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8.6 Health inequalities

Hazel R. Barrett

Introduction

Over the past 15 years the pivotal role played by good health n the development process has
heen acknowledged. The shift 1o the human development paradigm which followed the publi-
cation of the first Human Developnient Report in 1990, has been enshrined in the UN
Millennium Pevelopment Goals (MIMGs), agreed by 189 countries September 000, OF the
cight MDGs, three directly address health challenges: reducing child mortality (Goal 4%
improving maternal health (Goal 5); and combating HIV/AIDS, malaria and other diseases
(Goal 6}, The other five MDGs all indirectly impact on health: cradicating extreme poverty and
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hunger (Goal 1) achieving universal primary education (Goal 2); promoting gende
and empowering women (Goal 3); ensuring environmental sustainability (Goal 7);
oping a global partnership for development {Goal 8},

The acceptance that good health is an essential element of the development process has stim-
ulated much debate amongst academics and policymakers as to how to achieve the MDGs. It js
now accepted that average health achievements, such as thase stated in the MDGs is not a suffi.
dent indicator of a country’s performance in health, rather the distribution of health and
health inegality is paramount (Gakidou et al. 2000}, The fanuary 2000 special issue of the
Bulletin of the World Health Organization focused on the theme of inequalities in health. Thie
stimulated much debate on the definitions of health inequality and how it should be measured,
as well as the impact of poverty on health outcomes. The arguments have focused on the health
ot the poor and vulnerable as well as how to target those with most need {Gwatkin 2000, 2002;
Wagstaff 2002; Marmot 2005, 2006; WHO various). Questions are being asked as to why in
2004 life expectancy was 82.2 years in Japan but only 31.3 years in Swaziland (UNDP 2006),
Why is it that in 2004 in every country in the world apart from Botswana, Kenya, Malawi,
Maldives, Zambia and Zimbabwe, women lived on average longer then men (UNDP 2006)?
Why is it that under-five mortality is 300 per cent higher amongst the poorest 20 per cent of
Brazil's population than the richest 20 per cent, whilst in Chad, a much poorer country, the
rates are the same for both rich and poor alike (UNDP 2006)? Why are there differences in life

expectancy between rural and urban areas and social groupings? These are key questions for
those with an interest in health inequality.

T cquality
and devel-

Definitions and measures of 'health inequality’

Whilst there is much evidence to demonstrate the differences in health achievements between
countries and the social gradients of health within countries (Leon and Walt 200 WHO annual)
there is no internationally accepted definition of ‘health inequality’. Gakidou et al. (2000) define
health inequality as ‘variations in health status across individuals in population’ (p. 42}, which
allows cross-country comparisons to be made as well the study of the determinants of health
inequality. According to Shaw et al. (2002) ‘where the chances of good or bad health are not evenly
distributed amang groups of people [defined by the area in which they live or work or some other
common characteristic}, we say that there is health inequality’ (p. 126). Gwatkin (2000) states that
when referring to health inequalities ‘the principal objective is the reduction of poor—rich health
differences” (p. 6). Feacham (2000} expands this definition suggesting that health ‘inequalities refer
o relative health status — between rich and poot, men and women, ethnic groups, regions or sim-
ply between the most healthy and the least healthy' (p. 1). All these definitions acknowledge that
health varies between countries and amongst different groups of people within countries. It is
these differences that are known as health inequalities.

According to Gwatkin (2002) there is not only a lack of a standard definition of health
inequality there is also a dearth of measurement strategies and indicators. The traditional
measures of health inequality, the Gini Coefficient and Concentration Index, are both taken
from the field of economics. The Gini Coefficient ranges from

0, which represents perfect
equality, to

100, which is perfect inequality. In 2004 Sweden had a Gini Coefficient of 25,
which was the closest to equality, whilst Nambia had the worst al 74.4 (UNDP 2006). This is
often represented diagrammatically as a Lorenz curve, The Gini Coefficient is often supple-
mented with the Concentration Index which indicates the extent to which a health oulcome is
unequally distributed across groups with ranges between —1 and +1. Interestingly the concen-
tration Index for sub-Saharan Africa is lower than the global mean and lower than for Latin
Amurica {Gwatking 2002). These two measures focus on health status as measured by morbid-
ity and mortality. Due to sparse and unreliable data for adult mortality and social status in

e
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