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Defining	  and	  measuring	  inequity	  in	  health	  and	  health	  
care	  

  Most	  countries	  display	  dispari4es	  in	  health	  by	  SES	  

  Associa4on	  is	  well	  know,	  causal	  pathways	  less	  so	  
  Ideally,	  would	  like	  to	  know	  to	  what	  extent	  this	  is	  due	  to	  

unequal	  access	  and	  u4liza4on	  of	  medical	  care	  

  Very	  hard	  to	  do	  
  Instead,	  assess	  whether	  health	  care	  is	  distributed	  according	  

to	  ‘need	  for	  care’	  

  And	  whether	  this	  is	  systema4cally	  violated	  by	  SES	  (income)	  
  Piecemeal	  evidence	  on	  causal	  pathways	  and	  mechanisms	  
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Inequality	  does	  not	  necessarily	  imply	  inequity	  
Example:	  doctor	  visits	  by	  income	  quin4le	  
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Inequality	  in	  use	  aYer	  need	  “equaliza4on”	  is	  inequity	  
Are	  need-‐standardized	  distribu4ons	  equal	  by	  income?	  
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Use	  concentra4on	  curves	  and	  indices	  to	  measure	  
inequity	  

  Convert	  rela4ve	  (eg	  quin4le)	  into	  
cumula4ve	  distribu4ons	  of	  need-‐
standardized	  use	  

  Concentra4on	  curve	  L*(s)	  lies	  
above	  diagonal	  when	  use	  is	  
concentrated	  among	  the	  poor	  	  

  HI=C*	  
  Concentra4on	  index	  C*	  based	  on	  

area	  between	  conc	  curve	  and	  
diagonal	  

  	  HI=C*>0	  if	  	  inequity	  “favours”	  rich,	  
HI=C*<0	  if	  it	  “favours”	  poor	  	  

  Equity	  only	  if	  HI=C*=0	  
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How	  does	  Finland	  do	  in	  comparison	  to	  other	  countries?	  

  Compara4ve	  study	  of	  21	  countries	  commissioned	  by	  OECD	  	  	  	  	  	  	  (Van	  
Doorslaer	  et	  al,	  Can	  Med	  Ass	  Jnl,	  2006)	  

  For	  Finland,	  used	  2000	  wave	  of	  ECHP	  data	  
  Public	  coverage	  not	  complete,	  with	  substan4al	  copayments	  

charged	  per	  visit	  

  Finland	  was	  found	  to	  have	  one	  of	  the	  most	  pro-‐rich	  distribu4ons	  of	  
doctor	  u4liza4on	  in	  the	  OECD	  

  Confirmed	  by	  panel	  data	  analysis	  of	  Bago	  d’Uva	  et	  al	  (JHE,	  2009)	  
who	  used	  all	  waves	  of	  ECHP	  (1996-‐2001):	  	  

 Finland	  most	  pro-‐rich	  for	  GP	  visits	  in	  Europe	  and	  	  
 And	  second	  most	  pro-‐rich	  (aYer	  Portugal)	  for	  specialist	  visits	  
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Compara4vely	  large	  degree	  of	  pro-‐rich	  inequity	  in	  probability	  of	  
a	  physician	  visit	  in	  Finland	  (HI	  indices	  with	  95%	  confid	  intervals)	  
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And	  even	  most	  pro-‐rich	  distribu4on	  of	  the	  number	  of	  doctor	  
visits	  
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But	  why?	  Visits	  to	  general	  prac44oner	  very	  pro-‐rich	  
in	  Finland,	  unlike	  other	  countries	  
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Visits	  to	  medical	  specialist	  also	  very	  pro-‐rich	  
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Inequity	  indices	  for	  the	  probability	  of	  a	  specialist	  visit	  much	  
higher	  than	  for	  GP	  
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However,	  no	  inequity	  in	  distribu4on	  of	  hospital	  admission	  
probability	  

13 



And	  pro-‐rich	  distribu4on	  of	  dental	  visits,	  as	  in	  all	  of	  the	  OECD	  
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How	  does	  this	  square	  with	  the	  Finnish	  Cons4tu4onal	  
Rights?	  	  

  ‘No	  one	  shall,	  without	  an	  acceptable	  reason,	  be	  treated	  differently	  
from	  other	  persons	  on	  the	  ground	  of	  sex,	  age,	  origin,	  language,	  
religion,	  convicBon,	  opinion,	  health,	  disability	  or	  other	  reason	  that	  
concerns	  his	  or	  her	  person’	  	   	   	   	   	  

(The	  Cons4tu4on	  of	  Finland	  1999)	  

  ‘The	  public	  authoriBes	  shall	  guarantee	  for	  everyone	  […]	  adequate	  
social,	  health	  and	  medical	  services’.	  The	  principle	  of	  need	  is	  spelled	  
out	  in	  the	  Act	  on	  the	  Status	  and	  Rights	  of	  PaBents,	  according	  to	  
which	  paBents	  have	  the	  right	  without	  discriminaBon	  to	  high	  quality	  
health	  and	  medical	  care	  as	  required	  by	  their	  state	  of	  health.’	  	  

	   (Act	  on	  the	  Status	  and	  Rights	  of	  Pa4ents	  1992)	  
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What	  explains	  these	  pro-‐rich	  distribu4ons?	  	  
A	  decomposi4on	  analysis	  shows	  income	  (and	  also	  region)	  to	  be	  
important	  determinant	  of	  probability	  of	  seeing	  a	  doctor	  
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What	  features	  of	  the	  Finnish	  system	  could	  explain	  these	  
findings?	  

 Copayments?	  
 Private	  care	  op4ons?	  
 Regional	  inequali4es	  in	  supply?	  

  Manderbacka	  et	  al	  (ch	  4.3	  in	  Palosuo	  et	  al,	  2009)	  re-‐
inves4gated	  	  this	  using	  the	  2000	  Health	  ExaminaBon	  Survey	  

  Disaggrega4ng	  medical	  care	  visits	  they	  find	  a	  HI	  index	  for	  
 All	  visits:	  	  0.04***	  	  	   	   	   [pro-‐rich]	  
 Health	  centres:	  	  -‐0.08***	  	  	   	   [pro-‐poor]	  

 Occupa4onal	  health	  care:	  	  0.25***	  	   [very	  pro-‐rich]	  

 Hospital	  outpa4ent:	  0.01	  	  	   	   [no	  inequity]	  
 Private	  sector:	  	  0.17***	   	   	   [very	  pro-‐rich]	  
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In	  conclusion:	  

  Most	  of	  the	  pro-‐rich	  paoern	  in	  GP	  visits	  due	  to	  occupa4onal	  
care	  visits	  

  Most	  of	  the	  pro-‐rich	  paoern	  in	  outpa4ent	  specialist	  use	  is	  
due	  to	  private	  sector	  visits	  

  In	  their	  review,	  Manderbacka	  et	  al	  (2009)	  note	  that:	  
 Pro-‐rich	  socioeconomic	  differences	  in	  specific	  surgical	  
procedures	  seem	  to	  have	  levelled	  out	  since	  2000	  

 Outcome	  (mortality)	  differences	  by	  SES	  were	  also	  found,	  for	  
example	  aYer	  AMI	  (Salomaa	  et	  al,	  2001),	  sugges4ng	  differences	  
in	  quality	  of	  care	  	  
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One	  year	  survival	  curves	  by	  income	  group	  for	  all	  pa4ents	  aged	  35–64	  years	  with	  their	  
first	  MI	  event	  (upper	  panel)	  and	  for	  pa4ents	  who	  have	  survived	  >1	  day	  since	  the	  
beginning	  of	  symptoms	  of	  their	  first	  MI	  (lower	  panel)	  in	  the	  FINMONICA	  MI	  Register	  
Study.	  	  
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But	  most	  of	  these	  results	  are	  almost	  a	  decade	  old.	  	  
Has	  anything	  changed	  for	  the	  beoer?	  

  OECD	  did	  a	  recent	  OECD	  update	  for	  19	  countries,	  2008-‐2009	  
(Devaux	  and	  De	  Looper,	  2012)	  

  Adopted	  iden4cal	  methods	  as	  Van	  Doorslaer	  et	  al	  (2004)	  
  Different	  selec4on	  of	  countries	  
  For	  Finland,	  they	  used	  Welfare	  and	  Services	  Survey	  (HYPA)	  2009	  

  and	  find:	  
 Liole	  or	  no	  inequity	  in	  use	  of	  GPs	  (health	  center	  and	  
occupa4onal	  health	  clinic)	  

 S4ll	  pro-‐rich	  inequity	  in	  specialist	  use	  (outpa4ent	  department	  
or	  private	  prac4ce)	  

20 



Needs-‐adjusted	  annual	  probability	  of	  a	  doctor	  visit,	  2009	  
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Inequity	  indices	  for	  doctor	  visit	  probability,	  2009	  

22 (Devaux and De Looper, 2012) 



Inequity	  indices	  for	  number	  of	  visits	  per	  year	  

23 (Devaux and De Looper, 2012) 



Probability	  of	  a	  doctor	  visit,	  by	  income	  quin4le	  
(public	  health	  center	  	  or	  occupa4onal	  health	  clinic	  in	  Finland)	  

24 (Devaux and De Looper, 2012) 



Liole	  or	  no	  pro-‐rich	  inequity	  in	  GP	  visits	  in	  Finland,	  but	  not	  pro-‐
poor	  as	  in	  some	  other	  countries	  

25 (Devaux and De Looper, 2012) 



Rela4vely	  low	  rate	  of	  specialist	  visits	  (in	  outpa4ent	  department	  
or	  private	  prac4ce)	  in	  Finland	  

26 (Devaux and De Looper, 2012) 



S4ll	  pro-‐rich	  inequity	  in	  specialist	  visits	  

27 (Devaux and De Looper, 2012) 



Lessons	  learned	  

Is	  there	  anything	  Finland	  can	  learn	  from	  other	  countries?	  

 Yes,	  that	  it	  is	  feasible,	  with	  similar	  or	  even	  less	  resources,	  to	  
achieve	  more	  equitable	  distribu4on	  of	  doctor	  services	  by	  
income	  

 Private	  op4ons,	  copayments,	  occupa4onal-‐related	  coverage	  
and	  rela4vely	  low	  use	  rates	  probably	  play	  some	  role	  here	  

Is	  there	  anything	  other	  countries	  can	  learn	  from	  Finland?	  	  
 Yes,	  what	  to	  expect	  from	  an	  economic	  crisis	  

 Finnish	  experience	  in	  early	  nine4es	  may	  hold	  lessons	  for	  other	  
European	  countries	  currently	  facing	  economic	  crisis	  
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Economic	  crisis	  hit	  Finland	  long	  before	  other	  EU	  countries:	  	  
early	  1990s	  recession	  implied	  a	  health	  spending	  shock	  
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What	  were	  the	  implica4ons	  of	  the	  crisis	  for	  health	  
inequali4es?	  	  

30 

  In	  Van	  Our4	  et	  al	  (JHE,	  2009)	  we	  used	  European	  ECHP	  panel	  	  to	  
examine	  the	  rela4onship	  between	  income,	  inequality	  and	  	  income-‐
related	  health	  inequality.	  	  

  We	  showed	  under	  what	  condi4ons	  rising	  income	  inequality	  is	  
associated	  with	  rising	  health	  inequality	  by	  income	  

  Crucial	  is	  the	  income	  elas4city	  of	  health,	  which	  was	  found	  to	  rise	  
with	  income	  in	  all	  countries	  

  But	  only	  in	  Finland	  the	  other	  condi4on	  was	  met:	  steady	  rising	  
income	  inequality	  with	  pro-‐rich	  growth	  

  As	  a	  result,	  Finland	  was	  the	  only	  country	  where	  health	  inequality	  
by	  income	  (conc	  index)	  grew	  rapidly	  	  

  Difficult	  to	  reconcile	  economic	  growth	  with	  reduced	  health	  
inequality	  by	  income?	  	  (Lisbon	  EU	  	  goals)	  



Evolu4on	  of	  average	  incomes	  
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Evolu4on	  of	  income	  inequality	  (Gini	  index)	  
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Evolu4on	  of	  average	  health	  	  
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Evolu4on	  of	  income-‐related	  health	  inequali4es	  
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Health,	  income	  and	  inequality	  in	  EU	  panel	  1994-‐2001	  
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What	  causes	  socioeconomic	  inequali4es	  in	  health?	  

  Many	  candidates,	  but	  one	  “usual	  suspect”	  is	  educa4on.	  

  Problem:	  strong	  health-‐educa4on	  associa4on	  does	  not	  imply	  
anything	  about	  causa4on	  

  Need	  natural	  or	  quasi-‐experiment,	  in	  absence	  of	  
randomiza4on	  op4ons	  

  Finnish	  comprehensive	  schooling	  reform	  of	  1972-‐1977	  
(tracking	  into	  voca4onal	  and	  academic	  tracks	  delayed	  from	  
age	  11	  to	  16)	  

  Used	  by	  economists	  to	  assess	  effect	  of	  educa4on	  on	  	  
 gender	  differences	  in	  educa4onal	  aoainment	  (Pekkarinen,	  Scan	  
J	  Econ,	  2008)	  

  intergenera4onal	  income	  mobility	  	  (Pekkarinen	  et	  al,	  J	  Pub	  
Econ,	  2009)	  
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Educa4onal	  differences	  in	  life	  expectancy	  in	  Finland	  at	  age	  35	  by	  
sex	  between	  1984	  and	  2004	  (Palosuo	  et	  al.	  2009)	  	  	  
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Preliminary	  results	  MSc	  thesis	  in	  HE	  Erasmus	  by	  Hannu	  Vessari:	  
Are	  there	  any	  health	  (inequality)	  effects	  of	  the	  schooling	  
reform?	  

  He	  uses	  three	  linked	  registry	  data	  bases	  (census,	  cause	  of	  
death	  and	  hospital	  discharges)	  for	  11%	  random	  sample	  of	  
birth	  cohorts	  between	  1960	  and	  1966	  which	  were	  gradually	  
exposed	  to	  the	  reform	  

  Using	  a	  difference-‐in-‐difference	  approach	  he	  seems	  to	  be	  
finding	  that	  the	  reform	  
  reduced	  the	  (premature)	  mortality	  risk	  of	  males	  between	  1987	  
and	  1999	  (i.e.	  in	  rela4vely	  young	  cohort	  aged	  21-‐49)	  

  reduced	  the	  effect	  of	  father’s	  educa4on	  on	  mortality	  
 has	  similar	  effects	  on	  morbidity	  (as	  proxied	  by	  likelihood	  and	  
number	  of	  hospital	  admissions)	  
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Conclusions	  

  Finland	  has	  had	  more	  pro-‐rich	  distribu4on	  of	  doctor	  
u4liza4on	  than	  most	  other	  EU	  and	  OECD	  countries	  for	  
decades	  now	  

  This	  appears	  related	  to	  some	  system	  features	  like	  full	  
coverage	  of	  doctor	  services	  in	  occupa4onal	  clinics,	  private	  
prac4ce,	  copayments	  and	  lower	  average	  use	  rates	  	  

	   (cf	  OECD	  Economic	  Survey	  Finland	  2012)	  
  Income-‐related	  health	  inequality	  is	  not	  any	  larger	  than	  in	  

other	  countries,	  but	  has	  grown	  as	  a	  result	  of	  pro-‐rich	  
economic	  growth	  in	  late	  nine4es	  

  More	  research	  needed	  on	  causal	  mechanisms	  of	  the	  gradient	  
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