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Chapter 20
What Measures Can Be Taken to Reduce 
Health Disparity?

Katsunori Kondo

1  Introduction

This book has considered numerous non-communicable diseases and health prob-
lems and has described the importance of the “social determinants of health” (SDH), 
based on the findings of research from Japan and other countries. Even in Japan, 
which was a country regarded as “a nation with little inequality by achieving univer-
sal health and pension coverage half a century ago,” we could find health 
disparities.

Up until the early 1980s, Japan was trending toward reducing income inequality 
as measured by the Gini coefficient (a measure of inequality in the distribution of 
income). However, inequality began to grow thereafter, and Japan is now one of the 
countries among the members of the OECD that have high Gini coefficients (i.e., 
higher levels of inequality). Compared to an average among the 30 OECD member 
countries in the mid-2000s of 10.6%, Japan’s poverty rate (the proportion with less 
than 50% of the median income) is 14.9%, the fourth highest after Mexico, Turkey, 
and the United States [1]. The unemployment rate among youth approaches 10%, 
and, even among those who are employed, the proportion in unstable, irregular 
employment, including as temporary workers, has climbed to a level of one out of 
every three young persons. As has been presented in the preceding chapters, there is 
an extensive body of research corroborating the fact that ill health is prevalent 
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among the poor, the unemployed, and those in irregular employment. Therefore, it 
is likely that this issue is also relevant in Japan, despite the relatively few studies, 
and that health disparities do exist. Indeed, the past decade has seen the release of 
findings from studies of Japanese older people [2] and children [3] at the micro 
level, and it is becoming evident that Japan does have health disparities.

The WHO (World Health Organization) has put emphasis on problems of health 
inequalities, treating the issue in a 2009 resolution adopted by the World Health 
Assembly and urging its member states to engage with the issue. In Japan, the pub-
licized basic goal of the National Movement of Health Promotion—Health Japan 21 
(The Second Term)—to be implemented during the 10-year period from 2013 is 
“Extension of healthy life expectancy and reduction of health disparities” (see 
Appendices).

It is necessary to refer to the recommendations and other materials provided by 
the WHO and to begin implementing measures. Therefore, this final chapter dis-
cusses the reasoning of the WHO and others in stressing the social determinants of 
health, the background to this development, and its meaning. This chapter presents 
these matters with a focus on the actions of the WHO to consider the sorts of mea-
sures that ought to be implemented to reduce health disparities.

2  Why Is Attention Paid to the Social Determinants 
of Health?

The focus on the “social determinants of health” within the field of public health 
seems like a dramatic epochal shift to rival those of primary healthcare and health 
promotion; this shift should be examined each decade. The authors would like to 
confirm how the trends of the day have shifted, the background to them, and the 
direction of the latest trends, and they would like to use this information as the foun-
dation for formulating new policies.

The following three background conditions or factors can be pointed out: (1) the 
limitations of medicine and medical technology; (2) the difficulty of modifying life-
styles; and (3) health disparities.

2.1  Limitations of Medicine and Medical Technology

Since the founding of the WHO, numerous essential technologies have appeared 
that eliminate the causes of disease at the root level, including vaccines and antibiot-
ics against infectious diseases, as well as nutrient supplements against undernutri-
tion and nutrient deficiencies. Because of these technologies, infant mortality and 
other health indicators have improved dramatically. Medical treatments and 
 technologies, which were developed one after another, contributed greatly to elimi-
nating many health problems.
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However, problems that cannot be solved by technology have remained. Even 
when the technology exists, there can be problems of access, such as when the costs 
are high or the places providing treatment are not located nearby. These problems 
can affect, for instance, people excluded from society or those of low social stand-
ing, such as the poor or those on low incomes, as well as the unemployed or irregu-
larly employed. Some people cannot pay for insurance and become uninsured; 
others have insurance but give up treatment by themselves because they cannot 
afford the co-payments when using services; yet others are unaware of the existence 
of free or inexpensive systems for health examinations; still others do not avail 
themselves of services because of the demands of daily life; and some, finally, can 
only receive care of low quality [4].

If people cannot access technologies and cannot make use of them, then these 
will be ineffective regardless of how advanced they are. What such people need to 
resolve their health issues is not further advances in medical technology but rather 
the removal of socioeconomic factors that act as barriers to access and usage. This 
is why the WHO and UN pursue universal health coverage.

2.2  The Difficulty of Modifying Lifestyles

The importance of noncommunicable diseases and healthy aging has increased even 
in developing countries as control over infectious diseases has been achieved to 
some degree. Representative of these are lifestyle diseases caused by the accumu-
lated effects of unhealthy living habits. It was expected that living habits could be 
improved by inform citizens that lifestyle could cause disease and functional decline 
along with aging; thus, resources were poured into health education. However, no 
matter how much information is communicated, it will be ineffective if it does not 
change behavior and if lifestyles remain the same. Because of this, techniques have 
been developed based on the insights of behavioral science with the aim to bring 
about behavioral modifications. The effects of these programs have been validated 
in randomized controlled trials that provide high-quality evidence. However, these 
trials studied a comparatively small number of cases in the short term and under 
ideal laboratory conditions. Therefore, the observed effects would not necessarily 
be obtained under ordinary implemental conditions. Long-term effects that impact 
ordinary life were not sufficiently demonstrated in systematic reviews [5], and nei-
ther were effects sufficiently demonstrated in systematic reviews of intervention 
research on groups composed of a larger number of cases [6, 7]. Symbolic of this is 
obesity, which has only increased, rather than decreased, in spite of a redoubling of 
measures against it in Europe, North America, and even in Japan—measures imple-
mented because obesity leads to innumerable diseases.

The people needed to improve their lifestyles are likely to be difficult to be 
influenced through a behavioral modification approach focused on communicating 
information and based on health education. As it is discussed in the preceding 
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chapters, the social determinants of health are behind the difficulty of modifying 
lifestyles.

2.3  Health Disparities

It is now clear that undeniable health disparities, or gaps in health status between the 
groups created by differences in community or socioeconomic status, are observ-
able not just among nations but also within single countries. It has become clear that 
there are considerable disparities even in the fundamental human right to “life,” and, 
moreover, clear that this gap appeared to be on an expansionary trend. At that point, 
the WHO, which had adopted the slogan “Health for All,” dealt with these dispari-
ties as issues of social justice concerning health equity in a resolution adopted at the 
World Health Assembly [8], and the organization urged its member states to act. 
Within the resolution, the WHO placed emphasis on the social determinants of 
health, and it also called for action in non-health sectors.

Looking at these three background factors, it is apparent that the social determi-
nants of health have arisen as unavoidable, central issues that are the root causes of 
the health problems that have persisted despite efforts to combat them over the past 
few decades. Initiatives to deal with the social determinants of health will presum-
ably only produce results “in a generation” [9] rather than immediately, but it is 
expected that they will gradually permeate throughout various fields. Greater 
resources were put into health education not after all the evidence had come in as to 
what specifically should be done or as to how effective it would be. Similarly, inter-
est in the social determinants of health, the development of intervention policies, 
and the investigation of their effects will presumably be advanced little by little as 
attempts based on necessity build upon one another.

3  Three Concepts Should Be Pursued

There are at least three concepts for dealing with the social determinants of health 
that should be paid much attention.

3.1  The Approach Aimed at the Root Causes Upstream

The first concept is the notion of looking not only at the causes of problems but also 
at the “causes of the causes.” This is an approach in which, using a river as a meta-
phor, to overcome health problems—which are occurring downstream—the root 
causes farther upstream must be dealt with. In a life course approach, measures to 
deal with even those health problems presenting in adulthood are formulated while 
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tracing the causes of the problems back through adolescence, childhood, birth, and 
then further back to the parents’ generation, based on the insights of life course 
epidemiology. Such an approach could thus be said to be an expression of this first 
concept. Therefore, the WHO included in its recommendations the elimination of 
social inequalities themselves, as these are the root causes of health inequalities.

3.2  Environmental Interventions

There are two methods for modification of behaviors: (1) a method in which appeals 
are made to the individuals who are the principals engaging in behaviors, and (2) 
interventions are made in the environment to make it easy to engage in behaviors 
favorable to health, and, as a result, the behavior of the people living there changes 
in a favorable way. It is “primordial prevention.” [10] 

Preventive medicine also has two strategies available to it: (1) high-risk strate-
gies aimed at individuals who possess risk factors, and (2) population strategies 
aimed at entire population groups. It is necessary to combine these methods and 
strategies. For instance, smoking cessation guidance aimed at smokers is an exam-
ple of an individual intervention employing a high-risk strategy, while such tech-
niques as smoking bans in workplaces and public spaces and increased tobacco 
taxes are environmental interventions employing population strategies.

As the difficulty of modifying people’s lifestyles has become apparent, it has 
become clear that it is important to combine high-risk and population strategies 
rather than relying on the former alone. Among population strategies, in addition to 
the publicizing of information about health that had already been long practiced, 
emphasis has also come to be placed on creating environments conducive to good 
health. Moreover, there are not only natural and physical environments but also a 
socioeconomic environment, and it is now known that this exerts a great effect on 
people. To give an example, within an apparently physical environment (read: 
“cause”) of a local community containing residential areas with parks and sidewalks 
built nearby and a developed public transportation system that means not having to 
rely on cars—which would tend to increase the amount of walking—the “cause of 
the cause” that would not permit people to buy or rent houses in the desirable envi-
ronment of that community might be problems of economic power.

As a factor behind health disparities, people of low social status tend to be placed 
in poor environmental conditions. As this has become clear, the importance of popu-
lation strategies and that of environmental interventions have been recognized. The 
Health Japan 21 (The Second Term) program called for “improvement of the quality 
of the social environment.”
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3.3  Consideration of Health in All Policies

The slogan of the Adelaide Statement  [11] is “Health in All Policies” (HiAP). 
When looking for the causes of causes upstream and attempting to approach them 
from a life course perspective, issues can no longer be dealt with entirely within a 
health or medical framework.

Such things as measures to deal with child poverty, as well as education policy, 
are indispensable. That being so, the framers of the statement did not insist that 
health and medical experts are powerless to deal with health inequalities. Instead, 
the WHO declared that they should involve and collaborate with non-health sectors. 
This includes, for instance, making appeals to departments in charge of transporta-
tion policy or to city planners to reconsider policy, or to devise future plans from the 
perspective of increasing the amount of walking done by the people living in an area.

4  WHO Policy Documents

The final report of the Commission on Social Determinants of Health [8] set out 
three recommendations, and these were reflected in a 2009 resolution adopted at the 
World Health Assembly [9]. In 2010, the WHO highlighted the necessity of initia-
tives that go beyond the framework of health and medicine in its Adelaide Statement 
[11]. Meanwhile, it also produced documents [12] on what should be attempted 
within public health programs.

4.1  The Three Recommendations of the Commission on Social 
Determinants of Health

The first recommendation is to improve the conditions of daily life—the circum-
stances in which people are born, grow, live, work, and age. The second recommen-
dation is to tackle the inequitable distribution of power, money, and resources—the 
structural drivers of those conditions of daily life—globally, nationally, and locally. 
The third recommendation is to measure and understand the problem and assess the 
impact of action—measure the problem, evaluate action, expand the knowledge 
base, develop a workforce that is trained in the social determinants of health, and 
raise public awareness about the social determinants of health. Health (Equity) 
Impact Assessments—H(E)IA (see Chap. 18)—should be conducted to predict and 
assess the effects of policies on health (equity).
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4.2  Adelaide Statement

Many of the policies that have an effect on the social determinants of health are 
proposed and implemented in non-health sectors. Therefore, it is necessary to have 
a perspective that considers HiAP. Some examples of initiatives involving partner-
ships with non-health sectors include those relating to: the economy and employ-
ment; public order and justice; education and early life; agriculture and food; social 
infrastructure, national lands, and land use planning; transportation; the environ-
ment and sustainability; housing and community services; and national lands and 
culture.

4.3  Public Health Programs

These documents concern how to approach the social determinants of health in 12 
public health programs, including those dealing with alcohol and tobacco, cardio-
vascular disease and diabetes, and mental health [12].

Figure 20.1 [12] presents an analytical framework common to all of these pro-
grams. This framework divides factors into four levels that ultimately give rise to 
differential health at the individual level. Directly, differences in the healthcare that 
individuals receive are observed, but, prior to that, there are differences in the vul-
nerability of different population groups, which might, for instance, cause different 
risks of becoming ill when exposed to the same factor to the same degree. There are 
also differences in exposure to harmful social and physical environments. Even fur-
ther upstream from those, there are the social factors consisting of the types of 
socioeconomic contexts and positions. These overlap to give rise to health dispari-
ties. Table 20.1 [12] gives examples of social determinants of health at each of these 
five levels. With these, one may be able to analyze individual public health issues, 
find the important social determinants of health at each of the five levels, and inter-
vene there. Then it will be necessary to ask which sort of initiatives will have what 
magnitude of effect—and on which people. It will be necessary to evaluate the 
effects and to proceed while constantly improving the initiatives.

5  Latent Possibilities in the Approach Toward the Social 
Determinants of Health

In November 2011, the WHO established the World Conference on Social 
Determinants of Health as a high-level meeting attended by officials at the ministe-
rial level; the conference was held in Brazil. Approaches toward the social determi-
nants of health characterized by such things as “an approach toward the root causes 
upstream,” “Health in All Policies,” and “environmental intervention” are more 
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 difficult to achieve than initiatives focused on medicine, medical technology, or 
lifestyle. However, the latent impact of these approaches that will be expeceted 
when they have developed is great. If these were to lead to continued increases in 
smoking cessation and physical activity, improvements of diets, reductions of psy-
chosocial stress, or other favorable developments, then—as has been seen within the 
present book—one could expect effects limiting not just individual diseases but 
instead nearly all lifestyle diseases and stress-related conditions, as well as diseases 
overall.

This is similar to how improved environmental sanitation led to decreases in 
infectious diseases overall and thus death rates continued to decline long before 
technologies for treating specific diseases, such as anti-tubercular drugs, appeared. 
It is also similar to how, if measures to treat metabolic syndrome pay off, then high 
blood pressure, diabetes, and dyslipidemia will also tend to improve. Those initia-
tives are not exactly simple, but they will still hold great importance if undertaken.

Within Japan, developments following the WHO recommendations have begun, 
starting within academia. The Japanese Society of Public Health has established a 
working group on social inequalities and health under its monitoring and reporting 
committee, and it has released three reports and recommendations aimed at  children, 

INTERVENE ANALYSE

Socioeconomic context & position
(society)

Differential exposure
(social & physical environment)

Differential vulnerability
(population group)

Differential health outcomes
(individual)

Differential consequences
(individual)

MEASURE

Fig. 20.1 Priority public health conditions analytical framework. (Blas E, Kurup AS: Equity, 
social determinants and public health programmes. World Health Organization (WHO), https://
a p p s . w h o . i n t / i r i s / b i t s t r e a m / h a n d l e / 1 0 6 6 5 / 4 4 2 8 9 / 9 7 8 9 2 4 1 5 6 3 9 7 0 _ e n g .
pdf?sequence=1&isAllowed=y, 2010)
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the generation in the labor force, and older people (see Appendices). The Science 
Council of Japan has also compiled recommendations concerning health and social 
inequalities through a joint public health science subcommittee of their basic medi-
cine committee and their health and life sciences committee (see Appendices).

In dealing with health disparities, a focus on the social determinants of health 
and a perspective of HiAP are indispensable. These will presumably begin with 
actions in the health and medical sector. It will start with health and medical profes-
sionals increasing their understanding of health disparities and the importance of 
the social determinants of health, and they will then urge those around them to act.

Health Japan 21 (The Second Term), published in 2012, set a reduction of dispar-
ity of healthy longevity (a period without limitations in everyday life) among pre-
fectures as its goal. Healthy longevity by prefecture for 2010 was 71.74–68.95 years 
for men and 75.32–72.37 years for women, with a difference of 2.79 and 2.95 years 
for men and women, respectively (see Fig. 20.2). There were concerns on whether 
health disparities, which has its root cause in social disparities, could be reduced or 

Table 20.1 Social determinants occurring on the pathways

Level of the priority public health conditions 
framework Major social determinants at play

Socioeconomic context and position
Society

Globalization and urbanization
Social status and inequality
Gender
Minority situation and social exclusion
Rapid demograptic change, including aging 
population

Differential exposure
Social and physical environment

Social norms
Community settings and infrastructures
Unhealthy and harmful consumables 
Non-regulated markets and outlets
Advertisement and television exposure

Differential vulnerability
Population group

Poverty and unemployment
Hard-to-reach populations
Health care-seeking and low access to health 
care
Low education and knowledge
Tobacco use and substance abuse
Family and community dysfunction 
Food insecurity and malnutrition

Differential health care outcomes
Individual

Poor-quality and discriminatory treatment and 
care services
Limited patient interaction and adherence

Differential consequences
Individual

Social, educational, employment and financial 
consequences
Social exclusion and stigma
Exclusion from insurance

Blas E, Kurup AS: Equity, social determinants and public health programmes. World Health 
Organization (WHO), https://apps.who.int/iris/bitstream/handle/10665/44289/9789241563970_
eng.pdf?sequence=1&isAllowed=y, 2010
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not. However, mid-term evaluation of Health Japan 21 (The Second Term) pub-
lished 5 years later showed that disparities in healthy longevity by prefectures (stan-
dard deviation: SD) reduced from 0.58 to 0.37 for men and 0.65–0.53 for women by 
2016 (see Fig. 20.2).

Factors that led to this reduction are yet to be identified. Assessment of the mech-
anism and the size of impact of policies that are effective in reducing health dispari-
ties are expected to reduce disparities even further. Developments will occur based 
on unique Japanese efforts and those of other countries through trial and error. An 
example of such effort in Japan is the JAGES (Japan Gerontological Evaluation 
Study) initiative for universal health coverage and healthy aging. We described the 
lessons and key driving factors derived from 20  years of efforts of JAGES in a 
monograph [13].

Through these processes and efforts, it is expected that the goal and recommen-
dations proposed by the WHO can be realized; that is, “Closing the gap in a genera-
tion: Health equity through action on the social determinants of health” [8].
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