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Addressing Health Inequalities and Disadvantages for Individuals and Communities 
 
 
 
 
Health is a universal human right. Article 25 (1) of the Human Rights Declaration states: 
“Everyone has the right to a standard of living adequate for the health and well-being of 
himself and of his family, including food, clothing, housing and medical care and necessary 
social services, and the right to security in the event of unemployment, sickness, disability, …” 
(www.un.org) 
According to the World Health Organization, the health of all people is “is a state of complete 
physical, mental and social well-being and not merely the absence of disease or infirmity.”1 
For the practice of social work this definition, which describes a utopia, can serve as a 
guideline, goal or orientation. It cannot claim to be achievable and should be supplemented 
by further descriptions, which take into consideration the context of social work’s fields of 
agency. 
 
Talcott Parsons describes health as the “state of optimum capacity of an individual for the 
effective performance of the roles and tasks for which (s)he has been socialised.” 
The care studies scholar Monika Krohwinkel sees health and illness as dynamic processes, 
the capacities and deficits of which should be used. Reinhard Lay states: “Health means a 
satisfactory development of self-reliance and well-being in the activities of life.”2  
A further definition of health is provided by the social and health studies scholar Klaus 
Hurrelmann: “Health is the state of how a person objectively and subjectively feels, which is 
given when this person is in harmony with their own possibilities and goals in the physical, 
mental and social areas of their development, and with their respectively given external living 
conditions.”3  
Hurrelmann’s definition especially points out several aspects that are relevant to social work, 
and it also raises questions, if the validity of his statements is placed in the context of different 
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framework conditions in different global regions. These questions arise when the seemingly 
neutral term of the “respectively given external living conditions” is related to the real living 
conditions of people in different regions and in different societies. 
 
Living conditions are influenced by ideology and religion, by wealth and poverty, by access to 
resources, by societal systems that are differently marked historically and culturally, by 
gender relations, by the way minorities are dealt with, by exclusion and inclusion, by age, 
sexual orientation, surroundings determined by violence or war, and by many other factors. 
It should also be seen that the influence of the European and North American model of life 
leads to a stronger emphasis on the individual. This does not apply to the same extent in 
other global regions, in which the value of the community, the family, the local society is set 
differently. 
For this reason, health is not a static description. It is mutable – from the medical perspective 
through healing and preventative measures, in social work through interventions at the levels 
of working with individuals, with groups, and in a social context. 
 
Social work – as a human rights profession – can therefore also read these different 
definitions as a list of fundamental risk factors or as a description of tasks. Early pioneers of 
social work recognized the reciprocal effects of personal and social factors of dangers to 
health and developed appropriate approaches to help. 
 
In this context, I would like to mention two outstanding historical personalities, Jane Addams 
and Mary Richmond. In her case work Jane Addams focused on the interplay of case-specific 
causes and the effects of social problems. In her endeavours to provide the individual with the 
most efficient assistance, though, she also developed creative solutions that went beyond the 
individual case in fighting the causes of problems and led to activities at the community level. 
A well known example of this is the following story: 
 
In her infirmary in Chicago there was a massive increase in hygiene-related illnesses, and the 
mortality rate was one of the highest in the city. It was clear to her that a change could only be 
possible, if cleanliness and hygiene were improved in the living spaces of her clientele. She 
succeeded in being named “garbage inspector” by the city administration. She mobilized a 
group of women in the neighbourhood, to whom she explained the connection between filth 
and the risk of illness. These women accompanied her in following the garbage carts all the 
way to the dumps, ensuring along the way that all the garbage was collected from the streets 
and garbage bins. Within a few years the mortality rate sank in her district to one of the lowest 
in the city. 
 
Mary Richmond, whom Addams called a leading figure of the “radicals”, would hardly have 
followed the garbage carts. Her work on further developing assistance for individual cases 
expanded the perspectives and was concentrated on the interplay in the relationship between 
the individual and society. From this she developed as an approach to a solution the demand 
for a structural reform of the welfare system and the state institutions.4  
 
These different approaches still characterize the scope of social work today, even though they 
are considered far less contradictory. Even Jane Addams and Mary Richmond ultimately 
agreed that society and the individual are in constant interaction. For social work as a whole, 
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not only in training, the challenge still exists today of perceiving this duality and integrating it 
in thinking and action. On both sides, in considering the individual and in the understanding of 
social framework conditions, there have been manifold and substantial further developments 
since Richmond and Addams and the early days of professional social work, which have 
altered the spectrum of methods in social work. New theories on personality development had 
a significant influence on case work assistance, just as political events and developments of 
the past century have led to a new understanding of social responsibility and social duties. A 
comparison of the social laws between the beginning of the twentieth century and today in the 
western industrial countries clearly demonstrates the enormous changes. 
 
This historical review makes one thing especially clear: the social work profession emerged 
more than one hundred years ago in a close relationship to health care challenges and in 
complement to medical tasks. The consequences of the First World War in Europe were not 
only millions of deaths, devastating destruction and the collapse of political order. Poverty, 
hunger, symptoms of deficiency, and tuberculosis marked the everyday life of many people. 
In countries like Germany and Austria, the necessity of caring for orphaned children led to the 
emergence of the first state administration in the field of social work and child protection, 
linked with the requisite legislature. The first forms of training were structurally embedded in 
the training for medical professions. The development into a separate profile of the profession 
social worker up to the present took place through an increasing distinction from medical 
professions as well, but not from activities that continue to be an important focal point in the 
context of promoting health. One example of this is the care of people infected with HIV and 
AIDS sufferers. In addition to medical care, social workers are involved when it is a matter of 
problems in the area of work or family. Social workers are involved in educational actions and 
prevention campaigns. Social workers also support securing material assistance and clarify 
possible claims to care benefits. 
 
In the field of palliative care, the principle is: “high person – low technology.” The focus is on 
the human person; what is medically possible with great technical effort retreats into the 
background. Patients are cared for by a multi-professional team, which also includes social 
work as an autonomous approach of equal value. Social workers also take over extensive 
counselling work with family members and offer their help to the entire family system. 
Being ill means not only an impairment of personal well-being and individual capacity, but 
also the loss of the social role, and beyond that an existential threat due to a decrease of 
income or even loss of income. A serious illness or injury, chronic illnesses and lasting after-
effects cause social problems for those who are ill and injured, but also for family members. 
There are almost always two bureaucracies responsible, and those in need almost always 
end up caught between health care and social work bureaucracies. Those limited in their 
ability to assert themselves, in other words primarily old people and people with disabilities, 
may have difficulty in asserting their claims and thus need appropriate support. 
 
Yet social work in the field of health care is also subject to strong pressure to change. 
Whereas a few years ago the comprehensive psycho-social and personal care of patients 
was the main focus, today social work must assist in facilitating that patients are moved as 
early as possible from acute hospitals into ongoing care. Business-management benchmarks 
are the background for this change. The consequence for social work is a concentration on 
activities that could be called “release management” or “intersection management”, the aim of 
which is the rapid transfer into less costly care on the one hand, and the activation of social 
services outside the state budget for health care on the other. This does not necessarily lead 



to a deterioration of support, but it is certain that the administrative jobs are covered at the 
expensive of the personal relationship work between patient and social worker. 
 
As a practitioner of social work, I cannot offer you any academic research projects or 
investigations of my own. However, I can share with you my observations and estimations 
that I have acquired in the past 38 years of my professional work. What I have found and still 
find most fascinating here are the differences. After working for many years as a social worker 
in Austria, one of the wealthiest countries with a health care system that makes benefits at a 
high level available to every citizen and with a network of social benefits to secure existence, 
in the last ten years I have worked primarily in Romania and Bulgaria, the two poorest 
countries in the European Union. The differences are found not only in the average incomes 
of these two countries. Even though in Austria, since the economic and financial crises of 
recent years, the threat of poverty has become exacerbated for a large portion of the 
population, and the global development continues that the rich are becoming richer and the 
poor poorer, fundamental supports are still secured through the structures of the social 
welfare state. 
 
For a country like Romania, this applies only to a limited extent. The omnipresent problem of 
corruption and an astonishingly incompetent public administration make the consequences of 
economic problems very painful for poorer sections of society. Yet when the basic benefits of 
a health care system are not sufficient and elementary services have to be paid for extra, this 
leads to an automatic exclusion of those groups of the population that cannot afford these 
kinds of payments. 
Insufficient basic provisions by the public health care system include, for example, insufficient 
meals, provision of sheets for hospital beds, but also medical treatments that cannot be 
guaranteed without extra payment, despite existing state health insurance. 
 
A special danger for the health care system is the migration of qualified specialists from 
poorer countries to wealthier countries. After Poland, Slovenia, the Czech Republic, Hungary, 
Slovakia, Estonia, Latvia, and Lithuania joined the EU in 2004, many nurses and doctors left 
these countries. The problem is not only the loss of urgently needed personnel in the 
countries of origin. The other side of the coin is that these people are partly employed under 
the level of their training – for example as a nurse, rather than as a doctor. Specialists are 
trained at high costs in the countries of origin, but then their abilities are not put to use. 
 
An example of this: 
In February 2011 the situation escalated in the Czech Republic. Every fifth doctor of the 
roughly 20,000 doctors employed in Czech Hospitals quit and prepared to emigrate to a 
neighbouring country to the west, primarily to Germany. Since about 700 positions for doctors 
in hospitals could already not be filled a year earlier, this emigration led to a collapse of health 
care in the Czech Republic. With an increase in the salaries of doctors by about 20%, it was 
possible to avert the worst. The problem was not solved in the middle term, however, 
because the difference in income between the Czech Republic and Germany continues to 
exist, and if I can reach a far higher income as a doctor in a western European country, then I 
will make use of every opportunity. For countries like Bulgaria and Romania, the situation is 
even more drastic. 
The following numbers relate to the gross income (before the deduction of taxes and social 
security payments) of doctors at the start of their professional career in European countries: 
Bulgaria       310 



Romania       370 
Slovenia              1.000 
Germany, France, Italy          3.900 – 4.500 
Denmark              8.300 
 
Orderlies or registered nurses start with a salary between 1,400 and 2,600 in Austria or 
Germany. 
Why should a Bulgarian doctor not take a job as a nurse in a German hospital, if her income 
is then five times higher? 
 
A special challenge for the social welfare system in many countries is the care of older 
people. This labour market is also marked by the migration of the care workers from 
economically weaker countries. Thousands of geriatric care professionals are lacking in 
Austria, so they are intensively recruited from neighbouring countries to the east. No 
consideration is given to the fact that these people are needed to work in their home countries 
or that working abroad negatively impacts their families. 
 
Let's do a quick look at countries outside Europe: 
The current financial and economic crises has dire consequences for providers of social 
services and also intensifies health inequalities. This crisis particularly started out on property 
markets in the United States. It is therefore no surprise that we are facing increasing 
homelessness in most western countries. Homelessness has a severe impact on health. 
While social work developed efficient services for homeless people, in many federal states 
and cities of the United States laws on eviction of homeless people come into effect. Instead 
of fighting poverty, we see a fight against the poor. Social workers have to stand up against 
scapegoating those who are most effected by and most suffering from a crisis caused by the 
boundless greed of a group of anti-social soldier of fortune. 
Another example was told by Australian Colleagues: 
“One specific aspect of health inequalities in Australia is such that in many Aboriginal 
Australian communities we suffer from treatable diseases but don't have access to medical 
practitioners and medicines. One example is scabies in our communities. The treatment is 
simple. It is keeping people warm and providing the medicines, but also giving access to the 
medications and teaching people how to use the medicines.  
The consequence of not doing this can result in such diseases as kidney failure for example. 
Aboriginal children are also being removed from their families as a result of this issue. Helping 
the Aboriginal people in this way can prevent illness and child removals.” 
 
I received this information from The National Coalition of Aboriginal and Torres Strait Islander 
Social Workers with the request: “Please help us to purchase blankets and medicines and to 
continue to work in this positive way.” 
You all are invited to contribute. During coffee break and lunch break we will be happy to 
accept your donations at the ifsw booth in the exhibition hall. So, you can help – today and 
here! 
 
As a social worker engaged in professional policies, I am naturally especially interested in the 
social-political framework conditions. Demands and proposals arise from this, which I would 
like to discuss with you. 
Further, I will also refer several times to the work by Richard Wilkinson and Kate Pickett, who 
published their work under the title “The Spirit Level. Why More Equal Societies Almost 



Always Do Better”. Richard Wilkinson held an excellent lecture on this at the European 
ENSACT conference in 2011 in Brussels. The slides are from his organization “The Equality 
Trust”. 
 
One of the central statements from the research work by Wilkinson and Pickett is: “Overall 
levels of health are far worse in more economically unequal societies.” Comparisons show 
that in general, economically weaker countries show no worse reference values for specific 
health fields than economically strong countries, if there is less difference between poor and 
wealthy segments of the population within these societies. These statements are affirmed by 
investigations on the following topics: 

− Physical health and life expectancy 
− Obesity 
− Mental health 
− Infant mortality 

 
Physical health and life expectancy  

 
 
In poorer countries life expectancy increases at the start of economic development. As soon 
as these countries have reached an area of middle income, the curve levels out. A further 
improvement in income has no more influence on life expectancy. Further increases in life 
expectancy, about two years in a rhythm of ten years, are independent from the average 
income situation and apply equally to poorer and wealthier countries. 
 
A substantially stronger influence on health and social problems stems from the inequality of 
income within a country. This is vividly depicted in the following graphic. For this, Wilkinson 
and Pickett use an index of social problems and health factors.  



In the following I would like to discuss some of the detailed results concerning health 
problems. 

 
 
The two following diagrams show a connection between the inequality of the distribution of 
income and the well-being of children on the one hand, and on the other that the absolute 
national income per head is hardly relevant. 

 



 
 
Gathering data on mental health is difficult, because the understanding of “normality” and 
tolerance for behavior deviating from this is strongly influenced by the different cultures of 
individual countries. In 1998 the World Health Organization founded the World Mental Health 
Survey Consortium. This made it possible to conduct surveys in a larger number of countries 
using the same questions, or these surveys were comparable with national investigations in 
some countries (Australia, Canada and Great Britain). The result of the relation of an unequal 
distribution of income within the countries surveyed is striking: 

 



 
A comparable image results from the study on the topic of drug use. The basis data is from 
the World Drug Use Report published annually by the United Nations Office on Drugs and 
Crime (UNODC). Here too, there is a clear tendency to higher drug use in countries with a 
high degree of inequality. 

 
 
 
 
A barometer for the level of health care systems in different countries is the comparison of 
infant mortality rates. The results speak for themselves here as well, and as Wilkinson and 
Pickett comment: “There is evidence to suggest that in developed countries, reduction of 
income inequality is likely to be more effective in lowering infant mortality rates than further 
increases in GNP per head would be. However, in developing countries a substantial 
reduction in infant morality rate may be achievable by decreasing income inequality or 
increasing GNP per head.” 



 
 
 
Poverty and inequality correlate to the extent that material poverty in societies with great 
differences in income has a more severe effect on various social and health problems. At the 
same time, symptoms have changed in recent decades and have even been partly inverted in 
wealthy societies. 
A typical example of this is obesity. Hunger and malnutrition have been vastly reduced as 
symptoms of poverty in developed countries. However, classical poverty is increasingly to be 
found in the form of the “working poor”. Although income from employment is available, it is 
not sufficient to cover basic living needs. People in this living situation are forced to use their 
limited financial resources so that they reduce costs by buying poorer quality goods. In terms 
of nutrition this leads to the consumption of fast food or convenience food that only has to be 
prepared in the microwave. In addition to the effects on mental health, obesity frequently 
results in the social exclusion of those affected, especially among children and young people, 
and also carries severe health risks. These include high blood pressure, diabetes type 2, 
cardiovascular and gallbladder diseases, and several forms of cancer. Due to the massive 
increase in obesity, especially among children and young people, the effect could be that 
general life expectancy sinks for the first time in developed countries. 



 
 
 
 
Health inequalities are a symptom of unequal societies, of unequal access to resources. 
Social workers are challenged to develop solutions in the direct work with clients, and at the 
same time they must be aware of the larger contexts of disadvantages. 
 
Modern concepts of practical social work are based on systemic theories, methods and 
attitudes. This transformation has also taken place in the area of the field of health. The 
emphasis is on working toward solutions and activating all possible and reachable resources. 
This also applies to work with individuals, with families, with groups and with communities. 
Social work has developed as a distinct profession also within the health care system. Due to 
a generalist training as basic qualification, social work is predestined to act as coordinator 
within multi-professional teams. 
 
Let’s return to the definitions of health quoted in the beginning: the WHO formulates physical, 
mental and social well-being as a high goal. The measure is also the development of self-
reliance and well-being. A brief look at the first sentence of our definition of social work: “The 
social work profession promotes social change, problem solving in human relationships and 
the empowerment and liberation of people to enhance well-being.” 
 
If we recognize health inequalities and disadvantage for individuals and communities as the 
current challenge in social work, then we must primarily engage with inequalities in societies. 
 



The last century brought improvement for the problems of poverty, inequality and social 
exclusion. As a consequence of the international financial and economic crisis in recent 
years, however, we are threatened and affected by a massive deterioration of social support 
systems. The destruction of the life-supporting environment by globally operating corporations 
is as much a danger as the cuts in the state budget for social welfare areas. 
It seems as though our governments have learned nothing from this crisis. The TTIP and 
TISA agreements (“Transatlantic Trade and Investment Partnership” and “Trade in Services 
Agreement”) currently being negotiated are a frontal attack on democratic structures and the 
rule of law. Their only purpose is to maximize economic profit. 
These agreements will lower the social standards in many countries. 
These agreements will put pressure on states to economicize their social welfare and health 
care systems even more. 
These agreements will constrain quality of life and individual freedoms. 
These agreements will lead to more inequality in societies. 
The goals of these agreements completely contradict the goals and values of social work. 
 
The greatest challenge for social workers is therefore to recognize that, in addition to their 
engagement on behalf of the individual client, engagement for the framework conditions is 
also essential. “Social work is politics with soul” – Nelson Mandela.  
This cannot be achieved by “lone wolves”.  
This is what national and international associations of social work are responsible for as 
representatives of the professional group in international organizations. 
As practitioner I am often asked by my colleagues, what is the value of going to international 
conferences such as this one. These are the events and this is the place where you can open 
your mind. You can exchange ideas and learn from models and experience from other social 
work practitioners from all over the world. And we can discuss strategies and harmonize 
activities between social work associations in order to promote social justice and fight 
inequalities. 
Please tell your colleagues this when you go home from this conference and encourage them 
to look at the bigger picture and become involved in their association. 
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