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Abstract

In der Studie wird die Wahrnehmung der 'gesundheitlichen Ungleichheit' unter-
sucht, d.h. die Wahrnehmung der in vielen empirischen Studien belegten Tatsache,
dal3 Personen mit einem geringeren sozio-6konomischen Status zumeist kréanker sind
und fraher sterben als Personen mit einem hoéheren Status. Die folgende Frage steht
im Mittelpunkt: Was wissen Angehorige der unteren sozialen Schichten, Akteure der
gesundheitlichen Versorgung und der Gesundheitspolitik tber die Existenz der ge-
sundheitlichen Ungleichheit, die Erklarung und die mdgliche Verringerung dieses
Problems?

Die Studie betrachtet das Problem der gesundheitlichen Ungleichheit somit von einer
'‘Akteur-Perspektive’ aus. Bezogen auf Akteure der gesundheitlichen Versorgung
und der Gesundheitspolitik werden vor allem Informationen aus der Bundesrepublik
vorgestellt. Bezogen auf die Perspektive der unteren sozialen Schichten werden da-
gegen vor allem Studienergebnisse aus Grol3britannien prasentiert.

Der Uberblick tber den Stand der Literatur zeigt, daR sehr wenig tber die Wahr-
nehmung der gesundheitlichen Ungleichheit bekannt ist. Die Forschungsfragen die-
ser Studie spielen offenbar weder fur Wissenschaftler noch ftr Akteure der gesund-
heitlichen Versorgung und der Gesundheitspolitik eine bedeutende Rolle. Durch eine
verstarkte Thematisierung dieser Fragen konnte ein Beitrag dazu geleistet werden,
die Diskussion uber Strategien der Verringerung gesundheitlicher Ungleichheit zu
beleben.

Abstract

The paper focuses on the following question: What is known about the existence and
the extent of health inequalities, their explanations and potential ways to reduce
them, by members of the lower social class, by health professionals and by health
policy makers? By health inequalities we mainly refer to differences in morbidity and
mortality between socio-economic groups, i.e. differences in morbidity and mortality
by education, occupation and income.

The paper looks at the problem of health inequalities from an ‘actor-perspective'.
Concerning the perspective of health professionals and health policy makers, in-
formation is mainly provided from Germany, where the funding institution and the
first author are based. Concerning the perspective of the lower social class, however,
information is mainly provided from the United Kingdom. The United Kingdom is
the Western European country with the greatest breadth of research on health in-
equalities; thus it can serve as a "role model" for Germany, where this kind of re-
search is still rather limited.

The review shows that we know very little about the perception of health inequalities
by these actors. Research on health inequalities still seems to be rather isolated from
the beliefs and values of the people most concerned, at least in Germany and in the
United Kingdom. Promoting the discussion on the perception of health inequalities
would help to develop strategies addressed at reducing them.
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l. Introduction

The paper focuses on the following question:
What is known about the existence and the extent of health inequalities, their explanations
and potential ways to reduce them, in different social classes, and especially by members of
the lower social class, by health professionals and health policy makers?
By health inequalities we mainly refer to differences in morbidity and mortality be-
tween socio-economic groups (i.e. differences in morbidity and mortality by edu-
cation, occupation and income), although differences between other groups of the
population (e.g. between men and women) could also be included.

We believe that it is important to ask this question. Health inequalities have been
found in all countries where this issue has been studied (Kunst/Mackenbach 1994,
Mielck/Giraldes 1993). The failure to reduce health inequalities is probably at least
partly due to the fact that there is little communication between the researchers
working on health inequalities and the general public. The research results on health
inequalities are rarely discussed with health policy makers, for example, and re-
searchers rarely ask members of the lower social class why they believe their health
is relatively poor. Thus, asking the above question could help to improve research on
health inequalities and the implementation of its results. The question has very sel-
dom been addressed thoroughly, though, and it cannot be answered easily, as the
available information is very scattered and has not been reviewed yet. At least for
Germany this paper is a first attempt to assess the state of the art concerning this
guestion and to define the need for future research.

The paper looks at the problem of health inequalities from an ‘actor-perspective’.
Concerning the perspective of health professionals and health policy makers, infor-
mation is mainly provided from Germany, where the funding institution and the first
author are based. Concerning the perspective of the lower social class, however, in-
formation is mainly provided from the United Kingdom, as there are hardly any
studies on this topic from Germany. The United Kingdom is the Western European
country with the greatest breadth of research on health inequalities; thus it can serve
as a "role model" for Germany, where this research is still rather limited. The infor-
mation from the United Kingdom mainly deals with lay concepts of health and of
health inequalities. Any attempt to understand the perception of health inequalities
by the lower social class has to incorporate these concepts, and in Germany very few
studies have been conducted in this field (Faltermaier 1994a).

The review is based on the extensive experience of the authors in research on health
inequalities and on lay concepts of health. A computerised literature search is not
very helpful in this case, as there are hardly any special articles or books dealing with
the question discussed in this paper. Therefore, we had to scan through the pub-
lished and unpublished papers available to us in order to find information that could
be relevant.



Il.  Discussion in Germany: Perspective of Health Professionals and Health Pol-
icy Makers

1. Health Inequalities in Germany

Health inequalities have been a major public health issue in Germany before World
War | (Grotjahn 1912, Mosse/Tugendreich 1913), and after World War Il it took some
years until it regained some public attention (Abholz 1976). In recent years, there has
been an increasing awareness of health inequalities among public health researchers,
but the communication of their results to health professionals and health policy mak-
ers is still very limited.

a) Empirical Information on Health Inequalities

There is a large body of empirical information from Germany demonstrating that
there are important differences in morbidity and mortality by education, occupation
and income (Mielck 1994). Most of these studies are based on data from Western
Germany, but the available studies from Eastern Germany show very similar results.

Concerning differences by education, the studies have shown, for example, that the
prevalence of less than good health (Mielck/Apelt 1994), the number of sick days
(Bormann/Schroeder 1994, Kirschner/Meinlschmidt 1994), the prevalence of cardio-
vascular diseases (Hoffmeister et al. 1992, Mielck/Apelt 1994) and the restrictions of
daily activities due to poor health (Kunst et al. 1995) are increasing and that life ex-
pectancy (Klein 1996) is decreasing with decreasing educational status. In order to
demonstrate the extent of these differences, the results from Mielck/Apelt (1994) are
presented in table 1. They are based on a survey conducted 1986/87 in the East Ger-
man town of Gorlitz. They indicate that in the lowest educational group morbidity is
1.6 to 5.9 times higher than in the highest educational group, and that in most cases
this difference is statistically significant.

Table 1: Educational Status and Morbidity

School class Odds Ratios 2 (95% Conf.-Interval)
finished Men Women
Less than good health 12 1.00b 1.00b
10 1.42 (0.79 - 2.54) 1.13 (0.65 - 1.95)
R S - B 229(1.33-395) | 173(1.01-295)
Cardiovascular Diseases 12 1.00°b 1.00°b
10 1.09 (0.59 - 2.00) 4.18 (1.48 - 11.78)
8 1.63 (0.93 - 2.87) 5.92 (2.14 - 16.41)

a: Variable controlled for: age

b: Comparison group

Population sample: 1.544 men and 2.205 women (above age 20) from Gorlitz
Data base: Survey conducted 1986/87

Source: Mielck/Apelt 1994

Concerning differences by occupation, information from Germany is much more
scarce than in many European countries, mainly because in Germany (unlike in other
European countries such as the United Kingdom) there is no information on occu-
pation on the death certificates. Other studies are available, though, and they show,
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for example, that the prevalence of poor health (Statistisches Bundesamt 1992), of
cardiovascular diseases (Hoffmeister et al. 1992) and of psychological problems is in-
creasing (Dilling/Weyerer 1987) as well as mortality (Neumann/Liedermann 1981) is
increasing with decreasing occupational status. As an example of these studies the
results from the Statistisches Bundesamt (1992) are presented in table 2. In this study
very broad occupational groups are distinguished, but despite the fact that these
broad groups hardly present distinct social classes, the results still indicate that there
are large differences in morbidity between these occupational groups.

Table 2: Occupational Status and Morbidity

Respondents Saying that there are Sick
or that are Injured by an Accident (in %)
Age: 15 - 40 years Age: 40 - 65 years
Self employed 4.9 7.7
Civil servants 6.5 9.5
White collar workers 7.3 8.8
Blue collar workers 9.3 13.2

Population sample: 33,196 occupied men and women from East. & West. Germany
Data base: Survey conducted 1992
Source: Statistisches Bundesamt 1992

Concerning differences by income, studies from Germany have shown, for example,
that the prevalence of less than good health (Abel/Wysong 1991, Helmert et al. 1997,
Statistisches Bundesamt 1992) and of restrictions of daily activities due to poor health
(Helmert et al. 1997) is increasing as well as mortality (Klosterhuis/Miller-Fahrnow
1994) is increasing with decreasing income. In order to demonstrate the importance
of these differences the results from Klosterhuis/Muller-Fahrnow (1994) are pre-
sented in table 3. The study includes white collar workers only, but despite this re-
striction there are still large differences in mortality by income in all age groups in-
cluded.

Table 3: Income and Mortality

Deaths per 100,000 Persons in the Same Income Groups
Gross Income (in 1,000 DM)
Age (in years) 27 - 34 35-42 43 - 50 51-58 59-64 > 64

30-34 168 83 37 72 21 35
35-39 217 86 109 91 65 38
40 - 44 483 291 247 140 111 104
45 - 49 617 394 279 210 144 167
50 -54 751 551 479 456 363 357
55 - 59 1010 839 629 704 621 589

Population sample: 13.952 male white collar workers in West Germany
Data base: Routine data from pension funds 1985
Source: Klosterhuis/Miller-Fahrnow 1994




A number of studies have been conducted in Germany which use a combined index
of education, occupation and income in order to define different "social strata”. These
studies show, for example, that for adults the prevalence of less than good health
(Helmert 1994), of cardiovascular diseases (Helmert 1994, Hoffmeister et al. 1992,
Hoffmeister/Huttner 1995), of myocardial infarction and stroke (Helmert et al. 1993),
of diabetes (Helmert et al. 1994, Hoffmeister et al. 1992) and of poor dental health
(Micheelis/Bauch 1991, 1993) is increasing with decreasing social stratum, and that a
very similar association between social strata and morbidity is found for children as
well (Klocke/Hurrelmann 1995). The results from Helmert (1994) are shown in table
4. He distinguished five social strata, each including about 20% of the sample. The re-
sults indicate that less than good health is about 1.9 to 4.1 times more prevalent in the
lowest stratum as compared with the highest, and that restrictions of daily activities
due to poor health are even 2.3 to 7.0 times more prevalent in the lowest social
stratum.

Table 4: Social Strata and Morbidity

Odds Ratios 2
Social Strata b
1 2 3 4 5
(upper) (lower)
Less than good health
- Men
- 1984/86 1.0 1.14* 1.25 1.27 1.86**
- 1987/88 1.0 1.77** 2.23*** 2.58*** 4 13%**
- Women
- 1984/86 1.0 1.75* 1.93** 2.39%** 2.58***
- losrse8 ... 10 ns2  la2r 2667 3.327
Restrictions of daily activities
due to poor health
- Men
- 1984/86 1.0 1.13 1.39* 1.65 3.52%**
- 1987/88 1.0 2.18** 2.95%** A 2%kx 7 (Q3Fr*
- Women
- 1984/86 1.0 1.82 1.95 2.58** 2.25**
- 1987/88 1.0 2.25%* 2.61** 3.42%**  3,63***

*:p<0,05; **: p<0,01; ***: p<0,001 (comparison group: upper social stratum)

a: Variable controlled for: age

b: Index based on education, occupation and income (percentiles of the sample)

Population sample: 2.448 and 2.556 men (1984/86, 1987/88), 2.461 and 2.776 women (1984/86,
1987/88) from Western Germany aged 25-69 years

Data base: Surveys conducted 1984/86, 1987/88

Source: Helmert 1994;

b) Explanations Concerning Health Inequalities

There is sufficient empirical information to support the statement that important
health inequalities exist in Germany, that mortality and morbidity increase with de-




creasing social status, in the West as well as in the East. In the German scientific
community of social epidemiology, social medicine, medical sociology and public
health it is generally agreed that important health inequalities exist and that they
present a major public health problem. The next step would then be to explain these
health inequalities in order to find potential ways for reducing them. In Germany,
there is hardly any discussion on explanatory models, though, and only few re-
searchers participate in this debate. Are health inequalities primarily due to living
and working conditions, to individual behaviour such as smoking and diet, to a
middle class bias of health promotion programs, to the accessibility of the health care
system, to a combination of these different explanatory factors; and how do these dif-
ferent explanatory factors interact? It is even rare that these questions are asked.

The discussion centers around two basic hypotheses:

- Poverty makes you sick.

- Sickness makes you poor.

The explanatory factors mentioned above are mostly addressed towards the first hy-
pothesis. The second hypothesis is based on the fact that sickness could lead to lower
income and to unemployment, and also to high medical expenses. More than 100
years ago the Statutory Sickness Fund was established in order to reduce this prob-
lem of "sickness makes you poor", and it has been very successful in this respect. The
problem has not completely disappeared, of course, but today it is widely believed
that health inequalities can mainly be explained by the first hypothesis.

In West-Germany, theoretical contributions addressed at explaining the impact of so-
cial class membership on health status were published since the 1970s (Elkeles/
Mielck 1997). Some of these contributions are rather vague and unspecific. Weber
(1987), for example, distinguishes between environmental factors (e.g. working con-
ditions), health relevant lifestyles (e.g. smoking) and the utilisation of health services
(e.g. participation in cancer screening programs), but he does not propose a more so-
phisticated theoretical model specifying the content of each of these three dimensions
and the links between them. Steinkamp (1993) is right when he stresses that the
causal links between class specific living conditions (macro level) and the health
status of individual persons (micro level) have hardly been established, and that we
should focus on the intermediate level (i.e. the level between the macro and the micro
level); but he does not present a more elaborated model that tries to specify these
causal links.

The most specific theoretical contributions address the importance of the working
conditions. Oppolzer (1994) distinguishes between primary and secondary effects of
the working conditions. Concerning the primary effects, he points to the fact that in
the lower social class the working conditions usually carry more health risks than in
upper social class (physical and psychological stress, noise, dust etc.). Concerning the
secondary effects, he stresses that deprived working conditions are often associated
with other deprivations such as inadequate housing due to insufficient income.

Siegrist (1989) proposes a distinction between three objectives that would have to be
achieved in order to reduce health inequalities: equal availability of health care re-
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sources for equal needs, equal utilisation of health care resources for equal needs, and
equal exposure and resistance towards health risks. He states that the first objective has
largely been reached in Germany, and that currently it is the third objective that
poses the greatest problem. This is why Siegrist and his team developed a new theo-
retical model concerning the exposure and resistance towards health risks (Siegrist et
al. 1990, Siegrist 1996). Their model concentrates on the mismatch between high
workload and low rewards (low income, restricted career opportunities, low security
to stay employed etc.). Empirical studies have shown that this mismatch is a risk fac-
tor for cardiovascular diseases, and as the mismatch is most prevalent in the lower
social class, the model contributes to our understanding of health inequalities in a
similar way as the "job strain” model (Karasek/Theorell 1990) which stresses the im-
balance between high psychological job demand (high concentration etc.) and low job
control (low freedom to decide upon the content and order of one owns work).

A similar theoretical approach is proposed by Gerhardt (1991). She observed that
after a by-pass surgery early retirement is much more common in the lower social
class than in the upper. She explains this difference by social class differences in
coping styles and in competence, stating that it is more easy for members of the up-
per social class to return to work as they have a greater chance to adapt their way of
working to their new impaired health status.

In Germany, the theoretical discussion on health inequalities is faced with a number
of problems. First of all, the discussion is not very vivid, as there are only few re-
searchers participating. Another problem is the focus on working conditions. Obvi-
ously, working conditions are important for explaining health inequalities, but they
don't explain everything. It would be important to look for social class differences in
all major health relevant factors such as environmental pollution and social support,
and for the links between these various factors. Also, it is generally assumed that in
Germany health inequalities cannot be explained by differences in access to and
quality of health care, but there are hardly any studies looking more carefully at this
potential cause of health inequalities.

In a recent paper, Elkeles/Mielck (1997) try to promote the discussion on health in-
equalities by proposing a simple theoretical model that integrates social class differ-
ences concerning exposure to environmental health risks and coping resources,
health care and health behaviour (figure 1). The model could be a step forward, al-
though it could be criticised, of course, that it is still rather vague and unspecific.



Figure 1: Association Between Social Inequalities and Health Inequalities
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Source: Elkeles/Mielck 1997 (English version by A. Mielck)

Some readers might wonder about the contribution of German sociologists to the ex-
planation of health inequalities. In the recent years the sociological discussion in
Germany has moved away from the concepts of social class and social strata. It is
often claimed that in Germany classes and strata have nearly disappeared in the
process of modernisation, that today it is more important to study "horizontal” in-
equalities (e.g. differences by gender) than "vertical” ones (e.g. differences by in-
come), that the diversity of lifestyles cannot any longer be stratified into distinct
strata according to knowledge, power, wealth or prestige (Hradil 1994). Some re-
searchers insist that important vertical inequalities still exist (Noll/Habich 1990,
Geilidler 1996, Bulmahn 1997), but most German sociologists are neglecting this prob-
lem. This is why social epidemiology has received little support from sociology con-
cerning theoretical models explaining health inequalities.



2. Health Inequalities as a Public Issue

a) Awareness Concerning Health Inequalities

In recent years public awareness concerning health inequalities has increased in
Germany, probably due to the fact that unemployment and poverty have risen con-
siderably. Some large reports on poverty in Germany have been published (e.g. Ar-
mutsbericht 1989, Hanesch et al. 1994, Hauser/Hubinger 1993), and in the newspaper
there is often an article discussing problems related to poverty. A study reviewing
reports on poverty in 32 major regional and national German newspapers and news
magazines found that the number of reports has increased considerably between
1990 and 1995 (Peters 1996). Reports on poverty were found in 243 issues with the
highest number of reports in November and December 1995 (table 5).

Table 5: Issues of 32 Major German Newspapers Including Reports on Poverty

Month 1990 1991 1992 1993 1994 1995
January 1 0 3 4 8 4 20
February 1 0 0 2 2 2 7
March 2 0 2 3 1 5 13
April 0 1 3 1 6 8 19
May 2 1 2 3 1 6 15
June 3 0 0 4 2 7 16
July 0 1 0 2 7 9 19
August 0 1 2 5 5 9 22
September 1 0 9 3 2 7 22
October 2 0 1 2 4 7 16
November 1 3 0 5 4 23 36
December 4 2 1 4 4 23 38
17 9 23 38 46 110 243

Source: Peters 1996

The reports and articles on poverty rarely discuss health problems, though, and thus
their potential impact on promoting interest in health inequalities is probably rather
limited. Public interest in health inequalities has mainly be promoted by a number of
conferences on poverty and health. The first conference took place in 1994, indicating
again that poverty became an issue of great public concern at the beginning of the
1990s, and a number of conferences have followed in the meantime. The following
list is ordered by the date the conference took place:

- Conference on "Poverty and Health™ (Bielefeld, June 1994), organised by the Ger-
man Consortium for Health Sciences (Deutscher Verband fur Gesundheitswissen-
schaften); publication: Zeitschrift fir Gesundheits-wissenschaften 1995 (2. Beiheft).

- Conference on "Smoking and Poverty" (Bonn, August 1994), organised by the Co-
alition against Smoking (Koalition gegen das Rauchen); no publication.

- Conference on "Poverty and Diet" (Berlin, October 1994), mainly organised by the
Social Science Research Center - WZB (Wissenschaftszentrum Berlin); publication:
Barlosius et al. (1995).




- Conference on "Poverty and Food in Welfare Societies” (Freising, October 1995), or-
ganised by the Working Association for Nutrition Behaviour (Arbeitsgemeinschaft
Erndhrungsverhalten, AGEV) and the Technical University of Munich; publica-
tion: Kohler et al. (1997).

- Conference on "Poverty and Health of Children in Hamburg" (Hamburg, November
1995), organised by the Ministry of Social Affairs of Hamburg (Behorde fur Arbeit,
Gesundheit und Soziales); publication: Behorde (1996).

- Conference on "Social Inequalities as a Challenge to Health Promotion™ (Stuttgart, No-
vember 1995), organised by the Ministry of Social Affairs (Sozialministerium) of
the State of Baden-Wurttemberg; publication: Sozialministerium (1996a).

- Conference on "Poverty and Health™ (Berlin, December 1995), mainly organised by
the Physician Association (Arztekammer) of Berlin; publication: Bouali et al.
(1996).

- Conference on "Poverty and Health: Focusing on Women and Children™ (Hannover,
March 1996), mainly organised by the Academy for Social Medicine (Akademie
fur Sozialmedizin) in Hannover; publication in preparation.

- Conference on "Poverty and Health" (Berlin, November 1996), mainly organised by
the Physician Association (Arztekammer) of Berlin; publication in preparation.

- Conference on "Social Inequality, Health and Iliness™ (NUrnberg, September 1997),
organised by the German Society of Sociology (Deutsche Gesellschaft fur Soziolo-
gie); publication in preparation.

- Conference on "Poverty and Health™ (Berlin, December 1997), mainly organised by
the Physician Association (Arztekammer) of Berlin; publication in preparation.

As pointed out above, in German newspapers and news magazines there have been

many reports on poverty especially in November and December 1995 (table 5). This

is possibly a reflection of the fact that three of the conferences mentioned above took
place in this time.

b) Perception by Different Social Classes

The rather unspecific statement that public awareness of health inequalities has risen
does not say very much about the perception of health inequalities by the lower
social class, by health professionals and by health policy makers. It is important to
assess this perception specifically, as dissatisfaction with health inequalities by the
lower social class is vital for any program to reduce these inequalities, and as these
programs heavily depend on the co-operation with health professionals and health
policy makers.

Concerning the perception of health inequalities by the lower social class, there is
practically no empirical information from Germany, though, and the same is true for
the perception by other social classes. This vast research gap has not even been stated
yet in Germany. There seems to be no interest in incorporating the expertise of the
lower social class concerning the causes of their increased morbidity and mortality
and the potential ways to decrease these health inequalities. Speculating about poten-
tial reasons for this neglect, two points could be stressed. First, there are only few re-
searchers in Germany working on health inequalities, and in recent years they con-
centrated on demonstrating the existence of health inequalities. This was probably a
good choice, as in Germany there has been very little public awareness concerning
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health inequalities. Today, public awareness has risen considerably and the re-
searchers should now focus more on explaining and reducing health inequalities, and
this shift should include asking members of the lower social class about their percep-
tion. Second, this kind of research cannot be based on questionnaires only; it requires
gualitative research, in-depth interviews, and this kind of research is very time con-
suming and expensive.

Another related question is how different social classes perceive their chances to in-
fluence their own health status. Some researchers have tried to promote the dis-
cussion on this question in Germany (Horn et al. 1983, Gawatz/Novak 1993, Falter-
meier 1994a), but they have not been very successful, and today there is practically
no empirical information from Germany addressing this question directly. The avail-
able evidence mainly indicates that members of the lower social class often perceive
poor health as ‘'fate’ (Horn et al. 1983), that compared with the upper social classes
there is much less optimism concerning the possibility to improve one's own health
status (Faltermeier 1994b). This lack of optimism is not surprising, it is probably
based on the everyday experience that the chances to change one's living and work-
ing conditions are much more limited than for the upper social classes.

3. Perception by Health Professionals and Health Policy Makers

In their daily work health professionals help to improve the health status of the dis-
advantaged, and of course there is a wide range of activities organised and financed
by Regional, State and Federal authorities which aim at helping the disadvantaged.
These activities help to improve the living conditions of the lower social classes and
thus they also help to improve their health status and to reduce health inequalities.
The activities range from financial support (e.g. welfare) to emotional support (e.g.
counselling for drug addicts). It would be grossly wrong and unfair to say that health
professionals and public authorities don't care about the problems the disadvantaged
are faced with. One recent example for this engagement is the "Law for the Support
of Children" (Kinder- und Jugendhilfegesetz) which has been expanded in 1991. The
major objective of the law is to support children in deprived families, and in 1991 the
"Social Pedagogical Support of Families" (Sozialpadagogische Familienhilfe) was in-
cluded in this law, aiming at helping the parents with the educational training of
their children (Fleischer 1996).

It is a different question, though, if health professionals and public authorities care
enough (and in the right way) about the disadvantaged. Obviously there is no objec-
tive answer to this question. Probably, most health professionals and Regional, State
and Federal officials will say that they are doing everything they can, and probably
most public health researchers and social welfare organisations will say that much
more should and could be done. The conflict became more pronounced in the recent
years, as unemployment rates were rising in Germany, as public authorities were
trying to reduce their expenses on social affairs, and as employers were increasing
their efforts to reduce labour costs.

As a "starter" to this section, a small survey conducted in three different German
States will be described, indicating that most health professional associations and
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health policy makers are not very much aware of health inequalities. Exceptions to
this general impression are outlined in the following parts: At first, results from a
conference on health inequalities organised by a physician association are presented.
In Germany, the major responsibility for health policy lies with the "Laender"
(States), not with the Federal government, and that is why it is important to stress
that the Ministries of Social Affairs from three States (Baden-Wurttemberg, Ham-
burg, North Rhine-Westphalia) have recently taken up the issue of health in-
equalities. These activities are outlined next, followed by a short description of simi-
lar activities on the Federal level. The section closes with a discussion of current
health care reforms in Germany, which support the overall impression that health
policy makers are still largely neglecting the problem of health inequalities.

a) Survey in Three German States

In 1993 a small survey was conducted by the first author of this paper in order to find
out what key players in health policy think about health inequalities (Mielck et. al.
1995). In three different States - a "City-State” in West (Hamburg) and two large
States in West (Bayern) and in East Germany (Brandenburg) - 166 key players were
contacted: from political parties, Ministries of Health, public health offices, employer
organisations, unions, sickness funds, pension funds, physician associations, nursing
associations and social welfare organisations. They received a booklet from the WHO
explaining the objective of reducing health inequalities (Whitehead 1991), and a very
short questionnaire including some questions such as, for example:
- The booklet describes the problem of health inequalities.

What do you think, how important is this problem in Germany?
- The booklet describes the problem of unequal access to health care.

What do you think, how important is this problem in Germany?
The respondents could circle an answer between "1" (very small) and "8" (very big).

The first result worth mentioning is that the overall response rate was only 25%

(table 6). Some respondents sent a letter instead of the questionnaire, explaining that

they did not understand the whole idea of the survey. Two of these letters are par-

ticularly interesting; they include the following statements (translation by A. Mielck):

- 'The questionnaire does not seem to relate to Germany. The study seems to be ad-
dressed to countries that have not yet reached our standard of health care'.

- "Your questionnaire is addressed to those countries in which unfair inequalities in
health exist between different social groups'.

It can be assumed that this position is shared by many of those who have not re-

sponded at all, and that the low response rate reflects their little interest in health

inequalities.

Table 6: Perception of Health Inequalities in Germany

Respondents : Perception of Inequalities 2

n n (in %) in Health  in Health Care
Political Parties 18 1 (6) 3.0 2.0
Ministries of Health 3 3 (100) 3.3 2.8
Public health offices 54 9(17) 4.4 3.0
Employer organisations 6 1(17) 2.0 1.0
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Unions 6 3 (50) 3.7 4.3
Sickness funds 18 2 (11) 4.5 1.5
Pension funds 6 1(17) 4.0 3.0
Physician associations 24 9 (38) 2.2 2.0
Nursing associations 9 4 (44) 4.8 4.3
Social welfare organisations 22 8 (36) 4.0 3.6

166 41 (25) 3.6 3.0

a: Medium score; score between '1' (very small problem) and '8’ (very big problem).
Source: Mielck et. al. 1995

Even most of those respondents who filled out and send back the questionnaire don't
seem believe that health inequalities are a major problem in Germany. A score of 4.5
would reflect the middle position between "1" (very small problem) and "8" (very big
problem). Concerning "inequalities in health”, a medium score of 3.6 was reached
only, though, and concerning "inequalities in health care", the medium score
dropped to 3.0 (table 6). The nursing associations, which have the closest contact to
those in need, show the highest score on both inequalities in health and inequalities
in health care. It is also interesting to point out that the Sickness Funds have a very
low response rate and a very low score on "inequalities in health care". Due to small
numbers, the results of this survey have to interpreted cautiously, of course, but the
results still suggest that in Germany inequalities in health and in health care are not
perceived to be a major problem by most health professional associations and health
policy makers.

b) Perception by Physician Associations

The survey mentioned above suggests that inequalities in health and health care are a
minor problem for physicians associations. The perception of health inequalities by
physicians can also be assessed by screening their journals for relevant publications.
In Germany, almost all publications on health inequalities have been published in
books or in scientific journals that are probably not consulted by most physicians on
a regular basis; and there are only very few articles on health inequalities in those
journals that specifically address physicians (e.g. Loosen 1996, Mielck 1995). As far as
we know, the journal that is sent to most physicians in Germany (i.e. the
"Arztezeitung") has not yet published a single article with data demonstrating the
existence of health inequalities.

It is difficult to find statements from German physician associations concerning the
existence of health inequalities and the need to reduce them. The most pronounced
exception from this general impression comes from Berlin. At the end of 1995, the
"Arztekammer Berlin" (Physician Association of Berlin) has organised a conference
on poverty and health, mainly concentrating on the homeless, migrants and single
mothers and their children. The conference was joined by experts form all over Ger-
many, offering researchers, social workers and health policy makers a platform to ex-
change their experience. It is not by pure chance that most participants were social
workers, and that few researchers and even fewer health policy makers took part.
This imbalance mirrors the neglect of health inequalities in the German public health
research community and in German health policy.
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In the conference proceedings, the president of the Physician Association of Berlin,
Dr. E. Huber, defines the problem very clearly (translation by A. Mielck):
'Poverty makes sick. (...). We also know that poverty is not restricted to a small
part of the population any more. We are in the middle of a process in which so-
ciety is split between one third that is rich and two thirds that is poor. (...). The
Physician Association of Berlin is obliged to raise its voice if those who are sick
due to social distress or neglect of public authorities need special assistance'
(Bouali et al. 1996, 9-10).
It is no secret that Dr. Huber does not represent the majority of the presidents of the
German physician associations. It is very important, therefore, that he has promised
to organise conferences on poverty and health on a regular basis; the second confer-
ence has taken place in Berlin at the end of 1996 and the third will take place at the
end of 1997.

c) Perception by State and Federal Ministries

Baden-Warttemberg, Ministry of Social Affairs

In Baden-Wirttemberg, the "Sozialministerium"” (Ministry of Social Affairs) has in-
itiated and conducted a conference on "Soziale Ungleichheit als Herausforderung fur
Gesundheitsférderung” (Social Inequalities as a Challenge to Health Promotion)
which took place in 1996. In the conference proceedings, the Ministry of Social Af-
fairs states that health promotion programs mainly reach the middle and upper so-
cial classes, thus possibly contributing to an increase of health inequalities, and that
therefore specific health promotion programs are needed for the lower social class
(Sozialministerium 1996a). At the conference Mrs. Solinger, the Minister of Social Af-
fairs in Baden-Wurttemberg, clearly said that health inequalities favouring the upper
social classes exist in Germany, and that in the lower social classes health is relatively
poor due to worse working and living conditions, less healthy behaviour and less ac-
cess to health care (Solinger 1996).

In 1996, the Ministry of Social Affairs in Baden-Wurttemberg has also financed a
project which aimed at enhancing the co-operation between health promotion ac-
tivities for disadvantaged groups such as the poor, the homeless and the unem-
ployed. About 300 public and private institutions in East and West Germany were
asked to provide information on health promotion activities addressing these
groups. In the final report 115 activities are listed (Sozialministerium 1996b). In the
introduction of the study report the Ministry states that current health promotion ac-
tivities have not achieved at reaching the disadvantaged, and that special programs
tailored for them are needed to improve their living conditions and their health
status. The report aims at providing short information on different forms of activities
in order to promote networking between them. It does not intend to provide a rep-
resentative overview from all parts of Germany, and the criteria for including or ex-
cluding activities are not quite clear, as it is rather difficult to exactly define those cri-
teria. A multitude of activities providing support to the unemployed, for example,
could be classified as health promotion activities. Based on the objective of the report,
the list is rather inclusive than exclusive.

Despite these shortcomings it is a very important and useful list, though, as it is the
first inventory of its kind in Germany. It supports the following statements:
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- Activities are reported from many small and large cities from different parts of
Germany, but mostly from the State where the Ministry is based, i.e. Baden-W(rt-
temberg. As pointed out above, the list is not intended to provide a representative
and complete overview concerning all parts of Germany, and doubtless there are
many more activities than listed here.

- It is widely accepted that the poor, the homeless, the unemployed etc. are faced
with severe health problems, and that special health promotion programs are
needed to improve their health status. Of course, this does not imply that public
awareness is large enough and should not be increased, but is important to point
out that there are many public and non-public institutions engaged in promoting
the health status in the lower social class.

- Public and non-public institutions are about equally engaged in these health pro-
motion activities. The public activities are mainly conducted by the public health
offices; they include, for example, counselling of homeless young people and drug
addiction prevention programs for people living on social assistance. The non-
public activities are mainly run by welfare institutions such as the Red Cross and
the churches; they include, for example, counselling of the unemployed and pro-
vision of healthy food to people living on social assistance.

The report also shows that the health promotion activities are mostly based on small

scale regional initiatives; there seems to be a lack of broad support from State or Fed-

eral authorities. Based on the conference mentioned above and the succeeding project
on health promotion activities, the perception of health inequalities by the Ministry
of Social Affairs in Baden-Wiurttemberg could be summarised in the following way:

- Health inequalities favouring the upper social classes represent a major public
health problem that needs to be addressed more than has been done to date.

- It is especially important to support health promotion activities for the disadvan-
taged and to improve the co-ordination between those activities that are under
way already.

- These activities should address those most in need (the poor, the homeless, the
unemployed etc.).

It has to be acknowledged that there are very few official documents from State or
Federal authorities with a perception and a commitment as clear as this one from
Baden-Wurttemberg. It has to be stated also, though, that the Ministry addresses a
very special problem in the realm of health inequalities. The lower social class also
includes blue collar workers who are not living below the poverty line, for example,
and the health status of the lower social class could also be improved by activities
neglected in the study report such as structural changes of the working conditions.

North Rhine-Westphalia, Ministry of Social Affairs

In Germany, Regional, State and Federal authorities have started to publish new
kinds of "health reports”. The old reports manly consisted of long tables reporting
data derived from public health services, whereas in the new reports information is
gathered from more sources and the focus shifted from just reporting the available
data to selecting and interpreting the most relevant data. Most of these new reports
omit the topic of health inequalities, but in some reports it is included.
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In the State of "Nordrhein-Westfalen" (North Rhine-Westphalia), a health report has
been published in 1995 including 29 chapters on specific topics such as diabetes or
rehabilitation (Ministerium 1995). One of these chapters is specifically addressed to
health inequalities. It clearly states that mortality and morbidity are higher in the
lower social class than in the upper social classes, and that this inequality is not just
due to differences in health behaviour, but mainly due to differences in living con-
ditions.

Including this chapter does not mean that health inequalities rank very high on the
list of public health targets, though. The State of North Rhine-Westphalia is the first
one in Germany to officially adopt health targets based on the "Health for All 2000
(HFA2000)" program of the World Health Organisation (WHO). The "Landesinstitut
fur den Offentlichen Gesundheitsdienst des Landes Nordrhein-Westfalen (LOGD)"
(State Institute for Public Health of North Rhine-Westphalia) has recently published
the current 10 primary targets, including targets such as "reduction of cardiovascular
diseases” and "support through health information” (Landesinstitut 1996). The first
target of the HFA2000 program focusing on health inequalities is not mentioned,
though, indicating that the public commitment towards reducing health inequalities
is still rather limited.

Hamburg, Ministry of Social Affairs
In Hamburg, the "Behérde fir Arbeit, Gesundheit und Soziales" (Ministry of Social
Affairs) has issued a report specifying 14 primary health care targets concerning
children (Behorde 1992). The fourteenth target is named “"poverty” and it reads
(translation by A. Mielck):
'Unemployment and increasing dependency on welfare will be fought against in
order to reduce the health consequences of unsecure social conditions'.
Three years later another report was issued by the same Ministry documenting the
progress that has been achieved in reaching those 14 targets (Behdrde 1995). Con-
cerning the fourteenth target, the report states that poverty among children has in-
creased even further.

In 1995, the Ministry has organised a conference on "Poverty and Health of Children
in Hamburg" (Behorde 1996). The first talk of the conference was given by the Minis-
ter herself, Mrs. Helgrit Fischer-Menzel, and it is interesting to quote some of her
statements (translation by A. Mielck):

- 'There is still truth in the old saying: "As you are poor, you have to die earlier".
The association between poverty and health has been demonstrated in scientific
publications as well'.

- '"The association between social strata and health is not restricted to poverty. Mor-
bidity and mortality are increasing with decreasing education, income and social
status for all social strata'.

- 'Due to financial stringencies of the public administration and due to diminishing
social support systems, poverty is increasing in our society. Since 1993, the num-
ber of people living on welfare increased by 11% in Hamburg'.

- 'Poverty is not a question of money alone, but it includes social disintegration'.

- 'Children growing up in poor families are faced with numerous specific health
risks, and thus they "inherit" a disadvantage in morbidity and mortality'.

15



- '"The primary target has to be: Establish equal chances for being healthy"'.
- 'A major activity of the Ministry in order to reach this target is the promotion of
employment among the disadvantaged'.

Of course it is a long way from political statements to political actions and finally to
reductions in health inequalities, but in Germany there are only very few statements
from health policy makers as clear as these. At the conference representatives from
different parts of the public administration in Hamburg gave talks, either stressing
the importance of the problem or reporting on activities that could help to reduce it.
This broad support suggests that there is some reason to be optimistic regarding the
link between political statements and political actions in Hamburg.

It is also important to mention that a number of regional and national newspapers
published articles on the conference, always stressing that poverty increases among
children and that increased poverty is associated with increased morbidity. In a re-
port published in a magazine for physicians these two main results are stated very
clearly as well (Loosen 1996).

State Ministries of Social Affairs or Health

In 1994, the Ministry of Social Affairs in Hamburg has raised the issue of "effects of
social deprivation on health in children" in one of the regular meetings of the Minis-
tries of Social Affairs or Health from all States in Germany ("Gesundheitsminister-
konferenz"). At this meeting, a resolution was passed which can be summarised in
the following way (Behorde 1996, pp. 41-43):

Social deprivation is leading to an increase in premature birth and in child mortality,
in traffic accidents and in infectious diseases. Medical examinations of school chil-
dren have also shown an increase in morbidity. Malnutrition is more prevalent
among children from socially deprived families, and they more often use legal and
illegal drugs. In order to reduce or remove these disadvantages a detailed catalogue
of activities should be worked out taking into account the following points:

- In the health reports issued by the Federal and the State governments, more
weight has to be put on social deprivation and its consequences for the health
status of children. The description has to be detailed enough to provide a basis for
the development of specific prevention programs. All Federal, State and Regional
statistical systems should be designed to contribute to our knowledge concerning
the association between poverty and health in children.

- For children from deprived families the chance to receive adequate health care
must no longer be limited as compared with other children. It has to be checked if
for the deprived there are specific barriers to accessing the health care system. Ac-
cess could be limited, for example, by a system of ambulatory care that is too
complicated for the deprived, by co-payments, by language and cultural barriers
and by long distances to the providers.

- Special health promotion activities have to be addressed towards deprived famil-
ies, including, for example, programs of empowerment.

- Special programs have to be implemented in those regions where many socially
deprived families live, based on a network including all local providers of health
care and of social support, and also including local schools, sport clubs etc.
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This is probably the most important statement on health inequalities from health
authorities in Germany, as is has been supported by the Ministries of Health from all
States, and it is important to stress that it includes a clear commitment towards re-
ducing health inequalities. It is difficult, though, to assess the impact of this state-
ment. It has been published in the "grey literature” only, and many experts working
on health inequalities never even heard of it.

To date there seems to be just one State in Germany that produced a report specifi-
cally addressed towards specifying the statements from the resolution outlined
above. Not surprisingly it is the State of Hamburg, as Hamburg has brought up the
issue in the first place, and again the paper produced by an expert group in Ham-
burg is published in the "grey literature” only (Behdrde 1996, pp. 44-50). The report
from Hamburg specifies the population groups that have to be addressed (children
from single parent families, children from migrants who are not socially integrated,
disabled children, children of parents who are unemployed or who are drug addicts,
children in the lowest school level, children who are homeless etc.), and it lists a
number of still rather unspecific measures that should be taken (networking of ex-
perts and of activities, special health education activities in the lowest level schools
etc.).

Probably the impact of these statements from the Ministries - including those specific
statements from the Ministries in Baden-Wurttemberg, North Rhine-Westphalia and
Hamburg outlined above - is rather limited, but the important point here is that at
least some State Ministries have officially accepted the problem of health inequalities
and have committed themselves towards reducing the problem. In Germany, this is a
major step forward.

Federal Level

On the Federal level, it is even more difficult to find statements from public auth-
orities stressing that health inequalities are a major public health problem which
should be reduced. About 15 years ago Federal Ministries have funded some projects
that were specifically addressed towards health inequalities (ERer 1994); but since
then health inequalities have rarely even been mentioned in publications from Fed-
eral authorities (Enquete-Kommission 1988, Antwort 1994).

This is also true for the platforms of the political parties. The present Federal govern-
ment is based on a coalition of the "Christliche Demokatische Union (CDU)", the
"Christliche Soziale Union (CSU)" and the "Freie Demokratische Partei (FDP)". The
opposition is mainly established by the "Sozialdemokratische Partei (SPD)", the
"Bundnis 90/Die Grinen (Green Party)" and the "Partei des Demokratischen Sozi-
alismus (PDS)". The platforms of these parties cover a wide spectrum of political
issues, and no issue can be discussed in detail, of course, but if health inequalities are
considered to be an important issue, they should at least me mentioned in the plat-
form.

In the platforms of the coalition parties health inequalities are not addressed specifi-
cally (Mielck et al. 1995). The platforms stress the importance of equal access to the
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health care system irrespective of social status, by they don't include a commitment
towards reducing health inequalities, they don't even mention the existence of health
inequalities. The opposition parties mentioned above seem to be more aware of
health inequalities (Mielck et al. 1995). The SPD issued a paper in 1994 stating, for ex-
ample, that health inequalities exist, and that any attempt to introduce a health care
system for the poor and another one for the rich must be stopped (SPD 1994). A
similar paper was published by the Green Party in 1993 (Green Party 1993). In a re-
cent discussion paper of the PDS, it is specifically stressed, though, that health in-
equalities should be reduced (PDS 1997).

In 1994, the federal government issued a health policy paper, answering questions
the SPD has raised on the federal concepts concerning 'disease prevention and health
politics’ (Antwort 1994). In this paper the government states that health inequalities
do exist in Germany, and it is also stated that health promotion and disease preven-
tion should focus on those population groups who need it most. There is no clear
commitment, however, towards reducing the health inequalities. As outlined above
for the State level, there are some indications, though, that awareness for health in-
equalities is increasing on the Federal level as well. In the new Federal health report
that will be published in 1998 one chapter will be included on "income and health"
(Mielck et al. 1997) and another one on "educational level and health”. Also, in 1997
the office for technology assessment of the German parliament ("Buro fur Technik-
folgen-Abschatzung beim Deutschen Bundestag”) financed a project reviewing the
state of the art concerning the problem of "health inequalities and environmental dis-
eases" (Heinrich et al. 1997).

d) Recent Discussion on Health Care Reforms

The Statutory Sickness Funds in Germany cover 90% of the total population, includ-
ing all poor and even the homeless. Officially, every insured has equal access to the
health care system, and thus it is often believed that health inequalities cannot be due
to differences in health care provision. It is interesting, though, to shortly review the
recent reforms of the Statutory Sickness Funds and the controversies surrounding
these discussions.

The following three steps of the reform have to be distinguished:

- The first step is represented by the "Gesundheitsreformgesetz (GRG)" which took
effect in 1989. It included a massive increase of co-payments.

- The second step is represented by the "Gesundheitsstrukturgesetz (GSG)" which
took effect in 1993. It included a further increase of co-payments.

- The third step has recently been introduced by the "Neuordnungsgesetz (NOG)"
which took effect in 1997. It includes a further increase of co-payments and a re-
duction of the benefits.

It is obvious that increasing co-payments should have an effect on health inequalities.
Those who are poor are often more sick and thus they would have to pay more for
co-payments. In addition, their financial burden is increased by the fact that they
have less income to pay the higher co-payments from. One consequence could be
that poor people are spending a much higher percentage of their income on co-pay-
ments than the rest of the population. Another consequence could be that poor
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people avoid co-payments by avoiding medical care that the rest of the population
asks for. To date there are no empirical studies from Germany, though, assessing the
impact of co-payments on health care utilisation by the poor.

The argument that co-payments increase inequalities by putting a special financial
burden on the poor is regularly countered by the government with the argument that
in the Statutory Sickness Funds there is a system to exempt the poor from co-pay-
ments. In 1996, for example, an insured with a gross monthly income below 1,650
DM didn't have to pay any co-payments. In addition, co-payments are limited for the
rest of the insured to 2% of the gross income. Thus, a couple living on a pension of
2,000 DM per month would have to pay a maximum of 480 DM per year for co-pay-
ments.

This counter-argument is flawed for at least two reasons, though. First, many eligible
insured are probably too ashamed to apply for the exemption. There is not a single
study in Germany that tried to assess the percentage of the eligible patients who did
not apply for the exemption, and that tried to find out the reasons and the health
consequences of this refusal. We have to assume that many eligible insured refuse to
apply and that therefore the counter-argument of the government is not well sub-
stantiated.

Second, the counter-argument does not relate to those benefits that are not covered
by the Statutory Sickness Funds in the first place. In the last years a number of drugs
for minor illnesses have been taken from the schedule of benefits, for example. When
these drugs are paid out of pocket now, the financial burden is more heavy for the
poor than for the rich. The government plans to further restrict the schedule of ben-
efits, and thus to increase co-payments for the excluded benefits to 100%. In this
situation it is rather cynical to state that there is a system in the Statutory Sickness
Funds that prevents co-payments from putting an undue burden on the poor. Again,
there is no study that tries to assess the effect of reducing the schedule of benefits on
the utilisation of health care by the poor.

The introduction of fixed budgets for medical care leads to an additional problem
concerning health inequalities. In 1996, some budgets in the Statutory Sickness Funds
have been exhausted before the end of the year. Many physicians were afraid that
they would not be reimbursed adequately any more, and some even refused to pro-
vide all services they would normally provide. In a newspaper report, a gynaecolo-
gist from Bonn said that nobody can expect a physician to work for free, and that he
asks his patients who are insured at a Statutory Sickness Fund to please not use too
much of his time. If no reimbursement can be expected from the Statutory Sickness
Fund, some physicians refuse to treat these patients or ask them to pay the treatment
out of pocket (General Anzeiger, January 21, 1997, p. 6).

Compared with treating patients from Statutory Sickness Fund, physicians can
usually earn much more by treating "private patients” (i.e. patients who are insured
at a Private Sickness Fund or who pay out of pocket). On one hand, people with low
income are usually insured at a Statutory Sickness Fund; on the other, it has to be ex-
pected that physicians are increasingly trying to raise their income by treating "pri-
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vate patients" with more care than the other patients. It has to be feared, therefore,
that the quality of health care is decreasing especially for the poor.

The new regulations of the "Neuordnungsgesetz (NOG)" that took effect in 1997 led
to a substantial increase in the financial burden of the insured. The main changes are:

For those who were born after December 31, 1978, dentures are not covered any
more. The financial support from the Statutory Sickness Fund (previously 50% to
60%) is reduced to zero. The reasoning is that today young people are learning so
much about preventive dental care that from now on they should be financially
responsible for dentures. Only those dentures are still covered that are necessary
due to an accident, a malformation or a severe general disease.

Co-payments for drugs have been raised from 3, 5 and 7 DM per package
(depending on the size of the package) to 4, 6 and 8 DM in January 1997, and even
to 9, 11 and 13 DM in July 1997. In a single year this amounts to an increase of
300% (from 3 to 9 DM), 220% (from 5 to 11 DM) and 186% (from 7 to 13 DM)!
Sickness leave payments from the Statutory Sickness Fund are reduced from 80%
to 70% of the gross income.

(In Germany, the first six weeks of sickness leave are covered by the employer,
and the following sickness leave payments are covered by the Statutory Sickness
Fund.)

Table 7 gives an overview over the current most important co-payment regulations
of the Statutory Sickness Funds in West Germany (the regulations for East Germany
differ only slightly). It also shows that children below age 18 and the poor are ex-
empted from most co-payments, and that some co-payments for other insured are re-
stricted to 2% (for chronically sick to 1%) of the gross income. As stated above it is
not known, however, how many eligible adults are actually applying for this exemp-
tion from co-payments.
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Table 7: Co-payments (selection) and exemptions in West Germany, October 1997

Total exemption of

Exemptions
Total exemption of

Partly exemption of

Categories Amount of co-payment children below 18 years poor adults @ other adults P
Drugs DM 9,11 or13¢ YES YES YES
Bandaging DM 9 (per bandage) YES YES YES
Massages, physiotherapy etc. 15% of the costs YES YES YES
Insoles etc. 20% of the costs YES YES -

Travel fares d DM 25 per travel - YES YES
Inpatient treatment DM 17 per day (max. 14 days) YES - -
Spa-cures after inpatient treatment DM 17 per day (max. 14 days) YES YES -
Dentures 45% to 55% of the costs ¢ - YES (special clause)
Spa-cures for mothers DM 17 per day YES YES -

a: exemption of insured below the poverty line (e.g. for a couple with no children in West Germany: gross income per month below DM 2.348,50)
b: co-payments per year of max. 2% of the household gross income, for chronically sick max. 1%
c: for small, medium or large packages (per package)
d: travel in an ambulance to and from inpatient care, and to outpatient care if it replaces inpatient care
e: depending on participation in preventive dental care
f: Even for low income households, co-payments for dentures could amount to a few thousand DM per year.
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Probably the co-payments will increase even further. If a Sickness Fund has to raise
the contribution rate, the "Neuordnungsgesetz (NOG)" states that per 0.1 increase of
the contribution rate it has to raise its relative co-payments rates (e.g. for dentures) by

1% and its absolute co-payments (e.g. for drugs) by 1 DM. Today, the Sickness Fund

takes about 13% to 14% of the gross income. If this contribution would have to be

raised by 0.5%, the following increases would have to be established, for example:

- Co-payment for drugs would have to be raised from 9, 11 and 13 DM to 14, 16 and
18 DM per package (depending on the size of the package).

- For those who were born before December 31, 1978, co-payments for dentures
would have to be raised from 45% to 50% or from 55% to 60% (depending on the
participation in preventive dental care).

It is also planned that the schedule of benefits shall be restricted more then to date to

the "medically necessary” benefits (e.g. by restricting expenses for rehabilitation,

massages and for nursing care at home).

It is by no means certain that the government will succeed in establishing these ad-
ditional measures. There is still a hot discussion going on between the Minister of
Health on the one hand, claiming that the additional steps are unavoidable, and the
opposition in parliament, the Statutory Sickness Funds, the unions etc. on the other
hand, claiming that this would put an end to the "principle of solidarity” which is
fundamental to the Statutory Sickness Funds. The principle of solidarity states that in
the Statutory Sickness Funds the poor are supported by the rich, and the sick are
supported by the healthy. Those opposing the reforms of Statutory Sickness Funds
often claim that the principle of solidarity is endangered and that we are on the way
towards a "two-classes health care system" (Zwei-Klassen-Medizin), i.e. one kind of
health care for the rich and another one for the poor.

The worry that the principle of solidarity will be weakened is also based on the fact
that it is planned to increase the competition between different Statutory Sickness
Funds. This could lead to an increasing competition for ‘good risks', i.e. a competition
for healthy members from the higher income groups. Those Sickness Funds success-
fully competing for these 'good risks' could then offer their members lower pre-
miums and/or a better schedule of benefits, whereas the other Sickness Funds would
have to raise their premiums and/or reduce their schedule of benefit.

The reforms of the Statutory Sickness Funds that have been established already and
those that are still planned by the Federal government all carry the potential to in-
crease health inequalities. It can be assumed, therefore, that the Federal government is
not very much aware of the problem of health inequalities, and that new laws that
are designed to reduce these inequalities cannot be expected in the near future.

4. Conclusion

Many empirical studies have shown that in Germany there are large differences in
morbidity and mortality by education, occupation and income favouring the upper
social classes. It is much more easy to describe than to explain these health inequali-
ties, though, as the explanation has to incorporate a multitude of interrelated factors
such as working and housing conditions, health behaviour and access to health care,
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and as the effect can work in both ways: On one hand, low socio-economic status
could lead to poor health (causation hypothesis), and on the other, poor health could
lead to low socio-economic status (selection hypothesis).

The discussion on explanatory models is not very advanced in Germany, and there is
no study that tried to assess whether the health inequalities found in Germany can
mainly be explained by the causation hypothesis or by the selection hypothesis.
Drawing on studies from the United Kingdom showing that the causation hypothesis
caries much more explanatory power than the selection hypotheses (Davey Smith et
al. 1994), it can be assumed that the same is true for Germany as well, but we still
don't know why poor health is "caused” by a low socio-economic status. Socio-eco-
nomic status could influence health via a number of intermediate factors, it could be
associated with many health relevant conditions, and to date only few of those have
been analysed (e.g. physical and psychological stress at work).

The lack of vivid discussions on explanatory models in the German scientific com-
munity corresponds with a lack of discussions on health inequalities in the general
public, and also with a lack of programs addressed towards reducing health in-
equalities, but slowly the situation seems to be changing now. For some years pov-
erty is on the rise in Germany, it became a hot topic, and a number of conferences
were specifically addressed towards the association between poverty and health.
Physician associations and State and Federal Ministries are also slowly starting to
pay more attention to health inequalities. This "movement” is still rather weak,
though, and the current health care reforms in Germany (that include a massive in-
crease of the financial burden on the sick) indicate that health policy today is not de-
signed to reduce health inequalities but rather to increase it.

Public commitment towards reducing health inequalities can also be assessed by re-
viewing publications on interventions that are addressed to this problem. In a recent
review, 67 publications have been found in international scientific journals (Gep-
kens/Gunning-Schepers 1996), and none of the publications came from Germany.
This lack of contributions from Germany is partly due the small number of German
researchers working on health inequalities, but it also indicates that in Germany few
researchers and public health officials believe that health inequalities should and
could be reduced. Most studies have been published from the USA, where differ-
ences in health and health care by income and by race are much more pronounced
than in Western Europe. Regarding Western European countries, most studies came
from the United Kingdom and from The Netherlands. In these two countries health
inequalities are probably not a much greater problem than in Germany, but experts
working on health inequalities have been more successful than in Germany to make
this a public issue.

It can be assumed that in Germany most health professionals and health policy
makers are either not fully aware of the existing health inequalities, or that they be-
lieve that they are doing already everything they can to reduce this problem. It is
sometimes argued that in order to reduce health inequalities it is most important to
reduce social inequalities in the first place, or that the association between poverty
and health is primarily a problem of the social welfare system in general and not of

25



the health care system in specific. There is some truth in this argument, but it is easily
misused as an excuse for passing the responsibility on to another authority. It would
be most important to fight poverty, of course, but as long as poverty exists it is im-
portant to reduce the association between poverty and health, and health pro-
fessionals and health policy makers should accept their responsibility in this regard.

It can also be assumed that the lack of knowledge concerning health inequalities -
and the believe that the existing health inequalities cannot be reduced - is shared by
the majority of the population. These assumptions can be specified by the following
hypotheses:

- It is widely known in all social classes that health inequalities exist favouring the
upper social class, but the extent of these inequalities and the potentials to reduce
them are largely underestimated.

- Health inequalities - as well as social inequalities - are widely accepted in all social
classes as a fact of life that has to be taken as an expression of how our society is
organised and how it rewards the upper class. This passive attitude could be over-
come, for example, by asking member of the lower social classes about potential
ways to improve their health status.

It is a strange situation that for many years empirical information has been accumu-
lated showing that we are faced with a large public health problem, i.e. health in-
equalities, that there is a lack of explanation and of programs designed to reduce this
problem, and that still no study has been conducted that tried to fill these gaps by
analysing the perception of health inequalities by the general public on one hand and
by physician associations and health policy makers on the other. It would be
interesting to know, for example, how members of the lower social class perceive the
inability of researchers to explain health inequalities. We don't know the answer, but
it can be assumed that there is a lot of mocking at these "experts” who don't even care
to ask those who are most affected.
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1. Discussion in the United Kingdom: The Lay Perspective

As pointed out in the introduction, the United Kingdom can serve as a "role model"
for Germany concerning research on health inequalities. This is especially true for in-
formation on lay concepts of health. In order to study socio-economic differences in
the perception of health inequalities it is essential to understand the socio-economic
differences in lay concepts of health. In the United Kingdom there is an extensive
body of research on lay concepts of health, and there are even a few studies on socio-
economic differences in lay concepts of health. Before this information is presented
below, a short introduction is given concerning the general discussion on health in-
equalities in the United Kingdom.

1. Health Inequalities in the United Kingdom

The study of health inequalities in the United Kingdom has a long history (Booth
1890, Nuffield Foundation 1947, Rowntree/Lavers 1957). During the last century it
has been demonstrated that social class and material deprivation (Eachus et al. 1996),
gender (Arber/Ginn 1993), ethnic origin (Benzeval et al. 1995, Madhok et al. 1992),
geographical region (Benzeval/Judge 1996, Carstairs 1995) and age (llisley/Le Grand
1993, Arber/Ginn 1993) all affect the experience of health and illness. However,
British research into inequalities in health has involved more than just the study of
mortality and morbidity rates. Work has also been conducted into the areas of access
to health care resources (such as the number of doctors and/or hospitals per 1000 of
the population, patient referral rates, preventative service use and length of individ-
ual consultations etc.) health related behaviours (e.g. tobacco smoking, alcohol con-
sumption, diet and daily exercise) and lay perceptions of health and illness.

a) Social Class and Health

In 1980 the research Working Group chaired by Sir Douglas Black produced what
was probably Britain’s most authoritative report this century into health inequalities.
The report’s empirical evidence is now however somewhat outdated and accordingly
we do not review it here, although we do discuss the report’s theoretical insights. In
1986 the Health Education Council commissioned an up-date of the Black report’s
evidence. This report - The Health Divide (Townsend et al. 1990) - confirmed the
earlier findings of Black and colleagues regarding the existence of strong social class
gradients in mortality and morbidity. For example (ibid., p 228), in 1990 babies born
to fathers in unskilled employment (social class V) ran twice the risk of dying in the
first year of life than did babies born to professionals (social class 1). Standardised
Mortality Ratios (SMRs) showed that a man aged 20 from social class | or Il could ex-
pect to live, on average, over five years longer than his counterparts from classes 1V
or V (Haberman/Bloomfield 1988). Similarly, Townsend et al. (1990) show that in
Britain in 65 of the 78 disease categories for men, SMRs for classes IV and V are
higher than for Classes | and Il. Only one cause of death (malignant melanoma)
shows the reverse trend. With regard to mortality and morbidity in Britain the pat-
tern is clear, most diseases affect the poorer occupational classes more than the rich.
This has been shown to be equally true of the so called "diseases of affluence” such as
coronary heart disease, strokes and peptic ulcers (Drever et al. 1996).
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British health care services are founded, at least in theory, on the principle that they
are available on a basis of need irrespective of income or social position. However,
research shows that entitlement in law does not always guarantee access in practice.
Whitehouse (1985) and Knox (1979) both found that middle class areas tend to be bet-
ter served by General Practitioner (GP) services and that transport difficulties hin-
dered working class access. Benzeval and Judge (1996) argue that despite recent
health care reforms, when the needs of the various geographical regions for health
care services is taken into account, the distribution of GPs remain inequitable.

Ryan and Birch (1991) report that increasing prescription charges between 1979 and
1985 actually led to a decrease in service use amongst those from the lower income
brackets. Blaxter (1984) found that patients from social classes | and Il were more
likely to be referred from primary health care services (GPs) to hospital based
specialists than were their counterparts from social classes IV and V. This was par-
ticularly so for older women. Similarly, Pedleton and Bochner (1980) report that the
higher social classes tend to receive medical explanations voluntarily from GPs
whilst patients from the lower socio-economic groups tend not to.

Relating such inequalities to health relevant behaviours it has been found that gath-
ering accurate information on the consumption of cigarettes and alcohol is notori-
ously difficult. Problems of respondent recall and the normative expectations sur-
rounding these behaviours can lead to inaccurate reporting. However, British re-
search does show a class gradients for both smoking and drinking. For example in
England in 1995, 23% of professionals (social classes | and 1) smoked cigarettes, fall-
ing from 33% in 1972, whilst 36% of unskilled manual workers smoked, falling from
52% in 1972 (Bridgewood et al. 1996, p. 30). Similarly, data from the 1988 General
Household Survey shows that 18% of men and 12% of women with a university de-
gree smoked compared to 44% of men and 42% of women with no formal edu-
cational qualifications (Amos et al. 1992, p. 29). In relation to alcohol consumption in
1996 no statistically significant patterns for males were found relating to social class
and average quantity of alcohol consumed per week. However, women from classes
I and Il were more likely (19%) than women from classes IV and V (12%) to have
consumed above the then recommended safe limit of 14 units per week (Bridgewood
et al. 1996, p. 46). Here it is interesting to note that working class women actually re-
ported consuming less alcohol than their professional counterparts.

b) The Black Report and Beyond: Views of the Social Analysts

As noted above the report of the Working Group on Inequalities in Health chaired by Sir
Douglas Black proved to be a seminal work that influenced both understanding and
policy within and beyond Britain (Townsend/Davidson 1982). Because of the signifi-
cance of the report and the important ways that professionals’ understandings of
health inequalities often filter into lay perceptions we summarise Black’s four poss-
ible theoretical explanation below:

1. The artifactual explanation maintains that class based inequalities do not exist or are
not as great as the statistics suggest. It is argued that the reported differences in
morbidity and mortality result from measurement errors or problems of definition
rather than reflecting any real social processes. This explanation is now almost
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uniformly rejected and it is acknowledged that ‘the measurement process may be
concealing as well as generating inequalities in health’ (Bloor et al. 1987).

2. Natural and/or social selection. Hart summarises these explanations succinctly when
she writes that, ‘class inequalities reflect the tendency of fit people to do well in
society leading to upward social mobility while the unfit being less successful tend
to sink into the lower strata’ (Hart 1986, p. 235). The adequacy of this position to
account for all the observed inequalities in health has been questioned. British so-
ciety simply does not show the degree of mobility between social classes that the
theory predicts (Chalmers 1985). However, as llIsley (1987) points out, physical
nurturing during childhood as well as genetic endowment clearly contribute to
health in adulthood. Currently, Barker (1991) takes this position a stage further
and argues that poor maternal health, due to current or past poverty, can create an
unfavourable intra-uterine environment that influences foetal growth and devel-
opment and ultimately lifelong health.

3. Within the Black report materialist or structural influences on health include a var-
iety of factors that contribute to the experience of deprivation. Examples cited are
nutrition, housing, education and working conditions as well as more psychologi-
cal components like levels of self fulfilment, job satisfaction and mental strain. The
materialist/structural together with the cultural/behavioural explanations are the
ones favoured by the authors of the report.

4. Cultural/behavioural explanations are seen as primarily referring to individual be-
haviours, ‘emphasising unthinking, reckless or irresponsible behaviour or in-
cautious lifestyle as the moving determinant of poor health status’
(Townsend/Davidson 1982, p. 118). Tobacco and alcohol consumption together
with poor diet and inadequate exercise are examples of such lifestyle or cultural/
behavioural factors.

Although highly influential the Black report has not been without its critics. Strong
(1990) suggests that within the report the preferred levels of explanation
(materialist/structural and cultural/behavioural) have theoretical parallels with the
distinction found in Marxism between the economic base and the ideological super-
structure. Within Marxism the economic base is seen as ultimately determining the
ideological superstructure. Within the Black report structural and/or material con-
ditions are portrayed as giving rise to behaviours and/or cultural patterns that influ-
ence health.
However for Vagero and lllsley (1995) this position is not sufficient to resolve the
tensions regarding what is truly material, structural, cultural and behavioural. They
argue that within the report the twinned terms structural and material are used too
liberally. For example, structural/material is used to cover housing conditions, in-
come levels and educational opportunities and also individuals’ levels of self fulfil-
ment, job satisfaction and degree of mental strain. For Vagero and lllsley (1995):

‘It would be clearer to distinguish poverty, working conditions, education, and up-

bringing as different types of explanation in their own right. It is not just that the

term materialist is undefined - it is also used so broadly that it is used to include
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very different levels of explanation: the biological and the social; the direct and the
contextual; the micro and the historical' (Vagero/lllisley 1995, p. 221).

With regard to the Black report’s use of the phrase cultural/behavioural Vagero and
IlIsley question the way that culture is equated with individual actions or behavi-
ours. They point out that within sociology there has been a long tradition that sees
culture as existing temporally prior to and beyond any one individual. Therefore,
Kroeber and Parsons define culture as:
"... the transmitted and created content and patterns of values, ideas, and other
symbolic-meaningful systems as factors in the shaping of human behaviour and in
the artefacts produced through behaviour' (Kroeber/Parsons 1958, p. 583).

Recently Wilkinson (1996) has returned to the issue of the extent to which material
circumstances influence health. He argues that it is over simplistic to see health as
related solely to material standards and notes that in the developed world economic
growth and improvements in living standards often have little effect on health (p. 2).
By way of example, Wilkinson points out that the populations of some "poorer"
countries (e.g. Greece, Italy, Iceland) actually experience higher life expectancy than
some "richer"” countries (e.g. USA and Germany). Further he notes that within Britain
health inequalities have risen during the past fifty years despite huge rises in overall
living standards and absolute gains in the nation’s health.

He concludes that:

'‘Relative income is an inherently social concept ... The importance of income dis-
tribution implies that we must explain the effects of low income on health through
its social meanings and the implications for social position rather than through the
direct physical effects which material circumstances might have independently of
their social connotations in any particular society. This is not to say that bad (or
even non-existent) housing and an inadequate diet do not affect the health of a
minority (though still a large number) of people in developed societies’ (Wilkinson
1996, p. 176).

For Wilkinson the health of society’s members is related to the level of social co-
hesion within the society. In turn a crucial element of social cohesion is income dis-
tribution. Social cohesion is however more than material income, it is related to
‘... people’s involvement in the social, ethical and human life of the society, rather
than being abandoned to market values and transitions. People come together to
pursue and contribute to broader, shared social purposes: that is the social co-
hesion’ (ibid. p. 136).
The recent arguments and insights of Wilkinson are interesting and are gaining in in-
fluence within Britain’s academic community. However, at present as Wilkinson
himself acknowledges the empirical evidence remains quite thin and somewhat an-
ecdotal.

The new genetics

In the late 1970s when the Black report was compiled, genetic explanations for health
inequalities were unpopular in Britain, particularly with social scientists. As Davison
et al. (1994) point out, in large part this was and perhaps still is because of the politi-
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cal history of the discipline and its association with eugenics and previous attempts
at achieving "improvements to human stock”. Recently, however, in Britain as else-
where in the world, the human genome projects have given a new impetus to genetic
explanations for variations in health. It is now predicted (Richards 1993) that it will
soon be possible to test large numbers of people for genetic predispositions for a
wide range of cancers, respiratory diseases and cardio-vascular disorders as well as
other common physical and mental illnesses such as diabetes, depression and
schizophrenia (Davison et al. 1994). Further, certain personality and behavioural
characterises are also being investigated; a prime example being sexual orientation
(Hamer et al. 1993).

As Davison et al. (1994) argue current genetic explanations for health inequalities are
far from straight forward. As they point out, the concepts of genes and chromosomes
are used in at least four ways:

1. Some common disorders are thought to work along the relatively straight forward
lines of Mendelian inheritance. For example the familial polyposis variant of colon
cancer appears to work via "autosomal dominance".

2. Other conditions or disorders cannot be simply explained by chromosomal ab-
normalities or single genes. So for example coronary heart disease, alcoholism and
manic-depression are portrayed as resulting from the interaction of multiple
genes.

3. In other cases it is thought that the person’s wider biological environment has an
effect on the exact timing that a specific gene expresses itself. Therefore whilst all
those who carry the gene for Huntington’s Disease will eventually experience the
condition (assuming that they do not die of other causes first), the exact timing of
onset varies considerably between individuals.

4. Finally, it is commonly acknowledged that many genes interact with the wider
environment and behaviours of individuals. Therefore some people may be more
susceptible to lung cancer than others and accordingly run a higher risk of devel-
oping lung cancer if they smoke cigarettes.

2. The Importance of Lay Concepts.

a) Introduction

In the UK there has been a long and distinguished tradition of documenting and
analysing social inequalities in health and their aetiology. These data have been
gathered principally through survey methodologies and have concentrated on ex-
amining statistical trends at the level of populations and sub-groups within societies.
During the 1980s and 1990s, however, a body of research has been developed whose
aim was to investigate the social and cultural processes which underpin these stat-
istical differences.

This work drew both on earlier work in the fields of medical sociology (Freidson
1960) and medical anthropology (Kleinman 1978) and the increasing use of qualita-
tive methods in the social sciences more broadly (Lofland 1971). This earlier work
had demonstrated the importance of social, cultural and psychological factors in the
development of illness behaviour (Zborowski 1952, Zola 1973, McKinlay 1975), but
its agenda was usually set by the concerns of the dominant biomedical model; and
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information about concepts of health and health relevant behaviours were invariably
gathered as a by-product, rather than being the focus in their own right (RUHBC
1989).

It became apparent when preparing this paper, that whilst qualitative data now exist
on the pluralism of concepts of health and illness beliefs and behaviours in Western
societies, there is a significant gap in our understanding of how lay people conceptu-
alise the relationship of these issues to social structural factors and in particular to
social inequalities. This has also been noted by Blaxter (1992,1997) who pointed out
that there has been little systematic attempt to link research into biographically based
lay perspectives on health and illness to epidemiological work on social inequalities
in health.

Again, as in the research of one of the authors (Backett 1992a, 1992b), such data have
undoubtedly been gathered as a by-product of researching health with respondents,
but study designs have tended to treat dimensions of inequalities (such as socio-eco-
nomic status, gender, age, ethnicity etc.) as the descriptive variables for selecting
samples rather than as topics for investigation and reporting in their own right
(Burgess 1986). Consequently we now know more about how lay people with certain
demographic characteristics conceptualise health and illness, but have more limited,
indirect, information about how they understand and locate these conceptualisations
relative to their own position along various structural dimensions.

In our view this is partly a function of the appropriate concern of qualitative re-
searchers to carry out in-depth investigations of the embeddedness of health and ill-
ness behaviours within aspects of the everyday lives of respondents; this highlights
the importance of experiential knowledge in the production of health. The political
context in Britain in the last 20 years has also seen significant shifts towards an em-
phasis on individuals taking a greater share of responsibility for their health (and its
associated blame for illness). At the same time in the UK health promotion related re-
search has focused on individual health relevant behaviours rather then wider social
and economic inequalities. Only recently have health inequalities come back into
public focus with the Government White paper (NHS Executive 1995) and their of-
ficial reconceptualisation as health "variations".

b) Background to the Development of Work on Lay Concepts

First it is important to consider terminology. As has been pointed out, much of the
earlier work in this field focused on lay concepts of illness. Its value lay in drawing at-
tention to the non-medical factors which affects individual perceptions of illness, the
process of adopting the sick role, and decisions about the uptake of medical care. For
example, valuable insights were gained into: how people interpret signs and symp-
toms such as pain; how others affect these interpretations and decisions; the social,
cultural and psychological factors affecting help seeking; physician/patient com-
munication; and lay health care.

Subsequently, researchers who adopted an interpretivist paradigm shifted the focus
away from examining lay concepts of medically defined "givens" towards locating
the construction of health and illness within the everyday interactions of individuals
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and studying the subjective meanings underpinning behaviour. Such work was in-
fluenced by the work of Alfred Schutz (1972) which theorised that:
‘Individuals draw on their social stocks of knowledge and biographical experi-
ences to perceive and interpret the situations, events and experiences they encoun-
ter. These interpretations are dynamic and are continuously re-examined and re-
formulated in the light of interactions with others and the situational context’
(RUHBC 1989, p. 37).

Thus a shift took place which distinguished between subjective experiences of illness
and biomedical concepts of disease; and emphasised the importance of understand-
ing the socio-cultural context of the construction of health and illness. This work also
highlighted that "health" and "health relevant behaviour" are problematical concepts
in their own right which cannot be treated simply as the obverse of illness.

An influential component in this debate has been the concept of "salutogenesis"”
(Antonovsky 1979). Building on an original interest in how some people coped with
and survived major life challenges, events and stresses salutogenesis has become a
guiding focus for many researchers. They have variously interpreted salutogenesis as
the concept of positive health, and how people achieve and maintain links between
health behaviours and well-being. As Antonovsky himself put it, the intriguing ques-
tion is not why people get sick but ‘why do people stay healthy?’ (Antonovsky 1979,
p. 35).

Developments on the theoretical level have been paralleled by reflections on meth-
odological issues. Quantitative, survey based work explores respondent views in re-
sponse to pre-defined questions or hypotheses about health and illness, and is often
funded because of the need to address issues currently seen as "problematical”.
Qualitative research, using minimally structured and semi/structured individual
interviews or discussion group techniques, usually approaches the subject area in an
in-depth, broad-based and flexible manner. This encourages respondents to identify,
discuss and account for issues which are meaningful to them in the context of their
own lives and daily experiences.

For these reasons the majority of the research into lay concepts has adopted qualitat-
ive methods which are better able to highlight the complexity, diversity and inter-
connectedness of health and illness relevant beliefs and behaviours from the re-
spondents’ own standpoints. Qualitative understanding at the micro level of the in-
dividual, group and interactive processes can help to unpack and aid interpretation
of population-based survey data. However, it can also serve to uncover the lay the-
orising or "people knowledge" which may sometimes stand in contradiction to the
dominant discourses and, as has been argued, ‘offends against positivistic canons by
including the subjective with the objective’ and has as its crucial characteristics that it
is ‘informal experiential and mostly unwritten’ (Stacey 1994, p. 90).

Davison et al. (1991) have called this development of lay knowledge, which includes
"weighing up" evidence or examining processes of health and illness with reference
to everyday experience and observation, "lay epidemiology". It can be likened to sci-
entific epidemiology in that it involves lay people linking ill health (in their study the
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focus was heart disease) to its surrounding circumstances to support or challenge
"theories” of disease causation. It is closely connected to ideas of "candidacy": the
idealised images of the kinds of people who are potential "candidates"” for particular
ailments. Of course lay people observe that classic "candidates” do not fall victim to
heart disease whilst those who are not "candidates” can be seen to succumb to the ill-
ness. Broadening lay epidemiology out to the sphere of "what is healthy", such lay
evaluation processes include ‘examining what people "look like", what is "their atti-
tude to life", how adequately they function in their work and personal life, how they
cope with life’s crisis , how happy they are and so on’ (Backett et al. 1994, p. 278).

3. Lay Concepts of Health Inequalities
a) Acknowledging the Existence of Multiple Perspectives

Several recent papers have highlighted some of the ways in which lay perspectives,
concepts and knowledge of health and illness both relate to other discourses in so-
ciety, such as that of professional "scientific" knowledge, and also have their own
characteristics and integrity (Williams/Calnan 1996a, RUHBC 1989). This increasing
interest in lay views and experiences in fin de siecle Western societies can be located
in: the need to understand changing patterns of health and illness; a questioning of
health care systems in the balance they achieve between prevention, care and treat-
ment; and the re-emergence of the significance for health of environmental and per-
son-made "risks" often meditated through economic policies (Popay/Williams 1994).

It is also important to stress that in Western pluralistic societies there are varying and
competing interpretations of these changes and that these are linked to competing
cosmologies, discourses, paradigms and power groups (Unschuld 1986). Throughout
history particular groups within society have attained the power to determine the
form of conceptualisation of health, illness and treatment which will predominate;
and in Western Societies biomedical models are currently more powerful than in-
digenous medical systems and lay concepts (lllich 1975, Navarro 1976). Thus, as Sta-
cey (1986) pointed out, concepts, whether "lay" or "scientific", do not have any intrin-
sic neutrality but are embedded in social life and relationships and are products of
their historical time and place.

The importance of understanding "lay" concepts of health and illness as part of the
development of any pluralistic society is increasingly being stressed. This is not just
for its intrinsic interest but because, in the view of some social analysts, the forms of
knowledge should be accorded "equal worth" (Stacey 1994) in the planning of more
effective health care systems and the development of healthier and more socially
equal populations. "Lay knowledge" as a term has, however, often been conceptual-
ised in contradistinction to "professional” knowledge and has tended,
‘to be what is used for those people who do not belong to a specific profession,
particularly those who are not clerics or medics. In referring to people who lack
particular qualifications or have been ordained "lay" suggests the absence of some-
thing valuable or prestigious, and may imply less competence or even less moral
worth’ (Stacey 1994, p. 90).
Accordingly, Stacey argues for the use of the term "people knowledge".
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Thus, for example, whilst acknowledging the vital contribution to be made by the lay
populace to the evaluation of modern medicine and medical care and that, ‘as
sources of knowledge pluralise and fragment an expert in one area becomes a lay
person in another’, Williams and Calnan (1996b) state that, for their purposes:
‘ “lay” can be defined as those members of society who, despite being “experts” in
other areas, lack any formal or orthodox medical knowledge, training, qualifi-
cations or expertise’ (p. 17).
This implication of deficit is challenged by others who prefer to stress the validity of
experiential, biographical and culturally based aspects of lay knowledge; and that its
strengths for understanding health and illness lie in its very differences from the pro-
fessional/scientific knowledge.
Thus, whilst Rogers et al. (1997) state (echoing the views of most social scientists) that
lay knowledge also draws on "expert knowledge", and that the two systems can be
mutually influential, they claim that:
‘First, whilst lay views emphasise the interconnectedness of every day life, health
experience and behaviour, professional perspectives tend to fragment specific as-
pects of behaviour and neglect social context. Second, lay accounts highlight posi-
tive or "natural” dimensions of behaviours/lifestyle while professional perspec-
tives tend to problematise them’ (Rogers et al. 1997, p. 5).

b) Qualitative Findings on Lay Concepts Related to Health Inequalities

Lay and professional perspectives (the example of childhood accidents)

One area where health inequalities are strongly linked with social class is that of
childhood accidents. Here, several recent studies have not only illuminated the lay
perspective but have also highlighted similarities and differences with respect to lay
and professional perspectives (Roberts et al. 1995, Rice et al. 1994, Sparks et al. 1994,
Green 1995).

These studies all illuminated lay concepts of risk, safety and danger and refocused at-
tention away from the question of 'Why do child accidents happen?' towards 'How is
it that most parents manage to keep their children safe most of the time?' (Rice et al.
1994, p. 122). In the study of a deprived area of Glasgow there were commonly held
views by both parents and children that parents accepted and acknowledged re-
sponsibility for looking after their childrens’ safety, but that mistakes could happen
and things could go wrong. However, professionals focused on the need to address
this parental responsibility and foster it through better education. Parents, however,
felt that other agencies, involved with, for example, housing, transport and building,
should also take more of a share of social responsibility for creating an environment
which would promote child safety. For instance, parents identified known hazards,
such as rotting balconies on their flats and dangerous roads as potential safety risks,
but these were either disregarded or downplayed by official agencies and health pro-
fessionals.

Another study has emphasised how these lay perspectives are embedded in a re-
alistic, experiential appraisal of the extent to which parents can exercise control of
keeping children safe (Sparks et al. 1994). They found that parents from all social
classes developed rules and strategies for keeping children safe and avoiding acci-
dents. However, those (often from poorer social groups) who lived in more objec-
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tively hazardous areas and had fewer material resources tended to see their own ef-
forts at maintaining child safety as less important than socio-environmental factors.

From Green’s (1995) qualitative work she concluded that both lay and professional
people felt that accidents could be prevented. However, both the lay and professional
sets of accounts were paradoxical in that the ideal type of accident was constructed
as blameless, but in practice most effort was devoted to debating responsibility and
culpability of individuals and groups. She drew out some commonalties in scientific
explanations for accidents as follows:
‘There is perhaps a search for meaning for all misfortune at the individual level
where statistical explanation of risk factors will not suffice. The accidental pro-
vides a provisional explanation for that which is at the limits of rational expla-
nation’ (Green 1995, p. 131).

Health and functionality

As we have stated, the UK literature on lay concepts deals largely with in-depth ex-
aminations of people’s understandings of their own health and illness, and how these
are embedded in personal biographies and current circumstances.

Two important studies in the 1980’s examined the "common-sense ideas and theories
about health, illness and health services" in more disadvantaged groups of the
population (Cornwell 1984, Blaxter/Paterson 1982). In both of these studies it was
claimed that respondents found it difficult to talk about positive health; and in fact
Blaxter/Paterson (1982) concluded that their female working class respondents did
not have a concept of positive health. Rather they found that the women’s norms of
what constituted good health were conspicuously low, such as being able to work,
being healthy enough "for all practical purposes”, not being admitted to hospital, and
having no big operations. At that time, although this may have changed in the past
decade, they found that some of the women regarded taking preventative or health
promoting actions as somewhat odd or peculiar.

Similarly, although Cornwell (1984) identified gender differences in the knowledge,
attitudes and responses to illness of her working class sample, the dominant theme
for men and women was their need to demonstrate a readiness and willingness to
work, whether in the domestic or wider world of employment. This affected the
ways in which respondents re-acted to or undervalued signs of illness in themselves
and others, as well as the ways in which they thought or talked about illness. Such
functional definitions of health have been found in several studies focusing on dis-
advantaged groups, and it seems reasonable to suppose that this is a realistic reflec-
tion of living in adverse social and material circumstances.

There can be little doubt that the UK has experienced considerable change in its
labour market since these earlier studies were conducted. Today we have higher
levels of residual unemployment and more "flexible" working practices. It is
interesting to speculate on how such functional definitions of health and illness may
now be constructed in the late 1990s.

Health and illness
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Subsequent work by Pill and Stott (1985a, 1985b) in Wales, however, found that their
sample of working class women did hold positive concepts of physical and mental
health and well-being. However, those women who were more likely to express such
positive concepts were also those who were more familiar with lifestyle factors (such
as diet and exercise) and to believe that they could have some influence on their en-
vironments.

It is important, though, that these findings are assessed in terms firstly of method-
ological difficulties involved in exploring taken-for-granted states, such as good
health. Secondly, reflecting the moral dimensions of assessing health and illness, it
may be the case that some groups in the population might assess a preoccupation
with achieving good health as hypochondria or self indulgence. Furthermore, the
studies cited above were also predominantly researching concepts of illness
causation and prevention and the implications of these for use of health services and
relationships with health professionals. (In essence the age-old issue of compliance
with the medical system and working with a model of "problematical” groups in
society.)

If the researchers’ agendas were framed essentially within a biomedical model, then
it is hardly surprising that respondents found it difficult to account for health in its
broader sense. Calnan, however, concluded that:
'The lack of a positive conception of health and the accommodation of minor
illnesses might explain why lower working-class groups have a lower rate of
participation in preventive health programmes than other social classes. These
conceptions are clearly influenced by the experience of a high prevalence of ill-
health amongst this group’ (Calnan 1987, p. 28).

Other studies during the mid 1980’s sought to make direct comparisons between
working class and middle class views of health and illness. Calnan and Johnson
(1985) explored the possible relationship between occupational social class and
various dimensions of health beliefs to investigate if and how social and economic
circumstances might influence people’s ideas about health. However, it is important
to note that this was an exploratory study; it only involved women and used semi-
structured questions. This is different from a more ethnographic approach to
exploring lay perceptions where a semi-structured and flexible "topic guide" is used.
The latter allows respondents to generate their own salient issues as well as
addressing those areas about which the interviewer invites them to talk. It is
particularly important when using qualitative methods to be reflexive about how the
methods used might affect the substantive nature of the data which are produced.

Calnan and Johnson (1985) found that being a healthy person was viewed by both
social groups as not having to take time off work or not going to the doctor. Also,
they found that both groups used a range of positive concepts of health (feeling
energetic, eating the right things, feeling well etc.) and negative concepts such as
seldom being ill. Both groups also made connections between happiness and health.
However, the middle class women were more likely to mention being fit and strong
and having a good state of mind than were the working class women.
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This is also one of the very few studies directly reporting the views of different
classes about the relationship between economic circumstances and health. Calnan
reported that:
"The majority of both social class groups saw a link between occupation and health
status. Stress and inactivity were associated with ill-health in office workers and
the hazards to health associated with manual workers were those directly
associated with the risks of working in the chemical or mining industry. However,
there was little agreement either between the social class groups or within them
about the relative risks of different occupations’ (Calnan 1987, p. 74).
However, he went on to say that:
'There was not the same level of acceptance amongst both social class groups that
there was a link between level of income and health status as there was with
occupation. “Money has got nothing to do with health” was a perspective ex-
pressed by the majority of working class women' (Calnan 1987, p. 76).

Calnan concluded that the working class women were either unaware of the links
between economic circumstances, lifestyles and health or did not accept them. He
suggested that perhaps the middle classes found it easier to acknowledge and
criticise aspects of working class environments and lifestyles, notably diet, drinking
and smoking, because they did not live in the same social conditions. Again, we can
see the strong morally evaluative dimensions which infuse lay accounts of health and
illness.

Subsequently, Calnan (1990) carried out a comparative study focusing on food and
diet because he felt that these were the most significant and substantive elements in
lay discourses about health and its maintenance. Here, anticipating future work with
middle class groups (Backett 1992a, Calnan 1990), he found that the middle class
women emphasised a balanced diet with everything in moderation whilst the
working class were more concerned about the substantial and filling aspects of a
meal. Again, one explanation of these different emphases can be related to different
material circumstances, and that, for the working classes, "filling"” food is an essential
component of fuelling the "health” required to function in physical work.

In a recent paper Blaxter (1997) reflects on the possible reasons behind these

differences in beliefs and attitudes towards health and health inequalities. She

concludes that:
‘In the face of the moral imperative in Western Society to be healthy, however, it is
understandable that it is those who are most exposed to "unequal” health who will
be least likely to talk readily about their risk status. Instead, they will talk, as the
evidence shows, about coping with illness, about not giving in to illness, and
about the principle of mind-over-matter. Taking responsibility for "health" in these
terms - even taking responsibility, perhaps to some extent equivocally, for one’s
own health-related behaviour - is accounting for one’s social identity. If one
cannot deny the reality of one’s own disease, one can at least respond "healthily"
to it’ (Blaxter 1997).

Health in the context of everyday life
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More recent studies in the late 80s and early 90s have studied in depth the accounts
of people from different social groupings (Backett 1992a, Backett 1992b, Mullen 1992)
and sought to identify how people’s every day assessments of health behaviours are
located in broader sociocultural concepts (Davison et al. 1991, Backett/Davison 1995,
Backett et al. 1994). These studies adopted a more ethnographic approach including,
variously, in-depth semi-structured interview with men (Mullen 1992), an in-depth
multi-interview approach with whole family groups over time (Backett 1992a, 1992b)
and in-depth interviews plus participant observation and research with key
informants (Davison et al. 1991). Although one of the studies had a central focus on
understanding lay explanations for heart disease (Davison et al. 1991) all three
studies were broadly concerned with

‘the ways in which health concerns and lay evaluations are interwoven with other

social constraints or opportunities in daily life’ (Backett et al. 1994, p. 279).

Mullen’s (1992) work with Glaswegian men aged 30-49 from all social classes focused
on their perceptions of the health effects of their occupations. The respondents all felt
that work was less detrimental to health than unemployment, but three different
categories of perceived health effects of their own jobs could be identified:
‘Jobs were seen to be either predominately physically tiring with little mental
stress, physically tiring with mental stress, or mentally stressful with little physical
stress. A lack of physical stress, however, was also seen as being unhealthy as it
led to being overweight’ (Mullen 1992, p. 79).
Health-relevant behaviours were evaluated differently by those in different kinds of
occupations. For example, diet and exercise were viewed quite differently by those in
sedentary or in manual occupations. The former saw a concern for these as necessary
compensations to counteract their lack of physical activity in their jobs, the latter saw
these quite differently.

Backett’s (1992a, 1992b) work with middle class families focused more on the
construction of health beliefs and practices within everyday domestic life, although
the broader contexts of work, school, families and friendships were also explored.
Men, women and children were all involved in the research which was based on the
criticism that
‘much health research has tended to detach particular items of knowledge or be-
haviour from the context of daily social life, when they are experienced, tested out
and reformulated’ (Backett 1992b, p. 498).

The research confirmed and extended the work of Cornwell (1984) which showed
different "accounts” of health: the "public", more formal accounts which tend to re-
produce well known currently acceptable views of health, and the "private” more in-
formal experientially based accounts which reflected the intrusion of material con-
cerns and practical constraints into the construction of health and illness. Thus, in the
earlier stages of fieldwork, Backett’s respondents tended initially to put forward
biomedically determined ideas about keeping healthy as their main viewpoint. At
later stages, and having discussed many aspects of their domestic lives with the re-
searcher, other kinds of biographically experienced knowledge and concepts were
more freely expressed and put forward as valid.
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These middle class respondents, who were educationally and materially advantaged,
described lives full of uncertainties about how best to look after their health and ill-
ness; lives which were characterised by trade-offs between behaviour thought to be
not so good for health and those felt to be health-promoting. Importantly, albeit in
perhaps different substantive ways, their accounts of their daily lives, as with more
disadvantaged groups, showed that a concern for health was simply one amongst
many other pressing priorities; and that many health relevant behaviours (whether
damaging or promoting) were carried out for reasons (such as social obligations,
pleasure etc.) unconnected with a concern for health (Backett 1992a).

It may be, therefore, that whilst socio-economic circumstances structure the substan-
tive and subjective experience of health there are also commonly held cultural beliefs
and practices which provide an overarching scheme of meanings within which to
make sense of health. This is supported by meta analyses of their respective studies
carried out by Backett, Davison and Mullen (1994). For example, all three researchers
found that their respondents identified a wide variety of perceived influences on
health and illness. They saw these as

‘including not only individual "lifestyle” behaviour, but also hereditary; social,

political and economic factors; the wider natural or man-made environment; and

luck, chance or fate’ (Backett et al. 1994, p. 278).

The lay evaluation of health and illness involved "weighing up" these factors with
reference to their own personal everyday observations, and these "weightings"” could
change over time and in relation to different topics. The translation of these processes
of lay evaluation into everyday action was affected by social and cultural conside-
rations, for example the assessment of both the health damaging and health enhanc-
ing aspects of so called "risky" behaviours. Furthermore, health related behaviours
were described as only a small part of daily life and had to be evaluated in terms of
the whole experience of living. Thus:

'When respondents talked about their everyday lives, moderation and balancing

out the "good" and the "bad" in health related behaviour were dominant themes in

all three studies' (Backett et al. 1994, p. 279).

In a further paper, Backett and Davison (1995) have shown how notions about
lifecourse position were used by respondents to make sense of and evaluate health
relevant behaviours and lifestyles. Their central point was that the same health-rel-
evant behaviour (such as drinking too much or engaging in risky sports) were evalu-
ated differently depending on the perception of the individual’s stage in the
lifecourse.

Concepts of medicine and social inequalities
In a collection of recent papers the tradition of examining lay concepts of illness has
been broadened to encompass the empirical investigation of how people view mod-
ern medicine and medical care. Williams and Calnan pointed out that:
'With notable exceptions of feminist research concerning woman’s experiences of
medical care and technology (Oakley 1980, Evans 1985, Denny 1994) and socio-
logical work on the experience of modern medicine in chronic illness
(Anderson/Bury 1988), studies of a more detailed qualitative or ethnographic
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nature concerning lay perspectives and medical care are rare (Calnan 1987, 1988,
Calnan/Williams 1992, Calnan/Williams 1994, Gabe/Calnan 1989’
(Williams/Calnan 1996b, p. 16).

Several of the papers in this collection demonstrated, along a range of issues (such as
type of technology, context of care, good and bad doctors) that, in general, the British
public shows considerable ambivalence towards modern medicine. Williams and
Calnan stated, though, that:
'Views appear to differ according to which specific forms of technology are being
considered (i.e.: antibiotics, tranquillisers, hip replacements, heart transplants, etc.
and socio demographic characteristics such as age, gender, class, educational
status and health status' (Williams/Calnan 1996b, p. 17).

In particular, Gabe and Bury (1996) examined the social and cultural dimensions of
"risk" in relation to tranquilliser use. Although they too found considerable ambiv-
alence in lay perspectives they also concluded that the absence of key social and ma-
terial resources may override negative views about risks of tranquilliser use. From
Williams and Calnan’s own qualitative work they concluded that people in more
disadvantaged circumstances were more likely to have low health norms and to see
health care largely in terms of curative services. People who were in social circum-
stances where more positive concepts of health may be fostered, including mental
and physical well being, were more likely to see health care in terms of preventative
as well as curative services. Throughout this volume of papers issues of social struc-
ture and class are thus shown to influence lay views about modern medicine and to
intersect in complex ways with the emergence of "lay re-skilling" and issues of the
politics of health lifestyles as they relate to criticisms of medicalisation.

4. Conclusion

The study of health inequalities in the UK has a long history, going back to at least
the 19th century. Previous work has shown that health inequalities exist by social
class, gender, race, age and geographical region. Several explanations have been put
forward by social analysts: artifactual, natural/social selection (including genetics),
materialist/structural and cultural/behavioural.

However, to date there has been no comparable work that has looked at how differ-
ent social groupings perceive and account for health inequalities. The literature that
does exist indicates that there may be some overlap between professional and lay
understandings, or between accounts of different social groupings (including social
classes). Previous research into lay health beliefs and behaviours has attempted to
understand in-depth the health experiences of specific groups, rather than to engage
respondents in discussions of variations between themselves and other social
groupings. We suggest that work in this area would significant advance our knowl-
edge of the complexities of health inequalities.
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V. Summary

As stated in the introduction, the paper focuses on the following question:
What is known about the existence and the extent of health inequalities, their explanations
and potential ways to reduce them, in different social classes, and especially by members of
the lower social class, by health professionals and health policy makers?

The review shows that we know very little. Research on health inequalities still
seems to be rather isolated from the beliefs and values of the people most concerned,
at least in Germany and in the United Kingdom. This in itself raises the question of
who should be involved in reducing health variations? We believe at least it should
be the lower social classes, health professionals and health policy makers, as they are
the major actors, as they are the population groups most afflicted by health inequal-
ities and who should be concerned about reducing them. It would be valuable to
know how they perceive health inequalities, as this may help us to understand the
aetiology of health inequalities and to design and implement programs to reduce
such inequalities.

To date no study has directly attempted to answer these important questions. How-

ever, the review from Germany focusing on epidemiological information concerning

health inequalities, theoretical models trying to explain this information and the pol-
itical discussion surrounding health inequalities, and the review from the United

Kingdom focusing on lay concepts of health, bring together some pieces of infor-

mation which contribute to our understanding:

- There are large health inequalities in Germany and in the United Kingdom, but
the theoretical models proposed by researches for explaining these inequalities are
not very sophisticated yet, indicating that other members of the population have a
rather vague understanding of health inequalities as well.

- In Germany there are hardly any specific programmes addressed towards reduc-
ing health inequalities. Most people, including most health professionals and
health policy makers, seem to believe that health inequalities cannot be reduced,
although this belief has not really been tested yet.

- The impression that many health policy makers are not fully aware of the problem
of health inequalities is supported by the recent health care reforms in Germany,
which lead to increased financial burden of the sick. It is also interesting to note
that in Germany the platforms of most political parties do not specifically address
the problem of health inequalities.

- A number of recent conferences in Germany have focused on the association be-
tween poverty and health, and one physician association and a few State and Fed-
eral authorities have started to draw attention to health inequalities. These are ex-
ceptions in a society that seems to rather ignore health inequalities, but they point
to the fact that public interest in health inequalities is rising, and that this trend
should be supported by analysing the question asked above.

- Research on lay concepts has shown that health related beliefs and behaviour
(interpretation of symptoms, help seeking, physician/patient communication, in-
terpretation of potential preventive measure etc.) are strongly influenced by the
social and cultural contexts in which an individual lives. Probably there are also
differences in the perception of health inequalities between the lower social class,

42



health professionals and health policy makers. We need to understand these dif-
ferences in health concepts and perceptions in order to elucidate health variations.
Research on lay concepts of health has rarely been linked to research on health
inequalities. The available evidence suggests that a functional definition of health
(i.e. readiness to work) is more prevalent in the lower classes than in other social
classes. This suggests that in the lower social classes concern about health inequal-
ities could focus on health problems that interfere with the readiness to work. It
has also been suggested that the association between socio-economic status and
health is more easily accepted by the middle classes than by the lower class; indi-
cating that for those most afflicted it is important to ignore their deprived situ-
ation.

The review presented here points to the fact that our knowledge concerning lay
views of health inequalities is still very limited. In social epidemiology a large body
of empirical evidence has been provided showing that important health inequalities
exist, but we don't know very much about the causes for these inequalities and po-
tential ways for reducing them. The research gap can be specified by the following
guestions:

What do members of the lower social classes, health professionals and health pol-
icy makers know about the existence and the extent of health inequalities?

How do lay concepts of health differ between members of the lower social class,
health professionals and health policy makers?

How do members of the lower social class, health professionals and health policy
makers explain health inequalities, and how are these explanations related to their
concepts of health?

Do members of the lower social class, health professionals and health policy
makers believe that this is an important public health problem that could be re-
duced, and how do these believes relate to their concepts of health?

What proposals do members of the lower social class, health professionals and
health policy makers have concerning the reduction of health inequalities, and how
do these proposals relate to their concepts of health.

It is important to address these questions for each country specifically. These studies
are time consuming, as they would have to be based on in-depth interviews. How-
ever, we would argue that such studies are essential for developing strategies ad-
dressed at reducing health inequalities.
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