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Defining equity

It Is Important to distinguish between equality
and equity:
» Equality — concerned with equal shares

« Equity — about fairness and it may be fair
to be unequal



PRINCIPLES OF EQUITY

» Equal access to health care for those in equal
need of health care.

 Equal utilization of health care for those In
equal need of health care.

 Equal (or, rather, equitable) health outcomes
(as measured by, for example, quality
adjusted life expectancy)



Equity in Health

« Equity In delivery

« Equity In financing







Equity in Health

 Delivery in relation to health need
* Financing In relation to ability to pay



Health Inequality
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Equity In delivery

« Horizontal equity

— Health care delivery system is horizontally equitable if
all people with equal need for health care are equally
likely to obtain the same type of health care.

— “Equal treatment of equals”
« Vertical equity

— “A health care delivery system i1s vertically equitable if
people with greater need for health care are more likely
to obtain care than those with a lower need.”

— “More health care for those with more need”



A Vertical Dimension
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Are equity and equality synonymous?

Some think that:

“Inequity will not necessarily arise as a result of differences
In consumption levels among individuals, but will always
be present when consumption by any one individual or
group 1s below a minimum socially acceptable”

MINIMUMSOCIALLY e oeeecccofllllo cococcccocllcococccccopocccccccsccccccollleccococe
ACCEPTABLE

= EQUITY GAP

. = HEALTH CARE



Equity In financing

« Horizontal equity

— Horizontal equity in financing is when people with
equal ability to pay make equal payments for health
care

— “Equal payments by equals”
« Vertical equity

— A health system is vertically equitable when payment
and ability to pay are positively correlated

— “Greater ability to pay— higher payment”

— “Smaller ability to pay — lower payment”

— To some, a financing system is considered to be
vertically equitable if those with greater ability to pay

contribute a greater share of their income to pay for
health care (“progressive” financing.)
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Vertical Dimension
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A Framework for

Socio-Ecological Health Equi Medical Model
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- Adapted by ACPHD from the Bay Area Regional Health Inequities Initiative, Summer 2008







Defining Access

« Donabedian: Fit between need for services
and services delivered (geographic, socio-
organizational)

« Andersen: Actual use of personal health
services and everything that facilitates or
Impedes the use of personal health services

* Freedom or ability to obtain or make use of
services



Effective and efficient access

Effective — Using the health services
Improves health outcomes, including
health status and satisfaction with care

Efficient - Health services use improves
health outcomes at minimum cost



Potential and actual access

» Potential access. presence of enabling resources
(factors)
— Physical accessibility
— Availability of essential inputs
— Service quality
— Social accountability
» Actual or realized access. actual use of services
— Utilization
— Continuity and timing
— Technical quality



Access comprehensive:
The “four” A’s

Availabil ity: volume/type of services vs volume/type of needs;
essential resources needed,;

Accessibil ity: location of supply and location of users (distance, cost,
travel time, transportation resources, communication aspects)

Affordabil ity: prices of services, insurance or deposit requirements vs

income, ability to pay, distinction between direct costs, indirect costs and
opportunity costs;

Acceptabi | ity: relates to social and cultural distance, characteristics of

health provider, gender aspects, bureaucracy, organizational issues
(convenience of opening hours).



Coverage

» Coverageis the proportion of the target
population who can recelve, or have
received the service

» Potential Coverageis linked with the
service capacity (quantity)

» Actual coverage s linked with service
performance (quality)



What determines effective coverage?

* Price of intervention s offered by provider & — Bjk

« Disposable income of individual 7- /;

« Geographic location of a provider & offering intervention /in relation to
individual 7- @y

« Cultural and social acceptability of intervention / offered by provider &to
individual 7- Z

» Availability of necessary technology to provider & for delivering
intervention /- Ry

- Expected health gain from intervention - HG;;

- Performance of provider kin relation to intervention ;- 7

« Adherence of individual /to intervention /- Y;
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Her care failed on several reasons:

« Safe

« Effective

* Timely

« Patient centered
o Efficiency

« Equitable



Utilization



Utilization

Utilization 1s
a) the ratio output/capacity
(rate of output);

b) similar to actual coverage:
% of people in need of a
service who actually receive
It In a given period (e.g a
year).

Specific groups: age, sex (1),
urban/rural, poverty status
(quintiles) ('PRSPs).




Use of Selected Health Services in Bolivia:
Poor-Rich Differences
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number of zones

DOTS Expansion TLCP Ethiopia 2002

Total Zones: 69 Total Population 65 million

1996

1997 1998 1999 2000 2001 2002

B Number of Zones == Population in Zones covered

millions




Inequality in Maternal Mortality in Iran; Independent
variables of the study by provinces (2008)

Province Illiteracy- Illiteracy- Gini HDI  Province Illiteracy- Illiteracy- Gini HDI
women men women men

Ardebil 2443 1229 044 0.66  Kermanshah 212 1184 036 068
Bushehr 15.92 8.82 0.36 0.72  Khorasan 17.27 1005 042 07
Chahrmahal 20.97 1089 038 0.69  Khusestan 18.8 10.7 041 0.71
Bakhtian Kohgiluie 2176 1154 039 067
Eastern Azarbaijan 2245 119 039 009 ‘Briecabmad

Fars 15.26 92 035 0.73 Kordestan 2741 1423 036 063
Gazvin 16.95 947 035 0.73 Lorestan 21.76 1282 034 0.67
Ghom 16.22 8.89 035 0.71 Markazi 19.32 1065 039 0.71
Gilan 19.92 11.56 041 0.73 Mazandaran 17.63 1022 037 0.73
Golestan 21.18 1124 045 0.7 Semnan 13.37 8.09 035 072
Hamadan 20.73 1147 048 0.68 Sistan Baluchestan 32.77 22.01 043 058
Hormozgan 19.21 12.57 046 0.69 Tehran 10.23 59 035 0.78
Ilam 20.73 12.41 037 0.69  Western Azarbaijan  27.15 134 038 0.66
Isfahan 1451 8.62 039 0.75 Yazd 13.82 8456 038 0.72
Kerman 18.16 1305 044 0.69  Zanjan 21.89 1202 036 0.68

HDI: Human Deve!ooment Inzex



Distribution of the study variables in 28
provinces of Iran

e
Maximum Minimum Mean

Maternal mortality ratio 61.3 6.3 24.7
Percentage of total illiteracy ~ 32.6 8.7 17.1
[literacy rate in women 38.9 1.2 218
[lliteracy rate in men 26.3 6.4 12.5
Gimi coefficient 0.48 034 039

Human development mdex ~ 0.78 058  0.70
]



Percentage of Uninsured population (IrMIDHS 2011)
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Percentage of population who have access to sanitary
water (IrMIDHS 2011)
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Literacy rate (rmipHs 2011)
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Percentage of deliveries conducted by trained
midwife (IrMIDHS 2011)
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Percentage of referrals to the clinics for treatment
of children with diarrhea (IrMIDHS 2011)
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Out of pocket expenditures on health as a percentage of total
expenditure on health, 2013

Expenditure (%)
B 200
o
 Data mot aveilsble
 hotapicatie

Note: Based on WHO data February 2013.



Utilization of Health services in Iran

4 In a study conducted by Mohammadbeigi and et al.
sex, household wealth index and in-patient need are
the significant determinants of HCU when adjustment
has been done for other covariates (1).

A In other study job and location of residence were
significant determinants (2).

4 Findings of another study showed: accessibility,
avallability, speed, quality, and complete package of
services are the most important factors for choosing
public or private hospitals (3).




Utilization of Health services in Iran

O According to a study was done in Shiraz; The most
common barriers to service use were /ogistic, especially the
cost of and Inconvenient access to services. Barriers related
to perceptions of mental health services were also
Important, such as lack of trust and perceptions of
friends/family (4).

O Approximately 21.6% of households had no access to
health centers. The coverage rate of family planning
programs for safe methods was 51.4%, vaccination
coverage among children under 5 year was 98% and 34%
of pregnant women had not received standard healthcare
due to /ack of access to health centers (5).




Adjusted odds ratio with % 95 confidence interval

The factors associated with seeking outpatient
care, Iran, 2003 (6).
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The associated factors with seeking outpatient care



Health-seeking behaviour

The individual’s or a population’s interaction with
the health system: composite factors that enable
people or prevent them from making “healthy
choices” 1n either their lifestyle behaviour or their
use of health care:

— Preventive health behaviour

— Therapy choice (including self-treatment, or choosing
traditional/alternative/complementary care systems)

— Reasons for delay
— Adherence to treatment



Piot — Fransen Model for ST/

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

All women
With sexually
transmitted discase/
i repreductive tract infection 100%
' Symptomatic 50%
Seek treatment 35%
Go to health unit 30%
Treated correctly 6%
Compliant 4%
Treatment effective 3%
Partner treated 1%

Source: C.P. Hudson. Bulletin of the World Health Organization, 2001, 79 (1)



Tanahashi/Knippenberg model

Effective coverage

Actual
Adeqguate coverage
coverage i )
Utilisation (initial contact)
Geographical accessibilit
Potential Jrap y
coverage

Availability of resources

Target population (intrinsic & incidental needs)

Source: Tanahashi T. Bulletin of the World Health Organization, 1978, 56 (2)



PRSP

model

Actual coverage

Outcome

Technical quality

Timing & Continuity

Utilisation (initial contact)

POIRILE] Social accountability
coverage — _
Organisational quality
Availability of Human and material
Accessibility

Target population (intrinsic & incidental needs)




Health-seeking pathways

Popular

Biomedicine

‘Folk’

Social Previous
relations experiences

Muela & Hausmann



The Health Belief Model, Sheeran &
Abraham, 1995

. Perceived susceptibility
Demographic "\
variables

Perceived severity \‘

Health motivation » ACTION

) Perceived benefits
Psychological

characteristic |/

Cues to action

Perceived barriers




heory of Planned Behavior

External Attitudes

variables towards
> .
behaviour
, Subjective Behavioural BEHAVIOUR
Demographic g J —» . . —P
11011 intention

> Perceived

Personality control
iraits




Health Care Utilization Model

Predisposing
factors

Enabling
factors

Need
factors

HEALTH
SERVICE
USE




Health Care Utilization Model

Predisposing factors: age, gender, religion, prior experiences,

eaucation, general attitudes, knowledge about the illness etc.

Enabling factors: availability of services, financial resources to purchase

services, health insurance, social network support etc.

Need factors: perception of severity, total number of sick days, total

number of aays in bed, help from outside for caring etc.

Treatment actions: home remedies (herbal, pharmaceuticals), pharmacy,

OTC drugs, Infectionists, traditional healers, private medical facilities, public

health services etc.



Andersen’s Behavioral Model

Environment

Health care
system

(policy,
resources,
organisation)

External
environment

(physical,
political,
economical)

Population

Characteristics

Behaviour

Outcomes

I

Personal
health
practices

Use of
health
services

]




Predisposing

Demographic

Age

Sex

Marital status
Past lliness

Social Structure

Education
Race
Occupation
Family size
Ethnicity
Religion
Residential

mobility

|

Beliefs

Values concerning
health and illness

Attitudes toward
health services

Knowledge about
diseases

Enabling
|

Family

Income
Health insurance
Type of regular source

Access to regular
source

Community

Ratios of health personnel
and facilities to population

Price of health services
Region of country

Urban-rural character

»
»

Need —— Use of

Perceived
Disability
Symptoms
Diagnoses

General state

Evaluated
Symptoms

Diagnoses

Medical Care

Andersen’s 3-Factor Model of Health Service Use

(Andersen and Newman, 1973)



Models to study utilisation and coverage

Piot (originally TB) PRSP-Toolkit
_ Awareness — Accessibility
_ Motivation — Auvailability
_ Selection — Organizational quality
_ Examination — Social accountability
— Sensitivity — Utilisation
— Prescription — Continuity
_ Treatment — Technical quality
— Regularity — Effective coverage

— Effectiveness



Strateg
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v UNIVERSAL HEALTH COVERAGE:

All people obtain the health services they
need without; suffering financial hardship to
pay for them, a well run health system, a
system for financing, access to essential

medaicines and technologies, and well trained
health workers.




- Moving towards universal coverage

ot LI

pooling and pre-pa

N mechanisms

Figure 2.2 Three ways of moving towards universal coverage’”

Total health expenditure

/

VmeﬂD— é

£ Reduce
= cost sharing

\
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Breadth: who is insured?

uninsured on health
I N o —— Depth
which benefits

Height:
what
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of the costs
Is covered?

Include
other
Services
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A

are covered?

[“essential package”]




A representation of the results chain for Universal Health

Inputs and processes

Health financing
Health workforce

Medicines, health products - sl

and infrastructure
Information
Governance and legislation

Outputs

Service access and
readiness, including
medicines

Service quality and safety
Service utilization
Financial resources pooled
(risis readiness

Coverage, focusing on the outcomes

Outcomes Impact
(overage of Improved health status
interventions Improved financial
Finandial risk —} Wwell-being
protection Increased responsiveness
iskfactor mitiation Increased health security

Quantity, quality and equity of services



Advancing and sustaining universal Health Coverage

Interventions:

protection, particularly of the
disadvantaged, against exposure to

reduction of

reduction of social
stratification

n o mitigation of the consequences of
vulnerabilities

health hazards unequal health outcomes

V!

Providing social securit 1
safety regulations J y P I‘O'[EC’[I N

reducing income inequality :

[ taxes -
— developing social networks the SICk
| subsidized public r 1
services
e T— - safe water and
|| providing jobs with P - i i
ndeLts pay sanitation offering cash benefits or transfers
| Promoting equal opportunities J \ —  providing free lunches at school
or women
e promoting
healthy lifestyles . . .
| using labour intensive growth y y — protect mothers while working or Studying
- making free education available establishing
- healthy housing
policies




v quality as well as
guantity



v'Building research systems for
universal health coverage



e |t IS Important to distinguish between the achievement
and capability, and the facilities socially offered for
that achievement.

To argue for health equity cannot be just a demand
about how health care should be distributed, the factors
that can contribute to health achievements and failures
go well beyond health care, and include many

Influences of very different kinds, varying from
genetics, S.E.S, and life styles, as well as
epidemiological environment and work condition.

Health equity cannot be understood only in terms of
the distribution of health care.




v/ INCLUDE SOCIAL DETERMINANTS
IN & MONITORING FRAMEWORK,

] m; Education
Soclal Status Employment
and Working
a

Conditkons

) Physical
Determinants Tl

of Health

and Social
Services




v'Primary Health Care:

Improvement of access to primary
Health care Is a worthy and necessary
goal but, by itself, will not revolutionize
global health, nor reduce large health

Inequalities. Action also needs to be
taken to address the SDH
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v'Health Sector Reform
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