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Introduction

On 3 October 2014, Prime Minister Stefan Löfven 
delivered his first Statement of Government Policy to 
the Swedish Parliament. Here, the priorities and 
ambitions of the new incoming red–green govern-
ment were first presented, and on the matter of pub-
lic health he said that:

‘A commission for equitable health will be appointed. 
Efforts to improve public health will be strengthened, 
for example through a clearer division of responsibilities 
and improved follow-up. The Government’s objective is 
that avoidable health inequalities will be eliminated within a 
generation.’ ([1, p. 13], my emphasis)

Thereby, the process to launch a national review 
of health inequalities and how to make them smaller 
was initiated in Sweden. However, while this initia-
tive, clearly inspired by the World Health Organization 

Commission on Social Determinants of Health [2], 
came later than similar initiatives in England [3], 
Denmark [4] and Norway [5], the issues have been 
on the Swedish political agenda since the early 1980s. 
A Government bill mainly addressing the health care 
system also covered public health and health equity 
issues [6]. A few years later, the first public health bill 
was presented to the Parliament [7]. In this bill, 
increased health equity was proposed as an overarch-
ing objective in public health policies and a national 
Public Health Institute was launched. During the 
second half of the 1990s, a National Public Health 
Committee proposed a public health policy frame-
work, based on a social determinants approach [8], 
which in a revised version was presented to and 
adopted by the Parliament in 2003 [9].

This history of activities and attempts to improve 
public health and reduce health inequalities in 
Sweden was reflected in the Terms of reference for 
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the new Commission. In addition, the reviews under-
taken internationally and nationally from 2005 and 
onwards, in particular the Commission on Social 
Determinants of Health (CSDH) (2008), provided 
important points of departure for the Commission’s 
Terms of reference and subsequent work.

While other European countries were much 
quicker in setting up national commissions inspired 
by the CSDH, Sweden has had a series of local and 
regional commissions as well as other types of initia-
tive addressing health inequalities and social sustain-
ability. This includes Malmö City, where a 
commission was launched in 2010 that delivered a 
final report in 2013 [10]. In 2010, a process was also 
initiated in the Västra Götaland region under the 
heading ‘joint action for social sustainability’, which 
delivered an action plan in 2013 [11]. Also, the 
Swedish Association of Local Authorities and 
Regions were organising a joint action for social sus-
tainability that delivered a report in 2013 [12], and a 
Commission for public health was set up in the 
Östergötland region [13]. Similar processes to 
increase equity and social sustainability have been 
ongoing in several other cities and regions, like the 
long-term effort called Equal Gothenburg [14], the 
Commission for social sustainability in Stockholm 
[15], and the Commission for equity in health in the 
Örebro region [16].

All of these local and regional initiatives that have 
been launched across Sweden have provided a unique 
environment for a national commission, not least 
since they have generated continued efforts after 
completion. It has meant that the knowledgebase 
compiled and provided by the international commis-
sions has been recognised and processed locally and 
regionally in Sweden, that the issues as well as their 
complexity are well known, but also that attempts to 
address health inequalities and social sustainability 
have been discussed and to some extent even tested. 
This, in turn, has meant that the work of the 
Commission has been seen as a response to a long-
standing request for support from and dialogue with 
the national level in Sweden, and therefore dialogue 
and collaboration have been central elements in the 
work of the Commission. It also means that now 
when the Commission’s results and proposals have 
been delivered, it is not only the Government offices 
that will make use of our work, but many local and 
regional governments will also be reading, reviewing 
and reacting to what we have said.

The assignment

Following the Government’s objective to close the 
avoidable health gap within one generation, the first 

task given to the Commission was to submit propos-
als for actions that can contribute to a reduction in 
health inequalities. In addition, the Commission 
should also work to increase awareness and stimulate 
discussion around health inequalities by forming ref-
erence groups, organising conferences and creating 
dialogue with a wide range of organisations and 
agencies that in one way or the other have a role to 
play in relation to health equity.

This second task has been addressed through a 
wide variety of activities. The Commission co-organ-
ised four regional conferences, one larger dialogue 
meeting with civil society organisations and a couple 
of expert hearings, and formed three reference 
groups; one consisting of representatives for different 
ministries in the Government offices, one of repre-
sentatives from the political parties in the Parliament, 
and one with representatives for the municipalities, 
cities and regions most active in the local and regional 
work to promote more health equity. The Commission 
has also organised and/or participated at more than 
150 conferences and meetings of different size and 
form [17].

The task to deliver proposals for action has gener-
ated three reports. These three reports are interlinked 
and represent different steps in the argument made 
by the Commission. In the first report the theoretical 
framework was laid out, and issues addressed include 
how we define health inequalities, how they are pro-
duced and what can be done in principle to address 
them. In the second report we present ideas on how 
the work process needs to be organised in order to 
achieve long-lasting and continuous work for health 
equity. We do this against the backdrop of the existing 
public health policy framework established in 2003, 
which we argue is in need of an upgrade and improve-
ment. In the final report, we present the content of 
the work needed to close the avoidable health gaps 
within one generation.

It is about equity in health: theory and 
principles for the commission’s work

In the initial discussions with different stakeholders, 
it became clear that there was not a shared under-
standing of what health inequalities are or how they 
are produced, and therefore also rather different 
views on how to best tackle these inequalities. It 
became clear that it would be important for the 
Commission’s work with proposals as well as dia-
logue to establish how we define health inequalities, 
how we understand the generation of such inequali-
ties, and hence what kinds of action we therefore 
would regard as potentially important to reduce these 
inequalities. In fact, there was also a need to come to 
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a joint view on these issues within the Commission. 
In addition, we saw a need for a thorough description 
of the size and shape of health inequalities in Sweden, 
and to point out the direction of our remaining work. 
These issues were dealt with in the first report from 
the Commission [18].

Inequalities in health

We define health inequalities as ‘systematic differ-
ences in health between groups in different social 
positions’. We also differ between two types of such 
inequalities, namely the health gradient, running 
through society, and the difference in health between 
groups in marginal and/or vulnerable positions and 
the rest of the population. While the notion of the 
gradient is important to highlight because it implies 
that health inequalities affect all in society, it is also 
important to note that some groups are not just fur-
ther down that gradient but rather left out entirely. 
The policy measures needed to handle these two 
aspects of health inequalities are also likely to differ.

The two aspects of health inequalities are illus-
trated in Figure 1, where remaining life expectancy at 
age 30 is presented by educational level.

As is clear from the graph, there is a gradient in 
life expectance, with a step-wise increase in life 
expectancy from those with basic education to those 
with tertiary education of 3 years or longer. In total, 
the difference in remaining life expectancy is 6 years 
between those with basic education and those with at 
least 3 years of university education, for men and 
women alike. A more detailed division of education 
would have revealed that the gradient also continues 
within the broad group of university-educated indi-
viduals [19].

However, in addition to this, there is also a group 
with no registered education, where life expectancy is 
9–10 years lower than among those with basic  
education. This small group without educational 

qualifications, probably including people with early 
acquired health problems or disabilities, is an exam-
ple of a group in a marginal position.

How do health inequalities arise?

We argue that conditions and opportunities (or in 
sum, the amount of resources available) in key areas 
of life differ substantially between people in different 
social positions. Since the amount of resources in 
these areas of life is important for health, inequalities 
in resources will be translated into inequalities in 
health. The key areas of life that we point out are:

 • Early life development;
 • Knowledge, skills and education;
 • Work, working conditions and work environment;
 • Incomes and economic resources;
 • Housing and neighbourhood conditions;
 • Health behaviours;
 • Control, influence and participation.

Of course, good health is a key resource in its own 
right, as well as an important value for people. 
However, since health and health inequalities are the 
outcomes (or dependent variables) in our work, 
health is not included in this list of key areas of life. It 
is important to note that we here list key areas of life 
and not the institutions that the welfare state has to 
address conditions and opportunities in these areas. 
These institutions are the instruments and tools that 
can be used to reduce inequalities in conditions and 
opportunities, but the goal of any attempt to reduce 
inequalities has to be the lives of people and their 
families. This is also the reason why health care is not 
included in the list: it is a welfare state institution not 
a condition of life. However, since it affects health 
and health is not in our list, health care is added as an 
objective area at a later stage (see below).

It is also important to stress that the areas of life 
included are important to all people, and that our 
starting point is the conditions and opportunities at 
an individual level. These conditions and opportuni-
ties are of course nested in families, communities and 
societies, but it is at the individual level where the 
social circumstances enter the human body and are 
transformed into health problems.

However, it is not simply the inequalities in 
resources (conditions and opportunities) within each 
and every one of these areas that are of importance, 
but rather the dynamic interplay between the 
amounts of resources in all areas taken together. The 
different kinds of resources tend to be linked, mutu-
ally amplifying and interacting across the course of 
life. These dynamic interplays will result in positive 

Figure 1. Life expectancy at 30 by education, for men and women 
2015 ([18], calculations made by Statistics Sweden for the Com-
mission, diagram 2.4 in SOu 2016:55).
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and negative spirals where inequalities in conditions 
and opportunities in one area of life contribute to 
inequities in other areas.

At the individual level, this will for example mean 
that poorer childhood conditions at home will affect 
the chances to learn and do well in preschool and 
school, which in turn will affect educational attain-
ment and labour market chances, which in turn will 
affect the chances to have decent working conditions 
and incomes, which in turn will affect housing oppor-
tunities. All of these steps are also likely to influence 
health-related behaviours as well as the ability to 
control and influence one’s own course of life.

The health status, finally, is likely to be affected by, 
as well as actively affect, all of these conditions and 
trajectories. This impact on health occurs through 
three main processes, identified by Diderichsen and 
colleagues [20,4]. These include: 1) inequalities in 
risks for illness and disease, 2) inequalities in vulner-
ability to these health risks, and 3) inequalities in the 
consequences of poor health.

An important part of the dynamic interplay 
between health and other key conditions of life is 
human agency and inequalities in the scope for action 
across social groups. It is important to realise and 
take into account that inequalities in health are not 
just a product of differences in conditions and oppor-
tunities, but also a result of differences in the scope 
for action. There are at least two steps here, where 
resources are turned into capabilities through socially 
determined conversion factors, and capabilities are 
turned into achieved functionings through socially 
and personally structured choices [21,22].

How we act and react to situations across our life 
course is also linked to the resources at our disposal. 
The more resources a person controls, the easier it 
will be to increase resources further and get the life s/
he desires. This has been shown in mathematical 
game theory (see [23] for a comprehensive over-
view), but recent research has also argued that 
resource scarcity creates a specific mindset that 
affects how people view problems and make deci-
sions [24,25]. With too little resources we tend to 
focus on the most acute, while more long-ranging 
problems tend to be left unattended. While this is 
logic and rational in a shorter perspective, it is also an 
explanation of behaviours that tend to reinforce the 
underlying problem, for example why poor people 
tend to take loans with very high interest rates to 
solve acute problems.

While human agency and the inequalities in scope 
for action are key for a comprehensive understanding 
of how inequalities are regenerated also in advanced 
welfare states like Sweden, the policy response is not 
necessarily much different from traditional welfare 

policies. If scarcity of economic resources affects our 
way of thinking and acting in a way that tends to rein-
force poverty, the reasonable primary policy response 
is still to address poverty through social protection 
and labour market policies. However, a more long-
term policy to address people’s abilities to support 
themselves and increase their abilities to effectively 
handle the resources they have at their disposal is to 
improve education. Education can be viewed as 
learned effectiveness [26,27], and by promoting not 
just equal opportunities to access education but also 
more equal opportunities to complete education, 
more equality in conditions and opportunities, includ-
ing health and survival, is also likely to be achieved.

The importance of process: redesigning 
the public health policy framework for 
cross-sectorial work

To conclude the argument put forward above, health 
inequalities are generated through inequalities in 
conditions and opportunities across the seven areas 
of life previously mentioned. Attempts to reduce ine-
qualities in health will therefore require coordinated 
actions across a number of policy areas, including 
childcare policies, educational policies, labour mar-
ket policies and social protection policies, just to 
mention a few. This, in turn, highlights the need for 
cross-sectorial policy co-ordination. In other words, 
in order to reduce inequalities in health there is a 
need to reduce inequalities in all the seven life areas; 
and for this to be achieved, policies across these areas 
need to be aligned.

In fact, Sweden adopted a cross-sectorial public 
health policy framework in 2003, including an over-
arching public health objective (to create societal 
prerequisites for good health on equal terms for the 
entire population), and is organised around 11 objec-
tive domains that include the main drivers for health 
and health inequalities.

However, although the intentions behind this 
multi-sectorial policy framework were much in line 
with the Commission’s understanding of what is 
needed, health inequalities have not diminished in 
Sweden since its implementation, and earlier evalua-
tions have identified problems in its functioning [28]. 
Therefore, it seemed reasonable to analyse what the 
problems and shortcomings might be [29].

A key argument that we put forward is that efforts 
to improve conditions and opportunities faster among 
those worse off must be carried out broadly across all 
the life areas (sectors of government) that we have 
identified as important. This, in turn, means that the 
work must be organised in a way that creates co-own-
ership among actors across these sectors, and that it 
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must be carried out continuously and systematically. 
Our analysis revealed that despite good intentions, 
several types of changes in the present public health 
policy framework would be necessary to achieve this, 
and we delivered 25 specific proposals. In short, these 
concerned updating and refocussing the structure 
and content of the policy framework, adding a mech-
anism for propelling the work more continuously, and 
making improvements to the infrastructure and sys-
tem for follow-up and monitoring.

Despite the cross-sectorial nature and ambition of 
the policy framework, our analysis clearly indicated 
that the actual focus had mainly been on alcohol, 
tobacco, narcotic drugs, HIV/AIDS and infectious 
diseases. While these are all important public health 
issues, and in particular in the case of alcohol and 
tobacco also important for health inequalities, there 
was clearly a need to reinforce the multi-sectorial 
ethos of the framework. In order to achieve that, we 
proposed to refocus the framework by using the 
seven main areas of life that we have identified as 
important for health and health inequalities as objec-
tive areas. As mentioned above, all these life areas are 
matched by welfare state institutions and pro-
grammes (schools, labour market policies, social care 
etc.), but since Health is not in our list of life areas of 
importance for health and health inequalities 
(because it is our ‘dependent variable’), we needed to 
add An equal and health promoting health care system as 
an eighth objective area. We also proposed to refor-
mulate the overarching objective in order to stress 
health equity more clearly.

However, our main concern with the existing 
framework is the lack of a mechanism that ensures an 
ongoing, long-term work that actively involves relevant 
actors across all sectors in a way that dynamically 
matches a changing society. While this may be difficult 
to achieve, it is likely to be a key issue to solve if ine-
qualities in conditions, opportunities and health are to 
be reduced. We proposed a system with rolling strate-
gies around one or more objective areas. These strate-
gies should be developed at government level, but with 
active involvement of relevant actors, and specific 
milestones and targets for 3–5-year periods should be 
formulated. After each such period, the strategy should 
be evaluated in terms of achievements and work pro-
cess, and the strategy for the next period would be 
based on insights gained from this evaluation.

conditions, opportunities and 
governance: the content of cross-
sectorial work for more equal health

Having presented our views on how health inequali-
ties arise and are sustained in our first report [18], 

and addressed the improvements and reinforcements 
to the work process necessary to reduce inequalities 
in health [29], our final report [30] was mainly con-
cerned with the policy content that would contribute 
to a narrowing of health gaps. Since we believe that 
milestones, targets and policy measures are best 
decided by the relevant actors involved in each spe-
cific strategy, our proposals for policies should be 
viewed as the starting point for the ongoing process 
that we proposed in our second report.

The background to our policy proposals is that 
health inequalities are substantial in Sweden, that 
these inequalities are driven by inequalities in condi-
tions and opportunities, and that if more equal con-
ditions and opportunities across the areas of life that 
we have identified as central could be achieved, 
health inequalities will also be smaller. However, it is 
also important to recognise that since inequalities are 
self-sustaining, where those who have a little more 
also have better chances to get a little more, an ongo-
ing and consistent work is necessary simply to keep 
inequalities at a stable level. In order to reduce ine-
qualities, more efforts are needed.

Overarching recommendations

At a very general level, the Commission recom-
mended that policy changes to reduce inequalities in 
conditions, opportunities and health need to start 
with existing institutions and programmes, and that it is 
essential to secure a good infrastructure for monitoring, 
evaluation and knowledge building around inequalities 
and health.

The first part recognises the fact that, in Sweden 
(although not necessarily in other countries), there is 
a set of institutions and programmes that matches 
the key areas of life that we identified as crucial for 
health. In order to get more equal results, these insti-
tutions and programmes may need to be reformed, 
expanded or otherwise improved, but it would be 
foolish not to start with what we already have. 
However, in doing so, it is their ability to create 
equality through primary functions that need to be in 
focus.

For example, while the school may be a good 
arena to address health among children and adoles-
cents, our primary concern is that the school’s ability 
to create more equal conditions and opportunities to 
acquire skills and knowledge need to be improved. To 
this end, it is the availability and quality of schools 
and teaching that is the key issue. Other and more 
directly health-affecting aspects, such as the amount 
of physical activity during a school-day or the quality 
of school meals, are certainly highly important,  
and are also means to achieve a better learning 
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environment, but in order to reduce inequalities in 
health the key role for schools is to deliver more equal 
school results.

In sum, we therefore see a need and scope to 
deliver services much more tailored to different needs 
and situations of people from different social groups 
in order to achieve more equity in outcomes.

The second part of the overarching recommenda-
tion simply stresses the fact that inequalities by social 
position, gender, ethnicity or other key dimensions 
need to be constantly monitored and viewed as an 
important marker of lacking quality, and that the 
programmes and interventions that are implemented 
also need to be evaluated in terms of their impact on 
equality, whether it was intended or not. In order for 
this to happen, there is a need to make sure that there 
is an infrastructure in place where this is handled 
more or less routinely.

more equal conditions and 
opportunities

Identifying different means that could result in more 
equal conditions and opportunities across all the 
areas of life that we have identified is of course an 
enormous task, and the complexity of the task 
increases the more specific one tries to be. While we 
wanted to be as specific as possible in terms of pro-
posals for action, we also wanted to reinforce our 
general conclusion that, in order to successfully 
reduce inequalities in health, measures need to be 
taken across all the eight objective areas proposed. In 
order to handle this, we formulated our proposals on 
two levels within each of the eight objective areas. 
First, we submitted a number of proposals for the 
general direction of work that needs to be taken in 
order to reduce health inequalities, and second, we 
gave some examples of more specific policy changes 
or reforms on the basis of each of these general 
directions.

In terms of Early life development, inequalities in 
health could be reduced by providing all children 
with the basic prerequisites to develop their abilities 
based on their own conditions. The general direction 
of work for achieving this includes equitable mater-
nal and child health care, equality in access to high-
quality preschools, and methods and means that 
focus on the best interest of the child. More specific 
examples include a guarantee for full-time in pre-
schools, measures to increase participation in pre-
schools and increased education of preschool 
teachers.

The general direction of work in terms of 
Knowledge, skills and education is to create a good 
teaching environment and make efforts to reduce 

school failures. Among other things, this includes 
reintroducing subject grades in upper secondary 
schools, since the existing course-based grade system 
is likely to contribute to stress and school failures, as 
well as measuring knowledge in an inadequate way.

To reduce health inequalities through measures 
related to Work, working conditions and work environ-
ment, we argue that the general direction should be to 
reduce barriers to enter the labour market, and to 
strengthen efforts to improve working conditions. 
More specific proposals include to increase work-
place-based training in vocational education pro-
grammes and to intensify work environment 
controls.

In terms of Incomes and economic resources, we 
argue for actions to strengthen people’s economic 
resources, with a strong focus on the lower end of the 
income distribution. For example, we proposed that 
the national norm for social assistance benefits 
should be indexed.

Regarding Housing and neighbourhood conditions, 
we see a need for actions to foster socially sustainable 
neighbourhoods and healthy housing conditions, for 
example by increasing the presence of key 
authorities.

When it comes to Health behaviours, we simply 
want to reinforce existing policies, by limiting access 
to products that are hazardous to health while 
increasing access to health-promoting products, 
environments and activities. Examples include intro-
ducing an exposure ban on tobacco products, 
increased taxation on alcohol and measures to 
increase physical activity in schools.

Control over one’s own life, trust in others, influ-
ence and participation in society are important fac-
tors influencing health trends among individuals and 
groups. To achieve more equitable health, measures 
should be taken to promote all individuals’ opportu-
nities for control, influence and participation in soci-
ety and in their daily lives. A number of proposals in 
other objective areas have a bearing on people’s 
opportunities to exercise control, so the general 
direction of work regarding Control, influence and par-
ticipation includes a particular focus on measures to 
promote equitable democratic participation and par-
ticipation in civil society, strengthen human rights 
efforts, combat discrimination, promote freedom 
from threats and violence, and promote sexual and 
reproductive health and rights.

Finally, regarding An equal and health promoting 
health care system, the general direction of work pro-
posed is to foster health care encounters that pro-
mote health and equity in care and its results. This 
involves, among many other things, the development 
of patient- and person-centred ways to work.
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General problems of governance

Where our second report dealt with issues linked to the 
existing multi-sectorial public health policy framework, 
there is also a number of more general issues regarding 
governance and follow-up that we believe are impor-
tant to address. In our final report we identified four 
general issues of this kind, namely: 1) the need to focus 
more explicitly on citizens’ needs and interests, 2) that 
multi-sectorial work must handle conflicting objectives 
and perspectives better, 3) financing models that can 
stimulate prevention, long-term approaches and meth-
odological development, and 4) improved infrastruc-
tures for knowledge-based work.

When trying to grasp all the different aspects of 
public sector work that are linked to the eight objec-
tive areas that we have identified as important, the 
vast complexity of cross-sectorial governance 
becomes rather clear. Not only are there three levels 
of government (national, regional and local), at each 
level there are different agencies and offices, gov-
erned by different sets of legislation and populated 
with different professions. How this complex web of 
organisations and activities could somehow be co-
ordinated is difficult to see. It is clearly not an issue 
of where cross-sectorial issues are situated within the 
Government Offices, although the segmented way in 
which these offices operate tends to reinforce silos 
rather than bridge them. Instead, the Commission’s 
view is that concerted action could be achieved 
through a stronger common focus on citizen’s needs 
and interests from all involved actors. A tool for such 
‘co-ordination from within’ can be found in the 
Fundamental Laws of Sweden, namely in the 
Instrument of Government Act (Regeringsformen; 
chapter 1, second article):

‘The personal, economic and cultural welfare of the 
individual shall be fundamental aims of public activity. 
In particular, the public institutions shall secure the 
right to employment, housing and education, and shall 
promote social care and social security, as well as 
favourable conditions for good health.’

Hence, a stronger and joint focus on the individu-
al’s personal, cultural and economic welfare from all 
public sectors and institutions would potentially 
result in the more concerted actions that are often 
needed to solve important cross-sectorial problems 
in society.

This is also linked to the need to better handle 
conflicting objectives and perspectives that we identi-
fied as another governance problem. While we argue 
that there is a need for concerted action including 
several sectors and levels of government, there are 
many obstacles to overcome.

One substantial and sometimes overlooked obsta-
cle is conflicting objectives, for example if measures 
intended to increase employment also negatively 
affect employment and working conditions. If differ-
ent sectors and levels of government operate in isola-
tion, different types of conflicting objectives will most 
likely hamper the realisation of policies and create 
friction and poor value for citizens. A solution to this 
could be to apply a cross-sectorial perspective like 
health equity in order to help in weighing different 
objectives, and we argue that health equity could be 
such an overarching perspective that integrates dif-
ferent sectors.

However, a related problem is that there are sev-
eral overarching perspectives that risk crowding out 
each other. Examples include gender equity and 
human rights, but also frameworks like the 2030 
Agenda. A clear risk identified by the Commission is 
that these different ways to organise cross-sectorial 
work and push equal conditions and rights for differ-
ent groups can cancel each other out. Therefore, it is 
important not just to add perspectives or argue about 
which one should take prominence, but rather to 
identify and acknowledge the many shared values 
and principles that unify many of these perspectives. 
In the end, most of them address issues regarding 
equality of conditions, opportunities and rights.

Models of financing are a third general govern-
ance problem of importance. The way public funding 
is organised can have fundamental importance for 
the possibilities to achieve cross-sectorial work, as 
well as for the possibilities to work on a more long-
term basis with prevention and promotion. Therefore, 
we believe that there is a need to develop financing 
models that incorporate and promote a social invest-
ment perspective, in particular by stimulating pre-
vention and a long-term approach.

More specifically, we argued that the resource 
allocation models used for the distribution of public 
funds at national, regional and municipal levels 
should apply a socio-economic perspective to a 
greater degree. Furthermore, financial collaboration 
between different agencies could be developed, 
mainly in order to achieve more comprehensive ser-
vices for those who need a variety of support meas-
ures, but also for the more efficient use of public 
resources. We also point out that it should be possible 
to use public procurement as a means of promoting 
good and equitable health, for example by introduc-
ing ‘social provisions clauses’.

Last but not least, there is a need to create better 
conditions and infrastructures for knowledge-based 
work more generally in the welfare sector. There is a 
need to reinforce infrastructures for measuring and 
monitoring, but what we primarily stress here is the 
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need to make sure that it is possible to evaluate the 
effects of policies and reforms in the welfare sector in 
a reasonable way.

Taking the next step towards more 
equity in health in Sweden

The work by the Commission in itself represents a 
new step towards more equity in health in Sweden. 
Through the work of the Commission, the national 
level has stepped up to match the forerunners at the 
local and regional levels, and the work of the 
Commission has reinforced and fuelled the efforts of 
many local and regional actors. However, there are of 
course a number of difficulties and challenges.

One important challenge is the sheer complexity 
of the multi-sectorial changes we see necessary, and 
the long-term perspective that in turn needs to be 
applied. Put differently, we do not see one or two 
decisive actions that will be sufficient to reduce health 
inequalities, but rather envisage a series of concerted 
reforms and improvements in services and pro-
grammes across several sectors if the Government’s 
objective is to be reached. This will require patience 
and long-term efforts, which seem to fit poorly with 
the logic and interests of politics, professions and the 
public alike. Instead of long-term and co-ordinated 
improvements, most of today’s public discussion on 
health concerns acute problems in health care or spe-
cific issues around diet or physical activity. Therefore, 
a major challenge is to establish the broader agenda 
promoted by the Commission more firmly in the 
public discourse.

Another general challenge concerns the discrep-
ancy between the general ambitions for different wel-
fare services as they are expressed in framework 
legislation, and the reality experienced in many pre-
schools, schools, primary health care centres and 
hospitals. Many of the problems identified and 
addressed by the Commission as driving forces 
behind inequalities in conditions, opportunities and, 
ultimately, health, would not exist if the ambitions 
expressed in legislation were met. This, in turn, 
points to major problems with either financing or 
governance of welfare institutions and programmes, 
but most likely in both. Here, we need to advance our 
knowledge, but there is also a need for a more general 
and open-ended review of the way the public sector 
is organised, governed and funded in order to 
improve the relationship between legislation and 
actual performance.

Finally, an issue that has often been raised in our 
dialogue is that ideological differences between 
political parties may be an important reason behind 
remaining or even increasing inequalities in health. 

However, during the course of work with the 
Commission, discussions with politicians from all 
political parties have clearly indicated that there are 
very few differences between them regarding reduc-
ing health inequalities as an objective, but that there 
are differences regarding the preferred means. Not 
surprisingly, perhaps, politicians to the left tend to 
stress more structural changes and reforms, whereas 
politicians to the right tend to stress more individ-
ual changes. but as we discuss in our final report, 
the distinctions between individual and structural 
measures are increasingly difficult to uphold. 
Changes in taxation, for example, is a structural 
measure that is intended to change individual 
behaviours (such as buying less alcohol), while 
changes in individual treatment (for instance, an 
increased number of home visits from the child 
health services to new parents) require structural 
changes in terms of the way services are organised 
and funded. In fact, we argue that the distinction 
between individual and structural measures is out-
dated and must be overcome if we are to move 
towards more equitable health.

To conclude, health inequalities are ultimately a 
matter of welfare and living conditions, of the sys-
tematic disparities between people’s childhood 
conditions, their opportunities for education, their 
living and working environments, and their 
incomes. Continued efforts to reduce health ine-
qualities must therefore address these wider ine-
qualities and entail efforts to strengthen individuals’ 
own opportunities to act and generate resources, 
as well as the public sector’s capacity to provide 
resources during stages of life or in situations in 
which individuals’ own resources or scope for 
action are insufficient. It is essential that such 
efforts to achieve more equal conditions and 
opportunities for people in different social strata 
and groups will have to be persistent, patient and 
unrelenting.

Public health in general is good in Sweden, but 
inequalities in conditions, opportunities and health 
prevail. There is still some way to go before these 
health gaps are closed, but with many small steps in 
the same direction it will be possible to start that pro-
cess. And because of the need for a long-term pro-
cess, there is now every reason to take the next step 
towards more equity in health.

Author’s note

This paper is based on a presentation held for the 
Nordic Public Health Conference, Aalborg, 24 
August 2017. It represents a summary of the work 
undertaken by the Swedish Commission for Equity 
in Health, chaired by the author.
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