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Abstract 

AIM: To discuss how there is discrimination even when it concerns people’s health.  

Although biology, genetics, and individual actions play a part in these inequalities, social, economic, and 
ecological variables have a greater impact on many clinical outcomes. Understanding the social determinants of 
health necessitates a movement towards a more "upstream" perspective -- that is, the factors that influence an 
individual's actions in the context in which they are formed. People live in settings that are shaped by policies, 
forces, and acts that have a long-term and generational impact on their individual choices and behaviors. 
Poverty, unemployment, poor education, insufficient housing, poor public transit, exposure to violence, and 
neighborhood deterioration (social or physical) are only a few of the elements that impact people's health, and 
they do so in unequal ways, adding to health disparities. The numerous players that make up the community 
ecosystem can be significant producers of health and well-being, and people are significantly influenced by the 
communities in which they work and reside. As a result, the focus of this research is on communities' pledge to 
provide chances for their members to reach their full health potential. 
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Introduction 

Health Equity is the state in which everyone could attain full health potential, and no one is disadvantaged 
from achieving this potential because of social position or any other socially defined circumstance. Because the 
concepts of equity and equality are so linked, it is difficult to separate them completely. In the legal, public 
health, government, and other domains, different language has been utilized. Health equity necessitates 
concerted and long-term societal efforts to address past and existing injustices and eliminate disparities in 
health. 

Health disparities are differences that exist among specific population groups in the attainment of full health 
potential and in incidence, prevalence, mortality, and the burden of disease and other adverse health conditions 
and they stem from systematic differences -- that are preventable and unjust -- among groups and communities 
occupying unequal positions in society. 

Health disparities between racial and ethnic groups have been the focus of several studies on health inequities. 
Although such studies have revealed patterns of discrimination and inequitable health outcomes, more research  



 

                   
 

 

is needed to examine the effects of poverty, unemployment, toxic stress, and the other secondary unintended 
repercussions (e.g., drug use and violence) for minority and other disproportionately afflicted communities. 

Disparities in Health Outcomes 

Infant mortality, age-adjusted death rates, and life expectancy are three measures that provide summary 
information on a population's or subpopulation's overall health. 

• Infant mortality rates reflect the number of infants in a population who die before their first birthday per 
1,000 live births. Asians/Pacific Islanders and non-Puerto Rican Hispanics have lower infant mortality 
rates than Whites. If White and Black America were two different countries, White America's infant 
death rate would be 49th in the world, while Black America's would be 95th, behind Botswana, Sri 
Lanka, the United Arab Emirates, and the Turks and Caicos Islands, according to the United States 
Central Intelligence Agency's World Factbook. 

• The average number of years a person is expected to live based on current mortality rates (often reported 
as life expectancy at birth or average number of years a newborn is expected to live) captures the degree 
to which all of a society's individual-level socioeconomic, environmental, and health care-related 
resources enable members to achieve a high longevity is increased by better living conditions and 
improved access to health care services throughout one's life. 

• Age-adjusted mortality rates account for all types of fatalities in the population, including those that are 
not caused by old age. High death rates indicate that a community is not only facing major health 
problems, but also does not have the resources to address them. 

Social Determinants of Health 

The non-medical elements that influence health outcomes are known as social determinants of health (SDH). 
They are the circumstances in which people are born, grow, work, live, and age, as well as the larger set of 
factors and institutions that shape daily life conditions. Economic policies and systems, development objectives, 
social norms, social policies, and political systems are examples of these forces and systems. 

The SDH have a significant impact on health inequalities, which are the unjust and avoidable disparities in 
health status that exist within and between countries. Health and sickness follow a social gradient in countries of 
all income levels: the lower the socioeconomic status, the poorer the health. 

The following are some examples of socioeconomic determinants of health that can have a positive or negative 
impact on health equity: 

• Earnings and social security 



 

                   
 

• Unemployment and job uncertainty caused by a lack of education 
• Conditions of employment 
• Insecurity in the food supply 
• Housing, basic utilities, and the environment are all important considerations 
• Development of children in their early years 
• Nondiscrimination and social inclusion 
• Access to priced, high-quality health care is hampered by structural conflict 

 

According to research, social determinants of health can have a greater impact on health than health treatment 
or lifestyle choices. Much research implies that SDH is responsible for 30-55% of health outcomes. 
Furthermore, estimations reveal that the contribution of non-health sectors to population health outcomes is 
greater than the contribution of the health sector.  SDH must be addressed effectively to improve health and 
reduce long-standing health inequities, which necessitates engagement from all sectors and civil society. The 
inequities in health, poverty, institutional racism, and discrimination are the most widespread and severe health 
inequalities.  Some of the most well-documented health disparities exist between groups based on 
socioeconomic class, race and ethnicity, sexual orientation and gender expression, and geographic location. The 
following sections give information to assist in characterizing these health inequalities. This is not meant to be 
exhaustive or to address all health disparities. 

Social and Economic Situation 

The social and economic aspects that determine an individual's standing in society are referred to as 
socioeconomic status. Factors such as occupation, social class, education, income, and wealth are all 
considered. People with a higher socioeconomic status have consistently better health outcomes than those with 
a lower socioeconomic position, and this is true across the social spectrum. The impoverished are not the only 
ones who suffer. According to research: 

• Social factors cause as many fatalities as behavioral or pathophysiological ones. More than 244,000 
deaths could be related to low education (less than some college degree) in the year 2000, more than 
133,000 deaths could be linked to individual poverty (household annual income of $10,000), and more 
than 39,000 deaths could be linked to area poverty (living in a county where 20% of the population lives 
below the poverty line). 

• Individuals without a high school diploma had a death rate more than 2.5 times higher than those with at 
least some college education in 2007, and the discrepancy has grown since 1989. 

• Inequality in income is linked to higher health-care spending, utilization, and death from cardiovascular 
disease and suicide. 

Discussion 
In India, the inverse care law, which states that individuals with the greatest need for health care have the most 
difficulty receiving treatment and are the least likely to have their needs satisfied, is very applicable. We define 



 

                   
 

access as the ability to receive a specific set of services at a specific degree of quality, within a specific set of 
inconvenient and cost constraints, and we utilize utilization of specific health care as a proxy for access. We 
focus on access to maternal and child health services to show the persistent inequalities and inequities in health 
care in India, because the illness load associated with communicable, maternal, and perinatal disorders is 
partially addressed by these services. 

To achieve equity in health care access, numerous factors must be overcome, including equity in service 
delivery, equity in health funding, and financial risk protection. We investigate these aspects using a supply-
demand paradigm for health services that is interconnected. On the supply side, we look at how to achieve 
equity in service delivery so that everyone has access to the right number of well-resourced services, and on the 
demand side, we look at how to achieve equity in health finance and financial risk protection, as well as how the 
costs of seeking care can limit use, especially when out-of-pocket expenses are excessively high. 

 

Resource allocation that is suboptimal and inequitable 

To ensure the physical availability of the right level of appropriately resourced health services, efficient 
resource allocation between various levels of service and between different geographical locations is necessary. 
In India, this problem is exacerbated by low levels of public funding and significant state-by-state heterogeneity 



 

                   
 

in funding (see Series paper on financing). In 2008–09, India's overall health spending was predicted to be 
4.13% of GDP, with public health spending accounting for 1.10% of GDP. Over the recent decade, private 
health expenditures have remained high, with India having one of the highest proportions of household out-of-
pocket health expenditures in the world, estimated at 71.1% in 2008–09. 

Physical accessibility 

For India's huge rural population (>70 percent), physical access to both preventive and curative health services 
is a considerable hurdle. The number of government hospital beds in cities is more than double that in rural 
areas, and the rapid growth of the private sector in cities has resulted in an unplanned and unequal geographic 
distribution of services. Although urban concentrations of facilities may promote economies of scale, service 
distribution is a key issue affecting health care fairness, particularly because many disadvantaged groups tend to 
congregate in locations where services are limited. In 2008, there were an estimated 11,289 government 
hospitals with 494,510 beds, ranging from 533 people per government hospital bed in Arunachal Pradesh to 
5,494 people per government hospital bed in Jharkhand. 

Health-related human resources 

In India, maintaining an acceptable amount, skill mix, quality, and distribution of human resources for health 
across states, particularly in poorer rural areas, is a difficulty. (For further information, check the HRH paper in 
the Series). Over a million rural practitioners serve rural communities, many of whom are neither professionally 
trained nor licensed. 40 Because the poorest people are more likely to receive treatment from less qualified 
professionals, India's human resources for health challenge adds to the difficulty of ensuring health care equity. 

Quality 

Quality is a broad term that encompasses various distinct paradigms such as safety, efficacy, punctuality, and 
patient-centeredness. It can be separated into two categories: service and clinical quality. In India, health care 
quality is poorly known, and there is little data to infer how quality influences health care inequalities. It has 
been challenging to secure adequate governmental and private sector regulation. Even while there is a 
comprehensive regulatory framework in place, including the Indian Penal Code, the Indian Contract Act, and 
the Law of Torts, effective enforcement and execution remains a challenge. 

Conclusion  

There is a compelling moral, social, and economic case to be made for investing in Indian health care equity. 
Recent strong economic expansion has created a once-in-a-lifetime opportunity to enhance funding 
commitments to public health and health systems research. India may also use its burgeoning technology 
sector's knowledge capital to innovate and strengthen the development of health information systems, which has 
already started. Furthermore, there is an opportunity to tap into the local pharmaceutical industry's potential by 



 

                   
 

encouraging it to take on more responsibility for ensuring health care equity. We have proposed some guiding 
concepts for this goal. The Call to Action focuses on the challenge of converting ideas into real and practical 
policies and effectively implementing them. However, this emphasis on the health care system's involvement 
must be viewed from  the perspective of the socioeconomic determinants of health and addressing the core 
causes of social disadvantage. A health system founded on a solid foundation of public health and primary care 
must be synergized with public policies that encourage essential intersectoral approaches in this way. More than 
a billion people will benefit from improved water and sanitation, food security, poverty reduction, and other 
structural changes, which will be complemented by a more equitable health system. 

In this society, there are systemic fundamental causes of health inequality that can be enormous and take a long 
time to solve. To eradicate structural racism, reduce poverty, enhance income equality, boost educational 
opportunity, and correct the laws and policies that perpetuate structural disparities, system-level adjustments are 
required. Health equity will not be fully realized until these core problems are addressed on a national level. 
Policymakers, corporations, state and local governments, anchor institutions, and community citizens, on the 
other hand, are agents of local change with the power to change the narrative and take action that promotes 
health equity. The latter is the emphasis of this paper, while it will include promising techniques for addressing 
these difficult-to-address core problems at a higher level whenever possible. 
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