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ECONOMIC PROSPERITY

average income per inhabitant, 2002
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LIFE EXPECTANCY
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GDP AND LIFE EXPECTANCY

rich countries only

Life ex pectancy at age 50 (years)
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HEALTH EXPECTANCY

Inequalities by level of education, Netherlands,
1999
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HEALTH INEQUALITIES IN EUROPE

by level of education or income, ca. 2000
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The paradox of public
health:

despite prosperity,
more equal income
distribution, welfare
state, equal access to
health care, ...

persisting, even
widening health
Inequalities




TWO RESEARCH STRATEGIES

e Zooming In: Individuals, and how they
differ in socioeconomic position, specific
risk factors, and health outcomes

e ZOOMming out: societies, and how they
differ in social structure, risk factor
distribution, and health inequalities




OUTLINE

e Cross-country comparisons of health
Inequalities within Europe (and with the US)

 The welfare state and health inequalities:
explanations of a paradox

« National policies to tackle health inequalities
In Europe




EUROTHINE

“TACKLING HEALTH QUALITIES IN PE”
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Data on
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RELATIVE INEQUALITIES BY EDUCATION
TOTAL MORTALITY, 1990s, MEN

Relative inequalities in total mortality by level of education among men in 18 populations
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ABSOLUTE INEQUALITIES BY EDUCATION
TOTAL AND CVD MORTALITY, 1990s, MEN

clelele,

2500

pdelele,

1500

T

M Total
B CVD

Q/cjvlackenbach et al

2008




ABSOLUTE INEQUALITIES BY EDUCATION

TOTAL AND CVD MORTALITY, 1990s, WOMEN
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ABSOLUTE INEQUALITIES BY EDUCATION
TOTAL AND INJURY MORTALITY, 1990s, MEN
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(b Ihequalities in current dally smoking by level of education in 11 European countries, 1998,
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RELATIVE INEQUALITIES BY EDUCATION
SMOKING-RELATED MORTALITY, 1990s

Relative inequialities in smoking related causes of Ceath




RELATIVE INEQUALITIES BY EDUCATION
ALCOHOL-RELATED MORTALITY, 1990s
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RELATIVE INEQUALITIES BY EDUCATION
OBESITY (BMI >30)

INEQUALITIES IN OBESITY

O Men
B Women
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CORRELATION BETWEEN INEQUALITIES
IN OBESITY AND IN DIABETES

The relationship between educational inequalities in diabetes
(y-axis) and obesity (x-axis) across Europe for women
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RELATIVE INEQUALITIES BY EDUCATION
MORTALITY AMENABLE TO MEDICAL CARE, 1990s

Relative inequalities in amenable mortality
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INEQUALITIES IN MORTALITY
by education (US vs. Europe)
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INEQUALITIES IN MORTALITY
by education (US vs. Europe)

United States
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CONCLUSIONS (1)

« Health inequalities are omnipresent throughout
Europe, but magnitude varies substantially, which
suggests great potential for reduction

Smaller health inequalities in Southern Europe
are probably partly mediated by smaller
Inequalities In smoking

Larger health inequalities is Eastern Europe are
probably partly mediated by larger inequalities In
smoking, alcohol, and health care deficiencies




WHY HEALTH INEQUALITIES
PERSIST DESPITE THE WELFARE
STATE: HYPOTHESES

e \Welfare state has not eliminated social
iInequality (material, immaterial)

 \Welfare state has increased social
mobility, and health-related selection

» \Welfare state does not protect against
prosperity-related diseases




ADULT MORTALITY

men by occupational class, England
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REND IN MORTALITY BY
OCCUPATIONAL CLASS

MEN 30-59 YEARS

Mackenbach et al
2003




CONTRIBUTION OF CVD TO
WIDENING INEQUALITIES IN
MORTALITY
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ISCHEMIC HEART DISEASE

mortality by occupational class, England
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OBESITY

by level of education, women 1992-2002
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Social inequality
persists despite the
welfare state

Material factors now
replaced by lifestyle
and psychosocial
factors

Does this make health
Inequalities less
unfair?

JUNE 16TH-22ND 2001

The new rich
A SURVEY, AFTER PAGE 60

Bush, Europe and global warming
PAGES 12, 49 AND 87

The European Union, after Ireland's vote

PAGES 15 AND 33

The music industry fights back

PAGE 67
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CONCLUSIONS (2)

 Generous and universal welfare policies may be
necessary for eliminating health inequalities, but
they are not sufficient

To (further) reduce health inequalities, welfare
policies should be redirected to achieve larger
health gains in lower socioeconomic groups

Specific interventions should focus on changing
health-related behaviour in lower socioeconomic
groups




NATIONAL POLICY
DEVELOPMENTS IN EUROPE

Four common milestones in policy
development:

High-profile independent reports

National research programs

Government advisory committees

Coordinated government action

Mackenbach & Bakker 2003




INNOVATIVE APPROACHES

Policy steering mechanisms (e.g. target
setting)

Labour market and working conditions
(e.q. restructure demanding jobs)

Consumption and health-related
behaviour (e.g. tailored stop-smoking)

Health care (e.g. strengthening primary
care in disadvantaged settings)

Territorial approaches (comprehensive
packages for deprived neighbourhoods)

Mackenbach & Bakker 2003




COMPREHENSIVE
STRATEGIES

Britain: Independent Inquiry (1998)
Netherlands: Albeda committee (2001)

Sweden: National Public Health
Commission (2002)

Norway: National strategy (2006)




{STRATEGY RECOMMENDED
3" ALBEDA-COMMITTEE
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=XANPLES O POLICY
b RECOMMENDATIONS

Poverty reduction

School health programs
Physical work load

Primary care



CURRENTRITUATIOINGEHE
I NETHERLANDS

2001 -- Government adopts Albeda report
4 2002 — New elections, new government
~=.2004 -- Monitoring scheme, White paper

L= : L
;ﬁm — New elections, new priorities?




MNederland raaky steeds
ver .Iu'.n_':|rr-u' met zijn
Btzondheid. Een echie .
minister zou dan i ic
Komen, betoogt

Joham Macke nbach.

Lig

T Wl eond een tijd dar Ne
Tl |

zondheid. Rond het
)

WINHESC ceuw wis

srgde woor een

ensieriie, Het

van de wijkverplecg

ater, dise op de fiets bij de gezinnen

preed, en 2o moderns opvar-

wWer T ulgelimpenzorg by de
wisen thuisbrache

ot

i &n A ndere mskans

enzijn infectiezickicn

rk verrangen doar
hari- &n vaarziekoben, kanker ¢ an
dere chronsche aandocningmn.
Tegeliik met de verandering 1A g2
zondherdsregiem 18 Mederlamd
roemiloos algezakt op de internatlk
onaale rang
SLAan ¢ met onk

hidsnorg
an de pitgaven: s genond

De gazondheidswinst
ligt voor het grij pen,
maar die veraist inzet

nbet op didt van &g leveasvar
Vrijwel alle aandacht

levensverwachting,

IHustratic Siegfried Woldhok

naar de dertigste plaats



&
NORWEGLAN Mr‘(’] STRY
OF HEALTH AND CARE SERVICES
I

Report No. 20 (2006-2007) to the Storting

National strategy to reduce social
inequalities in health










PRIORITY AREAS IN
NORWEGIAN STRATEGY (1)

 Reduce social inequalities:
-- Income Iinequalities, (pre)schooling,
labour conditions

Reduce social inequalities in health
behaviour:

-- diet, physical activity, smoking, cost-
sharing in health care

Norwegian Ministry Health & Care, 2006




PRIORITY AREAS IN
NORWEGIAN STRATEGY (2)

 Promote social inclusion
-- education, employment, homelessness,
geographical areas

Develop knowledge and cross-sectoral

tools
-- policy reviews, health inequalities
Impact assessment, monitoring, research

Norwegian Ministry Health & Care, 2006




CONCLUSIONS (3)

e Health inequalities field in Europe has moved
from description, to explanation, to
Intervention development

e Some countries in Europe have started
systematic policy implementation — will these
policies work?

e Look at historical successes: we can reduce
health inequalities if we really want




HISTORICAL SUCCESSES

reduction of inequalities in tuberculosis mortalit

O Low men
B High men
B Low women
O High women
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