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1. INTRODUCTION 

Technical Discussions on “Equity in Access in Public Health” took place on 31 August 2000 
under the Chairmanship of Dr Kyi Soe, Director-General, Department of Health Planning, 
Ministry of Health, Myanmar. Mr Mir Shahabuddin Mohammed, Joint Secretary (Public 
Health and WHO), Ministry of Health and Family Welfare, Bangladesh, was elected 
Rapporteur. 

1.1 Introductory Remarks by the Chairman 

Dr Kyi Soe opened the technical discussions by emphasizing the importance of equity in 
access to public health in view of its close relation with the efforts to achieve health for all in 
the 21 st century. Equity was the most salient feature of the HFA movement initiated by the 
Alma-Ata Declaration in 1978. In the World Health Report 2000 also, equity was given 
considerable importance in the health system performance assessment. It was seen that 
‘equity’ and `equality’ were used interchangeably both in the health field and outside. 
Similarly, the term `access’ need not necessarily imply `having access to health care’. He 
hoped that despite the different perceptions and backgrounds of the participants, the 
meeting would deliberate on the topic in the spirit of “one WHO”. The outcomes of these 
discussions would help facilitate the Member Countries in achieving health for all in the 21st 
century. 

1.2 Introduction by Dr Rita Thapa, Director, Health Systems and 
Community Health, WHO/SEARO 

Introducing the topic, Dr Thapa highlighted its significance. Countries of this Region 
comprised almost half of the world’s total poor. She mentioned that 70% of all deaths and 
92% of deaths from communicable diseases occurred among the poorest 20% section of the 
people. There was evidence that 70% of the world’s poor were women who suffered the 
most damaging and mutually reinforcing inequities of poverty and gender. This affected 
women’s health most disproportionately with the adverse effects transcending to the next 
generation as well. A collective adoption of the equity approach in public health would help 
to reduce such unfair gaps regardless of people’s ability to pay, geographical location, sex, 
ethnicity and other variables. Four major international conferences during the last decade 
had addressed these issues of equity approach to health and health determinants. She 
hoped that the recommendations of the technical discussions, duly endorsed by the 
Regional Committee, would help guide the Member States in building a bridge to the 21st 
century by reducing the gap between the poor and the rich. 

1.3 Presentation by Dr N. Kumara Rai, Regional Adviser, 
Health Systems Development, WHO/SEARO 

Dr Kumara Rai stressed the importance of having a common understanding regarding the 
notion of equity and equality. Although these terms have different meanings, they are 
frequently used interchangeably.  

Equity adheres to predetermined norms or standards which are considered fair or just 
when describing gaps, differences or disparities. These norms or standards vary from place 
to place, from time to time and from one community to the other. It was due to the difficulties 
in setting these norms or standards – usually laden with values or judgements – that the 
notion of inequality is more frequently used. Contrary to equity, equality does not take into 
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account whether the existing gaps, differences or disparities are fair or just. In other words, 
we may say that inequity is unjust or unfair inequalities. Equity in health was defined by 
WHO as minimizing avoidable disparities in health and its determinants – including but not 
limited to health care – between groups of people who have different levels of underlying 
social attributes (income, gender, ethnicity, geography, etc). He emphasized the importance 
of differentiating equity in health with equity in health care. 

He also explained the ambiguity regarding the term access. Having access to health 
care does not automatically lead to utilization. Based on this, a conceptual framework was 
presented. This concept explains the transformation of potential access (or health system 
characteristics) into realized access or utilization, after a dynamic interaction with demand or 
felt need and various enabling factors such as ability and willingness to pay, travel time, 
quality of care, etc. 

Dr Kumara Rai explained three views of equity, i.e. focus on the health of the most 
vulnerable, inclusion and narrowing gaps. He said that so far, only the European Region had 
selected the focus of equity on narrowing gaps between the poorest and the richest 
segments of the population. 

Concluding his presentation he stressed two issues. First, the need for disaggregated 
data by various social attributes described above to be able to reflect the existing inequity in 
health and health care. For this purpose, routine household survey seemed to be the only 
alternative. Secondly, the need to pursue equity in other sectors as well if we were aiming at 
attaining equity in health and health care. Hence, the challenge to the health sector was how 
to influence the other sectors, particularly the economic sector to put equity on their 
respective agenda as well. 

2. DISCUSSIONS 

The presentation was followed by a lively discussion. Practical country experiences were 
exchanged which further complemented the issues raised in the presentation. The major 
issues discussed were: 

(1) Equity in health was construed as minimizing avoidable disparities in health and its 
determinants. 

(2) The purpose of minimizing health inequities is to contribute to poverty reduction 
and promotion of economic development. 

(3) Ensuring equity in health requires equity in other sectors as well. Thus, political 
commitment is needed essentially for all related sectors.  

(4) There is a need to define the level of equity, i.e., equitable distribution of health 
care resources in relation to the specific country situation and the needs of 
nomadic populations, populations residing in remote mountain areas or islands, 
those in emergency situations and to displaced persons. 

(5) There is a need for total health sector reform for improving equity in health. 

(6) Health sector reform shall give priority to the provision of essential health care 
service package, specific to country needs, to all, regardless of their ability to pay 
and social attributes. 
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(7) In view of increasing globalization and privatization, there is an urgent need to 
adhere to ethnical practices and standards of health care including certification of 
health institutions in both the public and private sectors. Preventive and promotive 
health services should also be included in private health institutions. 

(8) There is a clear need for improving peoples’ access to health information. 

3. RECOMMENDATIONS 

(1) Political commitment is essential to reduce unfair gaps in health and health care, 
regardless of peoples’ ability to pay, geographical location, sex, age, ethnicity and 
other variables. 

(2) Considered efforts must be made from political and policy levels to redress the 
disparities in health and its determinants. 

(3) Concerted efforts should be made to set up/update and follow the standards of 
good health practices, and accordingly institute accreditation of health institutions; 
both public and private. 

(4) Private health institutions should provide not only curative, but also preventive and 
promotive health services. 

(5) The process for a “total health sector reform” should be initiated. In order to plan 
for such reform, disaggregated data should be collected, analyzed and utilized in 
assessing gaps in health and health care. 

(6) Provision of essential health care services of good quality to all, particularly the 
poor and vulnerable groups of populations, should form an essential component of 
health sector reform. 

(7) Access to and use of essential health care services must be governed by needs 
rather than by individuals’ purchasing power. 

(8) Countries of the Region need to further refine the conceptual framework, 
methodologies, indicators and related data, as required, to measure inequity in 
health and health care. 

(9) Health information systems should be strengthened in the countries to meet the 
above challenges so that disaggregated data could be obtained to better reflect the 
inequity in health and health care. 

(10) Partnership with other sectors should be further strengthened and operationalized 
to improve equity in health and its determinants. 

(11) These recommendations would be presented to the Regional Committee for its 
consideration. 

 


