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Introduction 

 

Health inequalities are not a new phenomenon. Clear evidence on health inequalities – the 

consistent gap in physical and mental health and well-being between the most privileged 

members of society and the most socially and economically disadvantaged - became already 

available at the 19P

th
P century.  

 

But it is during the last four and especially during the last two decades that health inequalities 

are arriving at the forefront of the policy agenda. This prominence has occurred at different 

levels: locally, nationally, regionally (European Union (EU)) and globally. While sufficient 

evidence is available about the phenomenon, serious efforts for a consistent monitoring of the 

situation at the different geographical and governance levels are lacking.  

 

The present study, which is intended for a broad public - examines how a number of EU 

countries (UK, BE, DE, FIN, CZ, PL), HR and the US have used their national health 

interview surveys and health examination surveys for monitoring actions to tackle health 

inequalities. It also gives recommendations on the potential of the ongoing European Health 

Interview Survey (EHIS) and the forthcoming European Health Examination Survey (EHES) 

as data sources for monitoring – for policy purposes - health inequalities within the European 

Union. 
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I. What are health inequalities?  

 

The terms ‘health disparities’, ‘health inequalities,’ and ‘health inequities’ often have 

different meanings in different settings. The definitions chosen can however have important 

practical consequences, determining the items that are monitored and the activities that are 

launched by national, supranational and international authorities. 

 

In 2004, the US National Institutes of Health (NIH) defined health disparities as 

“differences in the incidence, prevalence, mortality and burden of diseases and other 

adverse health conditions that exist among specific populations in the US”. Another 

definitionPF

1
FP puts in a similar way the emphasis on measurement by explaining a health 

disparity in general terms as “the quantity that separates a group from a specified 

reference point on a particular measure of health”. 

 

But the term health inequalities and even more the term health inequities, the latter term 

already being used in a paper of WhiteheadPF

2
FP published in 1992, better refer to the concept 

that these differences in health are not only unnecessary, but also that they are unjust and 

unacceptable.  

 

This is reflected in the definition put forward by Paula BravemanPF

3
FP, stating that a health 

disparity/health inequality is “a particular type of difference in health (or in the most 

important influences on health that could potentially be shaped by policies); it is a 

difference in which disadvantaged social groups such as the poor, racial/ethnic 

minorities, women, or other groups who have persistently experienced social 
                                                 
P

1
P Keppel, K, Pamuk E, Lynch J et al (2005). Methodological issues in measuring health disparities. 

National Center for Health Statistics. Vital Health Stat; 2005; 2(141):1-16 

P

2
P Whitehead, M (1992). The concepts and principles of equity in health. Int J Health Serv; 1992; 22:429-

445 

P

3
P Braveman, Paula. (2006). Health disparities and health equity: concepts and measurement. Annu Rev 

Public Health; 2006; 27; 167-194 
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disadvantage or discrimination, systematically experience worse health or greater health 

risks than more advantaged social groups. …Pursuing health equity means pursuing the 

elimination of such disparities/inequalities. “ 

 

According to the European Commission (EC)’s working papersPF

4
FP on health inequalities T 

“Health inequities are systematic differences in health outcomes across different population 

groups (often defined by place of residence or on a socio-economic basis) which arise not 

from chance or from the decision of the individual but from avoidable differences in social, 

economic and environmental variables that are largely beyond individual control yet can be 

addressed by public policy.”   

WHO uses the term health inequities, which it describes as “avoidable inequalities in health 

between groups of people within countries and between countries. These inequities arise 

from inequalities within and between societies. Social and economic conditions and their 

effects on people’s lives determine their risk of illness and the actions taken to prevent them 

becoming ill or treat illness when it occurs.”  

 

As described above, the term health inequity is more directed towards the avoidable 

inequalities and unjust conditions that can be addressed by social and public health actors.  

 

In many studies and policy documents and also in this study, the term health inequality is 

used as a synonym for health inequity. The EC also prefers to use the term “health 

inequalities” because it is a much more readily understandable term by the general public and 

also for practical reasons because some academic researchersPF

5
FP and other stakeholders 

suggested that the term "health inequities" does not have a direct translation in all EU 

languages. The present study uses – in consistence with the EC’s terminology and with the 

Commission communication - the term health inequalities rather than health inequities.  

                                                 
P

4
P Commission’s background information on its Communication on Solidarity in Health: reducing health 

inequalities in the EU (2009) 

P

5
P Jurczak, K. Costongs, C. Reemann, H. (2005) ‘National policies to tackle health inequalities in Europe’ in 

Eurohealth, 11:2 
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Speaking of ‘health inequalities’ not only refers to the actual differences of health status of 

various population groups, but also to the differences in the determinants of health and in 

accessibility to health care systems.  

 

Health care is considered to be a social benefit that should be equally accessible to everyone. 

Accordingly, the social policy approach to the health area cannot ignore the issue of health 

inequalities. PF

6
FP Some nuance is however needed with respect to the effect of health care 

accessibility on health inequalities; a comparisonPF

7
FP of horizontal equity in health care 

utilization in 10 European countries and the US revealed that after standardization for need 

differences, there is little or no evidence of significant inequity in the delivery of health care 

overall, though in half of the countries, the well-off have more physician contacts.   

 

With respect to measurement, this study will use a definition of health inequalities 

indicators as it is defined by the EurothinePF

8
FP project : “measures of health inequalities with 

the latter being defined as systematical variations between socio-economic groups in the 

occurrence of a health indicator.” Here the emphasis is rather on demonstrating the 

variations within the population rather than on explaining the causes of these variations. 

 

In the context of this study the notion of socio-economic status (SES) will be used to define 

the socio-economic groups, referring mainly to the following three core variables: 

‘education’, ‘income’ and ‘occupation’, which are complementary measures. These three 

variables are also included in the list of common core social variables to be used - in the 

context of social statistics – in the European Statistical System (ESS). In addition, where 

available in the national surveys, mention will be made of the variable ‘race/ethnic origin’ 

although this variable is in various European studies (in contrast to the US) not considered as 

                                                 
P

6
P Pascall G. (2003). Health and health policy. In: Baldock J, Manning N, Vickerstaff S, editors. Social 

policy. 2nd ed. Oxford: Oxford University Press; p. 387-418. 

P

7
P Van Doorslaer E, Wagstaff A, et all. (2000). Equity in the delivery of health care in Europe and the US. In 

Journal of Health Economics,  Sep;19(5):553-83 

P

8
P Eurothine: European project describing the concepts of health inequality indicators and focussing on 

measurement issues – TUwww.eurothine.orgUT 
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a socio-economic measure per se but might be used as a proxy measure when the core 

variables are not available.  

 

It should however be mentioned that new elements and variables arise in the literature 

whereby suggestions are made to use an alternative way of understanding socio-demographic 

stratification and hierarchical position by bringing in information on how people are 

positioned with respect to their connections, referred to as ‘positional inequality’PF

9
FP.   

 

Another aspect which receives now more attention in the literature is that, in addition to the 

impact of economic relations (as described by SES) on health one should also consider the 

impact of social relations as social resources. As pointed out by Peter Hall and Rosemary 

Taylor “Social relations are central to the meanings individuals assign to their lives an 

actions and that meaningfulness can often be important to their health” PF

10
FP.

                                                 
P

9
P Christakis, Nicholas A. & Fowler, James H. (2009). Connected. New York: Little, Brown and Company  

P

10
P Hall, Peter A. & Lamont, Michele. (2009). Successful societies. Cambridge: Cambridge University Press  
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 II. Data on health inequalities at different levels 

 
The Hippocrates’ writingsPF

11
FP already recognised that those with power, freedom and leisure 

have better health than “the mass of people who are obliged to work”, who ”drink and eat 

what they happen to get” and so “cannot, neglecting all, take care of their health”.  

 

The first ever published study of health (in casu mortality) related to socio-economic position 

was carried out in the early 19P

th
P century by Louis Rene Villermé.PF

12
FP In his study, he showed 

that Parisian districts with a lower socio-economic level, as indicated by the proportion of 

houses for which no tax was levied over the rents, tended to have systematically higher 

mortality rates than more well-to-do neighbourhoods.  

 

This study and similar studies on the relationship between poor social conditions and poor 

health (carried out in the first half of the 19P

th
P century by Rudolf Virchow and Edwin 

Chadwick) PF

13
FP appeared in a period where sociology emerged as a new discipline and where 

probability theory and statistics were developed to analyse phenomena at population levelPF

14
FP 

  

Slowly but steadily more sociological and pubic health studies took off. However, it was only 

after the Second World War that public health and the study of society and health became 

fully recognized disciplines while health research as well as statistics gradually included the 

measurement of health inequalities.  

                                                 
P

11
PSigerist, H. (1961) A History of Medicine. Volume II: Early Greek, Hindu and Persian Medicine. New 

York, NY: Oxford University Press  

P

12
P Villermé, L.R. Rapport fait par M.Villermé, et lu a la Academie Royale de Medicine, au nom de la 

Commission de Statistique, sur une Série de Tableaux Relatifs au Mouvement de la Population dans 
les Douze Arondissements Municipaux de la Ville de Paris pendant les Cinq Années 1817, 1818, 1819, 
1820, et 1821. Archives Générales de Medicine 10 (1826): 216-45 

P

13
P Bynum, W (2008), The history of medicine, a very short introduction. Oxford University Press  

P

14
P Krieger, Nancy. (1992), The making of public health data: Paradigms, Politics and Policy. In Journal of 

Public Health Policy; 13; 412-427 
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The aim of this study is to examine if and how statistical data resulting from HIS/HES are 

used at national levels and to make recommendations on how to use EHIS and EHES for 

measuring health inequalities in the EU for policy purposes. It is beyond the scope of this 

paper to examine in detail the explanatory research on health inequalities in Europe.  

 

During the last decades, countries in different continents gradually started to invest in 

establishing comprehensive and reliable data sources on health and its determinants such as 

through carrying out sample surveys whereby data are obtained - either via a questionnaire 

by interview or via a self-completed questionnaire - from a representative sample of the 

population. Some of the early questionnaires already included variables on socio-economic 

status (SES). In Europe, work in the UK was at the forefront; the Black reportPF

15
FP and the 

Whitehall study PF

16
FP clearly demonstrated socio-economic inequalities in health.  

 

MacinthyrePF

17
FP also concluded in 1994 that “recent work on socio-economic differences in 

health shows that these exist in all societies and are apparent throughout the social scale, 

suggesting that there is not simply a threshold of absolute deprivation below which people 

are sicker, but a linear relationship between socio-economic circumstances and health even 

among the better-off“. 

 

WHO-Euro, building on national efforts and on its own work in the 1980s, spelled out the 

implications for Europe in its publication “Health21: the Health for All Policy Framework 

for the WHO-Euro Region” (1999). This document emphasised the need to pay attention to 

reducing differences in health status between member countries and between social groups 

                                                 
P

15
P  A government-financed study that examined the health status of a full range of social classes in England 

and Wales, using occupation as a marker for social class (London Department for Health and Social 
Security – 1980) 

P

16
P    A study which started in 1967 and followed – over two decades - health and SES of employees in the 

British Civil Service   

P

17
P   Macintyre S. (1994). Understanding the social patterning of health: the role of the social sciences. In 

Journal of Public Health Medicine; Mar; 16 (1):53-9 
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within countries. This policy framework set out a number of proposed targets for promoting 

health for all in the 21P

st
P century. 

 

Since the 1990s a number of studiesPF

18
FP have been published on health inequalities using 

national HIS and HES data; while these studies mainly focused on trends within countries, 

the authors also tried to make cross-country comparisons on health inequalities within the EU 

(and beyond) and this proved to be difficult as stated in Johan P Mackenbach’s report: 

“there is a serious lack of internationally comparable data”. 

 

Cross-country comparability of data requires comparability of definitions and, where 

possible, compatibility of methodologies. Gradually, with the impetus of the need for more 

comparability at the EU level (i.e. through the efforts of WHO-EURO), technical working 

groups made efforts to come to more agreed international standards for use in surveys.  

 

A careful reflection and common selection of variables was indeed needed, since, as 

mentioned by Nancy KriegerPF

19
FP, “the way in which public health data are collected and 

reported – and especially which ‘social variables’ are all or not included in HIS – can 

profoundly affect how public health professionals and the public at large perceive health 

problems and their support for or opposition to various public health programmes”.  

 

At the EU level, Eurostat started working in partnership with EU countries since 1995 to 

adapt their national efforts towards a more coherent EU data collection system with common 

instruments that allow the resulting data to be comparable with other countries within and 

outside the EU. 

 

                                                 
P

18
P   Mackenbach JP Health inequalities: Europe in Profile (an independent report commissioned by and 

published under the auspices of the UK presidency of the EU (October, 2005) 

Kunst AE et all (2005) Trends in socio-economic inequalities in self-assessed health in 20 European 
countries. In International Journal of Epidemiology; Apr; 34 (2) 295-305 

P

19
P    Krieger, Nancy. (1992). The making of public health data: Paradigms, Politics and Policy. In Journal of 

Public Health Policy; 13; 412-427 
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At first, during an exercise launched in 1995/6 by EurostatPF

20
FP, EU Member States came to the 

conclusion that providing national data for a commonly decided ‘EU output format’ on 

health indicators - with or without disaggregation by socio-economic status (SES) - did not 

deliver an EU wide comparable data set. This is because most countries used different data 

sources and the definitions were not the same; there were differences in recording health 

statistics as well as differences in recording SES.  

 

First initiatives in streamlining common variables – on health but also on SES - for EU-wide 

surveys have been realised through the European Labour Force Survey (LFS) and for the 

European Community Household Panel (ECHP), which later on turned into the EU-Statistics 

of Living Conditions (EU-SILC). These surveys – led by Eurostat - contained a few 

questions on health (based on harmonised variables) and as such delivered for the first time 

EU-wide comparable data on health and health determinants by SES. But the data gathered 

through these surveys covered only a few indicators needed to measure health inequalities. 

 

Gradually EU Member States have worked – together with Eurostat – on a European Health 

Interview Survey, (EHIS) which contains about 120 questions divided in 4 parts: 

background information (including SES – see Annex I), health status, health determinants 

and (use of) health services. The first round of EHIS is now ongoing- see Annex II (time 

table for participating countries). 

 

Within the context of the planning of social statistics and as agreed by the EU Directors of 

Social Statistics (DSS), a second EHIS round is planned for 2014. Specific legislation for the 

second EHIS (Commission RegulationPF

21
FP) is actually being prepared; such a Regulation 

would further improve the comparability and quality of the resulting data set.  

 

                                                 
P

20
P  It should be noted that a first group to work at EC level on HIS was already established in 1975 but this 

exercise failed because of insufficient support of the Member States.   

P

21
P In the context of Council-EP Regulation on Community Statistics in the field of public health and on 

health and safety at work, No 1338 of 16 December 2008, OJ L 354, 31.12.2008, p.70 
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The EU DSS have agreed on a set of common ‘core social variables’ (including for SES) 

which are recommended for use in European-wide surveys and which Member States are 

invited to use in their national surveys. The EHIS already includes the common SES 

variables on ‘education’, ‘occupation’ and ‘income’.  

 

At the same time Member States are joining efforts in piloting a European Health 

Examination Survey (EHES) PF

22
FP, which in its core also has the above mentioned, common 

SES variables with the same questions as in the EHIS.   

 

In addition, WHO recognised the need to measure health inequalities: the WHO Commission 

on Social Determinants of Health (CSDH), established in 2005, prepared a final reportPF

23
FP 

(launched in August 2008) which contained three overarching recommendations, one of them 

being: “measure and understand the problem and assess the impact of action”. 

 

On the side of health policies at EU level, the increasing awareness of and concern for health 

inequalities has led to different initiatives started and followed up by the EC, which have 

ultimately resulted in the adoption on 20 October 2009 by the European Commission of a 

Communication on ‘Solidarity in health: reducing health inequality in the EU’PF

24
FP, which is 

the Commission’s corner stone for future activities on health inequalities.  

 

One of the four main actions announced in this Communication is the production at EU level 

of regular statistics and reporting on the size of health inequalities in the EU and on 

successful strategies to reduce them. Actions will be set up to develop health inequality 

indicators and to collect data for these indicators by age, sex, socio-economic status and 

geographic dimension. The Communication announces that the EC will publish a first 

progress report on health inequalities in 2012.  

 
                                                 
P

22
P TUhttp://www.ehes.info UT   

P

23
P WHO, SDH. Closing the gap in a Generation: Health Equity Through Action on the Social Determinants 

of Health. Geneva, Switzerland: World Health Organisation; 2008 

P

24
P Commission Communication  COM(2009) 567 final of 20.10.2009 
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Before the adoption of this Communication, a number of initiatives have already been 

launched at EU level, such as the establishment in 2006 of a EU expert group that examined 

the issue and provided important input into the development of this Communication.  

 

Other projects already launched under the Commission’s Action Plan on Public Health 2008-

2013 are EUROTHINE (finalised in 2008), which described the concepts of health 

inequalities indicators and focused on measurement issues.  

 

The projects EuroHealthNet PF

25
FP and the Czech National Institute of Public Health are 

coordinating a three year initiative (2007-2010) that focuses on mobilising all relevant 

collective forces within the EU to generate action on improving health by addressing the 

socio-economic determinants of health. Another project, DETERMINEPF

26
FP, aims at 

strengthening the knowledge base on policies and actions addressing the social determinants 

of health inequalities (SDHI) from a European perspective.  

 

All Member States have to monitor all stages of their policy processes and actions to reduce 

health inequalities, which will provide evidence to guide these actions in the good direction.  

Within the consultation process for the above-mentioned Commission Communication, many 

recommendations were made by stakeholders for improvement of the current European 

Health Indicators (ECHI) and several health ministries proposed improving reporting by SES, 

gender and geographic area. Respondents also commented that many of the proposed SES 

indicators are already included in the Open Method of Coordination (OMC) health indicators, 

but coherent data for these indicators are not yet available. 

It is expected that the EHIS will provide a major part of the missing data. Thorough 

examination and planning is needed to make maximum use of the incoming first wave EHIS 

data (during 2010/2011) but also to – where needed – adjust the EHIS instrument so that it 

                                                 
P

25
P TUhttp://www.eurohealthnet.eu UT 

P

26
P TUhttp://www.health-inequalities.eu UT  
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could – from the second round – become the EU wide instrument for data to be used for the 

calculation of indicators on health inequalities and at national PF

27
FP and at EU level.  

This study examines the use of HIS/HES data in a number of countries, whereby the 

selection of countries tries to include large as well as smaller Member States, Member States 

with a centralised and those with a decentralised approach and Member States with a lot and 

those with limited experience. In addition, the study includes the experiences of a third 

country (US) and of a Candidate Country (HR).  

For each of the countries studied a separate report is prepared which includes three parts: 

- existing and/or planned nation-wide HIS/HES (or surveys with a HIS part) including SES 

variables; 

- existing analysis/reports/indicators using nation-wide HIS/HES data by SES; 

- national policy actions and/or programmes on reducing health inequalities (with a potential 

of) using nation-wide HIS/HES data by SES. 

 

It should be noted that the country reports focus on HIS/HES of the adult population (so 

specific surveys launched for measuring children or the elderly population are excluded), 

which are carried out mainly by official authorities and with a regular interval. Except for the 

UK, where the report specifies data sources and actions at the constituent countries (mainly 

England and Scotland), the country reports mainly include information on data sources and 

actions at national/federal level.  

 

The summary of the country reports is given in Annex III and in chapters III, IV and V. 

                                                 
P

27
P Some countries are planning to have EHIS data and indicators reliable also at subnational level 
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III.   Existing and/or planned nation-wide HIS/HES (or surveys 
with a HIS part) including SES variables 

Health Interview Surveys (HIS) 

Over the last decade, all of the countries studied have invested in the establishment of one or 

more robust and nation-wide health interview survey(s) and some of them have also set up a 

nation-wide health examination survey which in both cases contain – besides the necessary 

health variables - also SES variables.  

Some countries - such as UK (England) and US - have an annual survey respectively the 

Health Survey for England and the National Health Interview Survey (NHIS).   

Other countries have either a regular HIS part in a (annual) larger social survey (such as the 

health part in the household survey in PL) or a HIS with a lower frequency, such as the 

Belgian Health Interview survey which is carried out every three/four years since 1997. 

While more details are given in Annex III and in the country reports, some of the most 

important and long-time running surveys are mentioned below.  

Since 1978, a Health Behaviour and Health survey has already been carried out annually 

among the Finnish adult population; since 1994 Finland has also carried out - together with 

the Baltic countries - the annual Finbalt Health monitor and in 2000 FIN has carried out a 

HIS/HES. 

 

There is an impressive amount of data (and reports) available in the UK. Since 1971, an 

annual General Household Survey (HIS) is carried out in Great Britain; in England a 

specific health survey (mainly HIS with a small HES part) is carried out annually since 1995. 

The Scottish Health survey has been running continuously since 2008.  

 

Germany had an annual Telephone survey, which is now turned into a new telephone survey 

called GEDA (Gesundheit in Deutschland aktuell).  
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In the US, the National Health Interview Survey (NHIS) is the principal source of 

information on the health of the civilian non-institutionalised population. It has been carried 

out on an annual basis for almost 50 years. The Behavioural Risk Factor Surveillance 

System (BRFSS) is designed to monitor risk factors for morbidity and mortality in the US at 

local, state and at national level and is running since 1984 and includes SES variables. In 

both NHIS (USA) and GEDA (DE) respectively, the states and Länder can boost their 

sample sizes so that the survey would also be representative at their level.  

 

Although not an official authority, several important nation-wide surveys on health and 

health care have been carried out in the US by the Commonwealth Fund PF

28
FP, such as the 2006 

Health Care Quality Survey. 

Surveys from other countries studied (CZ, PL, HR) are included in the table in Annex III; 

more extensive information is available in the country reports.  

All the above mentioned surveys include at least two SES variables. In most cases the SES 

variables and especially variables on ‘income’ and ‘occupation’ are specifically targeted 

towards the country situation, which however hampers direct between-country comparisons. 

In all of the HIS examined, the most frequently used SES variable is ‘education’ either as 

‘educational attainment’ or as ‘number of years of schooling’. While ‘education’ can be an 

important explanatory variable, the ‘income’ variable might provide statistics that are more 

directly related to specific actions that could be taken (such as via social policies that have an 

impact on health).  

It should be noted that there is a marked difference between European countries and the US 

as to whether variables on ‘race or ethnic origin’ or on ‘religion’ are included in the 

questionnaires. HIS in Europe rarely contain variables on ‘race or ethnic origin’ (except for 

CZ and UK), while this variable is routinely included in the US surveys. Detailed questions 

                                                 
P

28
P The Commonwealth Fund was established in 1915 in the US with the ‘broad charge to enhance the 

common good’; its mission is to promote a high performing health-care system that achieves better 
access, improved quality, a greater efficiency particularly for society’s most vulnerable, including low-
income people, the uninsured, minority Americans, young children and elderly adults.   
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on ‘income’ and ‘occupation’ are more frequently included in European health interview 

surveys. 

In general, countries have concentrated their efforts on obtaining and maximising their 

results first at national and next at sub national level as required by the main stakeholders, 

which are often the responsible governmental departments. In a few cases, the HIS was 

sponsored and/or executed under the aegis of an international organisation (UNDP, WHO 

and World Bank for HIS in HR). For a number of these surveys  - such as the Belgian HIS 

and the Finnish Health 2000 survey - analysis of health (in) equality is from the start 

mentioned as one of its main focuses.  

Health Examination Surveys (HES) 

With respect to HES, there is even more variation between countries: only a few countries 

have experience with a regular HES including SES variables: the US is carrying out – since 

1999 - an annual Health Examination Survey called NHANESPF

29
FP. England and Scotland 

have regularly carried out HES up to now and Germany will now launch DEGSPF

30
FP, which 

contains also a longitudinal part from an earlier health examination survey BSG98 (German 

National health Examination and Interview Survey) carried out in 1998.  

Another number of the countries studied had however a HES component in a larger interview 

survey (such as PL in WOBASZ). Mid 1980s a working group in the EC tried to establish a 

HES, but the effort failed. Two decades later however EU Member States gradually agreed to 

cooperate on a European Health Examination Survey (EHES). In 2009 the result of a 

feasibility study (FEHES) led to an agreement to have EHES pilot surveys starting soon in 

14 countries, including in England, Germany, Finland and Poland. Countries have agreed to 

work with a core EHES part but they could add – in this piloting phase - questions and 

measurements according to their own wishes.  

                                                 
P
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IV.    Existing analysis/reports/indicators using HIS/HES data by 
SES variables 

 
For most of the regular data collections based on HIS/HES instruments, national databases 

and reports are available (in paper and on-line publications), but there are large differences 

between countries (and even within countries) on the use made – through analyses and 

reports – of the HIS/HES data bases, so this is an area which could be further exploited.  

 

In Belgium, for each past HIS round the Institute of Public Health (IPH) prepared a basic 

report, which is available online together with an interactive web application; in addition the 

whole database is available to the scientific research communityPF

31
FP  

 

Each basic report includes a chapter on ‘socio-economic differences in health’, which mainly 

summarises the analysis of the HIS data on health status, lifestyles, prevention, medical 

consumption, social context and environment  

- by educational attainment level and income differences (1997 report)  

- by educational attainment (2001 report) 

- by highest educational attainment in the household and – only for medical 

consumption – also by income (2004 report).  

 

The report on the 2008 Belgian HIS data in addition verifies the existence of real socio-

economic gradients (previous reports were only based on Odds Ratios between highest and 

lowest education categories) and trend analysis of those gradients overtime (from 1997 to 

2008).  

 

Various specific research studies have been carried out, many of which concentrate on socio-

economic differences in health. These studies are also listed on the website of IPH. 

 

                                                 
P

31
P reports and data available on TUhttp://www.iph.fgov.be/epidemio/epien/index000.htmUT 
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In 2004, the Czech Institute of Health Information and Statistics (IHIS CR) has published a 

report on the 2002 Sample survey of the Health Status of the CZ population; the report 

contains a number of tables (on perceived health and on lifestyles, by level of education) and 

is available online.  

 

An overall dataset is available at the website of the IHIS CR. Health statistics are presented 

in a set of Dynamic Data Tables, but no health data by SES are included. These data do not 

come from HIS/HES but from routine data collections obtained through the National Health 

Information System. The Czech Republic has carried out the first wave of the EHIS survey 

and data are available in Eurostat.  

 

The ‘Croatian Health Service Statistical Annual’ is based on the data collected from the 

whole nation’s health system. The report does not provide health data by SES.   

The ‘Quality of life in Croatia report 2007’ provides the results of the United Nations 

Development Programme’s (UNDP) Health and Quality of life survey in Croatia in 2006; it 

was published by the UNDP in November 2007. The key findings were also published by the 

European Foundation for the Improvement of Living and Working Conditions.  

 

This report refers only in general to ‘self perceived health by educational attainment level 

and by income quintile’. It concluded that “There is also a need to explore the scale and 

nature of healthcare inequalities – an issue that has received very little attention to date in 

Croatia.” 

 

Finland has invested in regular reporting on health inequalities either through introducing 

graphs and data in more general publications or through specific reports. Often register data 

are used but some data come from the Health 2000 survey. In 2007, Finland has published a 

comprehensive report on ‘Health inequalities in Finland, trends in socio-economic health 

differences 1995-2005’. 
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Germany has a comprehensive health monitoring system (called Gesundheits-

berichterstattung = GBE) which has been running since 1999 and is operated by the Federal 

Statistical Office and the Robert Koch Institute.  

 

Data are released on-line, or via the Health in Germany co-publication by the Robert Koch 

Institute and the Federal Office: this publication uses some data of BGS98 and of previous 

HES; it also includes some tables on health inequalities.  There are also specific reports and 

articles based on the BSG98 data, some use survey data and data by SES.  

 

Also Poland has participated in the first wave data of the EHIS and micro data will be 

transmitted to Eurostat in November 2010.  The results of the 2006 Periodical Module survey 

on health and of the 2004 National HIS have been published (however only in Polish, so it is 

not sure whether an analysis is made of health by SES). A full report of the ‘Health status of 

the Polish population’ was published in 2008. 

 

In England it was the Black ReportPF

32
FP, published in 1980, and later on the Acheson ReportPF

33
FP 

that first used health interview survey data to demonstrate health inequalities; the latter report 

especially created the starting point for the governments’ work on health inequalities. We can 

see that over the past two decades further evidence on health inequalities in England was 

regularly providedPF

34
FP, including by making use of data from the General Household Survey.   

 

Via the UK National statistics website data on health inequalities can be retrieved from the 

Continuous Household Survey Bulletin, from current patterns and recent trends in ill health 

and death in England and Wales by measures of socio-economic status to long-term 

monitoring of health inequalities in Scotland.  

                                                 
P

32
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Security – 1980) 
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P Acheson D. Independent inquiry into Inequalities in Health. London, England: Stationary Office; 1998 
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The Health Poverty Index (HPI) is a web-based tool that allows geographical areas and 

different ethnic groups to be compared in terms of their ‘health poverty’. A group’s health 

poverty is a summary measure of both their present state of health and future health potential 

or lack of it. The HPI draws on more than 60 indicators of health and its wider determinants.  

 

The most recent analysis is provided through the analysis of the situation in England; the 

‘Strategic Review of Health Inequalities in England post 2010’, prepared by Sir Michael 

Marmot and published on 11 February 2010 (see also Chapter IV). This review makes very 

clear use of the data obtained from the General Household Survey (GHS) and from the 

Longitudinal Study. 

 

In the US various institutes publish on-line reports with data and information on ‘health 

disparities’; a number of these reports focus only on health disparities by ‘race or ethnic 

origin’, which are the cornerstones of disparities research in the US.  

 

The US has a long history of collecting and reporting health statistics by racePF

35
FP however 

often with omission of social class variablesPF

36
FP but research has pointed to the complex ways 

in which race and SES combine to healthPF

37
FP. SES accounts for much of the observed racial 

disparities in health, but at ‘equivalent’ levels of SES, racial differences often persist. So 

‘race or ethnic origin’ should be included (or maintained) – together with social class 

variables - as a separate variable in HIS/HES. When examining the health disparities research 

in the US, it is striking that most data come from mortality data or hospital registers and not 

from NHIS or NHANES.  

 

                                                 
P

35
P Williams, David R. (2005). The Health of US Racial and Ethnic Populations. In Journals of Gerontology: 

SERIES B 2005, Vol. 60B (Special Issue II): 53-62. The Gerontological Society 
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36
P Krieger, Nancy (1992). The making of public health data: Paradigms, Politics and Policy. In Journal of 

Public Health Policy; 1993; 13; 412-427  
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37
P Williams, David R. (1999). The monitoring of Racial/Ethnic Status in the USA: data quality issues. In 
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NHIS and NHANES data are regularly published in the Yearly reports from the National 

Center for Health Statistics (NCHS): the Health in the United States reports. Within these 

reports, tables are published – including on health variables by SES - on the NCHS website.  

NHIS data are published via the NHIS Series 10 reports and, via the Integrated Health 

Interview Series (IHIS) website, annual data can be retrieved until present. Data could easily 

be linked to additional variables in NHIS public use data and the website provides 

comprehensive on-line documentation. IHIS provides extraction of NHIS data by the SES 

variables ‘education’, ‘income’ and ‘work’. 

 

The Office of Minority Health (OMH) of the US Department of Health and Human 

Services (DHHS) provides data on minority groups but not by SES.  

 

The Commonwealth Fund has issued a number of publications including one on health 

disparities; some of its publications do not only contain data from its own surveys but also 

some data from NCHS.  

 

The CDC has dedicated a part of its website on ‘Social determinants of health’, at which it 

has recently published a call for manuscripts that ‘advances the scientific knowledge and 

public health research, practice and policy on data systems related to addressing social 

determinants of health’. The CDC published also a report of an external consultation effort 

with recommendations on data systems for measuring social determinants of health. It 

provides a link to another CDC webpage on health disparities on cancer (but only on racial 

disparities). It recommends that partnerships between agencies should be established and 

explicitly refers to the US NHIS or NHANES.  

 

After researching through the congressional documents section of LexisNexisPF

38
FP there were a 

number of reports that either utilized US health statistics and surveys to analyse policies or to 

lobby for a bill (see Annex 1 to country report USA). Under the Health disparities’ section of 

one of the Congressional reports, the NHIS, MEPS, BRFSS were mentioned as data sources 

but their uses were also criticised as insufficient.  

                                                 
P

38
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The National Healthcare Disparities Report (NHDR) is an annual report mandated by the US 

Congress and prepared by the Agency for Healthcare Research and Quality. The reporting 

started in 2003 to track ‘prevailing disparities in health care delivery as it relates to racial 

factors and socio-economic factors in priority populations’.  

 

The NHDR uses the same 220 measures as in the National Health Care Quality Report 

(NHCQR) categorized across four dimensions of quality: effectiveness, patient safety, 

timeliness, and patient centeredness. The 2008 report focuses on the state of health care 

disparities for a group of 45 core measures that represent the most important and 

scientifically credible measures of health care quality for the Nation, as selected by the 

Department of Health and Human Services (DHHS) Interagency Work Group.  

 

Each decade since 1980, the U.S. DHHS has released a comprehensive set of national public 

health objectives, which is known as Healthy People. This initiative provides science-based, 

10-year national objectives for promoting health and preventing disease.  

 

Since its start Healthy People has set and monitored national health objectives to meet a 

broad range of health needs, encourage collaborations across sectors, guide individuals 

toward making informed health decisions, and measure the impact of preventive actions.  

 

Healthy People 2010 presents 467 objectives to improve the health of Americans by the year 

2010. The achievement of these objectives is dependent in part on the ability of health 

agencies at all levels of the government and of non-governmental organizations to assess 

objective progress. 

 

DATA2010 is an interactive database system developed by staff of the division of Health 

Promotion Statistics of the National Center for Health Statistics, and contains the most recent 

monitoring dataPF

39
FP. Data are included for all the objectives and subgroups identified in the 

Healthy People 2010: Objectives for Improving Health.  

                                                 
P

39
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DATA2010 now contains only national data (for 67 objectives data come from NHIS, for 35 

indicators data come from NHANES, for 9 indicators from BRFSS and for 8 indicators from 

the NHSDA). It contains data on health by SES and by race, ethnicity.  State data for selected 

objectives could be provided when available and on request. 
 

So for most countries HIS/HES data are available through reports and/or on-line, but it 

should be noted that the reporting mainly contains ‘straight tables’ for the health variables 

and only a few include a detailed disaggregation of the health data by SES variables.  

 

In addition to the reporting and analysis that the national authorities/institutes give 

themselves on their websites, some also include a list of further research carried out – by 

universities or research institutes - on the HIS/HES data sources. Socio-economic disparities 

are frequently reported in research, but by comparison with the variables ‘education’ and 

‘income’, the variable ‘occupation’ has been less intensively studied. 

 

Discussions with the data owners in the countries studied revealed that there is a multitude of 

reasons for insufficient analysis and/ or release of data and indicators by SES. Some said that 

further analysis would not provide added value (BE said that a breakdown by ‘education’ is 

the most important and that an additional disaggregation by ‘income’ would not give 

significantly different information).  

 

Others mentioned claimed that insufficient analysis was caused by insufficient vision, or lack 

of expertise or lack of funding. 
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V.      National policy actions and/or programmes on reducing 
health inequalities (with a potential of) using HIS/HES 
data by SES variables for monitoring purposes 

 

Within the countries studied there is growing attention for recognising the problems 

associated with socio-economic health inequalities, but when it comes to making firm 

commitments and an action plan the picture is still very diverse.  

 

It should be noted that – within the EU – the principle responsibility for actions to address 

health inequalities lies with Member States, but EU action can support and complement the 

efforts of Member States.  

 

Some of the countries studied (BE, DE) mention that actions on reducing health inequalities 

and monitoring these actions are part of their National Strategy Reports (NSRs) on social 

protection and social inclusion. Under these NSRs EU countries report inter alia on their 

actions regarding access, quality and sustainability of health care systems.  The EC then 

makes a summary of the NSRs in its Joint Report on Social Protection and Social Inclusion. 

(JRSPSI).PF

40
FP The JRSPSI 2008 included an entire chapter on health inequalities within 

countries and across population groups. 

 

But as mentioned earlier the contribution of accessibility of health care in health inequalities 

overall is relatively small, so an action plan should cover actions beyond accessibility to 

health care systems.  

 

Some of the countries studied have started (or are in the process of starting) specific national 

action programmes to tackle health inequalities, but only a few have developed 

comprehensive inter-sectoral strategies and even fewer (UK, FI) link monitoring to these 

strategies.  

 
                                                 
P

40
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At federal level, Belgium has implemented policies or legislative measures that are directly 

or indirectly related to improving the health of vulnerable groups to some degree, such as a 

specific policy to improve equal access to public health and health care services.  In the last 

decade the federal government has undertaken a lot of initiatives to improve access to the 

health care system, but not yet overall policies with the specific aim of reducing health 

inequalities. 

 

At the level of the communities, Brussels, Flanders and the Walloon region are using for 

their respective health policies a (small) set of indicators constructed with HIS data broken 

down by SES. The Flemish Decree on Preventive Health Care, established in 2003, referred 

explicitly to the WHO strategy for tackling health inequalities; a crucial point in the Decree 

is called ‘het facettenbeleid’ (a ‘health in all policies’ or an ‘intersectoral’ approach), which 

means that for new policies (in education and employment) a health impact 

assessment/health equity test/ health equity audit should be applied. 

 

In December 2009, Belgium has completed the TAHIB study (Tackling health inequalities in 

Belgium) and in the context of this project data of the Belgian HIS have been used.  Based on 

TAHIB and on the European experience in formulating policies to reduce health inequalities, 

Belgium has proposed 4 recommendations – including 1 recommendation to prepare a plan 

to monitor inequalities - which still need endorsement by the political institutions. 

The Czech Ministry of Health has several policies in place that tackle the social 

determinants of health inequalities. Of these, it is the Health 21, Long- term Programme for 

Population Health Improvement 2002-2010 which explicitly addresses social determinants 

of health.   

In ‘Health 21’ PF

41
FP, objective 2 is called ‘Equity in Health: “To decrease differences in the 

health status among different socio-economic groups by at least one quarter, by 2020, by the 

improvement of life for the disadvantaged groups.” The Ministry of Health does not always 

takes the initiative but it collaborates with other ministries especially the Ministry of Labour 

                                                 
P
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and Social Affairs and the Ministry of Education in the implementation of Health 21, 

especially objective 2. 

Narrowing health gaps has been the objective of Finnish health policy since the 1980s. This 

objective has not been achieved, however, and the inequalities have partly even grown; this 

has led the government to establish a National Action Plan (2008-2011) with links to other 

programmes. It implements the aim of the national “Health 2015” programme to reduce 

mortality differences by a fifth by 2015, it includes the targets of the KASTE programmePF

42
FP 

and of the 2007-2011 Policy programme for health promotion. 

 

Finland is one of the few countries that has established a specific programme to monitor 

progress on its action plan. The Finnish TEROKA project has been established to strengthen 

the knowledge base and tools to promote the attainment of the objective of the Health 2015 

public health program for reducing health inequalities. TEROKA, which is steered by a 

group of senior management from different ministries and institutes, will assure the general 

monitoring of health inequalities in Finland by identifying process and monitoring indicators 

and by highlighting which comparable data should be available for which population groups 

and which areas.   

 

The TEROKA project envisages actions – and monitoring - in three priority areas:  

• Social policy measures: improving income security and education, and decreasing 

unemployment and poor housing  

• Strengthening the prerequisites for healthy lifestyles: measures to promote healthy 

behaviour of the whole population with special attention to disadvantaged groups 

where unhealthy behaviour is common  

• Improving the availability and good quality of social and health care services for everyone.  
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 In Germany, the National Health Target programPF

43
FP has ‘equity in health’ as one of its five 

central topics to each of the five targets. Among the five health targets “equity in health” 

plays a major role in only three targets (child health, tobacco prevention and patients rights); 

none of the targets is quantified. 

 

At the government level, there is an expert group working on ‘Poverty and Health’; this 

group was created in order to establish recommendations on health services provision for 

migrants and the homeless. The conference ‘Poverty and Health’, which has been held in 

Berlin annually since 1995, is a nationwide event in this area. These different measures and 

initiatives could improve the health status of disadvantaged population groups, and lead to a 

reduction of health inequalities. 

For Poland, health inequalities are a relatively new issue on the health policy agenda. The 

issue was however already on the agenda of the previous National Health Programme 

(NHP 1996-2005), but it has now received more emphasis on the actual agenda NHP (2006-

2015), equal access to care is – by almost all political parties – seen as the most important 

issue.  

Two out of 19 operative goals stated in the new NHP are directly concerned with the issue of 

health inequalities: 

 No 1. Limiting the influence of damaging factors in the life and work environment, 

and 

 No 8. Lowering the level of territorial and social differences in population health 

status. 
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The main objective for the whole program has now slightly changed to: "the improvement of 

the health status and the quality of life of the population that is influenced by the health 

status, as well as the decrease in health inequalities “. The problem of health inequalities 

has been added to the old version of the main goal, which originally aimed at increasing 

health status and quality of life in general. 

The NHP contains a number of objectives and targets, such as target nr 8 ‘the diminishment 

of social and territorial differences in population health status,’ which includes two parallel 

guidelines of activities focused on diminishing health inequalities:  

1. The creation of equal chances to build a good health status for children and youth  

2. The diminishment of health inequalities among groups with the worst health 

status, among the populations financially neglected, with a high level of 

unemployment, in local regions with a natural environment of poor quality, in regions 

and local centres with the poorest infrastructure that creates barriers to health care 

access. 

An important aspect of the NHP approach is that the reduction of health inequalities should 

be achieved through the use of changed rules of the financial resources delivery (in 

comparison to the rules that are contemporarily used). After having devolved political 

responsibility to local authorities, now financial responsibility will also be devolved so that 

local authorities can better target money to the achievement of the NHP goals. 

Another important policy document is the National Development Plan (NDP 2007-2013). 

Some priorities in the NDP that are important to health inequalities include: reduction of 

social exclusion, building social capital, support for families and children and better access to 

education.  

The Polish Strategy for Social Policy, which is an integral part of the NDP, can be 

instrumental in reducing health inequalities. The aim of the Social Policy Strategy is to 

establish an integrated system of the state policy designed to guarantee all citizens equal 

access to social rights, to provide support to families and to support at-risk groups and 

individuals, while ensuring the principles of participation and democracy. 
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An inter-sectored team of specialists will be appointed that will be responsible for the Social 

Policy Strategy. This will include a public health and a social policy consultant. Priorities 

will be established across all intervention activities, and tools will be developed to monitor 

and evaluate the intervention process. The Polish National Closing the Gap Seminar, which 

took place from 14-16 February 2007, was a first step in raising awareness, knowledge and 

skills related to inter-disciplinary work amongst people working at the local and regional 

level on programs to improve the quality of life of socially disadvantaged groups. 

 

In the UK there are different approaches in England and Scotland.  

 

As for England, policy action – after the Acheson report was published in 1998 – was already 

included in the National Health Service (NHS) Plan of 2002. This Plan went further and 

announced the first-ever national Public Service Agreement (PSA) health inequalities targets 

for 2010: 

- starting with children under one year, by 2010 to reduce by at least 10 per cent the gap in 

mortality between routine and manual groups and the population as a whole; 

- starting with local authorities, by 2010 to reduce by at least 10 per cent the gap in life 

expectancy between the fifth of areas with the worst health and deprivation indicators (the 

Spearhead Group) and the population as a whole. 

 

In 2003, the Department of Health (England) launched a national cross-government strategy 

on health inequalities, the ‘Tackling Health Inequalities: A Programme for Action (2003)’ 

with the aim to help meet the targets and achieve a long-term, sustainable reduction in health 

inequalities. Regular progress was provided also against the 12 cross government headline 

indicators. A final report issued in 2008 PF

44
FP showed that almost all policy commitments made 

in this strategy had been achieved.  
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In November 2008, the Secretary of State for Health in England has announced that Sir 

Michael Marmot (UCL) would lead a Strategic Review on Health Inequalities in England 

POST 2010. This Review is now available and it proposes a comprehensive set of policy 

objectives, recommendations, process (output), and outcome indicators. It also specifies the 

delivery agencies for England.  

 

It argues that the National government and policy should focus on the provision of clear, 

broad strategic plans for health inequalities, setting out short, medium and long-term 

objectives and should facilitate and support local action to define and deliver on local issues. 

Since a few years, specific health goals and policies are increasingly being constructed 

bottom-up in the UK. 

 

Most interesting in this Review is that most of the objectives proposed are about directly 

tackling the most pressing social inequalities (Objectives A-E). Only Objectives F and G are 

targeted towards tackling health and a number of the indicators mentioned for the latter 

objectives could be measured by HIS/HES.  

 

The Strategic review recognizes that “….The measurement of health outcomes is central to 

assessing the success of the strategy. These need to relate to the major conditions associated 

with health inequalities – those on which the recommendations and associated interventions 

are intended to have a significant effect (in terms of scale and impact). The outcomes need to 

reflect improvement in both the quality and length of life across the social gradient….”. The 

Strategic Review puts the onus on measurement at local level and sees the National Indicator 

Set as a basis for selecting some indicators needed by local partnerships. It however includes 

also a National Health Outcome Target across the social gradient (proposes life expectancy 

or health expectancy; the latter would most likely require data from HIS).  

 

Referring to ‘Equally well’PF

45
FP – a report of the ministerial task force on health inequalities 

published in 2008 – the Health and Sport Committee of the Scottish Parliament drafted a 
                                                 
P
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19 
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response to the health inequalities inquiry of the Scottish government. This reply refers to a 

statistical document ‘Long term Monitoring of Health Inequalities: first Report on Headline 

Indicators’PF

46
FP. The response suggests that “…there should be specific targets for, and means 

of monitoring, reducing health inequalities, both absolute inequalities and relative 

inequalities, within a give time scale and with milestones to be used…” 

 

In the US, various action programmes are launched at state level, but this report includes 

only the actions and initiatives launched at the national level.  

 

More than 20 years ago the US government acknowledged the existence of socio-economic 

and racial/ethnic disparities in health. In its Healthy People initiative, which is a national 

agenda launched by the US DHHS in 2000, it communicated a vision and a strategy for 

improving the health of a Nation’s population and achieving health equity.  

 

Healthy People 2010PF

47
FP, which was released in January 2000, has set the goals for the health 

of the US in the first decade of the 21P

st
P century and it had two overarching goals: 1) to 

increase the quality and years of healthy life and 2) to eliminate health disparities, which 

were defined as “differences that occur by gender, race or ethnicity, education or income, 

disability, geographic location, or sexual orientation”. It is followed up by a number of 

indicators compiled in the Data2010 database (including data obtained through surveys). 

 

Overarching goals of the proposed Healthy People 2020PF

48
FP also address health determinants, 

including social, environmental and economic factors. It emphasises a social determinants 

approach to ‘achieve health equity, eliminate disparities, and improve the health of all 
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groups’. The report of the Healthy People 2020 meetings proposes a list of objectives that 

could be measured with NHIS data, but specific objectives for social determinants of health 

are not listed.  

 

The DHHS Office of Minority Health (OMH) has recently launched a Strategic Framework 

for ‘Improving Racial/Ethnic Minority Health and for Eliminating Racial/Ethnic Health 

Disparities’, which lists the different actions to be taken in five steps, including one step on 

‘measuring intermediate outcomes and long term impacts’. 

 

In 2000, the National Center on Minority Health and Health Disparities (NCMHD) was 

created within the National Institutes of Health (NIH) with a mission to lead and coordinate 

biomedical research on minority health and health disparities and to lead the development of 

the NIH-wide Strategic Plan for eliminating health disparities.  

 

The NCMHD now steers the Federal Coordination on Health Disparities Research 

(FCHDR) which is an outgrowth of CDC’s efforts to develop ‘Advancing the Nation’s 

Health: A Guide to Public Health Research Needs, 2006–2015’ and CDC’s Health Protection 

Goals PF

49
FP all of which emphasize eliminating health disparities. It involves collaborative 

research with the federal agencies and non-federal partners to support and disseminate 

research that aims to reduce or eliminate disparities in health and health care, by promoting 

coordination and avoiding duplication of efforts.  The intent is for the collaboration to evolve 

into a national Framework and Strategic plan for action for eliminating health disparities. 

                                                 
P
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VI. Conclusions  - Recommendations for EHIS and EHES 

 

Measuring socio-economic variations in health is indispensable to follow progress in 

tackling health inequalities. It is part of the recommendations put forward in ‘Closing the 

gap’ of WHO’s Commission for Social Determinants of Health and it is one of the 5 main 

actions listed in the EC Communication on ‘Solidarity in Health: reducing health 

inequalities in the EU’.  

 

It requires a well-prepared monitoring strategy and a decision on indicators and possibly also 

targets. Because of their special feature - of measuring at the same time health variables and 

SES variables - HIS and HES are unique instruments to provide statistical data for 

quantitative measures on health inequalities, certainly in countries where record linkage PF

50
FP is 

not possible.  

 

This study, based on national experiences, shows however that some reflections and a well-

thought strategy are needed in view of using EHIS and/or EHIS data for monitoring health 

inequalities within the EU at national and at EU level.  

 

With respect to the experience of countries, a qualitative evaluation of  

- existing and/or planned HIS/HES including SES variables 

- analyses/reports and indicators using HIS/HES by SES variables, and 

- national policy actions and/or programmes (with a potential of) using HIS/HES data 

for monitoring purposes, 

is given in Annex III.  

                                                 
P
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CONCLUSIONS 

 

The following UconclusionsU could be made:  

 

1. All countries studied have at least one HIS with a breakdown of at least two SES 

variables. Several countries (DE, US, FIN, UK (England) have more than one HIS 

and have also a HES with at least two SES variables. 

2. While in most countries good quality data at national level has allowed comparisons 

over time, the ‘health’ variables but also the SES variables vary between countries so 

that inter-country comparisons – on the basis of national HIS/HES – can hardly 

be made. Inter country analyses reports using national data sources have frequently 

highlighted the need for better comparable national level data and analyses of the 

relationship between socio-economic circumstances (as a reflection of public 

policies) and health patterns.  

3. A few countries (i.e. BE, UK and FIN) mentioned that studying health inequalities 

was – from the start – a specific objective of their national HIS/HES; these countries 

have also carried out a more substantive analysis by SES variables of the data 

obtained.  

4. There are important differences between countries with respect to accessibility and 

use of national HIS/HES data in general and/or specific reporting. The 

institutes/authorities responsible for carrying out the national HIS/HES deliver 

mainly a number of ‘straight’ tables on their websites, but there is often insufficient 

useful analysis by SES which is easily accessible. In general there is still a great 

potential for further analysis and publication.  It should also be noted that 

existing analyses and reports do not always include an analysis by each SES variable 

used in the survey. Most often only data and information ‘by educational 

attainment level’ is available. This might well be because the educational variable 

is more robust and stable compared to data on income and occupation which might 

vary over time. In the US the analysis is mainly concentrated on health inequality 

‘by race or ethnicity’. Reasons given for insufficient analysis are that further 
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analysis would not provide added value or that resources were lacking to carry out a 

more detailed analysis. 

5. When countries mentioned that further research was carried out by universities or 

research institutes, the national institutes/authorities responsible for the collection of 

HIS/HES data in a number of countries (i.e. BE, UK, DE, FIN) tried to keep track of 

the research results and some published which studies have been made using 

HIS/HES data and where the results were published and/or could be obtained.  

6. Most of the countries studied have or are planning to have national actions on 

reducing health inequalities, either included in public health programmes or 

included in other policy programmes (such as on social inclusion). A few countries 

(UK, FIN) have a specific action programme to reduce health inequalities and they 

use the existing evidence – including HIS/HES data - to guide these actions by 

regular measurement through indicators sets. Only a few countries (i.e. UK, CZ) 

use quantitative ‘targets’.  

7. Information on existing government programs to tackle health inequalities is often 

scattered and not easy retrievable; as above mentioned a few countries (UK, FIN) 

have an overall action programme that brings together the actions of various other 

(national and/or regional) programmes. It would be preferable to have a central 

contact point in each country to provide information and the necessary links. 

Examples of such a central contact point are the policy coordination centre for health 

equity in BE, the national support team for health inequalities in the UK and the 

internet platformPF

51
FP in DE. 

 

RECOMMENDATIONS 

 

Building on these conclusions, the following UrecommendationsU could be made on 

indicators and on the use of EHIS and EHES for policy purposes: 

 

                                                 
P

51
P TUhttp://www.gesundheitliche-chancengleicheitUT.de.  
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1. Measurement and regular reporting of health inequalities indicators is an essential 

step towards effective action, so it should be integral part of any action plan. The 

general problem of health inequalities and its determinants is known, but more 

detailed and specific information is needed on the effects and weights of the different 

health determinants so that Member States can develop, execute and monitor effective 

action plans in relation to particular population groups and/or health determinants.  

2. EHIS and EHES have unique features through their common variables, questions and 

methodology used across the EU; they could provide data for health inequality 

indicators at EU and at national level with the possibility of reliable inter-country 

comparability. The EUPF

52
FP has promoted the monitoring of health and its determinants 

as well as the coordination of its health policies through information sharing and good 

practice and through the development of indicators sets (social OMCPF

53
FP common 

indicators and ECHI PF

54
FP). Addressing health inequalities is a common objective under 

the social OMC and it is also a guiding principle of the EU’s Health Strategy. It 

would be preferable to keep the number of indicators on health inequalities at EU 

level closely linked to ECHI and/or indicators set in the context of the OMC. The 

extra effort needed is a breakdown, where feasible, of the (existing) indicators by 

each SES variable, to invest into better inter-country comparability, for which EHIS 

and EHES will make a major contribution and to fully use the ‘new’ variables on 

health status and health determinants provided for by EHIS an EHES.  

3. EHIS and EHES are cross-sectional surveys so they can show correlations but are less 

appropriate to show causality. Successive waves could however provide information 

on general trends in the population and lead, after corrections for possible changes 

in the study population, to evidence for causal relations. A broad analysis of the first 

EHIS/EHES wave data will provide the base-line for choosing priorities for actions 

                                                 
P

52
P through the Social Protection Committee and its subgroup on indicators and through the Council 

Working Party on Public Health 

P

53
P Open Method of Coordination : mechanism to monitor progress of EU Member States in the fight against 

poverty and social exclusion; in order to provide the underlying data, the EU-SILC instrument was 
implemented. 

P

54
P European Community Health Indicators 
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at EU, national (and possibly also subnational) level; this first data set will also allow 

to compare the actual situation for countries which have already started actions to 

tackle health inequalities with countries who are about to begin on this.   

4. More in-depth analysis will be needed in order to launch more specific policy 

actions. For instance, data might show a correlation between low educational 

attainment level and health status and health determinants, but policy makers might 

want to have more precision before launching actions directed to youth.  

5. Comparing data and indicators on the use of health care services is only meaningful 

when taking into account the organisation of health care in each country participating 

in the EHIS/EHES; existing national health care profiles established in the context of 

the SHAPF

55
FP could be used; 

6. The analysis of first wave EHIS/EHES data could start as soon as national data sets, 

validated by the countries and at EU level, are available.  Since the first EHIS wave 

will result in data collected from more than twenty countriesPF

56
FPa systematic approach 

and stepwise analysis is needed in order to avoid redundant analysis and not to miss 

crucial findings. 

 

Different phases PF

57
FP of the EHIS/EHES data analysis could be as follows: 

- At first an outline should be made for meaningful basic descriptions (mainly by age 

and sex) for each of the variables on healthPF

58
FP and for the SES variables within the 

population. Some variables might need to be re-grouped into categories. For example, 

a decision should be made on age groups and, for a good analysis and reporting on 

the SES variables, socio-economic groups should be constructed (i.e. income 

quintiles for the income variable). It is imperative to have a EU-wide agreement on 

the meaning and calculation of these socio-economic groups. 

                                                 
P

55
P System of Health Accounts 

P

56
P although 14 countries are piloting EHES, full EHES data will only be available for three countries 

(Germany, Italy and the Netherlands) 

P

57
P On the basis of national analysis and recommendations of EU projects, ie Eurothine 

P

58
P including variables on health status, health determinants and health care consumption 
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- Then – according to the outline - basic tabulations should be given for each country 

(and, when meaningful and feasible, also at subnational level) on the distribution - 

absolute numbers and percentages - of the health and SES variables (socio-economic 

groups) across the population; for each variable/group the observed frequencies 

within countries should be controlled for their plausibility and where needed be 

adjusted in accordance with the countries. 

- In a third phase, the differences and meaningful variations between countries of the 

distribution of these variables and categories of these variables should be given and 

analysed; in the case of outliers for certain variables, the data should be checked 

together with the countries and, if questions and methodology are comparable for the 

variable concerned, compared with the outcome of national surveys. 

- Then tabulations should be provided per country with relative rates for a first set of 

health indicators (see Annex IV) according to the socio-economic groups and 

corrected for age and sex PF

59
FP. 

- When possible, summary measures, which express the magnitude of the differences 

in health variables between the upper and lower segments of the socio-economic 

groups, could be calculated; types of summary measures are to present data as rate 

ratios or Odds Ratios (such as ratio of odds of less-than-‘good’ self assessed health or 

of diseases being more prevalent in the lower socio-economic groups compared to 

that in higher socio-economic groups) or to calculate the socio-economic gradient 

(such as the Relative Inequality IndexPF

60
FP). For the calculation of the Odds Ratios, it 

should be agreed for which variables (mainly age and sex) corrections are needed. 

- In order to make a bridge between the technical results of the analysis and 

implications for potential policy planning, management and evaluation on health 

inequalities, the figures should be complemented - for each indicator and important 

health item - with context information and be related to specific programmes and 

initiatives at EU and at national level; in this phase it may also be useful to make 

reference to other relevant statistical sources and research findings. 
                                                 
P

59
P a direct standardisation using the European Standard Population could be applied 

P

60
P Hayes L.J, & Berry G (2002) Sampling variability of the Kunst-Mackenbach relative index of equality.  

In J Epidemiol Community Health 56; 762-765 
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- The available data set (anonymised micro data) should then be made available for 

further research, i.e. for multivariate analysis; research results should be made widely 

available and a record should be kept of all research carried out with EHIS/EHES 

data at EU and at national level. As indicated by the Articles from Allin and Masseria 

and O’DonnellPF

61
FP, further research is being carried out to meet the opportunities and 

challenges by upcoming European datasets.  

 

With respect to further EHIS/EHES structure and planning it is recommended to 

reflect inter alia on the possibility to include a variable on ‘race/ethnicity’ (if not possible 

then a variable such as ‘country of birth of parents’ could be considered) to expand the 

core part of EHES and to coordinate the frequency of EHES with the proposed frequency 

(every five years) of EHIS. 

 

 

                                                 
P

61
P Eurohealth, Vol 15, Number 3 
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Annexes 

 
Annex I 

 
 
 
Common core (background) SES variables in EHIS and EHES 
 
 

1)  Education: educational attainment  
(ISCEDPF

62
FP level 0-6)  

 
2)  Employment (labour) status 

 
3)  Occupation (ISCO PF

63
FP-98 2 digits) 

 
4)  Income (at household & individual level)  

 
 
 
 
 

                                                 
P

62
P ISCED: International Standard Classification of Education 

P

63
P ISCO: International Standard Classification of Occupations 
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Annex II 

EHIS implementation year  
2006 2007 2008 2009 2010

BE      
BG      
CZ      
DK      
DE      
EE      
EL      
ES      
FR      
IE      
IT      
CY      
LV      
LT      
LU      
HU      
MT      
NL      
AT      
PL      
PT      
RO      
SI      
SK      
FI      
SE      
UK      
HR      
TR      
CH      
IS      
NO      
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Annex III 
 
 
Qualitative evaluation of the country reports 
 
 
 
1) U Existing or planned nation-wide HIS/HES including SES variables U: 
 
Criteria (rating of maximum 4 +): 

 HIS or HES including at least 2 SES variables 
 HIS and HES including at least 2 SES variables 
 Various and/or comprehensive data sources 
 Regularity of data collection 

 
 

2) UAnalyses, reports and indicators using HIS/HES data by SES variablesU: 
 
Criteria (rating of maximum 3 +): 

 Publication of data and indicators broken down by SES variables 
 Quality and detail of analyses, references to research 
 Regularity of reporting 

 
 
3) UNational policy actions and/or programmes (with a potential of) using HIS/HES by 
SES variables for monitoring purposesU: 
 
Criteria (rating of maximum 3 +): 

 Actions in other (public health) programmes 
 Overall coordination into one specific action plan 
 Link to indicators and/or targets for monitoring



 47

 
Existing and/or planned nation-wide 

HIS/HES including SES variables 
Analysis/reports/indicators using 
HIS/HES data by SES variables 

National policy actions and/or programmes 
on reducing health inequalities (with a 

potential of) using HIS/HES data by SES 
variables for monitoring 

BELGIUM 
+++(+) 
Belgian Health Interview Survey  (HIS) 
 
Analysis of social (in) equality in health and 
access to health care services is explicitly 
mentioned as one of the six objectives of the 
Belgian HIS.  
 
The main SES variables included are 
education, income and employment. 
 
Food Consumption Survey (HIS but includes a 
small HES part); includes a SES variable on 
educational attainment. 

+++ 
Basic reports (+ chapter on socio-
economic differences in health) are 
available online. 
 
Data are available via interactive 
web-application; the full database is 
available. 
 
A synthesis and full report on the 
Food Consumption Survey are 
available online and include an 
analysis of health status, food 
consumption, and food safety at the 
home by educational status. 
 

++(+) 
TAHIB project, 2006-2009, describes social 
inequalities in health, studies also the 
contextual factors and proposes 4 policy 
recommendations, including appropriate 
monitoring; the recommendations are not yet 
officially endorsed by the Belgian institutions. 
 
Since 2001-2003 BE has a National Action 
Plan on Social Inclusion  (NAPInc) wich has 
the potential to including data on health 
inequalities. 
 
Since mid 2006, the King Baudouin 
Foundation (KBF) has been assessing the 
nature of health inequalities – using HIS/HES 
data - in Belgium and one of their proposals is 
the establishment of a Policy coordination 
centre for Health Equity. 

Conclusions 
good and regular data available, no real HES good quality analysis, regular 

reports 
proposal for a national action plan with 
suggestions for monitoring is available 
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Existing and/or planned nation-wide 
HIS/HES including SES variables 

Analysis/reports/indicators 
using HIS/HES data by SES 

variables 

National policy actions and/or programmes on 
reducing health inequalities (with a potential 
of) using HIS/HES data by SES variables for 

monitoring 
CZECH REPUBLIC 

+(+) 
Sample survey of the Health Status (HIS) of the 
CZ population – every 3 years from 1996 until 
2002 
 
The examination of health in relation to the 
social situation of the respondent was one of 
the objectives of the survey, which includes 
SES variables on educational attainment, years 
of full time schooling, economic 
position/employment status, occupation (actual 
and main) and household income.  
 
Participation in EHIS 
With inclusion of the European background 
module (core SES). 
 

+ 
The data of the 2002 sample 
survey are included in a report 
published in 2004; this report 
contains a number of tables (on 
perceived health and on lifestyles, 
by level of education).  
 
Data on EHIS are actually in 
Eurostat for validation.  

+ + 
The Czech Ministry of Health has several 
policies in place that tackle the social 
determinants of health. Of these, it is the 
Health21, Long-term Programme for 
Population Health Improvement 2002-2010 
which specifically addresses the problem of 
health inequalities.   
 
In Health21 objective 2 is called ‘Equity in 
health’ (or ‘closing the health gap within 
countries’): to decrease differences in the health 
status among different socio-economic groups by 
at least one quarter by 2020, by the improvement 
of life for the disadvantaged groups.  The 
Ministry of Health does not always take initiative 
but it collaborates with other ministries (labour, 
education etc.).  
  

Conclusions 
some data available, future data in EHIS, no 
HES ?? 

one report available actions in various programmes, general target in 
Health21 
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Existing and/or planned nation-wide 
HIS/HES including SES variables 

Analysis/reports/indicators 
using HIS/HES data by SES 

variables 

National policy actions and/or programmes on 
reducing health inequalities (with a potential of) 

using HIS/HES data by SES variables for monitoring
CROATIA 

++(+) 
First Croatian Health Project 
(HIS/HES) carried out between 1995 
and 1997; variables included on socio-
economic characteristics.  
 
Croatian Adult Health Survey  
(HIS/small HES - CAHS) in 2003; 
includes SES variables on educational 
attainment and employment status. 
 
World Health Survey (HIS) in 2003; 
includes SES variables on educational 
attainment, employment, occupation; 
also a variable on ethnic or cultural 
group.  
 
UNDP Health and Quality of Life 
Survey in 2006 – (HIS), includes SES 
variables on income, debts, on work 
situation and on educational attainment  

+ 
Quality of life in Croatia – report 
2007, provides the results from 
the UNDP survey in 2006. This 
report refers in general to self-
perceived health by educational 
attainment level and by income 
quintile. 
 
It concluded that ‘There is also a 
need to explore the scale and 
nature of healthcare inequalities – 
and issue that has received very 
little attention in Croatia’, but no 
further analysis is available. 

+ ? 
The UNDP’s Social Inclusion programme (2005-2009) 
provided support to social groups and individuals at risk 
of social exclusion. One of the activities was on 
gathering of local level data.  
 
The Joint Memorandum on Social Inclusion was signed 
in March 2005, which prepared HR for the participation 
in the OMC on social protection and social inclusion. As 
a next step HR prepared a first NAP on Social Inclusion. 
 
A number of concrete actions have been taken 1) to 
improve the accessibility of the health care system 2) for 
combating corruption and 3) on financing, development 
of preventive medicine and public health campaigns.  
 
An Agency for Health care Quality and Accreditation 
has been established, but it is not clear in how far 
indicators will be set and monitored through HIS/HES. 

Conclusions 
various data sources available, small 
HES 

one report available various efforts, overall action plan in preparation ?  
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Existing and/or planned nation-wide 
HIS/HES including SES variables 

Analysis/reports/indicators using 
HIS/HES data by SES variables 

National policy actions and/or programmes 
on reducing health inequalities (with a 

potential of) using HIS/HES data by SES 
variables for monitoring 

FINLAND 
++++ 
Finbalt Health Monitor: since 1994, includes 
SES variables on educational attainment, type 
of work; optional question on occupation. 
 
Health 2000 survey (2000-2001) 
HIS/HES – SES variables on education, main 
activity, present/previous occupation, income, 
employment status.  
 
Analysis of health (in) equality is explicitly one 
of the main focuses of this surveys.   
 
+ re-survey planned (2010-2011).  
 
Health Behaviour and health among the 
Finnish Adult Population (AVTK) HIS carried 
out annually since 1978; includes SES variable 
of years of schooling,   
 
Contribution in pilot EHES 

+++ 
Summary report on the Health 2000 
survey was published in 2004. 
Another report was published on 
the baseline results of the Health 
2000 HES; this includes a chapter 
on variation in health and functional 
capacity according to religion, 
education and marital status.’  
 
In May 2006, Health in Finland 
was published which contained 
some graphs from Health 2000 data 
by SES; it includes a chapter on 
health disparities.   
 
‘Health inequalities in Finland, 
trends in socio-economic health 
differences 1995-2005’ is a 
comprehensive report published in 
2007 (FIN) and 2009 (EN); it 
includes data from Health 2000. 

+++ 
Narrowing health gaps has been the objective 
of the Finnish health policy since the 1980s; 
various programmes and policies included 
actions on reducing health inequalities.  
 
In 2006 a multisectoral Advisory Board for 
Public Health began with the preparation of an 
Action Plan; there is now a national Action 
plan to reduce health inequalities 2008-2011, 
which has links to the different other 
programmes. 
 
In addition a health equity monitoring system 
(TEROKA) is launched, which contains 
process indicators and monitoring indicators 
and highlights which comparable data should 
be available for which population groups and 
which areas. It also mentions the need between 
local and national monitoring.  

Conclusions 
good and regular data available, HES various official reports, indicators overall action plan, link with indicators 
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Existing and/or planned nation-wide HIS/HES 
including SES variables 

Analysis/reports/indicators 
using HIS/HES data by SES 

variables 

National policy actions and/or 
programmes on reducing health 

inequalities (with a potential of) using 
HIS/HES data by SES variables for 

monitoring 
GERMANY 

++++ 
Micro census (HIS) every 4 years since 1995. Various 
variables on employment, some health variables. 
 
German national Health Interview and Examination 
Survey BSG88 
HIS/HES – 1998, SES variables included  
 
Telefonische Gesundheitssurveys GSTEL 02-07, since 
2002; includes SES variables on educational 
attainment, income, occupation and employment status. 
 
Gesundheit in Deutschland aktuell (GEDA) – 2008-
2009 – HIS; includes SES variables on education, 
occupational status, migration background. 
 
Studie zum Gesundheit Erwachsener in Deutschland 
(DEGS)- HIS/HES 2008-2011, will include a 
longitudinal part from BSG88, SES variables on 
income, education, employment, migration, 
occupational status. 
 
German Environmental Survey and pilot EHES  

++(+) 
Federal Health Monitoring 
System  
(GBE=Gesundheitsbericht-
erstattung)  

 GBE on-line (contains 
limited data on health 
inequalities) 

 Health in Germany 
(uses some data of 
BGS98 and previous 
HES) 

 Special reports – some 
include data on SES. 

 
The federal government has 
published several reports on 
poverty and wealth in Germany 
(2001, 2005). 
 
Health monitoring is also 
available on the 
Länderwebsites. 

+(+) 
Germany has specific legislative 
commitments related to health inequalities. 
 
An expert working group on ‘Poverty and 
health’ was created at governmental level 
– an annual conference is held since 1995. 
 
The National Health Target programme 
has ‘equity in health’ as one five central 
topics to each of the six general health 
targets.  
 
The National Strategy Report on Social 
Protection and Social Integration shows 
the strategy of Germany; it contains 
objectives on the struggle against poverty 
and social exclusion, and on accessible 
high quality and sustainable health care.  
 
Since 2005 there is an internet platform on 
initiatives aimed at health promotion for 
socially disadvantaged people. 

Conclusions 
good and annual data available, HES regular reporting, but less on SES specific commitments but no action plan ? 
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Existing and/or planned nation-wide 
HIS/HES including SES variables 

 

Analysis/reports/indicators 
using HIS/HES data by SES 

variables 

National policy actions and/or programmes 
on reducing health inequalities (with a 

potential of) using HIS/HES data by SES 
variables for monitoring 

POLAND 
+++(+) 
Periodical Module survey on Health (HIS) 
regular module on health care as an additional 
part of the regular household budget surveys 
since 1994, SES variables on educational 
attainment, employment status, occupation, 
income level per capita. 
 
National Health Interview Survey  (HIS) 
(twice: in 1996 and in 2004); includes SES 
variables on level of education, economical 
activities and material situation. 
 
Participation in EHIS  
with inclusion of the European background 
module (core SES). 
 
WOBASZ – Multi-Center all-Polish Health 
Survey 2003-2005 (HIS/some HES); includes 
SES variables on educational attainment, 
occupation, income household. 
 
Contribution in pilot EHES 

+ 
Report ‘Health care in households 
in 2006’ 
 
‘Health status of the Polish 
population’ report published in 
2008, but it is unclear whether it 
contains data on SES variables.  

++(+) 
Health inequalities is a relatively new subject 
on the Polish agenda. The new National Health 
Programme (NHP) 2006-2015 puts more 
emphasis on health inequalities. 2 out of the 19 
operative goals stated in the new NHP are 
directly concerned with the issue of health 
inequalities.  
 
Strategic target 8 of the NHP ‘The 
diminishment of social and territorial 
differences in population health status’ 
includes 2 guidelines of activities to promote 
equal chances and diminish health inequalities. 
The Public Health Act includes a special 
section on health inequalities. 
 
The National Development Plan 2007-2013 
includes priorities important for health 
inequalities; it contains the Polish strategy for 
social policy which can be instrumental in 
reducing health inequalities. 

Conclusions 
various data sources, limited HES one report available national actions and targets available 
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Existing and/or planned nation-wide 

HIS/HES including SES variables 
 
 

Analysis/reports/indicators 
using HIS/HES data by SES 

variables 

National policy actions and/or programmes 
on reducing health inequalities (with a 

potential of) using HIS/HES data by SES 
variables for monitoring 

+++(+) +++ +++ 
UK  (mainly information from England and Scotland) 

GREAT BRITAIN  
General Household Survey (GHS) 
HIS annually since 1971, includes SES 
variables on employment, educational 
attainment, household income; also variables 
on migration and race ethnicity. 

Black report and Acheson report 
used GHS data/ many studies and 
reports mentioned on the website 

ENGLAND  
Health survey for England (HSE) 
HIS/small HES, annually since 1995, includes 
SES variables on educational attainment and  
economic activity; also a variable on ethnicity. 
 
Contribution in pilot EHES. 

Annual publication – Health survey 
for England  
Health Poverty Index 
Local basket of Inequalities 
Indicators. 
 
Health inequalities: progress and 
next steps, published in June 2008 
by the Dep of Health, England 
includes the 2010 Health 
inequalities PSA targets. 

WALES 
Welsh Health Survey conducted since 1985;  
includes SES variable on occupation and a 
variable on ethnic origin 

 

1999: Saving Lives: Our Healthier Nation 
2000: Plan for the National Health Service and 
national Public Service Agreement (PSA) 
health inequalities targets for 2010 (includes 2 
targets) 
 
2003: the Cross-government strategy of the 
Dep of Health (England) ‘Tackling health 
inequalities: A programme for Action’: 
contains 4 themes and 5 principles with Status 
report and update of Headline indicators. 
 
2004: Choosing Health, including  spearhead 
strategy (indicators and targets) 
2006: health inequalities as one of the top 6 
priorities of the NHS. 
 
2009: Tackling health inequalities, 10 years on 
(report Dep of Health, England)  
2010: post 2010 Strategic Review of Health 
Inequalities (England), report prepared by Sr. 
Michael Marmot. 
 

SCOTLAND   
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Scottish Health Survey (SHeS) is running 
continuously since 2008; includes SES 
variables on occupation and education; also a 
variable on ethnicity and on religion.  
 
 

Scottish Survey statistics 
 
Publications such as ‘The changing 
pattern of obesity’ or ‘Self-reported 
wellbeing in Scotland’. 
 
Report: Inequalities in health: sets 
out recommendations for the 23 
indicators adopted in Improving 
Health in Scotland – The Challenge 
(2003). 
 
In 2004, the agreed health 
inequality indicators were used to 
set targets. 

1999: Government White paper sets the 
framework for current public health and health 
improvement in Scotland, recognising that all 
action in this area should be underpinned by 
the need to reduce health inequalities.  
 
Within the social inclusion policy, specific 
targets are set to reduce health inequalities: 
improvement of 15 % across a range of 
indicators for the most deprived communities. 
 
‘Better health, better care’ is the 2007 action 
plan that also aimed at reducing health 
inequalities. 
 
The ‘Keep well Initiative’ targets action 
towards the five most disadvantaged area and 
there are 47 Healthy Living Centres to address 
poor health and health inequalities.  
 
In 2008, the ‘Equally Well Implementation 
Plan’ was launched, which will turn the 
Equally Well’s recommendations into action. 

Conclusions 
good and annual data at the level of the 
countries, small HES in England 

many good and detailed reports and 
indicators 

consistent action plan with indicators and 
targets for England and Scotland 
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Existing and/or planned nation-wide 
HIS/HES including SES variables 

 

Analysis/reports/indicators 
using HIS/HES data by SES variables 

National policy actions and/or programmes on 
reducing health inequalities (with a potential 
of) using HIS/HES data by SES variables for 

monitoring 
USA 

++++ 
National Health Interview Survey (NHIS) - 
since 1957; includes SES variables on 
education, employment status, family 
income; also a variable on race and ethnic 
origin. 
 
National Health and Nutrition Examination 
Survey (NHANES) since 1999– HES;  
includes SES variables on occupation, 
education?, income. 
 
Survey of Income and Program 
Participation (SIPP) – HIS, longitudinal; 
includes SES variables on income and 
employment; also a variable on ethnic 
origin. 
 
Behaviour Risk Factor Surveillance System 
(BRFSS) includes SES variables on 
educational attainment level, employment 
status, income; also a variable on race. 
 
Commonwealth Fund 2006 Health Care 
Quality Survey – HIS; includes SES 
variables on educational attainment, 
employment status and household income; 
also a variable on race/ethnicity. 

++(+) 
Health in the United States – yearly reports from 
the NCHS with a statistical annex and an 
Integrated Health Interview Series (IHIS) 
website.  
 
1998 Socio-economic Status and Health 
Chartbook 
 
NHIS series 10 reports 
 
2006 report of the Census Bureau uses SIPP 
data.  
 
National Health Care Disparities report, 
mandated by Congress, identifies where some 
populations receive poor or worse care than 
others and tracks how these gaps are changing 
over time; it uses 220 measures! 
 
Commonwealth Fund reports 
 
Robert Wood Johnson Foundation (RWJF) 
Commission to build a healthier America issued 
a report in April 2009: ‘Race and socio-economic 
factors affect opportunities for better health’; this 
report uses NHIS data and SIPP data. 
 

++(+) 
Healthy People is a national agenda that 
communicates a vision and a strategy for 
improving the health of a Nation’s population 
and achieving health equity.  
 
Overarching Goals of Health People 2010 and 
2020 address health determinants, including 
social, environmental and economic factors.  
 
The report of the Healthy People 2020 
meetings proposes objectives which could be 
measured with NHIS data, but specific 
objectives for social determinants of health are 
not listed.  
 
The DHHS Office of Minorities launched a 
Strategic Framework for Improving 
Racial/Ethnic Minority Health and for 
Eliminating Racial/Ethnic Health Disparities. 
 
The National Center on Minority Health and 
Health Disparities (NCMHD) steers the Federal 
Collaboration on Health Disparities Research 
(FCHDR) initiative which could possibly lead 
towards a national action plan. 
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Healthy People 2010 presents a set of 467 
national public health objectives – DATA2010 is 
an interactive database (with data from NHIS, 
NHANES, BRFSS). 
 

Conclusions 
good and annual data available, also HES various reports, most analysis is on 

race/ethnicity, relatively less on SES 
A national action plan on health minorities on 
the basis of race/ethnicity is available, a 
general action plan on health disparities is in 
preparation ? 
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Annex IV 
 

List of health indicators (mainly from the 2008 ECHI short list and from the 
OMC indicators) for which SES is a relevant subgroup PF

64
FP:  

 
 

 Uhealth statusU: 
o self-perceived general health * 
o healthy life years 
o (overall prevalence of self-reported morbidity- including longstanding 

illnesses or health problems)* 
o prevalence of self-perceived long-term activity limitations* 
o proportion of individuals reporting to have been diagnosed with acute 

myocardial infarction (AMI) which occurred during the past 12 months*  
o proportion of individuals reporting to have been diagnosed with diabetes 

which occurred during the past 12 months*  
o proportion of individuals reporting to have been diagnosed with (major) 

depression which occurred during the past 12 months* 
o prevalence of physical and sensory functional limitations 
o occurrence and extent of psychological distress during past month 

 
 Uuse of health care servicesU:  

o mean number of visits to general practitioner per capita and per year* 
o mean number of nights in total spent in the hospital in the past year 
o mean number of days admitted in the hospital as a day patient 
o mean number of dentist consultations per capita and per year 
o self-reported unmet need for medical care (total)* 
o self-reported unmet need for dental care 
o cervical cancer screening: percentage of women (age 50-69) reporting to 

have been screened within the last three years 
o influenza vaccination: percentage of population (age 65 and older) 

reporting to have been vaccinated during the past 12 months 
o breast cancer screening: percentage of women (age 20-64) reporting to 

have been screened by mammography within the last two years 
  

 Uhealth determinantsU: 
o prevalence of smoking (percentage of regular daily smokers)* 

                                                 
P

64
P Based on the countries’ experiences and on a proposal discussed with the Eurostat Technical Group HIS 

in May 2009 

*: could be selected as a first set for developing health inequality indicators 
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o prevalence of hazardous alcohol consumption (as an average rate of 
consumption of more than 20 gr alcohol daily for women and more than 
40 gr daily for men)* 

o physical activity (proportion of population performing moderate and 
vigorous physical activity (days and/or hours per week)* 

o percentage of people eating fruit (excluding juice) at least daily 
o percentage of people eating vegetables (excluding potatoes and juice) at 

least daily 
 

 
 Uhealth status measurements U(with data resulting from core part of EHES) 

 
o prevalence of obesity (percentage of population with body mass index 

BMI equal or over 30 kg/m2)* 
o prevalence of actual hypertensives (percentage of population with at a 

systolic blood pressure of least 140 mm or diastolic blood pressure was at 
least 90 mm Hg – calculated from the mean of the second and third of 
three serial measurements)  

o prevalence of diabetes (percentage with fasting blood glucose equal or 
above 126 mg/dL)* 

 
 
 


