Fair financing for health and health care

Detlef Schwefel

1. Values in the context of health and health care

Values are the backbone of public health measur@$aalth reforms. The European Regional Office
of the World Health Organization (WHO EURO) recagps the centrality of values in health reform

debates. “Health systems are strongly influencedhbyunderlying norms and values of the broader
society within which they function. Health care\dees, like other human service systems, are nsirror
that reflect the deeply rooted social and cultegbectations of the citizenry as a whole. These
fundamental values, while generated outside thadbstructure of the health system, often defire th

system’s overall character and capacity.” [WHO EUFID6]

“A key indicator of a society’s normative valuesti®e very nature of health care itself. In some
societies it is viewed as a predominantly sociatalective good, in which all citizens benefit whe
an individual receives needed curative as wellraggntive care. A related value is that of solityari

in which the cost of care is intentionally crosgsidized from the young to the old, from the rioh t
the poor and from the healthy to the sick, to emshat all members of society receive needed tare.
other societies, influenced by the radical marketrdgated thinking of the 1980s, health care is
increasingly perceived as a commodity to be bowgitt sold on the open market. This position
emphasizes the technical and dynamic efficiencyrtiaaket incentives can instil into the provisidn o
health services, and the contributions these ingenare believed to make towards restraining &utur
growth in health care expenditure. However, theceph of health services as a market commodity,
while having been discussed in some policy-makimges, has not been adopted in any European
country.” [WHO EURO 1996]

In a similar mood the World Health Report 2000drte assess two issues of health systems: “The
objective of good health itself is really twofolthe best attainable average level — goodness thand
smallest feasible differences among individuals gmoaips — fairness.

« Goodness means a health system responding weldbpeople expect of it;

» fairness means it responds equally well to everyatitbout discrimination. [WHO 2000]

1.1 Fairness

The concept of fairness received a very speciahprence in ethics and philosophy by the theories of
Rawls. Rawls ‘justice as fairness’ rests basicalyhis ‘principle of difference’: inequalities ime
distribution of scarce resources are justifiedhéyt serve the purpose to improve the status olvtiret

off. That is a rule of solidarity in the context tfo other principles, i.e. the principle of maxima
freedoms and the principle of equality of opportieési Rawls theory is a liberal political theorythvi
some welfare state elements. “The basic idea dicpusas fairness is that social and economic
inequalities are tolerated in the basic structuresariety insofar as they do not jeopardize the
fundamental equality of the members of society. dprecisely, justice is seen as undermined if
society’s main economic, social and political ingtons require sacrifices from the worse off greup
purely to the benefit of the better off groups. Is@csocial division of labor would not be a “fair
system of cooperation™. [Peter] This concept isdzhon two basic assumptions:

! This paper was originally drafted as discussiémuation paper for a European Commission’s Work@gup on Fair
Financing initiated by the German Agency for TechhiCooperation by the year 2003. Purposefully titha went beyond
the original scope and purpose and tried to skatchther comprehensive overview on fairness arate@lvalues in the
context of health and health care. Comments migltdoeessed tdetlef.schwefel@berlin.de
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« the society is a fair system of cooperation and

- all members of society are fundamentally equalfeseel

Health, nevertheless, was not mentioned in Ravésrthof justice as fairness. Notwithstanding, the
concept of fairness in health received quite sottention, even in the context of his theories. ieal
is a natural good for Rawls that was not so muchreahble to society’s intervention in his time. If he
would have been aware of the expected or dreamegkgss of genetic engineering, might be he
would have argued differently. The degree of avoidg of diseases is, indeed, a very important
aspect of fairness and justice applied to healthdiseases.

In common understanding of the wo/man in the strea$ reflected in the Webster dictionary — we

find the following definitions:

. fair: “a : marked by impartiality and honesty :dréfom self-interest, prejudice, or favoritism <a
very fair person to do business with> b (1) : comimg with the established rules : allowg?) :
consonant with merit or importance : dee fair share> c : open to legitimate pursuitagit or
ridicule <fair game> (10 further meanings of ‘fair’

- fairness: fair-ness noun

« synonyms “fair just, equitable impartial unbiaseddispassionatebjectivemean free from favor
toward either or any side. FAIRnplies an elimination of one's own feelings, pdies, and
desires so as to achieve a proper balance of condliinterests <a fair decision>. justplies an
exact following of a standard of what is right gmméper <a just settlement of territorial claims>.
equitableimplies a less rigorous standard than jaist usually suggests equal treatment of all
concerned <the equitable distribution of the properimpartial stresses an absence of favor or
prejudice <an impartial third party>. unbiasedplies even more strongly an absence of all
prejudice <your unbiased opinion>. dispassiorsaiggests freedom from the influence of strong
feeling and often implies cool or even cold judgmea dispassionate summation of the facts>.
objective stresses a tendency to view events or persons ast fapm oneself and one's own
interest or feelings <l can't be objective aboutowyn child>. synonym see in addition beautiful.
[Merriam-Webster Dictionary Internet version on wwaww.com].

In this context fairness seems to be a rather waldtint word with very many rather overlapping

synonyms and connotations, which are relativelgigkiand imprecise. In many European languages

there is no exact one-to-one translation correspoca to these words — just and justice seem to be
more appropriate words in our context, or equitald equity — even if the last two words again, do
not have a straightforward translation in severatofean languages and are also closer to the
concepts of “just” and “justice”.

In the health debate fairness received a stroniigring by the World Health Report 2000 and a very
definite definition and measurement. All memberrdaes of WHO were rated and ranked according
an index of fair financial contribution. “The wawdith care is financed is perfectly fair if theloadf
total health contribution to total non-food spemdis identical for all households, independently of
their income, their health status or their usehefhealth system.” [WHO 2000] The formula reads as
follows: “

3

Z |HFC, - HFC

Fairness of financial contribution = |1 —4 =t -
0.125n

where HFC is the financial contribution of a giveousehold and HFC is the average financial
contribution across households. The index is desigeo that complete equality of household
contributions is 1 and 0 is below the largest degkinequality observed across countries.” [WHO
2000] The most important connotation of this deiimi is that catastrophic payments for health and
health care seem to be unfair. Such clarity — ggo®ed to the relative vagueness of the Webster
definitions — is very beneficial to stimulate dission. At the same time, it provokes rejection¢ain
many of the floating connotations of fairness afedside.

In the context of another international compara#ipproach towards improving health and health care
fairness was defined much more broadly: “Fairness imulti-dimensional concept, broader than the
concept of equity. Fairness includes equity in thealitcomes, in access to all forms of care, and in
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financing. Fairness also includes efficiency in agement and allocation, since, when resources are
constrained, their inefficient use means that sogexls will not be met that could have been. For the
public to be empowered to assure that its healphamoted, fairness must also include accountgbilit
Finally, fairness also includes appropriate forpatient and provider autonomy." [Daniel] This yer
definition is again pinpointing to the many synorsyaf fairness and to the closeness of this cortoept
the rather traditional concept of equity.

1.2 Equity

Most prominent are reciprocal definitions of equfsirness and justice.

« Fairness is “the attitude to be just to all”. [WR003]

« “Equity: principle of being fair to all, with refence to a defined and recognized set of values.”
[WHO 2003]

« The same glossary defines equity as “fairness mithe health system. Often taken to mean
equity of access to health services or equity altheoutcome. More general concept is equity of
health, meaning equal levels of health among differpopulation groups, to which equity of
access and equity of outcome contribute. One heghktem goal is to maximise equity.” [WHO
2003]

« “Equity is an ethical concept that eludes predsénition. Synonyms are social justice and
fairness, which again, could be taken to mean réiffy by people at different times. Equity
usually deals with a predetermined standard or narich is considered "just" or "fair.” [WHO
SEAROQ]

« The same tendency is found in the health econoligcature: “In economics the term "equity" is
usually taken to refer to fairness in the distiidmitof a good (in this case "health"), and "faigies
is taken almost unthinkingly to mean reducing iradijes.” [Williams in Culyer]

Fairness, equity and justice seem to be very muiehrelated and overlapping.

The same happens in the general worldview whengitggqccording to Webster is “

1 a : justice according to natural law or riglpesifically : freedom from bias or favoritism
b : something that is equitable

2 a : a system of law originating in the Englislalccery and comprising a settled and formal body
of legal and procedural rules and doctrines thppment, aid, or override common and statute
law and are designed to protect rights and enfduties fixed by substantive law
b : trial or remedial justice under or by the sudand doctrines of equity
c : a body of legal doctrines and rules develdpednlarge, supplement, or override a narrow
rigid system of law

3 a : aright, claim, or interest existing or dah equity
b : the money value of a property or of an intemesa property in excess of claims or liens
against it
c : arisk interest or ownership right in property
d : the common stock of a corporation.”

[Merriam-Webster Dictionary Internet version on wwaww.com]

WHO adopted a negative definition of ‘equity’ thaes to be a bit more specific. “The term inequity
has a moral and ethical dimension. It refers tiedihces which are unnecessary and avoidablerbut, i
addition, are also considered unfair and unjust. iBoorder to describe a certain situation as
inequitable, the cause has to be examined andguigiee unfair in the context of what is going on i
the rest of society.” [Whitehead] Injust in thisise are especially states of non-well-being

« that are caused by human actions, not by nature,

« that are amenable to human interventions, eveariétically given.

In this context it is debatable if the ‘birth latgeof being genetically handicapped or being rmehel

if the informed acceptance of ‘risky behaviourstddrisky jobs and environments’ — just to mention
two areas of concern — are considered to be aveidaid therefore inequitable. Very meaningful
discussions can originate from this concept of ueesary and avoidable differences in health, tleat a
considered to be unjust and unfair.
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In a positive formulation it is stated that “equityhealth implies that ideally everyone shouldéav
fair opportunity to attain their full health potaitand, more pragmatically that no one should be
disadvantaged from achieving this potential, i€aih be avoided. Equity is concerned with creating
equal opportunities for health and with bringingltie differentials down to the lowest level possibl
[Ritsatakis]

In pragmatic terms there are the concepts of eduihealth status and equity in health care. “Healt
status refers to the physical, psychological arisavell-being of a person, while health carerigyo
one of many determinants of health status. Headite cefers to certain characteristics of health
services, such as accessibility, use, quality,uesodistribution and financing.” [PAHO]

In theoretical terms there is a difference betwhenzontal and vertical equity. “A health system
should strive for both horizontal and vertical egui treating alike all those who face the samdthea
need, and treating preferentially those with theatgst needs — to be consistent with the goal of
reducing health inequalities.” [Murray 2001] “Vexdl equity requires that individuals with different
ability to pay should make appropriately dissimpayments for health care.” [Mcintryre] Horizontal
equity means that similar groups are not payinedihtly, vertical equity means that the rich pay
more than the poor.

In didactical terms there are quite some questiorge asked in the context of the meaning of equity

The ‘Issues Panel on Equity in Health’ of Williamusd IlIsley proposes the following key questions: “

1 Is Aristotle’'s framework the best one to workthw{are we concerned both with the equal
treatment of equals and with the unequal treatmeahequals)?

2 Can we list all of the things that people miggdard as morally relevant in judging the respects
in which people might be regarded as equal or ualeju

3 Is there a distinction to be drawn between “ritypralevant” and “politically relevant” ?

4 To what extent should inequality reduction benstained by respect for personal liberty
(include the right to private health care) ?

5 When making moral judgements about inequalitiesyhat extent should a person’s fault or
merit be weighed in the balance?

6 Is an inequality caused by a democratic decitgiodecentralise decision-making nevertheless
morally reprehensible?
7 Is it morally unacceptable to deny the bettéimproved services that might be offered to the

worse off?”. [Williams & llisley]

1.3 Equality

In comparative terms equity is often differentiatezm the term equality. “Equity is not the same as
equality, and not every inequality is considerediraquity. The definition of inequity used in this
paper is “any inequality which is unnecessary, @able, and unjust”. While equality is an empirical
concept, equity represents an ethical imperativielis associated with the principles of sociatifes
and human rights. In operational terms, equity ealth involves the minimizing of avoidable
disparities in health - and its determinants - leetwgroups with different levels of social priviéed
[PAHQ] “Equity should be differentiated from equgliEquality does not take into account whether
the existing disparity/gap/difference is "fair asf". Simply, inequity is unfair or unjust inequgliln
practice, the terms, equity and equality are ustgtéchangeably. Social scientists and economigts us
these terms more frequently. They tend to use mlégumore due to the difficulty in setting the
agreeable standard or norm for inequity.” [WHO SEXRNot all inequalities are inequities. But
inequities are inequalities regarded as unfairwamadst.

The common wo/man defines ‘equal’ and ‘equalitythi following way: “

1 a (1): of the same measure, quantity, amounthunber as another (2): identical in
mathematical value or logical denotation: equivakenlike in quality, nature, or status c : like
for each member of a group, class, or society dgeogqual employment opportunities>
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2 regarding or affecting all objects in the sanaywmpatrtial

3 free from extremes: as a : tranquil in mind orothd : not showing variation in appearance,
structure, or proportion

4 a: capable of meeting the requirements of atsiuar a task b : suitabkebored with work not
equal to his abilities>

synonym see sarhgWebster online dictionary]

Politically the most important equality-issue isvpdty, i.e. shortfalls of consumption or incomey.e.
in terms of comparing current consumption with anmative consumption pattern in terms of a
sufficient and healthy diet or by comparing incomiégh monetary yardsticks, e.g. 1 US$ per day or
less as extreme poverty or 50% and below of theageeincome of a reference group. As opposed to
such operational definitions the common definitmnpoverty relates to the following network of
concepts and synonyms: “poveripndigence penury want destitutionmean the state of one with
insufficient resources. povertyay cover a range from extreme want of necesdiies absence of
material comforts <the extreme poverty of the shhwellers>. indigencémplies seriously straitened
circumstances <the indigence of her years as augtadstudent>. penursuggests a cramping or
oppressive lack of money <a catastrophic illness tondemned them to years of penury>. veaat
destitutionimply extreme poverty that threatens life itselfolgh starvation or exposure <lived in a
perpetual state of want> <the widespread destitutiocountries beset by famine>.” [Webster online
dictionary]

In pragmatic terms the two essential questionsiaeguality

. of what: health, income, etc.

« of whom: which socio-economic groups.

In this context the philosophy of egalitarianismaisthe stake. Tobin called ‘specific egalitariamiis
“the view that certain specific goods — such adtheand the basic necessities of life — should be
distributed less unequally than people’s abilitypty for them.” [Anand] In this context a minimum
standards approach is being advocated sometimegguality with regard to the satisfaction of basi
needs and inequality beyond the basic necessttide.o

1.4 (Social) justice

Definitions of equity and fairness refer quite oft® the terms ‘just’ and sometimes to ‘justice’,
mostly in the connotation of social justice. In gy life justice is considered to be “
1 a : the maintenance or administration of whati$s especially by the impartial adjustment of
conflicting claims or the assignment of merited aed¢ or punishments
b : judge
¢ : the administration of law; especially : theabdishment or determination of rights according
to the rules of law or equity
2 a : the quality of being just, impartial, orrfai
b (1) : the principle or ideal of just dealing right action (2) : conformity to this principle or
ideal : righteousness
¢ : the quality of conforming to law
3 conformity to truth, fact, or reason : correcties
[Merriam-Webster Dictionary Internet version on wwaww.com]

In philosophy it is one of the most traditional nsr and concepts, starting with Aristotle who
distinguished between

. iustitia legalis — justice related to rules andulagons (positive law)
. iustitia distributiva — justice related to distrttmn (proportional to performance and capacities)
. iustitia commutativa — settled justice (in legahte)

For Aristotle justice is the disposition to giveckaperson his ‘due due’ (suum cuique) and the
disposition to treat equals equally and unequadsjually. Distributive justice means that burdend an
benefits must be shared within a community.
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“Do not do, what should not be done to you.” Thagegorical imperative of Immanuel Kant marks a
very important milestone in the development of gédlphical thinking from the antique to modern
times. In this context it is philosophers and otlvexe women or men influencing and/or reflecting th

social and political culture of populations regagimorale and ethics. Such concepts

. are autonomously and voluntarily shared by ceaiups,
. have a kind of universal application,
. are prioritized categorically as compared to oftandards [Koller].

There is a large literature on philosophical asp@dtjustice and social justice, which can not be
summarized here. They are related to the mateather than formal or legal aspects of justice. The
most widely cited current concept of ‘justice aisrfass’ was mentioned above, already, i.e. ‘justise
fairness’ of Rawils.

Some political theorists, nevertheless, deny thevamce of concepts like social justice. They argue
that the efficiency of the market — in the long ruwill benefit the poor, too. [Hayeck] Concepteeli
social justice could just be seen as competitivapoas to defend private vested interests without
good reasons. Such concepts even could be corsgidangerous in a fundamentalistic application to
the whole world rather than to smaller communiéied cultures. [Walzer]

In social sciences and pragmatically ‘social juestis mostly related to the sustained reduction of
existing discriminations and the availability ofuad| opportunities. In this context there exists an
empirical social justice research:

. Social justice can be operationalized and measimeéxample as “social security of social
equity related to the satisfaction of basic neef&hwefel 1972] Indicators for the satisfaction
of basic needs are essentially related to healihednication, i.e. brains and bodies or physical
and intellectual capabilities as the most basicdpcton factors. Temporal variations and
variations across population groups are proxieséourity and equity. The basic three concepts
can be combined mathematically in a multiplicatregationship and this index could be
considered a comprehensive development index.

. Empirical “justice research” can deal furthermrehwguestions like ‘payment justice’ with the
following four exhaustive questions:

- what is just payment?

- how do attitudes on justice influence real paynfents

- how large is the extend of perceived injustice &sec of deviations from a status of
justice?

- what impact has perceived injustice for behaviawt society?" [Jasso & Wegener]

The authors assume that these four questions aratamal as well as they fit a theory of just

payment and that the intensity of the feeling doftizge J can be expressed as the natural

logarithm of the relation of really received payménas compared with a payment that is

perceived as just C, i.e. J = In (A/C).

1.5 Solidarity

The attitude of driving towards equity, fairnessl gusstice is often called ‘solidarity’. Webster ohefs
solidarity as “unity (as of a group or class) tipabduces or is based on community of interests,
objectives, and standards”. [Webster online diergh In the political arena of health reform dedsat
solidarity is often considered to be a typical ‘oluropean’ value. “Solidarity has become
synonymous with “risk pooling”, referring to allrangements in which health care costs are not
financed individually, and in which people who remaealthy through a given period financially
support those who become sick and use health eavieess. The term “solidarity” is also reserved in
Europe for health care systems designed to redeedthkrelated inequalities. According to this
principle individual financial contributions aret a minimum, not dependent on the individual's
health status — instead they are related to hieepability to pay. However, services are not deled
according to ability to pay but according to ne&d.a consequence, a health care system is judged to
achieve solidarity if it realizes a more equitalistribution between age groups, between income
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classes, between single people and families, atwebba good and bad health risks, than would be the
case in the (fictive) situation of an unregulateidaie health care market.” [WHO EURO 1996]

In pragmatic definitions of solidarity in healthdahealth care most often some very specific isaues
mentioned

» subsidy from the rich to the poor

» subsidy from the healthy to the sick

« subsidy from the young to the old

« subsidy from small to larger families

+ subsidies for a complete and universalistic treatme

« subsidies for not excluding anybody

Such subsidies intend to provide an equitablertreat according to need, rather than accordingdo th
ability to pay of the client. This brings us backthe issue of fair financing — and to the conadpt
need — perceived needs, expressed needs, normagds, and comparative needs — as compared to
demand.

1.6 Related values

Justice and fairness are part of the political @lisse and its intention to describe & explain amd t
legitimize or criticise existing situations. Theyeacompanions of a host of similar and sometimes
related concepts like democracy, freedom, publierest and other ‘multifunctional’ concepts for
political declarations and for political competitio In the contemporary political debate on
development, health and health care many more ptm@e en vogue and constitute the political
context of the meanings of justice and fairness.cliister some of these values as follows:

. People’s rights and responsibilities: human and dights, political participation, democracy,
good governance and stewardship

. People’s expectations: responsiveness includingityigautonomy and other non-medical
expectations of people related to health care

. Principles of ‘fair and efficient’ organization: centralization, deconcentration, pluralism,
subsidiarity and the like

. Principles of risk pooling and risk sharing: sodelurity, social protection and social health
insurance

. Eradication of extreme poverty and exclusion in ¢batext of many millennium declarations,

e.g. the millennium development goals
We can not go into the depth of these topics amtetd ourselves with some random remarks.

A basic value in the political debate is the enéonent of human and civil rights. It is important to
take into consideration that human rights do aéferrto social, economic and health rights, and not
just to the rights of speaking, thinking and belgvjwww.who.int/hhr/er}. It will be most important

to relate concepts of fairness, equity and justwéhuman rights and civil rights which are still
endangered in many a country. A link to human gglaw enforcement and to new legislation
regarding the widening of this issue into sociagreomic and health rights is a most important issue
achieve fairness, equity and justice. This woulé Is&gn of good governance.

Good governance and stewardship in the contexeofodracy and political participation, are being
discussed widely in recent articles on health c#hin the ‘macroeconomics and health’ debate
[Sachs 2001c] it was stated: “Different studiesvehbe relation between democracy and good
governance, on one hand, and social welfare, omtther. Democracy and good governance include
notions of freedom of association and speech, tffewoice and political participation, the rule of
law, transparency, accountability, and controlafgption. Those issues matter directly and indliyec
for the welfare of the people in any country, amdtipularly for the poor. Bad governance not only
affects growth overall, but also worsens incomerithistion and appear to have a special negative
impact on the poor through different channels.”@®Bonilla] Political participation, especially, ha
been a democratic catchword in community healtbesanlong time, in a sense of getting ownership
of what is going on in health care and of linkiragers and clients. Philosophically this topic retato
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the dichotomy of freedom and responsibility, toBeh stresses that certain substantive freedone (“th
liberty of political participation or the opportiyito receive basic education or health care”) are
“constituent components of development” (essemtighd goals) as well as contributors to economic
progress.” [Sachs 2001c] Political participatioayertheless, did not emerge enthusiastically frioen t
potential beneficiaries. Participation was morereath than a reality in many health projects and
programmes. To compensate for this lack of demiocarticipation of ‘those below’, stewardship
and good governance of ‘those above’ is being as&edincreasingly. In its 2000 World Health
Report WHO dedicated a whole chapter on this isdusteward is considered to be ethical and
efficient at the same time and concepts like camnfiet, trust, legitimacy are very much related i® th
issue. [Saltman] The discussion on health as a@ggbbd is very much linked to this discussion,.too
[Kaul]

Dignity in the context of responsiveness is a viemportant collateral value of justice and fairness.
The World Health Report 2000 assesses these valudgse context of responsiveness of a health
system, i.e. addressing people’s non-medical eapens. “The general notion of responsiveness can
be decomposed in many ways. One basic distinctitreiween elements related to respect for human
beings as persons — which are largely subjectivk jadged primarily by the patient — and more
objective elements related to how a system meetaicecommonly expressed concerns of patients
and their families as clients of health systemsnes@f which can be directly observed at health
facilities. Subdividing these two categories leaids seven distinct elements or aspects of
responsiveness.

. “respect for persons (which) includes: (1) Respecthe dignity of the person. At the extreme,
this means not sterilizing individuals with a geéoedlisorder or locking up people with
communicable diseases, which would violate basmodiurights. More generally, it means not
humiliating or demeaning patients. (2) Confideityalor the right to determine who has access
to one’s personal health information. (3) Autonotayparticipate in choices about one’s own
health. This includes helping choose what treatrteergceive or not to receive.

. Client orientation includes: (1) Prompt attentiammediate attention in emergencies, and
reasonable waiting times for non-emergencies. ()edities of adequate quality, such as
cleanliness, space, and hospital food. (3) Acaessdial support networks — family and friends
— for people receiving care. (4) Choice of provjdar freedom to select which individual or
organization delivers one’s care.” [WHO 2000]

These expectations of people and patients refléett v& considered to be a fair and just treatment

from the point of view of the individual.

Discussions on principles of a ‘fair and efficientganization of social affairs and arrangemengs ar
often mixed with discussing objectives of the Headlystem. Decentralization, deconcentration,
pluralism, subsidiarity and similar concepts arentitmed very often in this regard. The ‘old
European’ concept of subsidiarity — nearly untratadlle into English — is a central issue in this
respect. It means that governments should not dat @ould be done better at other levels, may it be
regions, provinces, districts, communities, fansilier even individuals. The lowest possible level
should take over responsibilities. Decentralizai®just one aspect of this wider concept. Plunalis
evolves from it since there are many ways to fliflttom-up responsibilities. Social security and
social protection seem to be the opposite princigethat the government or levels below showd d
what the lowest levels can not do by themselvesiels related to these topics will be presenteldn t
next chapter.

Extreme poverty in the world hints at the relevaaod coverage of our white Western values. Poverty
is not just characterized by a statistical incomaug below one or two dollars income daily. “There
are 2.8 billion poverty experts”, argues the Wdkhk in its very remarkable book series “Voices of
the Poor”. [Narayan] The World Bank president statethe foreword: “A majority of them feel they
are worse off and more insecure than in the pdstdlysing the content of the ‘voices of the poor’
carefully gives a clear understanding of povertydmel mere income levels. Powerlessness and
voicelessness of the poor are heavily reinforceditnyecessary heavy disease burdens, especially by
the impoverishing high private costs of illness &dpitalization. They can drive even middle class
families into poverty and long lasting indebtedné&ssverty is perpetuated by wide-spread ignorance —
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lack of education among girls and women, predonilgan on how to prevent illness through
knowledge and educated self-help and how to acquideuse life and health skills. Powerlessness and
voicelessness of poor majorities reinforce the gjaead lack of good governance and stewardship.
This in turn leads to political unrest, conflicesjvironmental negligence and degradation, economic
stagnation or recession, and social exclusion dffatt essentially the poor. A fourth of the world
population is better off today than 1980 but ahfis worse than before. [UNDP] “Extreme poverty
ravages the lives of one person in four in the kigieg world.” [OECD 2001a] 2.8 billion human
beings have to survive with less than 2 US$ a This seems to be an ethical and moral scandal. It i
a scandal, too, that 475 billionaires are saidisgpake about the average income of the world. [Mies
Poverty is a problem of fairness, justice and gyuitdeed.

1.7 Trade-offs, conflicts, developments

These values and concepts are often in conflidt @éch other and with other values and objectives,

e.g.

« balancing equity and competition in health refoim&Vestern Europe, e.g. by giving consumers
the choice to change their sickness funds — seeX\hh

« inequalities as incentives for efficiency in cag@oome but not in case of health

- low efficiency as equity problem since the use afeaond best option deprives from potential
benefits

just to mention a very few. Such trade-offs andfli@is have to be assessed and the appropriate

priorities be chosen among the different objectiedésthe health system and its determinants.

“According to Aristotle’s Eudemian Ethics, the fmlling quotation was inscribed over the temple of

Leto at Delos: “Justice is fairest and Health istbdut to win one’s desire is the pleasantest.”

[Alleyne]

The vague and varying connotations of the conceptmind are further aggravating this issue.
Ideologies rather than philosophical concepts sfige seem to prevail in political debates of aslgpt
egalitarianism versus those who rather adherebadl political theories. Concepts like fairnessd an
social justice are being modified, changed andacga or interpreted differently in competing
political debates. In Germany, for example, theeatly untranslatable English word “fairness” is
nowadays sometimes used to bypass the relativebjtiaos redistributional connotations of ‘social
justice’ and to reduce them to a ‘realistic’ ‘faminimum standard of living for those really unatde
work and to perform in a deteriorating labour ditba In the context of three transitions
. from the Ford-mode of production to Post-Fordisnvecoming the large-scale mass
production, e.g. of the typified Ford cars, with ié implications for family income, trade
unions, etc.)
. from industrial to knowledge and service societied
. from national to inter-national and cross-naticsmlereignties in a globalizing world
the presumably required downgrading of the welfdede to a modernized state, i.e. from egalitarian
to liberal modes of interaction, the relative megsi of such concepts are dramatically changing.
“Social justice in the globalizing economy”, this + for example — the title of the mandate for
committees of political parties [SPD] in addressing political expectations of their clientelesnto
political parties are presenting themselves asnias’-oriented defenders of economic liberalism,
others are trying to overcome or modernize 'satialiminded conceptions of ‘social justice’, and
some others are pinpointing at the Christian ethivd morale related to the social mandate of the
Bible's “Bergpredigt”, for example. Changing conatddns and varying clienteles for the different
concepts behind words like fairness and socialdgedtave to be taken into account, when trying to
relate such concepts to fair financing issues aitheand health care.

2 Monitoring of values in the context of health anchealth care

Discussing these values in the context of healthteralth care is stimulated mainly by four intesest
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« Comparing countries in terms of performance andclearking states of affairs of policies and
reform programmes

« Auditing differences in health and health care adjisting resource allocations

« Strengthening corrective measures by public pdljciacluding poverty reduction and social
security systems

« Understanding better life and welfare in philosophng life sciences

Most publications refer to one or more of thesesua application.

2.1 International comparisons of health systems ptarmance

The most prominent and controversial publicaticat tiefers to basic values like goodness and farnes

is the World Health Report 2000. It aims at desogland comparing all member states of WHO in

terms of performance of their health systems. Thnes of arguing are central

1. improving and maintaining the health of itsags

2. respecting the dignity of those it serves (respé persons in terms of dignity, autonomy and
confidentiality and client orientation, in terms pfompt attention to health needs, basic
amenities, access to social support networks, gepdhoices, i.e. consumer satisfaction)

3. protecting from prohibitive cost (no impoverisémh or excessive income share payments via
financial risk pooling; poor should pay less tham households).

Goal achievement was to be measured with respetiietee three goals on the basis of the best
available evidence. This was certainly a worthwhilé at the same time very heroic undertakings It i
very good that WHO accepted all the risks involwedsuch an approach, which had this general
framework of the health system in mind.

Figure 1: Relations between functions and objestive
of a health system according to WHR 2000

Functions the system performs Objectives of the system

Stewardship
{oversight)

\ \\‘ S
(to people's non-medical
expectations)

(Creating resources Delivering services
[invesmlen%and training) (provision) Health

—
/ Z,../ ettt

Financing
(collecting, pooling
and purchasing)

[WHO 2000]

The overall attainment was constructed by attrilgu60% of the total score to health attainment, 25%
to responsiveness and 25% to the fairness of fingnc

The basic concept behind measuring a fair finanoiaitribution is the following: “Fair financing
begins, therefore, from an ex-post perspectiveesitnefers to the amount that a household pattien
past for better healthcare through all payment meisms compared to their income. For this analysis,
health finance is considered perfectly fair if th&o of total health contribution of householdgheir
total non-food spending is identical for all housiels, regardless of their income, their healthustatr
their use of the health system.” ... “The health riiciag contribution (HFC) of a household, was
based on estimates from household income and expendurveys and is defined as the ratio of total
household spending on health to its permanent obeistence income, or capacity to pay. Total
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household spending on health includes paymentsrttsathe financing of the health system through
out of pocket disbursements, private voluntary fiasae, social insurance, and general taxation
(mainly income tax and value-added tax). Permamami-subsistence income of a household is
estimated as total income (proxied by expenditang) tax payments, minus it's expenditure on food.”

[Kawabata] More details are given_in Annerr2d Annex 3

Figure 2: What does fair contribution measure
and not measure according to WHR 2000

Box 2.3 What does fair contribution measure and not measure ?

The way fair contribution to
health care finance is measured is
strictly ex post, referring to what
households actually contribute
rather than to their ex ante risks of
needing health care. That means
that there is no need to estimate
the“coverage” ofthe population by
different risk-sharing schemes.
Coverage in financial rather than
nominal terms — how much peo-
ple are really protected, not sim-
ply whether they have insurance
or participate in social security —
is hard to estimate beforehand,
and in any case such coverage is,
like accessibility, an instrumental
rather than a final goal. Nominal
coverage does provide people
witha sense of security whichalso

affects their spending and saving
decisions, but that is not a goal in
itself.

Peaple who do not use care when
they need it, because they cannot
afford the out-of-pocket cost, ap-
pear to spend less than they really
need to. Estimating what they would
have spent if they could afford it
would give a different distribution
of contributions, and would almost
surely show even more unfairness.
Basing the measure on what is ac-
tually spent — which is all that the
data allow — overstates the degree
towhich a health system achieves a
fair distribution ofthefinancing bur-
den.

The measure also says nothing
about howa family obtains the cash

to pay out of pocket for health care
{or for some forms of prepayment
such as “health cards” or vouchers).
Househalds much of whose income
is in kind rather than cash may
forego health care because they
cannot obtain the cash when
needed,and the data will show only
that they didnot spend. Without fur-
ther analysis there is no way to dis-
tinguish illiquidity from all the other
reasons why a health need did not
eventuate in expenditure. A less se-
rious but sometimes still conse-
quential liquidity problem arises
when a household has to pay out of
pocket for care,and then wait for re-
imbursernent from an insurer. This
need to finance care temporarily
arises for populations wealthy

enough to have formal — usually
private — insurance.

Finally,and most important, fair
financding means anly equity in
how the financial burden of sup-
portinga heal th system is shared.
It says nothingabout whether the
utilization of health servicesis fair,
which is an equally crucial issue
in the overall fairness of the sys-
tem. Fair financing is concerned
with the principle of from each
according to ability, but not with
the principle of to each acaording
to need.Unfairness in use relative
to need shows up in inequalities
in health status, because service
utilization ought to reduce such
inequalities so far as they are
amenable tointervention.

[WHO 2000]

Annex 1presents the fair financing indexes for all WHOnmber states and ranks them accordingly. It
provoked outcries in some countries disliking thrainks and presented surprises for the interndtiona
community, that Colombia — for example — was rankedd champion in fair financing and Djibouti
was close to this rank and much higher than théedristates of America. The international discussion
on this report and specifically on the fair finamgiissue reveals some concerns that should be
contemplated, when dealing with this issue.

Navarro assumes that “by fairness in health-car@niing we mean that each person should receive
health-care services according to his or her nedile contributing according to his or her abilépd
command of resources” [Navarro] and criticises trdy proportional shares in the financing of healt
care are considered to be fair and not those tteatdesproportionally higher for the better off.
Progressivity in funding would require such redlattion. More details are given in Annex 4

Brazilian health system analysts point also toi$isee, that vertical equity is not taken into actpu

properly. They add problems related to

- the distortional effects of using expenditure datad household consumption as proxies of
income,

« the confounding effects of inequalities in society,

« the use of survey data in some countries and affr@stimates for other countries,

« the negligence regarding pro- versus regressivasfabe entire health financing system including
taxes that do not form part of family spending,

« the omission of considering inequalities in thechf and use of health services,

- the low specificity of the DALE indicator as measment of the health systems performance,

- the lack of clarity of some indicators on privatgesding, out of pocket spending, private
consumption, total consumption, total private conmgtion and so on.

More details are given in Annex 4
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A Scandinavian researcher hints at “summary indigés unclear meaning, dubious validity and little
practical relevance”. [Nord] “Apart from the DALEakculations, which are all partly factual and
partly speculative, the only indicator for the USich is not imputed is child mortality, and for
Denmark they are all imputed. So it was not ReahrDark that was rated below Real USA, but
Fictional Denmark that was rated below FictionalAJSA British colleague mentions “the use of
little actual data, which is often heavily manigelhto make it usable, and then subjected to & grea
deal of rather adventurous modelling.” [Williamg02p

Counterintuitive results of WHO performance measwmet are mentioned by many reviewers —
especially in those countries that did not accdptaposition in the international ranking. Oneatels

to the fact that “rankings on fair financing do seem to be correlated with ranks on any of theroth
components. This implies that countries which hanagor inequalities in health or responsiveness are
equally as likely to score well on fair financing aountries which have less inequality in these
variables. And countries which achieve relativayhhevels of health are no less likely to haveainf
financial systems as countries that achieve relbtiow health outcomes.” [Tandon]

Figure 3: Rank correlations between responsivelegs$
responsiveness distribution, fair finance, healtguality,
DALE and the composite index of WHO
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[Tandon]

In spite of all criticism the WHO study was a proative eye-opener and tool-box-opener for the

discussion and measurement of values, incorporatachealth systems comparison exercise. Values
like goodness, responsiveness, fairness — wheneverse them and apply them to political decision

making — do have their implicit values and measemn The WHO exercise tried to make them

explicit — a very important job done by WHO. Itggatial for benchmarking is quite remarkable.

2.2 Benchmarking of fairness of health reforms

For assessing the fairness of policies and stegefienchmarks were developed to provide a tool for
their evaluation. “Teams of collaborators from Golwa, Mexico, Pakistan, and Thailand have
adapted a policy tool originally developed for enxsing health insurance reforms in the United State
into “benchmarks of fairness” for assessing hea#tystem reform in developing countries. We
describe briefly the history of the benchmark applg the tool itself, and the uses to which it rhay
put. Fairness is a wide term that includes expoguresk factors, access to all forms of care, snd
financing. It also includes efficiency of managemeand resource allocation, accountability, and
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patient and provider autonomy. The benchmarks ataliwk the criteria for fairness. Reforms are then
evaluated by scoring according to the degree tehwtiiey improve the situation, i.e. on a scale®f —
to 5, with zero representing the status quo. Theobls to promote discussion about fairness across
the disciplinary divisions that keep policy anasyand the public from understanding how trade-offs
between different effects of reforms can affectdkierall fairness of the reform. The benchmarks can
be used at both national and provincial or distegels, and we describe plans for such uses in the
collaborating sites. A striking feature of the adipn process is that there was wide agreement on
this ethical framework among the collaboratingssidespite their large historical, political andtotal
differences.” [Daniels] This exercise was suppotigdrockefeller Foundation and its Global Health
Equity Initiative.

Annex 6 gives details on the benchmark areas chosen aplie@gn policy evaluations by the
international study team:

. Benchmark 1 Intersectoral Public Health

. Benchmark? Financial Barriers to Equitable Access

. Benchmark3 Non-financial Barriers to Access

. Benchmarld Comprehensiveness of Benefits dnelring

. Benchmarls Equitable Financing

. Benchmark 6 Efficacy, Efficiency and Quality of Health Care
. Benchmark 7 AdministrativeEfficiency

. Benchmark 8 DemocraticAccountability and Empowerment

. Benchmark 9 Patient and Provider Autonomy

“We have adapted the benchmarks for use in evalyjabmpeting reform proposals within a country
and the discussion focuses on that use. It maydssilge to use the benchmarks to make some
international comparisons of fairness across systéut we have ignored such an application in the
work reported here. In evaluating reforms, progiessade if people can agree on what they think the
current limitation of the system is and then agdeeut how much a specific reform would improve or
worsen that aspect of the system. Disagreementst aooring will improve the discussion about
merits of reforms, which is the ultimate goal of thenchmarks. It is crucial to understand this psep

of scoring in order to see why we have adoptediicptar approach to it.” [Daniels 2000]

“The point of this method of scoring is to see hweell particular reform proposals fare on the many
aspects of fairness covered by the benchmarks. $oopesals will be stronger on some dimensions
than others. Where these do not represent truedfsd it may be possible to formulate policiesttha

are true improvements overall. Where tradeoffsbeieg made the framework stimulates discussion
of the competing values underlying the alternativVigsaniels 2000]

2.3 Equity audits

Traditionally and currently Great Britain is the neb champion on awareness of inequalities and
inequities in health and health care. The mostntet®lependent Inquiry into Inequalities in Health
was done by Sir Acheson. “Indeed, for the UK, thehéson Report (Department of Health, 1998)
concluded that health inequalities had not improsiede the 1970's, but had even worsened in some
respects.” [Bond] This report recommended healthitggaudits. “Health equity audit is now a
requirement set out in the new NHS Planning anorfids Framework 2003-2006 and will inform the
implementation of local delivery plans, communityategies and local neighbourhood renewal
strategies.” [Hamer]

“Health equity audit is a process by which locattpers:

« Systematically review inequities in the causedldfaalth, and in access to effective services and
their outcomes, for a defined population,

« Ensure that action required is agreed and incotpdrato local plans, services and practice

- Evaluate the impact of the actions on reducinguiitgg...
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Health equity audits focus on how fairly resourees distributed in relation to the health needs of
different groups. ... The overall aim is not to dimite resources equally, but rather in relation to
need.” [Hamer]

Figure 4: the cycle of health equity audit

1. Agree
priorities and

partners

6. Review
progress and

impacts 2.Doan
against equity profile
targets 1

5. Secure 3. Identify
changes in effective
investment local action
and service to tackle

delivery inequities

4. Agree
\ local targets

with partners

[Hamer]

Hundreds of inequity or inequality indicators — ggeex 9— were being proposed and analysed in
the process of consultation on these audits. [Malriis the thrust of this exercise that the Natb
Health Services is regarded by British people taheeinstitution that is dealing best with equity,
fairness and solidarity.

Similar kinds of ‘audit’ — less structured, neveldss — are being built up in many countries in the
form of Ethics Boards. For example, in 1998, thenish Government appointed the National
Advisory Board on Health Care Ethics (ETENE). A dwity based body comprising representatives
from a large range of different sectors and ardasxperience, ETENE is charged with examining
issues of health care ethics in Finnish society iSkues on its agenda vary across an enormous rang
of topics. The aim, however, is to examine thenirath the perspective of a fairly general framework
of values. [ETENE] Such framework of values inclsidairness, justice and equity. ‘Equity and
dignity’ reads the title of ETENE’s report.

2.4 Regional or institutional redistribution formul ae

Such kinds of equity audits — but less complexe-taing done in many countries in which there are
regional or institutional redistribution formulaer fresources to be shared among geographical areas
health funds with different age and gender distidms, and morbidity and socio-economic measures.
They try to avoid that small areas or funds aréesinig from catastrophic risks of having to caredo
haemophiliac, for example, which would not be cdesed to be fair. Such small scale equity or
fairness audits can shed quite some light on faiantcing issues beyond individuals. In some
countries, like Germany, issues like regional esialization have a powerful political and finahcia
meaning. They deal with billions of Euros transfénem richer to poorer regions and institutions.
Therefore just and fair formulae for fairness aqdig are very important, indeed.

2.5 Health care fairness legislation

Auditing and/or knowledge of inequities in healtlealth care and health care financing should lead t
health reforms, based on health legislation. Thithé basic thrust of studies and audits of uraag

unjust inequities. Such is the case with the He@lihe Fairness Act of 1999 in the United States of
America: “Legislation now pending in the United t8&Senate would expand the role of the federal
government in supporting the study and eliminatibrdisparities in health status suffered by racial
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and ethnic minority populations in this country eTiHealth Care Fairness Act of 1999, or S. 1880, was
introduced in the Senate on November 8, 1999.” §Efjhe health care financing act was specifically
supported by Senator Edward M. Kennedy. Gaps iftthetatus were the most important starting
point for the health care fairness act. It was agnat health research, health literacy, and public
awareness.

Such policies are typically corrections of markaiures. “Getting what you pay for’ is generally
accepted as fair in market transactions, but sesuch less fair where health services are concérned.
[WHO 2000] Market failures point to a never endingt sometimes neglected discussion on the
functions of states and governments, i.e. on stst@p and good governance in the public interest.
There are many of such conceptions.

Figure 5: State functions according to the WorlaiBa

Addressing market failure Imp roving equity
Blinimal functions Provading pure public goods: Protecting the poor
Defense Antipoverty programs
Law and order Disaster relief
Property rights
Macroeconomie management
Public health
Intermediate Addressing Regulsting monopoly: | Owverconung imperfect | Providing social
fune tions extemalities: information: irsurance:
Bagic education | Unlity regulation Insurance regulation | Redistributive pansions
Envvironmental | (erater, electricity, (health, life, pensions) | Family allowances
protection telecommunication) Finencial regulation | Unemployment insurance
Antitrust policy Consumer protection
Activist functions Coordinating private activity: Redistribution:
Fostenng markets Asget redisinbubion
Chagtar indtiatives

Source: World Bank (1997), World Development Report 1997

One of the areas of state intervention is publialthe In this area there is a set of very specific
questions to ask in deciding what interventionrtance and provide.

Figure 6: Questions on public provision and finaothealth
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Do not provide Finance publicly - # Leave to regulated
private market

Source: Adapted from Musgrove P.Public spending on health care: how are different criteria related? Health Palicy, 1999, 47031 207-223.
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Such pathways of reasoning related to the propamestf private and public interventions, to theesol
of the state, (local) governments and of the markatst often reflect the personal value basis ®f th
proponent. It is this area of trade-offs and caoiglibetween different values like fairness, eqaityg
justice and different mechanisms of organizing etydike markets and governments or centralization
and decentralization that requires much attentioridirness related financing proposals.

2.6  Poverty reduction policies

Declarations to attack poverty had a peak at the ofi the millennium. In preparation to this event,
the Organization for Economic Cooperation and Dawelent (OECD) of the rich countries of the
world had prepared and got accepted by its mentégssthe so called International Development
Goals [OECD 2001a]:

> Reduce by half the proportion of people living iktreme income poverty (living on less than
$1 a day).

Ensure universal primary education.

Eliminate gender disparity in primary and secondzatycation (by 2005).

Reduce infant and child mortality by two-thirds.

Reduce maternal mortality by three-quarters.

Ensure universal access to reproductive healthcssrv

Implement national strategies for sustainable dgraknt in every country by 2005, so as to
reverse the loss of environmental resources by.2015

Annex 14 gives a backgrounder on the state ofraffaideveloping countries, the human development
balance sheet for UNDP.

VVVYVYVY

These goals plainly and firmly put basic educatamd basic health in the very center of the
development agenda, in the context of a healthyyr@mwment and a pro-poorest economy. Protecting
health — education is a most fundamental inputtlitcs — and addressing the risks of a sustainable
social and ecological development shall be printanycern of the world leaders. The United Nations,
in its Millennium Goals declaration included alttger 8 goals, 18 targets and 48 development
indicators of which 29% are related directly of inedtly to health. [UN 2000a] Health is on the
international political agenda. Health and educatioght to be strengthened first to give develogmen
a human face - this is the main millennium message.

In the context of these declarations poverty rdadoctstrategies received a new face in the
international development agenda with some admatige innovations or modifications of
approaches chosen beforehand to support projacigtgmmes or policies in partner countries. The
most noticeable of these innovations were:

. Poverty reduction strategy papers: "Poverty RedocBtrategy Papers provide the basis for
assistance from the World Bank and the Internatidfanetary Fund as well as debt relief
under the HIPC initiative. PRSPs should be coudtiyen, comprehensive in scope,
partnership-oriented, and participatory. A coumgeds to write a PRSP only every 3 years.
However, changes can be made to the content ofSPRRing an Annual Progress Report.”
[Sachs 2001c]

. Sector-wide approaches: "A strategy for developnasststance in which a collective group of
donor countries and a recipient country jointlyrpland commit to, a package of investments
for a given sector (such as the health sectogoime cases a basket fund (a fund to support the
entire package) is established into which parttaigadonors contribute, and from which
recipient countries make expenditures. The apprésalitates the integration of donor projects
into the development plans of the recipient coesfrenhances donor assistance coordination,
promotes capacity building, and may increase thel lef funding to hitherto neglected areas
within a given sector.” [Sachs 2001c]

. Pro-poor policies and programmes can be done ferdift ways, either targeting the poor
directly or indirectly via approaches in poor ardas selected diseases, etc. Nevertheless there
are quite some studies indicating that the pooetiteasually by much less than 50% of any
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project, programme or policy, usually by less ti@&b6. [Schwefel 1989] This exactly is what
the 'new' pro-poor strategies are trying to avoid.

Demands for increasing public expenditures for pigvalleviation beyond the meagre percentages of
official development assistance (ODA) experiencedttie past, nevertheless, seem to have little
chance. Increase of the efficiency of these meagrds and targeting them to the poor are hopeful
and helpless catchwords in this debate on stariditige values of equity and fairness, not only with
our European countries.

2.7 International health in the context of social ecurity

The internationally agreed development goals ptetenhalve extreme poverty until the year 2015.
Adding just income would not suffice, because adevspread ignorance and because of the many life
shocks of the poor that do absorb quite often atditianal income. On behalf of the World Bank
more than 60.000 poor in more than 60 countriesbeh interviewed to understand poverty. The
book series on ‘voices of the poor’ is a very retabte background document of the millennium
declarations. [Narayan 1999; Narayan 2000] Anatysiwrefully its content, it turns out that espdgial
health shocks of family members can drain away aayings intended to be used for small
entrepreneurial activities of the families or faher events of random shocks or risks. Persistent
solidarity within larger family networks absorbsyaadditional income. In India, for example, 25% of
hospitalized patients’ families fall into povertyoin medical costs. [Peters 2002] High private
expenditures of some hospitalizations even throwdiai class families into poverty if there is no
social security net for health. A social healthumace and good hospital care for the poor are
preconditions to develop and support family’s ssiesice initiatives and small scale enterprises,
which are needed urgently in view of increasingmpleyment and underemployment in times of a
globalization of shrinking labour markets. [Schwef@04]

Social security for families’ health risks redugespulation growth, considerably. The higher the
mortality risks for children are, the exponentidhigher the fertility rates will be to assure tlsatme

of the surviving children will give a safety net fileir parents in old age. Having larger famiies
form of private insurance, but it is insurance wiatv efficiency.“Societies with high rates of infant
mortality (deaths under 1 year of age) and childtality (deaths under 5 years of age) have higher
rates of fertility, in part to compensate for thequent deaths of children. Large numbers of obildr

in turn, reduce the ability of poor families to @st heavily in the health and education of eachichi
process described by Gary Becker and colleagudsedgjuality-quantity tradeoff” in child rearing.”
[Sachs 2001c] Larger families are considered tahesult of and a risk factor for poverty. The
smaller the families are the higher is their huncapital building. The vicious circle of poverty,
ignorance and diseases can be turned into a beéiink between education, health and wealth, at
the microeconomic level of families and at the maconomic levels of regions and countries.

Social security and social protection are on thHerirational agenda in the context of international
health. Social security and social protection gpéchl areas for state intervention for protectirgn
poverty. A family’s income can not pay the billg fratastrophic illnesses. For such and similarsase
a social security network developed in most WesEarropean countries to tackle to most important
risks of individuals and families, especially

. job related accidents

. health risks

. the risk of unemployment

. the missing income in old age

. the nursing needs of the disabled and some ofideely

Full-fledged five-prone social security systemslik Germany cover all these risks with mandatory
insurances with wide coverages to guarantee thlatpooling and risk sharing are contributing to a
system of fairly balancing burdens, bills and bésgipredominantly for the poor. They all were
constructed with the solidarity principle in minidg. aiming at social justice, equity and fairness.
There seems to be quite some chances to 'expp#drierces related to social security schemes into
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transition countries and developing nations. Thisrea huge market for social health insurance
schemes in these countries, i.e. for health ing@sprotecting the poor, especially.

Social protection is a related concept that wasrtadare of by the World Bank after the sufferinghwi
macroeconomic shocks in many post-communist camtand those caused by the Bank’'s own
adjustment policies in African countries, espegialh a sense it is World Bank’s most European
strategy. “The strategy would involve refocusingsort for public sector social protection programs
toward (a) traditionally underserved groups (foample, by moving from reforming formal pension
systems to looking more broadly at old-age incomeusty for the lifetime poor) and (b) a more
comprehensive reform agenda (for example, by adoig@safety net reform more clearly within the
context of changing labor market circumstances) &jdmore support for risk reduction and
mitigation (for example, by providing school vouchénstead of cash handouts).” The conceptual
framework behind is the so called social risk mamagnt. The book on it is titled: Social Protection
Strategy — from safety net to springboard! [WorkhB 1999]

Social security and social protection "combinepaihciples and values into a coherent 'systemU][E
They put health into a broader context, than itllgus being conceived. This was even widened by a
strong move to recognize health not only as a hunggu but as one of the most important production
factors. Traditionally, money capital is considetedbe the driving force of economic development,
whereas health would increase population growthsarain public services and investments with high
returns. This traditional ‘wisdom' was challenged the “Commission on Macroeconomics and
Health” [Sachs 2001c], which the World Health Oigation had established to reassess the
relationship between health and economic developmBEme commission and its many working
groups assessed the available evidences on heatpraduction and concluded that investments in
health bring incredible economic returns. Scaliqmy assential health interventions in low-income
countries with 66 billion dollars would bring awet of 360 billion dollars per year and possiblyamu
more by the years 2015-2020. [Sachs 2001c] The aeaonomic benefit of fighting communicable
diseases, especially, is very much higher thamcdoses.

Convincing evidences about the relationship betwessaith (as input) and economic development (as
outcome) abound [Sachs 2001c]: the historical dgraént of England, the economic rise of the
Southeast Asian tiger states, many case studiesdeveloping and transit economies after economic
crises, the situation of African American populatia USA as compared to much poorer populations
in China, macroeconomic shocks in countries likexil&, Argentina, Brazil and especially in Central
Asia and finally, a lot of econometric studies shthat health is a long-term driver for economic
growth. The correlation between economic growth la@alth — this is the traditional line of reasoning
on the relationship between economics as inputhexadth as outcome — is mainly mediated through
eventually increasing incomes of the poor and edjperes on public health. [Sen 1999] Jeffrey
Sachs, the outspoken world economist and chalveofrtacroeconomics commission concludes:
> “The weight of the evidence strongly shows thaestments in public health should be placed
at the very center of the economic developmentegiya alongside investments in education.”
[Sachs 2001d]
> ~We have to get serious about public health ingher countries if we are to be serious about
economic development.” [Sachs 2001a]

2.8 Welfare theory and philosophy

Economics — especially health economics — dealb wiich questions. It is based on approaches
towards a welfare theory. In this realm there @ guite some discussion on how to achieve the
largest utility gains by supporting those who suffest or by the increase of the overall well-being
Nord argues that “it is not the goal of health darenaximize total health-related utility gains.efé is

a preference for giving priority to those who arerst off, and a reluctance to discriminate strongly
against patients who happen to have lesser pdgemtiahealth than others. We suggest that these
concerns be accounted for in economic evaluatigiotd] In this respect he will introduce a cost-
value analysis beyond the usual cost-utility analy&illiams argues that the most salient ethicali®
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for the introduction of “equity weights is the fditnings argument, i.e. the general sentiment that
everyone is entitled to a ‘normal’ lifetime arour@-75 years and that anyone failing to achieve this
has in some sense been cheated, while anyoneggattire than this is living on ‘borrowed time™.
[Williams ] “Although we mostly follow the economg custom of regarding equity as synonymous
with reducing inequalities in health, we also cdaesithe much richer variety of concepts employed by
philosophers when discussing distributive justidere however we have distinguished notions of
justice which are essentially procedural from thebech are substantive, concentrating mainly on the
latter. What we have sought to do is to identify thnplications of various philosophical theories of
justice for the way in which a welfare economisghti appraise a particular distribution of health
within a community. To do this we distinguish thesr which place constraints on admissible
outcomes (the health opportunity set), from theordich require the social welfare function (or
maximand) to have particular properties.” [WilliamnsCulyer] Such issues and their formulation add
to the insights into the relationship between denisnaking and gains in terms if fairness, equity,
utility and justice.

These discussions originated in philosophy. FotoPjastice was the virtue of rightly behaving
towards other people, and basically the sum ofiglles. In modern ethics justice is the preconditi

of realizing other values. Social justice mean ‘titelligent cooperation of people in producing an
organically united community, so that every mema&s an equal and real opportunity to grow and
learn to live to the best of his native abilitieBushnell] Opportunities, capabilities, and freedare
the catchwords of ethics applied to health andthezdre. According to Rawls all social values —
freedom, opportunities, income assets and the Isbeses of self-respect — are to be distributed
equally, as long as not an unequal distribution ld/doenefit all. Nevertheless, Rawls does not
consider health as a primary good. But “if we appbwls’ ‘fair equality of opportunity’ principle in
the space of (basic) capabilities, the reductioningiqualities in health will follow as a direct
requirement of justice.” [Anand] Sen gets more ffeon health. “In the terminology of Amartya
Sen, health contributes to a person’s basic capatal function — to choose the life she has reason
value.” [Anand]

3 Main areas of fair financing issues in its contex

We can not deal with fair financing if we do notokn what is being financed and if it is being
achieved or not, and for whom. Who pays and wheefies? In the foregoing discussion it was not
stringently spelled out what we were talking about:

« equity and fairness related to the health statubepopulation or of individuals or of the highest
state of well-being that might be possible undesegicircumstances or regarding capacities,
capabilities and freedoms

« equity and fairness related to the social, econ@mitother determinants of health

+ equity and fairness related to the health resoumra$ health services in terms of need,
accessibility and/or utilization

« equity and fairness of health care financing, @ogording to willingness and/or ability of pay.

These four areas of concern should to be analysecbmitantly to be able to assess fair financing in

its proper context.

Lavies structures the characteristics of goods sedices that may affect fair distribution. He
proposes the following list of health-related goadsd services in a similar way:
()  health care insurance;
(i)  health care inputs:
. providers
. programmes and services;
(i) access to health care insurance and health c
(iv) utilization of health care:
. use of health care services (or “utilization”)
. use of effective health care services (“metste
(v) benefits generated by (i)—(iv) above:
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. specific health benefits (health)
. general benefits (wellbeing).
[Lavies]

Types of health inequalities that give guidanchealth equity audits are summarised in the follgwin

figure.
Figure 7: Types of health inequalities
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[Hamer]

3.1 Fairness and equity in health

Health equity — a bibliography is given_ in Annex tan be seen in the context of definitions of

« health as well-being [WHO],

« health as a form of freedom and opportunities,gdumalities in health constitute inequalities in
people’s capability to function or, more generaltytheir “positive freedom” (in the language of
Isaiah Berlin [Berlin]). This is a denial of equgliof opportunity, since impairments to health
constrain what people can do or be.” [Anand])

« health as capability or capacity to function, ftee ability to lead a life one has reason to véalue
[Sen]

« health as capacity and willingness to master anoyeam productive live, physically, mentally,
socially and economically. [Schwefel 2000]

Usually, nevertheless, health is operationalizedduyative definitions of health in terms of morbydi

or mortality, and their incidences or prevalen@&msverity measurements are quite seldom applied, e.g

in terms of scales of functioning in daily life.didl]

Avoidability of morbidity and mortality and the almees of intervention are most important yardsticks
to qualify (patterns of) diseases and deaths tteacansidered to be inequitable, unjust and unfair.
This is being measured by ‘avoidable’ death, egpigcijHolland] “So which health differences are
inevitable — unavoidable — and which are unnecgsaad unfair? The answer will vary from country
to country and from time to time, but in a geneeise seven main determinants of health diffedentia
can be identified.

1. Natural, biological variation.
2. Health-damaging behaviour if freely chosen,hsas participation in certain sports and
pastimes.

3. The transient health advantage of one group amether when that group is first to adopt a
health-promoting behaviour (as long as other gringy® the means to catch up fairly soon).
4, Health-damaging behaviour where the degredaite of lifestyles is severely restricted.
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5. Exposure to unhealthy, stressful living andkirmay conditions.

6. Inadequate access to essential health andmib#c services.

7. Natural selection or health-related social rigbinvolving the tendency for sick people to
move down the social scale.” [Whitehead]

The author adds: “that portion of the health défdral attributable to natural biological variatioan

be considered inevitable rather than inequitalji&Hitehead]

In this regard there is a hefty discussion on tifeiénces on health: health services seem to have
relatively little influence on health inequalitiedavarro and WHO WHR 2000 seem to be opposite
representatives of this debate. Details are givernnex 12on the effectiveness of health care
according to Navarro. Yet, a stance in this desataost essential regarding a proper handling ef th
fair financing issue: fair financing for health eaor fair financing for macroeconomics or fair
financing for strengthening freedom and opportesitof the individuals to ‘win their desires’ —
whatever it may be? Informed choices and healdrady or life skills are important topics to be
properly appreciated. “Equity in health impliesttiteally everyone should have a fair opportunity t
attain their full health potential and, more pratjoaly, that no one should be disadvantaged from
achieving this potential, if it can be avoided.” fiWéhead] Fair opportunities matter quite a bit isi
not just health care and health services.

Here, we have to distinguish between health inegudnd inequalities. “Health inequality describes
differences in health experience and health outedmeéwveen different population groups — according
to socioeconomic status, geographical area, agabitity, gender or ethnic group. In contrast, tieal
inequity describes differences in opportunity fdfedent population groups which result in unequal
life chances, access to health services, nutriiood, adequate housing and so on. These candead t
health inequalities.” [Hamer]

Furthermore it was suggested to distinguish betweegualities in health for individuals and for
groups. “Studies have revealed large variationavierage health status across social, economic, and
other groups. No study exists on the distributiérthe risk of ill-health across individuals, either
within groups or across all people in a societyl as such a crucial piece of total health inequalkis
been overlooked. ... Total health inequality estimatleould be routinely reported alongside average
levels of health in populations and groups, as tteyeal important policy-related information not
otherwise knowable.” [Gakidou]

Theoretically and evidence-wise there are manyignsl in health and health profiles of different

nations and of different groups within a countryhig¢fh matter most, is a question of Williams &

llisley for their ‘Issues Panel on Equity in Health

1 Are social class differences the most importamts@ (compared, say, to ethnicity, gender,
urban/rural, region, etc.)

2 What issues have recent official documents addceand which ones have they left out (and
why might this be so)?

3 Where reducing health inequalities clashes wélth maximisation, how should the balance be
struck?

4 How is the trade-off to be struck between immtedizenefits to some and long-term benefits to
others ?” [Williams & llisley]

To answer these questions another question has tmldiressed: what causes inequalities in health?

The Issues Panel on Equity in Health proposesdiieniing set of questions: “

1 What is the initial causal sequence between neaid various indicators of demographic,
economic and social status (which causes which, tandvhat extent are they mutually
reinforcing) ?

2 What is the relative importance of each of tHefang broad groups of possible causes:

a) behaviours

b) psycho-social hazards

c) material hazards

and what other candidates are there? (e.g. gepetic
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3 Does the relative importance of each of thesfadiffer according to the particular inequality
under consideration?

4 What is the balance of evidence concerned theoritapce of relative versus absolute
deprivation?

5 Is longitudinal evidence to be preferred to cremstional evidence ?

6 How important is it to take a very broad histaliperspective?

7 What impact are advances in genetics likely teehan current inequalities in health?”
[Williams & llisley]

3.2 Fairness and equity of health resources and Héaservices

Many authors deal with the issue of the fairnes$ equity of health resources and health services.

[Culyer, Whitehead, PAHO] They distinguish between

. equal access to available care for equal needthisrregard values of times and travel costs
have to be considered and that cost equality eicas is not sufficient to allow access equality
or equal opportunity of utilization

. equal utilization for equal need, which might bi#uenced by information and perceived needs

. equal quality of health care for all.

Annex 8presents various measures of access proposed 1&y. WH

“Equality of the quantity and quality of health gees delivered to people of equal need is what is
important.” [Bond] “The concept of need is at tleotr of the equity in health philosophy, which

emphasizes a distribution of resources that iswdfitial and not egalitarian, in order to meet the
particular requirements of specific groups.” [PAH®@tcording to Bradshaw, here we have to
distinguish between

. Normative needs, legitimized by scientific evidence

. Comparative needs, in terms of catching up withgamable groups or situations

. Expressed needs, as demonstrated in health sduMagiour

. Perceived needs, as experienced by the clients {pmaple have lower perceived needs than

rich people) [Brashaw].
This is a classification of needs according typdegitimacy. Furthermore: there is a need for roali
care only if medical care can be beneficial. Cagaoibenefit, has to be taken into account, too.

Problems arise mainly when health services haveetoationed. Rationing has to take into account
efficiency and equity concerns, i.e.

. should be based on cost-effectiveness analyses

. should address health inequalities.

Here, again, we have to distinguish individualitytibf health care versus societal value of hegétte.
Some planning methodologies give different weidbtslients according to their ages, e.g. based on
expectable years of life without disabilities. Suekighing of individuals is highly controversial,
indeed, yet, it is always done — implicitly.

Even if this area seems to be relatively easy tallea “healthcare equity — in spite of its primany
many minds — is an elusive entity, very hard to snea, let alone achieve. Making it a primary
objective in health care provision carries a praseregards attainment of other objectives and this,
along with its elusiveness, deserves considerétyamealth economists and policy makers.” [Bond]

3.3 Fairness and equity of living conditions
“Because most of the present inequities in heakhdetermined by living and working conditions,

attempts to reduce them need to focus on thesecetes, with the aim of preventing problems
developing.” [Whitehead] It is interesting to na&ithat the Health Equity Audits in the United
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Kingdom draw very much attention of these concegnd health care. It is their understanding that
“health inequalities are differences between thaltheof sections of the population which occur as a
consequence of differences in social and educdtiopportunities, financial resources, housing
conditions, nutrition, work patterns and conditiared unequal access to health services”. [Matrix]
Unjust and unfair social arrangements and the healeyof social, cultural, economic, political facs
linked to health inequalities and inequalities tfizing health services play a major role. Thegthat
measures of primary prevention. Health policiesehaw cooperate actively with inter-sectoral
concerted actions with all other sectors of sociktythis respect ‘health and life literacy’ seemrbie
important as well as ‘selective egalitarianism’.

Health impact analyses related to projects, programand policies of other social and economic
sectors of society are a very important topic thateing discussed increasingly. What is the health
impact of telecommunications, of large irrigatiochemes, of energy policies, of macroeconomic
adjustment policies, inflation and indebtednesshef country? It would be unfair to health, not to
consider the health impacts of economic, socidtural and environmental affairs. They deserve
equity and fairness audits, as well. [Dora; Ezaé&¢imm]

3.4 Fairness and equity of health care financing

The World Health Report 2000 presented one defimitand measurement of fair financial
contribution — one very essential step towardsffancing analyses. Several more have to follow to
cover all mechanisms that could modify the fairneSshe system, which might be endangered by
policies advocating a pure market approach fortheare. The “introduction of markets in healthecar
financing is risky.” [WHO EURO] Nevertheless, théatement is an assumption that has to be
evaluated, in principle. The pattern of health cggending can be analysed easily if national health
accounts were available and if the data availablgédcbe differentiated sufficiently.

“Fairness in financing embraces two critical asgetttat of risk pooling between the healthy and the
sick and risk sharing across wealth and incomeldéviKawabata] Related to risk pooling and “in
order to ensure fairness and financial risk pradecthere should be a high level of prepaymesk ri
should be spread (through cross-subsidies fromdadwigh health risk).” [WHO 2000]

Related to risk sharing two essential question® hiabe assessed regarding the relative afforéabili

of health services:

. “Vertical equity requires that individuals with flifent ability to pay should make appropriately
dissimilar payments for health care. Alternativerses of finance for health care are therefore
usually evaluated in terms of their degree of peegivity, i.e. “the extent to which payments for
health care rise or fall as a proportion of a pgs@income as his or her income rises.” [Van
Doorslaer]

. Horizontal equity was the yardstick for WHO WHR B00"Fair financing” of health systems
incorporates the concept of equity in the distidoutof the burden of funding across the
population, and that the need to pay for healtle siould not impoverish families. In general,
contributions to the funding of the health systémudd be made according to ability to pay, and
contributions should be made long before use isenmwddhe service. Additional objectives of
health financing policy are to promote equity ircegs to care and efficiency in the use of
sectoral resources.” [WHO EURO 2002]

These theoretical concepts have to be applied aatysed in very diverse settings. Taking only
European countries there are at least three véfigreit types of overall approaches towards health
and health care:

. Bismarckian countries (Austria, Belgium, Francerr@any, Luxembourg and Switzerland) with
social health insurances
. Beveridge countries (Scandinavia, United KingdonoutS8ern Europe) with tax financed

national health systems
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. Transition countries in Central and Eastern Europd¢he way towards health insurance based
on payroll taxes.

These models of the welfare state are extremelgrdiit. If we add all other countries of the wanld

would have to include furthermore

. models without welfare states and

. models with very differently mixed systems.

In spite of these differences we should analysaildetf health care spending and its contributimns

fair financing. It is essentially the mix of healtlare financing sources that has fairness andyequit

implications. We will distinguish essentially bew®ve out-of-pocket payments, taxes and insurance

contributions, and their different distributive edfs.

3.4.1 Out-of-pocket payments

In many developing countries out-of-pocket paymfamt health and health care are considerably
higher than 50% of the entire national health antaun India, for example, close to 25% of fanglie
fall into poverty after hospitalization becausetloé catastrophic payments they have to pay before,
during and after hospitalization, direct and indireosts included. [Peters] Such hefty out-of-pocke
payments in case of iliness are considered to ®denttst unfair health care spending. In view of¢hes
recent data from household survey it is quite awarsial if the data of WHO WHR 2000 on India,
Colombia and Romania could be correct saying thatet are 0.0% of catastrophical health care
spending in these countries.

Figure 8: Percent of families in India falling inpoverty after hospitalization
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Beyond ‘formal payments’ according to fee scheduad agreed upon price lists there are often
informal payments to be done. In Eastern Europeamntdes the incidence of informal payments for
health care is quite considerable, too. [Centralihis case it is payments that are to be madeetund
the table’ very often with the intention to buyesponsive health care in dignity. Such payments are
considered by the poor — according to the remaekddbices of the Poor” of the World Bank
[Narayan] — part of the ‘cold and corrupt contaetgderienced by many poor in health care.

Formal co-payments are being introduced duringthesire reform in many a European country, i.e.
certain amounts of money for drugs, hospitalizatimmtacts with health providers, etc. In view of

macroeconomic adjustment policies and cost-recosenemes, user fees were introduced in many
developing countries during the last decade. Anh@xgives some hints on these issues in the
European context and on evaluations of user febalonesia.
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Details of these and further out-of-pocket paymdsatge to be analysed to assess the relative fairnes

implications of such, especially in the discussibirade-offs between incentives to ration headthec

rationally and fairness and equity.

. One of such questions is regarding exemptiongipbor, for the indigent, for charity patients
or for specific diseases. There are many formaliafodmal policies in this respect.

. Voluntary out-of-pocket payments are given freglyeirt the form of community financing.
Sometimes they might be considered out-of-pocketmeats, sometimes micro-insurance
contributions.

3.4.2 Taxes

In terms of fair financing taxes are consideredb® potential ‘prepayments’ for health care.
Prepayments are considered to be on the road teviairthess. “Financial fairness is best served by
more, as well as by more progressive, prepaymemtidne of out-of-pocket expenditure.” [WHO
2000] Yet, the world health report 2000 considesaty those taxes that are being paid directly from
households. In tax-based health systems the pgigitgsof taxation is the main contributor to
solidarity as well as the level of health budgetsdlation to all government spending. In view o t
amount of tax money given for health care and ims$eof progressivity or regressivity — differences
to proportionality of payments and ability to payard the provision of health care — of taxatidn al
taxes have to be taken into account and analysemiding to volume and distributional effects, i.e.

. national, regional, local taxes

. income, wealth, and value added taxes
. company and excise taxes

. earmarked and ‘sin’ taxes

. other taxes.

This, indeed, is a comprehensive, complex andcditfundertaking. It is going beyond national hiealt
accounts. It would have to analyse the whole cgélénancial flows from households as tax payers,
governments and companies as intermediaries amahdial agents, close-to-client providers, and
patients as recipients. Typically national healthoaints start from government budgets and not with
the question where do the governments get theiesnénom.

Additionally, the fundamental question has to bdragsed regarding the issue if redistribution sthoul
be done via the general tax system mainly, andfditianally via the health care system and its theal
insurance.

3.4.3 Health insurances

Private health insurances usually are based oprtheiple of risk equivalence (premium = benefits).
This principle is an important step towards riskolpmy, especially if the insurance has a wide
coverage of high and low risks and as long as tiseme exclusion of high risks. Since this is tybig
the case the Bismarckian model developed publicamial health insurances — statutory health
insurances — to guarantee a wide coverage. Nelesthesuch insurances or systems of insurances
encompassing private, public or quasi-public insire
. charge
0 according to flat rates, i.e. equal payments fbinaured
(o] or according to basic salaries, which is the mcsditional and easy way social health
insurances are handled as payroll taxes that aedlan basic salaries, most often and that
o] do not take into account the total income of tteaired

. sometimes exclude or give disincentives to higksris
. use ceilings beyond those there is no more incrieabe contribution rates
. introduce bonus systems for those who use theraystélom

. continue to defend their fragmentation
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and may use other mechanisms to put in danget-fidded risk-pooling and risk-sharing that can be
considered as ‘especially fair’.

3.4.4 Health care financing reform issues

To tackle the dilemma between market and plan, etitqgn and solidarity — see Annex Hlmany
proposals are being developed, discussed, intrddoceejected and evaluated that do have their
implications on fairness and justices as well agrmdernization and societal instead of individual
affordability in times of globalization. We just mi#gon a few in alphabetical order:

. benefit package designs (cost-effective 'minimuackages versus all 'medically feasible")

. changes and mixing of provider payment methods

. contracting

. cost-effective provision of pharmaceuticals

. cost-effectiveness analyses and technology assesme

. decentralized provider management

. efficiency of services

. performance tied provider payment

. policies to reduce private out-of-pocket payments

. prospective provider payments

. public health programmes targeted to the poor afrtbvable

. shifting boarders between hospital, primary and roomity care

. shifting public/private mixes of health care priois

. splitting financing and provision of services

. strategic purchasing

. targeted subsidies

. use of equity funds to compensate health facilfieshe provision of exemptions from user
fees to poor patients. [Crossland]

. user charges and co-payments

Health reform proposals are full of such ideas ammbvations. Fairness oriented assessments and
international comparisons of results and findings\gery important to achieve ‘fair’ and ‘just’ h&al
reforms. But some caution is pertinent: “much iswn on health inequalities but nearly nothing on
measures to reduce them.” [Gwatkin] It is a rembldkanerit of Daniel and his team to work out a
matrix with relevant issues for assessing qualiédyi the fairness impacts of reform endeavours.
[Daniel]

3.5 Fairness and equity in the public opinion

Fairness, equity and justice are concepts at thesmads between population, politicians, providers
and public health. It makes no sense to concepgjaineasure and declare fairness if the wo/man in
the street does not share the most basic viewsuincontext it is essential to know people’s

preferences, people’s aversion of inequality, ardpfe’'s awareness regarding which groups are
discriminated and which policy measures would redoicinduce unfair and unjust situations. 85% of
the Germans, for example say that social differerare justified, if the opportunities were equal.

[Weber] It seems to be that Americans do not give $ame primacy to equity, as compared to
Europeans. [Bond] And such attitudes change owee tand according to social and economic
inequalities. Health care reforms have to take atoount the preferences of the population and its
meaning and connotation of fairness, justices ajuitye

Public health professionals do have their values, tWagstaff and Van Doorslaer et al (1992)
believed there was broad agreement among policyersdk at least eight of nine Western European
countries that health care ought to be financedradatg to ability to pay, but delivered accordimg t

need.” [Bond] The same author mentions changing/vien the importance of equity in health and
health care in Ireland. “To summarise: in Irelattle UK and Europe, equity is accorded primacy
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among objectives by policymakers, health administeaand many analysts. But the measure of
equity is via expenditure on health care and theeotion between that and health outcomes is quite
tenuous.” [Bond] A Finnish researcher conductedearpsurvey among his fellow public health
professionals on their approval of the equity conseof WHO; they were shared. [Pekkarinen] It
would be good to know, if all essential groups eélth care providers are sharing such view, toe. Th
sharing or non-sharing of values is part of thatfigr power.

Public debates in professional and/or politicatleis produce press releases and debates in thie.publ
Each reform endeavour is accompanied by a host lofewgrey and non-papers. Rejection or
acceptance is broadly based on values and onghefir the ‘right’ values to be pursued. Content
analyses of such papers are a very important ecahalyse fair financing issues with regard to theal
health care and reforms of the society.

3.6 The context of fair financing

There are two essential and basic questions reggfdlir financing:
Who pays?

Who benefits
We can not assess the fairness of financing iteveal assess at the same time equity in healthtyequ
in health services and equity with regard to thdewicontext of social, economic and environmental
affairs. There seems to be no clear and precisetalére or semantic meaning of fairness, that @an b
applied easily to fairness, equity and social ggstior health and health care. The contextual or
connotative meaning of fairness, equity and squasstice can be explored and assessed in the wider
context in which health is produced, health cagiven and being paid for. Fair financing reviews a
an addendum to performance assessments, benchgraridrequity audits. They ought to be an input
for pragmatic policy debates and policy makinghie hame of justice, equity and fairness.

4 Fair financing scale

Based on the above considerations we summarisatiegsssues and questions in a matrix. Without

applying psychometric scaling techniques we juss@nt main questions in such a way that a positive
answer might indicate a drive towards fairness,itgcgnd social justice. These questions can be
applied to the

> general health and health care situation in a egumtin one of its subdivisions and to

> health sector reforms in the context of wider satissues.

A high fairness score would respond to a high nunolbégyes’ answers. We have to stress that we did
not reduce redundancies of similar questions ndrw sort the questions within the major topics

chosen. We welcome productive contributions towalescribing the fairness context of health and

health care.

Figure 9: Fair financing scale

Issue Sub-issue | Fair health and health care finamg questions Yes| No

Health inequities Is dying from avoidable diseases considered tonf@and unjust?
Is avoidability of deaths and diseases explicittpic on the health
agenda?

Is the avoidability of suffering, e.g. with paliia¢ medicine, on the
agenda?

Are prejudices against certain diseases, e.g. AHEIR), being fought
against?

Are chronic diseases fully covered by health cathout rationing?
Are long-term psychiatric conditions fully coverbd health care?
Are patients with lower health potentials beingcdiminated?
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Issue

Sub-issue

Fair health and health care finanay questions

Yes

No

Is dying young and in productive age considereletainfair?

Is infant mortality considered to be especiallyairt

Is health considered to be an active responsilufity person?

Is R&D for expanding chances of medical intervemtsupported by the
general public?

Health
care
inequities

Basics

Is health care given equally for all, independdrihcome?

Are all people getting health care according tadffee

Is the utilization of the health care system fair?

Is the equal access to health care for equal ngeiang principle?

Is it avoided that travel and time costs reduckzation of health care?

Is the massive promotion of prevention a stratessioe?

Steward-
ship

Is there wide-spread and enforced accountabilithefhealth care
providers?

Is political participation politically and/or leggldemanded in the
provision of health care?

Is favouritism excluded to be a way to get betteatment?

Are policies targeting the diseases of the poortaad/ulnerable,
mainly?

Quality

Are quality services given equally to the rich andhe poor?

Are amenities of adequate quality, such as cleaséinspace, and
hospital food an accepted and enforced principleeith care?

Respon-
siveness

Are people overwhelmingly satisfied with the heajlstem?

Are self-interests considered to be absent in patlector relationships?

Are waiting lists avoided to give needed healtregarmediately (except]
for very scare resources like kidneys etc.)?

Is the respect of dignity of a person an acceptedesforced principle
(e.g. not sterilizing individuals with genetic diders)

Is the principle of confidentiality, i.e. the rigttt determine who has
access to one’s personal health information, aam@ed and enforced
principle?

Is autonomy to participate in choices about on&/a bealth which
includes helping choose what treatment to receivebto receive being
an accepted and enforced principle in health care?

Is client orientation on the health care agenda?

Is prompt attention, i.e. immediate attention ireegencies, and
reasonable waiting times for non-emergencies aeped and enforced
principle in health care?

Is the choice of provider, or freedom to selectohlindividual or
organization delivers one’s care an accepted aftdaad principle in
health care?

Can people decide on the health care they wargt g

Are the perceived needs for health care respegtéiebproviders?

Is an understandable communication between doatbpatient
considered to be important?

Effective-
ness

Is the cost-effectiveness of health care a hotissuthe agenda?

Are all subsidized health services screened aqugitdi cost-
effectiveness criteria?

Is there a cost-effective purchasing of essengialises given in regard
to most provisions of health care?

Is there a cost-effective handling of the most esakdrugs?

Is malpractice being effectively controlled?

Discrimi-
nation

Is the exclusion of certain groups from health dzimg nil or reduced?

Are beggars and the homeless receiving the santi lceae as other
people?

Do the unemployed receive the same health cateeaich?

Health
deter-

Basics

Are unnecessary and avoidable social and econamiualities

considered to be unjust and unfair?
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Issue

Sub-issue

Fair health and health care finanay questions

Yes

No

minants’
inequities

Are the causes of inequalities in health beingudised in policy debateg
on health and health care?

Are the most important gradients in health inedigalibeing addressed
by health policies?

Is primary prevention high on the political agenda?

Poverty

Are poverty reduction programmes on the politiggrda?

Is it being debated openly how poverty is to berdef and measured
best?

Are policies addressing the need to concentrath@poor and on poor
areas or regions?

Behaviour

Are risky behaviours considered to be part of peabfreedom?

Are personal faults and merits weighed in the dismn for allocating
health resources?

Is health damaging behaviour being discouraged?

Environ-
ment

Are risky environments being controlled and redced

Is exposure to risk factors considered to be alprolof fairness?

Is the elimination of environmental hazards consddo be health
policy?

Are health impacts of the environment on the prditagenda?

Work

Is exposure to unhealthy and stressful working @@t on the agenda

Are health impacts of the work pattern on the praitagenda?

Are risky jobs compensated for by better services?

Is long-term unemployment considered to be a stratproblem and no
a personal problem of the unemployed?

Birth
lottery

Is the minimization of unnecessary inequalities aghgender difference
on the agenda?

I’

Is the elimination of gender disparity a politicsdue?

Are ethnic minorities equally treated?

Socio-
economics

Is the minimization of unnecessary inequalitie®asrsocial groups on
the agenda?

Is the minimization of unnecessary inequalitieasrincome strata on
the agenda?

Is the minimization of unnecessary inequalitieoasregions on the
agenda?

Are health impacts of housing on the political adpeh

Education

Is the strengthening of health literacy highly piosied on the political
agenda?

Is universal primary education considered to bg important?

Are health impacts of literacy on the political aga?

Other
causes

Are health impacts of nutrition on the politicaleagla?

Are health impacts of road traffic on the politiegenda?

Is the reduction of teenage smoking on the agenda?

Are teenager pregnancies on the agenda?

Are drug abuse programmes for teenagers on thelag@en

Are health impacts of violence on the political ada?

Taxes

Are all major taxes progressive taxes?

Is the income tax progressive?

Are company and excise taxes progressive?

Are regressive taxes in the political debate?

Heath
financing
inequities

Basics

Is the “ability to pay” issue on the agenda?

Is the willingness to pay principle accepted foyihg additional health
care?

Are national health accounts available?

Do national health accounts differentiate suffitigthe data for equity
audits or similar evaluations?

Cata-
strophic
payments

Are catastrophic payments for health care excluded?

Is it avoided that severe illnesses condemn pdoplears of penury?

Is long lasting indebtedness due to illness episogarly non-existent?
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Issue

Sub-issue

Fair health and health care finanay questions

Yes

No

Do some people have to reduce their nutritionalketand lifestyle to be
able to pay for health?

Is it avoided that liquidity problems reduce theess to health care?

Out-of-
pocket
payments

Is out-of-pocket payment for health care minimized?

Are user charges being introduced with an exptiisitussion of fairness|
issues?

Are user-fees and co-payments introduced with égisrand equity
principles in mind?

Are informal and under-the-table payments aboli€hed

Are voluntary contributions to health and healtrecaroperly
channelled?

Taxes

Is the concept of equity going beyond proportiagglorizontal equity)
towards progressive financing (vertical equity)?

Is an increasing share of taxes being allocatetidafth?

Are earmarked taxes given for health and socialrsf?

Are “sin” taxes used for health and social affairs?

Insurances

Are contributions for social health insurance scesimased on the
overall income of their members?

Is the principle of salary-related contributionsalissed to be changed py

a system that might be fairer?

Are flat rate or equal per capita contributionsdocial health insurances
regarded to be unfair?

Are ceilings for health insurance contributionsrigglifted with fairness
principles in mind?

Has the richest one percent of society to pay amlguprcentage share ¢f
their income as the average citizen?

Subsidies

Are there cross subsidies from the rich to the ot into health
policies?

Are there cross subsidies from the healthy to itlekuilt into health
policies?

Are there cross subsidies from the young to théballt into health
policies?

Are there cross subsidies from small families tgéafamilies built into
health policies?

Have rich people to pay more than poor people?

Is risk sharing across wealth and income levelsmfv

Is risk pooling between healthy and sick given?

Benefits

Are there subsidies for complete and early nunalestic treatment for
all?

Are essential drugs accessible, available, affdedfaio all?

Is portability of health insurance benefits given?

Are all dependent family members covered by haakhrance?

Are the needs of the elderly included in the bermefckages of health
care and health insurances?

Is there a collective equivalence between contidinstand benefit
packages (with minimum overhead costs)?

Exemptions

Are there exemptions for the poor for payments gnednia?

Are there sufficient and enforced exemption rutastiie vulnerable?

Equali-
zation

Are regional equalization transfer mechanisms @t@] accounting for
different risk structures?

Are inter-institutional equalization transfer mentsans in place,
accounting for different risk structures?

Health
reform
issues

Basics

Is fair financing a guiding principle of cooperatiwith other partners in
the health sector?

Are value issues usually being discussed and aslelténs health reform
debates?

Is intersectoral cooperation on health care beiregsed?

Are fragmented health insurance systems beingrstireed?
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Issue

Sub-issue

Fair health and health care finanay questions

Yes

No

Is the safeguarding of personal freedoms a majasttof policies?

Democracy

Are health services and health funds set up derticalig?

Are providers’ organizations set up democratically?

Are democratic elections for the set-up of heaitth social services
being promoted strongly?

Subsidi-
arity

Is decentralization of health care and/or its giteaning on the agendal

Is deconcentration in health care and/or its stteming on the agenda?

Is pluralism in health care and/or its strengthgron the agenda?

Is the participation of professional groups in stewardship of health
care management on the agenda?

Is subsidiarity in health care and/or its strengihg being discussed an
on the agenda?

Can local groups set up health care patterns aiceptal their best
knowledge?

Security
Protection
Insurance

Are social protection measures considered to iempartant issue?

Is the coverage of social health insurances expagfdi

Is risk pooling on the agenda?

Have risk sharing schemes a pro-active lobby?

Are overheads of risk sharing schemes controlledralatively small?

Are reform issues discussed within the wider framéwof social
security?

Is the strengthening or widening of mandatory mgsnsurance on the
agenda?

Is the strengthening or widening of mandatory waxekidents insurance
on the agenda?

Is the strengthening or widening of mandatory ddwalth insurance on
the agenda?

Are private health insurances only allowed for $nrerkets?

Is it guaranteed that private health insurancesaddake away the low
risks from social health insurances?

Are especially the poor protected by social heial$irances?

New issues

Are public/private partnerships in health care dbating to fairness?

Are self-help organizations of patients being sufgu?

Are institutions like equity audits being discussedntroduced?

Are ethical boards discussing and promoting fasmefated issues?

Is a health care fairness legislation in prepan&io

Evidence
base

Are good practices of political participation indfign care known and
disseminated?

Are health care reforms assessed according tcefsgrand equity
principles?

Do national statistical data allow for proper inalify measurements?

Are health impact analyses being demanded and done?

General
reform
issues

Health
priority

Are health services considered to be a very spgoiad with a high
priority?

Is health considered to be a stronghold for statrvention?

Is there a political debate on the provision anbllipienforcement of
public goods?

Are health and education issues very highly plamethe political
agenda?

Is it recognized that health is a very productivieat of economic
development?

Freedoms

Is the political agenda concerned with the equdttment of equals?

Is the political agenda concerned with the unetreatment of unequals

~J

Is the respect for personal liberty a guiding ppheof the political
debate?

Discri-
minations

Is priority given to those that are worst off?

Is the topic of fair financing applied also in atlsectors of the society?
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Issue

Sub-issue

Fair health and health care finanay questions

Yes

No

Are burdens and benefits being shared equally acit

Are there subsidies for not excluding anybody fiwealth services?

Conflicts

Is equity considered to be more important than astitipn?

Is low efficiency considered to be an equity coner

Is an eventually necessary downgrading of the neKtate done with
fairness and equity principles in mind?

Are changes in the connotations of fairness anitpiavoiding to
discriminate against the worst off?

Dangers

Were initiatives towards radical market reforms pened by fairness
considerations?

Are market forces allowed to bring a consideralalgipn of people into
indigence?

Is it generally shared that market forces will leatd to social justice anc
equity?

Are corrections of market failures a strong issnehe political agenda?

Is there a discussion ongoing on the proper dimisitlabour between
the state and the market?

Poverty

Is it guaranteed that the poor are not excludeih fessential services?

Is poverty reduction on the agenda in terms of albsdncome poverty,
e.g. below a certain income level?

Is poverty reduction on the agenda in terms otiregancome poverty?

Is poverty reduction on the agenda in terms of eonion shortfalls
related to basic nutritional and health needs?

Is absolute deprivation (as compared with reladigprivation) a most
important policy issue?

Are pro-poor projects, programmes and policies dedligned and
implemented?

Are new pro-poor projects, programmes and policieghe political
agenda?

Aren’t people actually feeling more insecure thathie past?

Are new concepts of a minimum living standard airgicsocial
injustice?

Are policies targeting the poor directly?

Global
health

Is fair financing a guiding principle of internatial cooperation?

Are there strong demands for increasing officialedlepment assistancey:

Is health a strong issue in international coopenatiebates?

Are social protection and social security strorsyiés in international
cooperation debates?

Is the strong relationship between population ghoavid lacking social
security a guiding principle in international coogt@n?

Are effective sector-wide approaches used in pglleyning and
implementation?

Are sound poverty reduction strategy papers denthfategranting
subsidies?

Good
governance

Is good governance a strong topic on the politicgnda?

Is stewardship being debated currently?

Is political participation a strong issue?

Social
security

Is the strengthening or widening of mandatory unlegmpent insurance
on the agenda?

Is the strengthening or widening of mandatory pemgisurance on the
agenda?

Is old age income security for the lifetime podogic on the agenda?

Value
debates

Basics

Is solidarity being applied beyond own familiegy.@ven including
prisoners?

Is the principle of equal opportunities considet@tie a most important
value?

Is the principle of basic needs satisfaction fbaajuiding principle?

Is efficiency considered to be an equity and faseoncern?
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Issue Sub-issue

Fair health and health care finanay questions

Yes

No

Is health considered to be a human right?

Public
opinion

Are fairness, equity and social justice deep roatetie morale of the
common wo/man?

Are the principles of fairness and equity sharedrmgt groups in
society?

Are the principles of fairness and equity considarmehave application gt
the national level?

Are the principles of fairness and equity considdmehave universal
application, even for countries like Bangladesh?

Are equity and fairness considered to be more itapbthan other
values, e.g. democracy?

Is fair equality of opportunity a widely acceptealue?

Are individual freedoms and opportunities consideiebe important
values?

Are people’s preferences regarding fairness, e@uiti/social justice
known by public opinion polls?

Are the basic human values of providers similahtise of their clients?

Are the guiding values of the providers sharedrasséy by the public
and vice versa?

Political
discourse

Are human rights a topic in the health debate?

Is the extreme poverty of 2.8 billion human beingasidered to be an
ethical and moral scandal?

Are movements towards more equality consideredtgdmd policy?

Are egalitarian values considered to be strongen tiberal political
theories?

Is the meaning of fairness in the political dehated to increase equity
and social justice?

Are public debates rather value-driven than origmbevards economic
growth and adjustment to globalization threats?

Is the political agenda regarded as being morallvant?

Fairness score = number of ‘yes’ answers
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Annex 1 Fairness of financial contribution indexesll
member states of WHO

Annex Table 7 Fairness of financial contribution to health systems in all Member States,
WHO index, estimates for 1997°

Rank Member State Index Uncertainty
interval

1 (Colombia 0992 0990 -0.954

2 Luxembourg 0.981 0.957 — 0.992
i-5 Belgium 0.979 0.964 - 0.99]
i-5 Djibouti 0.979 0.965 - 0.990
i-5 Denmark 0.879 0.964 - 0.99]
6-7 Ireland 0.878 0.965 - 0.989
6-7 Germany 0.978 0.964 - 0.989
5-11 Norway 0.977 0.952 - 0.990
E-1 lapan 0.977 09671 - 0.950
E-1 Finland 0.977 09671 - 0.950
5-1 United Kingdom 0.977 0.963 — 0.958
12-15 Austria 0.976 0.959 - 0.99]
12-15 Libyan Arab Jamahiriya 0.976 0.951 - 0.958
12-15 Sweden 0.976 0.959 - 0.990
12-15 Iceland 0.976 0.961 - 0988
16 Kiribati 0.975 0.959 - 0987
17-19 Solomon Islands 0.974 0.959 - 0.957
17 =19 Naum 0.874 0.958 - 0.987
1718 Canada 0.974 0.959 - 0.986
20-22 Marshall Islands 0.973 0,957 — 0.986
0-22 Netherlands 0.873 0.959 - 0.985
20-22 United Arab Ernirates 0.973 0.958 - 0.985
23-35 New Zealand 0.972 0.956 — 0.985
23-25 Cuba 0.872 0.957 - 0.984
23-125 Micronesia, Federated States of 0.872 0.956 - 0.985
26-29 Spain 0.971 0.956 - (0.984
26-29 France 0.971 0.956 - 0983
26-29 Tuvalu 0.971 0.954 - 0.984
26-29 Australia 0.877 0.956 - 0.982
i0-32 San Marina 0.870 0.953 - 0.984
0-132 Kuwait 0.970 0.955 - 0.982
i0-32 Palau 0.870 0.954 - 0.983
33-34 Andorra 0.969 0.952 - 0.984
33-34 Samoa 0.969 0.953 - 0.982
3536 Niue 0.968 0.952 - 0.982
35-36 Uruguay 0.5968 0.950 - 0.983
En Saudi Arabia 0.965 0.950 - 0.978
38-40 Switzerland 0.964 0,948 - 0.979
1E-40 Israel 0.964 0.949 - 0978
38-40 MMozambigue 0.964 0.948 - 0.977
LY (reece 0963 0.946 - 0978
42-44 Monaco 0.962 0.947 - 0.950
41-44 India 0962 0949 - 0986
41 -44 Malta 0.962 0.940 - 0.980
45 -47 Guyana 0.961 0.952 - 0.968
45 -47 Cook lslands 0867 0.945 - 0975
45 -47 Italy 0.967 0.935 - 098]
48 United Republic of Tanzania 0959 0.956 — 0.968

43 -50 Turkey 0.958 0947 - 0973
43 -50 lordan 0.958 0.942 - 0973
51-52 Bangladesh 0956 0,955 - 0.961
51-52 Maldives 0.956 0.939 - 0.972

53 Republic of Korea 0.955 0.931-0.974
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Rank Member State Index Uncertainty
interval
54 -55 Inited States of America 0954 09290972
54 —55 Fiji 0954 0938 - (1969
56 -57 Iraq 08952 0.932- 0970
56-57 Oman 0952 0.935 - 0967
58 -60 Chad Q957 0927 - (972
58-60 Rwanda 0957 Q220 - 0975
58 -60 Portugal 0957 0932 - (1968
al Bahrain 0950 09337 - (0.965
62 —63 Vanuatu 0949 0932 - (1965
A2 —63 Pakistan 0.949 0541 - 0967
64 —65 Seychelles 0048 0.923 - (969
[ CostaRica 0948 0.927T- 0970
66 —67 Saint Lucia 0047 0.920 - (965
B6 —67 530 Tome and Principe 0947 0922 - 0.968
&3] Balivia 0946 0928 - (964
69 Trinidad and Tabago 0.945 0.926 - (.962
70 Qatar 0.944 0924 - (1962
1-72 Czech Republic 0943 0.894 - (.981
71-72 Papua New Guinea 0943 0906 - 0.971
73 Indonesia 0942 0918 - 0.963
74 -75 Algeria 0047 0216 - 0.9%63
74 =75 Ghana o947 0210 - 0966
76 -78 Guinea 0940 0219 - (958
7678 SriLanka 0.940 Q910 - 0964
7678 Panama 0.940 0.908 - 0966
79-81 Comaras 0939 0913 - Q%2
79-81 Romania 0939 0.912- 0561
79 -81 Kenya 0.939 0.917 - 0,958
B2-83 Slovenia 0.938 0.887 - 0.977
82 -83 Bosnia and Herzegavina 0.938 0890 - 0.975
B4 - 86 Liberia 0937 0.911 - 0.960
84 - 86 Gabon 0937 Q21T - 09260
B4 —86 Belarus 0937 0.878 - 0,980
a7 Seneqgal 0936 0.2]4- (954
&8 Fcuador 0935 0912 - 0955
89 -95 Bhutan 0934 0.904 - (960
89 -95 Botswana 0934 Q900 - 0957
89 -95 Brunei Darussalam 0934 0.880 - 0,968
80 -95 Malawi 0934 0.900 - (.957
89 -85 Argentina 08934 0.899 — (963
89 -95 Lesatho 0934 0852 - 0975
89 -95 Cape Verde 0934 Q908 - 0957
94 Slovakia 0933 0.864 - (98]
a7 Mongalia 0932 Q881 - 0972
98 Venezuela, Bolivarian Republic of 0.931 0.898 - 0960
99 -100 Dominica 0930 08095 — (1960
99 - 100 Saint¥incent and the Grenadines 0.930 0.895 — 0.960
101-102  Singapore 0.929 0.880 - 0.967
101-102  Lebanon 0.929 0.899 - 0,954
103 - 104 Angala 0828 0900 — (.953
103 - 104 Afghanistan 0828 08590 — (958
105 =106 Hungary 0927 Q875 - 0970

40
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Annex Table 7 Fairness of financial contribution to health systems in all Member States,

WHO index, estimates for 1997°

Rank Member State Index Uncertainty
interval

105 =106 Georgia 0.927 0.876 - 0.959
107 Barbados 0.926 0.890 - 0.957

108 =111 Croatia 0.925 0.869 - 0.970
108 -111 Tunisia 0.925% 0.896 —0.9479
108 =111 Eritrea 0.925 0.896 — 0.951
108 -111 Tonga 0.925% 0.896 — 0.950
12-113 Tajikistan 0.923 0.871 - 0.966
112-113 Iran, Islamic Republic of 0.923 0.590 - 0.951
114 Burundi 0.922 0.876 — 0.958

115 Jamaica 0521 08610923

116 -120 Madagascar 0.919 0.889 — 0.945
116 =120 Azerbaijan 0.919 0.863 - 0.954
16 =120 Céte d’haire 0.919 0.879 - 0.952
116 =120 Antigua and Barbuda 0.919 0.582 -0.952
116 -120 The former Yugoslav Republic of Macedonia 0.919 0.867 — 0.963
121 Turkmenistan 0.918 0.559 - 0.966
123-123 Guinea-Bissau 0.917 0.854 - 0.966
122-123 Malaysia 0.917 0887 -0.948
124 Mauritius 0.914 0.585 — 0.945

125 =127 Namibia 0915 0.584 - 0.944
125-127  Eqgypt 0.915 0,848 - 0.966
125 127 Moracco 0.91% 0.878 — 0.945
128 =130 Thailand 0913 0913 -0.926
125 130 Philippines 0.913 0.880 - 0.943
128 130 lJganda 0.913 0.875 — 0.946
131-133 Lithuania 0.912 0.857 — 0.958
131133 Cyprus 0912 0.870 - 0.946
131-133 lJzbekistan 0912 0.858 - 0.957
134 Equatorial Guinea 0.817 0.877 — 0.942

135 Yemen 0.910 0.870-0.944

136 =137 Somalia 0.909 0855 -0.952
136 =137 Saint Kitts and Mevis 0.509 0.867 — 0.945
138 -139 Bahamas 0.906 0.863 - 0.944
138 -139 Ethiopia 0.906 0.863 - 0.942
140 - 141 Benin 0.905 0.568 - 0.938
140 - 141 Ukraine 0.905 0.549 - 0.952
142 - 143 Syrian Arab Republic 0.904 0.856 — 0.944
142 - 143 South Africa 0,504 0.822 - 0.967
144 Mexico 0903 0.380 - 0.905

145 Estania 0.902 0.546 - 0.949

146 Belize 0.907 0.856 - 0.941

147 Grenada 0.900 0.853 —0.940

145 Republic of Maldova 0.598 0.841 - 0.945

149 Gambia 0897 0.854 - 0.935

150 - 151 iali 0.896 0.846 — 0.940
150 - 151 Foland 0.896 0.838 — 0.946
152 Taga 0895 0.853 -0.933

153 Mauritania 0.593 0.540 - 0.938

154 Dorninican Republic 0.592 0.842 - 0.934

155 Zambia 0891 0.881-0917

156 Swaziland 0.590 0.797 — 0.962

157 Guatemala (.589 0.797 - 0.959

158 Yugaslavia 0.586 0.827 - 0.939
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Rank Member State Index Uncertainty
interval

159 Lao Peaple’s Democratic Republic 0.585 0.814—0.943

160 =161 Sudan 0583 0.802 - 0.945
160 =161 Niger 0583 0.844 - 0953
162 Congo 0881 0827 - 0.928

163 Haiti 0875 0.814-0.925

164 =165 Nicaragua 0874 0.812- 0854
164 - 165 Latvia 0574 0.805 - 0.931
166 Central African Republic 0872 0.761- 0958

167 Kazakhstan 0867 0.803 - 0921

168 Chile 0864 Q771 - 0937

169 Democratic Republic of the Cango 0857 0.786 - 0.918

170 Bulgaria 0.856 0.839- 0873

171 Kyrgyzstan 0.854 0.853- 0854

172 Suriname 0853 0774-0917

173 =174 Albania 0851 0.765 - 0.921
173 =174 Burkina Fasa 0851 07750915
175 Limbabwie 0850 0.746 - 0932

176 El Salvador 0546 0755 - 0.918

177 Paraguay 0.842 0.827 - 0.848

178 Honduras 0534 0.728-0917

179 Demacratic People’s Republic of Karea 0529 0.752 - 0.893

180 Nigeria 0527 0726 — 0.907

181 Armenia 0522 0707 - 0913

182 Cameroon 0521 Q719 - 0.907

183 Cambodia 0514 0.676- 0918

184 Peru 0.805 0.792- 0820

185 Russian Federation 0.802 0.776 - 0.836

186 Nepal 0714 0.6% - 0.732

187 Viet Mam 0.643 0.632- 0472

188 China 0638 0,472 - 0774

189 Brazil 0.623 0.620 - 0583

190 Myanmar 0.582 0,306 - 0.793

191 Sierra Leane 0468 0.000 - 0.853

* Fiqures In Italls are based on estimates.,

[WHO 2000]
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Annex 2 Concepts related to fairness in World HeReport
2000

Selected concepts related to fairness and fairnesseasurement of financing

> Fairness in Financial Contribution as an IntrirGimal: Holding constant the level and
distribution of health and responsiveness, someswéfinancing the health system are more
fair than others

> Catastrophic Payments are Unfair: Most peopleeatirat financing systems organized in such
a way that households may have to pay a catastrephie of disposable income (e.g. >50%)
to improve or protect their health are unfair

> Horizontal Equity: Horizontal inequity, when siilgroups are contributing very different
shares of income towards the health system, carbalgonsidered as unfair financial
contribution

> Vertical Equity: Even after taking into accountmdy’s efforts to redistribute income, fairness
may include a concern that the rich pay a largaresbf the costs of the health system than the
poor

> Construction of fairness of financial contributi@F~C): HFCi = HEi / ENSY |, where ENSY
= effective income minus subsistence expenditukejgll exp, including tax, insurance

> Fairness of Financing Contribution: FFC perfetdly if all households pay the same
proportion of their non-subsistence income on healt

[Evans]

The fairness of financial contribution index

The index presented in this table is meant to nreaboth fairness of financial contribution and
financial risk protection; the basic concepts amohqgiples are outlined in detail elsewhere. The
measurement of achievement in fairness of financ@itribution starts with the concept of a
household’s contribution to the financing of thaltle system. The health financing contribution of a
household is defined as the ratio of total housekpknding on health to its permanent income above
subsistence. Total household spending on healthdes payments towards the financing of the health
system through income taxes, value-added tax, exiEg, social security contributions, private
voluntary insurance, and out-of-pocket paymentsmBeent income above subsistence is estimated
for a household as total expenditure plus tax paysn@ot included in total expenditure minus
expenditure on food.

The distribution of households’ financial contritmut is calculated using household survey data which
includes information on income (individual level)dahousehold expenditure (by goods and services
including health). In addition, the calculationsquae government tax documents (including
information on income tax, sales tax, and proptaky, national health accounts, national accounts,
and government budgets. Such in-depth analysibdms completed for selected countries where such
information is available. For other countries, thigtribution of health financing contribution hasem
estimated using indirect methods and informatiomaguortant covariates.

To allow for comparisons of the fairness of finah@ontribution, the distribution of health finangi
contribution across households has been summauigiag an index. This index is designed to weight
highly households that have spent a very largeesbhtheir income beyond subsistence on health.
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The index therefore reflects inequality in housdhfihancial contribution but particularly reflects
those households at risk of impoverishment froni héyels of health expenditure. The index is of the
form:

> |HFC, - HFC |

Fairness of financial contribution = |1 —4 -=L

0.125n
where HFC is the financial contribution of a given househealdd HFC is the average financial
contribution across households. The index is desigao that complete equality of household
contributions is 1 and 0 is below the largest degfanequality observed across countries.

[WHO 2000]
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Annex 3

Indicators
HFC:

45

Definitions and formulae for the fairnesginancial

contribution index of WHO

Definition

HFC or the health financing contribution of a
household is defined as the ratio of total
household spending on health and it's total
capacity to pay. Health finance is perfectly fair if
this ratio is identical for all househaolds,
regardless of their income, health status or
utilisation of the health system.

Associated formula

HITC, Tolal health spending, HS.

Cagacity o pay, (Exp + alax — Food),

The inequality index is based on the mean of the
cubed absolute difference between the financial
contribution of a given household and the mean of
financial contribution of all households (HFC-bar),
and normalised by it's maximum value (0.125).

[

S |pFc, - HFA|

nEO125

FFC

Numerator
HS »

The fairness in financial contribution index (FFC)
or the score, is intended to reflect inequality in
household financial contribution. The FFC or
score ranges between 0 and 1 and countries with
scores tending to 1 have fairer health financing
systems.

Definition

Total household health expenditure

= (% government spending on health at the
national level* total government revenue from
households) + social health insurance premiums
of households + private health insurance
premiums of households + out of pocket spending
on health of households.

FFC or score =1 — 4%

Associated formula

HS , = prepay , + oop,

Prepay »

Total household prepayment towards health.

prepay, =TGSH, +(S5H * scalar(Y) )+ PRV,

OO0P

Total household out of pocket disbursement on
health. {doctor's consultation fees, purchases of
medication and hospital bills).

TGSH

Total government spending on health. Equivalent
to total government revenue from the household
times the share of government spending on health

( PSH - 85H

TGSH, =
TS S
| TG -5 ),

* [ Sealart X * CINCTAY + VAT + other), |

Scalar(X)

Adjustment scalar in order to reassign non-tax
and other tax revenue not available from the

survey data back to the household.

((TGS— SSH), /GDB,) *¥ GDE,
D (INCTAX +VAT +other),

Scalaf X) =
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GDP, Total survey GDP calculated as the weighted sum | Y EXP
of all household expenditure over the share of GDP -, = PC % GDP
total private consumption to GDP (country level '
data).
INCTAX, Total household income tax payments.
VAT, Total household VAT (or sales tax) payments.
Other |, Total household payments on other taxes
available from the survey.
SSH , Total household contribution to social health | ssg = Scalar (V)
insurance.
Scalar(Y) The scalar is the sum of survey level GDP times
the share of social security on health at the . Y GDP,* SSH %WGDP
national level, divided by the sum of social [ Sc@fer (¥)= S SSH .
security on health at the household level. The = '
scalar is used to adjust for under or over reporting
of social security contribution in the survey data
and to harmonise it with what is being reported at
the national level.
PRV , Total household premiums for private health
insurance.
Denominato Definition Associated formula
r
Capacity Capacity to pay which is the permanent above
to pay , subsistence income of the household. It is | Capacityto pay, = Exp, +aTax, — Food,
estimated as total household expenditure on
goods and services EXPh) and all adjusted tax
dishursements used on health not already
integrated in total expenditure @Taxh), minus the
household’s total expenditure on food (Foodh).
Exp » Total household expenditure is the amount spent
on all goods and services by the household,
including in-kind spending and the consumption of
household-made products.
aTax , Total household's adjusted tax payments used on | aTax, = VAT, + EXCISE ) * ( Scalar{ X) - 1)
health and it's contribution to social security on UINCTAX, + other, ) * Seatar( X1y =| L2~ SSH )
health ! ! | TGS —55H ),
+ 858H |, * Sealar (V)
Food « Total household food expenditure is computed by
summing all the items deemed as basic
necessity. This definitions excludes expenditure
on alcoholic beverages, tobacco, and eating
outside of the household (restaurants), and
includes the household's own food production.
Definition Associated formula
PSH y Total public spending on health at the national
level.
TGS & Total government spending.
SSH y Total social security contributions at the national
level.
PC%GDP Private consumption as a share of GDP
SSH%GDP Social security on health as a share of GDP

[Kawabata]
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Annex 4 Selected comments on WHO's fair financingaept
and measurement

Navarro: How to define progressiveness of funding

Finally, some concerns need to be raised abouthihe type of indicator used in the WHO Repart,

related to the degree of "progressiveness" in fupdiealth services. The authors of the report
analysed the percentage of household funds spdmaith care by several deciles of the population i

each country, assuming that the same percentage spehealth care (as percentage of capacity to
pay) by different income groups means fair fundangangements. As the WHO report indicates, fthe
way that health care is financed is perfectly fathe ratio of total health contribution to totabn-
food spending is identical for all households, peledently of their income, their health statusheirt
use of the health system." Fairness is a highlyestike concept. But if by fairness in health-care

financing we mean that each person should recedaéiticare services according to his or her needs
while contributing according to his or her abilisnd command of resources, then a criterion of
fairness should be the degree to which the fingnofrhealth care is redistributive. According tatth
criterion, to be authentically progressive, theteys of funding should be optimally redistributive--
that is, the percentage of household contributmthe funding of health services (as percentage of
capacity to pay) should be larger (not the samdjoasehold income increases. But this indicator by
itself would also be insufficient to tell us muchoat fairness or progressivity, since fairness ddpée
on the destiny of the household health spendingpe untouched in the WHO report. A wealthy
family may spend much more on health care thamancome family without having any bearing pn
progressiveness, if those higher expenses go iigieeh or more luxurious consumption withqut

having any redistributive effect. In that sensepgpessiveness of funding cannot be analysed
independently of the channels through which thedifugp moves. Progressive funding will have a

redistributive effect only when the payments aransxted to the same system in which funds|are
transferred from one group to another. [Navarro]

Domingues et alii: Fairness in the financial conibution

For 2000 WHR, the financial system is fair whenhaimes use, in health, the same percentage of the
available income, (with the exception of meal exg@s) not considering your health conditiong or

utilization of a health system. This approach deddrom the “vertical equity”. This concept asssme
that a fair financing system is the one where theunt paid by the homes increases according to the
income level (the greater the greater percentage t@aid). The indicator that measures fairnesisan
home contributors of financial health systems, wasated according to the percentage of expenses
with health of the homes in relation to the inccemailable.

The available income was estimated to the grossmecof homes, meal expenses not included.|The
disparities in this contribution were calculatedngsthe variability of the percentage of expenses i
each home in relation to the average percentagd 8 utilization of the available income as agbas
to estimate the percentage of health expensescin le@me, health systems with resources obtajined
progressively will be evaluated as unfair, if thiEr@anportant disparities in the income distribatio
Reasoning similar to that already discussed irtiogldo the indicators of health can also be apipice

the indicator calledrairness of financial contributio(FFC). In this case, the estimate was effected on
the basis of percentage household expenditure althhlousehold contribution to the financing |of
the health system HFC), related to the so-called “permanent incdiohefined as the spending pf
family members minus that spent on food). The dipa of expenditure on health (FFC) measured
by means of the sum of the variability of indivitlgeercentages in relation to the mean percentage
expenditure, and is subject to significant modifimas depending on the makeup of the population by
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social strata. In the same way as with 1D, the Fé&iects basically the inequalities in society.

A further problem with the FFC indicator arisesnfrthe sources of information employed: in fact

in

only 21 of the 191 Member Countries, (Table 7 ie tReport) the FFC was calculated usjng

information obtained from household surveys (in ynah the casesStandard of Living Surveys

PPV) containing questions referring to househokhdmg. For the remaining countries, having data
on only a fraction of the expenditure on healthalhis public, the Gini Index, and the fact of the

country being or not being Communist was used.Heuntore, it is not known how distribution of t

ne

tax burden was estimated among households. (bas#tkaslice of family expenditure related to the

payment of taxes and various obligatory contritmg)o

It is also worth pointing out that while the WHQegicates a conceptual debate on the “fairness” of

the system of sectorial funding, indicating the dhe® analyze among other variables
progressiveness or regressiveness of the tax systentonsideration was completely left to onees
and the FFC as outlined above was the only eleosat in the research.

Analysis of the progressiveness or regressivenetsge gectorial financing system, seen in the lght

the

family or household budgets, becomes thoroughliodid, since it is able to take into account gnly

those taxes which form part of the family spendingthis way, when the tax burden is viewed fr
the angle of family spending, the progressive tamesgrred by companies or individuals are not ta
into account, whereas households do pay in accoedanth their contributory capacity. This
exactly the situation in Brazil as regards for tive main taxes which finance the public health eys
in our country: the Provisional Contribution on &mtial Movements (CPMF) and the Contribution
Company Liquid Profits (CLLE). These are basicghpgressive taxes in principle and account

DM
ken
is

on
for

over 40% of the funding for the public health secbthe federal level, which provides more than

70% of the total funding for the Single Health ®@yst(SUS) throughout the country. Therefore,

the

most valid way to evaluate the level of progressess of the funding system for the health system

would have been to carry out analyses based upating resources which effectively find their w
into the health sector, in Brazil’s case at thedhevels of Government.

It is worth pointing out on the other hand that BféC does not reflect inequalities in the use ef

health services, nor does it insofar as the relaliip between this use, show the levels of nedden

population concerned. In this way, a single courdgan in fact present a good health ser
performance as measured by the FFC and at the tsamexhibit huge inequalities in the utilizati
of the health services.

D

Yy

ce
N

The latter aspect does not appear to have beerporeded into any of the indicators which compiise

the Composite IndexQOverall Health System Performandasofar as the indicator which measu
the state of the population’s health, (DALE) andgemts low specificity as a measurement of
health system’s performance. For example, in Braigaths resulting from the high murder r
among young males has impacted negatively on pe&ancy rates at birth. Moreover, |
expectancy figures are extremely sensitive to chafgincome concentration.

The Report presents indicators which in spite df lmging incorporated in the calculations for

res
the
ate
fe

he

Composite Index on health services performanceyiregomment in respect to the lack of clarity
regarding the items raised, for example: privatensgjng, out of pocket spending, private
consumption, total consumption, total private cemgtion and so on. In Brazil's case, the high share
attributed to private spending according to the drepepresents 51.3% of the total expenditurg on

health and would basically comprise out of pockeénsling (45.6%), while in reality private

expenditure in Brazil related to the purchase abvgbe health insurance and medical plans (
payment) absorbs a percentage approximately egjtia¢tfederal expenditure on health. In the ligh
this, out of pocket spending would appear to be-egtimated.” [Domingues]

Dre-
to
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Economic measures related to fairnesshahfiial

Indicators

Purpose

Comments

a) Revenue Collection

[ | The formal sector share of GIPFPotential resources available .
m Natural resource revenues ag ato finance public health The proposed indicators do not
share of total public sector | spending measure.
income -
|m Public sector expenditures aslaTo measure resources 1- The minimum threshold O.f :
e : funding the health sector (minimym
share of GDP specifically available to the expenditure)
(m External health sector aid as f public sector P
Zgzﬁ]g{ta?g public health 2- The degree of revenue collectipn
- - rogressivity or regressivi
|m The share of public health To measure public sector ?Thg FEC in):llex dc?es not v
expenditures in total public allocation decisions, distinguish between progressivity
expenditure additional resources, and and regressivity, it is affected even
|m Total health expenditure (per| potential constraints if the better-off [;ay a larger
capita level and share of GDH) : - proportion of their ability to pay
(m The share of total health A broad measure of financial than the poor)
expenditures that are prepaid| protection against out-of-
against those which are paid | pocket expenses
out-of- pocket at time of 3- The cost of revenue collection
service)
b) Pooling The proposed indicators do not

Means and concentration indices of;

| share of copayments to total
health expenditure in each pg

|l Membership in each pool

| Per capita spending in each g

of financial coverage, and
plexistence of compensatory

mechanisms across pools
ool

Measures of the scale, depth reflect:

1- Those who do not belong to an
pool, are eligible to public service
without paying contributions or feg
for-service (waivering system)
2- Risk distribution among pools
(prohibitive measures and
exclusions)

3- Pools overlapping

4- Differences in benefit packages
between pools

5- Pools administrative costs

<

o7

c¢) Purchasing

a)

The following areas worth be
covered:

1- Incentives through payment
mechanisms

(To what extent do they:
contain cost vs inciting

inputs (e.g. salaries and
traditional budgets), outputs
(e.g. fee-for-service) and

[ | Number of purchasers To characterize the structur|
u Means and distribution of totgl of interactions between
expenditure across purchasels purchasers and providers
|m Mean and distribution of the
number of providers who are
contracted or hired by each
purchaser
|m Share of total funds allocated] To measure the financial

incentives embedded in
payments to providers

underutilization or hindering acce$s?
encourage over utilization? affect

quality of care?)

outcomes (e.g. capitation)

2- Transparency and Accountabil|ty

[Ammar]
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Benchmarks of Fairness for Health Care Reform

Score
0-5

Benchmark 1: Intersectoral Public Health

Degree to which reform increases percent of paijpulddemographically differentiated where
relevant and possible) receiving the following:

Basic Nutrition

Housing

crowding

homelessness

physical adequacy

Environmental Factors

Clean water (and water treatment)

Sanitation (vector control)

Clean air

Reduced exposure to workplace and environméatals

Education and Health Education

Literacy

Basic education

Health Literacy

Nutritional education

Sex education and promotion

Substance abuse education and promotion

Anti-smoking

Anti-drug and alcohol abuse

Public Safety and Violence Reduction

Vehicular accident reduction

Violence reduction (homocide, rape)

Domestic abuse (women, children)

Development of information infrastructure for mmming health status inequalities

Provision for regular measurement of health stataqualities, using appropriate indicato

s

Research into interventions most likely to redhbealth status inequalities

Degree to which reform has actively engaged iptdogal efforts at local, regional, and/or
national level to improve social determinants edlth, and the degree to which vulnerable
groups have been involved in defining these effort

Benchmark 2: Financial Barriers to Equitable Access

I. Nonformal Sector Coverage

Universal access to the most appropriate packbBbasic services

examples of packages of varying scope:

Mexican 12 interventions (a minimal package)

PAHQO'’s Primary Care package (a slightly moreeagive package)

Colombia’s Basic Benefit Package/Subsidized Regior Thai package

Catastrophic coverage

(unclear just where Pakistan package fits, boibably below Colombia through
public facilities).

Drug Coverage

Medical Transportation Costs

Portability of coverage (geographical, employnmsatus)

Il. Insurance for Formal Sector

Reduction of the following obstacles to enrollipepple in the formal sector:

corruption and enforcement-- of tax requirememandatory enrollment

worker resistance to enrollment

small employer resistance

Family coverage for enrolled workers
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Drug coverage

Medical Transportation Costs

Benchmark 3: Non-financial Barriers to Access

Reduction in geographical mal-distribution of:

Facilities and services

Personnel (mix and training)

Supplies

Drugs

Clinic hours (appropriate to village routines,rilwschedules)

Transportation for medical purposes

Gender

Status in family regarding decision-making

Mobility

Access to resources

Reproductive autonomy

Gender sensitive provision of services

Cultural

Language

Attitude and practices relevant to disease amdtthe

Uninformed reliance on untrained traditional pitaaners (such as some healers,

midwives, dentists, pharmacists)

Perception of public sector quality

Discrimination by race, religion, class, sexuaéptation, disease, including stigmatization of

groups receiving public care.

Benchmark 4. Comprehensiveness of Benefits and Tieg

All effective and needed services deemed affoeddiy all needed providers

No categorical exclusions

Reform reduces tiering and achieves more unifanality

Integrates services to the poor and others

Benchmark 5: Equitable Financing

Is financing by ability to pay?

If tax based-scheme

How progressive (by population subgroup)?

How much reliance on cash payments (by subgfoup)

If premium-based

Is it community-rated (by subgroup)?

Reliance on cash payments (by subgroup)?

Benchmark 6: Efficacy, Efficiency and Quality of Halth Care

Primary Health Care Focus

PHC training for community based delivery

Population-based

Community participation

Integration with rest of system (referrals)

Intersectoral integration (social and environtabdeterminants)

Incentives

Appropriate allocation of resources to PHC

Interactive community participation, includinglrerable subgroups

Implementation of Evidence-based Practice

Health policies

Public health and clinical prevention

Therapeutic interventions

Incentives for clinical guidelines

Evidence-based evaluation of methods for mamgagiifization of services

Information infrastructure and database

Evidence-based research on clinical and pulgiédth measures

Health services research on patterns of care

Population health needs and utilization ratesluiding variation studies (with
demographic differentiation)

Measures to improve quality
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Regular assessment of quality, including sattefacwith surveys or community group
involvement as appropriate

Accreditation of Plans and Hospitals

Professional Training

Curriculum focused on fair design of system

Continuing education

Benchmark 7: Administrative Efficiency

Minimize administrative overhead

Inappropriate technology acquisition

Purchase

Maintenance

Training

Excessive marketing costs (hospitals or plans)

Efficient use of personnel

Reduction of excess

Appointments and promotions based on competency

Appropriate economies of scale

Adequate risk pools for insurers

Reduction of duplicate structures, including gmegion of vertically organized programs

Minimize transaction costs

Enrolment and disenrolment costs

Inappropriate shifting and transfers of persommegdatients

Minimize loss of needed personnel from systemwabale (brain drain)

Oversupply of some services in some areas

Cost-reducing purchasing

Reduce price variation

Drug cost reduction through large scale purchipsin

Reliance on (quality) generics where possible

Minimize cost shifting

Cost shifting from PC to Tertiary

Cost shifting to patients

Cost shifting to public sector or insurance frother types

Cost shifting between schemes

Minimize abuse and fraud and inappropriate ineesti

Shadow (paid non-shows) providers, partial anal to

Practitioner auto-referral

Drug sales at profit by rural doctor

Billing practices (up-coding, un-bundling)

Un-credentialed practitioners in rural areaso(@gproblem in urban areas in Karachi)

Vehicles and other perks

Inappropriate promotion of drugs and devices

Appropriation of public resources for private giiee

Benchmark 8: Democratic Accountability and Empowernent

Explicit, public, detailed procedures for evalagtservices with full public reports

Use reports

Performance reports

Compliance reports

Use of adequately qualified consultants

Explicit deliberative procedures for resource @diion with transparency and rationales for
decisions based on reasons all “fair minded péagle agree are relevant

Global budgeting

Fair grievance procedures

Legal procedures (malpractice)

Non legal dispute resolution procedures

Adequate privacy protection

Measures for enforcement of compliance with raled laws

Strengthening civil society

Enabling environment for advocacy groups

Stimulating public debate, including participatiof vulnerable groups
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Benchmark 9: Patient and Provider Autonomy

Degree of consumer choice

Of primary care providers

Of specialty care providers

Of alternative providers

Of procedures

Degree of practitioner autonomy

[Daniels]
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Annex 7 Bibliography on Equity in Health

Source: Macinko, James A. and Barbara Starfieldnotated Bibliography on Equity in
Health, 1980-2001. In: Int J Equity Health. 200Z1}): 1

Executive Summary

Equity in health has been conceptualized and dgfimseveral ways, as its principles derive from th
fields of philosophy, ethics, economics, medicipeplic health, and others. Common to most
definitions of health equity is the idea that certaealth differences (most often called inequeaditin
health) are unfair or unjust. The subset of haakigualities that are judged unjust or unfair cibuis
health inequities. Although the difference betwéaese two terms is acknowledged in much of the
literature reviewed here, many authors are inctersisn their use of terminology. Two main forms of
health equity are identified, vertical equity (mefntial treatment for those with greater healtbdsg,
and horizontal equity (equal treatment for equintleeeds). By and large, the published literature
focuses on horizontal equity.

The fundamental concern about fairness raises anahestion-how is fairness to be assessed?
Whitehead [ proposes that criteria for assessing which hdaklqualities are unfair should include
whether they are due to inherent biological vasigtidue to informed individual choices, or are
potentially avoidable. Starfield [3adds that health inequities must be potentiadignediable and
affect the health status of groups in a systemadig. Others, such as Andersson and Lyttkens 1999
[4], Williams 1997 [3, and Lindholm, et al 1998 Jéry to quantify the concept of fairness, by
measuring societal preferences for health equiighEauthor finds that societies tend to value healt
equity, but the magnitude of this value is depehdem both the population interviewed and the
characteristics of the group suffering health iradijes. That is, there is no way to assess 'faghe
without imposing some value judgment. For this oeashe ISEqH defines equity as "the absence of
systematic and potentially remediable differenocesrie or more aspect of health across populatibns o
population subgroups defined socially, economi¢algmographically, or geographically."| [1

Another contemporary debate on the meaning of Inegjtity concerns whether health equity should
be measured at the individual or the group levieeWorld Health Report 20Q@] and its background
papers [8] present an individually-based rather than a gioaged approach to measuring health
inequalities. Other researchers 1) argue that such an approach can measure healtjuahties
only. Because individually-based measures onlyuraghe health status of individuals without regard
to other characteristics, they do not provide thiferimation necessary to determine whether or not
such inequalities are inequitable [12

In attempting to measure health equity, relativigly articles in the published literature focus on
equity in health outcomes or health status. Thigere deliberately includes several such articlés [1
19]. In terms of methodology, the extent of healditist inequalities appears to be sensitive to {he ty
of health measure used (see Turrell and Matherg PF) and the way in which groups are defined
(see Kunst, et al 1998 [[idManor, et al 1997 _[1]5. For the most part, the literature does not ssse
whether or not these inequalities are unfair ousinj

The majority of the published literature on equiityhealth focuses on access, utilization and fiivanc

of health services (see Van Doorslaer, et al 2@0) Waters 2000 [2) sometimes confusing this
with equity in health (see Musgrove 1986 J)22he extent of inequities in access and useeailth
services appears to be sensitive to measuremergsiss well, including 1) whether or not access is
adjusted for different health needs and 2) the tfpmedical care being studied (e.g. primary versus
specialist versus hospital care).
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In order to explain the global preponderance ofitheaequities, many authors have attempted to
elucidate the pathways by which inequities in leatime to be and are perpetuated. One of the most
prevalent theories concerns the role of socioecanstatus, measured by education][I&cupation
[18], and/or income_[1]3 Other explanations involve social discriminatioesed on gender [133,24]

or race/ethnicity [1,25]. Proposed pathways include the environment inctviieople live, such as
their living conditions and the distribution of mmme in their country or state [Z8]. Still other
hypothesized pathways involve the political andgyotontext, including the extent of primary care
[29], the geographic distribution and mix of healthvimes [3033], the fairness of health financing
[34,39, social policies [1819,36] and political, social, and economic relationshjgg,38]. Several
articles point to the importance of complex pathsvaptentially acting in concert to exacerbate or
propagate health inequities, and probably diffeiinthe relative strength of their components withi
different populations (See Whitehead, et al 2009];[Kawachi, et al 1999 [J3 Sacker, et al
2001[1§; Shi and Starfield 2000 [2P

The literature contains a number of policy and pmog evaluations intended to assess the varied
responses of communities and nations to healttuities. Three main types of approaches have been
identified, 1) increasing or improving the provisiof health services to those in greatest need(R9

2) restructuring health financing mechanisms totlédisadvantaged [4413], and 3) altering broader
social and economic structures intended to infleemore distal determinants of health inequities.
Few articles in the health literature addressdkter approach.

In attempting to assess what works in reducingth@akquities, there is a tension between absolute
and relative definitions of the concept, i.e. wigethuccess is to be measured only by the sizeeof th
reduction in the gap between the better- and woffsgroups, or to improvements in the worst-off
group relative to where they started before theri@ntion. For example, how successful is a program
that decreases injuries among the poor by 50 perbahdecreases them for the rich by 75 percent?
The absolute conditions are better for both grobpsthe health inequity gap has actually increased
Several authors have pointed out this tension nmiplications for policy and program evaluation
(see Gilson, et al 2000 [B1Yip and Berman 2001 [4D

Although research on various aspects of healthtydusis been part of the published literature for
more than three decades, this review suggeststhibafield is only recently moving forward with
greater speed. Most of the more recent articleschrarer in concept and more sophisticated in
methods than was the case for earlier studieslftbmational Society for Equity in Health is destt

to encouraging enhancements in the state of kngelé¢ldrough well conceived and well conducted
research, the findings of which can then be appitedievelop and implement better policies and
programs to improve equity both across and witleuntries.
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Annex 8 Measures of access according to WHO

Different types of access measures

Type Measures

Potential Access

Health systems Capacity Financing
Characteristic

Enabling Personal resources
characteristics

Realized access

Type of services
Site of services
Purpose of service

Equitable access

Services distributed
according to perceived
patient need

Examples

@Doctor/population ratio
gHospital bed/population ratio
e@Per capita expenditure for health services

a@Per cent of population with health insurance
@/ncome, Health Insurance
a@Coverage

@Ambulatory Inpatient

@Physician’s office; Health centre; Hospital
@Primary care

@Secondary care

@ Tertiary care

@Symptoms
@Pain, General health, Race/ Ethnicity
@Education

Services distributed according fgOccupation

social advantage

Services distributed
according to enabling
characteristics

@lIncome
gHealth Insurance
a@Coverage
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Annex 9

1 Peri-natal mortality rate

2 Number of women aged 65-70 having breast scrgenin

3 Number of social service assessments of oldgslpeo
begun within 48 hours of contact

4 Number of community equipment provided by social
services within 7 days (to older people)

5 Number of pension holders receiving pension tredi

6 Number of older people living at home being sutgzb
intensively

7 Number of older people helped to live at home

8 Number of nightinggale wards

9 Number of emergency admissions of older peopte in
hospital

10 Mortality from accidents over 65 years

11 Level of income support for pensioners

12 Length of time taken for assessment of oldepigeo
by social services

13 Fuel poverty

14 Delayed discharge from hospital (wrt older peppl

15 Age specific mortality from accidents over 6%uye

16 % uptake of influenza immunisation of over 65

17 Life expectancy at birth

18 still birth rates

19 single parent status

20 quality of area, graffiti, rubbish (in relatitminfant
mortality)

21 mother's country of birth

22 marital status (of mothers)

23 % of mothers smoking over 10 cigarettes per day
(during pregnancy)

24 Smoking cessation services in maternity services

25 Obstetric obstructions

26 maternal age

27 % of mothers who breastfeed

28 social class (of new-mothers)

29 Number of women known to be engaging with
midwife on smoking cessation programme within
maternity services

30 Number of women identified as smoking during
pregnancy

31 % mothers smoking during pregnancy

32 Number of children participating in schemes

33 Use of contraception on first occasion of sexual
intercourse by young people under 18

34 University attendance rates

35 unauthorised absences from school

36 Truancy rates

37 Smoking rates for pregnant teenagers

38 Rate of reconviction of young offenders

39 pupils with English as an additional language

40 pupil absences from school

41 provision of emergency oral contraception byloc
pharmacists

42 Proportion of women who have been cared fooles
point by social services who become pregnant
before 18

43 Proportion of under 18's by gender who regigtién
NHS-funded community clinic for contraceptive
services in any one year

44 Proportion of under 18 pregnant teenagers itacon
with health services by the 14th week of pregnancy

Health inequalities indicators

45 Proportion of under 18 abortions performed keS8
weeks

46 Proportion of under 18 abortions funded by NHS

47 Proportion of teenage parents achieving a dcatibn
equivalent to NVQ level 2

48 Proportion of state schools having a writteriqyabn
SRE in line with DfES guidance

49 Proportion of state maintained schools commiibed
developing SRE within context of National Healthy
School Standard

50 Proportion of social services having satisfac®iRE
policy for looked after children

51 Proportion of primary and secondary schools waith
least 1 accredited teacher of SRE

52 proportion of people under 25 using class A grug

53 proportion of looked after children placed fdoption
within 12 months of deciding adoption is in the
children's best interests

54 proportion of children on social and caring "@rén
At Risk" register

55 Proportion of children having average levels of
communication, language and literacy at foundation
stage

56 Proportion of children having average levels of
communication, language and literacy age 2

57 proportion of children 10-17 having been lookéter
continuously for a year receiving a final warning o
a conviction

58 Proportion of care leavers attaining 5 good GCSEs

59 Proportion of accredited teacher training ingtins
which cover SRE in initial teacher training

60 Proportion of 16-19 year old teenage mothers in
education, employment or training

61 post-neonatal deaths

62 parental mental health

63 parental employment

64 Numeracy skills key stage 2

65 number of convicted children in care (relativetteir
non care peers)

66 number of children re-registered on the child
protection register

67 number of care leavers with at least one GNVQ/EGCS

68 number of young volunteers to be peer educators,
including teenage parents

69 number of young people with psychosis who receiv
support for 3 years

70 Number of sure start schemes in deprived wards

71 Number of sure start schemes

72 Number of supported housing units occupied hg lo
parents under 18

73 number of schools/organisations requesting @essi
on contraception

74 Number of schools running educational programmes
(smoking)

75 Number of schools contacted by police respoadddl
road safety schemes

76 number of looked after children adopted

77 Number of drug misusing under 25s partaking in
rehab programmes

78 number of condoms and lubricant distributed per
agency (to prevent underage conceptions)
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79 Number of children with speech and language
problems

80 Number of children killed or seriously injuredroad
accidents

81 Number of children in 'low income households'

82 Number of children attending educational progreem
(smoking)

83 Number of children aged 0-5 with average legéls
personal, social and emotional development forr thei
age

84 Number of care leavers in education, employment,
training relative to their non-care peers

85 number of agencies and number if participanéaah
(preventing underage conception) session

86 neonatal deaths

87 Missed Secondary school days

88 Missed Primary School days

89 Low birthweight babies

90 looked after children with 3 or more placements

91 Literacy skills key stage 2

92 level of adoption stability

93 Infant mortality rates for children born to tage
mothers

94 Infant Mortality

95 Infant death rate

96 immunisation of babies

97 GCSE attainment

98 father's social class

99 Exclusion from secondary school

100 Cot death rate

101 Conceptions to girls under 18 years (rates)

102 Conceptions to girls under 18 years (counts)

103 cigarette smoking by school aged children

104 Child Poverty Index

105 Attendance rates at sure start schemes aratiirgs

106 % of under 25s referred by CJS for drug treatme
who attend

107 % of under 22s on modern apprenticeships

108 % of teenage births recorded as 'sole redgutrair
‘other’

109 % of pupils gaining 5 or more GCSEs at A*-G
including English and Maths

110 % of children living in a household where ne @
working

111 % of children being 'in need'

112 % of children aged 0-3 in sure start areagisered
on the child protection register

113 % of 6-16 year olds who spend a minimum of 2
hours each week on high quality PE

114 % of 19 year olds with 5 A*-C GCSEs

115 % of 18-30 year olds in higher education

116 % of 14 year olds at or above the standaridevty
numeracy science and ICT for their age

117 % of 11 year olds at or above the expectediatdn
for their age in numeracy and literacy

118 % of women who smoke during pregnancy

119 Mortality rate from circulatory disease undgr 7
years

120 mortality rate from cancer under 75 years

121 Sales of fluoride toothpaste as a percentatmtaf
toothpaste sales in locality

122 waiting under 3 months for revascularisation

123 Waiting under 3 months for anginography

124 Vehicle crimes per 1000 population

125 vaccination rates (MMR, flu, meningococcal C)

126 tuberculosis notification rates

127 Townsend Index

128 Total tonnage of household waste sent for tegyc

129 Total tonnage of household waste sent for
composting

130 Time taken to clear up cases of poor welfare in
farmed animals

131 suicide rates

132 spending on social services

133 social support

134 Smoking cessation rate

135 Serious accidental injury all ages

136 Robbery rates (per 1000 population) in principal
cities

137 road traffic casualty rate per 1000 residepupation

138 Road traffic casualty rate per 100 resident [atioun

139 respiratory disease

140 Renovations to public sector housing

141 Renovations to private sector housing

142 Rate of serious injuries and deaths from RTAs per
adult resident

143 Rate of reconviction of all offenders punishgd b
imprisonment or community supervision

144 Rate of prisoner escapes

145 rate of accidents

146 Rate of accidental fire-related deaths in thaéo

147 raised blood pressure

148 Rail use

149 quality of healthcare available

150 Proportion waiting over an hour in A&E

151 Proportion of vulnerable groups in decent hayisi

152 proportion of people with self assessed faor
bad health

153 proportion of people with limiting long ternmiésses

154 proportion of people with diabetes being offere
screening to detect diabetic retinopathy

155 Proportion of people suffering heart attack who
receive thrombolysis within 60 minutes of calling
for professional help

156 Proportion of people accessing a Rapid AccesstChe
Pain Clinic in under 2 weeks

157 proportion of lone parent households

158 Proportion of ineffective trials

159 proportion of households with a car

160 Proportion of disputes settled in court

161 proportion of bedside TVs and phones

162 premature deaths from cardiovascular diseass) (r

163 poverty

164 Overall smoking rates (no. smokers/total regije

165 Overall reduction in the rate of serious irgari
caused by RTAs in the locality per adult resident

166 Overall reduction in the rate of death by RTAha
locality per adult resident

167 obesity

168 numbers still quit after 52 weeks

169 numbers seen by smoking cessation services

170 Numbers of people with HIV

171 number of road deaths and serious injuries

172 number of homes judged unfit to live in

173 number of days taken to accept people as hemele

174 numbering hostel accommodation

175 numbering bed and breakfast

176 number or people experiencing homophobic
harassment

177 number of women killed via domestic violence

178 Number of speed limit reductions

179 Number of speed humps built

180 number of social services with an integratéld fa
system

181 Number of social houses deemed ‘indecent'

182 Number of serious injuries caused by RTAs in one
year in the locality
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183 Number of school road safety initiatives up and
running

184 number of residents consulted/participatingegen
decisions

185 Number of portions of fruit and veg eaten ey d

186 number of people with severe mental illness
receiving outreach services

187 Number of people with chd receiving NSF staddar
advice and care

188 number of people who remain quit at 4 weeks

189 number of people reporting racial harassment

190 number of people reporting homophobic harassmen

191 Number of people registered with a GP 192 Numbe
of people killed or seriously injured in road
accidents

193 number of people experiencing racial harassment

194 number of people experiencing domestic violence

195 Number of pavement-widening schemes

196 Number of patients dealt with in line with NICE
guidelines

197 Number of offenders testing positive at arrest

198 Number of new speed cameras installed

199 Number of new pedestrian crossings/traffictégh
installed

200 Number of murders

201 Number of light rail passenger journeys

202 number of hospitals admitting stroke patierith &
specialised stroke service

203 Number of hospital admissions for smoking eslat
illness

204 number of eligible patients receiving 'crisis
resolution'

205 number of drug related deaths

206 Number of deaths from suicide or undetermined
injury

207 number of deaths from CHD

208 Number of deaths caused by RTAs in one yedren t
locality

209 Number of cycling trips

210 Number of crimes for which an offender is briatug
to justice

211 Number of children participating in road safety
schemes

212 Number of cessation devices prescribed each yea
per adult resident

213 Number of carers who have a 'break’

214 Number of bus passenger journeys

215 number of assaults reported to the police

216 number of assaults before victim contacts tie@

217 Number of assaults

218 Number of additional houses built on developed

219 Number of accessible road crossings

220 Number of A&E admissions caused by RTAs in one
year in the locality

221 number of 6-month inpatients

222 Mortality from suicide and undetermined injatly
ages

223 mental illness

224 mental health hospital admission rates

225 median wait for treatment of psychosis

226 maximum wait for an outpatient appointment

227 Maximum wait for an inpatient appointment

228 major accidents

229 life expectancy

230 levels of volunteering

231 levels of drug and alcohol abuse

232 Level of user satisfaction in the CJS

233 Level of road congestion

234 Length of time spent waiting in A&E

235 Length of continuous cycle path in metres

236 kidney disease

237 Journey times on London Underground

238 Jarman scores

239 index of deprivation

240 Incidence of recorded crime

241 IMD scores

242 housing conditions

243 houses of multiple occupation

244 households with a washing machine

245 households claiming council tax or housing fiene

246 homelessness of households with dependentehijld
or of households with pregnant household members

247 Homeless households in temporary accommodation

248 healthy life expectancy

249 gypsies and travellers

250 growth in emergency hospital admissions

251 Greenhouse gas emissions

252 GDP per head

253 fluoridation levels

254 expenditure on GP services, occupational and
physical therapies, community services

255 episode rates for schizophrenia

256 Domestic burglaries per 1000 population

257 dental health

258 deaths from undetermined injuries

259 Death rates from cancer, diabetes and ciraylato
diseases

260 death rate from stroke

261 death rate from lung cancer

262 Cost effectiveness of local authorities

263 Condition of local roads

264 Carbon dioxide emissions

265 Cancer waiting times (urgent referral)

266 Cancer waiting times (diagnosis to treatment)

267 cancer mortality

268 Bus punctuality

269 beta thalassaemia or sickle cell disorder

270 bed occupancy rate in acute inpatient services

271 asylum seekers

272 Annual incidence of BSE

273 Alcohol consumption

274 Air quality indicators (NO2 and PM10)

275 Air quality

276 Accountability to patients

277 accessible shopping

278 accessible public toilets

279 accessible public buildings

280 accessible employment

281 accessible crossings

282 Access to Services

283 Access to primary care professional within @drk

284 access to inpatient, day care and outpatieat ca

285 Access to a primary care doctor within 48 hours

286 % of substantive asylum seekers cases decided
within 2 months

287 % of rural households within a 10 minute wdllaio
hourly or better bus service

288 % of regeneration board members who are local
residents

289 % of people diagnosed with cancer who recover

290 % of local service electronic capability

291 % of failed asylum seekers removed

292 % of drug users successfully completing program

293 % of drug users participating in drug userttrest

294 unemployment rate

295 unemployment claimant count

296 number of prisoners leaving prison with severe
mental iliness with a 'care plan’
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297 long term unemployment

298 Income deprivation index

299 Employment deprivation index

300 adults in receipt of severe disablement all@san

301 adults in receipt of income based job seekers
allowance

302 adults in receipt of incapacity benefit

303 % of people on welfare having money paid diyect
into their bank accounts

304 % of local people claiming council tax benefit

305 % of adults in work who lack NVQ2 or equivalent
qualifications

306 % claiming income support

[Matrix]

63
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Annex 10 Health economics aspects of equity althe

HANDBOGHS IN ECONOMICS
sHEHEHEHEHEHEHE

HANDBOOK OF
HEALTH
ECONOMICS Handbook of Health Economi&&lume 1b, Chapter 35
Alan Williams and_Richard Cookson
Centre for Health Economics, University of Yorkrkv'6O10 5DD
England

Equity in Health

sHEHEHEHEHEHEHEHEHEHE:

Abstract

Equity in health has to be distinguished from eguit access to health care, or equity in the distion of
health care resources. We take as a working definif health for our purposes the number of qualdjusted
life years that a person may expect to enjoy oi®pohher lifetime. Although we mostly follow the@omists'
custom of regarding equity as synonymous with redpmequalities in health, we also consider themricher
variety of concepts employed by philosophers whestussing distributive justice. Here however we éhav
distinguished notions of justice which are esséptirocedural from those which are substantivenosmtrating
mainly on the latter. What we have sought to dm iglentify the implications of various philosopaic¢heories
of justice for the way in which a welfare economisight appraise a particular distribution of healtithin a
community. To do this we distinguish theories whiglace constraints on admissible outcomes (thettheal
opportunity set), from theories which require thazial welfare function (or maximand) to have patéc
properties. This classification is summarised i Trable 1, which is the key exhibit around which #nalysis
and exposition is organised.

1. Scene-setting

In this Chapter our concern is health, and nottheehre. We view health care as one of many passibl
determinants of health and not necessarily theepriment one. We therefore regard equity in acaedsealth
care, or in the distribution of health care resesr@s an instrumental matter, flowing from a nfarelamental
concern with the distribution of health itself. \Wkall assume for the time being that health cambasured
unproblematically, and that the unit in which ini®asured is the quality-adjusted life year or QALWe shall
restrict our attention to various ways in whicheqquitable distribution of health within a populatimight be
defined in an operational manner that enables enmt® to carry out empirical work evaluating posityays
in which it might be brought about. We will assuthat in order to achieve a more equitable distidrubf
health in a population it will generally be necegsa reduce the overall level of health in thapplation (in
other words, we assume that an efficiency sacrifiteusually be required to achieve equity)Ve will not be
concerned with equity in the financing of healthecéor in the financing of any other public polidgsigned to
bring about a more equitable distribution of hedltNor will we be concerned here with the use oéficial
mechanisms explicitly to promote equity in healthportant though these may be as instruments asyp&ur
purpose is rather to clarify the equity objectiteelf. For convenience we will assume that the usses the
community wishes to be used for the pursuit of thelahve been set aside in an equitable manneanisk is
to ensure that there are clear criteria for deteimgi how best to use them in pursuit of an equétalitribution
of health within that community The term "community" is used to encompass als¢hto whom the social
decision-makers are responsible.

In economics the term "equity" is usually takenréfer to fairness in the distribution of a good {lis case
"health"), and "fairness" is taken almost unthimgtynto mean reducing inequalities. In philosophiealtings

equity concerns would more likely be broader thhis,tand called concerns about "distributive justic
Concerns about distributive justice often becomertwined with concerns about procedural justicenatter
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which we shall examine more closely shattliphilosophical writings tend to focus on whatai fas between
individuals with known characteristics. Economigis,the other hand, tend to focus on what is faibetween
groups of individuals distinguished only by somenooon characteristics, accepting that the otheracteristics
of each individual will be ignored even though thmewy differ widely. This calls for the exercise mioral

sensitivity about "statistical lives" rather thamoat the lives of named individuals whom we can aee touch
and talk to. For many people this notion of "stat&d compassion" seems to create both intellectural

psychological difficulties. It is as if personal pathy with one or two individuals is possible paradoxically,

if many individuals are involved this capacity tmgathise diminishes. This difference between foaygin

groups and focusing on individuals also distingeskeconomists (and managers) from clinicians ahdrst
dealing with people at an individual level. Thetdatoften claim that they are under an ethical dwutydo

everything possible for the person in front of theonmatter what the consequences might be for beesyelse.
If this assertion is taken at its face value, itddamply that clinicians should ignore their respibilities for the

welfare of their other patients except when thatepd is in front of them. It seems most unlikehat any
clinician would actually behave in that way, sohzgrs the statement should not be taken at itsvalee, but
regarded instead as part of the rhetoric of megicattice, designed to bolster the doctor-patieftionship.

But whatever may be the role of such statemenis, dtear that in a public policy context, wherstdbutive

justice is an explicit objective, it is clearly nethical for a clinician to ignore the consequenakkis or her
actions concerning the treatment of one patientttier health of other patients for whom the systsnalso

responsible.

The exposition which follows is written primarilpif economists with little or no familiarity with ¢hrelevant
philosophical literature. In order to make thisi@ture more readily accessible, we have selebgethain points
made by each of the cited authors and, in theastsrof clarity we have stripped away the manyifications
and elaborations that are contained in the origivaks. These original sources need to be conscheefully
before claiming a proper appreciation of an aushpdsition. We have also judged it not to be nexgswo
present detailed practical examples to illustratehecase (which is a common mode of exposition édlioal
ethics), but have contented ourselves with indigcathe kinds of issue addressed by each philosaptiieory,
leaving the reader to think through the practiogblications for particular cases. What we are gttémg here is
the brutal task of forcing high-minded philosoplhitteeories about distributive justice into the pimtean bed
of welfare economics! That painful process will coence with a brief explanation of how we propose to
delineate the economist's conventional conceptaatdwork for that purpose.

'See Dolan (2000) for a general discussion of measent and valuation issues. We shall return to sofme
them later in the specific context of equity weight

?f this is not the case, the simultaneous purdiétficiency and equity is made that much simpler.

*This is taken up in Wagstaff and van Doorslaer (300

“It is possible that the social decision-makers néled to take a broader view of equity when degidin how
much of the community's resources to set asidédaith than they need to take into account wheusfog on
how best to use those resources for health itaetf only for health).

°From the standpoint of procedural justice, a distibn of health within a community would be saidbe just if
it were the result of processes that were justolild be the processes that would be the objeatteftion, and
not the substantive outcome. The position takee feethat it is the outcome that is the focus tératon, and
that the processes are instrumental.
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Annex 11  Balancing solidarity and competition acwog to WHO

A core concern in countries engaged in transforrttiedr funding system is balancing the principle of
solidarity with pressures to establish competitiomong insurers. Solidarity has become synonymous
with “risk pooling”, referring to all arrangemenia which health care costs are not financed
individually, and in which people who remain heglthrough a given period financially support those
who become sick and use health care services. éfhe “solidarity” is also reserved in Europe for
health care systems designed to reduce healtledelmequalities. According to this principle
individual financial contributions are, at a minimunot dependent on the individual's health status
instead they are related to his or her ability &y.fHowever, services are not delivered according t
ability to pay but according to need. As a consageea health care system is judged to achieve
solidarity if it realizes a more equitable disttilom between age groups, between income classes,
between single people and families, and betweed gad bad health risks, than would be the case in
the (fictive) situation of an unregulated privatsath care market.

Whether a society can base health care fundingpmpeting insurers and, at the same time, maintain
a high level of social solidarity is a challengiegnundrum. In many countries, private health
insurance schemes are operated in a manner tmatlesrsocial solidarity. This is because the hafsis
payment by individual families to the health inswga company usually takes the form of risk adjusted
premiums that reflect the health status of eaclvithgial. The opposite extreme is funding througle on
or other form of general taxation and solidaritpderstood as risk pooling, is in general achieved
through such a system. The amount of redistribuithin such a system depends to a large degree on
the progressiveness of the tax system. There isgVver, no market competition over health care
financing in such an arrangement, although thengolgical-budgetary competition between health
and other areas of government expenditure that ha@se implications for solidarity. Moreover,
solidarity will be affected by the level of privateealth care financing operating parallel to, and
sometimes mixed with, public financing.

Social insurance usually involves government mandapurpose-specific taxes on employers and
employees, as well as on the self-employed, peasoand sometimes even the unemployed.
Sometimes a specific proportion of social insurateoees are designated for health, or there is a
specific earmarking for health. Unfortunately, heee social insurance systems do not usually
contribute to solidarity in financial terms. Mosbcgal insurance systems finance health care in a
regressive fashion. This is due to the fact thatrifaution rates are usually a flat percentageatdries

or income, and there is often a ceiling on the am®subject to tax. In such a situation those egrni
above the ceiling, for example, are paying an iasiregly lower proportion of their income for social
insurance and health care. Solidarity is also &tkby rules governing who is included in or exeldd
from social insurance, or who may opt out of ittHbse with high incomes are not included (or may
opt out) they do not contribute to the system’sdfng and make it more regressive.

If there is only one social insurance agency priogdealth care services, there is no competition.
Competition is also absent if there are severah agencies but no right of choice among them.
Competition can be combined with social insurandeemes to the extent the insured may choose
among those that have an interest in attracting meesn As in systems relying on private health
insurance, however, there will be a “natural” camtfbetween solidarity and competition, with social
insurance schemes trying to compete for the goskk.riGovernment regulation can try to set a
framework for maintaining solidarity in such systerand the extent to which solidarity will be eaten
away by competition depends heavily on such remguigtut also on self-enforcement by statutory
insurers and consumer education).

In most western European health systems, direahpats by patients at the point of service make up
a limited portion of overall health care financing.terms of solidarity, such payments represeat th
most regressive form of payment for health caregesthey constitute a greater share of incomehfor t
poor (who are also higher consumers of medical)care
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As already noted, a central trend in the reformthenCEE and CIS countries has been a shift away
from financing health care through general taxatmmards a significant reliance on national health
insurance funded through payroll taxation. Whiles tinend is an expression of the countries’ will to
decentralize and liberalize their health care systahe impact on solidarity is ambiguous, sinae th
shift in the source of financing is likely to begressive. All CEE countries that have introduced
national health insurance also continue to relgansiderable part on general budgetary revenue. In
the CIS countries, budgetary revenues still prottidemajority of health care funds.

There is, in addition, a growing informal sectomc® services in this sector are provided only for
those who can afford it, ability to pay plays a smamportant role in health care than before.
Therefore, although most CEE countries continuefter a more or less comprehensive package of
benefits through their publicly run health caretsyss, overall solidarity in health financing ha®e
reduced. Additional problems created by the infdrsector involve loss of control over total
expenditure, as well as leakage of earnings byttheabfessionals from the income tax system.

Although most western European health care syssgithachieve a certain level of solidarity, thea

of a health care system based on solidarity evaka®asing scepticism. Although conditions and
discussions vary in different countries, the basasons for this scepticism are similar. Risingthea
care costs conflict with financial pressures onegoments not to increase taxes or social insurance
premiums in a globally competitive environment. &eagthened libertarian and/or neoclassical
philosophy argues that health should be much marévate good than a public interest. Rising health
care costs are increasingly seen as a result afdhective, public organization of health systems
“moral hazard” and “supplierinduced demand” beimgmpinent issues. Moreover, the shift in the age
structure is expected to lead to an increase icg@ta health care costs.

Nevertheless, European governments have been astipas about introducing financial reforms that
would directly damage solidarity. The eight-yeastbiy of health reform in the Netherlands reflects
the trepidation of successive Dutch governmentsntbrace competitive financing if it would
compromise solidarity. This tension can also berseghe 1995 Health Insurance Law in Israel, and
in reforms now under way in the German sick funstesy.

Competition between health insurers (regardlesshafther they are private or public) tends to erode
solidarity in health care financing, since heatthurers seek to select good risks. As a consequence
health politicians have had to seek innovative timhs to this problem. One common solution has
been mandatory open enrollment. Another, closalkelil to financing, has been the introduction of
either individual or collective risk-adjustment sahes that redistribute the health insurance system’
revenue among competing health insurers.

Maintaining solidarity in health care financing \ehintroducing competition among insurers is an
ambitious and difficult undertaking. Owing to theyndmic forces of competitive markets,
implementing competition without damaging solidaricannot be achieved solely through
deregulation. The “safety-net” for solidarity hags be designed very carefully, and such an
undertaking requires experienced supervision ofittheeare markets. Moreover, several crucial
guestions have not yet been answered. Whether ditimpeamong insurers really leads to more
efficient and more effective health care has ydbdodemonstrated, as does the question of whether
recently introduced mechanisms to combine soligarith competition can succeed.

[WHO EURO 1996]
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Annex 12 Appropriate role for cost sharing andr dises

Cost sharing in Europe

Cost sharing refers to any direct payment madedeysuof health services to the providers of those
services. Economists are divided as to whether slwsting can be an effective tool for improving
efficiency and containing costs. There is, howewaste general agreement that, unless accompanied
by compensating measures for people on low incoces, sharing will be inequitable in terms of
both the financing and the receipt of care. In ¢oes that do not have a functioning universal theal
care system, the rationale for cost sharing mayebs one of managing demand than of raising
revenue for the purpose of sustaining services.sbare of these countries, this may also reflect a
history of informal payments (“grey market”) forrgiges and supplies.

Some researchers and policy analysts have argaethtre is an inherent conflict in the use ofa to
that raises revenues as a means of containing ddstsargument, put forcefully by Canadian health
economists, rejects the use of cost sharing asstacontainment measure. On the assumption that
supplier-induced demand exists and that expendit(okinsurers and patients) are always equal to
revenues (of providers), they assert that imposmigicreasing cost sharing will not reduce costs bu
simply cause them to be shifted from those payirgmiums (including taxpayers in a tax-based
financing system) to those unfortunate enough Hosfek and require medical care. Further, these
economists argue that in systems in which providegsreimbursed on a per-episode basis, providers
respond to any generalized reduction in consumeerdemand by increasing the volume and/or
intensity of services, in order to maintain theicome levels. From this perspective, if it is tthat
provider-driven utilization is a major cause of thigealth costs, then incentives and/or regulations
affecting the supply side of the market are likedybe more effective in containing costs. These
economists reason, moreover, that systems basqkrecase reimbursement will always generate
provider-led cost increases. They also note thstt gltaring increases health sector costs by iriageas
the complexity of administering the financing systeCost sharing raises obvious concerns about
equity with regard to both the financing and theeipt of care. It can cause inequity in financing
because of the potential for the burden of costilshdo fall on households with low incomes. It can
cause inequity in the consumption of health careices by reducing access for the elderly, children
and the chronically ill. This reflects the economeality that price is more of a deterrent to tise of
services when it consumes a greater percentage hafuaehold’s available funds. Reductions in
utilization or delays in seeking treatment can leabbwer health status to the extent that usecatth
services would have had beneficial health effeBteadly-based exemptions from co-payment can
alleviate much of this problem, but they do so blystantially reducing the amount of revenue raised.

The countries of the European Region employ a wyagkapproaches to cost sharing. The context for
cost sharing, the objectives of these policies,tardvay cost sharing is implemented in practicel te
to differ in Western Europe compared to the forsnedcialist CEE and CIS countries.

Most western European countries place little emghas cost sharing as a tool for either raising
revenue or containing costs for physician and hakpervices. On the other hand, cost sharing for
pharmaceuticals is widespread. Although the ohjestiof such policies are rarely stated explicitly,
their main purpose appears to be to shift parhefdost of drugs to the user. About half of western
European countries use some form of cost sharinfirfd contact care, and about half also applyt cos
sharing to inpatient and specialty outpatient caranost countries the patient’s co-payment teods t
be nominal and is often accompanied by compreherestemption systems. Only a few countries rely
on cost sharing as a significant source of headttios revenue. In these countries most patients
typically purchase supplementary private insuratocelefray out-of-pocket expenditure. In France,
despite reliance on thiécket modérateyr80% of their copayments are reimbursed to patidyt
private insurers.
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The most common forms of direct cost-sharing arpayments and co-insurance; only in Switzerland
is much use made of deductibles. Virtually all doigs in western Europe use some form of out-of-
pocket maximum to limit the liability of individuslor households for medical care costs, and none
employs service or benefit maximums. Hence, incpno¢ection is a strong feature of these systems.
Raising revenue has been a principal concern dfst@ging policies in most CEE and CIS countries.
The falling levels of employment in most of theseitries in recent years have reduced the scope for
mandatory contributions to social insurance, sitige is usually financed by the contributions of
employers and employees. Similarly, there are $inotthe amount of revenue that can be generated
through general taxation. Thus many (though notadlthese countries are charging patients directly
primarily as a means of providing additional resesrto sustain the health services. At the sanme tim
the available evidence suggests that providersnareasingly reliant on informal “side payments”
from patients.

Taking both theory and practice together, it app#aait cost sharing does not provide a very powerfu
policy tool for improving efficiency or containirtgealth sector costs. Given the reliance of patients
the providers for information that affects theintnd for certain services, the theoretical basis fo
using cost sharing to reduce demand for servicsatie largely determined by the provider (such as
referral services) is weak. Cost sharing may reduoeeaitilization of services initiated by the patie

but such reductions are not very effective for casttainment. This is because one of the main rive
of health care costs is service intensity, which povider rather than a demand driven charatteris

[WHO EURO 1996]

User fees in Indonesia

Box 1.3 User fees, health outcomes and labour force participation in Indonesia: a two-year study

In an intervention study in Indo-
nesia — the Indonesian Resource
Mobilization Study (IRMS) — the ef-
fect of changes in prices of publicly
provided health services on labour
force participation was examined.In
the experiment, user fees at public
health centres were raised in ran-
domly selected test districts, while
fees were held constant (in real
terms} in neighbouring control dis-
tricts. A baseline househald survey
was conducted at the end of 1991,
prior to the intervention,and the
same households, evenly divided
between those that were subjected
to the fee increase and those that
were not, were surveyed again two
years later.The experiment involved
6000 households in several districts
in each of two provinces. One of the
provinces was well-to-do and one

was poor. Equal numbers of control
and test households were selected
from each province.

Use of health care dedined in test
areas, relative to controls, as did some
health status indicators. Using self-re-
ports about limitations in their ability
to perform activities of daily living —
suchaswalking 5 kilometres, carrying
a heavy load 20 metres, or having
spent a day in bed in the previous
month — the follow-up studyin 1993
showed that the great majority of
those where prices had been raised
showed at least some ill effects. In
IRMS, higher pricesare assodiated with
greater difficulty walking 5 kms, more
lirnitationson daily activitiesand more
days spent in bed. For example, both
men and wormen in the test districts
reported having had to spend an av-
erage of a third of a day in bed more

than the control group because of ill-
ness.But the effects were much greater
ameng the poor,amang men over 40,
and among women in househalds
with low economic and educational
status. Men in the bottom quartile of
per capita income in the test areas re-
ported losing almost a full day more
of activity compared to the control
group.

Moreover, the follow-up study
showed significant declines in labour
farce participation in the test area
among the more vulnerable groups.
Men in the aver 40 age group had a
slight tendency to drop out of the la-
bour market in the test area. Among
all women in the survey, bath in the
control and test groups, labour force
participation dropped from 50% to
46% between 1991 and 1993, but
there was a 7.3 percentage point dif-

Source: Dow WH et al. Health care prices heaith and kabar outcomes: Experimental evidence, Santa Monlca CA, RAND, 1997 junpublishad paper).

ference between those in the test
and control groups, tothe disadvan-
tage of those paying higher health
fees.In the test districts,labour force
participation for women with no
education fell 14%.Women over 40
wiere also likely to have high drop-
oult rates from the labour market in
the areas where health costs had
goneup.

Wagerates for men were also af-
fected. While on average both test
and control groups increased their
nominal wages by 309 in the two
years,the increase came 15% sooner
in the contrel areas. The compara-
tive slippage in the test areas was
particularly great for older workers,
whose health is presumably a
greater factor intheir work perform-
ance.

[WHO 1999]
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Annex 13 The effectiveness of health services &alth
according to Navarro

Effectiveness of health-care systems

In the WHO's conceptualisation of medical-care @ffeness, the report uncritically reproduces a
major assumption in medical-care cultures that piediis very effective in reducing mortality and
morbidity. | find it astonishing that a prominentigic-health agency could state:

"The differing degrees of efficiency with which lbasystems organize and finance themselves, and
react to the needs of their populations explain hmoicthe widening gap in death rates between the
rich and poor, in countries and between countaesund the world".

No evidence is given for such a statement. Actuallyblished literature shows that much of the
widening gap in mortality rates within and amongumivies is primarily related to the growing
differentials in wealth and inconrfe.

"Health systems have played a part in the dramigticin life expectancy that occurred during the XX
century".

Here again, no scientific data are given to suppach a statement. Actually, the evidence shows tha
the most dramatic declines in mortality and incesas life expectancy occurred during the 20th
century before medical care proved effective. lagderost dramatic changes in mortality during the
century were the result of social and economiawetetions?>

"If Sweden enjoys better health than Uganda--I¥peetancy is almost exactly twice as long--it is in
large part because it spends exactly 35 times ab per capita in its health systems".

Again, no evidence is given for this statement.tAd scientific data show there is no link betwen
level of expenditures in health-care systems awel lef mortality. There is evidence, however, for a
link between political interventions, wealth andome distribution, and mortality indicatdts.

This enormous faith in the effectiveness of medazak reaches extreme proportions when the WHO
report indicates that with "an investment in healtine of $12 per person, one third of the disease
burden in the world in 1990 would have been avért€dus, the report gives the impression that the
major problems of mortality and morbidity are a sequence of the limited resources of health-care
systems. Give more money to a health system and hvexs will be saved. The report even quantifies
how many lives could be saved per dollar investésty neat, but profoundly wrong. Nowhere does
the WHO report present any scientific evidenceuggpsrt these wild assertions. Again, most available
data show that other factors are far more imporiangxplaining a country's level of health and
mortality than are its medical services. Any studeinpublic health knows that medicine is not as
effective in reducing mortality and morbidity agtmedical establishment believes. Indeed, there is
extensive literature on the social, cultural, ecoing and political causes of health and diseasat Th
medical care is less effective in reducing monadtlitan the WHO report assumes does not mean, of
course, that medicine is not useful in taking aafr@atients' medical conditions and improving their
guality of life. But it is wrong to explain a couyt level of mortality by its medical services. tNo
even public-health interventions (such as immugisigainst childhood diseases), which have been far
more effective in reducing mortality than have neatlicare interventions, can be considered the main
reasons for the mortality decline in the 20th cgnt&ocial, economic, and political interventionms a
the primary reasons for this decline.

This mistaken assumption--overestimating the dffeness of medical and health care--explains why
some countries, such as the Mediterranean count@pain, Italy, Portugal, and Greece, which
traditionally have good health indicators with lolifg expectancies, earn high marks in the WHO's
classification of effectiveness. The report errargbp attributes the low mortality in these courgrie
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the effectiveness of their medical care. Actualhgse various Mediterranean countries have differen
types of health services, but all share the charigtic that public expenditures in the health-care
system as a percentage of gross national prodaecarmong the lowest in the EU. Table 2 (basic
indicators for all member states) of the WHO remsirows these are among the countries with the
lowest probability of dying (per 1000) for childremder 5 years and for adults between 15 and 59
years, and with the longest life expectancy in wWwld. None of them have large health-system
expenditures. Their types of funding and orgarosatare extremely varied--with the common
denominator, however, of the populations' high llesfedissatisfaction with their health systems.
Actually, the WHO report lists these health systesasamong the least responsive (to users) of all
European systems. In the ranking for responsiver$san is listed 34th, Greece 36th, Portugal 38th,
and Italy 23rd, all of them among the least respenis the EU. It would seem then, according to the
authors of the WHO report, that the effectivenessh@alth-care systems in reducing mortality
outweighs their limited responsiveness. They aus ttonsidered user-unfriendly but very effective
nevertheless. It is highly questionable, howevehetiver the good mortality indicators of these
countries are the results of health-care systeemiantions.
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Annex 14 The importance of health literacy

Box 1.2 Health knowledge, not income, explains historical change in urban—rural health differences

In the first half of the 19th cen-
tury, life expectancy was much
shorter in London and Paris, re-
spectively, than in the rural areas
of England and Wales or of France;
a similar difference prevailed be-
tween the urban and rural areas of
Sweden in the first decades of the
20th century. Large cities were
unhealthy because unclean per-
sonal habits did more to spread
disease when people were
crowded together and because
garbage and even excrement were
accumulated, drawing flies and ro-
dents and contaminating the air
and water.! Pollution was wors-

ened by burning soft coal and by
discharges from factories.
Crowding and poverty produce
many of the same problems in the
large cities of poor countries today,
wihich typically have more polluted
air and water than urban areas in
richer countries. Vehicular exhaust,
unknown a century ago,is already a
major health threat in such areas as
Delhiand Mexico City. Rapid growth
has made it hard to expand such
services as piped water, sewerage
facilitiesand garbage collection fast
enough to keep pace.In slum areas,
even if safe water is available, many
househalds have no access to sani-

tary waste disposal, and much gar-
bage is simply dumped or burned in
the open. Nonetheless the health
Consequences are not so severe as
in European cities 150 years ago.On
one hand, increased knowledge of
how diseases are caused and trans-
mitted has led to valiant efforts to
reduce contamination, control dis-
easevectors and educate the popu-
lation to take better care of their
health.Onthe other hand, even very
poor urban dwellers now have bet-
ter access to effective personal
health care than much of the rural
population, adding to the induce-
ments to migrate to the city. Slum

residentsin Lima, for example, are
as likely to immunize their chil-
dren and to take them for medi-
cal carewhen sick as residents of
better-off neighbourhoods, and
much more likely to do so than
peaple living in Peru's mountain-
ous interior.? Both the public
health and the personal care In-
terventions have contributed to
reversing the urban—rural differ-
ences in health status; better
health among urban populations
is due more to the application of
improved knowledge than to
higher incomesin cities.

T Easterlin RA. How beneficient (s the market? A fook at the modern history of mortalty. Los Angeles, University of Southem California, 1998 (unpublished paper).

I Wusgrove P Measuremnent of equity In health, World Health Statistics Quartery, 1986, 39(4),

[WHO 2000]
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Human development balance sheet 2002

Human development balance sheet

GLOBAL PROGRESS

GLOBAL FRAGMENTATION

DEMOCRACY AND PARTICIPATION

Since 1980, 81 countries have taken significant steps towards democ-
racy, with 33 military regimes replaced by civilian governments®

140 of the world's nearly 200 countries now hold multiparty elections,
mare than at any time in histary®

Cf the 81 new democracies, only 47 are fully democratic. Many others
da not seem to be in transition to demacracy or have lapsed back into
authortarianism or conflict!

Only 82 countries, with 57% of the world's peaple, are fully democratic®

In 2000 there were 37,000 registered intemational NGOs, one-fifth maore
than in 1990, More than 2,150 NGOs have consultative status with the
UM Economic and Sodal Coundl, and 1,550 are associated with the UM
Department of Public Information®

51 countries have not ratified the Intemational Labour Organization’s
Convention on Freedom of Association, and 39 have not ratified its Con-
vention on Collective Bargaining”

MG0s still do not have consultative status with the UN Security Council
or General Assembly. Only 251 of the 1,550 NGOs associated with the
UM Departmert of Public Information are based in developing countries®

125 countries, with 2% of the world population, have a free ar partly
free press”

Between 1970 and 1996 the number of daily newspapers in developing
countries more than doubled, from 29 to 60 copies per 1,000 people,
and the number of televisions increased 16-fald

61 countries, with 38% of the worlds population, still do not have a
free press'!

In 2001, 37 joumalists died in the line of duty, 118 were imprisoned and
more than 600 journalists or news organization were physically attacked
ar intimidated

The number of countries ratifying the six main huran nghts conventions
and covenants has increased dramatically since 1990, Ratifications of
the International Covenant on Economic, Social and Cultural Rights
(ICESCR) and the International Covenant on Civil and Palitical Rights
(ICCPR) grew from around 90 to nearly 150"

106 countries still restrict important civil and political freedoms'
38 countries have not ratified or signed the ICCPR, and 41 have not rati-
fied or signed the ICESCR'™

In 10 countries more than 30% of parliamertarians are women'®

Worldwide, only 14% of parliamentarians are women—and in 10 coun-
tries none are women'’

Cnly & vetoes were cast in the UN Security Council between 19586 and
2001 — compared with 243 betwesn 1946 and 1995, an average of 50
a decade"

The World Trade Organization operates on a one-country, ong-vote basis,
but most key decisions are made by the leading ecanamic powers in
“green room” meetings

The executive directors representing France, Gemmany, lapan, the Russ-
ian Federation, Saudi Arabia, the United Kingdom and the United States
account for 46% of the vating rights in the World Bank and 48% in the
Irternationzl Manetary Fund™®

ECONOMIC JUSTICE

The proportion of the world's people living in extreme poverty fell from
29% in 1990 to 23% in 19997

During the 1990s extreme poverty was halved in East Asia and the Pa-
cific and fell by 7 percentage points in South Asia”!

The richest 5% of the world's people have incomes 114 times those of
the poorest 5%~

During the 19905 the number of peaple in extrame poverty in Sub-5aha-
ran Africa rose fram 242 million to 300 million™

East Asia and the Pacific achieved 5.7% annual growth in per capita in-
come in the 1990s; South Asia, 3.3%

In Central and Eastern Europe and the CI5 per capita income shrank
2.4% a year in the 1990s; in Sub-Saharan Africa, 0.3%

20 countries in Sub-3aharan Africa, with more than half of the region’s
people, are poorer now than in 1990—and 23 are poorer than in
19754

The more than 500 million Internet users today are expected to grow to
nearly 1 billion by 200577

72% of Internet users live in high-income OECD countries, with 14% of
the world's population. 164 million reside in the United States™



Detlef Schwefel: Fair financing for health and hleaare

74

Human development balance sheet

GLOBAL PROGRESS

GLOBAL FRAGMENTATICN

HEALTH AMD EDUCATION

Since 1990, 800 milion people have gained access to improved water
supplies, and 750 million to improved sanitation™

57 countries, with half of the world's people, have halved hunger or are
on track to do so by 2015

Child immunization rates in Sub-5aharan &frica have fallen below 500
At the current rate it would take more than 130 years to nd the world of
hunger®?

Same developing countries have made progress in tackling HIVI&IDS.
Uganda reduced HIV prevalence fram 14% in the early 19905 to around
B% by the end of the 19905*

By the end of 2000 almast 22 million people had died from AIDS, 13
million children had lost their mather or both parents to the disease and
more than 40 million people were living with HIV. Of those, 90% were
in developing countries and 75% were in Sub-5aharan Africa®

Between 1970 and 2000 the under-five mortality rate warldwide fell
from 96 to 56 per 1,000 live births™

Every day more than 30,000 children around the world die of preventable
diseases’

Apaund the world there are 100 million *missing ™ women who would be
alive but for infanticide, neqlect and sex-selective abortion™

Every year more than 500,000 women die as @ result of pregnancy and
childbirth*

Warldwide, primary school enralments rose fram 20% in 1990 to B4%
in 1998

51 countries, with 41% of the world's people, have achieved or are on
track to achieve universal primary enrolment®”

113 million schoal-age children are nat in schaol—%7% of them in de-
veloping countries!

93 countries, with 39% of the world's people, do not have data on
trends in primary enrolment*

90 countries, with mare than 60% of the world's people, have achieved
or are on track to achieve gender equality in primary education by
2015—and more than &0 in secondary education®

0% of children not in primary school worldwide are girls*
Cf the world's estimated 854 million illiterate adults, 544 million are
wamen*?

38 peacekeeping operations have been set up since 1990— compared
with just 16 between 1946 and 1989%
The International Criminal Court’s B0th country ratification, in April

2002, established a permanent structure for adjudicating aimes against
hurnanity

Genacide occurred in Europe and Afnca, with 200,000 people killed in
Basniz in 1992-95 znd 500,000 killed in Rwanda in 199447

Mews forms of intermational terrorism have emerged, with 3,000 people
from more than 80 countries killed in the September 2001 attacks on
the World Trade Center in New York City®®

The 19905 saw a large decline in deaths from interstate conflicts, to

220,000 people cver the decade—down from nearly three times that in
the 1980

Mearly 3.6 million people were killed in wars within states in the 15905
During the 1990s the number of refugees and intemally displaced per-
sons grew by 50%°

Half of all dvilian war casualties are children, 5 and there are an esti-
mated 300,000 child soldiers worl dwide®

Reflecting pressure from some 1,400 avil sodety groups in %0 countries,
the 1997 Mine Ban Treaty has been ratified by 123 states™

Iajor countries such as China, the Russian Federation and the United
States have not signed the Mine Ban Treaty

90 countries are still hezvily affected by landmines and unexploded ardi-
nance, with 15,000-20,000 mine victims a year™

Nater The rites ta this balance cheet appear In the Nobes sectien of the Report.
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