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ABSTRACT 

COVID-19 has had an unprecedented impact on global health but the inequitable conse-
quences have been as expected. As the pandemic has exploited and exacerbated pre-exist-
ing disparities within and between countries, it has led to a renewed focus on the meaning 
of global health equity. The intersection between the harm caused by the virus and the 
reverberations associated with acute social disruption and the probable long-term conse-
quences for learning, health, health systems resilience, equity and economic prosperity re-
quire us to reconsider how we define and value global health in the wake of the pandemic. 
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CHALLENGE

Global health equity is discussed in different contexts relating to development: as a policy 
goal, a field of research, an ethical imperative, a health sciences discipline and as the overar-
ching theme of a university (Drobac and Morse, 2016). However, in order to understand what 
global health equity might truly mean, particularly through the lens of the recent pandemic, 
it is worth revisiting each concept that is encompassed by this term. 

GLOBAL 

Global perspectives require a lens through which the outcomes for all are equally valued, 
regardless of national borders, gender, age, race or ethnicity, ability or income. At its core, 
a global lens requires us to assess needs and priorities at supranational level. This is akin to 
conceptualizing the earth as a single country in which all citizens are viewed as having the 
same fundamental rights, such as the right to health (OHCHR, 2021). Beyond this, however, 
there is an acknowledgement of global interconnectedness. COVID-19 has demonstrated 
the extent to which global health is a social good, a necessary foundation for global pros-
perity (Abdalla et al., 2020). 

HEALTH 

The World Health Organization (WHO, 1948) defines health as “a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity”. This defi-
nition has historically been criticized on philosophical grounds as being overly broad and 
moving beyond a purely medical focus (Callahan, 1973). With the passage of time, however, 
the value in this definition has come to be understood, as physical and mental health are to 
a large degree a function of our physical and social environments (Marmot et al., 2008). As 
the COVID-19 pandemic has shown, social divides determine our health outcomes to a large 
degree and are as deadly as any external pathogen (Bambra et al., 2020; Maani and Galea, 
2020). It has also shown the extent to which conditions and activities outside hospitals and 
clinics, in the home, at work or in school, that ultimately determine our health status as 
individuals and communities. Health, then, is about much more than healthcare, as it also 
reflects the upstream distribution of opportunity and resources.

EQUITY

Equity describes the just and fair allocation of resources according to need. It describes the 
absence of avoidable differences among groups, whether we define these by their geo-
graphic location, rurality, economic status or social standing. In the context of health, it refers 
to the allocation of resources according to need, in such a way that preventable differences 
in health outcomes are minimized and access is fair (Culyer and Wagstaff, 1993). However, in 
being reminded of the broader drivers of health that are articulated in the WHO definition 
of health, it becomes clear that equity in the context of health requires equity in the political, 
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social and economic conditions that generate health. For this reason, it has been argued 
that global health is not merely an academic discipline, but “a collection of problems [that] 
… turn on the quest for equity” (Farmer et al., 2013). In this sense, equity is also a foundation 
for prosperity and resilience, allowing a greater number of people a greater degree of auton-
omy and resources with which to respond to new economic opportunities and overcome 
unexpected shocks, such as COVID-19.
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PROPOSAL 

EQUITABLE DISTRIBUTION OF HEALTH BETWEEN  
AND WITHIN COUNTRIES

Before the pandemic, significant gaps remained in life expectancy between countries, even 
though there has been a rapid narrowing of global gaps in the last fifty years (Roser, Or-
tiz-Ospina and Ritchie, 2013). There are many reasons for this. While medical innovation has 
played a role, particularly in the context of vaccine distribution, at the global level improve-
ments in population health been largely due to improvements in living conditions, employ-
ment and education associated with economic development. Significant health inequali-
ties between countries remain, and while income inequality in relative terms is decreasing 
between countries, the gap in absolute mean per capita incomes in low and high income 
countries continues to grow (UN DESA, 2020). COVID-19 and its economic and social con-
sequences, which include an estimated additional 119–24 million people pushed into ex-
treme poverty (Lanker et al., 2021), and more generally trends in greater unemployment and 
poorer education outcomes among lower-income workers (ILO, 2021), risk worsening health 
gaps between countries long into the future. 

Beyond life expectancy, disease burden is also inequitably distributed. When examining dis-
ability adjusted life years, a measure of disease burden expressed as the number of years 
of life lost to disability, ill health, or early death, the WHO’s Africa region continues to expe-
rience a disproportionately high disease burden (see Figure 1), primarily driven by neonatal 
conditions and preventable infectious diseases such as lower respiratory infections, malaria, 
diarrhoeal diseases, HIV/AIDS and tuberculosis. Achieving global health equity would mean 
a world in which this disproportionate and avoidable disease burden, which primarily af-
fects the very young and the very poor, would be eliminated.

Figure 1. Disability-adjusted life years per 100,000 population by region 

Source: Adapted from the World Health Organization Global Health Observatory (WHO–GHO, 2021). 
Global Health Estimates: Life expectancy and leading causes of death and disability: World Health 
Organization, https://www.who.int/data/gho/data/themes/mortality-and-global-health-estimates
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PROPOSAL

However, just as global improvements in health have been driven by reductions in poverty 
and improvements in living standards, a substantial resource disparity between the Global 
North and Global South represents a political and economic power imbalance that risks 
obstructing multilateralism and the protection and growth of global public goods (Abdal-
la et al., 2020). Pre-COVID-19, this manifested in many ways, including trade objections by 
high-income countries that prevented national public health regulations in low- and mid-
dle-income countries (Barlow et al., 2018; Barlow and Stuckler, 2021), and during the pan-
demic, the stockpiling of vaccine and personal protective equipment by high-income coun-
tries at the expense of low- and middle-income countries (Wouters et al., 2021). In other 
words, between-country health inequalities during COVID-19 were in part a consequence of 
between-country power and resource inequalities that already existed. 

A WORLD WHERE HEALTH IS NOT INEQUITABLY DISTRIBUTED 
WITHIN COUNTRIES

Taking a truly global view of health equity requires us to consider the inequitable distribution of 
health not only across countries, but also within countries, regions, cities and neighbourhoods. 
Being female, higher income, and more educated are associated with greater longevity across 
the distribution curve around the world, but within-country gaps in health and life expectancy 
can differ significantly. For example, in the United States in 2016, men aged 40 in the highest 
1 per cent of earners had an expected age of death of 87.3 years, 14.6 years longer than those 
in the bottom 1 per cent of earners. The equivalent gap for women was 10.1 years (Chetty et al., 
2016). Taking full definitions of health and well-being beyond longevity, being female is associ-
ated with greater exposure to mental illness and gender-based violence (WHO, 2021).

There are also urban–rural divides. For example, life expectancy at birth in India is 71.6 years 
in the wealthiest quintile of men, decreasing to 63.2 in the poorest quintile overall, but these 
gaps are larger in urban households (9.1 years) than in rural households (7.5 years) (Asaria et 
al., 2019). More broadly, regional differences reflecting resource and opportunity gaps can 
lead to significant within-country variance. In the United Kingdom, life expectancy in the 
most deprived regions in 2013 was comparable to the life expectancy in 1990 for least de-
prived regions (Newton et al., 2015). This means that even in high-income countries, there 
are significant proportions of the population that are “left behind”, experiencing shorter lives 
in poorer health than the wealthiest minorities in many low- and middle-income countries, 
often along racial and ethnic divides (Wrigley-Field, 2020). By contrast, wealthy minorities 
in many low- and middle-income countries, particularly in Latin America, Africa and east 
Asia, make a much greater proportion of overall national income. In other words, income 
inequality is more extreme. It is clear then that both between- and within-country inequities 
are obstacles to global health equity. Both had roles to play in ill health before the pandemic, 
and both have been exacerbated by COVID-19. 

It is important, however, to understand differences in within- and between-country health 
inequalities, as their causes, measurement and solutions vary, and there may be trade-offs 
when focusing on one factor or another. For example, trade agreements that widen access 
to the global economy may reduce between-country health inequalities, but prove a cata-
lyst for the widening of health inequalities within a country if the benefits disproportionate-
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ly fall to a wealthier and more educated subsection of the population, while the risks, in the 
form of job loss, outsourcing or reduced employment rights, fall disproportionately on less 
skilled workers (UNCTAD, 2019). 

Persistent within-country inequalities in high-income settings may also undermine pub-
lic support for investment in overseas development. Understanding and mitigating these 
trade-offs is critical as both between- and within-country health gaps pose threats to global 
health equity and global prosperity. When considering between-country or within-country 
differences, it is clear that health inequities arise owing to wider inequalities in the allocation 
of power, resources and opportunity, and it is through this lens that we must examine and 
overcome barriers to global health equity.

WHAT HAS INHIBITED GLOBAL HEALTH EQUITY?

Three main areas have inhibited progress towards global health equity. 

A narrow emphasis on what shapes health, available to a few

In contrast with our broad definition of global health equity, global health research in prac-
tice reflects a narrow emphasis on particular health outcomes in particular settings. A re-
cent meta-knowledge analysis found that global health research tended to focus on in-
fectious diseases in low- and middle-income settings and on healthcare systems (Abdalla 
et al., 2020). Current global health research is predominantly focused on biomedical and 
healthcare solutions to diseases that are unique to low-income settings (Abdalla et al., 2020), 
rather than focusing on the reasons why these diseases continue to challenge low- and 
middle-income countries, or taking a wider and truly global view (consistent with how the 
field is defined in theory) and concentrating on global challenges such as urbanization, cli-
mate change, antimicrobial resistance and income inequality (Abdalla et al., 2020). 

A lack of focus on the foundational causes of health, which are highly 
inequitable in their distribution

A focus on the downstream and biomedical solutions to global health equity has also led to 
a lack of focus on the social determinants of health, the physical and social environments 
in which we live, even though these are highly inequitable in their distribution and con-
tribute disproportionately to health inequity within and between countries. Indeed, it was 
a focus on the more downstream and biomedical definitions of health that contributed to 
the assumption that high-income countries would be resilient to a potential pandemic in 
the years prior to COVID-19. In reality, upstream factors such as a lack of investment in wider 
social protections and widening socio-economic divides along racial and ethnic divides, to-
gether with the longer term defunding of public health infrastructure, greatly undermined 
the response to the pandemic in countries such as the United States and worsened its im-
pact (Bambra et al., 2020; Maani and Galea, 2020).

Research across a range of low- and middle-income countries has shown the extent to 
which these long-standing divides pose more than merely technocratic, quantitative chal-
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lenges to healthcare access. They are accompanied by differences in soft power and pres-
tige, supported by long-standing values and norms. These can contribute to feelings of 
stigma, marginalization, dispossession and diminishment when engaging with authorities, 
including health authorities, and this exacerbates divides in health and human capital (Mor-
gan et al., 2018; de França, Modena and Confalonieri, 2020). This means that some groups, 
already in poorer health and less able to weather unexpected crises, may fear engagement 
with authorities or health providers in the context of testing or vaccination. COVID-19 has 
demonstrated that no amount of biomedical capacity can overcome these societal failures. 
This is also true for health outcomes more generally. 

A lack of focus on the causes of inequitable distributions

Failing to understand the causes of health has led to a lack of focus on the upstream power 
and economic imbalances that prevent a more equitable distribution of resources; this is 
necessary to reduce global health inequity. Without addressing this issue, the response to 
the COVID-19 pandemic will fail to improve the underlying health divides that COVID-19 has 
exploited, and the adaptability and resilience of the global population to future health chal-
lenges will not be enhanced. 

TOWARDS GLOBAL HEALTH EQUITY

Vision 

As made evident in this brief, achieving true global health equity requires a real engage-
ment with the achievable but specific health inequity challenges we face within and be-
tween countries. It also requires engagement with the broader, deeper power and econom-
ic inequities that ultimately underpin these challenges. This requires us to consider global 
values that can guide international and national levels of action alike, as both are fundamen-
tal components of global health equity. We should also consider all outcomes in terms of 
health equity, since health is affected by decisions across government departments (HiAP, 
2014). We can think of a technical solution for a single dimension of health equity in a single 
context, or we can grapple with international and intranational equity priorities. While it is 
harder politically to tackle broader capacity building and development, and to reduce in-
equity of resources, opportunities and power, this is a practical and moral imperative in the 
longer term. 

Proceeding in this manner will challenge our emphasis on voluntary agreements for initia-
tives such as COVAX, as donors have a strong preference for downstream and specifically 
measurable outcomes rather than broader, longer-term investments in areas such as edu-
cation, housing, energy, and infrastructure that to a great degree ultimately influence global 
health equity.

Finally, we should consider the immediate challenges that health inequities pose, and also 
the long-tail consequences of our decisions to reduce global health inequities over the 
longer term.
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BOX 1

Values that Could Guide Global Equity Priorities

ظ  Equity is a critical component of resilience and disease prevention.

ظ  Reducing health inequity necessitates that we reduce underlying inequities, rather than 
just extremes of poverty.

ظ  This includes both within- and between-country inequities. 

ظ  All decisions that affect equity affect health.

ظ  The urgency of the moment must be balanced with addressing the causes of the moment.

Recommendations 

1. Develop truly global metrics of health inequity

In a globalized era, health equity both within and between countries is a foundational pillar 
of global prosperity. Understanding health inequities is therefore key to preparing for fu-
ture pandemics. Current metrics of health inequalities focus primarily on healthcare-related 
outcomes, rather than encompassing the foundational drivers of ill health. We propose the 
development of global metrics of health inequity, emerging from the broadest definition 
of health and linking to the social determinants of health. This will allow funders, non-gov-
ernmental organizations and governments a clearer view of the longer-term projections for 
health inequity, their implications for policy, health and prosperity, and the likely impact of 
future shocks and changes in policy. 

2. Develop a forum for global health equity

In order to best understand critical vulnerabilities, and to track progress made in address-
ing health inequities within and between countries, we propose the establishment of a 
global health equity forum that combines data on within-country and between-country 
health inequity, and the underlying drivers of this inequity. Such a forum could leverage 
existing health data collection innovations and data on key pillars of health equity such as 
education, employment and infrastructure, and also identify critical data gaps. In doing so, 
it could observe critical health equity goals, identify examples of best practice applicable 
in different contexts and predict critical health equity challenges. In addition to the practi-
cal value of this, the forum could also serve to increase global solidarity by identifying the 
common health challenges linked to inequity that are faced by groups across different 
national contexts. 

In the context of a future pandemic, each of these components would identify critical “weak 
links” in the global population that involve a lack of access to social protections, labour 
standards, public health and healthcare services. A forum could help to predict those sub-
populations within countries that are most likely to require additional support in times of 
natural or manmade disasters, and identify groups that are likely to be disproportionately 
affected by global policy goals, such as reducing CO2 emissions. 
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3. Document inequities across and within countries that were present before COVID-19 
and those that have been widened as a result of the COVID-19 pandemic

It is imperative that one of the first tasks for such a forum would be developing metrics 
that can adequately catalogue and seek to rectify inequalities that have arisen as a re-
sult of COVID-19. Recent world events have shown the extent to which lingering economic 
inequality and stagnation following the global financial crisis (2007–8) provided tinder, in 
the form of a lack of trust in institutions and the media, divestment of social goods and an 
increase in those “left behind”, all of which made for combustible political and economic 
developments. COVID-19 has both exploited and exacerbated such divides with devastating 
health consequences, laying bare pre-existing social divides in the form of differences in 
COVID-19 exposure, infection and death rates, and in the differing abilities to weather phys-
ical distancing measures by working and learning remotely. A failure to document these di-
vides would have negative consequences for health equity, and could also adversely affect 
future resilience, political stability and public trust in decision-making. This is of particular 
note at a time when decision-makers are grappling with global measures such as those 
aimed at lowering emissions.

4. Develop systems of global accountability for health equity 

Data on the root causes of global health inequity will be insufficient without complementa-
ry systems of global accountability. According to the WHO, transformational accountability 
in the context of health equity “would need to expose the structural barriers (the social, 
economic and political structures, policies and mechanisms that shape the unfair and ineq-
uitable distribution of, and access to, power, wealth and other resources) and commercial 
determinants that are barriers to health equity” (Hammonds, Hanefeld and Ooms, 2019). 

Adopting purely voluntary and state-led measures in the context of inequity is challenging 
because of the context-specific nature and often deep-seated cultural origins of such ineq-
uities. In order for countries, non-governmental agencies and funders to be held to account 
on the need for investment in foundational drivers of health equity rather than continuing 
to focus exclusively on downstream biomedical interventions, it is critical that systems of 
accountability that include local stakeholders are built, and that periodic reporting to mech-
anisms such as United Nations Special Rapporteurs and committees is guaranteed. 
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APPENDIX

ADDRESSING GLOBAL HEALTH EQUITY: EXAMPLES OF 
DOWNSTREAM AND UPSTREAM CHALLENGES DURING 
COVID-19

DOWNSTREAM CHALLENGE: COVID VACCINE ALLOCATION

One of the most prominent examples of a barrier to global health equity has been the mis-
allocation of COVID-19 vaccines within and between countries. In spite of the development 
of the COVID-19 Vaccines Global Access Facility (COVAX), which encourages high-income 
nations to guarantee equitable access to these vaccines worldwide, high-income countries 
have reached bilateral agreements with manufacturers for a large proportion of available 
doses. By February 2021, while high-income countries represent only 16 per cent of the glob-
al population, they had purchased approximately 50 per cent of all COVID-19 vaccine doses, 
enough to vaccinate their populations more than twice over (Rouw, 2021; Yamey, 2021). But 
over 100 countries had yet to administer a single vaccine dose. Globally, those in greatest 
need of vaccines are those most vulnerable to the virus (the elderly and those with health 
conditions that place them at greater risk of severe illness) and those most exposed to the 
virus (healthcare and other essential workers), irrespective of their country of residence. Fail-
ing to take a global approach is resulting in the prolongation of the pandemic and the likely 
exacerbation of socio-economic divides between countries. 

This focus on allocation between countries should not distract from the inequity in vaccina-
tion within countries, which is also a pressing concern owing to urban–rural divides and to ra-
cial, ethnic, tribal and class differences in health status, ability to access healthcare and expo-
sure to the virus owing to housing, employment or educational conditions. Vaccination rates 
within countries may also vary depending on the levels of trust in institutions and historical 
experience with them. This means the relationship between equity and vaccine distribution is 
dynamic, and builds on previous actual and perceived treatment of different groups. 

Therefore, at the root of health inequity in the context of vaccine distribution, both between 
and within countries, is an underlying inequity in resources, opportunity and power. While a 
fuller embrace of COVAX, or more equitable guidelines for the distribution of vaccines within 
countries, might reduce health inequities in the context of COVID-19, the conditions that drive 
those health inequities in the first place, the vast differences in underlying health status, ac-
cess to healthcare, infrastructure for storing and transporting medicines, access to safe work-
ing and housing conditions, and imbalances in ability to influence trade agreements or patent 
protections would remain. It is therefore imperative to consider fundamental inequities in 
power and resources as well as short-term solutions to improve equity to vaccine access.

UPSTREAM CHALLENGE: ECONOMIC CONSEQUENCES OF THE COVID-19 
PANDEMIC

The COVID-19 pandemic has led to global reverberations far beyond the millions of lives lost 
or altered as a direct result of infection. These include the economic consequences of the 
pandemic and the measures taken to restrict its spread. The implementation of social dis-
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tancing itself is likely to have significant repercussions for global health equity, owing to the 
consequences of economic shutdown that are being faced by vulnerable or marginalized 
groups. 

The ability to work remotely is a privilege that is afforded to a minority of the global popu-
lation, as is the guarantee of a continued salary during the implementation of movement 
restriction measures. Globally, COVID-19-related unemployment and income losses have af-
fected women, younger workers, the self-employed and low- and medium-skilled workers 
the most (ILO, 2021). School closures disproportionately affect the most vulnerable children, 
such as those in foster care or with special educational needs, and place additional burdens 
on parents who cannot work remotely, as well as households without internet and comput-
ing equipment, space to study or available adult supervision (Nicola et al., 2020; Viner et al., 
2021). By some estimates, as many as 11 million girls may not return to education, instead fac-
ing an increased risk of early forced marriage, adolescent pregnancy or violence (UNESCO, 
2021). These are disparities that have both immediate and long-tail consequences. 

Such gaps in education or employment risk future gaps in attainment and assets, which will 
then lead to widening gaps in health inequalities in the years and decades ahead. Again, this 
vulnerability to the longer-term consequences of the pandemic is a manifestation of ineq-
uity in terms of living conditions, resources and rights that predated the pandemic, as is the 
case for inequities in vaccine distribution. 
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