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Abstract
The WHO constitution calls for ‘health for all’ and Universal Health Coverage has been called “the ultimate expression
of fairness”, however it is not always clear how health systems can move towards equity. Should we prioritise the
needs of the worst off? And if so, should we direct resources to these marginalised groups or marginalised individuals? This article provides an overview of the philosophical underpinnings of health equity and proportionate universalism, highlighting the trade-offs involved in operationalising a core tenant of global health practice.
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A lofty aspiration
Health inequalities are ubiquitous [1–3]. Some arise
from natural human variation and physiological differences, for instance people with white skin are more
likely to develop skin cancer than people with black skin
[4]. However, many other inequalities stem from avoidable and unfair social structures—such as the differences
in all-cause mortality according to skin colour [5]. The
inverse care law states that the supply of medical care is
inversely proportionate to need [6], and the most disadvantaged groups in society almost universally experience
the worst health outcomes [7]. WHO state that “many of
the populations that have the worst health statuses face
systemic discrimination based on race, ethnicity, gender,
sexual orientation, socioeconomic status, location, religion, educational status and disability [8].
Addressing unjust inequalities is a fundamental tenet
of global public health: the 1948 WHO constitution is
built around the aspiration of ‘health for all’ [9] and the
Alma-Ata and Astana Declarations on Primary Health
Care espouse the principles of social justice and the ‘fundamental right to health without distinction of any kind’
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[10, 11]. These principles were driving themes under
the visionary leadership of Halfdan Mahler, who served
three terms as WHO Director General from 1973 – 1988.
During his tenure Mahler oversaw a major shift in focus
from single diseases viewed through ‘medically tainted
glasses’ to holistic primary health care and engagement
with the wider social, political, and economic determinants of health [12]. He was instrumental in developing
and leading the WHO’s defining ‘Health For All by 2000’
programme of work, seeking “a level of health that will
permit all the people of the world to lead socially and
economically satisfying and productive lives…based on
the fundamental values of social justice and equity.” [13].
Universal Health Coverage (UHC) is the contemporary
manifestation of health for all, and all WHO member
states have committed to “achieve UHC, including financial risk protection, access to quality essential health-care
services and access to safe, effective, quality and affordable essential medicines and vaccines for all” in Sustainable Development Goal target 3.8 [14].
But what do we actually mean by advancing health for
all, and how might we get there – or at least begin moving in the right direction? This short review summarises
the most important ethical theories that have undergirded attempts to operationalise this audacious concept
in the form of Universal Health Coverage.
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Should we tackle inequalities?
Some economists and philosophers have argued that
efforts to reduce inequalities are illiberal [15], unmeritocratic [16], and – in the view of Friedrich Nietzsche
– reflective of moral failure [17]. Whilst these views are
extreme, most philosophers and economists agree that
a degree of inequality is socially desirable because it
provides incentives for people to take personal responsibility for their actions [18]. The precondition for this
inequality is a form of effort-based meritocracy where
gains, success, and outcomes are related to skill and hard
work – rather than parentage, private education, or social
class. In other words, everyone should be able to achieve
the same gains with the same effort. As Aristotle put it;
“equals should be treated equally” [19].
Of course, in real life the playing field is not fair, and
authors like Daniel Markovits has argued that meritocracy is a “pretence, constructed to rationalize an unjust
distribution of advantage” [20]. Public anger at differential access to education, resources, and opportunities has
manifest regularly throughout human history – including
in contemporary demonstrations against the ‘one-percent’ moneyed elite [21].
Assuming that at least some health inequalities are
unjust and should be tackled, there is a surprisingly broad
spectrum of philosophical positions that can support the
common goal of reducing inequalities. The three main
schools of thought that have been developed to consider
the distribution of social resources are egalitarianism,
sufficientism, and prioritarianism. We will consider each
in turn.
Egalitarian approaches concerned with equality. The
primarily aim is to close gaps so that all people experience the same outcomes. In mathematical terms, the
focus is on the range rather than the mean i.e. it doesn’t
matter what the absolute outcome is, as long as everyone
has the same. This can apply to inputs, outputs, or outcomes, leading to radically different policy goals e.g. ‘everyone has equal access to the same services’ vs ‘everyone
achieves the same life expectancy’. Ideally, those with the
worst baseline health outcomes would see their health
improved to match the best-off, however proponents of
egalitarianism can also implicitly or explicitly achieve
their ends by ‘levelling down’ i.e. taking resources away
from advantaged members of society. Most would agree
that taking resources away from people so that everyone
has nothing is perfectly equal, but probably undesirable.
Efforts to reduce inequalities should ideally consider the
absolute level of the given outcome, as well as the relative
distribution.
In contrast to egalitarians, proponents of sufficientism take the view that inequalities can largely be ignored
as long as everyone has enough [22]. The threshold for
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‘enough’ can be couched in absolute terms, such as the
US$1.90 international poverty line [23], or it might be a
relative threshold, for instance Adam Smith famously
argued that everyone should have enough to be able
“to appear in public without shame” [24]. Similarly, the
women’s suffrage demand for ‘bread and roses’ was an
assertion that basic necessities extend beyond food and
shelter to include education, art and beauty [25]. However it is defined, the definition of enough is commonly
tied to evolving social standards. For instance, mobile
phone ownership and an internet connection are basic
necessities for participation in everyday life today but
were opulent curiosities in the 1990s. Whilst sufficientism guarantees that everyone obtains a certain level, the
focus is on the floor rather than the upper limits and
aspirations of what a society can achieve.
The third main approach to addressing inequalities is
prioritarianism [26]. Its proponents place primacy on the
conditions of the worst-off members of society and judge
the moral value of any action by the extent to which it
improves their lot. Like sufficientists, prioritarians are
not actually concerned with inequality in itself: they
are only concerned with the inequitable distribution of
resources and outcomes insofar as redistributing them
would improve the status of the most disadvantaged. This
can lead to acceptance of inequalities when there are no
further actions that would change the status quo.

Application to health inequalities
These three theories apply to inequalities in access to all
forms of resources. For health inequalities it is important
to make the distinction between inequalities stemming
from immutable factors (e.g. skin colour), unjust social
structures (e.g. institutional sexism) and outcomes over
which people exercise a degree of personal agency, such
as diet. It is important to recognise that there is a spectrum here, as ‘choices’ are heavily shaped and constrained
by our environment [27].
Whitehead and Dahlgren have argued that inequalities
become inequities when they are “unavoidable, unnecessary, and unfair” [28]. Michael Marmot goes on to say
that “putting them right is a matter of social justice.” [1].
This position is ascendant within global health and aligns
with elements of John Rawls’ theory of justice [29]. Rawls
deftly combined the optimum level of inequality with a
prioritarian approach using his ‘difference principle’; that
inequalities are permitted insofar as they benefit the least
advantaged in society, and his ‘maximin rule’; that interventions should be weighed by the extent to which they
maximise the utility of the worst off. Together these principles only permit inequalities that would make the most
disadvantaged even worse off if they were addressed [29].
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Rawls’s theory of justice was confined to sovereign
states and dealt with the distribution of services rather
than health itself: he was not concerned with the pattern
of health outcomes as long as the basic structure of society is just [29, 30]. However, Normal Daniels has argued
that by demanding fair equality of opportunity, Rawls’s
theory of justice requires a robust flattening of the socioeconomic health gradient [31, 32]. Both philosophers
have been criticised for focusing on means and resources
whilst implicitly disregarding human diversity and differing capabilities to use resources that leads to differences
in outcomes [33].
Building on Aristotelian ethics [34] and Sen’s capability approach [27, 35], Ruger has argued that the concept
of global health equity should focus on realising each
individual’s capability to be healthy and function as a
flourishing member of society [36, 37]. Her approach
treats health as an instrumental and intrinsic good.
Rather than pursuing the achievement of equal health
outcomes, Ruger’s conceptualisation of ‘health for all’
centres on providing the social conditions required for
people to have the capability to experience good health.
She outlines four key domains: the quality of services and
resources; personal capacity to enable healthy functioning; social support for health agency to allow individuals
to make use of resources; and prevailing health norms
[38].

Operationalising ‘health for all’ with Universal
Health Coverage
When we come back to consider WHO’s foundational
aim of achieving the highest standard of health for all
– without distinction, we can see that; 1) a highly aspirational, absolute threshold is being advanced; and 2)
there is a concern for understanding and addressing differential attainment of that goal. The advent of Universal
Health Coverage (UHC) – dubbed “the ultimate expression of fairness” by former Director General Margaret
Chan [39]—helped to translate the lofty vision into the
concrete aims of extending health services and financial
risk protection. Whereas Mahler’s tenure highlighted
the plight of the poor [40], the conceptualisation of UHC
that was advanced under Chan’s leadership was built on
a philosophical foundation of sufficientism: each country
should select a minimum basket of services and a maximum financial exposure threshold that should be applied
to every citizen [41].
Given that access is not universal for most services,
UHC forces policymakers to consider which groups
to include first as new services are rolled out. From the
point of view of a health programme manager faced with
suboptimal service coverage, their main concern may be
to boost coverage rates as cost-effectively as possible with

Page 3 of 7

little regard for which group receives extended access
first.
There is nothing intrinsically prioritarian in the definition of UHC, and concerns have been raised that “people who are poor could well gain little until the final
stages of the transition from advocacy to achievement”
[42]. In response to this perceived risk, WHO convened
the Commission on Making Fair Choices on the Path to
UHC. The commissioners’ final report argued that “it
is unacceptable to expand coverage for well-off groups
before doing so for worse-off groups when the costs and
benefits are not vastly different” [43]. In an accompanying editorial, Chan explained that “To include more
people fairly, countries should first expand coverage for
low-income groups, rural populations, and other groups
disadvantaged in terms of service coverage, health, or
both” [39]. This view echoes an open Lancet letter signed
by 267 economists who argued stated that policymakers
should focus on extending services to the “poorest and
most marginalised populations.” [44].
Interestingly, whilst Rawls argued that the focus on the
worst-off should be absolute, the WHO position tacitly
implies that there is a threshold at which the additional
costs of prioritising disadvantaged groups become unjustifiable. Another important but undefined issue is how to
select which groups to target. The WHO equity consultive group has suggested nine core domains, based on
earlier work by the Commission on Social Determinants
of Health. These are income, wealth, education, occupation, ethnicity/race/indigeneity, gender, area of living
(urban/rural), refugee/immigrant status, religious and
political beliefs, and sexual orientation [43]. However,
WHO does not seem to have adopted these domains in
any further normative guidance.

Universalism, selectivism, and the distribution
of care
The idea of prioritising certain sociodemographic groups
represents a marked departure from Beveridgean ‘general universalism’ – an impartial approach to welfare that
does not take need into account when distributing social
benefits. In Beveridge’s original – pointedly egalitarian—
vision for the British NHS, everyone would be eligible
and everyone would receive the same service, irrespective of sociodemographic characteristics, means, or need
[45–47].
Systems based on the related principle of ‘specific universalism’ also seek to be impartial in the distribution of
benefits, but they recognise that some social groups face
barriers. In response, benefits are distributed within a
framework of extending social rights, such as the right to
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health, as a way of ensuring that that services are genuinely available to all [48].
Carey, Crammond and De Leeuw have noted that
both forms of universalism tend to conflate equality with
equity, commonly leading to situations where those on
the margins of society do not actually have their needs
met [47]. As such, many governments have introduced
elements of ‘selectivism’ to target the provision of services according to need across the social gradient.
The WHO report discussed above advocates for what
is known as ‘positive selectivism’ – using membership
of a social group to determine access, irrespective of the
unique needs of individuals within those groups [43]. An
alternative approach is ‘negative selectivism’ which uses
means-testing to target individuals, irrespective of their
sociodemographic characteristics [49]. Perhaps counterintuitively, negative selectivism has been repeatedly
associated with poor outcomes, summarised by FrancisOliveiero as “stigmatisation, increased social distance
between recipients and non-recipients, administrative cost for means-testing, and also misclassifications,
under-coverages and leakages” [50].

Proportionate universalism
Aiming to find a balance between universalism and selectivism, Théda Skocpol proposed ‘targeted universalism’
in the early 1990s [51]. Her approach resonates with the
‘weighted priority’ form of prioritarianism that emerged
in the late 1990s, and shifted from exclusively focusing
on the worst-off towards distributing benefits to all, in
accordance with baseline wellbeing [52, 53]. These ideas
were adopted and adapted for public health by Michael
Marmot who advocated for ‘proportionate universalism’
in his 2010 report Fair Society, Healthy Lives [1]. Proportionate universalism combines positive selectivism with
universalist principles of equality and fairness; seeking
to provide services to all, with additional resources provided to members of specific groups in order to offset the
structural challenges that they face: “actions should be
universal, but with an intensity and a scale that is proportionate to the level of disadvantage.” [1].
Francis-Oliviero and colleagues note that this definition leaves scope for broad interpretation, citing examples of single interventions with graded intensities; single
interventions designed to disproportionately impact disadvantages groups; and the provision of different intervention for different groups [50]. Similarly, Benach and
colleagues have argued that the essence of proportionate universalism is that “benefit increases through the
gradient and the gap between socio-economic groups
is reduced” [54]. However this definition and Marmot’s
both leave room for inequalities to persist indefinitely,
as long as they are continually narrowing. In contrast,
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‘health for all’ seems to demand a closure of inequalities,
manifest in the full realisation of health for every person.

Application today
All UN member states have committed to achieving
UHC by 2030 – guaranteeing access to quality essential
health-care services for all [55]. This takes a Rawlsian
input-based approach – guaranteeing that individuals
receive comprehensive services but making no promises about the resultant distribution of health outcomes.
No country has- or is likely to fully deliver UHC [56,
57] and gaping inequalities in life expectancy and other
health outcomes remain within and between all countries
[58–60]. As additional health services and financial protection schemes are rolled out, priority should be given
to closing these unjust gaps. Proportionate universalism
encourages health system leaders to deliver the greatest
benefit for worst-off groups, whilst aiming to improve
outcomes for all groups.
Any progress in this sphere is predicated on the collection and analysis of sociodemographic data so that
managers can identify groups at the highest risk of being
left behind. In their recent review, Francis-Oliviero et al.
found very few examples or operational models that have
successfully achieved proportionate universalism in service delivery [50]. More work is needed to develop and
test routine approaches within healthcare.
Alongside this work, it is important to note that UHC
focuses on service delivery rather than capabilities or
seeking to influence unjust social norms and structures.
We know that the social determinants of health are
much more important in determining health outcomes
than healthcare services, however the kind of whole-ofsociety ‘health in all policies’ approaches that grapple
with underlying unjust social structures – central to the
Health For All by 2000 programme and the Alma-Ata
and Astana Declarations—remain a fringe interest rather
than a core priority for most people working in the field
of health [61, 62]. Those of us who work on health inequalities should be seeking to influence the macro-level
social structures that compound and perpetuate disadvantage, rather than simply tinkering with the health
manifestations at the fringes.
The challenge of advancing UHC should be viewed
primarily through a political lens, as it deals with power,
influence, and the distribution of finite resources. In
Nicomachean Ethics Aristotle argued that we should
seek to participate in the political sphere and that politics is the higher form of ethics. This sentiment has
been echoed by Ghilardi and colleagues who called for
health workers and researchers become more politically and socially engaged as a core element of their
work [63]. Virchow famously asserted that “medicine is a
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social science” whose practitioners are obligated to work
with politicians in order to address the core drivers of ill
health [64]. Many see political activism as lying beyond
the purview of medicine [65]. Mahler acknowledged that
the real work of advancing health for all is not a neat biomedical and managerial exercise, but a “complex, often
messy process involving the interplay of physical, social,
economic, and political variables” [13].

Conclusion
WHO’s mandate of delivering health for all rests primarily on philosophical foundations; in an egalitarian belief
that all humans have equal value, and that advancing
care is a matter of justice. Whilst Mahler was alive to
the prioritarian moral imperative driving the organisation’s work, seeking “a more equitable distribution of
resources for health…in keeping with the principles of
paying greater attention to the underprivileged” [40], the
rationale underlying much of the WHO’s current work is
framed in sufficientist, economic and technocratic terms.
These appeals to nation enlightened self-interest reflect
the prevailing nationalistic geopolitical zeitgeist, however
WHO may gain additional traction in exploiting the philosophical foundations of its work, akin to the very successful rights-based calls for action on HIV [66].
Mahler used WHO’s mandate and voice to “focus
world attention on health inequities” [67]. Framing UHC
as a robust form of redistributive justice and putting
more emphasis on the ethics of inaction may put additional pressure on politicians. WHO cannot escape the
normative role that it plays, and should consider leaning
into this space with the establishment of a ethics standing
committee. There is precedent: an in-house ethicists was
appointed in 1999 [68], and various task-and-finish consultive groups have been convened, including the aforementioned group for equity and UHC [43].
Approaches to delivering UHC are increasingly
grounded in proportionate universalism, recognising that
greater effort is required to optimise the health of marginalised groups. Whilst proportionate universalism is
conceptually powerful, it has proven difficult to operationalise. There is a need for real-life models that provide
graded levels of provision according to need. This will
also translate into financing and provider payment systems that account for the effort involved in overcoming
barriers to deliver care for marginalised groups.
An important first step is ensuring that our health systems adequately monitor and quantify the characteristics
that are associated with poor outcomes. There are examples of nascent health service delivery approaches that
aim to use such data to deliver proportionate universalism, but research is required to understand whether they
achieve the stated aims of closing gaps whilst improving

Page 5 of 7

health outcomes for all. Finally, whilst it is vital that we
develop health systems that account for and address inequalities, we must not fall into the trap of focusing wholly
on downstream ‘cure’. We must seek to remedy unjust
social structures through political engagement alongside
targeted practical support.
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