
Shiraz E-Med J. 2017 October; 18(10):e59842.

Published online 2017 September 19.

doi: 10.5812/semj.59842.

Review Article

Health System, Health Equity

Seyed Alireza Marandi,1 Sulmaz Ghahramani,2 Maryam Kazemi,2 and Kamran Bagheri Lankarani2,*

1Pediatrics Department, Shahid Beheshti University of Medical Sciences, Tehran, IR Iran
2 Health policy Research Center, Institute of Health, Shiraz University of Medical Sciences,Shiraz, IR Iran

*Corresponding author: Kamran Bagheri Lankarani, Health Policy Research Center, Institute of Health, Building No.2, 8th Floor, School of Medicine, Zand Avenue, Shiraz, IR
Iran. Tel: +98-7132309615; Fax: +98-7132309615, E-mail: lankaran@sums.ac.ir

Received 2017 August 09; Accepted 2017 August 28.

Abstract

Many health issues have their roots in social aspects of everyday life. In this regard, health should be considered not only a biolog-
ical matter but also more importantly a social subject. In this study, we reviewed important aspects that should be acknowledged
by health system in achieving health equity, considering social determinants of health (SDH). Google Scholar was searched with
relevant key words. We also reviewed the documents of world health organization (WHO) relevant to SDH and health equity. Finally,
based on this review, we have presented the measures that should be taken by health system to achieve health equity.

1. Context

Many health issues have their roots in social aspects of
everyday life. In this regard, health should be considered
not only a biological matter but also more importantly a
social subject. Study on social aspects of health could be an
important way to promote health status in both develop-
ing and developed nations; but unfortunately health pro-
fessionals are not prepared for these social interventions
and research in this field is weak.

2. Evidence Acquisition

In this study, we reviewed important aspects that
should be mindful in achieving health equity by health sys-
tem considering the social determinants of health (SDH).
Google Scholar was searched with relevant key words. We
also reviewed the relevant published documents and con-
gresses held by world health organization (WHO). Finally,
we have presented the measures that health system should
consider to achieve health equity.

3. Results

3.1. Social Determinants of Health (SDH)

Kenneth Newell published a book in 1976 called
“Health by the people”. In that book, he says that the causes
of many health problems are related to some factors in the
communities themselves, known as social determinates of
health (SDH) (1). SDH includes economic, social, cultural,
environmental, and political factors. In fact, SDH means
the conditions in which an individual is born, grows, lives,
works, and ages (2).

SDH includes environment and condition of the first
years of life; education; occupation and its environment;
gender; economic status; food security and nutrition; shel-
ter, its location and living condition; safe drinking water;
sanitation; transportation; social isolation, position and
support; recreation; and war and internal conflicts. Obvi-
ously, not all social elements have the same effect on peo-
ple’s health. Indeed, those factors that can lead to the strat-
ification of the community (structural factors) have the
most striking effects.

3.2. Biological Factors

Although social factors are far more influential on peo-
ple’s health status than biological elements, medical edu-
cation, research, health services and resources are practi-
cally concerned only about biological factors and virtually
none about SDH.

The main reason for focusing so much on biological as-
pects of medicine is the huge and profitable financial in-
vestment being made in medical technologies and phar-
maceutical industries. Those international companies and
their representatives are the main forces behind all the
demands induced throughout the world. During the last
few decades, many papers have been published in differ-
ent medical journals regarding this issue. The latest of
those articles are four papers about overuse and underuse
of medical services and procedures around the world, pub-
lished in Lancet in January 2017 (3-6).

In our country, the situation is not much different. In-
creasing pressures by the manufacturers of the medical
equipment and devices have forced directly or indirectly
the health authorities and/or the public health insurance
companies to pay for very expensive products, and un-
necessary procedures, without having any kind of clinical

Copyright © 2017, Shiraz E-Medical Journal. This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0
International License (http://creativecommons.org/licenses/by-nc/4.0/) which permits copy and redistribute the material just in noncommercial usages, provided the
original work is properly cited.

http://emedicalj.com
http://dx.doi.org/10.5812/semj.59842


Marandi SA et al.

guidelines or any supervision.
The pharmaceutical companies have also succeeded

to import a variety of very expensive and often unneces-
sary pharmaceutical products through creating induced
demands. It is worth noting that practically none of these
products is under the National Drug Lists. The overuse
of those expensive medical equipment, medical devices,
and very expensive pharmaceutical products has led the
health insurance companies to go broke. This matter
has also overshadowed and under-weighed the preventive
medicine such as immunization services as well as outpa-
tient services.

According to the seventh annual edition (2015) of
“Generic Drug Saving in the U.S.”, 88% of the prescriptions
dispensed in the U.S. in 2014 were generic drugs. While
the U.S. and European countries are moving constantly and
rapidly toward prescribing generic drugs (7), our country
is moving away from this direction.

3.3. Health Equity

Health equity that means equity in benefitting from
health care and health services is so much related to SDH.
On the contrary, health inequity refers to the circum-
stances in which avoidable, inequitable, and remediable
health differences exist between different groups of soci-
ety (8). This is not a natural difference, but a condition
caused by inequitable policies. Health equity is an index
showing the feeling of the governments toward their peo-
ple.

3.4. The Health Sector and Health Equity

The main challenge for health equity is the fact that
managements do not act against the roots of inequity in
health. The health sector has a major role to play against
health inequity. The health sector should be an advocate
and support, as well as a guide, for the other sectors regard-
ing how to deal with the issue, and not to behave as a leader
(9).

The health sector should be the first to get involved
in health equity. All health services at all levels should
practice equitably toward all people and different social
groups. If the health sector does not reduce health in-
equity in its own sector, it should not expect others to take
steps in this regard (10).

Health equity should be the base and the core of all
health care programs and health care services. The health
sector can reduce the health inequity to a great extent
through universal health coverage (UHC) (11).

Poor and underprivileged people are much more in
need of health care and health services; therefore, the

health sector should allocate an adequate budget to re-
spond to all their needs as well as to make sure that the en-
tire allocated budget is used for that purpose. Obviously,
the aim should not be to offer them only a basic health
package, but to make sure that the quality, effectiveness,
and priorities are being addressed, and SDH are being re-
sponded to properly (12).

Regretfully, instead of trying to reduce inequity
through serving the lower socio-economic groups, the
health sector usually serves the more affluent people and
those who are less needy. If health equity is not empha-
sized enough and lower socio-economic groups truly are
not prioritized, mere increase in coverage will make the
health inequity even worse.

In order to act against health inequity, the following vi-
tal measures should be taken: allocating an adequate bud-
get for lower socio-economic groups (13); selecting proper
locations for health centers; making sure that they are eas-
ily accessible for underprivileged people; and rectifying
the type of approach and behavior of health human re-
sources in dealing with poor and less privileged people
(14).

3.5. The Role of Health Professionals in Achieving Health Equity

Professor Michael Marmot raises a question in one of
his books. ”While the fire fighters in Liverpool (U.K.) teach
people and children about how to build houses and fight
against tobacco smoking in order to prevent fire, would it
be too much to expect physicians to become seriously in-
volved in preventive health care” he says. He also says while
diseases are caused by the conditions in which people are
born in, grow, live, work, and age (i.e. SDH), should the
physicians not get involved in finding the causes of those
illnesses and dealing with them?”

Although most of the SDH (such as ECD, education, oc-
cupational activities, income, living conditions, environ-
ment, etc.) are beyond the easy reach of the traditional
health sector, due to their enormous influence on health,
they require a great deal of attention.

Acting against health inequity is considered a matter
of social justice. To make sure that people are receiving the
highest quality of health care, fighting against health in-
equity is essential. Preventive health care prolongs the peo-
ple’s lives, and adds to their healthy years of life and at the
same time, it is quite economical and saves a great deal of
resources (12).

Physicians and other health professionals should be
educated about SDH and obtain proper skills in this regard.
In addition to the general skills that health professionals
and particularly physicians should acquire during their
training, they should learn about history taking regarding
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social conditions of the individuals and about how to re-
fer them to social services when needed. Skill in commu-
nication and advocacy is very important in order to help
improve the living condition of the clients, patients, and
their families.

Due to the knowledge, expertise, skills, and respect
that health professionals and particularly physicians en-
joy in the community, they should use their prestige to
advocate those policies that reduce health inequity, and
they should fight against those policies that can lead to
health inequity. Health professionals should act individ-
ually as well as organizationally against health inequity.
They should put intensive pressure on the government to
rectify health inequity (2, 15).

3.6. Reducing Hospital Beds in the U.S

In the USA, despite the high GDP and high health expen-
diture per capita and also in spite of low family support
while being hospitalized, only one out of every one thou-
sand Americans needs to be admitted to a highly equipped
hospital annually. Through expanding PHC and day-care
facilities, reducing hospital infections and the length of
hospitalization, they have reduced 25% of the hospital beds
during the last few decades. They have also reduced the
number of intensivists and sub-specialists, and instead
they have increased the number of their family physicians,
pediatricians, internists, and psychiatrists. They are also
promoting self-care, PHC, and health promotion (16).

3.7. The Role of Medical Education in Health Equity

Medical education should be reorganized based on pri-
mary health care (PHC). Due to the great influence of SDH
on non-communicable diseases (NCD) and health equity,
medical education should include teaching this important
subject in the university courses for undergraduates, post-
graduates, continuing medical education, and in-service
trainings. Indeed medical education and all health re-
lated education should be reorganized so that prevention
and promotion of health, PHC, SDH, health equity, health
ethics, and spiritual health become the priorities of medi-
cal education (17).

Another very important subject is the location where
medical education takes place. Regretfully, so far the lo-
cation has been at the bedside of patients in hospitals, a
place where general physicians will practically have noth-
ing to do with care giving in future. Instead, the location
of medical education should be in the deprived communi-
ties, health centers, outpatient facilities, and everywhere
social services are offered. When hospital rotation is nec-
essary, it should be in general wards and not in the sub-
specialty wards or the intensive care services (18).

Another important point is to facilitate the entrance of
the youth from the lower socio-economic groups and de-
prived areas to medical and other health related schools
(19).

3.8. Primary Health Care (PHC)

In 1978 in a huge gathering in Alma-Ata, Health for All
by the year 2000 (HFA 2000) was introduced and the PHC
was recognized as the key and the main strategy to reach
HFA 2000. In that meeting, addressing those social, eco-
nomic, and political factors which are harmful to people’s
health was emphasized (20). The recommendation of that
gathering was discussed and passed as a resolution in the
following world health assembly.

The main pillars of PHC are political commitment,
community participation, intersectoral cooperation, us-
ing appropriate technologies, and health system research
(HSR) (21).

3.9. Intersectoral Cooperation

In 1980s, Americans were surprised that in spite of
their high GDP and high per capita health expenditure,
their health indices were only comparable with a number
of low-income countries. Consequently, the Rockefeller
foundation performed a research in 1985 called: “Good
Health at low cost” (22). They studied the health status in
China, Costa Rica, Sri Lanka, and the state of Kerala-India.
They concluded that the common reason for such a drastic
progress in those countries was the presence of a very close
intersectoral cooperation regarding SDH. Although Cuba
was not included in the Rockefeller’s study, the situation
in Cuba was quite similar to those countries.

All those countries’ main efforts were to diminish
poverty, create jobs, act against gender, and other types
of discriminations, make education compulsory up to a
high school diploma particularly for girls, teach health
related issues at school, expand PHC services throughout
their countries, and make the entire system of health ser-
vices free of charge. Besides solid intersectoral coopera-
tion, other reasons for those countries’ success were com-
munity participation and strong political will.

3.10. Community Participation

If health inequity is to be rectified, community partic-
ipation is quite necessary. To encourage and be assured
of participation of lower socio-economic groups, first they
should be enlightened, educated, and equipped with sim-
plified and analyzed information (23). Almost in all health
care programs, there are some groups either deprived of
health care or receiving undesirable quality of care. Those
groups should be identified and the obstacles be removed.
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The obstacles could be one or combination of the fol-
lowings: an inadequate budget; improper location of the
health centers; inappropriate timing of health services; in-
adequate skills; lack of expertise and improper attitude or
behavior of the health workers. Preventive and promotive
health care should be included in all health programs and
careful monitoring should be implemented, as well (24).

3.11. The Role of Modern Medicine

According to the studies done mainly in the industri-
alized countries, the share of sophisticated medicine in re-
ducing mortality rate has been less than 4%, while the role
of SDH in this regard has been far more than 50%. One of
those studies showed a rapid decline in the mortality rate
caused by tuberculosis in the U.K. between 1855 and 1956
that was long before the discovery of BCG and antitubercu-
losis drugs (25).

Another study showed a rapid decline in Infant Mortal-
ity Rate in Australia, between 1881 and 1975, which was also
long before the discovery of different vaccines and antibi-
otics (26).

According to these examples, the decline in the mortal-
ity rate between 1,750 and 2,000 was due to the improve-
ment in nutrition as well as sanitation that materialized
long before modern medical services became available.

3.12. Health Indices

Health indices are usually calculated on average. This
method obviously does not reflect health equity. In order
to recognize and rectify health inequity, the quality of care
and SDH such as age, gender, education, occupation, in-
come, wealth, shelter, race, and other factors should be
considered. In order to measure and monitor progress in
health equity, using average figures as an index is not only
unreliable, but also misleading because it usually hides the
realities such as stagnation or even worsening of health in-
equity (27).

3.13. Life Expectancy

Health inequity exists within and between countries.
The difference in life expectancy between some countries
exceeds 30 years (28, 29), and within countries up to 10 -
20 years and possibly even more. The under-five mortal-
ity rate in some countries is 100 times higher than that of
some other countries.

Although the amount of GDP can make some differ-
ences, there is no direct relationship between GDP and life
expectancy. For example, despite the fact that GDP in the
U.S. is several times more than Cuba and Costa Rica, their
life expectancy is very close. According to the UNDP, in
2003, Costa Rica ranked 25th in the world in life expectancy,

while the U.S. ranked 29th and Cuba ranked 13th. Accord-
ing to WHO in 2015, Costa Rica ranked 13th, the U.S. 31st,
and Cuba 32nd. It is worth mentioning that the “egalitar-
ian” countries (i.e. Scandinavian countries) are better than
capitalist ones in this regard.

4. Conclusions

What should be done?

The condition of people’s daily living should be im-
proved. Great attention should be given to girl’s and
women’s health (30) as well as to the health condition
of their babies being born; early childhood development
(ECD) program should be implemented (31); girls’ and
boys’ education should be facilitated; living and working
condition and social support should be improved for ev-
eryone; and a healthy, happy, and flourishing life should
be facilitated for the elderly. In addition, measures should
be taken against inequity in wealth, resources, and so-
cial power; the obstacles should be recognized and proper
measures should be taken to remove them (32).

The scientific aspects of SDH need to be explained
and taught. Those who have been educated should
subsequently educate the policy-makers and health-care
providers. They should also try to raise the community’s
knowledge and awareness and encourage people’s de-
mands regarding SDH.

Equity from the start of life, including physical, psy-
cho/social, and language/cognitive development, has a de-
termining influence on the individual’s life and health
through the development of skills, education, and job op-
portunities. ECD refers to a period of life starting before
birth and continuing to eight years of age. ECD can affect
the risk of obesity, malnutrition, mental health disorders,
heart diseases, and even criminality.

Investment in the early years of life advances the reduc-
tion of health inequity in a generation. Brain development
in the early years of life is very sensitive to different factors
with lasting effects throughout the entire life of an individ-
ual. Proper nutrition is vital for ECD, starting with mother’s
nutrition during pregnancy. Maternal care should start be-
fore pregnancy and continue until delivery; and mother
and child care should continue throughout the first years
of life.

Children are in need of a safe, healthy, protective,
responsive, and nurturing environment. Education in
preschool and school ages plays a vital role in promoting
the children’s capabilities (31).
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