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Desigualdades em saúde

Desigualdades em saúde: o paradoxo

üBlack report (1980)

üWhitehead report (1987)

üAcheson report (1998)

üThe Marmot Review (2010)



Classe social e saúde

Marmot Review, 2010



Educação e saúde
Esperança de vida aos 25 anos (Meara et al., Health Affairs 2008)



Educação e saúde

Mackenbach et al, Soc 
Sci and Med, 2014



Emprego e saúde

Marmot Review, 2010



Rendimento e saúde

Marmot Review, 2010
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Desafio da equidade

üJustiça social: igualdade de oportunidades

üDireitos humanos: saúde direito fundamental

üDesenvolvimento sustentável e coesão social

üInjusto, desnecessário e evitável
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issues including food and nutrition, rural factors, violence and 
crime, and climate change did not have a dedicated Knowledge 
Network but are recognized as important factors for health 
equity. The Commission deals with these in subsequent 
chapters, providing some general recommendations but 
without outlining the more specific steps of exactly how action 
could happen.

JUDGING THE EVIDENCE
Formulating the Commission’s recommendations about what 
should be done in order to improve global health equity has 
involved balancing the use of different types of evidence, 
considering the scope and completeness of the evidence, 
and assessing the degree to which action in these social 
determinants of health has been shown to be possible and 
effective. The recommendations made by the Commission 
are: a) underpinned by an aetiological conceptual framework, 
b) supported by a vast global evidence base that demonstrates 
an impact of action on these social determinants of health 
and health inequities (effectiveness), c) supported by evidence 
on feasibility of implementation in different scenarios, and d) 
supported by evidence showing consistency of effects of action 
in different population groups and countries with different 
levels of national economic development.

THE COMMISSION’S KEY AREAS FOR 
ACTION AND RECOMMENDATIONS
Globally it is now understood better than at any moment 
in history how social factors affect health and health equity. 
While information is always partial and the need for better 
evidence remains, we have the knowledge to guide effective 
action. By linking our understanding of poverty and the social 
gradient, we now assert the common issues underlying health 
inequity. By recognizing the nature and scale of both non-

communicable and communicable diseases, we demonstrate the 
inextricable linkages between countries, rich and poor. Action 
is needed on the determinants of health – from structural 
conditions of society to the daily conditions in which people 
grow, live, and work at all levels from global to local, across 
government and inclusive of all stakeholders from civil society 
and the private sector.

As we have pursued our work we have become convinced that 
it is possible to close the health gap in a generation. It will take 
a huge effort but it can be done. The chapters that follow in 
Parts 3-5 show that there is urgent need for change – in how 
we understand the causes of health inequities, in the way we 
accept and use different types of evidence, in the way we work 
together, and in the different types of action that is taken to 
tackle global- and national-level health inequities. Action to 
effect these interventions will be at global, national, local, and 
individual levels.

In Chapter 1 we stated that the Commission’s analysis leads to 
three principles of action:

1 Improve the conditions of daily life – the 
circumstances in which people are born, grow, 
live, work, and age.

2 Tackle the inequitable distribution of power, 
money, and resources – the structural drivers of 
those conditions of daily life – globally, nationally, 
and locally.

3 Measure the problem, evaluate action, expand 
the knowledge base, develop a workforce that 
is trained in the social determinants of health, 
and raise public awareness about the social 
determinants of health.

Figure 4.1 Commission on Social Determinants of Health conceptual framework.

Source: Amended from Solar & Irwin, 2007
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A importância do contexto

ü Fatores ambientais (15% da mortalidade na Europa)

ü Contexto político e social (desigualdade, recessão, educação)

ü Políticas macro (redistribuição, trabalho, educação, saúde)

WHO, Environmental health inequalities in Europe, 2019



Quais políticas?

describe health system structures.
As a result, existing frameworks
accurately describe neither the
constituent elements nor the role
of public health.

A FIVE-TIER PYRAMID

An alternative conceptual
framework for public health action
is a 5-tier health impact pyramid
(Figure 1). In this pyramid, efforts
to address socioeconomic deter-
minants are at the base, followed
by public health interventions that
change the context for health (e.g.,
clean water, safe roads), protective
interventions with long-term ben-
efits (e.g., immunizations), direct
clinical care, and, at the top,
counseling and education. In gen-
eral, public action and interven-
tions represented by the base of
the pyramid require less individ-
ual effort and have the greatest
population impact. However, be-
cause these actions may address
social and economic structures of
society, they can be more contro-
versial, particularly if the public

does not see such interventions as
falling within the government’s
appropriate sphere of action.

Interventions at the top tiers are
designed to help individuals rather
than entire populations, but they
could theoretically have a large
population impact if universally
and effectively applied. In practice,
however, even the best programs
at the pyramid’s higher levels
achieve limited public health im-
pact, largely because of their de-
pendence on long-term individual
behavior change.9 As Rose writes,

Personal life-style is socially con-
ditioned. . . . Individuals are un-
likely to eat very differently from
the rest of their families and
social circle. . . . It makes little
sense to expect individuals to
behave differently than their
peers; it is more appropriate to
seek a general change in behav-
ioural norms and in the circum-
stances which facilitate their
adoption.10(p135)

Socioeconomic Factors

The bottom tier of the health
impact pyramid represents
changes in socioeconomic factors

(e.g., poverty reduction, improved
education), often referred to as
social determinants of health, that
help form the basic foundation of
a society.11,12 Socioeconomic status
is a strong determinant of health,
both within and across countries.13

Although the exact mechanisms
by which socioeconomic status
exerts its effects are not always
apparent, poverty, low educational
attainment, relative deprivation,
and lack of access to sanitation
increase exposure to environmen-
tal hazards.14 Educational status is
also tightly correlated with car-
diovascular risk factors, including
smoking.15,16

Although poverty increases ill
health within a society, economic
development can also increase ill-
ness and death from noncommu-
nicable disease. As living stan-
dards and life expectancy improve,
risk for cardiovascular disease
and some cancers increases.17

Much of this increase results from
modifiable risk factors related to
overconsumption of tobacco, un-
healthy food, and alcohol, with
a concurrent decrease in physical
activity. Greater wealth can also
lead to more roads and an increase
in motor vehicle use, which can
result in increased outdoor air
pollution and more injury and
death from traffic crashes.

A third of the world’s urban
population lives in slums.18 Sub-
stantial health improvements in
high-poverty areas will require
improved economic opportunities
and infrastructure, including reli-
able electric power, sanitation,
transport, and other basic ser-
vices.19 Clean water and improved
sanitation introduced in the
United States in the late 19th and
early 20th centuries may have
been primarily responsible for re-
ducing mortality rates by about
half and child mortality rates by
nearly two thirds in major cities.20

Still, more than 900 million peo-
ple worldwide have no access
to clean drinking water and about
2.5 billion have no access to ade-
quate sanitation.21 As the World
Health Organization’s Commis-
sion on Social Determinants
of Health reported, ‘‘Social injus-
tice is killing people on a grand
scale.’’11(p26)

Changing the Context to

Encourage Healthy Decisions

The second tier of the pyramid
represents interventions that
change the environmental context
to make healthy options the de-
fault choice, regardless of educa-
tion, income, service provision, or
other societal factors. The defining
characteristic of this tier of inter-
vention is that individuals would
have to expend significant effort
not to benefit from them. For
example, fluoridated water—which
is difficult to avoid when it is the
public supply—not only improves
individual health by reducing
tooth decay,22 but also provides
economic benefits by reducing
health spending and productivity
losses. In countries without either
adequate natural or added fluori-
dation, health authorities are
limited to counseling inter-
ventions, such as encouraging
toothbrushing.

Other contextual changes that
create healthier defaults include
clean water, air, and food; im-
provements in road and vehicle
design; elimination of lead and
asbestos exposures; and iodiza-
tion of salt.22 The potential soci-
etal impact of decreasing cardio-
vascular risk factors by changing
from saturated to unsaturated
cooking oils was demonstrated in
Mauritius23; eliminating artificial
trans fat in food is another way to
prevent cardiovascular disease.24

Strategies to create healthier en-
vironmental contexts also include

FIGURE 1—The health impact pyramid.
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to be made available upfront, potential savings are 
usually deferred (fi gure 4). 

Combination of the health and economic outcomes of 
interventions into incremental cost-eff ectiveness ratios 
(table 2) shows that, relative to a comparator situation of 
treatment only and no prevention, fi scal measures are 
consistently cost-saving in all the low-income and middle-
income settings considered, and generate the largest (eg, in 
China) or second largest health eff ects in both 20 years and 
50 years. The health eff ect of the fi scal measures modelled 
in this analysis is substantially lower in India than in other 

countries, because of a lower consumption of foods high in 
fat. Food labelling is also cost-saving in many settings, but 
with smaller health eff ects than for fi scal measures. 
Regulation of food advertising to children, and mass media 
health promotion campaigns, have very favourable cost-
eff ectiveness ratios. In 50 years, regulation of food 
advertising is even cost-saving in several countries, although 
its health eff ect is still very small, compared with other 
interventions, in this timeframe. Worksite health-promotion 
initiatives have favourable cost-eff ectiveness, with quicker 
health returns than those for advertising regulation, 
although returns are lower in some countries over the 
entire simulation. Physician counselling of individuals at 
risk in primary care is one of the most eff ective interventions, 
but its health eff ect is greatest and cost-eff ectiveness best in 
countries where a larger proportion of the population has 
regular access to primary-care physicians and facilities. 
Finally, school-based health promotion interventions 
consistently have unfavourable cost-eff ectiveness ratios up 
to 50 years from their initial implementation. However, the 
cost-eff ectiveness of interventions targeting young children 
tends to improve substantially in a longer timeframe 
(greater than 50 years), as these interventions realise their 
full potential in improving health.

A multiple-intervention strategy would achieve 
substantially larger health gains than would individual 
interventions, often with an even more favourable cost-
eff ectiveness profi le. Such a strategy would be cost-saving 
in about half the countries examined, and in other 

Figure 4: Cumulative eff ect on health expenditure over time (US$ per head) in Brazil
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Brazil China England India Mexico Russia South Africa

DALYs CE* DALYs CE* DALYs CE* DALYs CE* DALYs CE* DALYs CE* DALYs CE*

20 years

School-based interventions 4 † 10 704 863 0 † 8 † 3 † 12 830 177 3 †

Worksite interventions 1187 8270 399 7785 1725 45 630 405 6151 644 37 912 1759 6187 254 25 409

Mass media campaigns 627 5074 688 7188 1361 25 897 246 15 552 533 6858 811 12 911 421 23 221

Fiscal measures 1642 CS 1027 CS 1496 CS 139 CS 509 CS 1696 CS 528 CS

Physician counselling 2805 8503 864 9390 5562 25 284 523 6155 2796 23 811 6988 5982 719 23 841

Food advertising regulation 38 CS 145 556 245 25 672 49 3186 112 11 151 288 5718 89 13 241

Food labelling 1030 9962 779 71 1134 12 577 495 952 358 3974 1176 396 389 7953

50 years

School-based interventions 170 93 350 337 35 174 245 152 989 232 59 665 83 235 957 696 26 114 152 153 233

Worksite interventions 3323 3541 1383 3393 6078 20 506 939 4491 2175 16 932 5929 2926 739 14 561

Mass media campaigns 1803 1994 2500 3177 4025 13 796 670 8575 1530 2778 2914 5822 1047 15 211

Fiscal measures 5483 CS 3909 CS 6049 CS 355 CS 1978 CS 5898 CS 1725 CS

Physician counselling 7163 5156 2306 5718 14 776 15 731 1045 5553 7477 15 108 16 644 4331 1739 16 591

Food advertising regulation 988 CS 1314 CS 2179 4278 752 332 658 3415 5823 552 610 3352

Food labelling 3259 CS 2805 CS 4019 5268 1089 776 1304 CS 4099 CS 1157 3927

Cost-eff ectiveness threshold
(US$/DALY)‡ 

.. 15 000 .. 5000 .. 50 000‡ .. 2500 .. 20 000 .. 15 000 .. 15 000

DALYs=disability-adjusted life-years saved per million population. CE=cost-eff ectiveness. CS=cost-saving. *Cost-eff ectiveness ratios are expressed in US$ per DALY averted, and represent the net cost of gaining 
1 additional year of healthy life, relative to a no prevention or treatment-only scenario. †Cost-eff ectiveness ratio is higher than US$1 000 000 per DALY. ‡For countries other than England, the guideline amount 
of three times gross domestic product per head (US$2005) is used as a cost-eff ectiveness threshold. In England, US$50 000 DALY is a threshold commonly adopted by the UK’s National Institute for Health and 
Clinical Excellence to denote that an intervention is cost eff ective.

Table 2: Eff ectiveness and cost-eff ectiveness of interventions after 20 years and 50 years 

Cecchini et al, Lancet 2010, 376.
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Conclusão

ü Evidência forte de desigualdades sociais em saúde

ü Evidência forte de desigualdades sociais nos estilos de vida

ü Prioridade social e económica

ü As intervenções mais eficazes para combater estilos de vida 
não saudáveis e as desigualdades nestes estilos de vida: 
modificação do contexto

ü Também são as mais custo-efetivas: é um problema de 
alocação de recursos


