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Introduction

One of the important ethical principles(1,2)
that needs extensive elaboration is ‘equity’ or ‘justice’.
When a group of patients receive treatment, it deprives
others of necessary resources for their treatment.
Surveys on ethical principles among health personnel
in Southeast Asia countries(1-3) showed different
emphases in different countries. Therefore, allocation
of limited resources should be made explicit. This
paper presents ‘concept and interpretation’ of ‘equity
in health’ including operational definitions and data
from Thailand to support the explanation on this
ethical principle.

Concept of equity in health

Though equity, equality and justice share
closely-linked concepts, however, they have major
differences. In many circumstances, achieving ‘equa-
lity’ (all having the same share) does not lead to
‘inequity’, therefore, equality and equity are not inter-
changeable. ‘Justice’ is often used in legal process, if
the dispute is settle it is called just. This paper later
focus on equity as it is the most appropriate for
consideridg health issues. Readers can find detailed
arguments on the philosophy and theory of society for
these terms in the textbook of ‘Medical Ethics’(4).

Distributive justice

Health resources are scarce. This section
employs the distributive principle (Table 1) to explain
how to ration the scarce resources. The first scenario
‘to each person an equal share’ is only appropriate for
basic services that all individuals need; e.g. basic
primary and secondary education. The second scenario
‘to each person according to need’ is appropriate for
allocating health care resources.

The third scenario ‘to each person accord-
ing to effort’ is the basis for performance related
payment policy. Those who work harder should get
higher salary. The fourth scenario ‘to each accord-
ing to contribution’ is good when used for designing
a pension scheme. Pensioners get higher pension
because they have contributed to the fund higher then
others. The fifth scenario ‘to each person according to
merit’ is a principle used when considering a person
for the top position in the organization. The last
scenario ‘to each person according to ability to pay’
is the principle inviting market mechanisms and only
appropriate for allocating private goods.

Definition of equity in health
Health care should be allocated according
to health need, not according to ability to pay. Focus-
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Table 1. Distributive justice(S:6),

Distributive principles Example

Primary education
Casualty relief
Pay scale

Pension scheme
Position promotion
Private goods

To each an equal share

To each according to need

To each according to effort

To each according to contribution
To each according to merit

To each according to ability to pay

sing on equity in health, Mooney(7), a health econo-
mist, has given 7 operational definitions from equality
of expenditure per capita, equality of inputs per capita,
equality of inputs for equal need, equality of access
for equal need, equality of utilization for equal need,
equality of marginal met need and finally, equality of
health.

Mooney’s definitions follow Aristotle’s hori-
zontal equity (equal treatment for equal need) and
vertical equity principles (unequal treatment for
unequal need). The first two Mooney’s definitions
overlook individual need or assume that all indivi-
duals have the same need. However, definitions 3 to
5 are explicit in standardizing the same health need,
they should then get equal input, equal access and
equal utilization. The sixth definition is for evalua-
ting equity in resource allocation. Since individual
communities have different health needs and there-
fore different budget implications, if all marginal
needs are met individually, they reach equity state.

In summary, equity in health aims to provide
equal opportunity of access to health service, and
health services be allocated to all according to health
need. Those who have higher health needs, should use
more health services than those who have lower needs.

How equitable is the existing health system?

Data in this part demonstrate the applica-
tion of concept and definition of equity in health in
evaluating the Thai health system. The evidence from
this part will lead to better understanding in the con-
cept and application of definition.

1. Regressive health finance

van Doorslaer et al(8) used Kakwani index
(a measure of progressivity in taxation) to describe
equity of health finance. The main principle is that
health care system should be financed by money taken
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from people when they can earn (on an ability to pay
basis) not when they become ill (user charge). Kakwani
index can be either negative or positive depending on
the regressivity or progressivity of money taken. Tax
on income is an equitable means of resource genera-
tion because this direct tax is usually progressive to
income (Kakwani index positive). Indirect or value
added tax (VAT), on the other hand, is regressive to
income, therefore Kawani index is negative.

Research on Kakwani index of health care
finance in Thailand provided evidence that sources of
finance in Thailand were inequitable. The Kakwani
indices from 1986 to 1999 show a decreasing trend(9:
10), because the government has expanded health
coverage policy to cover the low income, the elderly,
children. It is encouraging to know whether health
budget will reach more equitable stage within the
9th National Health Development Plan(11),

2. Inequitable health care delivery

According to methodology set by van
Doorslaer et al, if concentration index of health deli-
very is positive, it means that health service system is
favouring the rich.

The studies on health delivery and con-
centration index of health delivery in Thailand have
shown that health service system was favouring the
rich. The poor most commonly used services of lower
quality, especially the poor in rural area(12.13),

3. Unequal caesarean section rate

Data on 4.4 million inpatient admissions for
all over Thailand in 2001 compiled by the Centre for
Health Equity Monitoring, Faculty of Medicine,
Naresuan University showed that there were inequa-
lities in many respects. Of 377,735 baby deliveries
in the hospitals, mothers under the civil servant medi-
cal benefit scheme (used a fee-for-service reimburse-
ment payment) had the highest caesarean section rate
(40% of all deliveries among the CSMBS). Mothers
covered by the social security scheme (used a flat
payment of 4,000 baht per pregnancy to the mother)
experienced 18 per cent of caesarean section rate. The
lowest rate (13%) was found among the rest of the
population (most were the low income card scheme
and the 30-baht scheme launched in 21 pilot pro-
vinces and the self-pay group). If compared the risks
of dying (maternal mortality rate per 100,000 deli-
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Fig. 1.
veries) by health insurance status.

veries) by insurance scheme, the rest of population
was faced with the highest maternal mortality rate,
but the CSMBS the lowest rate (see Fig. 1, there were
no deaths for SSS). This evidence proved that mode
of service delivery was biased to insurance scheme
rather than health need.

Desirable goals

Equitable health system is an important goal
of health care reform. Equity should go hand in hand
with quality, efficiency and social accountability.
Health system can be evaluated with the Benchmarks
of Fairness(14.15), When civil societies learn more
about how equitable health system is defined, we can
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Caesarean section rate (C/S per 100 deliveries) and maternal mortality rate (MMR per 100,000 deli-

expect good changes for equitable health system in
the future.

Future research

Having accepted that health care should be
distributed to all regardless of financial barrier with
less reliance on market mechanism(16), health care
budget should be allocated equitably. Evidences in
Thailand have shown that health system is inequitable.
There have been strong socioeconomic biases when
individual patient health care rationing was assessed.
Further research should focus on the need for more
equitable health system and how clinical practice and
doctor ethics could contribute.
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