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ABSTRACT This critical and propositional essay aims to reframe the role of health inequality indicators
within the policy cycle of formulation, monitoring, evaluation, and auditing of public health policies, arguing
that such indicators should be understood as core instruments of substantive auditing and democratic
accountability. The method consists of a conceptual and normative analysis grounded in a critical review
of national and international literature on health inequalities, public policy evaluation, and distributive
justice, complemented by strategically selected empirical evidence for illustrative purposes. It argues
that evaluations predominantly based on average indicators tend to produce institutional blindness to
persistent inequalities, thereby limiting the capacity of the State to identify distributive failures and to
guide redistributive corrective action. It further argues that the systematic incorporation of inequality
indicators into auditing processes enables a shift from procedural control toward an equity-oriented ap-
proach focused on policy improvement and the generation of public value. The conclusion emphasizes
that, in contexts marked by structural inequalities and low social mobility, the absence of such indica-
tors in auditing systems constitutes a significant institutional limitation, supporting their adoption as a
substantive criterion of quality in public health policy evaluation.

KEYWORDS Health auditing. Health equity. Health evaluation. Public policies. Health systems.

RESUMO Este ensaio critico-propositivo tem como objetivo requalificar o papel dos indicadores de iniquidade
no ciclo de formulagdo, monitoramento, avaliag¢do e auditoria das politicas publicas de satide, argumentando
que tais indicadores devem ser compreendidos como instrumentos centrais de auditoria substantiva e de
responsabilizacdo democrdtica. O método empregado consiste em uma andlise conceitual e normativa, apoiada
em revisdo critica da literatura nacional e internacional sobre desigualdades em satide, avaliac¢do de politicas
publicas e justica distributiva, complementada por evidéncias empiricas selecionadas estrategicamente para
fins ilustrativos. Sustenta-se que avaliagdes baseadas predominantemente em indicadores médios tendem
a produzir cegueira institucional diante de desigualdades persistentes, limitando a capacidade do Estado
de identificar falhas distributivas e orientar correcdes redistributivas. Argumenta-se que a incorpora¢do
sistemdtica de indicadores de iniquidade nos processos de auditoria permite deslocar o enfoque do controle
procedimental para uma l6gica orientada a equidade, @ melhoria das politicas e a geragdo de valor publico.
Conclui-se que, em contextos marcados por desigualdades estruturais e baixa mobilidade social, a auséncia
desses indicadores nos sistemas de auditoria representa uma limitag¢do institucional relevante, reforcando a
necessidade de sua ado¢do como critério substantivo de qualidade na avaliagdo das politicas publicas de satide.

PALAVRAS-CHAVE Auditoria em satide. Equidade em satide. Avaliagdo em saiide. Politicas puiblicas.
Sistemas de saude.
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Introduction

The discussion on health inequities has
become central to contemporary academic and
policy debates. While scientific and techno-
logical advances over recent decades have led
to major gains in medicine, disease prevention,
and life expectancy, these benefits have not
been distributed evenly across social groups.
International literature shows that health in-
equalities are not simply the result of biological
differences or individual choices, but rather of
social, political, and economic structures that
restrict access to essential goods and services
for certain population groups™3.

In Brazil, the 1988 Federal Constitution es-
tablished health as a universal right and a duty
of the State, laying the foundations for one of
the most comprehensive public health systems
in the world: the Unified Health System (SUS).
Its principles of universality, comprehensive-
ness, and equity are not only normative guide-
lines but also ethical commitments to social
justice. However, a substantial gap remains
between the legal framework and everyday
reality. Persistent and systematic differences
continue to be observed in access to health
services, in the quality of care received, and
in health outcomes, particularly along lines
of race/color, gender, income, education, and
place of residence?.

Against this backdrop, health inequity indi-
cators play a crucial role, as they make it pos-
sible to identify disparities, measure persistent
inequalities, and assess the effectiveness of
public policies. Beyond their technical func-
tion, they also serve as political tools, making
visible what might otherwise remain hidden
or taken for granted. Through them, policy-
makers and researchers can build situational
diagnoses, set priorities, monitor implementa-
tion processes, and evaluate policy impacts.

This essay discusses the use of inequity
indicators within the public policy cycle,
focusing on their conceptual foundations,
their relevance in contexts of structural in-
equality, their connection to the idea of policy

2/15 SAUDE DEBATE | RIO DE JANEIRO, V. 50, N. Especial 3, e11499, JUN 2026

complementarity, and their application in the
design, implementation, and evaluation of
strategies aimed at reducing health inequali-
ties. In Brazil, health auditing has largely fol-
lowed a procedural and aggregate-oriented
paradigm, in which compliance with rules,
financial execution, and aggregate indica-
tors are treated as proxies for effectiveness.
Within this model, equity tends to appear, at
most, as a rhetorical element or secondary
variable rather than a substantive criterion for
evaluating public policy. This essay directly
challenges that paradigm. It also argues that
health auditing must incorporate analytical
tools capable of assessing how policy outcomes
are distributed across social groups, rather
than focusing solely on formal compliance or
aggregate indicators.

This is therefore a critical and propositional
essay. Its aim is not to present new empiri-
cal findings, but to reframe the role of ineq-
uity indicators within the public policy cycle,
situating them within the fields of auditing,
evaluation, and accountability in the SUS. Its
central argument is that, in contexts of struc-
tural inequality and low social mobility such as
Brazil, inequity indicators should not be treated
merely as descriptive or supplementary mea-
sures. Instead, they should be understood as
central political and institutional tools for the
democratic auditing of public policies. They
can help reveal persistent distributive failures,
guide corrective redistribution, and expose the
State’s operational limits in advancing equity.
By linking conceptual foundations, accumu-
lated empirical evidence, and debates on policy
complementarity, this essay seeks to address a
gap in the national literature by connecting the
measurement of inequities with institutional
discussions on evaluation, oversight, and policy
improvement within the SUS.

Methodological approach

This manuscript is conceived as a critical-
propositional essay of a conceptual, normative,



and applied nature, aimed at requalifying the
role of inequity indicators within the policy
cycle of formulation, monitoring, evaluation,
and auditing of public health policies. To this
end, it draws on three bodies of sources: con-
ceptual and theoretical literature on equity,
health inequalities, distributive justice, and
public policy evaluation; normative and insti-
tutional documents relevant to the debate on
governance, monitoring, and accountability
within the Unified Health System (SUS); and
selected empirical evidence used for illus-
trative purposes, rather than exhaustively,
intended to show how different measurement
choices lead to substantially different inter-
pretations of policy performance.

The selection of empirical evidence was
guided by analytical relevance and its use-
fulness in advancing the argument. Priority
was given to studies directly engaging with
SUS, primary health care, redistributive
policy evaluation, or the measurement of
social health inequalities, without aiming at
systematic coverage of the literature. Where
possible, preference was given to method-
ologically robust studies with clear design,
public policy relevance, and the capacity to
illustrate contrasts between average indica-
tors and inequity-sensitive measures. This
approach carries explicit limitations: rather
than seeking exhaustiveness, the essay focuses
on developing a theoretically grounded and
institutionally oriented argument on the role
of these indicators in strengthening the quality
of public policy.

Public policies as
instruments for reducing
inequities

Public policymaking is intrinsically linked
to the pursuit of social justice. Historically,
the modern state has assumed responsibil-
ity for intervening in strategic areas such as
health, education, labor, and housing, precisely
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because it has been recognized that markets
and the spontaneous dynamics of society are
not sufficient to ensure equality of opportunity
or outcomes?®.

In the health sector, this commitment
becomes even more critical, as the very notion
of the right to life and well-being depends on
guaranteeing minimum conditions for univer-
sal and equitable access. Brazil’s experience
with the Unified Health System (SUS) is a
prime example. Since its establishment, it has
sought to overcome fragmentation between
those with access to private health insurance
and those who rely on under-resourced public
services. The Family Health Strategy (FHS),
launched in the 1990s, is a concrete example
of a policy designed to reduce regional and
socioeconomic inequalities by expanding
primary care coverage, particularly in areas
of high vulnerabilitys®.

Nevertheless, public policies are not
neutral: they reflect power relations, ideo-
logical disputes, and political priorities.
Thus, although they can serve as instru-
ments for reducing inequalities, they may
also reinforce them when poorly designed or
insufficiently implemented. Highly targeted
programs, for example, may generate stigma
or exclude segments of the vulnerable popu-
lation. Similarly, universal policies without
compensatory mechanisms may reproduce
pre-existing inequalities, disproportionately
benefiting those already in more advantaged
conditions. In this sense, equity should be
understood as a normative principle that
guides the design, implementation, and
evaluation of public policies.

Structural inequalities and
inequities

The debate on health inequalities requires
distinguishing three key concepts: difference,
inequality, and inequity. Differences may be
merely descriptive and do not necessarily
imply injustice, such as the prevalence of

SAUDE DEBATE | RIO DE JANEIRO, V. 50, N. Especial 3, e11499, JUN 2026

3/15



Guimaraes RM

certain diseases across different age groups.
Inequalities refer to systematic variations
between groups, often associated with social
determinants. However, when such inequali-
ties are avoidable, unnecessary, and unjust,
they constitute inequities?.

Structural inequalities, in turn, stem from
long-standing historical and institutional
processes that shape life opportunities and
access to resources. In Brazil, slavery—abol-
ished only in 1888—left a legacy of marginal-
ization of the Black population, perpetuated
through unequal access to land, education,
and employment. This legacy still manifests
today in health indicators: maternal mortality
is significantly higher among Black women,
and the life expectancy of Black and Pardo
populations is, on average, three years lower
than that of White populations2.

Similarly, structural sexism maintains bar-
riers to women’s full participation in society.
Although women have, on average, higher educa-
tional attainment than men, they still earn lower
wages and shoulder most unpaid domestic work.
These conditions affect their physical and mental
health and limit access to specialized sexual and
reproductive health services.

Structural racism and structural sexism,
therefore, are contemporary expressions of
historical inequalities that, when translated
into unjust differences in health, constitute
inequities. This underscores the need for
equity-oriented public policies capable of
dismantling structural patterns of exclusion.

Social mobility and the
Brazilian case

The report ‘A Broken Social Elevator?’, pub-
lished by the Organization for Economic
Cooperation and Development (OECD)?®,
found that, on average across member coun-
tries, it would take five generations for an
individual born into a low-income family to
reach the national average income. In Brazil,
this figure is almost double: 9.8 generations.
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This finding is, in itself, highly revealing. It
indicates that social mobility in the country is
extremely constrained, meaning that inequali-
ties are transmitted from one generation to
the next with little possibility of short-term
reversal. From a historical perspective, this
helps explain why Brazil, more than a century
after the abolition of slavery, continues to face
deeply entrenched structural racism. Likewise,
it accounts for the persistence of structural
sexism and the gender gap, as profound cul-
tural and institutional transformations require
long time horizons.

Thus, simply relying on the ‘natural course’
of social mobility is not enough to overcome in-
equalities. Without decisive state intervention,
inequities perpetuate and may even worsen.
This context underscores the central role of
public policies as instruments for accelerating
social transformation, thereby reducing the
generational lag required for upward social
mobility.

Policy complementarity

Given the slow pace of social mobility, policy
complementarity emerges as an essential strat-
egy. Public policies should not be viewed as
isolated actions, but as interconnected compo-
nents of a broader system aimed at promoting
equity. In the short term, targeted policies can
address immediate distortions. Vaccination
programs, expanded primary care coverage,
and food subsidy initiatives can reduce acute
inequalities within a few years. In the medium
term, consolidated sectoral policies—such as
the expansion of primary education, univer-
sal access to sanitation, and the scaling up of
family health programs—create conditions for
these gains to be sustained. In the long term,
structural policies aimed at income redistribu-
tion, gender equality, and anti-racism address
the deep-rooted drivers of inequality.

Policy complementarity lies precisely in the
articulation of interventions operating across
different time horizons. While some policies



address the most urgent symptoms, others act
on structural determinants. This alignment
of temporal horizons and target populations
ensures that social transformation, although
gradual, is consistent and enduring. In the
health sector, complementarity is expressed
through the integration of policies such as
Brazil’s FHS, women’s and child health pro-
grams, sanitation policies, and food security
initiatives, all guided by the principle of equity.

Inequity indicators:
Definitions, measurement,
and uses in public policy

Choosing appropriate indicators to assess
health inequities is a central issue in contem-
porary public policy evaluation. The literature
identifies several analytical approaches, in-
cluding absolute and relative measures that
compare differences between groups; concen-
tration indices that capture inequality across
the socioeconomic distribution; composite
and multidimensional indices that integrate
multiple dimensions into a single measure;
and quality-of-life indicators that reflect the
individuals’ lived experience of health. No
single metric can fully capture the complex-
ity of health inequities. For this reason, a
combination of complementary indicators is
typically required. Each of these approaches
is discussed in detail below.

Absolute measures

Absolute measures are essential because they
quantify differences in the actual units of the
health outcome. In other words, they indicate
how many additional cases of an event occur in
disadvantaged groups compared to advantaged
groups, without standardization. This feature
gives these measures particular communica-
tive value for policymakers, as they translate
inequality into absolute numbers of deaths,
medical visits, or preventable events.

The use of health inequity indicators for policy formulation, monitoring, and evaluation

The Absolute Difference (AD) is the sim-
plest form. It requires only two inputs: (i)
the rate or proportion of a health outcome in
a disadvantaged group (for example, infant
mortality among mothers with no formal
education), and (ii) the corresponding rate
in the advantaged group (such as mothers
with higher education). The calculation is a
simple subtraction. Its interpretation is con-
crete: it indicates how many cases or deaths
could be avoided if disadvantaged groups
experienced the same health outcomes as
advantaged groups. However, its simplicity
is also a limitation, as it does not capture the
full socioeconomic gradient and is sensitive
to changes in the overall level of the outcome;
when overall rates decline, absolute differ-
ences may appear small even when systematic
inequalities persist'0-13,

The Slope Index of Inequality (SII) extends
this approach by incorporating the entire so-
cioeconomic distribution. It is constructed
in three steps: (i) the population is ranked
and divided into quintiles or deciles based
on a socioeconomic status variable (income,
education, or a deprivation index); (ii) each
group is assigned a relative rank between 0
and 1 (ridit scores); and (iii) a weighted re-
gression model is fitted in which the health
outcome is the dependent variable and relative
socioeconomic position is the predictor. The
resulting coefficient represents the AD in the
outcome between the bottom and top of the
socioeconomic hierarchy. The SII captures
the full social gradient and is useful for lon-
gitudinal comparisons. However, it requires
high-quality stratified data and assumes a
linear relationship across the socioeconomic
gradient, which may not hold in more complex
settings'415.

Relative measures

Relative measures express inequality as a pro-
portional ratio between groups. This approach
helps to capture not only how many additional
cases occur among disadvantaged populations,
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but also how much higher the risk or occur-
rence is compared with advantaged groups.

The Rate Ratio (RR) is the most basic
measure. It is calculated by dividing the event
rate in disadvantaged groups by the corre-
sponding rate in advantaged groups. Because
its scale is proportional, the RR is particularly
useful for international comparisons, where
average outcome levels may differ. It requires
the same variables as the AD, but the resultis
interpreted as a multiplier. Its main strength
lies in the clarity of relative risk: for example,
people experiencing homelessness may face a
20-fold higher risk of tuberculosis. However,
the RR does not capture the intermediate
socioeconomic gradient and can exaggerate
disparities when the baseline rate is very low,
inflating the ratio'e17,

The Relative Index of Inequality (RII) is
the relative counterpart to the Slope Index of
Inequality (SIT). It uses the same procedure
for stratification, assignment of relative posi-
tions, and weighted regression, but applies a
logarithmic transformation to the outcome
variable so that the coefficient represents a
ratio between the extremes of the hierarchy.
An RII of 2, for example, indicates that the
most advantaged group has health conditions
twice as favorable as those of the most disad-
vantaged group, taking the entire social gradi-
entinto account. Its primary strength lies in its
comparability over time and across contexts,
even when average rates differ substantially.
However, its interpretation is less intuitive for
policymakers and requires additional technical
translation0-1214,

Concentration indices

Concentration indices offer a more refined
view of inequality by measuring how health
outcomes are distributed across the entire
socioeconomic hierarchy, rather than focusing
only on differences between two extremes.
The Gini Index, a classic measure in eco-
nomics, can be adapted for use in health
research. It is based on the Lorenz curve,
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which relates the cumulative share of the
population—ranked by income, education,
or deprivation—to the cumulative share of a
health outcome. The Gini value ranges from
0 (perfect equality) to 1 (maximum inequal-
ity). Its construction relies on two elements:
socioeconomic position and the cumulative
distribution of the health outcome. A key
strength of the Gini Index is its wide inter-
national use and comparability, making it a
powerful communication tool. Nevertheless,
it is relatively insensitive to variations at the
extremes of the distribution and may be un-
suitable for bounded or binary outcomes, such
as vaccination coverage8-20,

O Concentration Index (CI), por sua vez,
mede a covariincia entre o desfecho de satide
e a posicéo relativa na distribuico de status
socioecondmico, normalizada pela média
do desfecho. Um CI positivo indica concen-
tracio entre ricos; negativo, concentracio
entre pobres. Ele combina trés elementos:
i) o desfecho em saude, ii) a posicéo relativa
na hierarquia, e iii) pesos populacionais.
Sua potencialidade reside em fornecer nio
apenas a magnitude, mas também a direcéo
da desigualdade, além de permitir decom-
posicdo para identificar contribuicdes de
determinantes especificos. Sua limitacio estd
na aplicacéio a variaveis bindrias ou limita-
das, que distorcem o resultado. Nesse caso,
recomenda-se o uso de versdes corrigidas,
como o indice de Erreygers. Revisdes recentes
destacam que pesquisadores devem explici-
tar qual versdo do CI utilizam para garantir
comparabilidade?"22,

Composite and multidimensional
indices

Health inequalities are rarely unidimension-
al; they combine simultaneous deprivations
in education, income, housing, and access
to services. In this context, composite and
multidimensional indices are particularly
valuable because they capture overlapping
vulnerabilities.



The Theil Index and the Atkinson Index
are derived from information theory and the
economics of inequality and are especially
sensitive to dispersion at the extremes of
the distribution. Both allow inequality to
be broken down into intra-group and inter-
group components and incorporate norma-
tive parameters of inequality aversion, which
provides interpretive flexibility. In applied
contexts, the Multidimensional Poverty Index
(MPI)—developed by the Oxford Poverty and
Human Development Initiative (OPHI) and
the United Nations Development Program
(UNDP)—combines ten indicators grouped
into three dimensions: health (child mortality
and nutrition), education (years of schooling
and school attendance), and living condi-
tions (access to water, sanitation, electricity,
cooking fuel, housing, and household assets).
Under its aggregation rule, individuals are
classified as poor if they are deprived in at
least one-third of these indicators. Its main
strength lies in identifying ‘acute’ poverty and
overlapping deprivations, thereby informing
intersectoral policies. Its limitations stem
from normative choices regarding weights
and cutoff points23:24,

In Brazil, the Social Vulnerability Index
(IVS), developed by the Institute for Applied
Economic Research (IPEA), and the Brazilian
Deprivation Index (IBP), developed by the
Center for Data and Knowledge Integration
for Health at the Oswaldo Cruz Foundation
(CIDACS-FIOCRUZ), are relevant examples.
The IVS combines indicators of income, edu-
cation, and urban conditions to measure vul-
nerability at the municipal level. The IBP, in
turn, is based on census data and integrates
education, income, and housing characteristics
to capture territorial deprivation. Both allow
the spatial stratification of health inequalities.
Their strengths include more precise guidance
for local policymaking and the identification
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of critical areas. Their limitations include reli-
ance on census data, infrequent updating, and
sensitivity to methodological choices?5:26.

From a health auditing perspective, these
metrics are particularly important because
they identify not only average performance
gaps but also systematic patterns of exclu-
sion that tend to be overlooked by traditional
evaluations based on aggregated coverage.
The absence of such indicators from routine
evaluation and audit processes within the SUS
contributes to the normalization of persistent
inequalities, even under formally universal
policies. Table 1 presents health inequality
measures, while table 2 describes composite
indices of context, vulnerability, and quality of
life. Operationally, incorporating these indica-
tors into health auditing requires at least four
shifts: the systematic inclusion of stratification
by race/skin color, income, education, sex/
gender, and territory in routine monitoring
dashboards; the combined use of absolute and
relative measures to avoid partial interpreta-
tions of performance; the definition of accept-
ability parameters for persistent inequalities,
so that equity moves from an abstract principle
to an explicit evaluative benchmark; and the
linkage of audit findings to corrective rec-
ommendations aimed at redistribution and
the prioritization of historically vulnerable
groups. From this perspective, auditing is not
limited to verifying regulatory compliance or
procedural execution, but involves assessing
whether a policy produces, reduces, or re-
produces unjust patterns in the distribution
of health opportunities and outcomes. The
purpose of these indicators, therefore, is not
to penalize managers for adverse structural
contexts but to make systematic inequalities
visible and to inform redistributive decisions,
programmatic priorities, and substantive audit
processes.
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Table 1. Comparative overview of health inequality measures

What it Example of use in
Indicator Definition Formula / Calculation measures Advantages Limitations policies
Absolute Direct subtraction DA =Y_pobre — Y_rico Real (absolute)  Simple, intuitive, ~ Does not reflect Infant mortality by ma-
Rate Differ- between rates in difference easy to commu-  proportional inequality  ternal educational attain-
ence (ARD) different social between ex- nicate. and may appear small  ment in Brazil.
groups. tremes. when rates are low
Slope Index Absolute gradient  Regression: Absolute differ-  Captures the Requires robust Reduction in the SlI for
of Inequality  of inequality con- ~ Y; = a + BRy; SIT = (B) ence between  social gradient;  socioeconomic infant mortality associ-
[SD) sidering the entire socioeconomic  comparable stratification; technical  ated with the Family
socioeconomic extremes, over time. interpretation. Health Strategy (FHS).
distribution. adjusted for the
distribution.
Relative Dif- Ratio of rates RT = % How much Intuitive; useful Overestimates in- Racial inequality in ma-
ference (Rate  between different e higher (or for international  equality in low-prev- ternal mortality (Black/
Ratio, RR) groups. lower) the risk comparisons. alence settings; does White women).

Relative Index
of Inequality
RID

Gini Index

Lorenz Curve
applied to
health

Concentra-
tion Index

(@)

Theil Index

Atkinson
Index

Gradiente relativo
de desigualdade
considerando toda
a distribuicao.

Classic measure
of inequality, ap-
plied to health.

Graphical rep-
resentation of

the cumulative
distribution of a
resource/outcome
in relation to the
population.

Measures health
inequality across
the socioeconom-
ic distribution.

Entropy-based
measure applied
to inequality.

Measures
inequality by
considering the in-
equality aversion
parameter (g).

Log-linear regression:

log(Y;) = o + BR;; RIL = exp(p)

G=1-2[ L(p)dp

Graphical plot (cumulative

proportion of the population

x cumulative proportion of
the resource).

CI = 2Cov(Y,R)

T

isin one group
compared with
the other.

Relative ratio
between the
extremes of the
distribution.

Degree of
inequality in the
distribution of
aresource or
outcome.

Intuitive visual-
ization of pro-
rich or pro-poor
concentration.

Pro-rich con-
centration (CI >
0) or pro-poor
concentration
(CI<0).

Distributive
inequalities,
sensitive to
extremes.

Degree of
inequality
adjusted by the
social value
assigned to the
poorest groups.

Uses the entire
distribution;
allows com-
parisons over
time and across
countries.

Widely known;
internationally
comparable.

Easy to interpret
graphically.

Robust sum-
mary measure;
allows decom-
position by
determinants.

Allows decom-
position within
and between
groups.

Flexible; incor-
porates norma-
tive values.

not use the intermedi-
ate distribution.

Less intuitive interpre-
tation; requires statis-
tical modeling.

Less sensitive to
extremes; originally
designed for income.

Does not provide

a single metric; it

depends on visual
interpretation.

Requires corrections
for binary variables
(Erreygers/Wagstaff).

Technical complexity;
rarely used directly in
health.

Requires an arbitrary
choice of g difficult to
communicate.

Reduction in the Rl in
oral health following poli-
cies to expand access.

Unequal distribution of
private health insurance
plans in Brazil.

Visualization of vaccina-
tion coverage by income
quintiles.

Cl of the use of medical
consultations in Brazil
(1998-2019).

Evaluation of regional
inequality in life expec-
tancy.

Simulations of redistribu-
tive health policies.

Source: Authors' elaboration.
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Table 2. Comparative overview of composite indices of context/vulnerability and quality of life

Indicator

Multidimen-
sional Poverty
Index (MPI)

Disaggregated
Human Devel-
opment Index
(HDD

Brazilian De-
privation Index
(BDD

Social Vulner-
ability Index
SV

EQ-5D-3L

WHOQoL

Definition

Measures simultane-
ous deprivations in
health, education, and
living conditions.

Measures develop-
ment across three
dimensions: longev-
ity, education, and
income.

National index for
measuring socioeco-
nomic deprivation at
the municipal level.

IPEA composite index
measuring vulner-
ability in infrastructure,
human capital, and
income.

Standardized instru-
ment for assessing
health-related quality
of life.

WHO instrument for
assessing quality of life
across four domains
(physical, psychologi-
cal, social, and envi-
ronmental).

Formula / Calculation

MPI = proportion of deprived
people x average intensity of
deprivations.

IDH = (Ivida*Ieduc*Irenda) s

Constructed from census data
(income, education, sanita-
tion, etc.).

Composed of standardized
secondary indicators.

Scale covering five dimen-
sions (mobility, self-care,
usual activities, pain, anxiety)
+ VAS.

Questionnaire with standard-
ized scores.

What it mea- Advantages Limitations
sures
Multidimen- Shows the Requires multiple
sionality of accumulation  datasets; complex
poverty/ineq-  of depriva- calculation.
uity. tions; useful

for broad

diagnostic as-

sessments.
Territorial Widely recog-  Does not capture
differences in nized; globally  intra-municipal in-
development. comparable. equalities; limited to

averages.

Territorial Specific to Dependent on census
vulnerability. the Brazilian updates; limited use

context. outside Brazil.
Multidimen- Allows map- Does not directly
sional social ping of vulner-  capture health out-
vulnerability. able territo- comes.

ries; useful for

local policies.
Subjective Internationally  Requires primary data
differences comparable; collection; less com-
in quality of captures sub-  monly used in routine
life between jective dimen-  policy practice.
groups. sions.
Subjective Comprehen- Lengthy; requires
experience of sive; recog- structured administra-
health. nized by the tion.

WHO.

Example of use in
policies

Study of multidi-
mensional poverty
in Brazil (IBGE/UN).

Regional disparities
in HDI and health in
Brazil.

Planning the expan-
sion of the Fam-

ily Health Strategy
(FHS) in priority
municipalities.

Assessment of
social vulnerability in
SUS territories.

Assessment of
equity in quality of
life in Brazil (PNS).

Quality-of-life stud-
ies among older
adults in Brazil.

Source: Authors' elaboration.

Empirical evidence on the
use of inequity indicators in
health policy

The empirical evidence synthesized here is not
presented to provide an exhaustive literature
review, but rather to demonstrate how dif-
ferent methodological choices for measuring
inequity yield radically distinct interpreta-
tions of public policy performance, with direct

implications for auditing, monitoring, and
decision-making within the SUS.

The study of health inequities using
both simple and composite indicators has
become an essential tool for understand-
ing the structural inequalities that affect
populations in various contexts. Indicators
such as the SII, the RII, the CI, and other
composite indices make it possible to quan-
tify and track disparities across multiple
dimensions of health, offering a more
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comprehensive picture of the social gradient
of illness. Their use goes beyond measur-
ing differences between extreme groups, as
they incorporate the entire socioeconomic
distribution and reveal nuances that isolated
absolute or proportional measures would
fail to capture.

The practical application of these indica-
tors in empirical studies has highlighted not
only the magnitude of inequities but also the
effectiveness of public policies designed to
reduce them. In Brazil, for instance, several
studies have used the SIT and RII as core
metrics to demonstrate reductions in infant
mortality inequalities and healthcare access
following the expansion of the FHS. Other
studies, drawing on the CI, have revealed
persistent racial and regional disparities in
maternal mortality and access to reproductive
care. In addition, international experiences
reinforce the usefulness of these indicators for
monitoring redistributive policies, evaluating
universal healthcare systems, and identifying
critical areas of vulnerability.

Analyzing inequities through these indica-
tors is more than just a methodological ex-
ercise—it is a strategy for decision-making.
Rigorous measurement of health inequalities
provides robust evidence that helps policy-
makers formulate more equitable policies,
guides resource allocation, and supports public
accountability. In this sense, the empirical
studies summarized here illustrate how differ-
ent contexts and methodological choices have
contributed to a deeper understanding of the
role of inequality in shaping health outcomes.

An in-depth analysis of these case studies
reveals not only isolated trends but, above all,
structural lessons of great relevance for the
design, implementation, and evaluation of
health policies. Inequity indicators are vital for
this process because they make visible patterns
that average data often conceal. Without their
systematic use, apparent achievements—such
as increases in average medical appointment
coverage, the expansion of preventive pro-
cedures, or rising vaccination rates—might
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be celebrated as unequivocal progress, even
while masking the persistence, or worsening
inequalities between social groups. In this
way, inequity indicators function as critical
lenses, exposing the gap between the rhetoric
of universality and the reality of disparities in
access to and outcomes of health care?’.

From this perspective, it is clear that univer-
sal redistributive policies play a demonstrably
effective role in reducing relative inequali-
ties. The experience of the SUS, particularly
through the ESF and the expansion of oral
health care, stands as a paradigmatic example
in Brazil: by prioritizing vulnerable territories
and historically excluded groups, these policies
succeeded, within a relatively short period, in
reducing disparities in health service utiliza-
tion28-31, At the international level, the trajec-
tory of the Scandinavian countries, widely
recognized for their equity-oriented welfare
arrangements, confirms this logic, showing
that combining universality, comprehensive
care, and distributive justice can structurally
alter patterns of health inequality32.

It must be acknowledged, however, that
absolute inequalities prove far more resistant
to the impact of social policies. Even when
relative disparities decline, concrete and
tangible gaps between rich and poor remain
high and, in many cases, unacceptable from
a social justice standpoint. Compelling ex-
amples of this phenomenon can be found in
Brazil: hospitalizations for Ambulatory Care
Sensitive Conditions (ACSCs) remain sig-
nificantly higher among the most vulnerable
populations, and edentulism—a marker of ex-
clusion and of longstanding failures in access
to preventive dental care—remains heavily
concentrated among lower socioeconomic
groups3334, These findings show that relative
equalization is not enough; addressing per-
sistent absolute inequalities requires policies
with greater redistributive policies sustained
by massive and long-term investment.

Another insight emerging from these case
studies is that setbacks are not only possible
but often swift and devastating. The recent



decline in vaccination coverage in Brazil illus-
trates how achievements that took decades to
consolidate can be reversed within a few years,
particularly in contexts marked by policy dis-
continuity, weakened health governance, and
the spread of disinformation35-37, A similar
situation was observed in the United States,
where long-standing racial inequalities were
exacerbated during the COVID-19 pandemic,
resulting in disproportionately higher mor-
bidity and mortality rates among Black and
Hispanic populations383°, These examples
underscore that equity is not a permanent
achievement, but rather an ethical and political
horizon that requires continuous maintenance,
institutional vigilance, and renewed social
commitment.

Ultimately, the persistence of structural
inequalities unequivocally underscores the
need for complementary and intersectoral
policies. No single indicator offers a magical
or definitive answer; rather, indicators serve as
warning signals, revealing both the complexity
of the problem and the inadequacy of frag-
mented responses. Reducing health inequities
requires coherent coordination across sectors
such as education, social assistance, housing,
basic sanitation, and employment and income
generation. Only the convergence of these poli-
cies can bring about lasting transformations
capable of addressing the historical roots of
inequality and breaking the intergenerational
cycle of exclusion. The central lesson drawn
from these case studies, therefore, is that the
pursuit of health equity cannot be conceived
as a task confined to the health sector alone; it
must instead be understood as a broad project
of social justice, sustained by complementarity
and synergy among public policies?041,

Taken together, these studies demon-
strate that evaluations based exclusively on
national averages or aggregated indicators
tend to overestimate the success of public
policies. By contrast, inequity indicators
operate as critical audit tools, exposing re-
sidual inequalities, silent regressions, and
redistributive failures that remain invisible

The use of health inequity indicators for policy formulation, monitoring, and evaluation

to conventional monitoring instruments. In
contexts marked by social retrenchment and
the erosion of rights, evaluations grounded
solely in aggregated averages not only lose
analytical sensitivity but may also come to
function as instruments of institutional blind-
ness, failing to detect distributive reversals
until their consequences become socially
irreversible.

Final considerations

The analysis undertaken throughout this essay
supports the argument that health equity is
not merely a technical or operational guide-
line, but a political, ethical, and normative
commitment of the Brazilian State, enshrined
in the 1988 Constitution. However, the path
toward its realization is hindered by structural
obstacles rooted in historical inequalities of
race, gender, class, and territory. The report by
the Organization for Economic Co-operation
and Development9, estimating that Brazil
would require 9.8 generations to achieve full
social mobility, provides an emblematic il-
lustration of this reality: structural change in
the country is slow and may take centuries
to materialize spontaneously. This diagnosis
helps explain the persistence of structural
racism, derived from a slaveholding past, and
structural sexism, which continues to shape
women’s social roles and is reflected in gaps
in health, income, and opportunities.

In a context of extremely limited social
mobility, public policies take on an intergen-
erational corrective role. They function as
mechanisms capable of interrupting, if only
partially, the transmission of disadvantage
from one generation to the next. The concept of
policy complementarity thus becomes central:
health equity cannot be achieved through a
single intervention, but requires the articulation
of multiple policies with varying time horizons.
Short-term policies, such as income transfer
programs and emergency vaccination cam-
paigns, are essential for mitigating immediate
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vulnerabilities. Medium-term policies, such
as the FHS and Brasil Sorridente, consolidate
gains and reduce relative inequalities in access
to basic services. Long-term policies, related to
universal access to quality education, income re-
distribution, and the strengthening of democratic
institutions, address the structural determinants
of health. Tt is the interaction among these tem-
poral horizons that enables slow but consistent
transformation, moving equity from a normative
principle to a lived reality.

Inequity indicators play a strategic role in
this process. Far more than technical metrics,
they function as instruments of social and
political accountability. Absolute measures
(such as the Slope Index of Inequality) quan-
tify real differences between social groups,
including estimates of how many lives could
be saved if all groups reached the level of the
most advantaged. Relative measures (such as
the Relative Index of Inequality) capture the
proportional intensity of disparities across
contexts. Concentration indices (such as the
Concentration Index and the Lorenz Curve
applied to health) map the distribution of
resources and outcomes along the social hi-
erarchy, making visible patterns of selective
advantage. Composite and multidimensional
indices—such as the Multidimensional Poverty
Index, the Social Vulnerability Index, and the
Brazilian Deprivation Index—bring together
multiple dimensions of deprivation, offering
a more comprehensive picture of inequality.

The empirical evidence reinforces this ar-
gument. The expansion of the FHS reduced
pro-rich concentration in access to medical
consultations and narrowed absolute differ-
ences in infant mortality, although regional
inequalities persist. The National Oral Health
Policy achieved meaningful reductions in rela-
tive inequalities, even as absolute disparities
in edentulism remain. Vaccination coverage,
once a marker of equity, has recently declined
in a way that disproportionately affects the
most vulnerable groups—a trend only clearly
identifiable through concentration curves.
Ambulatory Care Sensitive Conditions
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(ACSCs), in turn, continue to reveal the persis-
tence of absolute inequalities despite advances
in primary health care. International cases
from Europe, South Africa, and the United
States further show that progress in reducing
inequalities depends directly on the strength
and continuity of redistributive policies.

Taken together, this body of evidence shows
that health inequity indicators are not merely
monitoring tools, but constitutive elements
of public policy itself. Without them, it is not
possible to set priorities, measure inequalities,
allocate resources effectively, or assess impact.
More importantly, their absence weakens ac-
countability and allows inequalities to remain
politically invisible. Measurement is therefore not
only technical but deeply political, since it makes
visible what is often naturalized or ignored.

Addressing health inequities requires three
essential conditions: first, recognition that
spontaneous social mobility is far too slow to
correct historical inequalities; second, imple-
mentation of complementary public policies
operating across different time horizons to
address both immediate needs and structural
determinants; and third, systematic use of in-
equity indicators for policy design, monitoring,
evaluation, and accountability. Only through
the integration of these elements can progress
be sustained toward a society in which the
right to health is not a privilege for a few, but
a reality for all.

If inequity indicators reveal persistent dis-
tributive failures, then excluding them from audit
processes is, in substantive terms, equivalent to
conducting a flawed audit. Such an audit is not
neutral: it effectively renders inequalities invisible
or implicitly legitimizes them.

In a federal system marked by deep inequal-
ities and sharp differences in state capacity, the
routine and mandatory use of these indicators
is essential to shift auditing away from a pro-
cedural or financial focus toward a substantive
framework grounded in distributive justice,
democratic accountability, and the reduction
of persistent inequalities. This requires the
systematic use of relevant social and territorial



stratifiers, the combined application of abso-
lute and relative measures of inequality, and
the regular public dissemination of results
as a condition for transparency and account-
ability. Without this shift, equity will remain a
rhetorical principle rather than a meaningful
standard for evaluating the quality of public
health policies within the SUS. Ultimately,
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