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The establishment in March 2005 by WHO of an International Commission on the Social 

determinants of Health with the goal “(of supporting) countries in placing heath equity as a 

shared goal” (WHO, 2006) constituted a global recognition of the existence of health inequalities 

and of the necessity for governments to take action to address the social determinants of such 

health inequalities. Indeed, during the past decade several countries have started to make the 

reduction of health inequalities an explicit goal of their health and public health policies. Four 

national health policy orientation documents from four leading western countries formally 

identified both improving the health and quality of life of the citizens and reducing health 

inequalities as overarching public health goals. Those documents are the “Integrated Pan 

Canadian Healthy Living Strategy” (Secretariat for the Healthy Living Network, 2005), the 

Swedish Health on Equal Terms Public Health Policy (Hogstedt, Lundgren, Moberg, Pettersson, 

& Ågren, 2004), “Tackling Heath Inequalities: A Program for Action” in the UK (Department of 

Health, 2003), and “Healthy People 2010” in the US (U.S. Department of Health and Human 

Services, 2000)*. These key documents stand at the forefront of the global preoccupation with 

health inequalities as a major population health challenge, recognizing that policies and 

programs that improve overall population health may also lead to increasing health disparities 

(Health Disparities Task Group of the Federal/Provincial/Territorial Advisory Committee on 

Population Health and Health Security, 2005).   

Less well known, however, is the pioneering work of the early health promotion thinkers 

who sought recognition of health inequalities as a critical public health issue. Not long after the 

publication of the Black Report (Townsend & Davidson, 1982), which British Conservative 

Government of Margaret Thatcher shelved and disregarded (Macintyre, 1997), the task force that 

was put together by the WHO-EURO office clearly identified health inequalities as a core issue 
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for health promotion (WHO-EURO, 1984). Because discussions of the Charter often reduce this 

crucial document to a list of strategies for action, the commitments and values that are also part 

of the Charter are usually overlooked. It may be helpful to remind readers that in its final 

formulation the Charter stipulates that participants in the conference committed themselves “to 

respond to the health gap within and between societies and to tackle the inequities in health 

produced by the rules and practices of these societies” (WHO, 1986). From the outset, health 

inequality has been an integral part of health promotion rhetoric. 

Consequently, it is somewhat surprising that twenty years later, the field of health 

promotion mostly uses criteria of effectiveness and efficacy when attempting to assign values to 

its achievements. Major health promotion evaluation synthesis endeavours have gathered and 

synthesized evidence primarily on health promotion effectiveness to improve overall heath, 

seldom on its efficacy and efficiency to do so, and never to our knowledge on its capacity to 

reduce health inequalities and inequity (IUHPE, 1999; Zaza, Briss, & Harris, 2005). A case in 

point is the report for which this chapter is being written. The IUHPE Global Program on Health 

Promotion Effectiveness pursues the “aims to raise standards of health promoting policy-making 

and practice worldwide by: reviewing evidence of effectiveness in terms of political, economic, 

social and health impact; translating evidence to policy makers, teachers, practitioners, 

researchers; stimulating debate of the nature of evidence of effectiveness.” (IUHPE, 

http://www.nyu.edu/cgi-

bin/cgiwrap/gjh210/iuhpe/dbsort.cgi?db=iuhpe&uid=default&view_records=1&ID=projects_pro

ject2&Language=English) Nowhere is it mentioned in the official program documentation that 

evidence on the effectiveness of health promotion to reduce health inequalities will also be 

gathered and analysed. In all fairness, we should mention that in the third edition (2001) of 
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Tones and Tilford’s initial “Health Education: Effectiveness and Efficiency”(1990), the authors 

have added in the title, “equity” as a value for health promotion. However, in his review of this 

book, Mittelmark (2002) rightly lamented that one of the book’s major disappointments is its 

failure to give equity issues the same in-depth treatment that it accords the values of 

effectiveness and efficiency. In this regard, the field of health promotion evaluation does not 

differ from that of program evaluation in which equity is never discussed as a criterion for 

program evaluation. 

As a critique of all of those efforts devoted to building a case for the effectiveness and 

efficiency of health promotion, this chapter proposes that the field re-examine the value base 

used for judging its impact. We argue that the question of which goal health promotion is (or 

should be) effectively contributing to must be addressed openly and explicitly. Increased health 

inequalities may be an unintended result of health promotion policies and programs that are 

effective in increasing population health. Unless there is a deliberate intention to address health 

inequalities and to build up evaluations that purposefully use equity as a value criterion, the field 

of health promotion may go astray regarding its underlying commitments to equity in health. 

With the aim of steering the field of health promotion evaluation toward broader reliance on 

equity as a value criterion, this paper discusses and illustrates how issues of equity can be built 

into evaluation studies. As a first step, we present distinctions between notions of effectiveness, 

inequality and equity proposing that the latter is essentially a value judgment about the fairness 

of observed inequalities. We then review indicators of inequalities that can be used in equity 

evaluations of health promotion.   
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EQUITY AND DISTRIBUTIVE JUSTICE 

Effectiveness* is usually defined as a program’s ability to produce effects that correspond 

to the objectives that planners set beforehand (Mathison, 2004). Some authors make a distinction 

between efficacy and effectiveness. The former refers to the establishment of program effects in 

the conditions controlled in order to maximize the results’ internal validity. Effectiveness refers 

to efficacy as tested in the real world in order to emphasize the external validity of the 

conclusions (Glasgow, Lichtenstein, & Marcus, 2003). Efficiency, in the realm of program 

evaluation is understood as the relationship between the effects produced and the resources used 

to this end. While the definitions of effectiveness and efficiency are fairly straightforward, the 

exercise of defining equity is less obvious given the polysemic nature of this concept.  

Equity is a concept related to that of social justice (Braveman & Gruskin, 2003; Wagstaff 

& Van Doorsaler, 1993). When the principles of social justice are not applied in a society, 

inequalities and fractures along the axes of social stratification are created. Disparities in health 

status across social groups are among the key consequences of these justice deficits. In order for 

these differences or inequalities to be understood as an injustice that must be remedied, the 

notion of equity must be invoked and a value judgement made. 

However, such a judgment is often ambiguous. A number of inequalities in health status 

are perceived as “natural” and caused by fate. In such cases, the judgement is “objective” and is 

based on the observation of facts. Alternatively, deeming certain inequalities to be inequitable 

implies a “subjective” value judgment in which the principles of distributive justice are used to 

confirm that the health inequalities observed stem from a complex process of social inequalities. 

The situation is further complicated because the outcome of the judgment exercise can differ 

according to the notion of distributive justice adopted. Indeed, there are several distribution 
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theories and models to attain the ideal of social justice and equity and to judge what is fair in a 

society (Krasnik, 1996; Mooney, 1987; Olsen, 1997). Table 1 indicates the most frequently cited 

distributive justice models in relation to health systems and their definitions.  

_________________________ 
Insert Table 1 

__________________________ 
 
 
Effectiveness in health promotion and distributive justice 

Neglecting equity issues in health policies is a consequence of the predominance of 

libertarian theories (Gilson, 1998). However, public health in general and research on efficacy in 

health promotion in particular are often rooted in the classical utilitarian model. Thinkers faithful 

to this model are not interested in the distribution of utilities but in overall utility (Gilson, 

Kalyalya, Kuchler, Lake, Organa et al., 2000). These utilitarian values underpin arguments for 

the use of the cost-effectiveness ratio criteria to select interventions. Indeed, this ratio seeks to 

maximize the overall benefits stemming from an intervention regardless of their distribution 

(Ubel, DeKay, Baron, & Asch, 1996). While this model has been criticised (Farmer & Castro, 

2004), public health project managers continue to pursue utilitarian values (de Savigny, Kasale, 

Mbuya, & Reid, 2004) following the famous 1993 Word Bank report “Investing in health”.  

This utilitarian vision also appears to underpin several recent or older interventions 

(IUHPE, 1999; Thurston, Wilson, Felix, MacKean, & Wright, 1998) pursuing effectiveness in 

health promotion. The proceedings of the symposium devoted to this topic in Paris in late 2003 

do not mention the problem of equity (IUHPE, 2004), nor does recent Canadian or African 

research mention equity or health inequalities (Amuyunzu-Nyamongo, 2005; Hills & Carroll, 

2004). Concerning these two regional examples, the analytical frameworks that promoters use to 

assess effectiveness clearly stipulate that the objective of health promotion interventions is the 
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enhancement of health, overlooking the principle of a reduction in health inequalities advocated 

by the Ottawa Charter. More precisely, it must be noted that the Canadian conceptual framework 

has changed. In its initial form equity appeared as a contextual condition and one of the 

numerous criteria for potential effectiveness mechanisms, while in the model’s latest iteration, 

the reduction in health inequalities is appended to the utilitarian objective of health improvement 

(Hills & Carroll, 2004). This example simply reveals the gulf that has yet to be bridged in order 

for equity to be given better consideration in attempts to demonstrate health promotion 

programme effectiveness.  

 

Difficulties regarding fair redistribution 

Addressing health inequalities and attempting to eliminate them is neither a spontaneous 

nor a universal process. It varies across societies. One must first acknowledge the plurality of 

these principles and theories of justice (Culyer, 2001; Dubet, 2006). Then come difficulties 

associated with the subjective nature of the notion of equity (Ubel, DeKay, Baron, & Asch, 

1996). Some authors believe that relying on fair (re)distribution is an ideological objective. 

Others, like Rawls (2004), are of the opinion that society’s resources must be used to enhance the 

lot of the worst-off. It is inequalities, inevitable in all societies according to the author, but 

unacceptable, that the principles of justice wish to tackle to achieve greater equity. For Rawls 

(2004), inequalities thus engender the need to improve the chances of those who have the fewest 

chances. Unlike equal opportunity rooted in the ideology of meritocracy (Dubet, 2006, Rawls, 

2004) advocates instead equitable equal opportunity (p. 93). However, Mooney (1999) criticizes 

this position since it only takes into account the specific needs of the most disadvantaged 

individuals and positive discrimination is only directed toward them. Economists regard equity 
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and particularly vertical equity which consists in applying a different treatment to different 

people, as imposing the obligation to find a fair solution, not only for the worst-off but for 

everyone. This vision of justice has practical consequences since acting against poverty and its 

effects on the worst-off does not solve the problem of health inequalities stemming from 

belonging to specific social groups. This political focus on poverty instead of health inequalities 

is not new, as the French case reveals and to a lesser extent, the Quebec case (Ridde, 2004). To 

adopt a charity and assistance policy does not call into question the foundations of an unjust 

society which can only be addressed through social justice policies.  

 Given the diversity of theories of distributive justice, to take into account equity in 

intervention implementation supposes discussions and prior agreement on the manner in which 

resources or goods must be distributed to satisfy the specific theory of justice that prevails in the 

situation. Who decides to channel an intervention toward certain subgroups in the population? 

Who decides that some practitioners and not others participate in the implementation process? 

The notion of equity is a reflection of the values of the society in which the interventions are 

undertaken (Mooney, 2002). Both the political context and the plurality of values influence 

definitions of equity (Peter, 2001; Popay, Williams, Thomas, & Gatrell, 1998). Therefore, local 

populations must participate in defining criteria of equity in health (Peter, 2001). Here are five 

examples of different perspectives on distributive justice: (a) the Anglo-American neo-liberalist 

tradition of equal opportunities (Labonte, 2004, p.119); (b) the desire among Swedish politicians 

to avoid sacrificing equity to efficiency (Lindholm, Rosen, & Emmelin, 1998); (c) the rejection 

in Australia of a policy aimed at maximizing health results if people in poor health must curtail 

their access to care (Nord, Richardson, Street, Kuhse, & Singer, 1995); (d) the Rawlsian vision 

of social justice among public health practitioners in Quebec who believe public health should 
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devote much of its resources to specific subgroups of the population (worst-off, Groups from 

Aboriginal Descent, Drug addicted) who are considered disadvantaged because of socially 

created injustices (Massé & Saint-Arnaud, 2003), and (e) the rhetorical precedence of 

egalitarianism among the Mossi of Burkina Faso (Fiske, 1990; Ridde 2006), who believe like 

their neighbours the Haoussa in Niger, that in inequality is constitutive of the social order 

(Raynault, 1990, p.139). 

Equity is thus a value that appears to be as difficult and tricky to define as effectiveness is 

an empty concept that must be fleshed out, along with that of performance or quality. An 

extreme position would be to qualify as effective for health promotion only those interventions 

that address the problem of equity and achieve a certain reduction in health inequalities. To this 

end, health promotion evaluation would have to incorporate criteria of equity and rely on 

indicators of inequalities. Experiences have shown that health promotion evaluation can measure 

inequalities and be conducted with criteria of values of equity (Gepkens & Gunning-Schepers, 

1996; Mackenbach & Stronks, 2002). In an attempt to systematize the evaluation of equity in 

health promotion we will examine in the sections that follow how evaluation can provide insights 

regarding whether and how health promotion contributes to reducing health inequalities.  In so 

doing, we will also review some of the most salient technical issues that have to be dealt with in 

order to quantify inequality in a distribution and to assign an equity value to those inequalities.  

 

 
HOW CAN HEALTH PROMOTION DECREASE HEALTH INEQUALITIES AND WHERE 

SHOULD EVALUATION FOCUS IN ORDER TO DEMONSTRATE THIS CAPACITY? 

There is no question that the health sector, including public health, has been, and 

continues to be, very effective in increasing the overall health in western societies* (Detels & 



 Evaluating Equity in Health Promotion 10 

 10 

Breslow, 2002). Despite an already high level, life expectancy is still increasing in Western 

Europe and in the Americas. However, this overall success masks important variations across 

various groups. If, on average, everyone seems to have enjoyed health gains, these gains have 

been distributed differently between segments of the population. Often interventions leading to 

improvements in average health may have had no effect on inequalities. Furthermore those 

inequalities could have been widened by policies and programs that had a greater impact on the 

better-off (Acheson, 1998; Braveman, 2000; Braveman, Krieger, & Lynch, 2000; Gwatkin, 

Bhuiya, & Victora, 2004; Gwatkin, 2000; Gwatkin, 2005; Starfield, 2006; Wagstaff, 2002).  

Smoking is a case in point. In Canada, where the overall prevalence of smoking has been 

cut by more than half over the past forty years, data show that this habit is now four times more 

prevalent among people who have not finished secondary school compared with those with a 

university degree (Choinière, Lafontaine, & Edwards, 2001). In Canada and the US, while 

people in higher socioeconomic strata are still reducing their tobacco consumption, smoking 

cessation is stagnating among lower classes (Barbeau, Krieger, & Soobader, 2004; The National 

Strategy, 2005).  Differences observed in the results of health interventions suggest that the latter 

might contribute to widening the gap in morbidity and mortality between the rich and the poor 

(G.A.  Kaplan, 2001; G.A. Kaplan, Everson, & Lynch, 2000). 

A health promotion evaluation rhetoric centered exclusively on values of effectiveness 

and efficiency for judging interventions without specifying also values of equity can, therefore, 

inadvertently mask increases in health inequities. We suggest that there are potentially four 

sources of inequalities and inequities associated with health promotion interventions.  Those 

sources are related to: (a) the planning process; (b) the implementation process; (c) the effect of 
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intervention; and (d) the impact of those effects on the health of the population.  Each of these 

potential sources could be the focus of evaluations that use equity as a criterion.   

 

Evaluating inequalities and inequities associated with the planning process  

Examining inequalities potentially resulting from the intervention planning process 

amounts to conducting a strategic evaluation that examines whether an intervention was decided 

and designed with a view to reducing disparities between various groups. Unless interventions 

are explicitly and intentionally designed to address heath inequities, they are very unlikely to 

reduce health inequalities. At best, such interventions contribute to the reproduction of health 

inequity. 

Evaluating inequities related to the planning process requires that the normative basis and 

values that prevailed throughout planning are examined. This issue is, indeed, directly linked to 

the public health dilemma of planning interventions targeting the overall population or specific 

groups. Although both strategies have pros and cons, it is important to remember that Rose’s 

(1992) goal in advocating for a population approach was not to reduce health inequities but to 

pursue a utilitarian goal of increasing overall population heath. As evaluators concerned with 

equity, our task is to provide information as to whether or not the planning of an intervention 

fosters the reproduction or alteration of health inequities and inequalities.  

As for the construction of the problematic situation, equity-sensitive strategic evaluations 

would attempt to determine to what extent and how data related to the determinants of heath 

were considered. In most countries, however, there is no complete population data set linking 

individual health or mortality/morbidity indicators with the social determinants of health. Health 

planners must either use survey data when available or aggregate census data. Under an equity 
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perspective, the evaluation of health promotion planning strategy would, therefore, start by 

questioning whether an initial assessment of areas of inequality regarding a specific health 

objective was performed. Such an assessment would involve, at the outset, a measurement of 

health or health determinants. In pursuing the evaluation, it could be asked what constituents of 

health or health related factors were considered. For health, it is suggested that the full range of 

aspects of health status itself be considered, not only morbidity and mortality but functional 

status or disability, suffering, and quality of life (Braveman, 2006; Macinko & Starfield, 2002; 

Measuring Inequalities in Health Working Group, 2003). For health determinants, this entails 

considering the many conditions that produce different consequences in different groups of 

people (Braveman, 2006; Braveman, Egerter, Cubbin, & Marchi, 2004).  

Moreover, evaluation could examine whether complexities in the measurement of 

inequalities have been taken into account. Such complexities concern firstly the fact that health 

status inequality appears to be sensitive to the type of health measure used. Various measures of 

morbidity or health each lead to varying conclusions about inequality (Clarke, Gerdtham, 

Johannesson, Bingefors, & Smith, 2002; Turrell & Mathers, 2001). In addition, inequalities 

related to different social groups vary whether health measures concern the occurrence or 

progression of illness (Starfield, 2006). Jo Phelan et al. (2004, in Starfield, 2006) demonstrated 

that the more preventable the causes of death, the more strongly socioeconomic status is 

associated with mortality, because prevention is more accessible to those in socially advantaged 

groups. Also, people at lower levels of income have both more illness and more co-morbidity. 

Differences in health between social groups can hence at times be greater for indicators of 

severity than for those of appearance of new cases (Starfield 1992, in Starfield, 2006). 
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Once proper indicators are identified, measuring them across different social groups or 

generally across individuals in the population (Murray & Gakidou, 1999) essentially reflects the 

distinction between “inequity” and “inequality”, respectively (Kawachi, Subramanian, & 

Almeida-Filho, 2002). The former reflects the assumption that the relevant differences are those 

between better- and worse-off social groups, selected in light of which groups are known to be 

more and less advantaged in society (Braveman, 2006), while the latter reflects that the important 

differences are those between the individuals and the population average.  

If the population is stratified into subgroups, evaluation should also take into account 

interactions between various determinants of health (Reagan & Salsberry, 2005). It should 

consider whether the population has been stratified into relevant subgroups as well as which 

particular health outcome was targeted for change (Starfield, 2006). It is proposed that 

socioeconomic, racial/ethnic, gender, and geographic groups should always be considered as 

potentially relevant (Braveman, Egerter, Cubbin, & Marchi, 2004). The recent approach to study 

inequalities in health and health care devised by Braveman et al., (2004) proposed that it is 

necessary to examine indicators of health separately for each social group, comparing all other 

social groups with the most-advantaged group (Braveman et al., 2004). Such measures that 

reveal inequalities between social groups should facilitate the elaboration of interventions which 

would better target certain subgroups according to the particular health or health determinant 

improvement objectives.  

From the standpoint of the elaboration of interventions, evaluators should identify the 

type of intervention be it specific or generic, individual or structural that was proposed and the 

justification for its selection as regards equity considerations. On the one hand, given that 

morbidity clusters in vulnerable subgroups, planning for overall improvements in equity in 
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health is likely to require the elaboration of integrated interventions rather than interventions 

geared to specific manifestations of ill health (such as disease) (Starfield, 2006). On the other 

hand, it is recognized that structural changes at the population level provide greater improvement 

and equity than interventions targeted at individual behaviour. The latter interventions are less 

effective for individuals with limited social resources (Starfield, 2006).  

Evaluation of planning could also examine whether life stages were considered. The 

literature reveals that good health in earlier life stages represents an opportunity for good health 

in later stages in life (Braveman, 2005; Kawachi, Subramanian, & Almeida-Filho, 2002; Power, 

Matthews, & Manor, 1998). It also demonstrates that the roots of many types of inequities in 

health appear in early life (Davey-Smith & Lynch, 2004; Galobardes, Lynch, & Davey Smith, 

2004). Evaluation could, therefore, examine if priority is given to effective interventions at 

younger ages (Starfield, 2006) or to other priority areas justified by an equity perspective. 

 

Evaluating health inequalities and inequities associated with the implementation process 

Evaluators interested in inequities associated with intervention implementation examine 

whether the intervention is reaching vulnerable populations to the same extent that it reaches 

other segments. To answer this question, we need to monitor the social characteristics of 

participants, which is rarely done. Indeed, very few published evaluation studies have 

systematically documented differential intervention coverage across various groups. To the 

extent that the heath care sector reflects the capacity for public heath to reach vulnerable 

populations, there is mounting evidence that traditionally vulnerable populations such as people 

of low SES and people of Aboriginal descent are under-represented among those who take 

advantage of preventive health services available through medical care, such as screening and 
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immunization (Lees, Wortley, & Coughlin, 2005). This is so even in jurisdictions where these 

services are covered by universal medicare programs (Hagoel, Ore, Neter, Shifroni, & Rennert, 

1999; Wain, Morrell, Taylor, Mamoon, & Bodkin, 2001). With specific reference to health 

promotion, there are indications that participation in health promotion intervention trials is lower 

among people from deprived areas (Chinn, White, Howel, Harland, & Drinkwater, 2006) 

Monitoring of program implementation is generally regarded as a secondary and less noble 

function of evaluation. Furthermore, most discussions on process evaluation focus on the 

sequence of events that need to take place for the program to produce the intended effect 

(Scheirer, 1994). Documenting intervention implementation of population programs among 

specific vulnerable groups poses various sorts of problems. The most obvious methodological 

problem is to operationally define and assess whether program participants or intervention 

beneficiaries belong to vulnerable groups.  Less obvious but as important is to be able to obtain 

estimations of group denominators to provide rates of program penetration into those various 

groups. 

 

Evaluating inequalities and inequities associated with intervention effects 

A third source of inequalities and inequities that can be taken into account in health 

promotion evaluation relates to intervention effects.  It requires that evaluators examine whether 

the intervention effects are the same for all groups in the population. Technically this means 

testing interaction effects between the intervention, the intended effects and one or more social 

determinants. Although such a requirement may appear to be easily met, there are some technical 

difficulties especially in cases where the evaluation studies were not specifically designed to test 

the hypothesis of differential effects.  One such difficulty is the issue of sample size; there are 
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often not enough people in some of the interaction cells to provide sufficient power to test for 

interaction effects. First, there are fewer people from vulnerable groups than from the 

mainstream population so, even if all groups were equally proportionately represented in the 

program, there would be a numerical imbalance favouring non-vulnerable groups. This 

imbalance is further aggravated by the above-mentioned coverage deficit of people from 

vulnerable groups.  Another difficulty arises with the requirement for a longitudinal evaluation 

design, meaning that the same subject units (individuals or aggregated units such as classrooms 

or neighbourhoods) are tested at baseline and at post test. Indeed, testing for interaction involves 

that individual unit effects are regressed on other individual characteristics. Longitudinal designs 

are infrequent in health promotion interventions and community interventions usually involve 

too few community units to allow for community-level analyses. 

To our knowledge, only a few evaluation studies have reported interaction effects 

showing that people from vulnerable populations gain more from population interventions.  One 

such intervention is water fluoridation.  Data show that in jurisdictions where water fluoridation 

is introduced, children from low SES families experience a greater reduction of dental decay 

compared with children from higher SES families (Riley, Lennon, & Ellwood, 1999). Indeed, 

this interaction effect is explained by the fact that higher SES children experience lower rates of 

dental cavities in situations where water is not fluoridated. However, as most interventions 

initially reach those of higher socioeconomic status and only later affect the poorer segments of 

society, there are early increases in morbidity and mortality disparities that must be considered in 

evaluating interventions (Victora, Vaughan, Barros, Silva, & Tomasi, 2000). 

In assessing what works for the reduction of health inequalities, tension arises between 

absolute and relative measures and their implications for policy and program evaluation (Gilson, 
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Kalyalya, Kuchler, Lake, Oranga et al., 2000; Macinko & Starfield, 2002; Starfield, 2006; Yip & 

Berman, 2001). Improvement in equity in health, as measured by decreased absolute differences, 

may appear as increases in relative differences (Measuring Inequalities in Health Working 

Group, 2003; Wagstaff, 2002). Thus, the extent to which goals are met depends on how they are 

stated, that is, as percentages or absolute reductions (Starfield, 2006). The relative difference 

between any two groups is calculated by dividing the rate of a given indicator in one group by 

the rate in the other group (rate ratio). The rate difference is obtained by calculating an absolute 

difference in rates. Expressing inequality in relative terms therefore implies a relation to a 

benchmark (Alleyne, Castillo-Salgado, Schneider, Loyola, & Vidaurre, 2002). Both relative and 

absolute measures are meaningful and provide complementary information (Asada, 2005; 

Braveman, 2003, 2006; Mackenbach & Kunst, 1997; Wagstaff, Van Doorslaer, & Paci, 1991). 

For some, relative measures constitute the most appropriate method for measuring inequality 

(Measuring Inequalities in Health Working Group, 2003). For others, it is essential to combine 

both relative and absolute measures because the meaning of a large relative gap between two 

groups varies depending on how the absolute difference compare with some minimum adequate 

level (Braveman, 2003, 2006). Relative measures are most often used as they are more stable and 

easier to understand. Absolute measures are more useful for decision-makers because they 

permit a better appraisal of the magnitude of the public health problem (Schneider et al., 2004).  

Another measurement classification method is the simple and complex dichotomy. 

Simple measurements refer to the previously explained rate ratios or rate differences, which 

involve comparing only two groups, preferably those at the extremes. In order to reflect 

comparisons among more than two groups, or to address changes in group size over time, or to 

reflect both absolute and relative differences across social groups, more complex methods may 
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be used (Braveman, 2006; Macinko & Starfield, 2002; Schneider et al., 2004). Examples of such 

methods are the population attributable risk (PAR), the slope index of inequality (SII), the 

relative index of inequality (RII), the concentration curve and index and the index of 

dissimilarity. Mackenbach and Kunst (in Schneider, 2004) and Braveman (2003) recommend 

that decision-makers use simple methods, but that investigators confirm the results using more 

complex ones. 

 

Evaluating inequalities and inequities associated with intervention impacts  

Finally differential impact constitutes the fourth potential source of inequities and 

inequalities associated with health intervention. It is usually assumed that a given effect has the 

same health impact regardless of the characteristics of individuals. For example, in physical 

activity promoting interventions, this would amount to assuming that there is no interaction 

between health, the degree to which an individual is physically active and characteristics that 

affect this person’s vulnerability. There are two reasons to question such an assumption.  The 

first is the multiplicative nature of the interactions between most risk factors coupled with the 

fact that by definition people in vulnerable populations cumulate a higher number of risk factors. 

In other words, the more numerous the risk factors one is exposed to, the less predictable is the 

impact on one’s health following the alleviation of one risk factor. The second reason is related 

to the growing evidence of the effects of contextual characteristics on heath.  Most of the 

vulnerable groups live in impoverished neighbourhoods, the characteristics of which may 

interact with known risk factors.  The impact on health of smoking cessation for someone living 

in a heavily polluted environment might be marginally lower than that for someone not exposed 

to pollution. In order to rule out differential impact as a source of inequity resulting from a 
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population intervention, evaluators must design longitudinal studies in which data regarding the 

entire sequence of events leading from intervention exposure to effect on risk factors to heath 

impact are collected. 

Regarding indicators, measurement of impact of socioeconomic inequalities on health 

“takes into account the actual socioeconomic situation and measures changes in health conditions 

that are to be expected as a result of potential interventions” (…) Measures of impact are 

therefore “particularly relevant for decision-making and for public health aimed at achieving 

equity.” (Alleyne, Castillo-Salgado, Schneider, Loyola, & Vidaurre, 2002, p. 391) 

The population attributable risk (PAR) is one of the most widely used indicators of 

overall impact, which can be both relative and absolute. In simple terms, the PAR is defined as 

“the (level of) reduction in ill health in a population that could be achieved if all social groups 

experienced the level observed in the most advantaged group.” (Braveman, 2003, p. 189) This 

indicator is easy to calculate and interpret (Alleyne, Castillo-Salgado, Schneider, Loyola, & 

Vidaurre, 2002). Braveman (2003) suggests that although the PAR is categorised as a complex 

indicator, it remains an intuitive and useful one to present information on equity to policy-

makers.  

 The index of dissimilarity (ID) has also been proposed to measure the magnitude of 

disparities across diverse groups (Pearcy & Keppel, 2002) and is another example of an impact 

measure (Schneider et al., 2004). “The ID for a given health indicator sums differences between 

rates in each subgroup and the overall population rate, expressing the total as a percentage of the 

overall population rate.” (Braveman, 2006, p179) This method has been criticized because it 

implies comparing to the population average. This is problematic when important proportions of 

the population are disadvantaged (Braveman, 2006). 
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CONCLUSION 

The Ottawa Charter for Health Promotion (WHO, 1986) proposed an agenda for action 

that is much more ambitious than simply improving population health.  It forcefully advocated 

that public health interventions and programs pursue the goal of reducing those health 

inequalities that are unfair and unjustifiable from a distributive justice perspective. Although the 

Charter does not identify the principles and models of justice that should be promoted in the 

name of health, it clearly rejects the utilitarian goal of insuring maximum health for a maximum 

number of persons if this means that large groups of people are neglected and do not benefit 

from public health initiatives. Furthermore, the Charter challenges public health practitioners to 

take action on those social determinants of health that result from social inequities and are at the 

root of social health inequalities. 

Unless evaluation projects clearly and explicitly search for indicators of health promotion 

effects and impacts on the reduction of health inequalities, they will contribute little to the central 

agenda of health promotion. Under certain conditions such projects may even contribute to 

promote interventions that increase health inequalities.  Effectiveness is an empty shell and 

indeed a monograph on health promotion effectiveness begs for someone to ask the critical 

question: effectiveness for what? 

As we have seen, equity is not an easy value to assess and use as a criterion for 

evaluation.  It involves subjective judgements, collective discussions of values and the use of 

very complex indicators and statistical techniques.  True, it is much easier to assess intervention 

effectiveness in terms of overall improvement in population health indicators than in terms of 

changes in the distribution of health determinants, health services or health outcomes.  In 

addition, because the inequalities at the root of health inequities result from the ways in which 
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our societies are organized and from the mostly libertarian ideologies that guide governance, it 

comes as no surprise that little effort is made to overcome the enormous difficulties that would 

plague evaluating the equity of health promotion interventions.   
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Footnotes 

P2. Translating the rhetoric of health inequalities into action is often difficult. A close 

examination of the list of objectives in Healthy People 2010 and  the recommendations for action 

in the Pan Canadian Healthy Living Initiative reveals more immediate preoccupations with 

improving overall health.  

 

P5. In this chapter, we will not examine the differences between different types of effectiveness 

(i.e. population-based, use, trial, theoretical and so on), or between technical efficiency (cost 

efficiency) and allocative efficiency (cost-benefit). 

 

P9.  Having to make this distinction about the geographical dimension of public health’s 

progress constitutes in itself a statement of failure on the global health equity issue, that we 

cannot address here for lack of space.  

  

.
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Table 1 

Most Frequently Cited Distributive Justice Models 

 

Distribution models Definition 

Ownership/libertarian theory The freedom to own property and use it according to one’s 

choices.. 

Egalitarian model All individuals are equal and must be treated in the same 

manner. 

Needs-based model Care is part of the basic needs that must be satisfied. 

Classical utilitarian model We must ensure a maximum of goods for a maximum number of 

people, regardless of how those goods are distributed.  

Maximin theory We must ensure an acceptable threshold for those who possess 

only the minimum. 
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