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Why equality in healthcare use? 

•  Common concern in countries is that access and use 
of healthcare services be equal to need: equal 
treatment for equal need 

•  Concept of universal healthcare coverage implies a 
mix of both risk protection and equity in access to 
services 

•  Measurement of equal treatment for equal need 
difficult in most countries – lack of data 

•  But equality of healthcare use is not achieved in 
most, so measuring inequality is still important 

•  No previous published analysis of HCU in Equitap, 
but earlier tabulations proved of value to others 
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Outline 

•  Scope of study 
•  Methods 
•  Project status 
•  Results by country 
•  Results by public/private provision 
•  Provisional conclusions 
•  Next steps 
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Scope of study 

•  Analysis of healthcare use by living standards 
(consumption per adult equivalent) 

•  By service: 
–  Hospital inpatient 
–  Hospital outpatient 
–  Non-hospital outpatient 
–  & MNCH where feasible 

•  By sector: 
–  Public 
–  Private   
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Methods 
•  Data from national health/socioeconomic surveys: 

variables for healthcare use + living standards 
•  Examine distribution of healthcare use by: 

–  Inpatient versus outpatient 
–  Hospital versus non-hospital (doctor, health centre, etc) 
–  Public versus private 

•  Report results using HCU Results Template 
–  Mean utilization rate in reporting period 
–  Distribution by decile 
–  Concentration index 

•  Sub-analysis by MNCH care, where feasible 
•  Standardization of overall utilization rates (to do) 

–  By reference to administrative data where feasible 
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Limitations 

•  Non-separation of inpatient vs outpatient in several 
territories: 
–  Bangladesh, Maldives, Nepal, Pakistan 

•  Non-separation of public vs. private use: 
–  China, Maldives, Pakistan, Taiwan 

•  Inability in most territories to separate GP from 
specialist care 

•  Small sample sizes in some surveys mean that 
results for inpatient use subject to large sampling 
errors 
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Status of results by team 
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Coverage by indicators 
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Evaluation of HCU equity 

•  Evaluate against the target of equality (not equity) 
–  Insufficient variables in most countries to adjust use against 

healthcare needs which is needed for equity assessment 

•  Is healthcare use pro-poor? 
–  Assess using concentration index and tabulations 

•  Is use of inpatient care more or less pro-poor than 
outpatient care? 

•  How does healthcare use of public providers 
compare with private providers? 
–  Does the public-private mix in use affect overall equity? 

•  Possible further analysis: Sub-analysis of equity in 
use (ETEN) in subset of territories? 
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Poorest quintiles share of healthcare use 
(%) 
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Richest quintiles share of healthcare use (%) 
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Concentration indices for healthcare use 

11 



Inequalities in inpatient use – public 
vs. private (CIs) 
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Inequalities in hospital outpatient use 
– public vs. private (CIs) 
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Inequality in inpatient use vs. overall 
inpatient use (as reported in surveys) 

14 



Preliminary conclusions 

•  Overall use of most services is unequal and pro-rich 
in most countries 
–  Hospital Inpatient on average similar to hospital outpatient 
–  Non-hospital outpatient on average less unequal than 

Hospital outpatient 

•  Healthcare use pro-poor overall only in high income 
economies: 
–  Hong Kong, Korea, Taiwan 

•  Hospital outpatient use pro-poor in Sri Lanka but not 
any other developing economy 

•  Non-hospital outpatient pro-poor in half the countries, 
but overall share of provision tends to be low 
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Preliminary conclusions 

•  Private healthcare use tends to be more pro-rich than 
public healthcare in all financing systems 

•  Equality of inpatient use tends to increase with 
increase in overall use of inpatient services 

•  In mixed systems, some evidence that pro-poor use 
of all services dependent on pro-poor use of public 
services 
–  Private services tend to be equally pro-rich in all systems 
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Relevance to UHC debates 

•  Currently lack adequate indicators or measures of 
healthcare coverage 
–  WHO World Health Report 2010 

•  UHC incorporates notions of: 
–  Risk protection 
–  Access in healthcare access 

•  Potential Equitap contribution 
–  Development of coverage indicator reflecting use of 

healthcare services 
•  Levels 
•  Equality 
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Next steps 

•  Completion of results templates 
–  Need to fill in all cells, including values for mean utilization 

rates, concentration indices, etc 
–  Need to check annualization of rates is correct 

•  Standardization of overall use rates 
–  Input for examination of relationship between overall use and 

overall equality 
–  Input for OECD Asia-Pacific Health at a Glance 2012 

•  Preparation of publications 
–  Equitap Working Papers 
–  Journal papers 

•  Equal Treatment for Equal Need (ETEN) 
–  Should we do? Who can lead? 
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