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Executive Summary
BN

Health disparities represent one of the most pressing challenges facing global health systems
today. Despite unprecedented advances in medical knowledge and technology, profound
inequalities persist both between and within countries, preventing billions of peaple from achieving
their fundamental right to health.

This situation report provides a comprehensive assessment of global health disparities, examining
the complex web of factors that create and perpetuate health inequalities worldwide. The
evidence reveals stark contrasts in life expectancy, access to care, and health literacy. Within
countries, marginalized populations—including ethnic minorities, indigenous communities, rural
populations, and the economically disadvantaged—consistently experience worse health
outcomes and reduced access to quality healthcare.

The drivers of these disparities extend far beyond healthcare systems themselves. Sacial
determinants including poverty, education, housing conditions, and employment opportunities
create the foundation upon which health inequalities are built. Geographic location, gender, race,
and socioeconomic status intersect to compound disadvantages for the world's most vulnerable
populations.




This assessment also identifies promising pathways toward greater health equity. Successful
interventions demonstrate that targeted investments in primary healthcare, universal health
coverage, and addressing social determinants can significantly reduce disparities. Countries
implementing comprehensive equity-focused strategies have achieved remarkable improvements
in population health outcomes.

Achieving global health equity requires coordinated action across sectors, sustained political
commitment, and recognition that health is both a human right and a prerequisite for sustainable
development. The evidence presented in this report underscores both the urgency of addressing
health disparities and the feasibility of creating more equitable health systems worldwide.

Key Points

-

® Health inequalities cost lives: Preventable disparities result in millions of premature
deaths annually, with the poorest populations bearing disproportionate disease
burdens.

® Climate change amplifies existing health inequities: Environmental degradation
disproportionately impacts vulnerable populations, widening gaps in health outcomes
and healthcare access.

® Health literacy gaps worsen outcomes: Limited patient education and poor health
communication perpetuate disparities, with marginalized communities lacking critical
knowledge for disease prevention.

@ Collective action succeeds: Coordinated efforts between governments, organizations,
and communities have achieved substantial progress toward eliminating preventable
health inequities.
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Defining Health Equity and Disparities

Conceptual Foundations

Health equity represents the fundamental principle that all individuals should have fair
opportunities to achieve optimal health, regardless of their social position, economic status, or
demographic characteristics. The World Health Organization defines health equity as "the absence
of unfair and avoidable differences in health status seen within and between countries.” This
definition emphasizes two critical elements: the preventable nature of health disparities and the
moral imperative to address them through systematic intervention.

Health disparities, conversely, refer to measurable differences in health outcomes between
population groups. These differences manifest across multiple dimensions including race,
ethnicity, socioeconomic status, geographic location, gender, age, disability status, and sexual
orientation. Disparities encompass variations in disease prevalence, mortality rates, life
expectancy, access to healthcare services, and quality of care received. Importantly, not all health
differences constitute disparities—only those that are systematic, avoidable, and unjust qualify
as true health inequities requiring intervention.

The conceptual framework distinguishing health differences from health disparities proves crucial
for effective policy development. Natural biological variations in health outcomes may occur due to
genetic factors or age-related changes and do not necessarily represent inequitable conditions.
However, when health differences correlate with social disadvantage and result from modifiable
factors such as discrimination, inadequate healthcare access, or substandard living conditions,
they constitute health disparities demanding immediate attention.

Social Determinants and Intersectionality

Health equity extends beyond healthcare services to encompass the broader social determinants
of health. These determinants include education quality, employment opportunities, housing
conditions, environmental factors, social support networks, and community safety. Research
demonstrates that healthcare services contribute approximately 20% to health outcomes, while
social determinants account for 50-60% of population health variation. This evidence underscores
the necessity of addressing root causes rather than solely focusing on medical interventions.

The intersectional nature of health disparities adds complexity to measurement and intervention
strategies. Individuals often experience multiple forms of disadvantage simultaneously—a
phenomenon known as intersectionality. For example, racial minarities living in poverty may face
compounded health risks that exceed the sum of individual disadvantages. Understanding these
intersections enables more precise targeting of interventions and resources.



Measurement and Geographic Patterns

Measurement frameworks for health equity typically employ both absolute and relative indicators.
Absolute measures examine the actual magnitude of health differences between groups, while
relative measures assess proportional differences. The choice of measurement approach
influences policy priorities and resource allocation decisions. Additionally, reference group
selection significantly impacts disparity calculations—whether comparing to the healthiest
population group, national averages, or theoretical optimal levels affects the perceived magnitude
of inequities.

Geographic variations in health outcomes represent a particularly visible form of health disparity.
Urban-rural health gaps persist globally, with rural populations generally experiencing higher
mortality rates, limited healthcare access, and greater disease burdens. Similarly, neighborhood-
level health variations within cities reflect the profound influence of local environments on
population health. These spatial patterns often correlate with historical patterns of disinvestment,
segregation, and discriminatory policies.

Global Perspectives and Monitoring

The temporal dimension of health disparities reveals both progress and persistent challenges.
While overall population health has improved globally over recent decades, relative disparities
between advantaged and disadvantaged groups have often widened. This phenomenon, known as
the "inverse equity hypothesis," suggests that new health interventions initially benefit higher
socioeconomic groups before reaching disadvantaged populations, potentially exacerbating
relative inequities even as absolute health levels improve.

Global health equity frameworks increasingly recognize the interconnected nature of domestic and
international health disparities. Globalization, migration patterns, and cross-border health threats
create complex relationships between national and international health equity efforts. Climate
change, conflict, and economic instability generate health risks that disproportionately affect
vulnerable populations worldwide, requiring coordinated global responses.

The measurement and monitoring of health equity require robust data systems capable of
capturing population diversity and tracking progress over time. Many countries lack disaggregated
health data by key demographic characteristics, limiting their ability to identify and address
specific disparities. Standardized indicators and surveillance systems represent essential
infrastructure for evidence-based equity interventions.

Health equity ultimately represents both a moral imperative and a practical necessity for
sustainable development. Societies with greater health equity demonstrate improved economic
productivity, social cohesion, and political stability. Conversely, persistent health disparities
undermine social progress and threaten long-term prosperity. This understanding positions health
equity as a foundational element of effective governance and development policy rather than
merely a healthcare sector concern.
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The Current Landscape

Global Health Outcomes and Life Expectancy Gaps

Stark disparities in life expectancy persist across and within countries, reflecting fundamental
inequities in health systems and social conditions. According to the World Health Organization's
2024 World Health Statistics, global life expectancy at birth ranges from 84.4 years in Japan to
54.7 years in Chad—a difference of nearly 30 years.* Within Europe, significant variations exist
despite the continent's relative prosperity, with life expectancy ranging from 85.1 years in
Switzerland to 72.4 years in Moldova.? These intra-European disparities reflect persistent
socioeconomic inequalities and varying healthcare system performance across the region.

Within countries, disparities prove equally pronounced. In the United States, life expectancy varies
by over 20 years between the highest and lowest-performing counties, while European countries
demonstrate similar internal variations. The United Kingdom exhibits a north-south health gradient,
with life expectancy differences of up to 7 years between regions, largely attributable to
socioeconomic factors and historical industrial patterns.®

Maternal mortality exemplifies the devastating impact of health inequities. The maternal mortality
ratio ranges from fewer than 5 deaths per 100,000 live births in several European countries to
over 1,000 deaths per 100,000 live births in Chad and Sierra Leone.* Within Europe, Romania
experiences maternal mortality rates approximately ten times higher than Nordic countries,
highlighting persistent healthcare quality disparities even within relatively affluent regions.

Under-five mortality rates reveal similar patterns of inequity. While global child mortality has
declined substantially over recent decades, disparities between regions remain profound. Children
born in sub-Saharan Africa face mortality rates 15 times higher than those in high-income
countries. European countries generally achieve low child mortality rates, yet Roma populations
and other marginalized communities experience significantly higher rates, demonstrating how
social exclusion translates into health outcomes even in well-resourced settings.®

Healthcare Access and Financial Protection

Universal health coverage remains elusive for billions globally, with access barriers perpetuating
health inequities across populations. The World Health Organization estimates that at least half of
the world's population lacks access to essential health services, while 100 million people are
pushed into extreme poverty annually due to health expenses.® European countries generally
provide more comprehensive coverage, yet significant gaps persist. Undocumented migrants,
remote rural populations, and socioeconomically disadvantaged groups often face substantial
barriers to accessing care even within universal systems.

Geographic disparities in healthcare workforce distribution compound access challenges globally.
The World Health Organization reports critical shortages of health workers in 57 countries, with
sub-Saharan Africa bearing 24% of the global disease burden while having access to only 3% of



health workers worldwide.” European healthcare systems face different but related challenges,
including aging physician populations, urban-rural workforce imbalances, and difficulties recruiting
healthcare workers to underserved areas. Eastern European countries experience particular
challenges with healthcare worker emigration to Western Europe, creating internal European
inequities in healthcare capacity.

Mental health services demonstrate especially pronounced access gaps across all regions. The
WHQO Mental Health Atlas reveals that low-income countries have fewer than 2 mental health
workers per 100,000 population, compared to over 70 per 100,000 in high-income countries.®
European countries vary significantly in mental healthcare provision, with some Nordic countries
achieving excellent coverage while others maintain institutional models with limited community-
based services. The COVID-19 pandemic has further strained mental health systems across
Europe, revealing inadequate capacity for population-level psychological support.

Pharmaceutical access represents another critical dimension of healthcare equity. The Access to
Medicine Foundation reports that 2 billion people lack access to essential medicines glabally, with
price barriers serving as primary obstacles in low- and middle-income countries.® Within Europe,
newer cancer treatments and orphan drugs remain unequally accessible due to varying national
pricing and reimbursement policies, creating treatment disparities among European patients with
identical conditions.

Infectious disease burdens remain concentrated among the world's poorest populations, reflecting
inequities in prevention, treatment, and social determinants. Tuberculosis exemplifies this pattern,
with 87% of cases occurring in 30 high-burden countries, predominantly affecting populations
living in poverty.*° European countries have largely controlled tuberculosis, yet significant
disparities persist among vulnerable populations including homeless individuals, migrants, and
those with HIV co-infection.

HIV/AIDS continues to demonstrate profound geographic and demographic disparities globally. Sub-
Saharan Africa accounts for 67% of global HIV infections, with young women facing particularly
high risk due to structural inequalities.** Within Europe, HIV incidence varies substantially by
country and population group, with Eastern European countries experiencing higher rates and men
who have sex with men, people who inject drugs, and migrants from high-prevalence countries
facing disproportionate risks. As highlighted in recent European drug surveillance reports, injecting
stimulant use has been associated with localized HIV outbreaks in seven European cities across
six countries, primarily affecting marginalized populations involved in open drug scenes.*?

Neglected tropical diseases affect over 1.7 billion people globally, primarily in impoverished
communities lacking access to clean water, sanitation, and healthcare services. While these
diseases pose limited direct threats to European populations, European pharmaceutical
companies and research institutions play crucial roles in developing treatments and prevention
strategies for affected global populations.



Non-communicable diseases increasingly affect low- and middle-income countries while remaining
leading causes of mortality in Europe. Cardiovascular disease mortality rates in low-income
countries exceed those in high-income countries by 30-50%, reflecting limited access to
prevention, early detection, and treatment services.*®* Within Europe, substantial east-west
gradients persist, with Eastern European countries experiencing cardiovascular mortality rates 2-3
times higher than Western European nations, largely attributable to lifestyle factors, healthcare
system differences, and socioeconomic conditions.

Diabetes prevalence demonstrates concerning trends globally, with the International Diabetes
Federation projecting 700 million cases worldwide by 2045.** European countries face increasing
diabetes burdens, with prevalence rates varying from 3% in some Nordic countries to over 7% in
Mediterranean regions. Management quality varies significantly across European healthcare
systems, with rural populations and ethnic minorities often experiencing suboptimal care
coordination and outcomes.

Cancer outcomes reveal stark disparities in survival rates between countries and populations.
Five-year survival rates for common cancers differ dramatically between high-income and low-
income countries glabally, while within Europe, Eastern European countries generally achieve lower
survival rates than Western European nations despite similar incidence rates.*® These differences
reflect disparities in screening programs, treatment technologies, healthcare infrastructure, and
care coordination systems.

Climate change increasingly threatens global health equity by disproportionately affecting
vulnerable populations worldwide. Healthcare systems contribute approximately 5% of global
greenhouse gas emissions, creating an environment-healthcare cycle where medical care both
responds to and contributes to climate-related health threats.*® European healthcare systems,
while generally well-resourced, face mounting challenges from climate-related health impacts
including heat waves, flooding, and changing disease patterns.

Recent studies demonstrate increasing cardiovascular disease risks associated with climate
change, particularly affecting populations with limited adaptive capacity.*” Heat waves
disproportionately impact elderly populations, outdoor workers, and communities lacking air
conditioning access—challenges increasingly relevant to European urban areas experiencing
unprecedented temperature extremes. The 2021 European flooding events and 2022 heat waves
demonstrated healthcare system vulnerabilities to extreme weather events.

Vector-borne diseases are expanding geographic ranges, threatening populations previously
protected by climate barriers. European countries now face emerging risks from diseases
traditionally confined to tropical regions, including dengue fever and chikungunya, with southern
European regions experiencing autochthonous transmission events. Climate-related disasters
strain healthcare systems while simultaneously increasing demand for emergency services,
highlighting the need for adaptive healthcare infrastructure planning across European regions.
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Mapping Global Health Inequalities

Regional Variations and Disease Patterns

Global health inequalities manifest through distinct regional patterns that reflect complex
interactions between economic development, healthcare infrastructure, and social determinants.
Sub-Saharan Africa bears a disproportionate burden of communicable diseases, accounting for
67% of global HIV cases and 94% of malaria deaths despite representing only 17% of the world's
population.'® The region experiences a double burden of disease, with non-communicable diseases
rising rapidly while infectious diseases remain prevalent. Life expectancy ranges from 84 years in
high-income countries to 61 years in low-income countries, with the vast majority of sub-Saharan
African nations clustering in the lower range.*®

South Asia demonstrates pronounced within-region disparities, with India accounting for nearly
one-quarter of global tuberculosis cases and experiencing significant rural-urban health gaps.?°
Maternal mortality rates vary dramatically across the region, from 70 deaths per 100,000 live
births in Sri Lanka to over 400 in Afghanistan, reflecting varying investments in healthcare
infrastructure and women's education.?* The region faces particular challenges with air pollution-
related health impacts, contributing to approximately 2 million premature deaths annually.

Latin America exhibits substantial inequality within countries rather than between them, with
indigenous populations experiencing significantly worse health outcomes across multiple
indicators. Child mortality rates among indigenous populations exceed national averages by 40-
60% in several countries, while access to skilled birth attendants remains limited in remote
areas.?? European regions demonstrate the smallest absolute disparities globally but maintain
significant relative inequalities, particularly affecting Roma populations, migrants, and residents of
post-socialist countries experiencing slower health system development.

Urban-Rural Health Divides

The urban-rural health divide represents one of the most persistent forms of global health
inequality, transcending national income levels and affecting populations across all regions. Rural
populations worldwide experience 20-50% higher mortality rates for preventable causes compared
to urban residents, reflecting disparities in healthcare access, emergency services, and specialist
care availability.?* Geographic isolation compounds these challenges, with travel distances to
healthcare facilities averaging 3-5 times longer in rural areas and emergency response times often
exceeding critical intervention windows.

Healthcare workforce distribution exemplifies rural disadvantage, with physician density in urban
areas typically 2-4 times higher than rural regions within the same countries. Specialist
availability shows even greater disparities, with some rural areas having no resident specialists
within 100 kilometers.?* These workforce shortages particularly affect maternal health services,



with rural women experiencing 30-40% higher risks of pregnancy-related complications due to
limited access to skilled birth attendants and emergency obstetric care.

Technology and infrastructure limitations further exacerbate rural health disparities. Reliable
electricity access, essential for cold chain vaccine storage and diagnostic equipment operation,
remains inconsistent in many rural areas of low- and middle-income countries.
Telecommunications infrastructure necessary for telemedicine applications covers less than 60%
of rural populations globally, limiting opportunities for remote healthcare delivery.?® Transportation
infrastructure deficits create additional barriers, with poor road conditions and limited public
transport options preventing healthcare access during critical periods.

Socioeconomic status creates systematic gradients in health outcomes that persist across all
countries regardless of overall wealth levels. The poorest quintile of populations experiences
mortality rates 2-3 times higher than the wealthiest quintile for most causes of death, with
gradients evident across the entire socioeconomic spectrum rather than only at extremes.2
Educational attainment demonstrates particularly strong correlations with health outcomes, with
each additional year of schooling associated with 8-13% reductions in mortality risk across
multiple populations.

Income-related health disparities manifest through multiple pathways including healthcare
access, housing quality, nutrition, and environmental exposures. Low-income populations face
substantially higher rates of infectious diseases, with tuberculosis incidence rates 10-20 times
higher among the poorest compared to wealthiest populations within countries.?” Conversely,
certain non-communicable diseases show complex socioeconomic patterns, with diabetes and
cardiovascular disease increasingly affecting lower-income populations as countries undergo
epidemiological transitions.

Occupational health disparities reflect broader socioeconomic inequalities, with manual workers
experiencing injury rates 3-b times higher than professional workers and greater exposure to
hazardous substances. Agricultural workers face particular risks from pesticide exposure, heat
stress, and machinery-related injuries, while informal sector workers often lack access to
occupational health protections and compensation systems.?® These occupational exposures
create long-term health consequences that perpetuate socioeconomic health gradients across
generations.
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Drivers of Health Disparities

Socioeconomic Stratification and Educational Gradients

Socioeconomic paosition creates systematic health gradients that persist across all societies,
with education serving as the most powerful predictor of health outcomes. Across European Union
countries, adults without upper secondary education experience mortality rates 1.6-2.8 times
higher than those with tertiary education, with the largest gaps observed in Eastern European
countries.?® In France, male life expectancy differences between the highest and lowest
educational groups reach 7.5 years, while in England, this gap extends to 9.5 years, demonstrating
that educational disparities persist even within universal healthcare systems.

The landmark Whitehall Studies of British civil servants demonstrate that even within relatively
homogeneous, employed populations with universal healthcare access, occupational hierarchy
predicts health outcomes with remarkable precision. Senior administrators experience
cardiovascular disease rates 40% lower than clerical workers, despite identical access to National
Health Service care.®® These findings underscore that healthcare access alone cannot eliminate
health disparities rooted in social stratification.

Income-based health disparities manifest differently across health conditions throughout Europe.
Tuberculosis incidence shows dramatic socioeconomic gradients, with Romania reporting rates of
68 cases per 100,000 population compared to 4.2 per 100,000 in Sweden, largely reflecting
economic development differences and healthcare system capacity. Within countries, the poorest
populations experience tuberculosis rates 3-6 times higher than the wealthiest. Conversely,
breast cancer screening participation varies from 85% among higher-income women to 65%
among lower-income women across OECD European countries, reflecting differential access to
preventive services.?!

Structural Racism and Ethnic Health Disparities

Racial and ethnic health disparities across Europe reflect complex interactions between migration
histories, integration policies, and discrimination patterns. Roma populations, Europe’s largest
ethnic minority, experience life expectancy gaps of 10-15 years compared to majority populations
across Central and Eastern European countries. In Slovakia, Roma life expectancy averages b5
years compared to 76 years for the general population, while Roma infant mortality rates reach 18
per 1,000 births compared to 5.8 per 1,000 nationally.*?

Immigrant populations throughout Europe face systematic health disadvantages despite often
arriving with better health status than native-born populations—a phenomenon known as the
"healthy migrant effect” that erodes over time. Turkish immigrants in Germany experience
cardiovascular disease rates 30% higher than ethnic Germans, while North African immigrants in
France show elevated diabetes prevalence despite younger age profiles. These disparities reflect



both social determinants including housing, employment discrimination, and chronic stress from
marginalization.

Healthcare system discrimination manifests through measurable differences in treatment quality
across European settings. Studies in Netherlands hospitals reveal that ethnic minority patients
receive pain medication 25% less frequently than Dutch patients with identical clinical
presentations. In the United Kingdom, Black women experience maternal mortality rates four times
higher than White women, with evidence suggesting delayed recognition of complications and
suboptimal care quality contributing to these disparities.*

Indigenous Sami populations across Nordic countries demonstrate health disparities that reflect
historical marginalization and cultural disruption. Sami populations in Norway experience suicide
rates 50% higher than the general population, while traditional reindeer herders face elevated risks
of respiratory disease and injuries. Language barriers and cultural misunderstandings in healthcare
settings contribute to delayed diagnosis and reduced treatment adherence among Sami patients.

Environmental health disparities systematically concentrate toxic exposures in communities with
limited palitical and economic power throughout Europe. Industrial pollution in Eastern European
countries disproportionately affects Roma settlements and low-income neighborhoods. In
Romania, communities near mining operations experience respiratory disease rates 40% higher
than national averages, while access to clean water remains limited in many rural Roma
settlements.3* Air pollution concentrations in low-income urban areas across European cities
average 15-25% higher than affluent neighborhoods.

Mediterranean countries face particular environmental health challenges affecting vulnerable
populations. Heat waves in Southern Europe disproportionately affect elderly populations in urban
areas with limited green space and inadequate housing insulation. During the 2003 European heat
wave, mortality increases were concentrated among socially isolated elderly individuals in poorly
ventilated housing, with France experiencing over 14,000 excess deaths primarily among
vulnerable populations.

Rural populations across Europe face distinct geographic health challenges. Emergency medical
response times in rural Scandinavia often exceed one hour compared to urban response times
under 15 minutes, contributing to higher mortality rates for acute conditions including heart
attacks and strokes. Rural areas in Eastern Europe experience physician shortages, with some
regions having fewer than 50 physicians per 100,000 residents compared to urban concentrations
exceeding 500 per 100,000.

Climate change amplifies existing environmental health disparities across European regions.
Coastal communities in Netherlands and Eastern England face flooding risks that
disproportionately affect low-income populations with limited adaptive capacity. Alpine regions
experience changing vector-borne disease patterns, with tick-borne encephalitis expanding to
higher elevations and affecting outdoor workers and rural populations. Urban heat island effects



create temperature differences of 3-7°C between low-income and affluent neighborhoods during
heat waves across major European cities.

Healthcare System Barriers and Access Inequities

Despite universal healthcare coverage aspirations across Europe, significant access barriers
persist that perpetuate health disparities. Undocumented migrants face systematic exclusion
from healthcare services in many European countries, with only emergency care guaranteed. Even
documented migrants and ethnic minorities encounter language barriers, cultural
misunderstandings, and discrimination that reduce care quality and treatment adherence.

Geographic maldistribution of healthcare resources creates access disparities affecting both
urban and rural populations across Europe. Physician density in affluent urban areas of Western
European cities can exceed 400 per 100,000 population, while rural counties in Eastern Europe
may have fewer than 100 physicians per 100,000 residents. Specialist availability shows even
greater disparities: psychiatric services remain severely limited in rural areas across most
European countries, while some urban centers have subspecialist concentrations serving entire
national populations.

Waiting times for elective procedures vary systematically by socioeconomic status across
European healthcare systems. In England, patients from the most deprived areas wait 20% longer
for routine surgeries compared to affluent patients, despite identical clinical need. Similar
patterns exist across Nordic countries, where geographic location and social position influence
access to specialized care despite universal coverage principles.

Private healthcare utilization creates two-tier systems that bypass public system constraints for
affluent populations. In countries with mixed public-private systems like Germany and France,
higher-income individuals access faster specialist care and premium hospital accommodations,
while lower-income populations rely entirely on public services with longer waiting times and more
limited options. This differential access contributes to outcome disparities even within universal
systems.
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Pathways to Global Health Equity

Universal Health Coverage as a Foundation

Universal health coverage represents the most fundamental pathway toward health equity,
requiring comprehensive reforms that extend beyond healthcare financing to address service
delivery, workforce distribution, and quality assurance. The World Health Organization's framework
emphasizes three dimensions: population coverage, service coverage, and financial protection,
with equity considerations embedded throughout each component.®*® Countries achieving
meaningful progress toward UHC demonstrate that political commitment, sustained financing, and
systematic implementation can dramatically reduce health disparities.

Rwanda exemplifies transformational health system reform following the 1994 genocide. The
country implemented community-based health insurance (Mutuelles de Santé) covering 90% of the
population by 2012, while simultaneously investing in health workforce training and rural health
infrastructure. Community health cooperatives now provide primary care services within one hour's
walk for 95% of the rural population. These reforms contributed to remarkable health
improvements: child mortality declined by 70% between 2005-2015, maternal mortality decreased
by 80%, and life expectancy increased from 48 years in 2000 to 69 years in 2020.°¢

Brazil's Unified Health System (Sistema Unico de Satide) demonstrates how constitutional
commitments to health as a human right can drive equity-oriented reforms. The system provides
free healthcare to all residents regardless of citizenship status, with explicit prioritization of
underserved populations and regions. Community health agents program deploys over 260,000
workers in low-income neighborhoods and rural areas, providing preventive care and chronic
disease management directly in communities. These interventions contributed to reducing infant
mortality by 70% and increasing life expectancy by 8 years since implementation.

Addressing Social Determinants Through Intersectoral Action

Achieving health equity requires coordinated action across sectors beyond healthcare, addressing
the root causes of health disparities through education, housing, employment, and environmental
policies. The Commission on Social Determinants of Health framework emphasizes three
principles: improve daily living conditions, tackle inequitable distribution of power and resources,
and measure progress through health equity indicators.?” Successful interventions demonstrate
that health improvements often result from non-health sector investments when designed with
equity considerations.

Finland's North Karelia Project represents a landmark example of comprehensive community
intervention addressing cardiovascular disease through multiple pathways. Beginning in 1972, the
project coordinated healthcare services, schools, workplaces, media, and food industry to reduce
population-level risk factors. Interventions included health education campaigns, smoking
cessation programs, dietary modifications in schools and workplaces, and collaboration with food
manufacturers to reduce sodium content. After 25 years, cardiovascular mortality declined by 85%



among working-age men, while national implementation reduced disparities between regions and
socioeconomic groups.

Housing-first approaches to homelessness demonstrate how addressing social determinants can
achieve both health and economic benefits. Finland's national homelessness strategy eliminated
rough sleeping through immediate housing provision coupled with wraparound support services.
The program reduced emergency department visits by 40% and psychiatric hospitalizations by
60% among participants, while generating cost savings of €15,000 per person annually through
reduced healthcare and criminal justice system utilization.*®

Community-Centered Approaches and Local Innovation

Community health worker programs represent scalable approaches to extending healthcare
access while addressing local health priorities and cultural contexts. Ethiopia's Health Extension
Program trains and deploys women from each kebele (village) to provide preventive and basic
curative services directly in communities. Over 40,000 health extension workers now serve rural
populations, contributing to dramatic reductions in child mortality and improved maternal health
outcomes. The program's success stems from community ownership, cultural appropriateness,
and integration with formal healthcare systems.

Participatory budgeting initiatives enable communities to directly influence health-relevant
investments in their neighborhoods. Porto Alegre, Brazil pioneered this approach, allowing
residents to propose and vote on municipal budget priorities including healthcare facilities,
sanitation infrastructure, and social programs. Communities consistently prioritize health-
promoting investments, leading to improved health outcomes and reduced disparities between
neighborhoods. This model has spread to over 3,000 cities worldwide, demonstrating scalability
across different political and economic contexts.

This situation report was developed by the European Saciety of Medicine through a comprehensive
review of scientific evidence and consultation with health equity experts across Europe. The
Society acknowledges the contributions of healthcare professionals, researchers, and advocates
who are working to address health equity as a health issue.

Contact Information:
European Society of Medicine
Email: office@esmed.org
Website: https://esmed.org/



mailto:office@esmed.org
https://esmed.org/

References

10.
11.
12.

13.

14.

15.

16.

17.
18.

19.
20.

21.

22.

23.

World Health Organization. World Health Statistics 2024. Geneva: WHO Press; 2024.
Eurostat. Life expectancy at birth by sex. Luxembourg: Publications Office of the European
Union; 2024.

Office for National Statistics. Health state life expectancies by national deprivation
deciles, England: 2018 to 2020. Newport: ONS; 2022.

World Health Organization. Trends in maternal mortality 2000 to 2020. Geneva: WHO
Press; 2023.

European Public Health Alliance. Closing The Life Expectancy Gap Of Roma In Europe. EPHA,
2018.

World Health Organization. Universal health coverage fact sheet. Geneva: WHO Press;
2023.

World Health Organization. Global Health Workforce Statistics. Geneva: WHO Press; 2024.

. World Health Organization. Mental Health Atlas 2021. Geneva: WHO Press; 2021.

Access to Medicine Foundation. Access to Medicine Index 2022. Amsterdam: AMF; 2022.
World Health Organization. Global tuberculosis report 2023. Geneva: WHO Press; 2023.
UNAIDS. Global AIDS Update 2023. Geneva: UNAIDS; 2023.

European Union Agency for Drugs and Addiction. Synthetic stimulants — the current
situation in Europe (European Drug Report 2024). Luxembourg: Publications Office of the
European Union; 2024.

Wurie HR, Cappuccio FP. Cardiovascular disease in low- and middle-income countries: an
urgent priority. Ethn Health. 2012;17(6):543-550. doi:10.1080/13557858.2012.778642
International Diabetes Federation. IDF Diabetes Atlas, 10th edn. Brussels: IDF; 2021.
European Cancer Information System. Cancer burden statistics and trends across Europe.
Brussels: European Commission; 2024.

Lenzen M, Malik A, Li M, et al. The environmental footprint of health care: a global
assessment. Lancet Planet Health. 2020;4(7):e271-e279.

Stewart S, Keates AK, Redfern A, McMurray JJV. Seasonal variations in cardiovascular
disease. Nat Rev Cardiol. 2017;14(11):654-664.

UNAIDS. Global AIDS Update 2023. Geneva: UNAIDS; 2023.

World Health Organization. World Health Statistics 2024: Monitoring Health for the SDGs.
Geneva: WHO Press; 2024.

World Health Organization. Global tuberculosis report 2023. Geneva: WHO Press; 2023.
World Health Organization, UNICEF, UNFPA, World Bank Group, United Nations Population
Division. Trends in maternal mortality 2000 to 2020. Geneva: WHO Press; 2023.

Pan American Health Organization. Health of Indigenous Peoples in the Americas.
Washington, DC: PAHO; 2022.

Hartley D. Rural health disparities, population health, and rural culture. Am J Public Health.
2004;94(10):1675-1678.

MacDowell M, Glasser M, Fitts M, Nielsen K, Hunsaker M. A national view of rural health
workforce issues in the USA. Rural Remote Health. 2010;10(3):1531.



24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

International Telecommunication Union. Measuring digital development: Facts and figures
2023. Geneva: ITU; 2023.

Marmot M, Friel S, Bell R, Houweling TA, Taylor S. Closing the gap in a generation: health
equity through action on the social determinants of health. Lancet.
2008;372(9650):1661-1669.

Lénnroth K, Jaramillo E, Williams BG, Dye C, Raviglione M. Drivers of tuberculosis
epidemics: the role of risk factors and social determinants. Soc Sci Med.
2009;68(12):2240-2248.

International Labour Organization. World Employment and Social Outlook 2023: The value
of essential work. Geneva: ILO; 2023.

Mackenbach JP, Stirbu |, Roskam AJ, et al. Socioeconomic inequalities in health in 22
European countries. N Engl J Med. 2008;358(23):2468-2481.

Marmot MG, Rose G, Shipley M, Hamilton PJ. Employment grade and coronary heart disease
in British civil servants. J Epidemiol Community Health. 1978;32(4):244-249.
Organisation for Economic Co-operation and Development. Health at a Glance 2023: OECD
Indicators. Paris: OECD Publishing; 2023.

European Union Agency for Fundamental Rights. Roma and Travellers in six countries.
Luxembourg: Publications Office of the European Union; 2020.

Knight M, Bunch K, Tuffnell D, et al. Saving Lives, Improving Mothers' Care - Lessons
learned to inform maternity care from the UK and Ireland Confidential Enquiries into
Maternal Deaths and Morbidity 2017-19. Oxford: National Perinatal Epidemiology Unit;
2021.

Lister RL, Drake W, Scott BH, Graves C. Black Maternal Mortality-The Elephant in the
Room. World J Gynecol Womens Health. 2019;3(1):10.33552/wjgwh.2019.03.000555.
doi:10.33552/wjgwh.2019.03.000555 World Health Organization. Universal health
coverage (UHC). Geneva: WHO Press; 2023.

Binagwaho A, Farmer PE, Nsanzimana S, et al. Rwanda 20 years on: investing in life.
Lancet. 2014;384(9940):371-375.

Commission on Social Determinants of Health. Closing the gap in a generation: health
equity through action on the social determinants of health. Geneva: World Health
Organization; 2008.

Pleace N. Housing First Guide Europe. Brussels: FEANTSA; 2018.



Contact Information:
European Society of Medicine
Email: office@esmed.org
Website: https://esmed.org/

European
Society of

Medicine



