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ABSTRACT: Equality in health does not require the elimination of all differences, but rather 

the reduction of unfair and preventable inequalities that arise from socio-determined 

conditions. Social determinants of health play a central role in understanding health equity as 

factors that contribute positively or negatively to health, as well as in the social processes that 

shape inequalities in the distribution of resources among groups with different levels of power 

and social influence. The investigation of health inequalities resulted in the development of 

specific theories. The relevant literature was searched in the PubMed, Scopus, and Google 

Scholar databases using search terms such as: ‘health inequalities’, ‘health disparities’, ‘health 

equity’, ‘social determinants of health’, ‘socioeconomic gradient in health’, and ‘access to 

healthcare services’. The literature search was conducted in English for the period 2015 to 

2025. The issue of inequality is linked to complex social and economic processes, which means 

we need to adopt targeted policies to promote social justice and universal health coverage.  
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INTRODUCTION 

The issues of equality and inequality in health are pressing challenges in modern public health and healthcare delivery. The field 

has now evolved from early epidemiological studies that merely documented health level differentiations among population groups 

to a more sophisticated interdisciplinary area that examines the interconnection of factors contributing to injustice and avoidable 

health disparities. Research in this area has expanded rapidly since the 1980s, (McKinlay, 1975; McKeown, 1979; Rose, 1985) 

driven by growing evidence that health outcomes show dramatic differentiation between different social groups, even in countries 

with advanced health systems. 

The international literature comprises surveys from the fields of public health, medicine, sociology, economics, political science, 

and psychology, thus reflecting the multidimensional nature of health inequalities. Initially, research focused mainly on documenting 

inequalities, but interest is now focusing on understanding the causes and developing interventions that address the determinants of 

health (Krishnamoorthy, 2024). This development is related to the growing recognition that achieving health equity requires 

interventions not only to improve access to healthcare but, above all, to address the fundamental social, economic, and environmental 

conditions that shape health outcomes throughout the human life course. 

The present narrative review was conducted with the purpose of synthesizing theoretical and related findings on health equity and 

inequality. The narrative review allows for interpretative flexibility and the integration of diverse sources, which is necessary for 

understanding the multidimensional factors that produce health inequalities. Focused research was done in PubMed, Scopus, and 

Google Scholar, using search terms like "health inequalities," "health disparities," "health equity," "social determinants of health," 

"socioeconomic gradient in health," and "access to healthcare services." The literature search was conducted in English for the 

period 2015 to 2025. In addition, repositories of international organizations (WHO, OECD, EU, ECDC) were used, and 

backward/forward snowballing was applied to complete the literature. 

Equality in health: conceptual approach 

The preamble to the WHO Constitution (WHO, 1946, p.1) states that “The enjoyment of the highest attainable standard of health is 

one of the fundamental rights of every human being without distinction of race, religion, political belief, economic or social 

condition… Unequal development in different countries in the promotion of health and control of disease, especially communicable 

https://doi.org/10.55677/ijhrsss/06-2025-Vol02I12


 Available on: https://ijhrsss.com/ 

Page 1011 of 1018 

 

 

disease, is a common danger”. 

The concept of health equity refers to the absence of unfair and avoidable differences in health status, given the large scale of health 

inequalities between different social groups (Scholz, 2020). This concept embodies social justice and serves as a moral principle 

that is closely linked to human rights standards, focusing on the distribution of resources and other processes that may lead to 

inequalities (WHO, 2013b). 

Health equity is achieved when everyone can fully realize their potential for health and well-being, and when no one is disadvantaged 

in achieving this goal because of their social position or other socially determined circumstances (WHO, 2021). With this definition, 

the goal of health equity is not to eliminate all differences in health among individuals but to eliminate those factors that lead to 

inequalities and that can be avoided.  

From this perspective, health equity means (Manti & Tselepi, 2000): 

• equal access to care for the same need 

• equal utilization for the same need 

• equal quality of care for all 

A key objective of ensuring equity in many governments' health care policies is to provide equitable access (or use) (Mostafavi et 

al., 2020), so that all individuals have equal access to essential healthcare services based solely on their health needs (Dei & 

Sebastian, 2018). In order to evaluate the extent of equity, it is customary to consider indicators of need when utilizing health care 

services (Joe et al., 2015). Outka (1975) asserts that needs should be the foundation for allocating healthcare resources. This idea 

suggests a clear separation between basic needs and desires, which can include personal preferences unrelated to survival or 

livelihood concerns and occasionally influenced by circumstances of growing prosperity. 

Progress towards equality in healthcare services is a challenge facing policymakers, as it requires minimizing avoidable health 

inequalities among social groups with different levels of privilege and wealth. The shift to Universal Health Coverage (UHC)(WHO, 

2013a) entails several intricate issues, highlighting the allocation of health benefits and the responsibility for financing these 

benefits, with particular attention to the 'extent,' 'depth,' and 'height' of financial coverage. In other words, ‘Who will be covered?’, 

‘What services will be provided?’, and ‘How much of the cost is covered?’  

Concepts such as ‘horizontal’ and ‘vertical’ equity are used to better understand how healthcare is used (Sutton, 2002). In a fair 

system, those with equal needs will have equal rates of use (horizontal equity), and those with fewer needs will have lower rates of 

use (vertical equity) (Aday, 1993). 

The definition of horizontal equity relates to the equal use and utilization of health resources for equal health needs, under conditions 

of equal access and opportunity. Horizontal equity requires that the same set of health services, of comparable quality, should be 

available to all individuals with similar health needs, regardless of socio-economic status, ability to pay, or social or personal 

background (Joe et al., 2015). According to the complementary definition of vertical equality, the unequal must be treated 

appropriately and specifically (O’Donnell et al., 2008). In other words, it is linked to the fair treatment of differences that arise in 

health (Mooney, 2000). It is related to ‘positive’ discrimination, as the availability and quality of health services are contingent upon 

the health status of each individual. In other words, a distinct approach to the treatment of common conditions in comparison to 

critical and rare ones. At this point, Aristotle's approach to equality could be cited: “Justice is understood to be equality, and indeed 

it is, but not among all, but among equals; and inequality is understood to be justice, and indeed it is, but not among all, but among 

unequals” (Lypourlis, 2007, p.133). 

The definition of equity recognizes the influence of factors affected by preferences, perceptions, and biases of both the patient and 

the healthcare provider and takes into account health inequalities resulting from the level of available resources, housing conditions, 

exposure to environmental risks, behaviors, and different lifestyles (Mackenbach, et al., 2011). It is primarily an ideal rather than a 

functional term, as both avoidable and unavoidable factors affect our health (McCartney, 2019). 

‘Health inequality’ is a descriptive term that has no moral connotations (Kawachi et al., 2002), and is used to identify variations and 

differences in the health status of individuals and groups. These are deviations and variations that can be measured by standard 

health statistics (Arcaya et al., 2015). 

Genetic and chromosomal variations, immune function, and hormonal factors result in differences in individuals' health levels, as 

is the case with any other physical characteristic (Crimmins et al., 2010). Age-related changes in health are seen at the population 

level. The natural process of aging causes older people to have higher rates of morbidity and mortality than younger people. Men 

also have higher morbidity and mortality rates at all points in history and in all countries (Austad & Fischer, 2016; Crimmins et al., 

2019). Furthermore, luck is a factor in the lives of all individuals, as it can occasionally determine which individuals will avoid a 

specific infectious disease and which will contract it. At the same time, differences in the health profiles of different nations and 

different groups within the same country have also been highlighted (Keenan et al., 2022; Singata et al., 2014; United Nations, 

2019).  

For a majority of scholars, the issue of health inequalities is an important issue in the sociology of health and public health more 

broadly. Social scientists study inequalities in the context of social structure and cultural framework (Clarke et al., 2019), 
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epidemiologists are interested in the determinants of the occurrence and prevalence of disease in a given population, in a specific 

place and time (Brachman, 1996), while the prioritization of the distribution of health resources is the subject of health economics.  

The study of health inequalities has instigated a variety of questions and debates, alongside analytical strategies, interpretations of 

outcomes, and explanatory models, (Lago et al., 2018; Marmot et al., 2010; Marmot et al., 2020; Oliver & Cookson, 2000;  Stringhini 

et al., 2017; Whitehead, 1992),  all aimed at gaining insight into the intricate and interdependent processes that give rise to such 

disparities between social groups.  

Occasionally, the term ‘inequality’ is used to indicate systematic, avoidable, and significant disparities (Marmot et al., 2020), as 

health inequality is not always inevitable and can be considered as an injustice (Berwick, 2020). However, there is some ambiguity 

surrounding the term, as it is sometimes used to mean injustice or inequity, while others use it as a purely mathematical term 

(Kawachi et al., 2002). Additionally, it is important to consider that certain languages may encounter translation challenges, as they 

provide only a single word to represent both ‘inequality’ and ‘inequity.’ (Whitehead, 1992).  

The main issue in distinguishing between inequality and inequity is that identifying inequalities in health involves normative 

judgment (Sturgeon, 2007) based on an individual's theories of justice and reasoning related to the creation of health inequalities. 

Braveman and Krieger (2000) assert that for a researcher focused on equity, it is essential to examine inequalities derived from 

normative judgments, given that individuals exist and operate within distinct social environments, fostering particular social 

relationships. 

According to the WHO (WHO, 2007), health inequalities refer to those systematic differences in health status among different 

socioeconomic groups that are not attributable to biological factors or behaviors that may affect health at the individual level. The 

term inequality has a moral and ethical dimension. The integration of three unique attributes results in the transformation of simple 

health variations or differences into social inequality and inequity. They are systematic, socially produced (and therefore avoidable), 

and unfair (Arcaya et al., 2015).  

Of course, not all inequalities are unfair. However, all inequalities are the product of unfair inequalities (Hasty et al., 2022). Based 

on the systematic pattern of health disparities, these disparities are not randomly distributed but follow a consistent pattern across 

the entire population, worldwide. One of the most striking examples is the systematic health disparities among different 

socioeconomic groups. Disparities linked to variables that are indicators of social conditions affect and influence people's social 

status (Islam, 2019). This social pattern of disease is universally present, although its magnitude and extent vary both among and 

within different countries (Ruger, 2004). 

Social processes produce health inequalities, although these are not biologically determined (Keenan et al., 2022). Theoretically, 

therefore, if social processes are identified as the principal source of these differences in a country, it should be possible to reduce 

or eliminate them through coordinated efforts and specific policies. 

The third characteristic is that health inequalities are differences that are widely considered unfair because they are created and 

maintained by what Evans and  Peters (2001) have called ‘unjust social arrangements’ that are contrary to common notions of 

justice. According to Plato, ‘justice’ refers to the benefit provided in a proper manner, based on specific knowledge  (Jeanniere, 

2008). By extension, we can understand that injustice is the product of conscious choices and the implementation of specific policies.  

Undoubtedly, while the understanding of injustice is often shaped by diverse evaluative criteria, there are several commonly 

accepted assumptions that prevail. For example, most, if not all, people in the West share the view that all children, regardless of 

social group, should have the same opportunities for survival (WHO, 2007). On the other hand, some extreme views would deny 

any role of social injustice in contributing to health inequalities. This debate predominantly focuses on the issues of free will and 

the responsibility of individuals for their self-care practices  (Kawachi et al., 2002). 

Theoretical approaches to health inequalities 

Theories related to health disparities are of significant importance, as accurately identifying the underlying causes of any issue is 

essential for developing effective strategies to tackle that issue. The ‘Black Report’ (Black et al., 1988) attempted a thorough 

investigation of the issue of health inequalities by focusing on the definition of the concepts of health and inequality, researching 

data on health inequalities, and policies for reducing inequalities, concluding that the main cause of these inequalities was economic 

inequality (Brocklehurst & Costello, 2003).  

At the same time, this Report attempts a theoretical, interpretative approach to the issue of the interconnection between socio-

economic conditions and health inequalities, with an emphasis on social class, classifying these interpretations into four basic 

theoretical approaches (McCartney et al., 2013): the artefact theory, structural theory, selection theory (natural and social selection) 

and cultural - behavioral theory. 

Although these theories have been refined and perfected, the core conclusion - that health inequalities are caused by underlying 

structural inequalities in societies - remains intact (CSDH, 2008; Navarro et al., 2006).  

Artefact theory  

According to this approach, to analyze the relationship between health and social class, emphasis is placed on the ‘artificial’ 

character of the correlated variables (McCartney et al., 2013). It is argued that both health and social class are artifacts of the 

measurement process, and it is implied that their observed relationship itself may be an artifact of minor, incidental significance.  
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The variations presented are due to measurement problems of these phenomena due to the absence of valid and reliable research 

tools (Jatta et al., 2022). It is challenging to study and monitor the correlation between morbidity and socio-professional status 

because both the nature and types of occupations, as well as the procedures for diagnosing and certifying diseases, change and vary 

over time. 

Structural theory  

The relationship between economic status and various causes of diseases and death is now well established (Wang & Geng, 2019). 

This theoretical framework underscores the importance of economic and related socio-structural factors in determining health and 

well-being. The basic idea is that different social hierarchical positions in socio-economic stratification are associated with different 

exposure to the material world, which can be either health-promoting or health-damaging (e.g., noise, pollution, working 

conditions)(Sundmacher et al., 2011). 

Selection theory  

This approach focuses on social mobility, indicating that health determines socioeconomic status, so that healthier individuals will 

be able to move to better socioeconomic positions than less healthy individuals (Jayasinghe, 2015).  

The correlation between health and social class is strictly reflective. Low health status implies social disadvantage and remaining in 

or falling into a lower socio-professional class (Bartley, 2016). Health is a distinctive factor, just like intelligence and cleverness. In 

this framework, social class becomes a dependent variable, as physical weakness or poor health results in low social value and low 

economic reward. 

Cultural and behavioral theory 

In contrast to the selection theory, the cultural approach maintains that culture shapes patterns of behavior, which tend to become 

intergenerational and are unlikely to be modified or changed, thereby catalyzing differences in health levels between social groups 

(Bibi et al., 2023).  

With reference to the ‘culture of poverty’ (Lewis, 1966) or Murray's theory (Buckingham, 1999) culture is identified as a factor that 

shapes a framework of behaviors and choices. Less privileged social classes adopt higher-risk lifestyles, which may include drinking, 

smoking, or unhealthy eating, and express low expectations for high levels of health. In contrast, the more advantaged social classes, 

having a broader concept of health, adopt attitudes and behaviors aimed at preventing disease and promoting their health (Bibi et 

al., 2023). 

Cultural and behavioral characteristics are often interrelated and, frequently, implicitly incited by ‘habitus’ according to Bourdieu 

(2018). Habitus refers to the deeply rooted habits and predispositions that people acquire according to their social position. Habitus 

is created through a social, rather than an individual, process, leading to patterns that endure over time and shape decisions. These 

decisions are reflected in everyday lifestyles, biases, and even consumption patterns. Consequently, a thoroughly documented 

correlation is emerging between elevated socio-educational levels and behaviors conducive to health promotion (Hoeeg, et al., 2020; 

Oncini, 2020).  

Social determinants of health 

Social determinants of health is a vaguely defined concept mainly focusing on those social factors that have a positive or negative 

impact on people's health (Krishnamoorthy, 2024). These social influences were considered to affect both individuals and the 

population as a whole. As Evans states (1974), they have a catalytic effect on how healthy we are as individuals and societies, 

explaining both the health of populations and why some people are healthy while others are not. It is notable that in these early 

critiques, the argument that medical care is not the main determinant of people's health is integral. The reference to the concept of 

social determinants of health is directed more at those factors that help people to be healthy than at the health services sector 

(Krishnamoorthy, 2024). 

Conceptual framework 

In recent decades, social determinants of health have received considerable attention as a fundamental concern in population health 

and public health (Islam, 2019), recognizing the primary importance of social forces in determining population health (Idler et al., 

2017).  

It is no coincidence that the United Nations’ 2030 Agenda for Sustainable Development (United Nations, 2015), all of the 17 

Sustainable Development Goals (SDGs), focuses on addressing the determinants of health and health inequalities through targeted 

actions on poverty, hunger, inequality, climate change, environmental degradation, peace, and justice. Specifically, SDG3- ‘Good 

Health and Well-being’, focuses directly on health, recognizing that ensuring healthy lives and promoting well-being at all ages is 

essential for sustainable development. 

Graham (2004) argues that the social determinants of health have acquired a dual meaning, referring both to the social factors that 

promote or undermine the health of individuals and populations and to the social processes that favor the unequal distribution of 

resources among groups of different social classes.  Thus, the key concept of social determinants of health refers simultaneously 

both to the determinants of health and to the determinants of health inequalities (Graham, 2004). Consequently, the term ‘social 

determinants of health’ can potentially cause confusion, implying that everything has to do with determinants, supporting the 

assumption that health inequalities can be reduced by policies that focus only on social determinants of health (Frohlich & Potvin, 
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2008; Solar & Irwin, 2010).   

There is a wide range of evidence, spanning across time (centuries, not just decades) and space, which has demonstrated a clear 

correlation among income, poverty, socioeconomic status (along with other factors including educational attainment), and a 

similarly broad range of different health outcomes and determinants (Augustin et al., 2023). 

The list of social determinants of health is long and growing (Islam, 2019). Among the most significant factors mentioned in the 

literature represent education  (Bowen, 2023), housing and/or living environment (Rolfe et al., 2020), income and its distribution 

(Schenkman & Bousquat, 2021), early life  (Shi & Wu, 2020), social exclusion and marginalization (Van Bergen et al., 2019), 

employment or unemployment (Siegrist, 2020), social support (Popay et al., 2021), substance abuse and addiction (Nielsen & 

Lubman, 2022), food (WHO, 2003) and transportation (Reid, 2019). Moreover, the list includes the respective healthcare system 

(Ford et al., 2021), gender (Matthews, 2015), sexual orientation (Booker et al., 2017), the social safety net (WHO, 2016), the cultural 

context and social norms (Thomson et al., 2021), social stigma and discrimination (Van Le et al., 2019), social capital (Fiorillo & 

Sabatini, 2015), migration (Malmusi, 2015), family (Blume et al., 2021) and religion (Idler et al., 2017).  

WHO (2003) identifies the social determinants of health as the circumstances or conditions in which people are born, grow up, live, 

work, and age, so that illness and health are not only understood as biological phenomena (Scholz, 2020), but also as manifestations 

of social inequalities and the policies designed and implemented to prevent disease and promote health. Such disparities are manifest 

in all aspects of social life, spanning primitive, agricultural, and industrial societies. They should be regarded as social phenomena, 

as they do not originate from inadequate abilities, skills, qualifications, or talents, but instead arise from the uneven distribution of 

opportunities available to individuals for the development of their existing skills (McCartney, 2019). As a result, aside from 

particular primary health services, the vast majority of health services are primarily concerned with addressing diseases and restoring 

health, significantly influenced by the social determinants of health, since there is a clear consensus that factors beyond the 

healthcare system predominantly affect health positively or negatively (Berwick, 2020). 

The WHO Commission on Social Determinants of Health, established in 2005, identified achieving health equity as the primary 

goal in the health sector to address the social determinants associated with poor health and health inequalities.  

The Commission drew the attention of governments and society to social determinants and the improvement of social conditions 

for health, particularly among the most vulnerable populations.  

The final report, ‘Closing the Gap in a Generation’ (CSDH, 2008) outlined three key recommendations: a) improving everyday 

living conditions, with a marked emphasis on early childhood development and education for girls and boys, improving living and 

working conditions, and creating a framework for political and social protection of life; b) addressing the inequitable distribution of 

power, money, and resources, both through a strong, capable, and adequately funded public sector and through the contribution of 

strengthened governance; and c) measuring and acknowledging the problem and evaluating the impact of action, investing in the 

education of policymakers and health professionals, and in citizens' understanding of the social determinants of health.  

In May 2009, the 62nd World Health Assembly (WHO, 2009) endorsed the CSDH report and requested the WHO to convene a 

global event to consider renewed projects to address the worrying trends in health inequalities by addressing the social determinants 

of health. As a result, the Rio Global Conference was convened in October 2011 and endorsed the Rio Political Declaration on 

Social Determinants of Health (WHO, 2011). The declaration reflected political support for priority actions addressing the social 

determinants of health, affirming people's right to the enjoyment of the most elevated achievable level of health and emphasizing 

the importance of cross-sectoral mechanisms such as the Health in All Policies (HiAP) approach (Rudolph, et al., 2013). An 

approach to public policies in all sectors that systematically takes into account the health impact of decisions, seeks synergies, and 

prevents harmful effects on health in order to improve population health and health equity (WHO, 2014). 

 

CONCLUSIONS  

Based on the aforementioned, it can be concluded that the correlation between socioeconomic conditions and health is not a simple 

phenomenon that can be interpreted in a one-dimensional manner. Given that the social determinants of health relate, on the one 

hand, to the broader range of forces and systems that shape the circumstances of daily life and influence individuals' health status 

and, on the other hand, to the social processes that govern access to health care, it is considered useful to investigate the correlation 

between specific social factors and the level of access to health services. 

First of all, it would be useful to investigate individuals’ behavior in terms of seeking health services, taking into account specific 

factors such as the responsiveness of the health system and attitudes and behaviors towards health, illness, and health services, 

combining geographic, social, and health data. Understanding behavior in seeking and using health care would provide information 

relevant to the design and implementation of improvements in healthcare services delivery.  

Some policy recommendations could concern a) increasing funding for public health services so that they can provide quality care 

to all and improving infrastructure by upgrading health facilities in accordance with emerging needs; b) implementing community 

transport programs by providing subsidized or community-supported transportation systems for non-emergency medical visits; and 

c) supporting disadvantaged population groups and developing and strengthening prevention, promotion, and health education 

programs in collaboration with local communities to address their specific needs; d) community involvement with the participation 
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of local populations in decision-making to ensure that policies are aligned with their needs; e) operation of mobile units providing 

primary health care and primary and secondary disease prevention; f) promoting the use of telemedicine and other digital solutions 

to improve access to health care. 

Alongside this, with regard to the location of health facilities, practices are suggested that are considered beneficial and relate to a) 

studying and evaluating transport networks, location regulations, and ensuring compliance with local land use policies; b) focusing 

on vulnerable populations by ensuring equitable distribution of services among all socioeconomic groups; c) forecasting demand by 

studying population growth trends using demographic data; d) analyzing disease patterns prevalent in the region and adapting 

services accordingly; and e) ensuring access to public transport services. 
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