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Summary
In many developed countries such as the UK and Australia, addressing socioeconomic inequalities in health is a
priority in their policy agenda, with well-established practices and authorities to collect and link selected health and
social indicators for long-term monitoring. Nonetheless, the monitoring of socioeconomic inequalities in health in
Hong Kong remains in a piecemeal manner. Also, the common international practice to monitor inequalities at area
level appears to be unsuitable in Hong Kong due to its small, compact, and highly interconnected built environment
that limits the variation of neighbourhood deprivation level. To enhance inequality monitoring in Hong Kong, we aim
to draw reference and lesson from the UK and Australia to explore the feasible steps forward regarding collection of
health indicators and contextually appropriate equity stratifiers with strong implication on policy actions, and discuss
potential strategies to promote the public awareness and motivations for a more comprehensive inequality moni-
toring system.
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Introduction
Social determinants of health are well established and
extensively documented all over the world.1,2 While
inequalities in the social determinants of health have
also been documented by academic research in Hong
Kong,3–6 resulting health inequalities are seldom
featured in government policies or civil society
discourse, nor have they been incorporated into health
and social care systems as a performance measure. A
possible explanation for such a low awareness may be
due to the over-reliance on life expectancy as an over-
arching indicator of health. As Hong Kong has the
longest total life expectancy at birth7,8 with 82.9 years for
males and 88.0 years for females in 2020,9 policymakers
tend to focus on the health achievement but overlook
the presence of social and health inequalities in society.
It is worth noting that Hong Kong has a wide income
gap with a pre-tax and social transfer Gini coefficient of
0.539 in 2016,10 which has been among the greatest in
major developed world economies.11 In addition, local
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academic studies consistently report apparent socio-
economic inequalities in health in Hong Kong,3 not only
in terms of self-rated health but also other health out-
comes such as obesity and cardiometabolic risks, mul-
timorbidity, and frailty.12–17 A recent age-period-cohort
analysis also showed the widening socioeconomic
inequalities in mortality risks across generations over
the past decades, suggesting that the health improve-
ment during rapid socioeconomic development in Hong
Kong was not equally shared across the socioeconomic
ladder.18 Apart from physical health, deterioration in
mental and social support has been observed especially
over the past years following the massive anti-extradition
bill social movement and the on-going COVID-19
pandemic,19,20 with a greater extent of deterioration
among the socioeconomically disadvantaged groups.20–25

Nonetheless, despite the recent evidence in the
academic field, the awareness and appreciation of this
phenomenon as a matter of social injustice by the
general public and policymakers remain relatively low in
Hong Kong.

In addition to prolonging life, are government
policies, the health and social care systems, and the civil
society in Hong Kong doing well in mitigating the
health impact on socially vulnerable groups, as well as in
addressing the social determinants of health and the
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associated socioeconomic gradient of health in the
whole population? In order to examine this in greater
detail, health inequality indicators other than total life
expectancy need to be documented for health
inequality monitoring. In this viewpoint article, we
draw reference and lesson from the UK and Australia,
as the exemplars with relatively well-established sys-
tems for health inequality monitoring across the
globe, to discuss and explore the potential health in-
dicators that can readily be monitored on a regular
basis, as well as the equity stratifiers that can be
evaluated with implications on policy actions. Specif-
ically, we aim to promote action on health inequality
monitoring in Hong Kong based on feasible and
contextually appropriate indicators that may also be
comparable to other world regions, so as to raise the
awareness of socioeconomic inequalities in health and
the need for health and social policies that aim to
prevent and mitigate them.
The policy agenda on addressing health inequality
As mentioned above, addressing health inequality has
rarely been a priority issue of the policy agenda in
Hong Kong. Despite the existence of general social
welfare schemes (e.g., the Comprehensive Social Se-
curity Assistance, Working Family Allowance), policy-
makers in Hong Kong tend to adopt a fragmented
approach to tackling social and health issues. Specif-
ically regarding health inequality, the policy that “no
one in Hong Kong should be denied medical care due
to lack of means” adopted by the Food and Health
Bureau26 may be one of the very few explicit examples
on the policy agenda in Hong Kong. In general, pol-
icymakers in Hong Kong tend to rely heavily on
poverty alleviation and financial accessibility to ser-
vices for particular disadvantaged groups, rather than
acknowledging and addressing the socioeconomic
gradient in health driven by inequitable distribution of
a much broader range of social determinants of health
(e.g., living environment, working condition, social
capital and support, and other more upstream socio-
environmental factors).

In contrast to Hong Kong, addressing health
inequality has long been an explicit feature of policies
and systems in the UK. Over the past decades, health
inequality forms the basis of UK government reports
(e.g., the Black Report, the first Marmot Review and its
follow-up Marmot Review 10 Years On in England,27,28

Equally Well,29 and the reports on long-term moni-
toring of health inequalities in Scotland30,31). They also
form a prominent strand in UK policies, healthcare
settings, and professional bodies. For example, the
Royal College of Physicians in the UK convenes the
Inequalities in Health Alliance,32,33 which includes over
200 organizations to campaign for a cross-government
strategy to reduce health inequalities. To raise the
public awareness on health inequalities and advocate for
‘health in all policies’, the alliance asks members to
contribute real life examples of patients whose health
has been negatively affected by the social determinants
of health including poor housing, air pollution, depri-
vation or not being able to afford a healthy diet. There
are also examples of local government initiatives and
measures to tackle health inequalities inspired by the
Marmot Reviews. For instance, the Coventry City
Council decided to become a “Marmot City” and purse
the policy objectives recommended in the first Marmot
Review,34 whereas more recently the combined authority
in the Greater Manchester explored the necessary steps
to reduce social determinants of health and associated
health inequalities for building up a fairer society in the
post-pandemic era according to the Marmot City Region
approach.35 The impact of such initiatives on health
inequality in the UK can be evaluated through regular
monitoring of relevant data, usually in terms of health
outcomes by relative deprivation at the neighbourhood
level, by a government body—the Office of National
Statistics (ONS).36,37

In Australia, reducing inequalities in health is high
on the political agenda. A priority focus is on the unfair
health inequalities that exist between Indigenous and
non-Indigenous Australians. The National Agreement
on Closing the Gap was developed in partnership be-
tween Australian governments and a coalition repre-
senting Aboriginal and Torres Strait Islander
organisations.38 The National Agreement requires all
States and Territories in Australia to implement plans to
achieve a set of overarching outcomes, including parity
in health and the social determinants of health between
Indigenous and non-Indigenous Australians. Address-
ing socioeconomic inequalities in health is also a pri-
ority in the recently published National Preventive
Health Strategy (NPHS), which includes as an over-
arching aim that “health equity is achieved for priority
populations”.39 Among the priority populations are
those living with socioeconomic disadvantage. There are
also examples of health inequality strategies at the
subnational level. For example, in Victoria, the Fair
Foundations: The VicHealth framework for health equity
was developed to provide a planning tool for health
promotion policy and practice.40 The framework explic-
itly recognises the social determinants of health in-
equalities and provides suggested potential entry points
for action by different stakeholders. In Queensland, a
state-wide Equity Framework is being developed by the
public health agency, Health and Wellbeing Queens-
land, which aims to guide state-wide policy, practice and
investment, and drive system change to reduce inequity
across government, non-government, private sector, and
communities.41 Importantly, the Queensland Equity
Framework cuts across all areas of public policy, not just
health, which aligns with a recent call for Australia to
develop a national equity strategy.42
www.thelancet.com Vol 31 February, 2023
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The current practices of health inequality
monitoring
Regular monitoring should be conducted by govern-
ment organizations using available data that are
routinely being collected. Nonetheless, the data collec-
tion practices, the choice of indicators of health in-
equalities, together with a responsible government unit
that collects them, would vary between regions. In this
section, we reviewed the existing practices in the UK,
Australia, and Hong Kong.
The case of the UK
With the support of ONS, the so-called ‘Marmot in-
dicators’ are collected and widely used on regular
basis to monitor population health and health in-
equalities. The indicators, which correspond to the
recommendations in Fair Society, Healthy Lives,27 led
by Professor Sir Michael Marmot, cover health in-
dicators such as total and health life expectancies, life
satisfaction, work-related illness, as well as the social
determinants of health including employment status,
education performance, poverty, allowance status, the
utilization of outdoor space for health purpose.43

Specifically in Scotland, the approximately annual re-
ports on long-term monitoring of health inequalities
also cover a wide range of health outcomes in terms
of healthy life expectancy, all-cause mortality and
premature death, self-rated health and mental well-
being, disability, birthweight, and hospital admis-
sions or deaths related to cancer, stoke, and use of
alcohol and drugs.31 Comparisons of these health in-
dicators are made using small geographic areas
known as Lower Super Output Areas in England and
Wales, and datazones in Scotland, which can be
aggregated to larger geographic areas. If data on
health outcomes and heath determinants are available
at the level of these geographical areas, inequalities
can be measured within and between larger
geographical areas.

With the well-established and regularly updated In-
dex of Multiple Deprivation,44 the relative deprivation
level of neighbourhoods is calculated and widely used
for health inequality monitoring in the UK. For
example, the Marmot Review in England revealed that
people living in the wealthiest neighbourhoods live
seven years longer on average than those living in the
poorest neighbourhoods.27 In addition, data from NHS
Health Scotland also showed that life expectancy in men
reduces by two years for each successive station along
the Glasgow trainline, whereas a 10.9-year difference in
male life expectancy was observed between Bankhead
and Balgreen which are just 2 miles apart in Edin-
burgh.45 Similar patterns applied to females as well.45 In
addition to absolute differences, other recommended
measures of health inequalities—the relative index of
inequality (RII) and the slope index of inequality (SII)—
www.thelancet.com Vol 31 February, 2023
are also calculated for life expectancies as well as other
above-mentioned indicators of health and the social
determinants of health to assess the extent of in-
equalities. Overall, the consistent use of indicators and
inequality measures in the UK enables long-term
monitoring and valid comparisons over time.
The case of Australia
In Australia, socioeconomic inequalities in health and
health determinants are commonly reported using the
Index of Relative Socio-Economic Disadvantage
(IRSD),46 which is one of four indexes included as
part of the Socio-Economic Indexes for Areas (SEIFA)
product developed by the Australian Bureau of Sta-
tistics. Akin to those used in the UK, the IRSD is an
area-based measure that classifies individuals accord-
ing to the socioeconomic characteristics of the small
geographical area in which they live, defined using
the census. In Australia, the smallest statistical areas
—SA1s—generally have a population of 200–800
people. The IRSD scores SA1s by summarising area-
based attributes, including household income, educa-
tional attainment and employment. If necessary, IRSD
scores can be calculated for larger geographies using a
population weighted average of the SA1 scores that
are coterminous with the larger geographical area.
This area-based approach is used extensively in the
biennial ‘Australia’s health’ report published by the
Australian Institute of Health and Wellbeing,47 which
presents socioeconomic inequalities in health out-
comes at the national level using the latest available
health data covering the incidence, hospitalization,
mortality, and disability-adjusted life years of major
chronic conditions, as well as self-rated physical and
mental health status. Trends in the social de-
terminants of health such as lifestyle behaviours,
exposure to psychosocial distress, and access to
healthcare and medications are also presented. At
subnational levels, inequalities in health by socioeco-
nomic position also tend to use the IRSD, presenting
data by IRSD quintiles, deciles, or ‘low’ and ‘high’
deprivation categories. Routine reporting of trends in
socioeconomic inequalities in health, however, partic-
ularly using recommended indices such as the RII
and SII, is lacking. Indeed, it has been noted that
“while a huge amount of data are collected, there are
substantial gaps, a lack of integration and sporadic
use”.48 This is supported by the NPHS which calls for
improved use, interpretation and reporting on health
inequalities.39 Flavel et al. also recently emphasised
the need for individual data to better understand the
complex pathways through which health inequalities
arise, and to explore the intersection with socioeco-
nomic inequalities in health within disadvantaged
groups, such as Indigenous peoples, people living
with a disability, and ethnic minority groups.49
3
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The case of Hong Kong
Health inequality monitoring has long been in a piece-
meal manner in Hong Kong. There is no single gov-
ernment unit or official report specifically documenting
the situation of health inequality on a regular basis,
let alone a well-defined set of health inequality in-
dicators. The Population Census, as the most compre-
hensive survey of the whole Hong Kong resident
population, has not covered any health data since 1981.50

As a result, the current Census data are suitable only for
social inequality monitoring but not for health
inequality monitoring. In addition, surveys related to
health or social determinants of health have been
commissioned by different government departments at
irregular time intervals, where comparisons by a few
selected socioeconomic measures may be occasionally
reported. For example, the Population Health Surveys
initiated by the Department of Health is arguably the
best available series of population-wide household sur-
veys on health-related topics including cardiometabolic
risk factors, mental health, health-related behaviours,
and preventive health practices. However, it is not
conducted on a regular basis—the time interval between
the first survey in 2003/04 and the second survey in
2014/15 was 11 years, while it took around 6 years to
have the third survey in 2020. Also, although the data
covered a range of demographic and socioeconomic
factors that could serve as potentially useful equity
stratifiers, the relevant inequality findings were rarely
presented in the official reports except a few simple ta-
bles by income levels. As for some other topics such as
child well-being and long-term care needs of older
adults, there were only one or two surveys over the past
20 years, making trend analyses difficult. As for the
administrative healthcare data, although the Hospital
Authority of Hong Kong has a comprehensive electronic
record of clinical outcomes and healthcare service uti-
lization of inpatients and outpatients, only the status of
the government Comprehensive Social Security Assis-
tance (i.e., whether or not receiving a means-tested
allowance scheme for the disadvantaged), as an equity
stratifier, is routinely documented in the healthcare
system, which limits the assessment of the socioeco-
nomic gradient of healthcare outcomes. While there are
some local population-based cohorts in the academia,
only a few of the published studies focused primarily on
the socioeconomic inequalities in selected health out-
comes depending on researcher’s interests and data
availability,17,51–53 which may add value on a specific
research area rather than a comprehensive and sys-
tematic assessment of health inequality. Also, the recent
local evidence have thus far rarely been translated into
policy attention and concrete actions in Hong Kong,
unlike the case of gradual policy changes in the UK in
response to the continuous research effort and advocacy
via the ground-breaking Whitehall studies and subse-
quent large-scale population cohort research over the
past decades.54 In short, the fragmented and irregular
health and social data collection in Hong Kong hinders a
comprehensive and long-term monitoring of health and
health inequality.
The applicability of equity stratifiers in Hong
Kong
The choice and consistency in the use of equity strati-
fiers are important for health inequality monitoring,
which have been an active research area in recent
years.55,56 Ideally, equity stratifiers that are common be-
tween countries have an advantage of enabling com-
parison, a potentially important factor in motivating
improvements. Such indicators should reflect the
fundamental causes of poor health, be easy to under-
stand by the lay public, and imply potential policy entry
points.

Conceptually, it is easier to raise a sense of the social
injustice of health inequalities by comparing geographic
variations such as deprived versus non-deprived neigh-
bourhoods, like the cases in the UK and Australia.
However, in Hong Kong, while we acknowledge that
people with lower income tend to be clustered in certain
districts, contextual neighbourhood differences are not
apparent with no areas particularly deprived of com-
munity amenities and services given the compact urban
planning as a small city. Specifically, Hong Kong is a
highly urbanized small territory with an approximate
size of 1110 square kilometres, and about 40% of the
land comprises protected country parks; its population
of about 7.5 million is concentrated in merely about
25% of the land that has been developed.57,58 As the
majority of the Hong Kong population live in high-rise
accommodation where types of housing are mixed, ac-
cess to shops, transport, and healthcare facilities are
fairly equal with few particularly unsafe neighbour-
hoods. In addition, the Government also played an
important role in the provision of essential services such
as wet markets, libraries, parks, and hospitals owned by
Hospital Authority, which makes access to services
more equitable. A recent local study also supports the
notion that access to services is not necessarily poorer in
the disadvantaged areas in Hong Kong.59 In other words,
the highly interconnected built environment in Hong
Kong enhances inter-area accessibility and thus reduces
social segregation across communities. The above ob-
servations lend support for the ‘compositional effect’
(i.e., socioeconomic characteristics of individuals within
in a region) rather than the ‘contextual effect’ (i.e., the
influence of the environment)60 for the neighbourhood
differences in health in Hong Kong. Although a few
neighbourhood-level social deprivation index and dis-
trict income inequality index have previously been
constructed based on Census data on the aggregate
measures of demographic and socioeconomic factors in
regional areas in Hong Kong,61–63 their applicability on
www.thelancet.com Vol 31 February, 2023
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health inequality monitoring on outcomes other than
mortality may be limited due to the relatively small
contextual variations across areas and the lack of health
data at small area level in Hong Kong. Therefore, raising
societal awareness on health equity by highlighting
geographic variations in health may not be the most
appropriate approach in Hong Kong.

One possible alternative equity stratifier that reflects
the living condition and environment, as a proxy mea-
sure of neighbourhood deprivation, could be the level of
household crowding which is broadly defined as the
number of occupants exceeding the capacity of the
available dwelling space in terms of rooms or floor
area.64 In the Population Census or By-census of Hong
Kong, data on the number of rooms or bedrooms and
floor area of accommodation have been collected since
2001 and 2016, respectively,50 making estimation on
household crowding possible with the routinely
collected data on household size. Given the scarcity of
land and the extraordinarily high flat price in Hong
Kong,65,66 household crowding may be a particularly
relevant equity stratifier as living space per person is
highly sensitive to the socioeconomic position and eco-
nomic resources of a household. Unlike educational
attainment which more effectively captures one’s
knowledge, skills, and cognitive functioning despite
being an important proxy determinant of one’s occu-
pation and income in later life, housing-related in-
dicators such as household crowding are deemed as a
multifaceted socioeconomic measure that mainly re-
flects one’s material circumstances, not only in terms of
income but also asset. As suggested by Galobardes
et al.,67 housing is generally “the key component of most
people’s wealth, and accounts for a large proportion of the
outgoings from income”. In terms of the health impact of
household crowding, a systematic review published in
the WHO Housing and Health Guidelines concluded
that individuals living in a crowded household are at
elevated risks of infectious diseases and mental health
problems.64 Local studies also showed that household
crowding is associated with adverse health outcomes
such as hypertension, anxiety, and stress in Hong
Kong,68,69 supporting the link between household
crowding and health inequality.

Relatedly, other potential housing-related indicators
readily available in the Census are the type and tenure of
accommodation. Given the severe housing unafford-
ability issue in Hong Kong,66 whether living in private
housing or public rental housing and other subsidized
housing, and whether the flat is rented or owned, are
particularly relevant to one’s social standing and
neighbourhood living environment. These indicators
may supplement the household crowding measure as
the living standard and environment are likely to be
different across types and tenure of accommodation
even if having the same living space.70 Indeed, over-
crowding and household ownership are two of the four
www.thelancet.com Vol 31 February, 2023
measures included in the Townsend Deprivation Index
in the UK, calculated using census small area statistics.

Nonetheless, the major limitation of type and tenure
of accommodation is that they are context-specific to the
variations in housing systems (e.g., type and tenure of
accommodation), hindering cross-regional compari-
son.67 Instead, the use of household crowding as an
equity stratifier is straight-forward and could be
consistently adopted across regions. More importantly,
household crowding per se carries political implications
to motivate policy actions, given that the housing crisis
has remained unresolved despite being constantly
highlighted as the top priority in the policy addresses in
recent years. Also, in the latest speech marking the 25th
anniversary of the city’s handover from Britain to China,
Chinese President Xi made an explicit call for bigger
and more affordable homes for Hong Kong people and a
greater state role in addressing the long-standing
housing issue. Hence, if the link between household
crowding and health could be established in the general
public, the overall high awareness and political agenda
on the overcrowding and housing unaffordability issues
in Hong Kong could be leveraged on for a better posi-
tioning of advocacy for addressing socioeconomic in-
equalities in health in the community.
The lessons for Hong Kong
Regular and consistent health data collection
The major reasons for the inadequate health inequality
monitoring in Hong Kong are the irregular launch of
health surveys and sporadic use of health indicators. As
mentioned above, in the UK there is a well-established
set of health indicators (i.e., the ‘Marmot indicators’)
that are consistently collected and regularly compared
over years. In Australia, although the data collection is
not as regular as in the UK, a specific section on health
inequalities based on the latest available data on health
and the social determinants of health has been incor-
porated into the biennial ‘Australia’s health’ reports.
Nonetheless, none of these approaches were adopted in
Hong Kong. Therefore, a regular and consistent health
data collection is the first and foremost step to enhance
health inequality monitoring in Hong Kong. In addi-
tion, a greater focus on inequalities should be attached
in the reports of any future health surveys.
Data linkage across databases
Related to the above recommendation, it is crucial to
enable data linkage of health and socioeconomic in-
dicators collected from different sources. Currently,
health data collection is scattered across different gov-
ernment departments (e.g., Department of Health,
Hospital Authority, Social Welfare Department). As
most of these data sources are independent and can
hardly be merged or linked in the absence of unique
5
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personal identifiers, fragmentation is the inevitable
result as such datasets are not necessarily territory-wide,
do not contain both socioeconomic and health data for
inequality assessment, and lack consistency in the
choice of equity stratifiers for valid comparison of the
extent of inequalities across health outcomes.
The use of household crowding as a major equity
stratifier
As a remnant of colonial government policy, particularly
deprived neighbourhoods do not really exist in Hong
Kong, unlike the UK and Australia, due to the inclusive
urban planning and public housing clustered with
transport terminus, fresh food markets, health clinics,
open spaces, walkable environment, and safe environ-
ment. The common practice that incorporates small-
area identifiers into health and social datasets for
neighbourhood-level health inequality monitoring in
Hong Kong may not be as useful as in other world re-
gions. Instead, the level of housing crowding (i.e., living
space per person), as a proxy measure of relative
neighbourhood deprivation that approximately reflects
living conditions and environment, is recommended for
health inequality monitoring in Hong Kong, which
could be operationalized and compared to the interna-
tional measures of crowding as summarized in the
WHO Housing and Health Guidelines.64 The rationale
and corresponding arguments are presented above.
Potential health inequality indicators for
considerations
A number of indicators of health and the social de-
terminants of health deserve to be routinely collected for
health inequality monitoring, including but not limited
to the type and number of chronic diseases; health be-
haviours; healthcare access; mental health and social
support; dependency in self-care; being a carer and
associated caregiving stress; or even a simple question
about unmet health needs.15–17,21,71–73 Indicators at
different life course stages should continue to be
collected by the Department of Health, that have been
described in the WHO Handbook: Maternal and child
health; childhood vaccinations; provision of school
health and school dental health service; and tertiary
education health service.74 Within the workplace, orga-
nizations can monitor sickness absences among
different category of staff, with a view to inform health
promoting management policies.75 For older adults,
automated collection of unmet needs can be constructed
and administered through the territory wide network of
community centres, such the system evolving from the
eHealth Care project initiated by the Hong Kong Jockey
Club Charities Trust.76,77 This localized approach allows
mitigating measures to be developed according to
neighbourhoods. Nonetheless, to narrow down the
scope and enhance international comparison, a com-
mon set of health inequality indicators is necessary to
facilitate a more comprehensive and comparable health
inequality monitoring system. While the indicators
adopted in the UK and Australia are good references in
general, the ‘Marmot Indicators’ appear to be the most
well-established list of multi-dimensional indicators that
could be universally adopted for health inequality
monitoring across countries, especially on the absolute
inequalities in both total and healthy life expectancies in
both genders as recommended by Professor Sir Michael
Marmot in 2017.78
Feasible way forward
Despite the above recommendations on the ideal prac-
tices of health inequality monitoring, we also acknowl-
edge that it may be unrealistic to expect policymakers in
Hong Kong to make a drastic and immediate change.
Even under a strong political commitment, changes in
policies and data collection practice usually take place
gradually, especially given the lack of data and frag-
mentation of data collection in Hong Kong. As the first
step towards a more comprehensive health inequality
monitoring, health variables could be incorporated into
the regular Census exercise, which already contain de-
tails regarding socioeconomic position as well as
household crowding and other housing-related in-
dicators. If we were allowed to add one question into the
Census, a single-item question on self-rated health sta-
tus would probably be our pick as the addition will
directly enable the estimation of healthy life expectancy,
a key single measure that take into account both mor-
tality and health beyond the conventional focus on total
life expectancy. As mentioned above, healthy life ex-
pectancy is routinely adopted for health inequality
monitoring in the UK and data on both life expectancy
and self-rated health are available in Australia; therefore,
the addition of self-rated health in Hong Kong will also
facilitate international comparison in the inequalities in
healthy life expectancy. The obstacle that may be
encountered is whether extra questions will be accepted
by the Census given the limitation of survey length. The
Census runs consultations to all stakeholders to ask for
suggestions, and what is finally included depends on a
list of criteria: whether this is considered to be useful,
whether respondents are willing to answer, whether the
enumerators can understand, whether such data exist
elsewhere, and the processing effort.50 We believe that
the addition of self-rated health status does not appear to
be an insurmountable obstacle if the importance of
monitoring health inequalities is accepted by society.

Another feasible way forward, perhaps as a medium-
term goal, is to start incorporating household crowding
and related housing-related indicators into future health
and social surveys as well as the healthcare records.
Indeed, variables such as floor area of accommodation
www.thelancet.com Vol 31 February, 2023

www.thelancet.com/digital-health


Personal View
and whether or not living in sub-divided flats were not
collected in the Census until 2016, meaning that the
Census has recently taken a good start in recognizing
the importance of these housing-related indicators in
understanding the Hong Kong population. We would
therefore recommend other government departments
and the Hospital Authority to follow the initiative of the
Census and make household crowding one of the
consistently collected equity stratifiers in Hong Kong, so
as to enhance data mapping across datasets and health
inequality monitoring in the not-too-distant future.

Meanwhile, to further promote the public awareness
of socioeconomic inequalities in health and enhance the
motivations for monitoring and actions on health
inequality among policymakers, additional effort and
strategies are warranted. From our point of view, the
overall low awareness of health inequalities in Hong
Kong is probably not due to a lack of sense of social
injustice among the public and policymakers, but more
likely an issue of how the concept and problem are
presented. To this end, the strategy of world rankings
could be effective, making use of the psychology of
comparison in motivating governments and society to-
wards improvement. Rankings of schools and univer-
sities are good examples. For the tertiary education
sector, the characteristics being included that constitute
final ranking has driven universities to focus on and
improve specific areas.79,80 Also, the Gini index has been
widely adopted to compare and rank the extent of in-
come inequality across regions, whereas a health-related
example of the ranking strategy is the construction of
the Global Age Watch Index by HelpAge International
in drawing attention to the overall wellbeing of older
people, where 96 countries were ranked.81,82 A press
conference announcing that Hong Kong ranked first in
physical health but 79 in psychological health aroused
much interest, and serves to confirm what many field
workers in the health and social care sector have
observed.82,83 Likewise, selection of some health
inequality indicators that can be compared with other
countries (e.g., comparison of a consistent list of major
health indicators by common socioeconomic measures
such as education, relative household income, and
perhaps housing-related indicators) could be an effective
strategy for raising awareness on health inequality with
a view to improvement. In addition, apart from quan-
titative presentations, the use of case studies may also be
an effective strategy. This is frequently used in Reports
by the World Health Organizations and the United
Nations on different topics, as illustrations. Lastly, dur-
ing naturally occurring disasters, the media frequently
highlights examples of health inequalities in stories of
adverse outcomes for vulnerable groups. Taking the
COVID-19 pandemic as an example, evidence in Hong
Kong unveiled the deeply entrenched inequalities that
are further exacerbated by COVID-19 and its associated
containment measures. Specifically, the socially
www.thelancet.com Vol 31 February, 2023
vulnerable groups are at higher risk of massive COVID-
19 outbreaks,84 severe COVID-19 if being multimorbid
before infection,85 and worsening of physical and psy-
chosocial well-being via pandemic-related economic
concerns.24,25 Despite the predicaments, the onset of
disasters may present an opportunity to draw the public
and policymakers’ attention to the underlying in-
equalities in a society.

Last but not least, we bear in mind that the presence
of a comprehensive health inequality monitoring system
does not necessarily lead to policy actions. For example,
despite a leading health inequality monitoring system in
the UK, the existing health inequalities still exert a
substantial impact on the population health. The effort
on addressing the social determinants of health and
associated health inequalities depends not only on the
commitment of local governments but also that of the
civil society. As suggested by Friel et al.,86 the civil so-
ciety plays a pivotal role both in advocating for relevant
data collection and in using the collected data to engage
different stakeholders and build the political will for
concrete policy actions. To this end, the active contri-
bution by the civil society has been a strength in Hong
Kong as the local non-governmental organisations and
charitable sector are passionate to provide social assis-
tance and support to the less advantaged in the com-
munity. For example, the Hong Kong Jockey Club
Charities Trust has donated an average of 4.5 billion
annually to support a wide range of projects with a
strong focus on healthy ageing, children and youth
development, as well as promoting healthy community
in terms of both physical and mental well-being.87 Also,
many other non-governmental organizations have made
continuous effort on filling the unmet health needs in
the community.71 In other words, once a comprehensive
health inequality monitoring system is in place in Hong
Kong, the unveiled socioeconomic gradient of different
aspects of health will be useful in guiding a better
resource allocation and more targeted actions by the
well-established civil society, in addition to the govern-
ment, to address the social determinants of health and
mitigate the existing health inequalities.
Summary
When compared to the UK and Australia, health
inequality monitoring in Hong Kong remains immature
and in a piecemeal manner. Regular data collection,
consistent use of health inequality indicators, and data
linkage across datasets are crucial for a more compre-
hensive health inequality monitoring. Apart from
neighbourhood relative deprivation, housing-related in-
dicators, especially the level of household crowding,
appear to be the contextually appropriate equity stratifier
for Hong Kong, which enables meaningful comparison
across regions and informs potential policy actions on
urban and housing planning. Advocators should
7
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continue to explore different strategies to engage the
civil society and illustrate the underlying inequalities, in
order to arouse the public awareness on health
inequality monitoring and motivate policy actions on
addressing the socioeconomic inequalities in health.
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