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All the 32 Member States in the World Health Organization European
Region adopted a common health policy in 1980, followed by unani-
mous agreement on 38 reglonal targets in 1984. The first of these tarpets
is concerned with equity:

By the year 2000, the actual differences in health status between countries
and between groups within countries should be reduced by at least 25%,
by improving the level of health of disadvantaged nations and groups (1).

In addition, equity is an underlying concept in many of the other
targets. At present, the targets are being rcassessed and revised, in
particular moving away from a focus on physical health status as
measured by mortality to encompass, whercver possible, many other
dimensions of health and wellbeing. But still the underlying concept of
equity in health has been judged to be just as important for the 1990s as
1t was when the programme began (2).

However, it has not always been clear what is meant by equity and
health, and this paper sets out to clarify the concepts and principles.
This is not meant to be a technical document, but one aimed at raising
awareness and stimulating debate in a wide general audience, includ-
ing all those whose policies have an influence on health, both within
and outside the health sector.
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Why is equity in health so important?

To appreciate the importance of striving for equity in relation to health,
it is necessary to be aware of just how extensive are the differentials in
health found in Europe today. In every part of the Region, and in every
type of political and social system, differences in health have been
noted between different social groups in the population and between
different geographical areas in the same country (for reviews see
references 3-11),

Firstly, there is consistent evidence that disadvantaged groups have
poorer survival chances, dying at a younger age than more favourcd
groups. For example, a child born to professional parents in the United
Kingdom, can cxpect to live over five years more than a child born into
an unskilled manual household (12). In France, the life cxpectancy of a
35 year-old university lecturer is nine ycars more than that of an
unskilled labourer of the same age (13). In Hungary, the Budapest
Mortality Stady found that males living in the most depressed ncigh-
bourhoods had a life expectancy of about four years less than the
natlonal average, and of five and a half years less than those living in the
most fashionable residential district (I4). In Spain, twice as many
babies die among families of rural workers than among those of pro-
fessionals (15).

Large gaps in mortality can also be seen between urban and rural
populations and between different regions in the same couniry. For
example, infant mortality rates in the USSR in 1987 were over 21/1000
live births in urban arcas, compared with over 31/1000 live births in rural
arcas (16).

The scale of the differences in mortality is immense. For example, it
has been calculated that if manual workers and their families in the
United Kingdom had experienced the same death rates as their non-
manual counterparts in 1981, then there would have been 42 000 fewer
deaths during that year in the age range 16-~74 years (17).
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Secondly, there are great differences in the experience of illness.
Disadvantaged groups not only suffer a heavier burden of illness than
others but also experience the onset of chronic illness and disability
at younger ages. For example, in Finland, 42% of people with
lower incomes suffer chronic illness, as opposed to 18% of the high
income group (I/&). In a study carried out in the United Kingdom of
people who died prematurely in different neighbourhoods, men and
women in poorer areas were likely to have been chronically ill or
disabled for longer before death and to have suffered a greater number
of distinct health problems than their counterparts in more affluent lo-
calities (19).

Other dimensions of health and wellbeing show a similar pattern of
blighted quality of life. In many countries unemployed people have
poorer mental health and their children are found to be of shorter stature
than children of employed fathers (20,21). Differences commonly show
up in dental health, too: in Norway, 44% of the lowest income group
had their own teeth, compared with 86% of the highest income group
(22). In 1986, a major national study carried out in the United Kingdom
found similar differences in relation to physiological indicators such
as blood pressure and lung function (even when smoking habits were
taken into account), as well as for indicators of psychological
“‘malaise” (23,24).

Further examples of differences in accessibility and quality of health
services are given below, showing in general that those most in need of
medical care, including preventive care, are least likely to receive a high
standard of service.

So from the practical point of view of designing effective and
efficient health policies, differences on such a large and persistent scale
have to be taken seriously and provision made for reducing thern.

From an economic standpoint can any country afford to have the
talent and performance of sizeable sections of the population stunted to
such an extent?
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Above all, on humanitarian grounds national health policies de-
signed for an entire population cannot claim to be concerned about the
health of all the people if the heavier burden of ill health carried by the
most vulnerable sections of society is not addressed. The bias against
these social groups in the provision of health care also offends many
people’s sense of fairmess and justice once they leam of its existence.

However, there is more to the concept of equity than the illustrations

so far have brought out, and the meanings of terms need to he made quite
clear.

In many discussions on equily, confusion arises because some
people are talking about inequities in the level and quality of health of
different groups in the population, whilst others are talking about
inequities in the provision and distribution of health services, without
making a distinction between the two. The next two sections try to
clarity concepts first in relation to health, then in relation to health carc.

A fair chance for all




CONCEPTS

The meaning of equity in health®

The great differences in the health profiles of different nations and
different groups within the same country have already been highlighted.

These differences or variations can be measured from standard
health statistics, However, not all of these differences can be described
as inequities. The term “inequity” has a moral and ethical dimension.
1t refers to differences which are unnecessary and avoidable but, in
addition, are also considered unfair and unjust. So, in order to
describe a certain situation as inequitable, the cause has to be exam-
ined and judged to be unfair in the context of what is going on in the
rest of saciety.

? Inequality in health is a term commonly used in some countries to indicate
systematic, avoidable and important differences. However, there is some ambi-
guity about the term, as some use it to convey a sense of unfairness while others use
it to mean unequal in a purely mathematical sense. Added to this is the problem of
translation in some languages, where there is only one word available to cover both
“inequality” and “inequity”. To avoid confusion, the terms “equity™ and
“inequity” have becen chosen by WHO for the Europcan Health for All strategy and
will be used throughout this paper.
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Inevitable or unacceptable?

So which health differences are inevitable — unavoidable — and
which are unnecessary and unfair? The answer will vary from country
to country and from time te time, but in a general sense seven main
determinants of health differentials can be identified.

1. Natural, bioiogical variation.

2. Health-damaging behaviour if freely chosen, such as partici-
pation in certain sports and pastimes.

3. The transient health advantage of one group over another when
that group is first to adopt a health-promoting behaviour (as long
as other groups have the means to catch up fairly scon).

4. Health-damaging behaviour where the degree of choice of life-
styles is severely restricted.

5. Exposure to unheaithy, stressful living and working conditions.
6. Inadequate access to essential health and other public services.
7. Natural selection or health-related social mobility involving the

tendency for sick people to move down the social scale.

The consensus view from the literature listed in the reference section
suggests that health differences determined by factors in categories 1, 2
and 3 above would not normally be classified as imequities in health.

Those arising from categories 4, 5 and 6 would be considered by
many to be avoidable and the resultant health differences to be unjust. In
the seventh category, involving the tendency for sick people to become
peor, the original iil health in question may have been unavoidable but
the low income of sick people seems both preventable and unjust.

Further explanation and examples may make these distinctions
clearer. Firstly, there is bound to be some natural vanation between one
individual and ancther. Human beings vary in health as they do in

A fair chance for all




]

every other attribute. We will never be able to achieve a situation where
everyone in the population has the same level of health, suffers the same
type and degree of illness and dies after exactly the same lifespan. This
is not an achievable goal, nor even a desirable one. Thus, that portion
of the health differential attributable to natural biological variation
can be considered inevitable rather than inequitable.

Some of the difference in health between different age groups could
be put into this category. For example, the greater prevalence of
coropary heart disease in men of 70 years of age compared to men aged
20 would not stir up feelings of injustice, since it could be seen to be due
to the natural aging process of human beimngs.

Some of the differences in health between men and women also fall
into the category of biological variation. For example, ill health due to
sex-specific problems such as cervical and ovarian cancers and the
higher incidence of osteoporosis in elderly women compared with their
male counterparts would clearly be attributed to biological differences
between men and women, rather than to unjust social or enviropmental
influences.

However, much of the differential between different groups in
society (including that between men and women) cannot be accounted
for on biological grounds; instead, other factors are implicated. The
crucial test of whether the resulting health differences are considered
unfair seems lo depend to a great extent on whether people chose the
situation which caused the ill health or whether it was mainly out of
their direct control (25). For example, through lack of resources, poorer
social groups may have little choice but to live in unsafe and over-
crowded housing, to take dangerous and dirty work, or to experience
frequent bouts of unemployment. The higher rates of il health resulting
from such environmental factors are clearly inequitable. The sense of
injustice is heightened in such cases as problems tend to cluster ro-
gether and reinforce each other, making some groups very vulnerable
to ill health.
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Many disabled people appear to suffer a cycle of injustice in this
respect.  Through circumstances largely outside their control
they shoulder a heavy burden of ill health and in addition, their impair-
ment can reduce their employment and earning opportunitics. This in
turn means that they may have to live in disadvantaged conditions which
may endanger their health still further.

Likewise, personal health behaviour options may be severely re-
stricted by social and economic considerations. For example, a less
nutritious diet may be chosen because of restrictions on income or
inadequate food distribution networks leading to lack of fresh supplies
in the shops. Less physical activity may be undertaken because of lack
of leisure facilities or of income or time to make use of them. Promotion
of heaith-damaging products may be targeted at ccrtain groups in
society, such as young working-class men and alcohol advertising or
young women and tobacco promotion. This puts them under greater
pressure than others to consume these products.

On the other hand, some situations are the result of a much greater
degree of choice. For example, skiing injuries suffered more frequently
by certain groups would not arouse the same sense of injustice, since the
cause — skiing — is widely viewed as a voluntary activity chosen by
those who accept and insure against the risks involved.

Similarly, a section of the population may frecly choose not to use a
particular health service because of religious beliefs, for example, and
any resultant excess in sickness in that group would not normally be
classed as unfair,

The causes of health differences listed above are not mutuaily
exclusive. They all interact, bul the available evidence shows that
biological factors and the effects of sick people moving down the social
scale play only a small part, the major part being played by socio-
economic and environmental factors, including lifestyles.
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Towards a working definition

To sum up, the term “inequity” as used in WHO documents refers to
differences in health which are not only unnecessary and avoidable
but, in addition, are considered unfair and unjust.

Judgements on which situations are unfair will vary from place to
place and from time to time, but one widely used criterion is the degree
of choice involved. Where people have little or no choice in living and
working conditions, the resulting health differences are more likely to be
considered unjust than those resulting from health risks which were
chosen voluntarily. The sense of injustice increases for groups where
disadvantages cluster together and reinforce each other, making them

very vulnerable to ill health. Therefore one working definition would
be:

Based on this definition, the aim of policy for equity and health is
not to eliminate all health differences so that everyone has the same
level and quality of health, but rather to reduce or eliminate those
which result from factors which are considered to be both avoidable
and unfuir.
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Equity in health care

In the Health for All strategy, several targets are concerned with the issue
of equity in health care: the question is tackled more explicitly in targets
27 and 28.

Underpinning these targets, and indeed underpinning most health
care systems in Europe, is the belief that there should be a fair and
equitable deployment of available resources for the benefit of the
whole population, though equity in this context can be inferpreted in a
variety of ways.

A number of possible definitions of equity have been put forward for
practical purposes (27), but some of them are unlikely to satisfy a
common scnse of fairness. To take just two of the cxamples from this
work, health scrvices could be based on equal cxpenditure per capita.
By this definition an equitable allocation would be achieved if the
available health service budget were divided equally amongst geo-
graphical arcas based on the size of population in each arca. But cven if
this were attained, it would make no allowance for the differential needs
for care in different age and social groups in cach region and so would
not be considered cquitable by many.

At the other extreme, the most ambitious definition maintains that
equity In health care is achicved when equal health status has been
attained. In other words, the goal of an equitable health service would
be o make the level of health the same in all regions andfor social
groups, or at least to narrow the health gap significantly. In practice, this
is an unrealistic goal for most services, because health care is only one
of many factors which contribute to health differences in a country and
acting in isolation would not be able to bring about the required
improvement in community health status,

A fair chance for all




11

For the purpose of establishing a working definition, the above
examples have been rejected 1n favour of ones which focus on accessi-
bility, quality and acceptability of the care offered to all sections of the
population, more in line with targets 27 and 28. Using this approach,
equity in health care is defined as:

Looking at each of these themes in turn, equal access to available
care for equal need implies equal entitlement to the available services
for everyone, a fair distribution throughout the country based on
health care needs and ease of access in each geographical area, and
the removal of other barriers to access. An extreme example of unequal
access arises when people are tumed away from or are unable to use
health services because of their lack of income, race, sex, age, religion,
or other factors not directly related to the need for care. In most
European countrics, the spectre of accident victims being left to die
because they cannot pay for emergency treatment is thankfully absent,
but other inequities of access remain. For example, migrant workers
may be excluded from insurance-based services In some countries.
Financial, organizational and cultural barriers confront people wanting
to use services so that, although they may have a right to health care in
theory, their access may be restricted in practice. For example, transport
costs fall most heavily on low-income groups, limiting their access to
available services, Clinics may have inconvenient opening hours, for
instance, so that only limited groups of people can make use of the
service. Ethnic minorities may find the language and cultural barriers
major obstacles to access (29,30).
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Inequilties in access also arise when resources and facilities are
unevenly distributed around the country, clustered in urban and more
prosperous areas and scarce in deprived and rural neighbourhoods.
As deprived communities tend to suffer the worst health, such unequal
distribution means that medical services are least available where they
are most needed — the so-called “inverse care law™ (31).

Access is also restricted unnecessarily if a country’s available re-
sources are spent almost exclusively on high technology medical serv-
ices which cater for a small segment of the population, while litlle
provision is made for balanced health care services of benefit to the
majority.

Tuming to the concept of equal utilization for equal need, great care
needs to be taken in interpreting this goal. If differences are found in
the rates of utilization of certain services by different social groups,
this does not automatically mean that the differences are inequitable.
Rather it is an indication that further study is needed to ascertain why
the utilization rates are different.

In some instances, a small proportion of the difference will be due to
some people exercising their right not to use health services if they so
wish, perhaps for religious or ethical reasons. Likewise, there is concem
that increasing activity in some services may lead to unnecessary
treatment. For example, some countries may be worrying about the
already high hysterectomy or tonsillectomy rates in higher income
groups and would not want to aim for higher surgery rates for other
income groups In such circumstances.

However, where use of services is restricted by social or economic
disadvantage, there is a case for aiming for equal utilization rates for
equal need. For instance, in relation to immunization and other preven-
tive services, positive discrimination may be justified in providing
outreach and other imaginative schemes to make it easier for people to
use services in iow take-up areas (32).
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