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require biomedical interventions, behavioural causes 

require behavioural interventions and social causes 

require social interventions. National TB programmes 

are not well suited to tackling the latter two, and should 

not tackle any of them alone. The responsibility to 

address the upstream social determinants rests mainly 

outside the health system. The role of the national TB 

programme and technical partners should mainly be 

to contribute to the understanding of the underlying 

driving forces of the TB epidemic, and to more strongly 

advocate the need to address them.

12.7  Next steps

This analysis was done at a time during which a new glo-

bal strategy for TB control had just started to be scaled 

up in countries (24 ). Countries are still busy optimizing 

several new areas of work under this strategy, and are 

struggling to mobilize resources and personnel for the 

additional tasks. The need to broaden the scope of  TB 

control even further, as discussed in this chapter, will 

have important implications for planning and imple-

mentation of national TB programmes in the future. 

A distinct agenda for action has not been presented, as 

this should be developed with the involvement of all 

concerned TB control partners. The debate informing 

this work should be guided by one basic principle: that 

effective TB control cannot be achieved through either 

excellent diagnostic and curative TB services alone or 

primary prevention by tackling risk factors and social 

determinants alone. Both will be needed, and the work 

to find the right package of actions and the appropri-

ate role division for the respective tasks will have to be 

done mainly at a country level, in relation to the status 

of the TB epidemic and the strength of the national TB 

programme and the general health care system.

Some tentative additional entry-points for interven-

tions have been presented, and a possible role division 

in taking them forward has been discussed. The next 

task for partners involved in TB control at global and 

national level is to develop the required practical steps 

towards concrete action, while taking the analysis of 

social determinants for TB forward and adapting it 

to country contexts. Bearing in mind the cross-cut-

ting nature of the risk factors and determinants, it 

will be essential that this is done in close collabora-

tion with other disease control programmes under the 

framework of health systems strengthening and com-

prehensive primary health care, as well as with relevant 

stakeholders working towards poverty reduction and 

equitable social and economic development.
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13.1  Summary

Injuries account for just under 10% of global mortality, 

constituting a major and growing public health prob-

lem, with worldwide injury-related deaths projected to 

increase by 28% by 2030. Over 5.7 million people lost 

their lives due to injury in 2004, and in addition to 

these, acts of war cause harm to millions more.

Injuries are a major contributor to inequities2 in health. 

Intentional and unintentional injuries are unevenly 

distributed between rich and poor nations, and within 

nations between rich and poor individuals. Inequities 

relating to gender, age and ethnicity are also evident, 

and these vary according to injury cause and setting, 

with young men frequently overrepresented in some 

kinds of road traffic and intentional injury, and women 

and children more heavily represented in domestic 

injury, whether intentional or unintentional.

For interventions on injury to make a significant differ-

ence both to inequities and to the global toll of death 

and disability they need to act on upstream measures, 

addressing transport policies, including those relating to 

vehicle use and speed; housing policies, with the aim of 

turning the idea of the home as a safe haven into a real-

ity; and alcohol policies, giving due regard to the supply 

end of the problem as well as problem drinkers. Putting 

the emphasis, as is often currently the case, on behav-

ioural interventions directed towards individuals, and 

in wealthier nations, secondary and tertiary care of the 

injured, will further widen inequities.

At present, much of the evidence base for injury 

reduction comes from high-income settings. There is 

a pressing need to enhance the evidence base for both 

evidence of effect and evidence of effective imple-

mentation in low- and middle-income settings, and, in 

wealthier settings, to ensure that upstream interventions 

take account of the needs of the most disadvantaged 

populations. As in other areas discussed in this volume, 

the importance of lay expertise and knowledge is vital 

in addressing injury.

One implication of the approach described here, with an 

emphasis on upstream measures, is that injury prevention 

provides a powerful way of illustrating the health impacts 

of intervening on social determinants. Intervening in this 

way can and frequently does yield cross-cutting bene-

fits for a range of health and other outcomes. The wide 

inequities in health in this area, although a depressing 

example of the need for an approach that encompasses 

social justice, also shows more positively that things do 

not need to be the way they are.

2 There are different views on the use of language. The authors of 

this chapter had originally inclined to the use of “inequalities” in 

health, but, in the interests of consistency, have adopted the terms 

used elsewhere in this volume.

13.2  Introduction

Background

Injuries account for just under 10% of global mortality, 

constituting a major and growing global public health 

problem. Over 5.7 million people lost their lives due to 

injury in 2004 – equivalent figures for HIV, tubercu-

losis and malaria were 2.0 million, 1.5 million and just 

under 0.9 million respectively (1). Seven of the 15 lead-

ing causes of death for people between the ages of 15 

and 29 years are injury related (1). In addition to these 

deaths, injuries resulting from traffic collisions, drown-

ing, poisoning, falls, burns, violent assault, self-inflicted 

violence or acts of war cause harm to millions more (2). 

Global injury-related deaths are projected to increase 

by approximately 28% by 2030 (1). Figure 13.1 breaks 

down the global injury burden by mechanism, show-

ing the large parts played by road traffic injuries and 

violence (3).

In this chapter some of the ways in which inequities 

impact on causes and consequences of injury are out-

lined, and some effective or promising strategies to 

reduce injury and violence by acting on social determi-

nants are set out. Finally, data requirements to monitor 

FIGURE 13.1 Distribution of global injury mortality by 
cause

Source: World Health Organization (1).
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and evaluate the described strategies and interventions 

are explored.

Sources and limitations of evidence

The evidence in this chapter derives largely from peer-

reviewed scientific literature, especially systematic 

reviews, as well as reports from governments and inter-

national agencies. Particular reference has been made to 

the work of the Cochrane Injuries Group (4), in which 

a significant proportion of reviews deal with preven-

tion; the emerging work of the Cochrane Health 

Equity Field and Campbell Equity Methods Group (5); 

and the work of the Evidence for Policy and Practice 

Information and Co-ordinating Centre (EPPI-Cen-

tre) in London (6). Other sources of knowledge (7–9) 

included the experience of those exposed to risk of 

injury in disadvantaged areas. No one scientific method 

was considered to be higher up the evidential ladder in 

terms of contributing to an understanding of the issue 

(10 ), and studies using a range of methodologies were 

drawn on.

While much of the evidence base on social deter-

minants of injury and interventions is produced in 

high-income settings (11–13), injury disproportionately 

impacts low- and middle-income countries, where 

implementation may be too costly or insufficiently 

context relevant.

This chapter focuses on social determinants of injury 

in a general sense, and identifies entry-points by which 

causal pathways linking social determinants and injury 

may be interrupted. Illustrative examples are given 

using three determinants of injury: alcohol; housing 

and neighbourhoods; and vehicles and roads.

Inequities and the determinants of 
injury

Violence and unintentional injury are a significant 

locus of inequity (14, 15). In terms of economic ineq-

uities, both intentional and unintentional injuries are 

unevenly distributed between rich and poor nations, 

and within nations between rich and poor individ-

uals. Even in a relatively wealthy setting such as the 

United Kingdom, a child from the lowest social class 

is 16 times more likely to die in a house fire than one 

from a wealthy family (16, 17).

In many cases, other inequities also come into play, 

including differences relating to gender, age and eth-

nicity, and differences in access to and costs of treatment 

that impact on morbidity and mortality (15 ).

Figure 13.2 demonstrates differences by age and sex 

in road traffic deaths worldwide (1). These graphi-

cally illustrate the impact on younger adult men, with 

implications for societal economic impact due to the 

aggregate effect of productive life years lost. While 

a distribution affecting younger adult men is a rela-

tively consistent feature of many fatal injury outcomes, 

women are overrepresented in a variety of non-fatal 

injury outcomes, including intimate partner violence 

and sexual violence.

Around 90% of global road traffic deaths are in low- 

and middle-income countries (15 ). The poor get hurt 

more often than the rich, as they are more likely to be 

exposed to the risks posed by vehicles when they are 

walking or cycling. When they are inside rather than 

outside vehicles, they are less likely to be in well-main-

tained machines. By 2020, deaths from road accidents 

are expected to continue to fall in many richer nations 

(often at the price of a reduction in the freedom of 

children to occupy public space) but to rise in poorer 

ones (18 ). The differentials in progress in reducing road 

traffic fatality rates between high-income countries and 

low- and middle-income countries echo steep inequity 

gradients elsewhere.

On the one hand, inequities in health in terms of social 

factors serve as a reminder of the social injustices that 

mean that length and quality of life are subject to pow-

erful determinants. On the other, they show that things 

do not have to be the way that they are (19 ). If it is pos-

sible for the best-off to be at lower risk of exposure to 

accidental and non-accidental injury, then there are les-

sons there for all.

FIGURE 13.2 Road traffic deaths worldwide by sex and 
age group, 2004

Source: World Health Organization (1).
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13.3  Analysis: social 
determinants of injury

Research evidence on reducing the 
determinants of injury

While research evidence is the factor most consistently 

used in this chapter, it must be borne in mind that 

research evidence is only one of many influences on 

policy or practice strategies to reduce injury. Reference 

has also been made to other influences, such as tradi-

tion, values and expertise, including lay expertise (20 ). 

Moreover, others have drawn attention to the impor-

tance of underlying theories regarding inequities as 

causes of public health problems and the ways in which 

a given intervention might bring about improvement 

(21–23).

In a report of this kind, there is a trade-off between 

strong research evidence from trials, qualitative work 

and systematic reviews, and potentially promising, but 

less robust, single primary studies. Data are presented 

here from two sources – systematic reviews and indi-

vidual studies. The primary studies have been selected 

either because they directly address the top three lev-

els of the analytical framework guiding this volume or 

because they are informed by these.

The Cochrane Injuries Group is one of the better-pop-

ulated review groups in terms of a focus on determinants, 

and efforts to look at the problem beyond the confines 

of wealthier nations. Nevertheless, in line with the pre-

dominant focus on injury rather than the antecedents 

to injury, a relatively small number of reviews address 

the determinants of injury beyond behaviour. Among 

other review groups, the EPPI-Centre (6) in London 

uses a broad range of study types, including user views 

in research syntheses; the Campbell Collaboration 

(24 ), a sister collaboration to Cochrane, provides evi-

dence for decisions about the effects of interventions 

in the social, behavioural and educational arenas; and 

the newly established Cochrane Public Health Review 

Group (25 ) and Cochrane Health Equity Field (26 ) 

have growing contributions to make to tackling ineq-

uities through a focus on determinants.

Reviews and individual studies 
relevant to alcohol and injury

In a review of ways of working with problem drinkers 

(27 ), the authors point out that injuries (both inten-

tional and unintentional) are one of the most important 

ways in which excess alcohol use can result in harm. 

The evidence from the studies they identify suggests 

that behavioural change interventions with problem 

drinkers are effective in reducing both injuries and the 

events that lead to injury (such as falls, motor vehicle 

crashes and suicide attempts).

Another review (28 ) points out that while many 

interventions to reduce alcohol-related injuries have 

a demand-side focus and aim to reduce individu-

als’ consumption of alcohol, supply-side interventions, 

altering the environment and context within which 

alcohol is supplied, are also required. The review exam-

ines the evidence for the effectiveness of interventions 

implemented in the alcohol server setting for reduc-

ing injuries. The studies cover a range of interventions 

involving server training, health promotion initiatives, a 

drink-driving service, a policy intervention and inter-

ventions that target the server setting environment, 

concluding that there is no reliable evidence that inter-

ventions in the alcohol server setting are effective in 

preventing injuries.

A review on a passive intervention – an alcohol igni-

tion interlock (29 ) – describes convicted drink-drivers 

being given the choice of a standard punishment or 

the fitting of an alcohol ignition interlock to their car 

for a fixed period. To operate a vehicle equipped with 

an interlock, the driver must first give a breath speci-

men. If the breath alcohol concentration is too high, 

the vehicle will not start. The authors conclude that 

while the interlock seems to reduce reoffending as long 

as it is still fitted to the vehicle, there is no long-term 

benefit after it has been removed. The low percentage 

of offenders who choose to have an interlock fitted 

makes it difficult to reach firm conclusions about the 

effectiveness of this as an intervention.

Moving from systematic reviews to primary studies, 

a multilevel intervention in Cali, Colombia, which 

restricted bar opening hours and limited access to 

firearms, reported a significant reduction in firearm-

related homicide (30 ). The restrictions on bar closing 

hours and on carrying a firearm were enforced by 

authorities who targeted the poorer districts of the 

city, where most homicides had taken place. Another 

study evaluated the effect of a 02:00 (as opposed to 

a 05:00) closure of bars in the city of Juárez, Mexico 

(31 ). Prior to this partial ban on alcohol sales, the city 

was a favoured destination for young adults crossing 

the United States–Mexico border to take advantage of 

a lower drinking age (18 as opposed to 21), and lower-

priced alcohol. The study found an 89% reduction in 

young drinkers crossing the border after 03:00. Finally, 

a recent meta-analysis found that while emergency 

department interventions for alcohol problems did not 

reduce subsequent alcohol consumption, they were 

associated with approximately half the odds of expe-

riencing an alcohol-related injury (32 ). However, an 

overall rise in violence in the city at present is a sober-

ing turn. It seems unlikely to be related to displacement 

activity, but the rise of violence in Juárez is a reminder 
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that complex social issues require comprehensive social 

interventions, and there is no single magic bullet that 

will affect all outcomes definitively.

The reviews and individual studies above relate to 

both alcohol and transport, but with alcohol as the 

primary presenting problem. Pathways identified 

are individual behavioural (potentially strengthen-

ing individuals); contextual (potentially strengthening 

communities and targeting availability); and a passive 

measure (interlocking).

Reviews and individual studies 
relevant to housing and 
neighbourhoods and injury
A Cochrane review (33 ) found that home safety edu-

cation provided most commonly as a one-to-one, 

face-to-face intervention, in a clinical setting or at home, 

especially with the provision of safety equipment, is 

effective in increasing a range of safety practices. There 

was no consistent evidence that home safety education, 

with or without the provision of safety equipment, was 

less effective in those at greater risk of injury, but the 

effect of home safety education appeared to dimin-

ish with time, with greater effects for most outcomes 

over a short (three months or less) time period. There 

was a lack of evidence regarding the impact of these 

improved safety practices on child injury rates.

In a review of community-based interventions to 

reduce burns and scalds in children (34 ), only one 

study showed a significant decrease in paediatric burn 

and scald injury in the intervention community com-

pared with the controls. The authors suggest that an 

evidence-based suite of interventions be combined to 

create programme guidelines suitable for implementa-

tion in communities throughout the world. They point 

out that there remains a gap between “what we know 

works” and “how to make it work” in a real-world 

setting.

A review of modifications to the home environment 

(35 ) was similarly cautious, finding insufficient evi-

dence to determine the effects of interventions to 

modify home hazards.

Interventions to promote functioning smoke alarms 

to reduce injury were reviewed in 2001 (36 ), with less 

than positive findings. As the authors point out, many 

children aged 0–16 are killed or injured by house 

fires each year, with a steep social class gradient. Fires 

detected with smoke alarms are associated with lower 

death rates. This review found that interventions to 

promote smoke alarms have at most only modest ben-

eficial effects on smoke alarm ownership and function, 

fires and fire-related injuries.

A review of pool fencing (37 ) is more positive, conclud-

ing that pool fencing that adequately prevents children 

reaching a pool unsupervised can prevent about three 

quarters of all child drowning in pools. The death of a 

child is always a tragedy, but with a focus on inequities 

and addressing social determinants, the fencing off of 

water is unlikely to be an effective intervention in low- 

and middle-income countries.

Also positive in its conclusions is a review of popula-

tion-based interventions to prevent falls in the elderly 

(38 ), suggesting a relative reduction in fall-related inju-

ries ranging from 6% to 33%, providing support for a 

population-based approach.

Rather more cautious is a review of the World Health 

Organization (WHO) Safe Communities approach (39 ) 

to population-based injury reduction. The emphasis 

of the Safe Communities approach is on collabora-

tion, partnership and community capacity-building to 

reduce the incidence of injury and promote injury-

reducing behaviours. Approximately 150 communities 

throughout the world have been designated as “Safe 

Communities”, in countries as diverse as China, Czech 

Republic, South Africa and Sweden. Programmes target 

high-risk groups or environments and promote safety 

for vulnerable groups. They range from bicycle helmet 

promotion in Sweden to antiviolence programmes in 

South Africa, traffic safety initiatives in the Republic 

of Korea and indigenous community injury preven-

tion programmes in New Zealand. The review authors 

identify that only 21 of the Safe Communities have 

been the subject of controlled injury outcome evalu-

ations. These communities are from two geographical 

regions: the European countries of Austria, Sweden 

and Norway and the Pacific nations of Australia and 

New Zealand, both of which have relative economic 

wealth, higher health standards and lower injury rates 

than many other parts of the world. Although positive 

injury rate reductions were reported for some com-

munities, the results varied substantially and overall do 

not provide a clear answer to the question of whether 

the adoption of the Safe Communities model leads to 

a significant reduction in injury. Limited information 

is available about how the programmes were imple-

mented, their impact on injury risk factors and their 

sustainability. There were also substantial methodolog-

ical limitations associated with most of the included 

evaluations. No evaluations were available from other 

parts of the world, particularly those with lower eco-

nomic and health standards.

Absence of evidence does not, of course, denote evi-

dence of absence of positive health effects. The 

collaborative spirit and attention to low- and middle-

income countries of the Safe Communities approach, 

and an understanding of the wider benefits to health 

that attention of the kind engendered through being 
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part of a worldwide community of interest may bring, 

are important factors.

Shifting focus from the attributes of households and 

communities to the quality of the nurturing envi-

ronment for children, a number of early childhood 

interventions appear to be effective when targeting 

populations in lower socioeconomic neighbourhoods. 

A review of a range of early childhood interventions 

primarily based on home visitation or home visitation 

combined with parental education, typically within 

the first 5 years of life, considered a subset of the pro-

grammes targeted at high-risk households, where 

risk equated to markers such as a household with an 

income below the poverty line (40 ). Overall the find-

ings were positive from the 20 programmes with 

evaluation designs that were considered strong, and the 

benefits tended to be more pronounced in programmes 

that focused specifically on disadvantaged populations. 

Benefits were measured over a wide variety of domains 

(cognition and academic achievement, behavioural 

and emotional competencies, educational attainment, 

child maltreatment, health, delinquency, use of social 

welfare programmes and labour market insertion). 

The broad array of domains studied in which bene-

fits accrue shows that the impact of such programmes 

extends into other domains of health, where benefits 

were observed in early, middle and late childhood and 

through to adulthood.

Another review looked at early childhood interventions 

and tenant-based rental voucher programmes designed 

to allow poorer families to move to better housing 

and neighbourhoods (41 ). On the basis of a range of 

positive outcomes, results supported early childhood 

development programmes for children aged 3–5 at risk 

because of poverty, and supported rental voucher pro-

grammes on the basis of improved household safety 

and reduced risk of victimization due to violence and 

exposure to violence. Long-term effects (after 15 years) 

of home visitation have found the intervention par-

ticularly effective for low-income, unmarried mothers, 

with a wide range of negative outcomes reduced for 

mother and child, including child abuse and neglect, 

and criminal behaviour (42 ).

The reviews above relate to housing, households and 

neighbourhoods as determinants. Pathways identified 

tend to be at the individual behavioural level (strength-

ening individuals); socioeconomic contextual level 

(strengthening communities and improving the quality 

of the household environment); and physical environ-

ment and infrastructure levels (smoke alarms).

Reviews and individual studies 
relevant to the prevention of road 
traffic injury
The Cochrane database is relatively well populated in 

this area. It is important that readers with an interest in 

this aspect of injuries consult the database for updates 

on the findings below (43 ).

A review of bicycle helmet legislation (44 ) concludes 

that this appears to be effective in increasing helmet use 

and decreasing head injury rates. A review of non-leg-

islative interventions to encourage the wearing of cycle 

helmets (45 ) is similarly positive, finding that while the 

results varied, overall, after a campaign, children were 

more likely to wear helmets. The reviewers could not 

identify the best way of reaching poorer children, and 

the studies they reviewed did not look at the impact of 

campaigns on injury rates, or assess whether the pro-

motion campaigns had negative effects. A review of the 

part played by helmets in preventing facial and head 

injury in cyclists (46 ) provides the robust conclusion 

that wearing a helmet reduces the risk of head or brain 

injury by approximately two thirds. Feedback from 

critics of these reviews demonstrates the complexity of 

this area (46 ).

A review of trials and observational data from a variety 

of settings, including some low- and middle-income 

countries, concludes that helmet use by motorcyclists 

reduces the risk of head injury by around 72% (47 ). The 

risk of death is also reduced and the review supports 

the view that helmet use should be actively encour-

aged worldwide.

A review of reflective clothing concludes that visibil-

ity aids have the potential to enable drivers to detect 

pedestrians and cyclists earlier (48 ) but that the effect 

on pedestrian and cyclist injury remains unknown.

A review largely applicable to (and based on studies 

from) wealthier nations looks at the effectiveness of 

interventions to promote the use of booster seats in 

4–8-year-olds (49 ), concluding that all interventions 

investigated were found to increase the use of booster 

seats. Specifically relevant to equity issues, the distribu-

tion of free booster seats combined with education on 

their use had a marked beneficial effect, as did incen-

tives (for example booster seat discount coupons or gift 

certificates) combined with education.

Turning to drivers, a review of whether graduated 

driver licensing reduces crash rates among novice 

drivers by gradually introducing them to higher-risk 

driving situations found that relatively little research 

had been done to see whether this actually works (50 ). 

The review found 13 studies that had evaluated vari-

ous types of programmes, all of which reported positive 
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findings, with reductions for all types of crashes among 

all teenage drivers. However, the size of the reductions 

varied and, from the evidence available, it is not possible 

to say which aspects of programmes have the biggest 

effect. A more conclusive review looks at driver edu-

cation (51 ). As the authors point out, drivers’ errors 

often contribute to traffic crashes and driver education 

is often used in the belief that this makes drivers safer. 

Driver education for licensed drivers can be reme-

dial programmes for those with poor driving records, 

or advanced courses for drivers generally. They can be 

offered by correspondence, in groups or with indi-

vidualized training. The review of trials found strong 

evidence that no type of driver education for licensed 

drivers leads to a reduction in traffic crashes or injuries.

Also in the area of driver education is a review of 

school-based education for drivers aimed at the pre-

vention of traffic crashes (52 ), an example of a review 

where a well-meaning intervention appears to have 

the reverse of the desired effect. The authors conclude 

that driver education in schools leads to early licens-

ing, but there is no evidence that it reduces road crash 

involvement, and it may lead to a modest but impor-

tant increase in the proportion of teenagers involved in 

traffic crashes.

A review with very positive findings explores the use of 

cameras at road junctions (53 ). As the authors report, a 

common place for road traffic accidents is at junctions 

(intersections) controlled by traffic signals. Red-light 

cameras are now widely used to identify drivers that 

jump (or “run”) red lights, who can then be prosecuted. 

This review looked for studies of their effectiveness in 

reducing the number of times that drivers drive through 

red lights and the number of crashes. Five studies in 

Australia, Singapore and the United States all found 

that use of red-light cameras cut the number of crashes 

in which there were injuries. In the best conducted of 

these, the reduction was nearly 30%. A similarly positive 

trend in a review of engineering measures relates to the 

use of speed enforcement devices (54 ) to prevent traf-

fic injuries. The authors found that although there were 

methodological limitations to the studies reviewed, the 

consistency of reported reductions in speed and crash 

outcomes across all studies suggest that speed enforce-

ment devices are a promising intervention for reducing 

the number of road traffic injuries and deaths.

A review of educational interventions (55 ) (mostly in 

children) found that pedestrian safety education can 

improve children’s road safety knowledge and their 

observed road-crossing behaviour. However, whether 

these changes to knowledge or behaviour can be 

linked to a reduction in pedestrian deaths and injuries 

is unknown.

A number of individual studies have documented pre-

vention of road traffic injury or improved access to 

established safety measures through interventions that 

have explicitly targeted or taken into account the soci-

oeconomic context. In many low-income countries 

children are routinely transported on motorized two-

wheelers, and studies have shown that factory workers 

need to work 11 times as long as counterparts from 

high-income countries to purchase motorcycle hel-

mets. In Viet Nam a nongovernmental organization 

distributes tropical climate-suited motorcycle helmets 

free of charge to school-age children (56 ).

Child restraint systems are very effective in prevent-

ing injury if correctly installed and used. A number 

of studies have shown that uptake of these interven-

tions may be increased in populations where use is low 

through free distribution, loan schemes or subsidized 

rental schemes. In addition to the Cochrane review, a 

variety of studies have demonstrated such measures to 

have a marked beneficial effect on the uptake and use 

of appropriate restraint systems for children and to be 

highly cost effective (57, 58).

Finally, incorporating safety features into road design 

has been shown to be effective and has addressed the 

improvement of road networks in poorer environ-

ments. Ghana has road fatality rates some 30 to 40 

times higher than industrialized countries and exces-

sive speed has been shown to be a key contributory 

factor. Inexpensive speed bumps in pedestrian crash hot 

spots in towns lying alongside the main Accra–Kumasi 

highway have been associated with a 35% reduction in 

road traffic crashes, a 55% reduction in fatalities and a 

76% reduction in serious injury, showing the feasibil-

ity of addressing differential exposure to risk through 

speed control interventions (59 ).

13.4  Discussion: pathways 
between determinants and 
injuries

This section uses the examples of alcohol, housing and 

neighbourhoods, and roads and vehicles to chart some 

pathways between social determinants and injury, and 

identify areas where interventions along these path-

ways might be effective. The same set of circumstances 

– a speeding car or a dropped match, for instance – 

may lead to no injury, minor injury, serious injury 

or death. In many cases, these outcomes will them-

selves be related to the determinants of inequities and 

poor outcomes in other spheres. Poverty, poor hous-

ing, poor education and poor standards of, or access 

to, health care determine exposure to risk, and in the 

case of health care, may also determine the outcome 

once an injury occurs. Furthermore, determinants for 
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injury have an impact on other outcomes, and the 

framework and interventions advanced here are rele-

vant for other areas of work of the WHO Commission 

on Social Determinants of Health. Other knowledge 

networks of the Commission, including those on early 

development, urban settings and challenging inequi-

ties through health systems, will also have an impact on 

injuries and violence (60 ).

It has long been established that the determinants 

of injuries and violent deaths are multifactorial (61 ), 

though by the time any single death is investigated, 

there will often be a single explanation – “speeding”, 

“drunken driver”, “crossing the road without care”. 

These explanations, focusing as they do on only one 

element of the causal pathway, can result in inadequate 

“solutions” (62 ), including educational interventions 

that may attempt to educate the public in general, and 

children in particular, to use the road in the “right” 

kind of way. As a participant from a low-income com-

munity in a high-income country put it in a study of 

safety as a social value: “It’s like teaching your child to 

swim in a pool full of alligators” (9).

The following sections take a range of determinants 

– alcohol, housing and neighbourhoods, and roads 

and vehicles – in order to chart, albeit only in part, 

some of the pathways between these determinants and 

injury, and these and other determinants. The decision 

to focus on alcohol, housing and neighbourhoods, and 

roads and vehicles has been made for reasons of con-

ceptual clarity and illustration. They are drawn on as 

illustrative examples that yield information about the 

nature of pathways between them and the outcomes of 

interest, and offer insights into potential entry-points 

for intervention.

Alcohol

Alcohol is more commonly perceived as a consumer 

choice than as a determinant of public health prob-

lems. It is because of the shaping of social and cultural 

attitudes about alcohol intake that it is appropriate to 

consider alcohol as a social determinant. Indeed, other 

work in this volume looks specifically at the causal 

pathways linking alcohol to a variety of health out-

comes and other consequences (see Chapter 2).

Alcohol is implicated in injury in low-, middle- and 

high-income countries and plays an important part in a 

wide range of intentional and unintentional injuries. A 

recent WHO report (63 ), for instance, suggests that of 

the large number of deaths associated with alcohol glo-

bally, 32.0% are from unintentional injuries, and 13.7% 

are from intentional injuries.

Injury outcomes related to alcohol use

Road traffic injury is perhaps the most evident injury 

outcome that has a strong and consistent associa-

tion with alcohol intake. After a certain level of blood 

alcohol concentration, crash involvement for drivers 

increases significantly (15 ). Drivers with elevated blood 

alcohol levels place themselves at risk and place non-

motorized (and therefore more vulnerable) road users 

at even greater risk.

Availability and use of alcohol has been shown to be 

an important factor in precipitating a range of violent 

acts, including youth violence, perpetration of intimate 

partner violence (usually by men), sexual violence and 

suicide (14 ).

Injury-related alcohol use and 
relationships with other social 
determinants

Destructive patterns of alcohol intake have been well 

documented and the health effects of this at the popula-

tion level have been suggested as a potential contributor 

to observed declines in life expectancy among men in 

the case of the Russian Federation (64 ).

Taking the health outcome of interest, and relating the 

available data to the framework being used throughout 

this volume, injury-related alcohol use shows strong 

differential health outcomes within both wealthy and 

poorer countries, including those where alcohol is dis-

couraged. The WHO study referred to above (63) found 

that those presenting to emergency departments with 

alcohol-related injury were more likely to be young 

(with a peak in the teenage and young adult years), 

more likely to be male and more likely to be of low 

to medium socioeconomic status. Any social determi-

nant-informed approach to addressing the destructive 

use of alcohol in relation to injury risk needs to take 

account of this striking sex differential. A 2002 WHO 

report on gender and road traffic injuries (65) reviewed 

the available data and reported that:

• Data consistently show that men are more likely 

than women to be driving or walking on the road 

under the influence of alcohol.

• Studies from Kenya and the United States report 

that male drivers were far more likely than females 

to have been drinking prior to a motor vehicle 

accident.

• In the United States, alcohol use is implicated in 

approximately one third of all fatal crashes involving 

teenagers, and the risks are greatest among young 

males.

• A national survey of young people in Canada reports 

that of those who reported drinking at parties, males 

were 3.5 times more likely to drive after drinking.
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• In Sweden, more than twice as many male as female 

pedestrian fatalities during 1977–1995 tested posi-

tive for blood alcohol.

• In a 1996 hospital-based study in Cape Town, South 

Africa, male pedestrians injured were twice as likely 

to be positive for blood alcohol as females, and had 

significantly higher mean blood alcohol levels than 

females.

The report also found that the problem of alco-

hol-related injuries is particularly alarming in many 

low- and middle-income countries, where alcohol 

consumption is increasing, injury rates are extremely 

high, and appropriate public health policies have not 

yet been implemented. In these countries ready access 

to appropriate medical care is less likely to be available 

than in wealthier nations. This means that differential 

consequences of injury as a result of excessive alco-

hol use are inevitably greater amongst those with poor 

access to health care.

Pathways

The differential distribution of health outcomes 

described above provides some insight into relevant 

pathways. Lower socioeconomic context and position 

is correlated with risk. Furthermore, the strong gender 

differences suggest different vulnerabilities to fac-

tors such as peer pressure regarding alcohol intake and 

high-risk behaviour during young adulthood.

Setting on one side its adverse non-injury health 

effects, alcohol use may lead to no injury, minor injury, 

serious injury or death. The risk of causing, or being 

involved in, an injury-producing event while under the 

influence of drink is heightened, but by no means inev-

itable, which is one of the factors that may reduce the 

effectiveness of interventions that focus on individuals 

rather than determinants.

Whilst it is the biological effects of alcohol that are of 

proximal importance to a driver being unable to brake 

quickly enough to avoid colliding with a pedestrian, 

and these same effects have been shown to play a role in 

sexual violence (66 ), it makes sense from a public health 

perspective to focus on the pathways that precede alco-

hol intake and are amenable to social intervention and 

policy-making.

Steps along those pathways where an intervention may 

interrupt the chain from determinant to injury include 

cultural attitudes towards alcohol use; access to alco-

hol; enforcement of sanctions for infringements for 

under-age drinking (or in some countries, any drink-

ing); measures to prevent drinking while in charge of 

a vehicle; and being drunk in public. These poten-

tial intervention points can be mapped to any of the 

top three levels of the framework guiding this volume. 

When devising interventions it is important to bear in 

mind that in this public health area, as in many oth-

ers, an historical perspective suggests that interventions 

with strong face validity (such as prohibition) may 

themselves carry adverse outcomes.

Housing and neighbourhoods

Housing’s potential as a protective factor in health is 

clear; however, the home is also a common location for 

both intentional and unintentional injury. Housing is a 

concrete manifestation of socioeconomic status, which 

has an important part to play in the development of 

explanations of the social production of health ineq-

uities (67 ). Moreover, factors related to housing tenure 

and neighbourhood effects are of fundamental impor-

tance (68 ).

The decision to examine both housing and neigh-

bourhoods in this chapter is relevant as some injury 

outcomes relate directly to the quality of the housing 

itself, whereas others relate to the wider community. 

With regard to the first of these, poor design, poor 

building regulations and poor maintenance are all 

implicated in injury. Overcrowding within households 

relates to injury in some cultures, while regional differ-

ences in habitations, such as flat roofs in hot countries, 

deficient heating systems in cold countries and hab-

itations unable to withstand natural disasters are also 

factors in injury.

The scope of factors falling within housing and neigh-

bourhoods as determinants is wide, and would include 

property boundaries and disputes over these, over-

crowding and road congestion, uncontrolled noise 

levels, formal or informal inhabitation of unsafe land 

areas such as steep slopes or flood risk areas, unsafe 

access to social structures such as schools or markets, 

and absent or deficient infrastructure such as public 

sewerage, street lighting and regular police patrolling. 

All of these have been associated with both intentional 

and unintentional injury and underline the fundamen-

tal importance of the human habitat as a determinant 

of health and safety.

Types of injury that may be implicated

A very broad range of injury and violence outcomes 

relate to housing and neighbourhoods. Common inju-

ries in the home are falls and injury or death from fire, 

scalds and smoke. The home, conventionally seen as a 

place of safety, may be unsafe in relation to interper-

sonal violence, including partner violence and child 

and elder abuse. In the wider context of the neighbour-

hood the range of factors referred to above has been 

shown to be associated with road traffic injury, injuries 

related to natural disasters such as flooding, earthquakes 
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and major weather events, and a variety of forms of 

interpersonal violence including youth violence, sexual 

violence and violence in institutional settings.

Pathways and relationship between 
housing and neighbourhood-related 
injuries and inequity

Exposure to risks emanating directly from housing 

is, of course, increased in those who spend the great-

est time in the home, amongst whom will be the very 

old (38, 69) and the very young (70 ), the unemployed, 

the sick or disabled and those tasked with cooking and 

keeping the house warm. Injury deaths in poor housing 

in relation to fire have been well documented (71–74). 

So while poorly maintained, poorly heated and poorly 

constructed housing are drivers for injury-produc-

ing events, these risks are not borne equally. The most 

socially disadvantaged members of society are more 

likely to reside in such marginal housing.

Referring more broadly to the neighbourhoods 

in which housing is situated, the settings variously 

referred to as informal settlements, shanty towns, slums, 

favelas and barrios have become synonymous with 

social exclusion and threat. The nature of the threat 

may change from setting to setting. A boy celebrating 

his 15th birthday in the Cape Town, South Africa, set-

tlement of Nyanga has a greater than 1 in 20 chance 

of being shot dead by the age of 35 (75 ). In the Ban-

shbari slum of Dhaka, Bangladesh, politically and 

economically marginalized residents report not going 

out after nightfall due to security fears and the target-

ing of women for abduction, rape and trafficking (76 ). 

In still other settings the threat may come from major 

arterial, high-speed traffic routes cutting such areas 

off from the rest of the urban area, or bisecting entire 

neighbourhoods.

In some countries, housing tenure (whether a house is 

rented or owned) is correlated with injury, although of 

course the relationships between poverty, housing and 

health are complex (77 ). There is some evidence that 

in wealthier nations, older people in institutional care 

have an excess risk of falls leading to fractures (which 

may also, of course, be a consequence of the factors 

that bring them into residential care) (78 ). Housing 

inequities are also related to injury rehabilitation, with 

housing maladapted to those disabled in an accident 

further disabling them in terms of day-to-day living. 

Poor (or no) fire services increase the risk to those liv-

ing in poverty.

In summary, there are a number of pathways between 

housing and neighbourhoods and injury and violence 

outcomes. These relate both to the inherent safety of 

building structures, safety devices and activities taking 

place within housing, such as cooking and heating, as 

well as to the broader qualities of the neighbourhood 

within which housing is situated. Interruption to these 

pathways depends on awareness and understanding of 

their interconnections with health, effective regulation, 

sound planning and adequate space, and the occupa-

tional health of domestic labour, including the ways in 

which meals are created. Relating the scope of these 

factors to the analytical framework guiding this volume, 

housing and neighbourhoods mediate influences on 

injury risk through all three top levels (with unsafe or 

substandard housing being a marker for socioeconomic 

position, by virtue of unsafe environments constituting 

a direct and differential exposure for risk of injury, and 

through those living within unsafe settlements consti-

tuting population groups that are differentially more 

vulnerable to injury risk).

Roads and vehicles

Poor road design has long been identified as a deter-

minant of road traffic injury and death (15 ). However, 

attention to design (improved road surfaces or better 

sightlines, for instance) may have the consequence of 

increased injury risk as a result of higher speed. Much 

the same observation can be made in relation to vehi-

cles, with within-vehicle modifications having the 

potential to improve the attractiveness of the vehicle to 

consumers, or the safety of those who travel inside the 

vehicle, while potentially reducing the safety of other 

road users. For example, a study commissioned by the 

Department for Transport, United Kingdom, reported 

that accident records showed that two to three fatali-

ties, and about 40 serious injuries, at a cost of some £6 

million a year, were caused by bull bars (large, osten-

sibly protective, metal grilles on the front of vehicles) 

(79 ). Whilst risk compensation theories remain contro-

versial, observational studies confirm increased speed 

in powerful vehicles, and increased proximity between 

motor vehicles and cyclists wearing helmets.

Types of injury that may be implicated

The injuries and deaths related to roads and vehicles are 

largely road traffic injuries – a health outcome that is 

inequitably distributed globally.

Pathways and relationship between roads 
and vehicle-related injuries and inequity

The relationship between socioeconomic inequities 

and injury on the roads has been frequently described 

and can be observed in both wealthier and poorer 

nations, though roughly 90% of the global burden 

of road traffic injury deaths occur in low- and mid-

dle-income countries (15 ). Within these settings 

non-motorized transport tends to predominate, while 
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for the world’s poor people walking is the main mode 

of transport (80, 81). The young and the old are at par-

ticular risk, and those who live or work close to busy 

roads are exposed to greater danger than those who 

have gardens, grounds or land to play on.

There is an increased risk to males of road traffic inju-

ries. Those outside motorized vehicles are at greater 

risk than those inside them – indeed, this dimension 

of injury risk is a perfect illustration of both differential 

exposure and differential vulnerability. For those who 

own or drive vehicles, safer vehicles tend to be those 

that are more expensive (though these vehicles are also 

the ones more capable of high speeds). Thus vehicle 

ownership and safety of vehicles owned as a marker 

for socioeconomic position is yet another aspect of the 

manner in which this determinant influences injury 

risk. Among those who drive for a living in countries 

where regulation is poor, long hours and the need to 

earn a living wage may contribute to unsafe driving as 

a result of fatigue.

The pathways between this group of determinants and 

injury include the separation of roads and traffic from 

pedestrians, safe vehicle maintenance and regulation, 

and some of the consequences of globalization and the 

movement of goods across large distances by road.

Interrelationships between 
determinants, inequities and injury

There are a number of important interrelationships 

between the determinants touched on here. Some 

examples below highlight the potential for synergis-

tic effects between the determinants and underline the 

potential value of public health interventions that tar-

get the social determinants driving health outcomes.

Alcohol and housing. The consequences of their 

own or others’ alcohol use is exacerbated for those who 

live in poor housing, who themselves are more likely to 

be poor, and more likely to be smokers. Falling asleep 

while smoking, leaving cooking devices unattended or 

knocking over heating implements while under the 

effect of alcohol have all been implicated in fire injury. 

Falls under the influence of alcohol are more likely in 

poorly maintained housing.

Housing and road traffic injuries. Poor housing 

is less likely to be well separated from traffic, and poor 

people are less likely to live in housing or settlements 

away from busy or fast roads. In wealthier nations, traf-

fic-calming initiatives tend to be seen more frequently 

in wealthier areas.

Alcohol and road traffic injuries. The effects of 

alcohol on road injury have been well documented, 

with an excess of driving deaths and injuries follow-

ing drinking.

These brief examples are discussed further in the next 

section, where possible interventions are considered.

13.5  Interventions and 
upstream strategies to 
reduce injury by affecting the 
determinants

The ideal position in a chapter of this kind would be to 

provide a menu of three or four “best buys” able to act 

on upstream determinants to reduce injuries, but while 

knowledge of ineffective or harmful interventions is 

increasing, there is still a good deal to be known about 

the most effective and cost-effective courses of action 

and how to implement them successfully.

There is no magic bullet, or pump handle to remove, 

since the issues considered in this chapter involve cross-

cutting responsibilities and, in some cases, powerful 

vested interests. This does not mean that inaction is the 

answer, but that there may be different priorities and 

possibilities in different local and national contexts.

This section takes the research evidence on deter-

minants analysed in section 13.3, and the pathways 

between determinants identified in section 13.4, to 

suggest broad strategies and areas of intervention that 

might be applied in tackling injury related to alcohol; 

housing and neighbourhoods; and vehicles and roads.

In all three cases, the evidence points in a similar direc-

tion. For interventions on injury to make a significant 

difference both to inequities and to the global toll 

of death and disability they need to act on upstream 

measures, addressing transport policies, including those 

relating to vehicle use and speed; housing policies, with 

the aim of turning the idea of the home as a safe haven 

into a reality; and alcohol policies, giving due regard to 

the supply end of the problem as well as problem drink-

ers. Putting the emphasis, as is often currently the case, 

on behavioural interventions directed towards individ-

uals, and, in wealthier nations, secondary and tertiary 

care of the injured, will further widen inequities.

At present, much of the evidence base for injury 

reduction comes from high-income settings. There is 

a pressing need to enhance the evidence base for both 

evidence of effect and evidence of effective imple-

mentation in low- and middle-income settings, and, in 

wealthier settings, to ensure that upstream interventions 

take account of the needs of the most disadvantaged 

populations. As in other areas discussed in this volume, 
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the importance of lay expertise and knowledge is vital 

in addressing injury, as is local knowledge and know-

how on context. Drawing on high-quality reviews 

where possible, and the use of strong quantitative and 

qualitative methodologies in primary studies, are vital.

Further research is required to identify potential 

“low-hanging fruit” – those interventions that can be 

most easily and effectively implemented, such as safer 

stoves for low- and middle-income settings, or pol-

icies to enforce hot water temperature regulation in 

those settings. There is also a need in the short term for 

policy-makers and practitioners to act on the identifi-

cation of risks by those living in poor housing; and, in 

the longer term, for land use policies to include hous-

ing initiatives.

13.6  Implications: 
measurement

To start with the positive, as the United Kingdom Sta-

tistics Commission has pointed out (82 ), there have 

been many examples of statistical evidence radically 

changing the way things are done. Florence Nightin-

gale’s application of disease statistics reduced mortality 

in those wounded during the Crimean War, and Rich-

ard Doll’s research in the 1950s made the link between 

smoking and lung cancer. More recently the Stern 

review on the economics of climate change (83 ) has drawn 

on statistical evidence. Less positively, a case study from 

the International Development Research Centre (84 ) 

on crunching the numbers points out that many coun-

tries in the developing world have an inadequate or 

no system for registering vital information. For exam-

ple, of the 57 countries that make up the WHO Africa 

and South-East Asia regions only eight have usable 

vital events data, and only one has complete coverage 

of death. It is believed that, within the poor countries 

of the globe, there are 1 billion people whose births and 

deaths are never registered – no official or government 

agency ever acknowledges that these people exist. For 

this reason, the 2008 study on violence-related mor-

tality in Iraq published in the New England Journal of 

Medicine (85 ) is a testimony (albeit a depressing one) 

to what can be done to collect data in even the most 

unpromising conditions.

Data collection deficiencies are part of a broader con-

text of insufficient funding for public health. The 

inequitable distribution of resources for public health 

services is made clear in Figure 13.3 (86 ).

As in other areas of health inequities, we are stronger 

on description that records injuries and their seque-

lae than we are on describing the antecedents of an 

injury, measuring the ways in which determinants are 

FIGURE 13.3 Worldwide spending on public health

Territory size shows the proportion of worldwide spending on public health services that is spent there. This spending is measured in purchasing 
power parity. 

© Copyright 2006 SASI Group

Source: SASI Group and Newman (86).
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addressed and the extent to which these measures are 

effective. In those parts of the world where data col-

lection systems are poor, there is an understandable 

tendency to suggest that the data systems be improved. 

However, even in those (largely wealthier) nations 

where data collection is less poor, data on the deter-

minants of injury remain largely inadequate, and data 

collection (which itself incurs a high cost) is frequently 

impenetrable, and underused or poorly used.

Just as health care increasingly needs to be addressed 

in terms of cost–benefit analysis, so too does data col-

lection. Where a suggestion is made that new data be 

collected there needs to be a strategy in place to use 

them, and a strategy for allocating resources to the pro-

cess. If data are simply collected because they are there, 

or because they always have been collected, or because 

they might be useful, then more stringent criteria need 

to be developed and tested against other uses of the 

same data collection resource.

Data collection is itself socially constructed, and in some 

cases highly contested. Consideration needs to be given 

to what kinds of data are likely to have an impact on 

the social determinants discussed here. The macroeco-

nomic determinants of injury are not evident at the site 

of injury and are not captured by injury surveillance 

systems (87 ). Ironically, some measures that may narrow 

social exclusion (for instance wider availability of cheap 

cars) will increase injury. While walking is the main 

mode of transport for the world’s poor people, such 

populations often experience the harms of energy-

intensive transport (81 ). Moreover, much investment 

in major road projects does not meet the transport 

needs of poor people, especially women whose trips 

are local and off-road (81 ). Bogotá (Colombia) and 

Curitiba (Brazil) are perhaps the two most notable 

examples of developing-nation cities that have shown 

innovation with low-cost alternatives to private motor-

ization. Both of these cities have achieved success with 

high-quality bus systems and a complementary pack-

age of supporting measures, including infrastructure for 

non-motorized transport and car restriction measures 

(80 ). Measuring whether this progress is maintained or 

undermined will be important.

That said, there are areas where good data have helped 

to support cultural change. As well as the examples at 

the head of this section, at a time when drinking and 

driving was more widely tolerated than is currently the 

case in the United Kingdom, the fact that drinking only 

rarely directly led to injury and death in any individual 

case made the offer of “one for the road” common-

place amongst convivial hosts. Given that those who 

are drunk and in charge of a vehicle were unlikely to 

be perceived as (let alone perceive themselves as) crimi-

nals, data have enabled the association between alcohol, 

impairment while drink-driving, and injury and death 

to become apparent.

One of the peculiarities of data collection on injury 

is that even in countries where relatively good data 

are collected, there is a greater emphasis on the seque-

lae than on the antecedents of injury – a result in part 

of the relatively good data collection systems in the 

health sector, where, either for administrative (bill-

ing) reasons or for reasons related to treatment, what is 

important is the injury and how it is dealt with, rather 

than the causes. Where injury is considered a largely 

individual problem, to be tackled through behavioural 

or educational interventions, these sorts of data may 

be considered adequate. They are entirely inadequate, 

however, for tacking determinants.

While policies to tackle injury are developed nationally, 

much of what needs to be known in order to effec-

tively tackle the determinants is derived locally. Gaps 

in the data are therefore now identified, with a rec-

ommendation that these be considered at national and 

local level by those tasked with reducing the toll from 

injury deaths.

The areas where there are particular data or evidence 

gaps on the determinants of injury include:

• how best to collect and, more particularly, use to 

good effect data that illustrate the equity gap in 

the incidence or morbidity, mortality, candidacy 

for risk and access to effective treatment, or better, 

prevention;

• how best to draw on lay expertise on local determi-

nants and risks (and responses to these);

• how best to identify and monitor dangerous places, 

and social and economic structures;

• what the appropriate economic models are for 

looking at the cost-effectiveness of simple public 

health interventions. At present, while modelling 

is well developed in clinical areas, particularly for 

pharmaceutical interventions, both methods and 

outcomes need further work in public health eco-

nomics. There is a clear need for a register (88) so 

that knowledge, including economic evaluations on 

public health interventions, can be shared.

Not all of these measurements or data need to be col-

lected by statisticians, epidemiologists or administrators. 

Where tackling determinants is done through regula-

tion, using official statistics to collect data is important 

– both to reinforce the need for action and to enforce 

action where appropriate. But as many studies have 

shown, the lay public, including children, are well able 

both to identify dangers in their own communities and 

to suggest responses to those dangers. Keeping local 

logs of such lay knowledge is not only of interest to 

the historians of the future, showing (not for the first 

time) that ordinary citizens may identify problems long 
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before they reach the public policy agenda; more pos-

itively, it may also be a means of improving health at 

a local level, through the kinds of collaborations sup-

ported through Safe Communities, and in a way that 

tests different kinds of interventions.

Further work on measurement, relating to the over-

all work of the Commission on Social Determinants of 

Health, can be found in the final report of the Meas-

urement and Evidence Knowledge Network (89 ), and 

for those conducting reviews addressing the determi-

nants of health with equity as a focus, the checklist 

of the new Cochrane Health Equity Field is likely to 

prove an increasingly useful tool (90 ).

13.7  Conclusion

This chapter has summarized systematic review evi-

dence supplemented by primary studies that speak 

to injury control interventions addressing the deter-

minants of alcohol, housing and neighbourhoods, and 

roads and vehicles. Instances have been identified where 

the nature of the implementation or the intervention 

itself is explicitly targeted along the lines of socioeco-

nomic context and position, differential exposures or 

differential vulnerabilities.

One thing that emerges from this is the fundamen-

tal importance of an upstream social determinants 

approach to the prevention of injury. Unlike many 

other health outcomes that might also benefit from a 

social determinants approach, there are no pills, no vac-

cines and no clinical manoeuvres that reduce rates of 

injury. Virtually all of the progress in preventing injury 

has come from acting directly on the social environ-

ment or on patterns of exposure to risk that correlate 

closely with factors such as socioeconomic context and 

position.

While the evidence presented here shows that address-

ing social determinants can reduce injury, much of the 

evidence base comes from high-income settings. There 

is a pressing need to enhance the evidence base on 

effective social determinant-based interventions that 

are either administered in low- and middle-income 

settings or are explicitly targeted at the most disadvan-

taged populations.

In conclusion, this chapter has described associations 

between determinants and injury. One implication of 

addressing these determinants in order to avert injury 

outcomes is that, as most injury prevention practice 

needs to rely in one way or another on affecting social 

determinants, injury prevention provides an excellent 

area to clearly illustrate the health impacts of inter-

vening on social determinants. Another compelling 

implication is that intervening on these determinants 

can and frequently does yield cross-cutting benefits 

for a range of other health outcomes. Finally, due to 

their prevalence and strong correlation with social class 

gradients, injuries provide a key health outcome to be 

monitored as a reflection of the effectiveness of social 

determinant approaches.
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This chapter will explore the common ground and 

potential synergies across different public health condi-

tions and take these forward as the basis for proposing 

practical action. Evidence and proof of association and 

causality are presented for each individual public health 

condition (Chapters 2 to 13) and are not repeated here.

The chapter will start with an analysis of the different 

patterns of social gradients in the health of populations 

that have emerged from the analyses of the individual 

conditions. Next, the social determinants that most fre-

quently occur in the pathways of the examined public 

health conditions will be identified. Then proposals on 

what public health programmes, individually and collec-

tively, could do to change the situation will be discussed. 

This will be followed by consideration of implementa-

tion in the light of the lessons learned from the country 

case studies and proposals for programmatic monitor-

ing. Finally, the implications of taking the recommended 

social determinant approach will be discussed.

14.1  Levels and patterns of 
social gradients

For all the health conditions analysed, available data 

show clear social gradients within populations. How-

ever, the steepness and the shape of the gradients vary 

not only with a condition, but also for the same condi-

tion across populations and time.

For example, variations exist in the marked social 

gradients in under-5 mortality that are found in all 

geographical regions (Figure 14.1). Two regions, sub-

Saharan Africa and South Asia, have much higher 

under-5 mortality rates than other regions. With the 

exception of the highest quintile in South Asia, all 

quintiles of these two regions have higher under-5 

mortality rates than the lowest quintile of any of the 

other regions. The other four regions have remarka-

bly similar overall levels and gradients despite different 

levels of economic development. While mortality in 

those four regions is lower, the gradients across asset 

quintiles persist. This could indicate that under-5 mor-

tality decreases with economic development only to 

a particular threshold level, and that inequity persists 

independently of the general level of economic devel-

opment and is shaped by other factors.

More complex patterns appear at lower levels of aggre-

gation, for example at national or subnational levels. 

The same condition can display different patterns 

of social gradients in different contexts and socie-

ties, depending on such factors as religious principles, 

values and cultural norms (Chapter 2). Further, the pat-

tern can change over time, for example with economic 

development (Chapter 5). Axes of social stratifica-

tion are strongly influenced by global, national and 

regional political and economic trends and by existing 

institutions and legal systems, and the relative explana-

tory power of differing socioeconomic markers varies 

between cultures (Chapter 7). Six main patterns of 

social gradients in health were identified in the analyses 

of the priority public health conditions. These are sum-

marized below and examples of each pattern are given 

in Table 14.1, along with links to the relevant chapters.

• Linear gradients occur for major social determinants 

such as wealth and education for all the conditions 

analysed. For example, Benin shows an almost lin-

ear gradient for percentage of under-5 children 

receiving six or more child survival interventions, 

by socioeconomic group (Figure 14.2).

FIGURE 14.1 Social gradients in under-5 mortality rate 
by asset quintile and region (low- and middle-income 
countries for which related DHS data are available)

Source: Data from Gwatkin et al. (1) (see Chapter 4).
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or more child survival interventions, by socioeconomic 
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Source: Extracted from Victora et al. (4) (see also Chapter 4).
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• Bottom-end inequity is illustrated by the case of 

Brazil in Figure 14.2, where the difference between 

the highest four quintiles is relatively small, while for 

the poorest there is a significant drop. The contrast 

with Benin shows that even for the same condition 

gradients may show different patterns.

• Top-end inequity occurs where only the top strata 

of the social spectrum receive a service at any rea-

sonable level, as in the case of Cambodia in Figure 

14.2, which displays an inverse situation compared 

to Brazil.

• Changing direction of gradients can occur, for 

example, when changes in the level of economic 

development have an impact on which population 

subgroups are most vulnerable to certain noncom-

municable diseases (Chapters 3, 5, 9, 13).

• Dichotomous gradients result when, irrespective 

of other social determinants, there are significant 

and discrete inequities between groups. This applies 

TABLE 14.1 Main patterns of social gradients in health with brief examples and references to relevant chapters for more 
detail

Main inequity 
patterns Examples

Relevant 
chapters

Linear Alcohol problems tend to be associated with diminishing socioeconomic status, assuming a constant 
amount of alcohol consumed

2

Injury outcomes are highly correlated with lower socioeconomic status 13

With the possible exception of overweight, indicators of nutrition and morbidity outcomes are 
considerably worse among poor than among better-off children

4

Differential exposures to risk factors for mental disorders are frequently inversely associated with 
social position

7

Monotonic inverse relationship occurs between wealth, education and tooth loss in developed 
countries

9

Sharp social gradients for total fertility across wealth quintiles occur in many countries 10

The risk of tuberculosis is much higher among people from low socioeconomic groups in both rich 
and poor countries

12

Bottom-end In Brazil and Nicaragua a significantly smaller percentage of children in the lowest wealth quintile 
receive six or more child survival interventions than in the other quintiles

4

Top-end In Cambodia, less than 20% of children in the lowest four wealth quintiles receive six or more child 
survival interventions against 60% in the highest

4

Changing direction Economic development changes the pattern of noncommunicable diseases that were once 
hallmarks of affluence to conditions of poverty 

2, 3, 5, 13

The relationship between mothers’ educational achievement and children’s dental health is more 
complicated in some developing countries

9

Dichotomous In some cultures women consume virtually no alcohol at all 2

Male:female tuberculosis notification ratio in most countries is 2:1 12

Tobacco smoking and ethnicity shows dichotomous pattern 11

Clustering (amplifying 
effect)

Cumulative effects on alcohol and food-related conditions result from poverty, lack of education, 
demographic change, and agricultural, commercial and industrial transition, combined with 
insufficient food safety systems

2, 6

Vulnerable groups with respect to mental disorders and injury may be characterized by individual 
features such as female or male sex and age, or by shared attributes or experiences such as common 
ethnicity or migration

7, 13

Injury outcomes are increased in populations with a clustering of social determinants, including 
socioeconomic context and position, poorly built housing and neighbourhoods, and unsafe road 
networks

2, 13

100% of low-income countries are affected by at least five neglected tropical diseases 8

There is a marked clustering of tuberculosis risk factors among the urban poor 12
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particularly in the case of gender, but also occurs for 

ethnicity (Chapter 11) (2) and legal status (3).

• Clustering describes a situation where simultaneous 

multiple social determinants amplify differentials in 

a manner that can exceed the sum of the effect of 

the individual determinants. For example, for some 

mental disorders it has been found that two factors 

working simultaneously increase the risk fourfold 

and four factors increase it tenfold (Chapter 7). 

Thus, for certain disadvantaged population groups, a 

significantly increased vulnerability can result from 

a combination of factors, including powerlessness, 

neglect and poverty; lack of education; demographic 

change; agricultural, commercial and industrial tran-

sition; and inadequate food safety systems (Chapters 

2, 6, 7, 8, 12, 13).

The pattern of the social gradient will naturally influ-

ence in a major way the appropriate design and choice 

of interventions in each situation. For example, uni-

versal intervention approaches could be considered in 

the case of linear gradients and top-end inequity, while 

targeted approaches might be more appropriate for 

addressing bottom-end, clustering and dichotomous 

inequities. However, the reality is a somewhat more 

complex web of different determinants interplaying to 

produce inequitable distribution of health within pop-

ulations. Practical actions to correct inequities in health 

might therefore include:

• working, based on the analyses of the individual 

conditions (Chapters 2 to 13), through the major 

pathways of differentials, level-by-level of the pri-

ority public health conditions analytical framework, 

using “reverse engineering” to isolate the main 

social determinants at play, find out what keeps the 

situation from changing (resistance to change), and 

identify promising entry-points for intervention;

• proposing possible interventions and identifying 

key movers that can drive the interventions at each 

entry-point;

• defining the key concrete actions that public health 

programmes can undertake to implement the pro-

posed interventions.

14.2  Social determinants at 
play

A large number of determinants on the pathways for 

each condition have been identified in Chapters 2 to 13. 

However, grouping the determinants according to the 

frequency with which they occur in the analyses reveals 

that there are a limited number of major determinants 

at each level of the priority public health conditions 

analytical framework that shape several of the condi-

tions and thereby overall population health. These are 

summarized in Table 14.2. For more details, including 

links to the chapters in which they were identified, see 

Annex 14.A to this chapter.

The concept underpinning the priority public health 

conditions analytical framework and its pathways is 

that hierarchical links occur between determinants, so 

that changes at a higher level, for example at the level 

of socioeconomic context and position, will have an 

influence at one or more of the lower levels, for exam-

ple exposure, vulnerability, health care outcomes or 

consequences (given that the complexity of the hierar-

chy allows no simple linkages).

The analysis of entry-points considers where, on the 

pathways of the most frequently mentioned deter-

minants, effective action can potentially be deployed. 

First, the most frequent determinants will briefly be 

described, then potential side-effects of change and 

possible sources of resistance to change will be discussed 

before suggesting entry-points. The most promising 

entry-points identified will then form the basis for pro-

posing interventions that can be implemented through 

public health programmes. The aim is not to be com-

prehensive but to identify and pursue a limited number 

of entry-points that have the most potential to enable 

concrete action that can have an impact across many 

public health conditions. More specific proposals are 

made in the relevant chapters of this volume.

14.3  From promising entry-
points to proposals for action

The priority public health conditions will not become 

more equitable without effective interventions on core 

social determinants outside the health system, even in 

the widest definition of this system. While health care 

services to a large extent are dealing with the symp-

toms of health problems determined elsewhere, public 

health programmes have the privilege and the duty to 

analyse and address not only how health services are 

provided but also how and why ill-health and ineq-

uitable distribution of health occur in the population. 

This goes far beyond providing medical interventions 

and is much more comprehensive than reaching cer-

tain vulnerable groups. Taking a social determinant and 

equity approach to public health means acting at all the 

five levels of the priority public health conditions ana-

lytical framework. Clearly, public health programmes 

cannot be responsible for all the required interventions. 

However, these programmes can play critical roles in 

engaging partners and activating the key movers. The 

following subsections will sketch out possible interven-

tions in response to promising entry-points, identify 

the key movers and discuss the actions that public 

health programmes, individually or collectively, could 

undertake.
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Socioeconomic context and position

Five determinants at this level are common to the major-

ity of the analysed conditions, namely globalization 

and urbanization; social status and inequality; gen-

der; minority situation and social exclusion; and rapid 

demographic change, including ageing population.

The world is in the midst of an unprecedented process 

of modernization and globalization, characterized by 

the integration of global markets and economies. Low- 

and middle-income countries are particularly affected 

by economic fluctuations and growing inequalities, 

though new opportunities are offered, for example by 

information technology (5). Massive population move-

ments are taking place from rural to urban areas and 

between countries, with urbanization itself becoming 

a social determinant (6). While economic growth can 

facilitate improvement in average population health, it 

can also widen the gap between the most and the least 

advantaged.

Gender, income or wealth, and education are fre-

quently used stratifiers applied to the measurement of 

inequities. While they are relatively simple to measure, 

they only form the surface of a complex web of inter-

linked factors, most of which are much more difficult 

to quantify, including laws and rights, dependencies, 

relationships and feelings, and access to power (7, 8).

Demographic change, in particular ageing populations, 

affects the nature of population health, for example as 

regards diseases and conditions (especially noncom-

municable) that are associated with longevity, and the 

distribution of resources and power in societies.

Making changes at this level of the framework means 

making changes to the basis of how economies and 

societies are organized and function. History has shown 

TABLE 14.2 Social determinants occurring on the pathways of six or more of the 13 conditions examined in Chapters 2 to 13

 

Level of the priority public 
health conditions framework

Major social determinants at play 
(Numbers in brackets indicate the number of conditions in 
whose pathways the determinant has been identified)

Socioeconomic context and 

position

Society

Globalization and urbanization [7]

Social status and inequality [9]

Gender [10]

Minority situation and social exclusion [8]

Rapid demographic change, including ageing population [9]

Differential exposure

Social and physical environment

Social norms [9]

Community settings and infrastructures [9]

Unhealthy and harmful consumables [8]

Non-regulated markets and outlets [6]

Advertisement and television exposure [6] 

Differential vulnerability

Population group

Poverty and unemployment [8]

Hard-to-reach populations [7]

Health care-seeking and low access to health care [7]

Low education and knowledge [8]

Tobacco use and substance abuse [8]

Family and community dysfunction [6]

Food insecurity and malnutrition [6] 

Differential health care 

outcomes

Individual

Poor-quality and discriminatory treatment and care services [10]

Limited patient interaction and adherence [9]

Differential consequences

Individual

Social, educational, employment and financial consequences [9]

Social exclusion and stigma [7]

Exclusion from insurance [7]
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several examples of positive health equity effects, for 

example in the area of distribution of power and 

resources in relation to the labour market (6, 9). Change 

at this level would touch upon some of the very funda-

mentals of society, including power structure, political 

and philosophical values and perspectives, and the role 

of the state and religion, and is likely to trigger resist-

ance from any group who will lose or perceive itself to 

lose power and control.

Table 14.3 shows promising entry-points, interven-

tions and key movers at the socioeconomic context 

and position level.

Interventions at this level will potentially have profound 

effects on determinants further downstream. Most of 

the interventions at this level are not the responsibility 

of single agencies and health does not necessarily have 

a firm customary seat at the table. Moreover, action is 

usually in the hands of a limited number of profes-

sional disciplines, for example economists and lawyers, 

who may or may not appreciate the equity dimen-

sion of public health interventions. Several avenues 

are available for public health actors, individually and 

collectively, to redress this situation. The formal route 

could be through the national ministry of health or the 

World Health Organization (WHO) in order to obtain 

representation nationally or internationally at the 

table, for example in economic and trade forums, from 

where the interests of public health can be defended 

and influence exercised (5, 10). Informal approaches 

might include working with the media, civil society 

and individual champions to shape the public debate 

and influence how laws, policies and agreements are 

formulated.

Very few public health programmes have been success-

ful in steering public debate, though specific diseases 

are frequently prominent in the media, where the focus 

tends to be on sensationalization of issues rather than 

the real causes of ill-health. However, this may bring 

vital health issues to the attention of parliamentarians, 

financers, planners and legislators, and skilful use of the 

media is essential in shaping the political agenda (11 ).

Three actions public health programmes 
could take to effect change:

• Provide setting-specific, timely and relevant evi-

dence at global, national and subnational levels on 

the relationship between determinants and out-

comes (magnitude and distribution);

• Undertake, individually and jointly, nationally and 

internationally, health impact assessments, research 

and analyses; provide examples of good practices; 

and review and propose options before and during 

policy development processes;

• Support advocacy and action groups to engage in 

public debate and convince politicians, regulators 

and legislators, including within the health sector, to 

address the social determinants of health and incor-

porate health equity issues into economic and social 

strategies and plans.

TABLE 14.3 Entry-points, interventions and movers at the socioeconomic context and position level

Promising entry-points Possible interventions Key movers

Define, institutionalize, protect 
and enforce rights; and 
empower to exercise 

Strengthen good and responsible national and international 
governance

Improve legislation, policy and enforcement, including with 
regard to basic human rights and reproductive rights

Put in place universal education of girls

Parliament

Legislative bodies

Education sector

Development agencies and banks

Civil society

Redistribute and regulate 
power and resources within 
and between countries 

Implement progressive taxes with redistribution and tax-
financed public services

Carry out cash transfers

Ensure that trade agreements encourage fair and socially 
responsible trade, and that production and regulatory 
infrastructures promote public health

Finance, planning, social welfare 
departments

Trading organizations and partners

Capitalize on positive and 
counteract negative effects 
of modernization and global 
integration 

Enhance and develop healthy urban planning

Create international and national basis for regulation of 
availability and marketing of products

Encourage international knowledge sharing, solidarity and 
transfer of good practices 

Planning departments

Local government

Legislative and regulatory bodies

Civil society

Industry and commerce

Health sector
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Differential exposure

Five main groups of determinants are shared by most 

of the analysed conditions: social norms; community 

settings and infrastructures; unhealthy and harmful 

consumables; non-regulated markets and outlets; and 

advertisement and television exposure. Social norms 

include the range of beliefs, practices and expectations 

to which groups and individuals are exposed and by 

which they are influenced, exclusion from which can 

give rise to stigmatization and marginalization. Com-

munity settings and infrastructures include the safety of 

environments, rates of employment and crime, availa-

bility of clean water and sanitation, and functionality 

of social services. The influence of social norms and 

community settings and infrastructures combined with 

non-regulated markets and advertisement can make 

certain groups more exposed to unhealthy or unsafe 

food and harmful consumables such as alcohol and 

tobacco. Also, poor urban communities are frequently 

more exposed to and less capable of coping with the 

effects of disasters (6).

Care needs to be taken to ensure that interventions 

in these areas do not have unintentional negative 

side-effects. Regulation and control of the food sup-

ply chain might push small and local producers out 

of the market, affecting sustainability and diversity 

(Chapter 6). Increasing taxes, for example to regulate 

consumption of alcohol and tobacco, may have neg-

ative economic effects on individuals or encourage 

substitute consumption (Chapter 2). Improving com-

munity structures might increase the cost of living and 

the attractiveness of an area, pushing out the weaker 

inhabitants (Chapter 13).

Dealing with differential exposure often means taking 

on the power holders in society, those vested interests 

that will offer strong resistance to any attempt to change 

the status quo. For example, interventions to influence 

the availability and accessibility of certain products 

face commercial interests, along the whole range from 

small-scale businesses to multinational corporations.

Table 14.4 shows promising entry-points, interventions 

and key movers at the differential exposure level.

There are examples of public health programmes that 

include consideration of differential exposure; how-

ever, usually the role is indirect. Other non-health 

programmes are not normally aware of the health 

implications of their activities and the lost health devel-

opment opportunities. The three key entry-points to 

address differential exposure therefore call for very dif-

ferent interventions.

First, the social norms to which populations, groups 

and individuals are exposed are often deeply rooted 

in cultures and circumstances. To modify such norms 

will require action from multiple actors and multilevel 

strategies at the levels of context, position, exposure 

and vulnerability (8). Public health programmes can 

TABLE 14.4 Entry-points, interventions and movers at the differential exposure level

Promising entry-points Possible interventions Key movers

Social institutions: norm-setters and 
keepers

Carry out community education and sensitization 
programmes to address gender norms, alcohol marketing 
and availability, attitudes towards violence

Implement school attendance and health programmes, 
including physical activity and nutrition

Encourage peer-focused interventions using role models

Police, media, educationalists, 
community groups

Education sector

Health sector

Community infrastructure 
development (roads, transport, water, 
sanitation, waste management, 
electricity) 

Improve infrastructure design to encourage physical 
activity, heighten safety and security, and serve the needs 
of vulnerable groups

Improve housing, living and working conditions, water 
and sanitation, venues for physical activity

Planning and development, transport 
departments

Water sector

Community groups

Nongovernmental organizations

Health sector

Availability of products for 
consumption, including diversity, 
security, safety and marketing

Enforce government regulation, including tobacco 
advertising, sponsorship and promotion bans, food 
production and handling safety standards

Introduce watchdog and voluntary agreements with 
industry, counteradvertising

Tax unhealthy foods, alcohol and tobacco and provide 
incentives for healthy food and products availability

Financial, agriculture, industry, retail 
sectors

Communication and media

Education sector

Consumer groups

Health sector
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individually and in particular collectively play a pivotal 

role in identifying which social norms are supportive 

of and which have detrimental effects on population 

health.

The second entry-point is much more tangible as it 

addresses the physical environment in which people are 

born, live, work and die. The analysis of the individual 

conditions shows that the key factors are shared and 

interrelated, so interventions in this area could have a 

positive effect on many conditions.

The third group of interventions relates to availability 

of products for consumption with good or bad effects 

on population health. While they link directly to the 

modernization and global integration group of inter-

ventions at the context level, interventions at this level 

would focus more directly on exposure to and availa-

bility of individual products.

Three actions public health programmes 
could take to effect change:

• Provide a lead role in generating evidence and iden-

tifying and advocating appropriate interventions to 

address social norms;

• Work with and support civil society groups and pub-

lic opinion makers to focus debate and action at the 

three entry-points; influence the health ministry to 

shift more of its attention upstream to policies and 

what produces good or ill health in the population;

• Encourage direct and active participation by indi-

vidual or collective public health programmes in 

such areas as community education, regulation, 

infrastructure planning and design, taxation and 

advertising.

Differential vulnerability

Six or more conditions share seven broad determinants 

at the vulnerability level: poverty and unemployment; 

hard-to-reach populations; health care-seeking and low 

access to health care; low education and knowledge; 

tobacco use and substance abuse; family and commu-

nity dysfunction; and food insecurity and malnutrition. 

Poverty, lack of education and knowledge, and unem-

ployment heighten the vulnerability of families and 

individuals by affecting their ability to afford and con-

sume healthy food, to inhabit neighbourhoods safe 

from violence, and to access health services and prod-

ucts. Some population groups are hard to reach or have 

difficulty in accessing services due to the combined 

effect of several determinants, such as minority status, 

gender, poor community and communication struc-

tures or social dysfunction. Barriers in access to services 

can result from the way that health and social systems 

and services are designed and financed (11 ). Finally, 

over half of the conditions have tobacco use, alcohol 

and substance abuse on their pathways, adding to the 

differential vulnerability.

There are possibly fewer risks of large-scale side-effects 

at this level because of the often more limited scope of 

interventions and its position lower down the hierarchy. 

However, targeted cash transfers might be counterpro-

ductive for social cohesion and productivity (7). Further, 

pulling individuals out of poverty, for example through 

setting up small enterprises, might increase exposure 

to unhealthy products and create new hierarchies and 

inequities if poverty alleviation means redistributing 

already meagre community resources. Finally, focusing 

on certain aspects of vulnerability may divert attention 

from addressing the determinants at the exposure, con-

text and position levels.

There are multiple sources of resistance to change at 

the vulnerability level, due to ignorance, complacency 

or active pressure from peers, family members, com-

munities and others who benefit from maintaining the 

status quo. There might also be resistance from health 

and other professionals who may have a narrow per-

ception of public health or have no incentive to adopt 

new approaches.

Table 14.5 shows promising entry-points, interventions 

and key movers at the differential vulnerability level.

This level is not new territory for many public health 

programmes. However, there is still considerable room 

for expansion of both direct intervention and col-

laboration with other programmes to seek out and 

intervene in favour of the most vulnerable groups. The 

involvement of health programmes at this level goes far 

beyond providing evidence and advocacy. The analy-

ses of the individual conditions show the amplifying 

effect of clustering of disadvantages, supporting collec-

tive interventions that address the overall situation of 

population groups, with early implementation in dis-

advantaged areas and with disadvantaged populations.

At the first entry-point, a series of interventions 

could aim to empower vulnerable population groups 

to undertake self-development to reduce the cluster-

ing effect and escape the concentration of poverty in 

certain areas. The success and sustainability of such 

interventions would be assisted by prior or simultane-

ous interventions at the context, position and exposure 

levels. The next entry-point requires interventions to 

improve access to health and social services, and to pro-

mote use of healthy or beneficial products. The final 

entry-point focuses on how public health programmes 

and services are delivered to vulnerable populations. 

The clustering of disadvantages and the prevalence of 

co-conditions calls for a concerted effort to reach such 

populations.
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Three actions public health programmes 
could take to effect change:

• Individually and collectively take the lead to identify 

vulnerable populations and groups and the specific 

causes of differential vulnerability; work with other 

sectors to address the social determinants causing 

differential vulnerability;

• Work with communities to ensure that health deliv-

ery systems are in line with cultural and social 

contexts and to sensitize vulnerable populations to 

the health benefits of programme activities;

• Take the lead in working with health service pro-

viders and other programmes to extend coverage 

and reduce the barriers preventing vulnerable pop-

ulations from accessing health services (preventive, 

curative and rehabilitative).

Differential health care outcomes

Once an individual who needs care and treatment has 

entered the health care system, there are two groups 

of determinants that can cause differential outcomes: 

first, poor quality and discriminatory treatment and 

care services, including such factors as personal bias and 

ability to pay; and second, limited patient interaction 

and adherence, reducing the capability of individuals to 

use and benefit from treatment and care. In summary, 

health systems and services themselves can be social 

determinants of inequity (11 ).

Special attention to or dedicated services for people 

who are less able to use standard services may have unin-

tended side-effects, for example further stigmatization. 

If costs of extra time and exemptions are to be borne 

by the provider, new barriers to use could be created. 

Dedicated services can easily become underfunded and 

less attractive to professionals, resulting in a downward 

spiral of service quality. Insensitive questioning of vul-

nerable individuals could deepen the social, educational 

or ethnic gaps that often exist between patient and pro-

vider, leading to patients becoming unwilling to seek 

treatment.

There are several potential sources of resistance to 

change among patients, professionals and the pub-

lic. Patients might acquiesce to the current status quo, 

expecting the health professionals to know best. The 

social hierarchy of power and class relations may be 

reinforced by the personal bias of some health work-

ers against certain population groups. The way the 

individual provider is paid and the system financed 

and monitored may also be a hindrance to change, for 

example if a provider loses income through spend-

ing more time catering to the needs of patients who 

have difficulty utilizing the services. Finally, the media 

and the public often have strong views on how health 

care services should operate, and these are not always 

TABLE 14.5 Entry-points, interventions and movers at the differential vulnerability level

Promising entry-points Possible interventions Key movers

Empower: offer social, 
structural and economic 
opportunities, educate

Reduce and deconcentrate poverty and address access to and control over 
wealth at the family level, in particular for women

Implement home visitation programmes for high-risk children and parental 
training programmes

Improve population access, targeting and relevance of promotional and 
preventive measures, and provide means to empower vulnerable groups to 
take responsibility and act

Community development 
organizations

Education sector

Communication and media

Religious leaders

Health sector

Compensate: target, 
subsidize

Promote interventions that combine poverty reduction with increased utilization 
of health and educational services, for example conditional cash transfers, 
vouchers

Provide free or subsidized healthy food

Provide social insurance so that providers do not suffer losses due to fee 
exemptions etc.

Social welfare department

Health sector

Public health reach-out: 
use of health services, 
co-conditions, health 
products, licit stimulants

Improve individual case detection, targeting vulnerable groups such as slum 
dwellers, the homeless, migrants, drug abusers, prisoners and people living 
with HIV

Increase coverage and integration of services, organize quality services close 
to and appropriate to disadvantaged population groups and diversify delivery 
channels

Capitalize on interlinkages with other conditions in addressing common root 
causes, for example tobacco use, alcohol, indoor air pollution, malnutrition

Health sector, government 
and private business
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commensurate with the needs of disadvantaged popu-

lation groups and individuals.

Table 14.6 shows promising entry-points, interventions 

and key movers at the differential health care outcomes 

level.

Public health programmes are at times directly respon-

sible for providing treatment and care services, though 

in most cases they are not. The focus of programmes 

is usually on providing treatment and care guidelines 

and training, though they may include provision of 

equipment and supplies and monitoring outputs. Most 

often, the intramural health care services are provided 

by health institutions and units responsible for a wide 

range of clinical services, and ruled by their own pro-

cedures and dynamics.

The first entry-point addresses patient adherence, 

including ability to effectively use services, and calls for 

two types of interventions: first, medical and adminis-

trative procedures can be simplified and adjusted so that 

they become easier for vulnerable populations to use; 

and second, group or individual support can be pro-

vided to guide users through procedures and encourage 

adherence to follow-up treatment. The second entry-

point addresses provider compliance and discourages 

attitudes and practices that are not conducive to ensur-

ing equitable outcomes. Interventions would need to 

work on several fronts simultaneously and become 

part of the normal routines of the health system, and 

would include addressing the professions from college 

to clinic, enforcing the rights of patients for decent 

treatment regardless of their background and situation, 

and modifying the way health system incentive struc-

tures operate so that they work in support of and not 

against improving equity in health care outcomes. The 

final entry-point involves provision of dedicated health 

services designed for the needs of defined populations 

that have insurmountable difficulties in accessing and 

using regular services.

Three actions public health programmes 
could take to effect change:

• Take the lead to identify the sources and causes of 

differential health care outcomes for treatment and 

care within health care services;

• Act in partnership to review and influence 

 priority-setting and service provision, financing 

and organization within the health care system and 

revive primary health care;

• Work with the media, public opinion-makers and 

action groups to create awareness of and demand for 

equitable health care.

Differential consequences

This is the level of the priority public health condi-

tions analytical framework where the cumulative effect 

of the above four levels manifest in differential con-

sequences. Three major groups of consequences were 

identified for the majority of conditions: social, educa-

tional, employment and financial consequences; social 

exclusion and stigma; and exclusion from insurance. All 

of these consequences disproportionately affect those 

who are already disadvantaged and in turn become 

TABLE 14.6 Entry-points, interventions and movers at the differential health care outcomes level

Promising entry-points Possible interventions Key movers

Medical and administrative 
procedures (patient adherence)

Simplify, package and standardize procedures

Organize group-based education and support sessions

Provide individual system coaching

Health facilities

Patient groups

Media

Private business

Provider behaviours and practices 
(provider compliance)

Educate and sensitize providers to comply with ethical norms, 
non-discriminatory practices and institutional policies

Make health systems accountable to citizens, communicate 
and enforce patients’ rights, ease complaint procedures, 
include social determinants in clinical audits

Within the public and private health sector ensure incentives, 
for example fees, bonuses, compensations and enhanced 
career paths, to encourage work with the disadvantaged and 
increase equity in outcome 

Health facilities

Health regulatory and financing 
bodies

Media

Patient groups

Professional associations

Health training institutions

Compensate (target, dedicate) Provide dedicated health services for particular groups, for 
example migrants and minority populations 

Health facilities

Social welfare departments

Media
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additional social determinants, feeding into a vicious 

cycle affecting position, exposure, vulnerability and 

outcome. In addition to the financial consequences of 

ill-health, this may have implications for an individu-

al’s ability to work, receive education and participate 

in social activities (9). Several diseases and their conse-

quences are causes of further stigmatization and social 

exclusion. Having been ill, even if cured, often means 

higher insurance premiums, loss of coverage or plain 

exclusion, increasing future vulnerability. Finally, there 

are also consequences for the families of those affected, 

with disadvantages often passed on to the next gener-

ation (10 ).

Focusing on consequences could have the side-effect of 

exposing flaws in the health system, which may result 

in inappropriate political reaction, for example address-

ing the symptoms rather than the system causing the 

differential consequences. Also, while individuals could 

and should benefit from support and action to amel-

iorate the consequences and break the vicious cycle, 

in communities where most have too little, supporting 

individuals might have negative effects on social cohe-

sion (7).

Allocating resources to deal with differential conse-

quences means moving resources from elsewhere or 

pushing the burden onto other parts of the social or 

private systems, thereby triggering resistance to change. 

Some will also argue that as long as the system keeps 

producing inequities compensating individuals might 

not be the most efficient use of scarce resources, or that 

such action is not the role of the State. Nor will it be an 

easy task to regulate insurance companies so that they 

cannot exclude individuals or raise premiums due to 

health conditions, with subsequent loss of profit.

Table 14.7 shows promising entry-points, interventions 

and key movers at the differential consequences level.

Few public health programmes are engaged with the 

differential consequences, perhaps because they fall 

within the interface between programmes, health care 

services and other sectors, with solutions left within 

the hands of special disability programmes or charity 

organizations, or in most cases with the individuals and 

families suffering from the consequences of ill-health, 

who have to find their own solutions and ways through 

the system.

The three entry-points at this level relate to com-

pensation and empowerment, rights, and social and 

physical access. Interventions related to compensation 

and empowerment could include enhancing ability 

to engage in income-generating activities, provision 

of social welfare and participation in peer support 

TABLE 14.7 Entry-points, interventions and movers at the differential consequences level

Key entry-points Possible interventions Key movers

Coping: compensate and 
empower (social welfare, 
rehabilitation, etc.)

Improve ability to gain income, for example through vocational 
training, microcredit, social welfare

Provide psychosocial support, including promotion of social networks 
for people affected by certain health conditions

Provide social safety net and educational and vocational opportunities 
for affected family members, with particular focus on children

Social welfare department

Education sector

Private business

Health sector

Patient and community groups

Defining, institutionalizing 
and protecting rights

Educate the public through campaigns to reduce stigmatization and 
discrimination

Take regulatory measures to address differential consequences of 
health conditions, including stigma, discrimination, access and loss of 
insurance coverage

Social welfare department

Legislative bodies

Media

Private business

Insurers

Patient groups

Civil society

Health sector

Social and physical access 
(transport, institutions, 
workplaces, etc.)

Introduce worker-friendly policies, environments and practices to 
reduce differential consequences

Increase access and affordability for people with specific health 
conditions

Improve referral services not just for health care services but also for 
social welfare, education, etc. 

Labour organizations

Private business

Education, transport sectors

Social welfare department

Patient groups

Health sector
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networks. The focus should not exclusively be on indi-

viduals but also on how their immediate dependents 

are affected by the consequences of the health care 

outcome. The rights entry-point would work from 

two angles: public environment, attitudes and behav-

iours; and regulation and legislation. Finally, the access 

entry-point would require interventions to improve 

physical access to workplaces and public transport, and 

to reduce social and financial barriers blocking access 

to education and other services.

Three actions public health programmes 
could take to effect change:

• Individually and collectively take the lead in analys-

ing and identifying differential consequences of the 

public health conditions and resulting needs;

• Develop or strengthen standard referral and follow-

up procedures in health and across social systems;

• Collectively work with patient groups and other 

partners, including nongovernmental organizations, 

the media, industry and insurance companies, to 

facilitate appropriate responses.

14.4  Lessons for 
implementation

Many lessons were learned from the 13 case studies 

commissioned by the Priority Public Health Condi-

tions Knowledge Network on implementing social 

determinant approaches in real-life situations. The key 

findings can be grouped under seven headings: val-

ues, leadership, intersectoral collaboration, scaling up, 

communication, risks, and external agencies. For full 

details see the individual studies, which are published 

separately.

Values

Reducing inequities in population health may mean 

sustaining a programme that is at variance with certain 

values and beliefs among influential groups in a soci-

ety, possibly requiring a buffer between the programme 

and the government. This could mean implementa-

tion through nongovernmental organizations and the 

private sector, and wise management of strategic and 

funding alliances. A three-pronged approach involv-

ing government, nongovernmental organization and 

donor has been skilfully and successfully pursued for 

the Menstrual Regulation Programme in Bangladesh 

for more than three decades (12 ). Differences in values 

should be given full attention in the process of scal-

ing up any policy programme that attempts to redress 

inequities within populations. The concept of equity 

in health must be understood and accepted among 

a critical mass of political and civil service leaders in 

order for programmes to have a chance of surviving 

long enough to have an impact (3).

Leadership

Sometimes the right combination of opportuni-

ties makes it possible to launch a programme, as was 

the case for the Menstrual Regulation Programme in 

Bangladesh despite opposition from some quarters. In 

the 1970s, the combination of a secular government of 

the newly independent country, international concern 

at population growth, a newly trained cadre of influen-

tial medical doctors and an international donor willing 

to provide support offered the opportunity to launch a 

programme to grant abortion to women who had been 

raped during the liberation war (12 ).

In the absence of such windows of opportunity, it is 

difficult but possible to initiate and run programmes 

to reduce inequities in health. Once launched, survival 

depends not only on delivering good results but also 

on institutionalizing the approaches and gains. Dealing 

with social determinants and equity falls at the multi-

interface of politics, bureaucracy and civil society and 

needs to be led accordingly (13 ). The responsibility for 

mobilizing and linking these interests needs to come 

from and be formally anchored within the ministry 

of health. The impetus and support can come from 

outside, but there must be no doubt where the respon-

sibility and leadership lie (14 ).

Absence of clear leadership to articulate and defend the 

vision and to get stakeholders on board can be det-

rimental. When programmes are rolled out and more 

interested parties become involved, different agendas 

might intermix with and confuse the equity agenda. 

This happened in the Nigeria Reach Every Ward 

Project, which originally set out to provide preferential 

support to those wards falling behind in immuniza-

tion coverage. During the process of implementation 

the concept was changed to Reaching Every Child, a 

change that allowed the stronger local government areas 

and wards a disproportionate share of the resources, so 

the gap between the best and the weakest performers 

widened instead of narrowed (15 ).

A combination of visionary technical leadership and 

accountability to the highest political level, includ-

ing routine follow-up beyond the individual sectors 

and administrative units and identification of those 

who do not meet the targets, proved a successful rec-

ipe to implementing a social determinant approach to 

reviving primary health care in Indonesia (16 ). Lead-

ership need not come by chance but can be nurtured 

and developed over time, both within disadvantaged 

population groups and through formation of strategic 



 Violence and unintentional injury: equity and social determinants      273

alliances with outsiders who are willing to lend some of 

their leadership capacity to the case. This was produc-

tively achieved in the Manitoba First Nations Suicide 

Prevention Programme in Canada (2).

Intersectoral collaboration

Implementing a social determinant approach to 

improving the health of the population starts with real-

izing that health is the outcome of all sector (not just 

health) programmes. Focusing on outcomes related to a 

single condition is unlikely to attract sustained political 

and multisectoral commitment, as shown in a nutrition 

and equity programme in Iran (17 ). Rather, the empha-

sis should be on a range of conditions and indicators of 

success beyond health, as was pursued in Indonesia (16 ).

Different sectors may have different interests. For 

example, for the education sector the purpose of food 

rations in schools is not nutritional, but rather to attract 

families to schools. However, while interests may differ, 

successful intersectoral collaboration for social deter-

minants of health depends on identifying and defining 

a common core and ensuring that individual interests 

are not counter to collective, including health, inter-

ests (18 ).

Different sectors often have different management cul-

tures and different views on criteria for success, as was 

experienced in South Africa in a collaboration between 

a microfinance and a HIV programme. For the micro-

finance partner, sustainability meant that the scheme 

was self-financed, with full cost recovery; for the HIV 

programme, sustainability meant ensuring a contin-

ued flow of external resources to allow change in social 

norms to take root. At the centre of this conflict is the 

issue of whether public health is a public good, driven 

by concern for the population as a whole, or a private 

good, driven by market forces and self-interest. Leaders 

need to be visibly and practically present, in particular 

when organizational values, success criteria and prac-

tices are not fully compatible. However, even in such 

situations there are potential synergies and partners 

can learn from each other concerning approaches and 

practices (19 ).

Scaling up

An important element in scaling up social determi-

nant programmes from pilot to wider application is to 

work on transferring ownership. Lessons learned from 

China, Iran and South Africa suggest that a project 

mode of implementation requires substantial modifi-

cations to go to scale. Pilot implementation should be 

divided into two phases: first, test if the intervention 

delivers the required outcome; and second, test if the 

implementation approach is feasible at scale, beyond 

intensive project inputs (3, 17, 19). Fully comprehen-

sive approaches may require substantial changes to go 

to scale, even if they work in an initial pilot setting, 

as shown in the Millennium Village Project in Kenya. 

A supportive environment would include adjustment 

by national governments of their development poli-

cies to ensure equitable distribution of financial and 

human resources; fulfilment by the richer countries of 

their promise to contribute 0.7% of their gross national 

product to Official Development Assistance; equip-

ping local governments with the knowledge and tools 

required to deliver results in a multisectoral fashion; and 

application of indicators, based for example on the Mil-

lennium Development Goals, to enable accountability 

for equity-based results at population level (20 ).

Communication

In addition to the various activities related to proposing 

and implementing policy options, it is equally impor-

tant to provide the public, politicians and senior civil 

servants with relevant information, including on the 

magnitude of the inequity problem, why it needs to be 

rectified and how it can be rectified. The move in China 

to reduce inequity in pregnancy outcomes started in 

the media and was then picked up by researchers who 

documented the size and causes of the problem, before 

the health sector stepped in with proposed solutions. In 

the process of implementation, keeping the politicians, 

senior officials, media and the public informed was a 

critical element (3). In Peru, while scaling up a commu-

nity-led primary health care approach, information for 

government officials and health workers was essential 

for their understanding of the concepts and adoption 

of new attitudes regarding the roles and responsibili-

ties of community members in the co-management of 

public services (21 ).

In managing information flows, care has to be taken 

to apply an equity lens in both analysis and presen-

tation. Otherwise, evidence might be skewed to serve 

vested interests, as was experienced in the antimalar-

ial insecticide-treated bednet programme in the United 

Republic of Tanzania (22 ). Performance monitoring 

and incentives should apply to outcome rather than 

process measures to ensure inclusion of equity consid-

erations (3).

Risks

Short-term gains can be made by short-cutting, for 

example by hiding or ignoring potential conflicts of 

interests instead of addressing them. However, such 

conflicts can haunt a project and eventually terminate it 

when it is most vulnerable, as occurred with the Tawana 
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Pakistan Project. The project had been very successful 

at the local level in empowering village women to take 

action to improve school attendance and the nutritional 

status of girls, but encountered resistance within the 

civil service system, which was not used to having gov-

ernment resources controlled by village women. The 

programme was eventually terminated despite docu-

mented achievements and available resources. The result 

may have been different if the expected resistance had 

been managed from the start (13 ). Continuing a pro-

gramme at variance with strong societal values through 

an opportunistic and delicate balancing between dif-

ferent stakeholders may work well for a long time, as 

is the case with the Menstrual Regulation Programme 

in Bangladesh. However, renewal can become difficult, 

for example when new technologies become available, 

when the fundamentals of the health system change or 

when donors move to sector funding (12 ).

Addressing inequity at the lower levels of the priority 

public health conditions analytical framework, as was 

the case with the migrant delivery centres in Shanghai, 

is a stopgap measure that might contribute to the main-

tenance of the status quo. It removes some of the most 

visible symptoms of the problem from the public eye 

but does not address the root causes, which will remain 

as the stopgap measures begin to falter (3). Quick fixes 

to public health problems are unlikely to be effective 

in the longer term, particularly those that promise to 

resolve inequity problems by applying pro-poor down-

stream solutions. Some approaches might even be 

incompatible and, in the extreme, mutually destructive, 

as in the case of social marketing versus free distribu-

tion of insecticide-treated bednets (22 ).

As pointed out earlier, the role of a leader can be criti-

cal in preparing for, launching and implementing social 

determinant approaches. However, there are also risks 

involved in becoming dependent on one or a few lead-

ers, for example when a community development 

programme becomes too closely linked to a particular 

political agenda (16 ). For the innovative community-

based nutrition programme in Pakistan, a government 

minister led the process and ensured government fund-

ing but was then removed and was thus unable to 

oversee implementation (13 ).

External agencies

Outside agencies can play important roles in policy 

research, advocacy and technical assistance. In situations 

where the government is subject to pressure from inter-

est groups this support becomes even more important, 

as was experienced in both the Bangladesh and Peru 

cases. However, external agencies are rarely value neu-

tral. For example, when major donors during the period 

1997–2002 injected new resources and life into the 

community co-managed primary health care system in 

Peru, the perspective also changed from communitar-

ian, with the community at the centre, to utilitarian, 

with the focus on efficiency (21 ). In Bangladesh the 

main donor shifted values from in the beginning being 

supportive of abortion to being against, and withdrew 

funding with significant impact on the programme 

(12 ). The shifting between different approaches to bed-

net distribution in the United Republic of Tanzania 

was largely the result of different donor perspectives 

rather than evidence of effectiveness (22 ).

The suicide prevention programme in Canada found 

that funders often preferred visible instant action 

and were less interested in supporting the long-term 

strategies required to do something about the social 

determinants of suicide among the First Nations pop-

ulation (2). Others have found it relatively easy to find 

external funding for the pilot, small-scale phase, but in 

the longer term and at larger scale only governments 

remain (17, 20). Projects on social determinants need 

to have vertical short-term strategies to show results 

and raise awareness as well as horizontal long-term 

approaches, linked with capacity-building, to address 

the underlying determinants and support sustained 

impact (14 ). If donors are not prepared for this they can 

choose to stay away from engaging – governments do 

not have that luxury.

14.5  Measuring

Outside a limited number of developed countries, there 

are remarkably few data available that systematically link 

outcomes for public health conditions with social char-

acteristics of populations. Even large-scale prevalence 

surveys do not routinely collect information on the 

social background of those surveyed. Notable excep-

tions include Demographic and Health Surveys (DHS), 

Multiple Indicator Cluster Surveys (MICS) and the 

Global Health Survey. Also, service data rarely provide 

information on the social background of patients, not 

to mention those who are not able to access the serv-

ices due exactly to social determinants. Further, there 

is hardly any systematic information available on the 

differential services received and consequences expe-

rienced by those who manage to access the services.

For most of the conditions analysed, evidence has had 

to be patched together from a variety of sources. While 

the overall picture and trends are clear in that there are 

social gradients for all conditions with respect to com-

mon stratifiers such as wealth and education, in reality, 

as outlined in section 14.2 above, the situation is often 

very complex and dynamic.

In order to improve the evidence base for policy-mak-

ing, it is necessary that:
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• population survey designs are amended to capture a 

wider range of social determinants, cover more con-

ditions and provide information on those that do 

not access health services;

• service data collection procedures and formats are 

designed to link social determinants, including 

context, position, exposure and vulnerability, with 

health care outcomes and consequences;

• data are collected, processed and presented to show 

gradients rather than just ratios, for example between 

the richest and the poorest;

• a combination of statistical and narrative methods is 

used to present evidence to inform policy, given that 

not all data on associations between social determi-

nants and population health lend themselves well to 

statistical analysis;

• resources are set aside to undertake multidisciplinary 

epidemiological, social and service research to cover 

data gaps and look for answers to “why” and “how” 

in addition to the usual “what” and “how much” 

questions;

• mathematical models take into account social gra-

dients and the fact that the effects of interventions 

might not be equally distributed within populations.

A number of concerns were raised and proposals made 

by the individual priority public health conditions 

programme nodes with respect to measurements and 

evidence. The concerns concentrated on four main 

issues:

A. Aggregation of data. Because of the many dif-

ferent determinants at play, often at the same time, 

differentials and variances tend to get lost in aggrega-

tion so that, for example, national and international 

data are inconclusive or of limited use to guide prac-

tical action and intervention.

B. Capturing local data. The focal nature of some 

conditions or the small populations involved pose a 

challenge of small numbers where routine informa-

tion systems are not geared for capturing the data or 

where the numbers are insufficient to provide a sta-

tistical basis for analysis.

C. Side-effects. Intervening at the level of social 

determinants may have unforeseen adverse side-

effects, some of which might show up outside the 

immediate sphere of interest of the intervening 

public health programme or the health sector as a 

whole.

D. Timely identification of trends. Often, trends 

are only noticed by the health system when they are 

firmly manifested as growing numbers in the clin-

ics, and years of potentially effective counteraction 

might be missed.

A number of proposals were brought forward by the 

individual priority public health conditions programme 

nodes to address these issues.

Monitoring clustering of adverse 
determinants

The neglected tropical diseases are characterized by 

their focality, and there is a consequent risk that the 

pockets of high burden of disease may disappear within 

statistical averages at higher aggregate levels, for example 

national or provincial. It is a precondition for control of 

neglected tropical diseases that innovative surveillance 

systems be established, including the necessary cross-dis-

ciplinary expertise, encompassing not only biomedical 

and biological, but also climatological, demographic, 

economic and anthropological know-how. The aim 

would be to identify vulnerable populations, not only 

retrospectively based on traditional epidemiological 

data, but also proactively, identifying existing or poten-

tial disease hot spots (for example due to migrating 

populations, climatic phenomena, poverty, female lit-

eracy or infant mortality rates), through use of basic 

indices. This approach could both serve as a means of 

directing curative or preventive interventions to the 

neglected tropical disease hot spots and reduce ineq-

uity in health for the most disadvantaged populations 

(Chapter 8).

This idea could be generalized, for example by looking 

for clustering of determinants that are on the path-

ways of several public health conditions. Approaches 

could range from sophisticated satellite-aided geo-

graphic information systems at national level to simple 

verbal intelligence and mapping at district, village and 

community levels. This does not necessarily imply col-

lection of new data – considerable benefit could derive 

from assembling existing data from different sources, 

and analysing and presenting them in new ways, ena-

bling intersectoral responses. The approach could 

potentially address issues A, B and D above.

Comprehensive social and physical 
environment monitoring

The International Diabetes Federation produces the 

Diabetes atlas every three years, in which it pulls together 

summary statistics of diabetes prevalence and complica-

tions from across the world. This work could potentially 

be extended in two directions: to provide this informa-

tion within countries and perhaps regarding population 

subgroups; and also to include information on upstream 

determinants of diabetes and diabetes inequalities, such 

as walkability of urban centres, distribution of food 

outlets, distribution of health care for diabetes rela-

tive to need – in summary, monitoring the obesogenic 

environment. Some of these data may already be avail-

able but not yet organized or brought together, while 

for many low-income countries additional data collec-

tion may be required (Chapter 5).
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The idea could be further expanded to map and mon-

itor trends in the way we live, eat, drink, smoke, work 

and move, with consequent relevance for several public 

health conditions. This information could help guide, 

focus and monitor interventions at all levels of the 

framework. While it is true that it might be difficult to 

maintain the databases, this is truer at higher than lower 

aggregate levels. For example, at city and in particu-

lar at neighbourhood level, web-based data capturing 

systems could continuously analyse data and make the 

results available to policy-makers and the public. The 

approach could potentially address issues A, B and D 

above.

Community logs

Not all data need to be collected by statisticians, epi-

demiologists or administrators. Where tackling 

determinants is done through regulation, using official 

statistics to collect data is important – both to rein-

force the need for action and to enforce action where 

appropriate. But as many studies have shown, ordinary 

people are well able to identify dangers in their own 

communities and to suggest responses to those dan-

gers. Keeping local logs of such lay knowledge may be 

a means of improving health at a local level through 

collaboration with communities and testing different 

kinds of interventions (Chapter 13).

The idea could be further developed to include the 

common social determinants and entry-points identi-

fied by the majority of public health conditions, while 

being left open to also include recording of addi-

tional determinants deemed relevant to a particular 

community. Thus, it would draw to a local level the 

suggestions made above and thereby overcome some of 

the problems related to equity perspectives disappear-

ing in aggregation. Such logs could play a vital role in 

empowering communities by putting them in control 

of the information, including data on lack of access, 

inappropriate behaviours of providers or inequitable 

results of treatment, that official information systems 

have difficulty providing. This approach could address 

issues A, B, C and D above.

Monitoring of adverse side-effects of 
interventions

There are huge gaps in the data needed to manage 

and monitor the possible side-effects of interventions, 

because this objective requires measurement of out-

comes other than those in the main interest area. For 

example, initiatives such as polio eradication campaigns 

have been accused of detracting attention from child 

survival, but unless evaluations of these programmes 

also include measurement of child survival indicators, 

no evidence on this possible side-effect will be availa-

ble (Chapter 4).

The issue of monitoring possible side-effects requires 

greater attention and sophistication. For interventions 

targeting determinants at the three upper levels of the 

priority public health conditions analytical framework, 

side-effects potentially become more distant in space 

and time, more severe and more difficult to predict 

and reverse. Some risks of adverse side-effects can be 

foreseen and therefore monitored. In other instances 

interventions in one sector might produce side-effects 

in another sector before showing up as negative effects 

on population health. To capture this latter category 

would require scanning large amounts of data with 

unknown linkages to each other. Possibly, something 

could be learned from how credit card companies and 

counterterrorist agencies scan for unusual events or 

changing patterns or trends in large data flows. This 

approach could address issues C and D above.

Choice of indicators

Skilled birth attendants will reduce maternal mortal-

ity only if they are adequately trained and supported 

by facilities where major obstetric complications can 

be managed, such as hospitals. The utility of the per-

centage of births attended by skilled birth attendants 

as an indicator therefore depends on there being an 

association between a country providing more skilled 

birth attendants and better access to hospital facilities. 

It seems likely that this is broadly the case. However, 

because increasing the percentage of births attended by 

skilled birth attendants is a Millennium Development 

Goal, countries may feel pressured to demonstrate 

progress towards this goal, and this may threaten the 

links between the number of skilled birth attendants 

and the quality of service (Chapter 10).

This example describes a situation where the indica-

tor can become more important than the outcome, 

underscoring the need for a carefully defined palette 

of process and outcome indicators, rather than rely-

ing on a single indicator or a few indicators. Choice 

of indicators becomes more complex when address-

ing social determinants across different sectors, but if 

properly managed can facilitate broader involvement 

and ownership while achieving the intended complex 

social and health results (16 ).

Effective data collection, analysis and presentation 

for social determinants of and equity in health could 

almost be viewed as a new discipline. It combines and 

analyses data from different sources, many of them not 

directly health related, and, above all, presents the results 

in ways that are understandable and useful to the audi-

ence. This audience will be wider than the usual health 
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audience, including sectoral managers, politicians and 

the general public. The latter will include the journalist 

and the person next door, as well as the person in the 

neighbourhood that you did not know existed or you 

have never dared visit.

A major challenge will be to move the social deter-

minants and equity debate from the philosophical and 

theoretical to the practical application and managerial 

sphere. The ideas and proposals brought forward in this 

chapter will only have value if they are taken on board 

by public health programmes. In the following section 

the implications for programmes in general and WHO 

in particular will be discussed.

14.6  Implications

The implications for condition-specific national and 

international public health programmes of taking up 

a social determinants approach as described in the 

previous chapters are numerous and potentially very 

significant. There is still hesitation among some control 

programmes to move beyond administering known or 

incrementally improved health technologies, for sev-

eral reasons: the biological rather than social approach 

to which most senior staff in programmes are accus-

tomed; the increasingly prominent position of health 

on the political agenda and in the media, encouraging 

short-term solutions rather than a longer-term vision 

that takes into account the fundamental functioning of 

social and health systems; and the related consequence 

that money is allocated with a view to generating 

immediate measurable effects, often on a limited range 

of narrowly defined indicators. Internationally, the past 

decade has seen a remarkable growth in the number 

and size of single-purpose, health commodity-focused 

initiatives established outside but heavily influencing 

the thinking and direction of WHO programmes.

While this no doubt has a positive effect on the suf-

fering of a large number of individuals, the effect on 

population health is more questionable. How health is 

distributed within a population is foremost a matter 

of fairness in economic and social development pol-

icy. Several public health programmes, as documented 

in the preceding chapters, are increasingly realizing that 

to halt growing global epidemics of communicable and 

noncommunicable diseases or to achieve and sustain 

global health targets, technologies alone will not do. 

Some programmes, notably in the areas of tobacco and 

injury, are already successfully demonstrating that it is 

possible for health sector-based programmes to address 

upstream determinants and to effectively work with 

other sectors. Many of the interventions that these pro-

grammes are implementing could also be applied for 

several of the control programmes that are reluctant to 

move outside their comfort zones. Others, such as the 

Stop TB programme, are well into a paradigm transi-

tion, integrating social determinant approaches with 

biomedical approaches.

The individual public health 
programme

Instead of mainly dealing with the outcomes and 

consequences of social determinants through preven-

tive and curative interventions, programmes will have 

to look upstream to diversify and expand the range 

of interventions to influence the social determinants 

before they manifest in differential vulnerabilities and 

health care outcomes. In addition to a focus on indi-

viduals and specific subgroups, greater attention needs 

to be given to whole populations. This means that pro-

grammes, while maintaining their biomedical aspects, 

need to be expanded to embrace a broader social, 

economic and developmental agenda, which implies 

shifting some resources from doing “repair work” to 

reducing the health problem at its source. In the long 

run, a combination of technologies and social determi-

nant approaches might prove best in combating many 

current health problems as well as others that may 

emerge. Specific actions that individual public health 

programmes could pursue in taking a social determi-

nant approach include:

• Information systems. Programmes should review, 

revise or develop information systems to provide 

insight into condition-specific distribution of health 

in populations, with a focus at the national and local 

level to facilitate practical application of the outputs 

of such systems.

• Capacity-building. Country programme capacity 

needs to be strengthened to enable analysis of the 

equity gradient, patterns and pathways for each spe-

cific condition and country context, and to enable 

application of interventions and approaches that are 

most appropriate to their specific situations.

• Intervention packages. A range of intervention 

packages relevant to each condition and different 

shapes and patterns of social gradients needs to be 

developed and tested.

• Advocacy. All public health programmes need to 

advocate inclusion of social determinant approaches 

in their own work and in broader social, political 

and economic debates.

Collaboration between programmes

Important social determinants are common to a 

wide range of health conditions, from how individu-

als from disadvantaged populations are dealt with and 

treated by health services to contextual factors related 

to governance and modernization. There is currently 

enormous untapped potential for collaboration and 
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joint action between programmes. In some cases, for 

example in service provision and outreach, direct inte-

gration may be the solution; in other cases it may be 

more advantageous to use the power or arguments of 

some programmes to allow them to take the lead while 

other programmes join in with additional evidence and 

arguments.

Some obvious collaborative actions include:

• Identify social determinants that are shared 

along the pathways of the individual conditions and 

common entry-points for action, reviewing and 

adjusting to each country context;

• Incorporate into the general health information 

systems (routine reporting, surveillance, surveys, 

etc.) the information pertinent to those social deter-

minants that appear on the pathways of multiple 

public health conditions;

• Recognize that collective rather than individ-

ual action has a greater chance of influencing how 

health care services in general are provided and 

health systems are designed and function;

• Develop and implement common tailor-made 

intervention packages targeting the circumstances 

and needs of endemic and particular popula-

tion groups vulnerable to a range of conditions; 

change the mode of action to transcend individ-

ual disease-specific programmes in order to reduce 

prevalence of co-conditions and common risk fac-

tors or sources of vulnerability;

• Identify, nurture and support leaders and cham-

pions for public health programmes, both from 

within the health sector and, for wider outreach, 

from civil society, political life, the media and other 

sectors;

• Put into action the special social responsibility 

of large public health programmes, already attract-

ing attention from media, politicians and donors, to 

speak out on the importance of addressing upstream 

social determinants to improve the health of the 

population in a significant and lasting way.

It might be tempting to spin off programmatic activi-

ties related to social determinants into dedicated social 

determinant programmes or organizational units, for 

example in ministries of health. However, these would 

inevitably lack power, funding and focus. Social deter-

minants are everybody’s business and impact and 

sustainability will hinge on the active and continued 

participation of all the condition-specific public health 

programmes. The role of dedicated social determinant 

programmes or units should be that of a convener and 

catalyst, facilitating analysis and articulation.

Relationship of public health 
programmes to other sectors

Health matters to all and public health programmes 

exist because they are deemed to address important 

population health issues. Dedicated disease control 

programmes have a special appeal to the public and pol-

iticians because they deal with real people rather than 

systems, people who are sick, die and suffer. However, 

with that also comes a duty to identify and commu-

nicate why people get sick and die and why some 

groups in the population are more vulnerable than 

others. Health programmes have a social responsibil-

ity to identify possible entry-points and interventions 

and propose frameworks for monitoring the situa-

tion. They should provide evidence of the relationship 

between socioeconomic status and health, advocate 

social and economic change, and address resistance to 

change, for example due to ideology, vested interests or 

costs, thereby providing leadership in dealing with the 

social determinants of and inequities in health. Rele-

vant actions may include (taking the general analysis 

presented in section 14.3 as guidance, adapted to indi-

vidual country settings):

• Analyse the critical pathways and identify the four 

to six most promising entry-points that call for 

interventions by sectors other than the health sec-

tor, with specific emphasis on the three upper levels 

of the priority public health conditions analytical 

framework;

• Make and present the case – digest and popu-

larize the evidence base for social determinants of 

health and inequity in health, demonstrate the need 

for and benefits of social interventions to prevent 

increased or reduce current prevalence of the range 

of specific conditions, and propose concrete actions 

and targets;

• Work simultaneously from the bottom and the 

top through social participation and verti-

cal integration, involving national as well as local 

government, and high-level civil servants as well as 

grass-roots organizations, given that successful real-

ization will require close collaboration with other 

sectors of the government and creation of popu-

lar pressure;

• Adopt collaborative sectoral indicators so that, 

while overall population health is the goal, other 

sectors see value in programme activities;

• Sensitize and build capacity among secto-

ral planners and those involved in international 

financial and development assistance so they better 

understand how health is produced and what are 

the linkages between political, social and economic 

development, inequity and health.

Public health programmes should identify and con-

vince to act those who hold the keys to the relevant 

entry-points. This may be done directly, for example 
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sector-to-sector, or indirectly, for example by encour-

aging and supporting civil society organizations and 

proactively using the media. It is important to under-

stand that positive changes in the upstream social 

determinants of health require systematic and sustained 

effort and dedication over a very long time period, and 

dedicated leaders and champions to move the process 

forward.

Implications for WHO

The work of the Priority Public Health Conditions 

Knowledge Network, involving the different partici-

pating programmes and in many cases for the first time 

bringing them to the same table, has demonstrated that 

there is both the need and potential for collaboration 

and joint action on social determinants. The World 

Health Assembly is a unique forum to address issues of 

global health and the Director-General of WHO has 

access to the highest levels of government and of inter-

national economic, social and developmental forums. 

Internally within WHO there are also actions that 

could be undertaken, and the Medium-Term Strate-

gic Plan 2008–2013 identifies four strategic objectives 

broadly dedicated to determinants of health (23 ).

In May 2009 the World Health Assembly, recalling the 

principles of “Health for All”, reaffirmed the impor-

tance of addressing the wider determinants of health. 

Through resolution WHA62.14 the Assembly called 

upon the international community and Member 

States to take action and through political commit-

ment develop and implement policies and strategies 

for public health with a focus on health inequities. The 

resolution specifically requested WHO to make social 

determinants a guiding principle and the reduction of 

health inequities an objective of all areas of the Organ-

ization’s work, especially for the priority public health 

programmes (24 ).

Complex social issues require comprehensive interven-

tions, and addressing social determinants of health in 

public health programmes needs to be one of the key 

aspects of a comprehensive solution to global public 

health challenges. This requires WHO to redefine the 

interventions and strategies to mainstream social deter-

minants of health and health equity in public health 

programmes, and to strengthen the capacities of pro-

grammes and of Member States to take action in the 

critical areas of social determinants of health and health 

equity. While the delivery of interventions for high-

mortality diseases clearly saves lives, WHO needs to 

put its weight behind the longer haul and to engage 

in the difficult political and social processes that this 

entails. Otherwise, there is a danger that short-sighted 

approaches become embedded in public health pro-

gramme thinking, beliefs and attitudes, leading to 

resistance and reluctance within governments and 

among partners and financing agencies to pursue new 

approaches, despite the fact that the failure to control 

major public health problems, for example in Africa, 

has not been due to absence of tools (diagnostics, drugs, 

vaccines) but due to a wide range of social determi-

nants whose origins can be traced in history and which 

are defined in the priority public health conditions 

analytical framework.

There is also a need to institutionalize joint action 

of public health programmes on social determinants, 

starting from within WHO and expanding to coun-

tries. This could be done with minimal additional 

resources, for example in pathfinder countries where 

WHO programmes are already supporting work on 

specific public health conditions and where these pro-

grammes, the WHO country office, the government 

and other health development partners are prepared to 

engage to move the boundaries of public health pro-

gramming. Moreover, as health outcomes are mostly 

created outside the health sector, as demonstrated 

throughout this volume, WHO has a key role to play in 

proactively aligning and harmonizing its work with its 

various partners in the development sector. Such col-

laborative work would fit well with the ideas regarding 

renewal of primary health care expressed in the World 

Health Report 2008 (25 ), adding to cohesion among pro-

grammes and expansion beyond provision of individual 

health care services. A practical starting-point would be 

to ensure that all pre-service and in-service training for 

programme staff equipped them with skills and tools 

to identify promising entry-points, possible interven-

tions and key movers at each of the five levels of the 

priority public health conditions analytical framework 

for all the priority public health conditions relevant to 

the context, regardless of which programme pays them.

14.7  Conclusion

This chapter has focused on what condition-specific 

public health programmes can and should do, rather 

than on what others should do. It is clear that there are 

managerial and organizational issues that need to be 

tackled in order to effectively adopt social determinant 

approaches in programming. The following conclu-

sions can be drawn:

• Strengthening the competence base. The com-

petence base of programmes in relation to social 

determinants needs to be strengthened. In the short 

term this can be done through changing the incen-

tive structure of programmes, including with regard 

to how results are measured and valued. Cross-cut-

ting issues tend to become lost when management 

is based on a results-based framework and collabo-

ration across programmes and parts of programmes 

tends to be underappreciated. In the longer run, 
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schools of public health, medicine and nurs-

ing must be oriented towards producing the right 

competencies.

• Restructuring for social determinants. Few 

health programmes and organizations are currently 

structured, informed and tooled to support social 

determinant approaches to population health, lim-

iting the potential for internal cross-programme 

collaborative work. Greater attention needs to be 

paid to cross-sectoral policy-making and politi-

cal processes, within government and in the public 

arena.

• Communication and dialogue. Much of the 

communication of programmes is focused on 

resource mobilization rather than on challeng-

ing and generating the public policy dialogue on 

the complex social, economic and political change 

processes required to improve population health.

• Appropriate time horizons. Programmes need 

to work with more than one time horizon. In the 

short and medium term they need to apply avail-

able tools and improve services to compensate for 

inequities. However, short- and medium-term 

achievements are fragile. For lasting solutions work 

with other sectors to influence the social determi-

nants of health at their roots is indispensable. It is 

clear that such work has a much longer time hori-

zon than the work normally pursued by most public 

health programmes.

• Evidence-based action. If donors and pro-

grammes look back to the past six decades of 

national and international public health program-

ming, they will find a road littered with approaches 

that once appeared promising but did not deliver 

the expected results. In hindsight many of the solu-

tions pursued and later abandoned could have been 

foreseen not to lead to the expected results had they 

been more comprehensively evidenced. This is not 

to say that risks should not be taken – new and inno-

vative approaches should be encouraged but should 

be supported by improved information systems, 

implementation research and evaluative research to 

document the impact on the health of populations 

and not merely on disease prevalence.

• Cost implications. Cost increases from taking a 

social determinant approach will be marginal for the 

majority of public health programmes as most of the 

direct intervention costs will be borne by others. For 

health care service delivery, taking a social determi-

nant approach and improving equity of access and 

use may at a first sight appear to imply a signifi-

cant cost increase. However, equity is not a matter of 

level of resources but of how resources are distrib-

uted and on whose account the costs show up – all 

programmes, services and societies can afford to be 

more equitable. While some sectors of society might 

see short-term gains from ignoring the population 

health effect of their actions, the long-term costs 

will eventually become apparent, not only in the 

health sector but also in the social, political and eco-

nomic sectors. National governments and planners, 

and international bodies, must take a comprehensive 

social view when allocating and steering the flow of 

resources, costs and benefits.

All the theoretical evidence to convince all sceptics that 

a social determinant approach is a right and necessary 

way forward to improving population health will never 

be available. However, the chapters of this volume pro-

vide enough pieces to the puzzle to send a clear and 

consistent message that the health of and distribution 

of health in populations is socially determined regard-

less of the condition in question. Insight has also been 

provided into lessons learned in the field from pro-

grammes that have tried to implement various forms 

of social determinant interventions. Concrete ideas 

have also been offered on what could be done and it is 

to be hoped that together with the evidence provided 

by the other knowledge networks of the Commission 

on Social Determinants of Health this will encourage 

governments, donors and nongovernmental organ-

izations to dare to come forward to work together. 

Changes can ensue through working on actual large-

scale projects, and starting such work through already 

existing programmes that deal with important public 

health conditions provides a sound and pragmatic way 

forward.
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Annex 14.A Social determinants occurring on the pathways of 
the priority public health conditions analytical framework

Level of framework Social determinant(s) at playa Relevant chapters/conditions

Socioeconomic context 

and position

Society

Interventions target laws, 
systems, relations between 
sectors and countries that 
form the fabric of society

Context

Globalization (trade, import and export, production) 2, 11

Urbanization, rural or urban residence 2, 5, 6, 8, 11, 12, 13

Poor governance, political instability, lack of proper policies 6, 9, 12, 13

Position

Gender 2, 3, 5, 6, 7, 8, 9, 10, 11, 13

Rapid demographic changes 3, 6, 11, 12, 13

Age 3, 5, 7, 9, 10, 11, 13

Social status, economic, social or political inequality 2, 3, 4, 5, 7, 8, 10, 11, 13

Ethnicity, minority situation, race 5, 6, 7, 11, 12

Social exclusion 2, 4, 7, 8, 12

Differential exposure

Social and physical 
environment

Interventions target 
organizations, institutions, 
enterprises

Social norms, cultural beliefs and practices, lifestyles (including age 
at marriage, start of sexual activity, maternal age)

2, 5, 6, 7, 8, 10, 11, 12, 13

Social stigma and discrimination 2, 7, 12

Slum formation, crowding, clustering, deprivation 2, 3, 4, 6, 8, 9, 12, 13

Poorly developed infrastructures 4, 8, 13

Water and sanitation 4, 6, 8, 9

Poor living and working environment 2, 3, 6, 9, 12, 13

Waste disposal 6, 8

Food of poor nutritional value 4, 5, 6, 7, 9

Availability, safety and use of alcohol 2, 11, 13

Natural disasters, wars, conflicts 4, 7, 8, 13

Non-regulated markets and outlets 2, 5, 6, 11

Production and preparation of food 4, 5, 6

Non-compliance or resistance by industry and agriculture 2, 6, 9

Lack of compliance by commercial food handlers 6

Contaminated food and alcohol sources, street vending 2, 6

Marketing, advertisement 2, 4, 6, 11

Television exposure 2, 4, 7, 11, 13

Environment, including exposure to disease vectors 4, 6, 8, 12

Toxic exposures 6, 7

Inadequate or unsafe health services 3, 4, 10, 12, 13

Indoor pollution 3, 4, 12

Unsafe housing 8, 13

Mechanization of work 3, 5

Availability of lethal means 13
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Level of framework Social determinant(s) at playa Relevant chapters/conditions

Differential vulnerability

Population group

Interventions target 
populations

Hard-to-reach populations 2, 4, 5, 7, 9, 10, 12

Poverty 2, 3, 4, 6, 8, 9, 10, 12

Unemployment 2, 3

Low access to health care 4, 10, 12

Low health-seeking behaviour 3, 4, 5, 7, 9, 10, 12

Low (parental) literacy, education, knowledge 2, 3, 4, 5, 6, 7, 10, 12

Tobacco smoking 3, 5, 7, 9, 12

(Parental) alcohol and substance use and abuse 2, 4, 7, 12, 13

Low access to contraceptives 10

Low access to insecticide-treated mosquito nets 4

Low access to micronutrients, including iron and iodine 3, 4, 7 

Low access to oral health products, including fluorides 9

Food insecurity, malnutrition 3, 4, 5, 6, 7, 12

Early childhood experiences, including abuse 2, 7, 9, 10, 13

Sexual violence 2, 10, 13

Parental mental health 7

Lack of social capital, dysfunctional family or community links 4, 7, 10, 13

Low status of women 4, 7, 9, 10, 13

HIV 2, 4, 7, 12

Migration, work mobility 6, 8, 10

Diabetes 3, 4, 12

Genetics, family history 3, 5, 7

Birth complications 4, 7

Domestic practices 6, 13

Maternal stress during pregnancy 4, 7

Psychological risk factors, job stress 3, 7

Physical inactivity 3, 5

Obesity 3, 5

Family size, birth order 7, 10

Differential health care 

outcomes

Individual

Interventions target the 
individual person

Low qualification of health staff 2, 3, 4, 5, 7, 10, 13

Inadequate or weak health services 2, 4, 5, 7, 8, 9, 10, 12, 13

Discriminatory services 2, 7, 10, 12

Limited patient interaction, low social class 3, 4, 5, 10, 12

Adherence to treatment 2, 3, 4, 5, 7, 8, 12

Use of tobacco cessation services 11

Use of treatment and care, antiretroviral services 12
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economic development status (GDP)
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alcohol-related disease burden  15–17, 16

antenatal and delivery care  57–8, 58
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and oral health  161, 162

and road traffic deaths  245, 245
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EPPI-Centre (Evidence for Policy and Practice Information 
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(FAO)
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World Declaration on Nutrition  97

food contamination  96, 100

food production  100–1

food safety  95–114

data and measurement issues  107–8
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interventions  104–7
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social determinants  97–103, 107

food safety systems  104–6, 105
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antenatal and delivery care  190
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HIV see human immunodeficiency virus/acquired 

immunodeficiency syndrome (HIV/AIDS)

HKD (hyperkinetic disorder) see attention deficit 

hyperactivity disorder (ADHD)
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hyperactivity disorder (ADHD)
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see also under the names of specific diseases
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food security  101, 106–7

interventions  62, 65

and tuberculosis  231

maternal deaths  178, 180, 186

effect of skilled attendance  186–7, 187

unsafe abortion  183

maternity care see antenatal and delivery care
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family planning and maternity services  189

Measurement and Evidence Knowledge Network  69

measurement issues see data and measurement issues

mental disorders  115–34

attention deficit hyperactivity disorder (ADHD)  121–4

differential consequences  124
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differential health care outcomes  123–4

differential vulnerability  123

social determinants  116, 121–4

socioeconomic context and position  122

comorbidity  116, 117, 120–1

data and measurement issues  128–9
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differential consequences  120–1
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differential health care outcomes  120

differential vulnerability  120

social determinants  116, 118–21, 121
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global burden  117, 118

interventions  124–8
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addressing social determinants  125, 126
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and tuberculosis  230
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Mexico, PROGRESA programme  63, 70

migration
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sociocultural factors and gender  142–3
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noma  160n, 165

nomadism, and tropical diseases  142, 148

noncommunicable diseases (NCD)
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interventions  62, 65
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passive smoking  203–4
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see also private health services
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pollution see environmental conditions
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and child health  57
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and tobacco use  202, 203, 204
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interventions  189–92

social determinants  189
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unintended  186 see also abortion
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interventions  189–92

social determinants  189
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framework of analysis  6–8
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research programmes  9

synthesis process  9–10
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antenatal and delivery care  58, 187
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tuberculosis care  225, 233

PROGRESA programme  63, 70

psychiatric disorders see mental disorders
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public health programmes  4–5, 6

actions to effect change  266, 268, 269, 270, 272

child health  63, 65–6, 66, 70

diabetes prevention and care  88, 89

family planning and maternity services  189–92
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social determinants approach  277
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tuberculosis prevention and care  220, 234
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alcohol-related interventions  23
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tobacco use interventions  209, 210

tuberculosis interventions  236–7

rheumatic heart disease  32, 38

road traffic injuries  245, 245, 248–9, 252–3
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S
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and child health  56

and food safety  100

and tropical diseases  140, 145, 147

side-effects of interventions  267, 268, 269, 271, 276

alcohol-related interventions  23

child health and nutrition interventions  70

food safety interventions  108

neglected tropical disease interventions  63

tobacco taxation  209
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social determinants
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mental disorders  122
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Diseases  9
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entry-points  207
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tobacco control  209–11
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social determinants  201–7
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trade
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tropical diseases see neglected tropical diseases (NTDs)

tuberculosis (TB)  219–41
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diagnosis  221

and economic development status  228, 228

epidemiology  222–3

global burden  220

interventions  220–1

addressing downstream risk factors  234

addressing social determinants  235
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health system responses  220, 225, 233, 234

monitoring and evaluation  235–6

preventive  228

public health measures  220, 234

resistance to change  236–7

mortality  221, 222
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social determinants  228–33

differential vulnerability  228–9
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and tobacco use  203
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Closing the gap in a generation: 
Health equity through action on 
the social determinants of health

Social justice is a matter of life and death. It affects the 

way people live, their consequent chance of illness, and 

their risk of premature death. We watch in wonder as life 

expectancy and good health continue to increase in parts 

of the world and in alarm as they fail to improve in others. 

The full report is available from:  

http://www.who.int/social_determinants/

thecommission/finalreport/en/index.html
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ThThisis b booookk wawass cocommmmisissisiononeded b byy ththee DeDepapartrtmementnt o off EtEthihicscs, EqEquiuityty, TrTradadee anandd 

HuHumamann RiRighghtsts a ass papartrt o off ththee woworkrk u undnderertatakekenn byby t thehe P Pririororitityy PuPublblicic H Heaealtlthh 

Conditions Knowledge Network of the Commission on Social Determinants of 

HHe lalthth, iin c lolllabboratition witithh 1616 off ththe majjor publbliic h healtlthh programmes off WHWHOO: 

alcohol-related disorders, cardiovascular diseases, child health, diabetes, food 

safety, HIV/AIDS, maternal health, malaria, mental health, neglected tropical 

didiseases, nuttrititiion, orall hhe lalthth, sexu lal a dnd reproddu tctiive hhe lalthth, ttobbacco andd hhe lalthth, 

tuberculosis, and violence and injuries. In addition to this, through collaboration 

with the Special Programme of Research, Development and Research Training 

inin H Humumanan R Repeproroduductctioionn, t thehe S Spepecicialal P Prorogrgramammeme f foror R Reseseaearcrchh anandd TrTraiaininingng i inn 

Tropical Diseases, and the Alliance for Health Policy and Systems Research, 13 

case studies were commissioned to examine the implementation challenges in 

adaddrdresessisingng s socociaiall dedetetermrmininanantsts o off hehealalthth i inn loloww-anandd mimiddddlele i-incncomomee sesettttiningsgs. ThThee 

Priority Public Health Conditions Knowledge Network has analysed the impact of 

social determinants on specific health conditions, identified possible entry-points, 

anandd exexplplororeded p posossisiblblee inintetervrvenentitiononss toto i impmproroveve h heaealtlthh eqequiuityty b byy adaddrdresessisingng s socociaiall 

determinants of health.

For more information on the work of WHO on social determinants of health, 

please visit http://www.who.int/social_determinants/en/
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