribution of health professionals; and health 
inequalities and inequities in access to healthcare. According to the communication, there is no 
detailed EU-wide methodology to monitor access to healthcare and promote best practice, and that 
developing this would be an important step in reducing health inequalities.  

A comprehensive report172 from 2018 explores 
inequalities in access to healthcare in 35 
European countries. It shows that, despite a 
general positive trend, important inequalities 
persist, both between and within countries. 
Vulnerable groups, in particular, face multiple 
barriers to access and therefore do not obtain 
the care they need. The main challenges, as 
identified in the report, include:  

 inadequacy of the public resources 
invested in the health system; 

 fragmented population coverage; 
 gaps in the range of benefits covered; 
 prohibitive user charges, in particular for 

medicines; 
 lack of protection of vulnerable groups 

from user charges; 
 lack of transparency on how waiting list 

priorities are set; 
 inadequate availability of services, in 

particular in rural areas; 
 problems with attracting and retaining 

healthcare professionals;  
 difficulties in reaching particularly 

vulnerable groups (including the lowest 
income quintiles, women, ethnic 
minorities and migrants). 

The report makes a series of recommendations 
to the 35 countries on: financing health systems; 
health coverage; user charges; availability of 
services; voluntary health insurance, initiatives 
targeting vulnerable groups (such as homeless 
people, drug addicts, ethnic minorities, Roma, 
asylum seekers and refugees). 
Recommendations at EU level include, inter alia 
the need to: develop a roadmap for the 
implementation of Principle 16173 of the social pillar; use EU funding to improve access to healthcare; 
and strengthen the monitoring and reporting on inequalities in access to healthcare in the European 
                                                             

171  On effective accessible and resilient health systems, COM(2014) 215 final. 
172  Inequalities in access to healthcare – A study of national policies, European Commission, 2018. National reports are 

also available. 
173  That is, the right to timely access to affordable, preventive and curative healthcare of good quality. 

Health status of the Roma population 
A 2014 study on behalf of the European Commission 
assesses the health situation of the Roma in 2008-2013, 
covering 31 countries (the EU-28 and EEA Member 
States). Despite some limitations in data availability 
and variation between countries, the study finds that 
the Roma in Europe generally: 

 Suffer greater exposure to the wider – 
socioeconomic and environmental –
determinants of ill health (including poor 
housing, lower education and higher 
unemployment);  

 live less healthy lifestyles (a healthy diet 
and physical activities to stay healthy are 
less common, while smoking is more 
common among the Roma); 

 have poorer access to (and lower uptake 
of) primary care and preventative health 
services; 

 suffer higher rates of both infectious 
(including measles and hepatitis A) and 
chronic diseases (such as asthma, 
diabetes, cardiovascular disease and 
hypertension); and 

 experience considerably lower life 
expectancy compared to non-Roma (up 
to 20 years less). 

Roma women are in general more disadvantaged and 
in worse health than Roma men and non-Roma alike. 
Maternal health risks and pregnancy and childbirth 
complications are more common among Roma 
women. Roma women are also at higher risk of 
domestic violence and the mental health effects 
associated with it. 

Source: Roma health report, European Commission, 
2014. 

https://eur-lex.europa.eu/legal-content/EN/TXT/?qid=1555503390027&uri=CELEX:52014DC0215
https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8152&furtherPubs=yes
https://ec.europa.eu/social/main.jsp?advSearchKey=ESPNhc_2018&mode=advancedSubmit&catId=22&policyArea=0&policyAreaSub=0&country=0&year=0
https://ec.europa.eu/health/sites/health/files/social_determinants/docs/2014_roma_health_report_en.pdf
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Semester process,174 with the use of country reports and country-specific recommendations for 
those countries that are lagging behind. 

Health programme, joint actions 
The EU health programme,175 managed by the European Commission's executive agency, Chafea, is 
a funding instrument designed to implement the EU health strategy.176 It co-funds projects and joint 
actions. Both the first (2003-2007) and the second health programmes (2008-2013) promoted a 
number of strategic priorities to reduce health inequalities.177 The current (third) programme for EU 
action in the field of health (2014-2020) has a budget of €449.4 million.178 Its general objectives are 
to complement, support and add value to the policies of the Member States to improve the health 
of EU citizens and reduce health inequalities by promoting health, encouraging innovation in 
health, increasing the sustainability of health systems and protecting EU citizens from serious cross-
border health threats.179 The health programme's annual work plan 2019,180 with a budgetary 
envelope of almost €64 million, focuses on four priority areas: country-specific and cross-country 
knowledge; cross-border health threats, preparedness and response, including antimicrobial 
resistance and vaccination; structural support for health systems and links to the digital single 
market; and promotion of health and prevention of non-communicable diseases. The dimension of 
health inequalities is addressed as a cross-cutting issue. 

Under the second health programme, a joint action on health inequalities ('Equity Action') took 
place between 2011 and 2014. Its general objectives were to help to reduce health inequalities by: 
developing knowledge for action on health inequalities; supporting the engagement of Member 
States, regions and other stakeholders in tackling socioeconomic and geographic health 
inequalities; sharing learning between Member States and other actors; and supporting the 
development of effective action to address health inequalities at the European policy level.181 An 
output of the joint action is the European portal for action on health inequalities, developed by 
EuroHealthNet (more on this in Section 6.) 

Under the current health programme, a three-year joint action on health inequalities ('Health 
Equity in Europe') was launched in June 2018.182 It brings together 25 EU Member States plus 
Norway, Serbia, and Bosnia and Herzegovina, and has an estimated budget of €3.1 million (including 
the EU contribution of up to €2.5 million). The joint action aims to contribute to achieving greater 
equality in health outcomes for all social groups in the participating countries. A specific focus will 
be on migrants, since poor health and lack of access to health services can be an obstacle to 
integration.183 

                                                             

174  For further reading, see The European Semester: why and how, European Commission. 
175  What is the Health Programme?, Chafea/European Commission. 
176  EU Health Programme, European Commission. 
177  Action on health inequalities in the European Union, European Commission, 2014. This brochure presents the 

mapping of actions funded under the second health programme. 
178  For further reading, see also M. Parry and N. Scholz, How the EU budget is spent: Health Programme, EPRS, European 

Parliament, 2015. 
179  Regulation (EU) No 282/2014 on the establishment of a third Programme for the Union's action in the field of health 

(2014-2020). 
180  Work plan for 2019, European Commission. 
181  Joint Action on Health Inequalities (Equity Action), Chafea/European Commission. 
182  Luxembourg: Joint Action on Health Inequalities kicks off, 21-22 June 2018, European Commission. 
183  Joint Action Health Equity Europe (JAHEE), Chafea/European Commission. 

https://ec.europa.eu/info/business-economy-euro/economic-and-fiscal-policy-coordination/eu-economic-governance-monitoring-prevention-correction/european-semester/framework/european-semester-why-and-how_en
http://ec.europa.eu/chafea/health/programme/index_en.htm
https://ec.europa.eu/health/funding/programme_en
https://publications.europa.eu/en/publication-detail/-/publication/5d461209-5cea-48d1-9092-cfab460a632a/language-en
http://www.europarl.europa.eu/thinktank/en/document.html?reference=EPRS_BRI(2015)573875
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=uriserv%3AOJ.L_.2014.086.01.0001.01.ENG
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=uriserv%3AOJ.L_.2014.086.01.0001.01.ENG
https://ec.europa.eu/health/sites/health/files/funding/docs/wp2019_annex_en.pdf
https://webgate.ec.europa.eu/chafea_pdb/health/projects/20102203/summary
https://ec.europa.eu/newsroom/sante/newsletter-specific-archive-issue.cfm?newsletter_service_id=327&newsletter_issue_id=9439&pdf=true&fullDate=Thu%2021%20Jun%202018&lang=default
https://webgate.ec.europa.eu/chafea_pdb/health/projects/801600/summary
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EU funds 
The EU also supports action on health inequalities financially through various EU funds.  

The Fund for European Aid to the Most Deprived (FEAD)184 enables the EU to support policies 
and measures pursued by the Member States to alleviate the worst forms of poverty. It provides 
food support; material assistance; accompanying measures, such as advice and guidance; and social 
inclusion activities. The EU contribution to the FEAD is more than €3.8 billion for 2014-2020. In 
addition, Member States are to co-finance at least 15 % of the costs of their national operational 
programmes (around €674 million), bringing the total resources channelled through the fund to 
approximately €4.5 billion.185 According to the FEAD mid-term evaluation, support has reached 
more than 12 million people per year, in particular families with children at risk of poverty, older 
people with limited income, the homeless, people with disabilities, and people who are often not 
reached by public services, such as migrants.186 A June 2019 report on the implementation of the 
FEAD shows that 97 % of those receiving the support think that it made a difference.187 

The European Social Fund (ESF)188 is the EU's main instrument to combat poverty and social 
exclusion. It provides funding to co-finance actions aimed at helping people access the labour 
market, and at improving the situation of the most vulnerable. For the 2014-2020 period, €80 billion 
is earmarked for investment.189 Two of the priorities of the ESF activities to promote social inclusion 
are: 'fighting marginalisation' among groups of people that regularly encounter discrimination and 
prejudice, such as immigrant communities, itinerant travellers, and the Roma; and 'inclusive 
approaches' for groups that face discrimination in finding work, and in the workplace, including 
women, older workers, minorities, and immigrants.190 In May 2018, the European Commission 
adopted a proposal for an ESF+, with a provisional budget of €101.2 billion in current prices for 
2021-2027.191 The ESF+ will concentrate investment in three main areas: education, employment 
and social inclusion, which includes addressing health inequalities. It will be the main financial 
instrument to strengthen Europe's social dimension, and will incorporate the FEAD and other 
components, such as the EU health programme.192 

Horizon 2020 
Health research can help address mechanisms that reduce health inequalities.193 The EU's 
framework programme for research and innovation, Horizon 2020, offers possibilities for doing so.194 
Examples of current Horizon 2020 projects in the area of social determinants and health inequalities 
include: PIDS – Population level interventions to improve diet and reduce social inequality (EU 
contribution: around €1.4 million);195 LIFEINEQ – Lifespan inequalities: Why the age-at-death 
distribution varies between countries and socioeconomic groups (EU contribution: around €1.5 

                                                             

184  Fund for European Aid to the Most Deprived (FEAD), European Commission. 
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189  ESF budget by country: 2014-2020, European Social Fund. 
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191  See M. Lecerf, European Social Fund Plus (ESF+) 2021-2027, EPRS, European Parliament, March 2019. 
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million);196 and FAMSIZEMATTERS – Family size matters: How low fertility affects the (re)production 
of social inequalities (EU contribution: €1.9 million).197 

In June 2018, the Commission presented its proposal for the next EU research and innovation 
programme, Horizon Europe,198 which would have a revamped structure with a mission-oriented 
approach. Activities would be organised in five clusters. The health cluster would include two areas 
of intervention with relevance for tackling health inequalities. The first area, 'health throughout the 
life course', would allow reduced health inequalities and improved health outcomes to the benefit 
of active and healthy ageing. The second area of intervention would be 'environmental and social 
health determinants'. Through improved understanding of health drivers and risk factors 
determined by the social, cultural, economic and physical environment in people's everyday life, it 
would, inter alia, contribute to promoting healthy lifestyles and consumption behaviours, and to 
developing an equitable, inclusive and trusted society.199 Parliament and Council have reached a 
partial agreement on the Horizon Europe proposal; it was endorsed by Parliament in April 2019.200 

Expert Group on Social Determinants of Health Inequalities 
The Expert Group on Social Determinants and Health Inequalities was set up with a three-fold 
mission to provide a forum for the exchange of information and good practice between Member 
States; act as an interface between policies, projects and activities at the EU and national levels; and 
give guidance on the need for further action and joint work and research in this area.201 According 
to the Commission website, its last meeting took place in March 2017.202 Agenda items included, 
among other things, an update on recent developments related to health inequalities; promoting 
healthy urban development and housing conditions for reducing health inequalities; and the 
preparation of the current joint action on health inequalities (discussed further up in this section). 

5.1.3. European Parliament 
Addressing the social determinants of health and reducing health inequalities in its many 
dimensions has long formed an integral part of Parliament's work. It has done so by various means. 

Resolutions 
In its 2011 resolution on reducing health inequalities,203 Parliament stresses that health 
inequalities are rooted in social inequalities in terms of living conditions and models of social 
behaviour linked to gender, race, educational standards, employment and the unequal distribution 
of income and medical assistance, sickness prevention and health promotion services. It underlines 
the importance of improving access to such services and reducing the inequalities between 
different social and age groups. Parliament asks the Commission to assist Member States in making 
better use of EU cohesion policy and structural funds to support projects that target inequalities in 
health, and to draw up guidelines to improve the monitoring of health inequalities both between 
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and within Member States. Moreover, Parliament calls on the Commission, the Member States 
and/or the Council to ensure that the most vulnerable groups have equitable access to healthcare 
without discrimination; to develop a common set of indicators to monitor health inequalities by age, 
sex, socioeconomic status and geographic location; and to solve problems of inequality in access to 
healthcare that affect people's everyday lives, for example, in dentistry and ophthalmology. 
Moreover, Parliament encourages the Member States to develop partnerships in border regions in 
order to share the cost of infrastructure and personnel and reduce inequalities with regard to health. 

In its 2017 resolution on combating inequalities as a lever to boost job creation and growth,204 
Parliament recognises that multiple inequalities in access to work and within work create a risk for 
individuals' health and wellbeing. It acknowledges that societies with greater income inequalities 
have, among other things, higher rates of poor health and higher obesity rates; that more equal 
societies incur less welfare expenditure for the state; and that inequalities throughout the life-cycle 
are reflected in inequalities in old age, such as lower healthy life expectancy, old-age poverty, and a 
gender pension gap of almost 40 %. Parliament encourages the Member States to improve their 
welfare systems on a basis of high-level social safeguards, taking the new social risks and vulnerable 
groups that have appeared as a result of the (financial, economic and then social) crises into account. 
It calls on the Commission to encourage reform of Member States' taxation policies, to ensure 
adequate public budgets for health, housing, social, employment, and education services. 

In its 2018 resolution on vaccine hesitancy,205 Parliament is concerned that the wide variation in 
vaccination coverage exacerbates health inequalities between Member States and undermines 
efforts to reduce and eliminate preventable diseases. It is also concerned about the high prices and 
wide variations in the price of some vaccines, which risk further aggravating health inequalities. 
Parliament calls on the Commission, among other things, to facilitate a more harmonised vaccination 
schedule across the EU, to ensure even coverage across Europe, and to reduce health inequalities. 

In its October 2019 resolution on employment and social policies of the euro area,206 Parliament 
emphasises the importance of healthcare services in combating poverty and social exclusion, and 
calls on the Member States to invest in prevention as a health policy priority. 

Pilot projects 
In the area of health inequalities, Parliament has funded several pilot projects implemented by the 
Commission to test the feasibility and usefulness of an action. They are considered important tools 
for developing evidence-based strategies to address a problem, identify good practices, and 
provide policy guidance for possible future initiatives.207 Three are outlined briefly below. 

VulnerABLE (2015-2017) explored ways to improve the health of people living in vulnerable and 
isolated situations across Europe. Due to their circumstances, these groups may be at a greater risk 
of poor health, and may also face barriers in accessing healthcare services. The project focused, in 
particular, on: children and families from disadvantaged backgrounds; people living in rural/isolated 
areas; those with physical, mental and learning disabilities or poor mental health; the long-term 
unemployed; the inactive; those from lower income brackets ('in-work poor'); older people; victims 
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of domestic violence; people with unstable housing situations (the homeless); and prisoners.208 The 
project recommended specific actions per target group.209 The main findings include: 

 Although population health indicators have been improving, widespread inequalities 
in health and access to healthcare remain, within and between Member States. 

 Unlike life expectancy, healthy life years have remained fairly stable for both sexes. 
 The prevalence of ill health also varies across Member States. 
 Despite EU support for equal access to healthcare, people continue to report having 

unmet healthcare needs.210 

Health4LGBTI, implemented between 2016 and 2018, set out to better understand how best to 
reduce specific health inequalities experienced by lesbian, gay, bisexual, trans and intersex (LGBTI) 
people. It focused on overlapping inequalities stemming from discrimination and unfair treatment 
on other grounds (such as age, status or income).211 The project explored the particular health 
challenges faced by LGBTI people and analysed the barriers experienced by health professionals 
when providing care. The aim was to raise awareness and provide health professionals with the 
tools, skills and knowledge needed to overcome the hurdles. According to the findings, the 
inequalities identified are avoidable and may be reduced through health services, and appropriate, 
mandatory training for health professionals across all Member States' health systems is an important 
step forward.212 Project outputs include a training course for healthcare professionals.213 

The Health Equity Pilot Project (HEPP) was implemented between 2016 and 2018, with funding 
of almost €1.5 million from the European Parliament. The aim of the project was to provide further 
solutions to reducing health inequalities in the EU by supporting knowledge sharing and policy 
development. The project focused on lifestyle-related determinants, such as alcohol consumption, 
diet and physical activity.214 The project outputs included 28 individual country fiches215 with 
profiles of socioeconomic inequalities in the three areas, and two policy briefs.216 These outline the 
problem and propose concrete solutions along the following general lines: 

 High-level policies: 
 Address health inequalities and their causes as part of a shared responsibility 

across government organisations and sectors; 
 Strengthen cross-government platforms to develop a consensus on the scope 

and action needed. 
 Practical action: 
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 Behavioural interventions; 
 Environmental, legislative and fiscal measures; 
 To ensure the equitable impact of interventions; 

 Implement known good practice, for instance, by convening cross-government 
meeting on behaviours and learning from case studies.217 

More specifically, the brief on alcohol consumption broaches the problem of the 'alcohol harm 
paradox'. In many EU countries, people in lower socioeconomic groups are at higher risk of alcohol-
related morbidity and mortality (that is, suffer greater health-related harm from alcohol 
consumption) than people in higher socioeconomic groups.218 This occurs notwithstanding the fact 
that, in general, people in lower socioeconomic groups report consuming equivalent or even less 
alcohol than those in higher socioeconomic groups. According to the policy brief on diet and 
physical activity, the problem is that in many EU countries, people in lower socioeconomic groups 
eat less healthy diets than those in higher socioeconomic groups, and are less likely to engage in 
non-work related physical activity. This contributes to their poorer general wellbeing and early 
mortality rate.219 Those aspects of diet and physical activity that lead to health inequalities mainly 
result from the social and economic conditions that people experience throughout their lives. The 
brief argues that, addressing the causes of health inequalities is not only a question of fairness and 
social justice, but will also contribute to the economic and social development of society, as well as 
its cohesion. It will also increase the age to which more people are able to remain economically 
active.  

5.1.4. European-level data and indicators 
Eurostat, the European Commission statistical office, is the main source of EU health data.220 
Eurostat's health statistics consist of administrative data, such as cause of death statistics, and self-
reported data derived from health or social surveys, such as the European health interview survey 
(EHIS) or the EU statistics on income and living conditions (EU-SILC) framework.221 Eurostat data 
cover the following main topics: health status and health determinants; healthcare; disability; causes 
of death; and health and safety at work. More specifically, the data on health status and health 
determinants focus on various aspects of population health (healthy life years, self-perceived health 
and wellbeing, absence from work due to health problems, etc.), as well as health behaviours 
(including, for instance, body mass index, physical activity, consumption of fruits and vegetables, 
tobacco consumption, alcohol consumption, and social environment). The data enable an analysis 
of public health issues as well as demographic and socioeconomic patterns and disparities in health, 
and provide a tool for monitoring the effects of health policies.222 They also serve in calculating 
health indicators,223 such as the European Core Health Indicators (ECHI),224 which can be useful for 
determining policy priorities. The ECHI cover five chapters: demographic and socioeconomic 
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factors; health status; determinants of health; health services; and health promotion. Other sources 
of EU health data are the 'Special Eurobarometer' surveys on European's attitudes towards specific 
health-related topics,225 and the European Commission's Joint Research Centre's226 European Cancer 
Information System (ECIS). 

5.2. Consultative committees 
The two EU consultative committees have conducted work and delivered opinions on issues related 
to combating health inequalities. 

5.2.1. European Committee of the Regions 
Within the European Committee of the Regions (CoR), the Interregional Group on Health and Well-
being,227 set up in 2010, serves as a platform 
for the exchange of views on policy issues 
related to healthcare and public health 
among local and regional authorities in the 
Member States and beyond. The European 
Regional and Local Health Authorities 
(EUREGHA, see text box) provides the 
secretariat to the group. The CoR's 
March 2017 opinion on the integration, 
cooperation and performance of health 
systems228 focuses on some of the 
challenges that the health systems in the EU 
are facing. These include large disparities in 
health and access to healthcare, often due 
to socioeconomic and geographical factors, 
that continue to exist between and within 
Member States and regions. In its opinion, 
the CoR agrees on the need to improve 
European health systems, and calls for 
greater integration between them to bridge 
the health gap and to improve health 
outcomes by guaranteeing equal access to 
quality healthcare everywhere in the EU. 

5.2.2. European Economic and Social Committee 
The European Economic and Social Committee (EESC) has a long-standing focus on the Roma 
people, and in particular, Roma women. An October 2018 hearing organised by the EESC focused 
on the situation of the Roma in relation to health and their access to healthcare. The stock-taking 
included: discrimination in access to healthcare; differences in life expectancy between Roma and 
non-Roma people; and poverty and its effects on health. Participants assessed, in particular, the 
situation of women and children, and raised issues such as: forced sterilisations;229 pregnancy, infant 

                                                             

225  Eurobarometers Public Health, European Commission. 
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Local and regional authorities in health equity 
The European Regional and Local Health Authorities 
(EUREGHA) network brings health authorities together 
as a means to improve health policy. In its 2015 'Health 
for all' position paper, EUREGHA underlines the key 
role of local and regional authorities in creating and 
implementing policies to tackle health inequalities. It 
stresses the need for a whole-of-government approach 
to health equity, and the mandatory inclusion of all 
levels of governance. In its recent position paper on the 
future of health in Europe beyond 2020, 'Health in all 
regions', EUREGHA affirms the need to strengthen the 
multilevel government approach in health by creating 
new strategic partnerships with civil society, academia 
and the industry. EUREGHA considers that such 
partnerships should join forces to tackle health 
inequalities, since reducing such inequalities requires 
coordination among European, national and regional 
policy-makers. According to EUREGHA, sub-national 
authorities have a vital supportive role to play in 
achieving the UN Sustainable Development Goals. 

Source: EUREGHA's 2015 and 2018 position papers. 
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and maternal mortality; and the vaccination of children.230 In its December 2018 exploratory 
opinion,231 the EESC stresses that Roma women are the most vulnerable minority group in the EU, 
and that ameliorating their situation is a key duty and obligation for European democracies. The 
EESC makes recommendations in specific areas, namely: education as a neutraliser of segregation; 
ensuring healthcare; opening up the labour market to fight social exclusion; and greater legal 
protection.232 

5.3. EU agencies 
Decentralised EU agencies have a major role to play in combating health inequalities. The 
contribution of two of the agencies is outlined below. 

5.3.1. European Centre for Disease Prevention and Control 
The European Centre for Disease Prevention and Control (ECDC)233 aims at strengthening Europe's 
defences against infectious diseases. As part of the EU's efforts to reduce inequalities in health, the 
ECDC addresses inequalities in health in relation to infectious diseases, given that socioeconomic 
factors play a role in the distribution of these diseases.234 The ECDC works with the Member States 
to specifically target vulnerable and underserved populations. One priority group are migrants, who 
may be confronted with numerous challenges that impact on their health,235 including stigma and 
discrimination, as well as a perceived lack of access to information and services. The ECDC has issued 
migrant screening and vaccination guidance, and handbooks and assessment tools to improve 
preparedness and surveillance in migrant reception centres.236 Another priority group for the ECDC 
are the Roma, who are more likely to be exposed to agents that cause infectious diseases; more 
vulnerable to becoming ill if exposed; and, once sick, are less likely to have access to healthcare. 
Other areas of ECDC study include vulnerabilities, such as unemployment, homelessness or injected 
drugs use, and examining the extent to which they are linked to the transmission of infectious 
diseases. 

5.3.2. European Foundation for the Improvement of Living and Working 
Conditions 

The European Foundation for the Improvement of Living and Working Conditions (Eurofound) 
provides knowledge to assist in developing better social, employment and work-related policies.237 
One of its core areas is working conditions and sustainable work. Eurofound's expertise covers a 
wide range of aspects, such as work-life balance, workplace health, training and skills, and job 
satisfaction. The links between work and health are explored in collaboration with the European 
Agency for Safety and Health at Work (EU-OSHA).238 Eurofound's contribution to addressing the 
social determinants of health include the European Working Conditions Survey (EWCS), currently in 
its sixth edition (2015), which depicts the European work landscape across countries, occupations, 
sectors and age groups; and the European Quality of Life Survey (EQLS), which covers such topics as 
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subjective wellbeing, health and access to healthcare.239 Eurofound's ongoing work concerns 
gender equality at work; and the working conditions of workers of foreign background. 

6. Stakeholders' views in the health inequalities debate 
This section aims to provide a flavour of the debate by shining a light on selected stakeholders from 
academia, non-governmental organisations, the healthcare community and industry. It is not 
intended to be an exhaustive account of all views. 

The European Federation of Academies of Sciences and Humanities (ALLEA) and the 
Federation of European Academies of Medicine (FEAM) held an interdisciplinary symposium on 
health inequalities in May 2018 in Amsterdam. According to the symposium report,240 effective 
policy-making requires a proper understanding of what drives inequalities. There is, however, 
uncertainty and controversy about the extent to which the relationship between socioeconomic 
position and health reflects causation (socioeconomic position influences health), reverse causation 
(health influences socioeconomic position) or confounding (by factors that affect both 
socioeconomic position and health). The symposium found that the topic calls for further 
multidisciplinary discussion if common policy recommendations are to be developed for regulators. 
Participants agreed that it is vital to use the best available evidence to inform public policy now; at 
the same time, they expressed their commitment to perform robust research to fill knowledge gaps. 

The European Federation of Pharmaceutical Industries and Associations (EFPIA) recognises 
that health outcomes for such common diseases as cancer, heart failure and diabetes vary 
considerably between and within EU countries. According to EFPIA, standardised and comparable 
outcomes data to analyse sufficiently what interventions bring in terms of benefits to patients are 
lacking. Measuring outcomes, and sharing best practices and implementing them, would help 
reduce health inequalities and ultimately enable more efficient and effective healthcare systems.241 
The EFPIA calls for more integrated health services, and for the EU to drive the evolution towards 
patient-centred and outcomes-focused healthcare by assessing and benchmarking EU health 
systems through patient-relevant outcomes data.242 

The European Observatory on Health Systems and Policy, hosted by WHO/Europe, is a 
partnership between research centres, governments and international organisations, including the 
European Commission. It analyses health systems and policy trends in support of evidence-based 
policy-making, and issues a wide range of publications.243 A 2014 report244 argues that the EU has 
made some progress in addressing key social determinants such as working conditions, but that the 
impact of wider social inequalities on health remains. According to the report, this is due to a 'clear 
preference by national governments to address social issues domestically rather than at European 
level'. With regard to addressing the behavioural determinants of health, the observatory considers 
that it was most strongly focused on smoking, while for diet and exercise, as well as alcohol, 
'European action has been limited to providing information and leaving choices to individuals'. In 
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an article in the Eurohealth quarterly,245 dedicated to reducing inequalities in health and healthcare, 
Mackenbach asserts that, despite some progress, health inequalities remain unacceptably wide. He 
argues that, while evidence on the effectiveness of policies and interventions to reduce health 
inequalities is accumulating, 'the political will to implement these policies, and to allocate the 
resources necessary to achieve population-level effects is often lacking'. 

EuroHealthNet, a not-for-profit partnership of public bodies working from local to regional, 
national, and international levels across Europe for improving health, equity and wellbeing, hosts 
the European portal for action on health inequalities.246 The portal was developed on behalf of 
the EU-funded joint action on health inequalities, 'Equity Action', as a comprehensive source of 
knowledge-sharing, and comprises three searchable databases:247 one with examples of projects 
implemented at EU, national, regional or local level; a publications database; and a database with 
examples of policy responses (that is, any strategy, policy, framework or other kind of programme 
or action led by a governmental authority). For EuroHealthNet, action to reduce health inequalities 
means taking a holistic approach, going beyond the health sector, and tackling those factors that 
can be dealt with through public policy, for instance, through the European Semester, the European 
Pillar of Social Rights and EU funding mechanisms.248 

The European Patients' Forum (EPF), an umbrella organisation that works with patients' groups in 
public health and health advocacy across Europe,249 considers it crucial to raise awareness of the 
barriers patients face in accessing healthcare. According to the EPF, great disparities in healthcare 
between and within Member States, including the high reliance on out-of-pocket payments, are still 
major concerns for patients across Europe.  

The European Public Health Alliance (EPHA) argues that the concept of universal healthcare 
coverage 'holds the potential to remove some of the most common barriers to accessing care, and 
to lay a foundation for tackling more complex inequalities within the health system'. According to 
the EPHA, universal healthcare coverage affects vulnerable and marginalised groups and particular 
geographical regions disproportionately. It thereby reflects the broader health and socioeconomic 
inequalities that exist between and within Member States, which makes it both an important 
indicator and a valuable lever to fight inequality.250 In its recommendations, the EPHA asks the EU to 
place universal healthcare coverage at the centre of its Sustainable Development Goals strategy; to 
adopt consistent, coherent and relevant indicators; to integrate monitoring into the European 
Semester; and to mobilise EU funding for the pursuit of universal healthcare coverage. It asks the 
Commission to, among other things, include prioritising a coordinated approach to addressing the 
social determinants of health in all policies.251 Commenting on the EU framework for national Roma 
integration strategies up to 2020, the EPHA considers that, despite its shortcomings, the framework 
has the potential to change the lives of Roma, and that one way to do this would be for the national 
strategies to be binding on Member States.252 
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Health First Europe, a not-for-profit alliance of patients, healthcare workers, academics, healthcare 
experts and the medical technology industry, argues that investment towards reducing health 
inequalities contributes to social cohesion, and breaks the vicious spiral of poor health contributing 
to, and resulting from, poverty and exclusion.253 According to Health First Europe, the EU 
institutions' focus in the coming years should be on delivering patient-centred, high quality care to 
all citizens. 

The Standing Committee of European Doctors (CPME) believes that inequalities in access to 
healthcare and healthy choices are not only socially unjust, but morally wrong.254 Apart from raising 
awareness for the social determinants of health and calling for action to tackle the social gradient, 
the CPME also addresses the situation of the most vulnerable groups, in particular undocumented 
migrants. The CPME cooperates with Médecins du Monde255 and is a co-signatory of the European 
Declaration of Health Professionals Towards Non-Discriminatory Access to Healthcare.256 

7. Outlook 
As points of reference for the future, several topics emerge. By way of example, findings from the 
HEPP pilot project (see Section 5.1.3.) suggest that there is an urgent need for improved data to 
describe the socioeconomic distribution of diet, physical activity across Europe, and an ongoing 
need for evidence of the effectiveness of interventions to tackle health behaviours.257 Researchers 
argue that measurement and regular reporting of health inequality indicators is an essential first 
step towards action,258 and have pointed to the need for more comparative data and more 
systematic cross-national comparisons.259 The EU Health Coalition, a multi-stakeholder initiative 
looking at the future of European healthcare, has made recommendations in this sense. For 
instance, it has asked the EU institutions, together with patient organisations and other healthcare 
stakeholders, to help implement standardised measurements of health outcomes and healthy 
life years; to strengthen the collaboration of public and private sectors in health research; and 
to establish a European health data institute to produce a range of health data to inform the work 
of policy-makers, researchers, industry and healthcare providers.260 The joint action on health 
information (InfAct),261 launched in March 2018, may well be a milestone on this path. It builds 
towards a sustainable infrastructure on EU health information by improving the availability of 
comparable, robust and policy-relevant health data and information.262 

The role of dedicated research in enabling health equality in Europe has also been highlighted. 
For instance, a May 2019 workshop, hosted by the European Commission, explored the future of 
health research in a connected and participative society, where citizens and patients are mobilised 
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and involved, research projects are co-designed with all stakeholders, and impact is better 
communicated.263 Moreover, the Commission's contribution to the future of Europe stresses the 
need to support high quality, affordable and accessible healthcare through the digital 
transformation of health systems.264 The Commission proposes to support this transformation 
with innovative solutions involving digital tools for people-centre care.265 This form of healthcare 
implies a stronger orientation towards the needs of people and their involvement in treatment and 
decision-making, and is expected to result in less inequality. 

Tackling inequalities in health is thought to require a broader understanding of the social 
determinants of health inequalities, so developing knowledge on effective policies and 
interventions is necessary. This understanding needs to encompass the insight that high levels of 
inequalities are undermining societal and economic progress, and that only clear political will 
and commitment will tackle them effectively.266 In this context, an April 2019 European Parliament 
study on mapping the cost of non-Europe267 draws attention to the considerable economic costs 
of health inequalities, both between and within Member States. The potential efficiency gain for 
the European economy from EU action to reduce health inequalities could be up to €72 billion per 
year (based on the estimated annual monetary value related to health discrepancies, due to 
education inequalities, across the EU Member States). 

Furthermore, creating healthy societies and overcoming inequalities in health is commonly held to 
require synergies between different stakeholders and policies at EU and Member States level. The 
Commission's Expert Panel on effective ways of investing in health268 argues, for instance, that 
reducing inequalities requires acknowledgement of the importance of cross-sectoral policies in 
particular groups, which need concerted solutions. According to the Expert Panel, explicit 
consideration of health in all policies could also help. The intersectoral initiative, All Policies for a 
Healthy Europe (AP4HE),269 which is focused on addressing the economic, social, environmental, 
commercial and political determinants of health and wellbeing, argues that EU action on health and 
wellbeing should be guided by strong equity principles. AP4HE, as well as the EU Health Coalition, 
is asking that the EU institutions make greater efforts to support cross- and inter-sectoral action 
on health, stressing that mechanisms that facilitate multi-level-cooperation, such as multi-
stakeholder partnerships with regions and cities, would contribute to further tackling the health 
inequalities that persist in Europe. 
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Tackling socially determined inequalities in health, both 
between and within European Union (EU) Member 
States, is still a major challenge. This analysis describes 
the main concepts and gives examples for health 
inequalities across the EU. It then presents an overview 
of the work accomplished at international and EU levels. 
It shows, in particular, how the EU institutions, bodies 
and agencies have contributed to reducing health 
inequalities, notwithstanding that Member States have 
the main responsibility for health policy. The analysis 
then goes on to depict stakeholder views, before 
closing with an outlook on avenues for further action. 
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