
Equity in health 
Health policy has to go in search of the 
equity-oriented components of other sec
tors. lt must then incorporate those compo
nents to form part of a movement towards 
the integrated improvement of well-being 

by Godfrey Gunatilleke 

Reflecting on the Technical 
Discussions held during the 
World Health Assembly in 

May 1986, I would select Equity as 
the unifying theme of the sessions. 
More than any other, it helped to 
elucidate the essential linkage be
tween health and development , and 
re-emphasise some of the basic 
principles that must guide national 
development strategies in the con
text of " Health for All " . 
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There were two conclusions 
reached at the Discussions which 
deserve closer analysis. One af
firmed that health is a goal of de
velopment in its own right; while 
health is a pre-requisite for econ
omic well-being, it has to be recog
nised first as a fundamental human 
entitlement and a condition of well
being which has to be protected and 
promoted by the entire develop
ment process that is taking place in 
a country. The other stressed that 
Health for all demands equity in 
health , and that equity in health is 
best achieved through an intersec
toral strategy for health . 

The affirmation that health is a 
goal of development was timely at a 
period when harsh adjustment poli
cies adopted by countries , in the 
wake of the economic crisis , were 
resulting in cutbacks on public ex
penditure on health. If health is jus
tified only as a means to improve 
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productivity and increase economic 
output , then inevitably health takes 
second place when economic well
being is threatened . There is no 
doubt that good health is a means 
to economic well-being for the indi
vidual , the household and the com
munity; likewise economic well
being is a means to good health for 
all three . Both sequences are impor
tant and should be pursued toge
ther. Inasmuch as the individual 
and household will protect and pro
mote their health in order to be 
able to improve their income-earn
ing capacity, so the protection and 
improvement of their health is 
constantly kept in sight by the 
individual or household . It is one of 
the essential and desired outcomes 
of their economic betterment. 

The continuous attention to this 
two-way relationship between 
health status and economic status , 
between health goals and economic 
goals, is vital both for the achieve
ment of sectoral goals as well as of 
the overall development goal, that 
is, the improved well-being of the 
people as a whole. Such attention is 
essential in drawing up the right de
velopment policies in each sector. 
And it has to be a guiding principle 
in formulating health strategies , in 
particular. 

What does this mean for the 
shaping of development policies? 
The responsibility for health is 
shared by many " sectors," among 
which the " sector" delivering 
health services is the principal one. 
It is the sector responsible for 
the health services which is best 
equipped for identifying health 
effects and diagnosing health out-

comes . But ill-health and the ab
sence of good health are all the 
time being " produced" in other 
sectors-whether through an irriga
tion dam which neglects the poten
tial health hazards, an industrial 
project which pollutes the environ
ment , an educational system 
which has poor female participa
tion ; or food and agricultural poli
cies which ignore effects on nutri
tion. The " inputs" into the 
" production " of health come from 
many sectors. 

As the introduction to the back
ground document at the Technical 
Discussions pointed out, sectors 
other than health quantify these 
linkages in an "input-output " ma
trix ; but the health sector does not 
readily lend itself to this. In simple 
terms , the health components in 
other sectors , in sectoral policies 
and in programmes need to be 
identified and incorporated as an 
integral part of the sectoral poli
cies, and the "health responsibil
ity" of that sector needs to be clear
ly defined . Then the extent to 
which that sector protects and pro
motes the health of people through 
its own sectoral strategies becomes 
a very important measure of its 
success or failure in achieving its 
development goals. 

To institutionalise such a process 
of policy-making in the national 
system is no easy task . The univer
sal acceptance of the Health for all 
strategy by Member States gives 
WHO a unique opportunity to initi-

Women in Iran learning to read and 
write. Literacy will permit them ready 
access to health-related knowledge and 
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ate and provide leadership for such 
a task. 

There is already a great deal of 
material available on the health 
effects of projects and programmes. 
As a starting point, these can be 
systematised and developed as a set 
of guidelines for identifying the 
health policy component in other 
sectors. A few countries with the 
appropriate conditions could be se
lected to demonstrate the feasibility 
of intersectoral health planning and 
policy formulation, the nature of the 
training and orientation needed, 
and the institutional modifications 
that could put intersectoral plan
ning in place as a regular part of 
the national system. 

National concern 
The best point of entry for such 

an exercise is the national concern 
for equity in health. From the per
spective of developing countries, 
particularly the poorest where a 
majority of the Third World popu
lation live, improving the capacity 
for survival and prolonging the life 
span has a universal human appeal 
which makes "equity in health " a 
politically powerful policy , in any 
nation . 

Equity in health implies several 
conditions. First and foremost it re
quires attention to the group who 
are in the lowest segment of the 
national health profile. Just as an 
economist would identify the low
est income "deciles" (units of ten) 
as the poverty group, the two or 
three (or even more) lowest health 
deciles most exposed to health risks 
and most deprived of resources re
quired for a healthy life need to be 
identified. The health of these vul
nerable groups will reveal how and 
why the national health strategy 
fails to reach persons living on this 
"margin". This margin becomes 
one of the most revealing indicators 
of the efficiency and quality of the 
health strategy. 

But when we come to the health 
status of these disadvantaged 
groups, the health problem strikes 
us in its full multi-sectoral complex
ity. The inadequacy of the health 
services, or lack of access to them, 
is only a very small factor in the 
poor health of these groups. Their 
health status is poor because their 
nutritional intake is insufficient , 
their incomes are low, their shelter 
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A new well ensures clean water supplies 
for villages in South India, bringing the 
community a step nearer to equity in 
health. 
Photo W HO/C. Stauffer 

is of very poor quality, they do not 
possess the literacy to permit ready 
access to new knowledge and infor
mation. In short, they have less of 
the health-related resources than is 
needed. 

Equity in health is therefore 
above all equity in development. 
Unless other sectors are equally 
concerned with improving the well
being of these groups and increas
ing the health-related resources 
available, the attempt to achieve 
equity in health through equitable 
distribution of health services alone 
can be a costly and often an unpro
ductive exercise; its potentially 
positive impact can be aborted by 
the negative effects of the other 
sectors. In order to be effective, 
equity in health has to be part of a 
larger equity-oriented development 
strategy. Health policy has to go in 
search of the equity-oriented com
ponents of other sectoral strategies, 
promote the incorporation of such 
components if they are not already 
present, and become part of a 
movement towards the integrated 
improvement of well-being. 

There are many examples of 
countries where there have been 
moves towards the integrated im
provement of well-being-China, 
Sri Lanka, Kerala in India , Costa 
Rica , Cuba, and recently Thailand. 
It might be argued that where there 
is a clearly articulated orientation 

towards equity in national strate
gies as a whole , and if these find 
expression in the sectoral strate
gies , intersectoral action will take 
place almost spontaneously without 
an elaborately planned and inten
sive effort directed at intersectoral 
action. For example, in many of 
the countries which had strategies 
directed at the satisfaction of basic 
needs , such as Sri Lanka, there is 
little evidence that , in the past , 
planners and policy-makers care
fully looked for and acted upon 
intersectoral links. 

There is , however, no doubt that 
sectoral strategies- even though 
they may be equity-oriented in de
sign-when pursued in terms of sec
t oral goals contained within the sec
toral boundaries have almost always 
some negative impact on other sec
tors. This can occur most frequent
ly in regard to health; a large devel
opment project conceived clearly 
with the objective of improving the 
economic conditions of the poor 
can have consequences which seri
ously impair their health environ
ment. In retrospect it is clear that 
even the equity-oriented strategies 
of countries like Sri Lanka could 
have benefited greatly, and could 
have been much more cost-effec
tive , if there had been planned in
tersectoral coordination . 

The examples of these and simi
lar countries provide a wealth of ex
perience from which it should be 
possible to identify and clearly ar
ticulate appropriate equity-oriented 
models of intersectoral action for 
health which can be useful for other 
countries in drawing up their health 
strategies and policies. • 
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