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Abstract: !is paper presents a “Cli" Analogy” illustrating three dimensions of health 
intervention to help people who are falling o" of the cli" of good health: providing health 
services, addressing the social determinants of health, and addressing the social determinants 
of equity. In the terms of the analogy, health services include an ambulance at the bottom 
of the cli", a net or trampoline halfway down, and a fence at the top of the cli". Addressing 
the social determinants of health involves the deliberate movement of the population away 
from the edge of the cli". Addressing the social determinants of equity acknowledges that 
the cli" is three-dimensional and involves interventions on the structures, policies, practices, 
norms, and values that di"erentially distribute resources and risks along the cli" face. !e 
authors a#rm that we need to address both the social determinants of health, including 
poverty, and the social determinants of equity, including racism, if we are to improve health 
outcomes and eliminate health disparities.
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Our Children, Our Future

Why should any child be born into disadvantage? As our earth teeters toward the 
brink of economic, political, even climactic disequilibrium, human-kind can 

ill a"ord to waste the tremendous potential that each child represents. !e  children 
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are the ones who will carry on a$er we have ceased to exist, our emissaries into times 
unknowable. We can no longer a"ord to make sel%sh distinctions between “my” children 
and “your” children, but instead need to celebrate each child as one of “our” children. 
Our children are our future, and we must protect and nurture each one in order to 
maximize the chances of our survival as a species and as a planet.

!is special issue of the Journal of Health Care for the Poor and Underserved addresses 
the social determinants of the health and well-being of our children. !e social deter-
minants of health are the contexts of our lives. !ey are the determinants of health 
which are outside of the individual. !ey are beyond individual behaviors and beyond 
individual genetic endowment. Yet these contexts are not randomly distributed, but 
are instead shaped by historical injustices and by contemporary structural factors that 
perpetuate the historical injustices. !e social determinants of equity are the factors that 
determine the range of contexts observed in a given place and time, and the distribu-
tion of di"erent populations into those di"erent contexts.

In order to maximize the health and well-being of our children, we are challenged 
to venture beyond traditional health services to address the social determinants of 
health, but furthermore to challenge the current distribution of the social determinants 
of health by addressing the social determinants of equity. !e remainder of this intro-
duction is devoted to describing these levels of health intervention in more detail and 
to illustrating the distinctions between them with a “Cli" Analogy.” !e papers that 
make up the rest of the volume each address social determinants of children’s health 
in some region or regions of the developing world.

Levels of Health Intervention

Medical and public health professionals increasingly acknowledge that improving the 
health of nations will require not only universal access to high quality health care, but 
also attention to the factors outside of the health sector which make some individuals 
and communities sicker than others in the %rst place. !is is particularly true when 
considering the health of children, who are born with nearly limitless potential which 
is then shaped and too o$en constrained by the environments into which they are 
born.

Within the United States, the %lm series Unnatural Causes: Is Inequality Making 
Us Sick? is catalyzing a public conversation about the fact that an individual’s health 
depends on more than their genes, their individual behaviors, and their access to health 
care.2 In the international arena, the %nal report of the World Health Organization’s 
Commission on Social Determinants of Health, entitled Closing the Gap in a Genera-
tion: Health Equity #rough Action on the Social Determinants of Health, solidi%es an 
international consensus that health is neither created nor maintained solely within the 
health sector.3 !e May 2009 resolution of the Sixty-Second World Health Assembly on 
Reducing health inequities through action on the social determinants of health underscores 
the fact that non-health sector interventions are needed to improve health outcomes 
and achieve health equity both within and between nations.4

!is article presents a communication tool for describing the relationships and 
distinctions between provision of health services, addressing the social determinants 
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of health, and addressing the social determinants of equity. !is “Cli" Analogy” was 
initially conceived by the %rst author in 1999 when she was an Ian Axford Fellow in 
Public Policy as a way of understanding and sorting programs developed by the New 
Zealand Ministry of Health to address Maori-Pakeha health disparities.5 !e analogy 
has since been expanded to make clear the di"erences between the social determinants 
of health and the social determinants of equity. Also available as an animated series 
of slides,6 it is hoped that this “Cli" Analogy” will prove to be a simple and e"ective 
tool for understanding our current investments in health, planning our future invest-
ments in health, and communicating with colleagues, other stakeholders, and the 
general public about the full range of possible interventions to improve health status 
and eliminate health disparities.

"e “Cli! Analogy”

Figure 1 depicts a cartoon of possible interventions to deal with the problem of people 
falling o" of the cli" of good health. When an individual falls o" a cli" (Figure 1a–e), 
that person (and his or her family) is heartened if there is an ambulance at the bottom 
of the cli" to speed them on to quality care (Figure 1f). However, we as a community 
might also be interested in others who could come behind and %nd themselves smashed 
at the bottom of the cli". !at is, we may choose to expand our view beyond individual 
health to population health and ask ourselves if there are additional health interventions 
we could make besides stationing lots of ambulances at the bottom of the cli". Indeed, 
we might decide to place a net halfway down the cli" face, so that if someone has the 
misfortune to fall o" at least they won’t get smashed at the bottom (Figure 1g). But 
we also recognize that nets have holes in them, and some people might “fall through 
the cracks.” So perhaps we make that a trampoline instead of a net halfway down the 
cli". But then we might %nd that we have a lot of people who have fallen who are now 
bouncing up and down at half-functionality, never quite able to get back to the top of 
the cli". Of course we could build a ladder from the trampoline back up to the top of 
the cli". But we might also decide to keep people from falling o" in the %rst place by 
building a fence at the top edge of the cli" (Figure 1h). However, that will have to be 
a very strong fence if there are a lot of people crowded up against it. What else can 
we do as a health intervention? We can move the population away from the edge of 
the cli" (Figure 1i).

!e levels of health intervention which we have described so far include the ambu-
lance at the bottom of the cli" (which represents acute medical care and tertiary pre-
vention, to treat injuries among those who have fallen), the net or trampoline halfway 
down (which represents secondary prevention, to prevent injuries among those who have 
fallen), the fence at the top of the cli" (which represents primary prevention, to lower the 
risk of falls with a focus on individual risk), and moving the population away from the 
edge of the cli" (addressing the social determinants of health, to lower the risk of falls 
with a focus on community risk). When considering infant mortality, for example, the 
ambulance might represent neonatal intensive care units; the net or trampoline might 
represent prenatal care with its screening for premature labor and pre-eclampsia; the 
fence might represent prenatal nutritional supplementation programs; and moving the 
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population away from the edge of the cli" might represent poverty reduction to reduce 
community stress or excellent public schools to delay teenage childbearing.

Already, we see that this “Cli" Analogy” can be useful to several audiences inter-
ested in societal expenditures on health. Policymakers might use it to evaluate their 
current health investments and consider at what level new investments to bene%t the 
public’s health should be made. Community leaders might use it to describe a widened 
range of options when seeking to in&uence how health resources are spent. Together, 
policymakers and community leaders could decide, for example, that it is important to 
have an ambulance on call and to build a strong fence, but that most health resources 
should be devoted to moving the community away from the edge of the cli".

How Do Health Disparities Arise?

So far, the “Cli" Analogy” has illustrated di"erent levels of health intervention, but it 
has not elucidated how health disparities between groups arise. We will leave the image 
of the cli" for a moment to consider how health disparities arise on three levels: Dif-

Figure 1. Levels of health intervention. As described in the text, four levels of health 
intervention are illustrated, including acute care and tertiary prevention (the ambulance 
at the bottom of the cli"), secondary prevention (the safety net half-way down the cli" 
face), primary prevention (the fence at the top edge of the cli"), and addressing the 
social determinants of health (moving the population away from the edge of the cli").



5CP Jones, CY Jones, Perry, Barclay, and CA Jones

ferences in quality of care, di"erences in access to care, and di"erences in underlying 
exposures and opportunities that create di"erences in baseline health status.1 Because 
most health outcomes are the result of experiences outside the health sector, dispari-
ties that arise because of di"erences in exposures and opportunities are likely to be 
most fundamental, making some individuals and communities sicker than others in 
the %rst place.7–10 !en, those sicker individuals and communities are o$en frustrated 
by di"erences in access to health care.11,12 Finally, even those who are able to access 
the health care system are o$en further injured by di"erences in treatment within the 
health care system.13

Understanding these three levels at which health disparities arise, we return to the 
“Cli" Analogy” (Figure 2) with the realization that we are not dealing with a &at, two-
dimensional cli". Rather, the cli" is three-dimensional (Figure 2a–b), and we notice 

Figure 2. Expanded cli" analogy to address how health disparities arise. As described in 
the text, we must acknowledge that the cli" is not &at but is in fact three-dimensional. 
At some parts of the cli", the ambulance may be there but may be slow or go o" in the 
wrong direction. Or there may be no ambulance, no net, nor fence. And the center of 
the population may be closer to the edge. Addressing the social determinants of health, 
which involves moving the center of the population away from the edge of the cli", is 
di"erent from addressing the social determinants of equity, which involves monitoring 
and addressing the three-dimensionality of the cli", di"erences in the distribution of 
resources, and di"erences in the distribution of populations.
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that at some parts of the cli" an ambulance may be stationed at the bottom, but it may 
have a &at tire, or be slow, or drive o" in the wrong direction (Figure 2c). Or maybe 
there is no ambulance there at all (Figure 2d), nor net (Figure 2e), nor fence (Figure 
2f). As is so o$en the case at those parts of the cli" where resources are lacking, we 
may also %nd that the population is pressed closer to the edge (Figure 2g).

!is expanded “Cli" Analogy” allows us to illustrate how health disparities arise 
(Figure 3). Di"erences in quality of care within the health care system are represented 
by an ambulance that is slow or goes o" in the wrong direction at some parts of the 
cli". Di"erences in access to care are represented by the lack of an ambulance, net, or 
fence at some parts of the cli". Di"erences in underlying exposures and opportunities 
are represented by the closer proximity of some populations to the edge of the cli". We 
now need to ask why the cli" is three-dimensional, and why there are di"erences in the 
distribution of resources and the distribution of populations along the cli" face. Raising 
and answering these questions is about addressing the social determinants of equity.

!e expanded “Cli" Analogy” makes it clear that there is a di"erence between 
addressing social determinants of health (moving a population away from the edge of 
the cli") and addressing social determinants of equity (intervening on structures and 
processes that result in the unequal distribution of resources and populations along 
the cli" face). It also highlights the fact that strategies that focus on addressing social 
determinants of health without acknowledging the structural three-dimensionality 
of the cli" and the processes underlying the unequal distributions of resources and 
populations may actually exacerbate disparities by moving some but not all popula-
tions away from the edge. Clearly, we need to address both the social determinants of 
health (including poverty and poor education) and the social determinants of equity 
(including racism and sexism) in order to improve health outcomes and eliminate 
health disparities.

Determinants of Health

We can shi$ the focus of our discussion from the possible levels of health intervention 
to our conception of the determinants of health (Figure 4). For example, the United 

Figure 3. How do health disparities arise? Di"erences in quality of care within the 
medical care system (a), di"erences in access to curative and preventive care (b), and 
di"erences in underlying exposures and opportunities which make some individuals and 
communities sicker than others in the %rst place (c).
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States’ health system currently identi%es individual behaviors as the principal deter-
minants of health status.14 Smoking, drinking, sedentary lifestyle, overeating, risky 
sexual practices, and illicit drug use have all been in the public eye as health risks and 
targets for medical and public health action.15 However, there is growing recognition 
that individual behaviors do not arise in a vacuum, but are conditioned by the social 
and physical environments in which we live.16,17 !ere is a growing recognition that in 
addition to focusing on individual behaviors, we must also widen our gaze to acknowl-
edge and address the social determinants of health.

What are the Social Determinants of Health?

!e social determinants of health are those determinants of health that lie outside of 
the individual; they are beyond genetic endowment and beyond individual behaviors. 
!ey are, in fact, the context in which individual behaviors arise and in which individual 

Figure 4. Determinants of health, including individual behaviors, the contexts in which 
the behaviors arise (social determinants of health), and the forces which create the 
range of contexts and di"erentially distribute populations into the contexts (social 
determinants of equity). We need to address all three levels of these determinants of 
health in order to improve health outcomes and eliminate health disparities.

Determinants of health

Socia
l determinants of equity

So
cia

l d

eterminants of health
Individual 
behaviors
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behaviors convey risk. !e social determinants of health include individual resources, 
neighborhood (place-based) or community (group-based) resources, hazards and toxic 
exposures, and opportunity structures.

Individual resources include individual education, occupation, income, and wealth, all 
aspects of individual socio-economic position. Neighborhood or community resources 
include the quality of the housing stock, the range of food choices, the level of public 
safety, the availability of transportation, the accessibility of parks and recreation, and 
the level of political clout. Hazards and toxic exposures include pesticides, lead, or 
reservoirs of infection which can di"er by place, occupation, or group membership. 
Opportunity structures include quality schools, meaningful jobs, and equal justice.

Addressing the social determinants of health involves the medical care and public 
health systems, but also requires collaboration with non-health sectors including educa-
tion, housing, labor, justice, transportation, environment, agriculture, and immigration. 
Addressing the social determinants of health is necessary if we are to achieve sustained 
improvements in health outcomes. Unlike attention to individual health behaviors, 
addressing the social determinants of health involves more than individual action and 
an individual sense of e#cacy. Individuals must accept their interconnectedness with 
others and join together in collective action to a"ect structures and policies outside of 
themselves. Indeed, the act of joining with others in collective action may give a sense 
of collective e#cacy which can be empowering.

But as we saw when acknowledging the three-dimensionality of the cli", there is 
more to be done than just addressing the social determinants of health by moving the 
population away from the edge of the cli". !ere is the question of why the cli" is 
three-dimensional in the %rst place, and why there is a di"erence in the distribution 
of resources and the distribution of populations along the cli" face. When describing 
the contexts in which individual behaviors arise as the social determinants of health, 
there is the further question of why we see the range of contexts that we see, and why 
we see di"erent populations di"erentially distributed into those contexts. We must 
enlarge our conceptualization of the determinants of health beyond the individual 
behaviors at the center and the contexts in which the individual behaviors arise (the 
social determinants of health) as a surrounding ring. We must acknowledge an addi-
tional outer ring, the societal determinants of context, which are the forces that create 
and distribute contexts. We described these forces earlier as the social determinants 
of equity (Figure 4).

What Are the Social Determinants of Equity?

!e social determinants of equity are systems of power that determine the range of social 
contexts and the distribution of populations into those social contexts. In the United 
States, they include our economic system, which creates class structure through the 
private ownership of the means of production. !ey include racism, which structures 
opportunity and assigns value based on the social interpretation of how one looks.6 
!ey include homophobia, sexism, and other “isms” that structure opportunity and 
assign value based on sexual orientation, gender, and other axes of di"erence from 
those in power. If the social determinants of health are the contexts that answer the 



9CP Jones, CY Jones, Perry, Barclay, and CA Jones

question, “Why do we see this distribution of behaviors?” then the social determinants 
of equity are the forces that answer the question, “Why do we see this distribution of 
contexts?”

Addressing the social determinants of equity involves %rst monitoring for inequities 
along axes of societal power. It then involves examining and intervening on structures 
(the “who,” “what,” “when,” and “where” of decision-making), policies (the written “how” 
of decision-making), practices and norms (the unwritten “how” of decision-making), 
and values (the “why” of decision-making). Addressing social determinants of equity 
is necessary if we are to eliminate health disparities and achieve health equity.

Conclusion
!e poem “Fence or Ambulance?” by Joseph Malins that was published in the 1913 
Bulletin of the North Carolina State Board of Health18 opens this way:

’Twas a dangerous cli", as they freely confessed,
 !ough to walk near its crest was so pleasant;
But over its terrible edge there had slipped
 A duke, and full many a peasant;
So the people said something would have to be done,
 But their projects did not at all tally.
Some said: “Put a fence around the edge of the cli" ”;
 Some, “An ambulance down in the valley.”

It closes:

Better guide well the young than reclaim them when old,
 For the voice of true wisdom is calling;
To rescue the fallen is good, but ’tis best
 To prevent other people from falling;
Better close up the source of temptation and crime
 !an deliver from dungeon or galley;
Better put a strong fence ’round the top of the cli",
 !an an ambulance down in the valley.

Nearly a century since its %rst publication, this poem still o"ers much wisdom to those 
working in the health sector, highlighting the di"erence between a focus on curative 
care and a focus on prevention. In this paper we have expanded on Malins’s “fence or 
ambulance” debate to describe levels of health intervention that go beyond the health 
sector and involve the whole world in addressing both the social determinants of health 
and the social determinants of equity.

!e “Cli" Analogy” illustrates levels of health intervention as a progression from one 
to two to three dimensions (Figure 5). !e realm of health services is arrayed along one 
dimension, a line from the bottom to the top of the cli" that includes the ambulance 
at the bottom of the cli" (medical care and tertiary prevention), the net or trampoline 
half-way down (safety net programs and secondary prevention), and the fence at the top 
of the cli" (primary prevention). Addressing the social determinants of health broadens 
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our e"orts, as we move the population back from the edge of the cli". Addressing the 
social determinants of equity expands our e"orts into a two-dimensional plane as we 
move the population back from the edge of the cli".

!is “Cli" Analogy” can help us expand discussions about health and health care 
within nations to include more than the provision of quality services and the assurance 
of universal access to care. !e improvement of health outcomes and the elimination of 
health disparities will require extending beyond the health sector to address the social 
determinants of health and the social determinants of equity. Attention to the social 
determinants of health will require a focus on eliminating poverty, one of the most 
consistent and powerful predictors of health outcomes.17 Attention to the social deter-
minants of equity will require a focus on eliminating racism, one of the most consistent 
and pernicious factors in United States’ history19 and international relations20,21 and a 
fundamental cause of disparities in opportunity, income, and wealth which eventually 
manifest as health disparities.

In this era of numerous and well-accepted public health initiatives, we expand on 
Malins’ “fence or ambulance” debate to present a broader menu of possible health 
interventions, including interventions on the social determinants of health and the 
social determinants of equity. We highlight the important distinction between the social 
determinants of health and the social determinants of equity, and underscore the need 

Figure 5. Summary of the three dimensions of health intervention. !ese include 
providing health services, addressing the social determinants of health, and addressing 
the social determinants of equity.

Three dimensions of health intervention
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to address both if we are to improve health outcomes and eliminate health dispari-
ties. We acknowledge that most health outcomes are not produced within the health 
sector and therefore can not be fully addressed by our medical care and public health 
systems. We encourage those who would improve the health of nations to understand 
and address both the social contexts in which our children live and the forces that 
create and di"erentially distribute our children into those social contexts.
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