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Introduction:globalization and health equity

Although empirical foundation worldwide needs to be
further explored, equity in health has a solid ethical and
philosophical basis. Very few people accept inequitable
health as being rational and morally justifiable. Countries
take various positions on recognizing and publicizing
equity issues, including in the health sector. However, it is
not surprising that the current socioeconomic mainstream
in many countries both expedites health disparities and
diminishes possible countermeasures to ameliorate them.

Global threats and challenges to equitable health appear
to be intensified by the current global prevalence of
neoliberal public policies, which have been the new
“orthodoxy” in Western economics since the early
1980s"?. According to Navarro"”, neoliberal public policy
is characterized by (1) reducing or eliminating public
deficits, (2) having an unregulated labor market, (3)
negativity toward social protection and redistributive
policies as a hindering factor to economic growth, and (4)
no regulation of foreign trade or international financial
markets. Such policies increase the risks and reduce social
protection to diverse vulnerable groups.

The reforms of the health sector that have swept most
developed countries since the late 1980s share several
features, such as cost containment and improving the
efficiency, equity, and quality of healthcare, as well as
consumer empowerment. It appears that the reforms
originated from longstanding malfunctioning of health
systems and ever-increasing demand from consumers.
However, in spite of the diverse approaches taken, the main
focus of these reforms has been strengthening market
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mechanisms in the health sector. The recession and
consequent neoliberal economic policy in the 1970s and
1980s resulted in emphasis on more promarket measures.
Specifically, these were related to more efficient financing
of the health sector, for which governments are mainly
responsible.

Market-oriented health reform was not limited to
developed countries. Tens of developing and less developed
countries already have implemented health-sector reforms
since the 1980s. The structural adjustment program, driven
by the World Bank, was a representative promarket reform,
cutting government expenditure on public services and
introducing user fees. Although one of the aims of these
programs was to improve access to healthcare by poorer
people, their overall outcome was less equitable use of
health resources and distribution of health status®.

Equity has not had a high priority in policy goals,
regardless of policy areas and the phase of economic
development of a particular country. Indeed, equitable
health has been only a minor concern in most developing
and emerging economies. Even more unfortunately, these
economies have commonly shown a “delayed modernity,”
with less consolidated basic social policy and welfare
system, which is usually a landmark of a modernized
country, compared to established economies but with swift
incorporation of the economy into the global market. This
means that the mainstream global economy and its rules
force developing and emerging economies to rapidly adapt
to new circumstances without the presence of a sound
infrastructure to avoid widening disparities in health.

Current issues in health equity

Equality and equity in health

Inequality and inequity are universal phenomena
worldwide, including in health. However, equitable health
can be characterized as a final outcome pursued by
development”, as compared to equality or equity in an input
as frequently discussed in other aspects of human life such
as income, education, and housing. Consequently, inequity
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in health should be regarded as an undesirable status from
any perspective that is directly related to the core meaning
of human life.

Health equity or equality is essentially determined by
diverse underlying determinants, including biological,
physical, social, and cultural factors. Among them,
biological factor should be separated from others to
demarcate equality and equity in health. Inequity in health
differs from inequality in health in that it refers to
“differences that are unnecessary and avoidable but, in
addition, are also considered unfair and unjust”®. Thus
inequity in health simply does not mean biological
inequality in health. Similarly, Macinko and Starfield
define equity in health as “the absence of potentially
remediable, systematic differences on one or more aspects
of health across socially, economically, demographically, or

geographically defined population groups or subgroups””.

Determinants of equity in health

It is well known that equity in health is determined by
multiple causes with complex pathways, with the
socioeconomic position (SEP) having the strongest
association with inequity in health. Income and wealth,
educational attainment, and occupational class are the main
indicators for quantifying SEP. In addition to SEPs, recently
psychosocial factors have been used to explain the
remaining inequity in relatively affluent societies, in which
material needs are lower. For example, the Whitehall Study
in the United Kingdom (UK) explored the health status
gradients among civil servants, and revealed that
occupational status and consequent psychosocial conditions
(such as stress, autonomy, and control) rather than material
conditions can contribute to inequity in health®. However,
these psychosocial interpretations of health inequities has
provoked many debates and still inconclusive. Gender,
ethnicity, neighborhood, environment, social capital, and
social network are also attracting the attention of
researchers and policy-makers.

Policy measures: proximal or distal

A simple description of the phenomena is often not
sufficient for characterizing inequity in health, with this
instead requiring analysis of the complex pathways with
multiple determinants and long chains of causes and effects
that underlie inequity. Diderischen and Hallqvist (1998)
stratified interventions for health inequity into (1)
influencing social stratification, (2) decreasing exposure
and vulnerability, and (3) preventing unequal consequences
of ill health and further social inequalities”.

From the policy perspective, there is a longstanding

controversy about whether more fundamental or distal
determinants, such as income and occupational class, could
be changed (“upstream solution™). For example, narrowing
income disparity and reducing poverty are undoubtedly
fundamental methods of reducing health inequity. However,
considering its complex political and economic
determinants, narrowing the income disparity usually needs
a system-wide change, and hence is often not feasible.

In comparison, attacking proximal determinants
(“downstream solution™) is often more feasible, for this a
variety of policy options can be applied. These
interventions target the conditions that are directly related
to materialistic or psychosocial determinants, such as
housing, nutrition, working conditions, environment,
transportation, community, personal behavior, and
healthcare. It is clear that these strategies have advantages
of feasibility of intervention and realistic short-term effects,
especially compared to upstream solutions. However, this
approach has been continuously criticized as not solving
fundamental causes of inequity, which also influence health
inequity. For example, the National Health Service of the
UK, which is often cited as one of the most equitable
healthcare systems worldwide, is still criticized for not
achieving equitable health statuses.

A Korean perspective on health equity

Policy agendas for equitable health cannot be formulated
without measurement and recognition of the problem'”.
Although not confined to emerging economy, South Korea
(hereafter referred to as Korea) is also suffering from the
lack of reliable information on the current status of health
inequity, resulting in a relatively weak awareness of the
problem among both the general public and policy-makers.
Therefore, more information is needed to increase
recognition and awareness that will increase awareness and
actions. However, the absence of decision-making and
actions should not be justified even by the lack of
information on determinants and pathways of health
inequities. Generic plausible solutions can often work in the
real world, as illustrated by the spread of cholera being
prevented even before the causative microorganism was
identified.

Social and related policies

Although not feasible sometimes, upstream solutions
should be given a higher priority. Income disparities in
Korea were aggravated by the economic crisis of 1998,
which resulted in the Gini coefficient changing from 0.283
in 1997 to 0.319 in 2001 and 0.310 in 2005'". Although
there is still no direct evidence that widening income
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disparity has contributed to health inequity, a more
equitable distribution of income would probably decrease
health inequity. Multiple social and economic policies are
needed to reduce income inequality, but tax policy is of
particular importance because currently it is not fully
progressive and the posttaxation effect interferes with
income redistribution.

Reducing discrepancies in educational attainment is
another target for upstream solutions in reducing health
inequity, since education is one of the most powerful
determinants of income, while it independently affects
health-related behaviors and health outcomes. Therefore,
the spillover effect of education should be emphasized.
Bang et al. (2002) claimed that the educational attainments
of siblings are strongly influenced by paternal education,
occupations of parents, and household income'”.
Moreover, the increasing privatization of the education
system has led those with incomes in the highest 10%
currently spending seven times more than those in the
lowest 10%'®. These results suggest that intergenerational
spillover of lower educational attainment could lower the
health status of the next generation, which would result in
lower income, representing a vicious cycle.

Working conditions are also worthy of mention as a
rather downstream solution. In addition to general working
conditions, such as working hours and the occupational
environment, recent focus has been on stability of
employment. Korea has seen a dramatic increase in atypical
(or precarious) employment, particularly due to the
economic restructuring following the economic crisis of the
late 1990s. According to a recent estimate, about 51% of

Korean workers are in atypical employment'?

. Atypical
employment frequently has a profound impact on material
and psychosocial conditions in both developing and

developed societies'”.

Its health impacts have also been
investigated, and there is accumulating evidence that
morbidity is higher among temporary workers with high

job instability'®.

Health and healthcare policies

The effects of health and healthcare policies on health
inequity are somewhat controversial due to the uncertainty
of the causal relationship between healthcare and health
outcomes. Despite this, assuring access to healthcare has
been a focus of discussions on health inequity. In addition
to unmet needs exacerbating poor health conditions, access
to appropriate healthcare has been regarded as a
fundamental human right.

Well designed healthcare policies, including health
insurance programs, could help to reduce health inequity by
improving access to healthcare. The Korean National
Health Insurance (NHI) scheme that was established in
1989 universally covers the entire population, and has been
a major tool for improving healthcare access. However, due
to its dependency on the private sector and the remaining
heavy burden of out-of-pocket payments, the NHI has not
fully resolved inequity in access to healthcare?.

Another area of health policy for promoting equitable
health is population health. However, it is also well known
that population health programs can actually widen the
discrepancy between the worse-off and better-off due to
differential accessibility to resources including time,
information, and providers. For example, community-based
smoking cessation programs might be more accessible to
those who are better-off (e.g., nonmanual workers), who
have more information, knowledge, and flexible leisure
time. Actually, the discrepancy in smoking rates between
higher and lower income groups in Korean has recently
widened, although this is not only attributable to
community-based programs. Therefore, in designing
population health programs, vulnerable groups should be
targeted to reverse ever-widening discrepancies.

Concluding remarks

We have discussed several aspects of health inequity.
Basic characteristics of health inequity form a vicious cycle
with other factors such as income, education, occupation,
and health behavior. For instance, ill health results in lower
educational attainment, which consequently results in lower
income; and vice versa. Therefore, one of main aims of
interventions designed to reduce health inequity should be
breaking such vicious cycles.

Generic policies are needed to reduce inequity in health,
but the importance of a firm basis for sound policy-making
cannot be overemphasized. First, inequity needs to be
quantified from diverse viewpoints. In particular, national
projects can be considered to overcome the shortfalls of
fragmented and small local investigations. Second, national
objectives and goals of health equity that are quantifiable
should be formulated within the framework of a
comprehensive national policy, which requires multiple
governmental sectors to collaborate to develop policies
centered on health equity. Finally, governmental initiatives
should be integrated and supported by partnerships with
nongovernmental sectors.
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