Socio-Economic Implications of Health Disparities

Tuvia Horev(
Manuscript for the ICSW Madrid Conference, December 2007
The goal of my presentation is to give a snapshot of the situation in Israel in terms of investment in health and disparities in health outcomes, as a basis for later discussion on social integration and social cohesion. 
The enactment of Israel’s National Health Insurance Law in 1995 led to the state’s acknowledgment, at least on the declarative level, of its obligation to promote health and to narrow healthcare disparities. This obligation is implicit in the first sentence of the law – “State health insurance under this Law shall be grounded in principles of justice, equality, and mutual aid.” The transparency of the social values that stand as the basis of this law, enable policy makers to examine their decisions over time and to analyze whether the way they implement the policy is in accordance with these values.  
National budget reflects not only the priorities in the society, it also reflects challenges that a nation faces. A nation that feels threatened by outside forces will dedicate more to national defense and security, sometimes at the expense of social services. However, within a limited budget for social services, prioritization dictates the share of health budget. 

If one looks at outcomes (result oriented approach), on the surface Israel has an outstanding and efficient healthcare system. Infant mortality in Israel is 5.1 per thousand live births as against an average of 6.1 in OECD countries. Israeli males’ life expectancy is 77.6 years – only four OECD countries have a higher rate. Good health outcomes in Israel are apparent in other indicators as well. 
Professional infrastructure is not lacking either: Israel’s ratio of doctors is 3.4 per thousand of population as against an average of 2.8 in the OECD countries. 
This high level health system was accomplished with relatively low capital investment. Per capita expenditure on health in terms of purchasing power parity is one of the lowest compared to other OECD countries. The national economic policy succeeded also in maintaining the national expenditure on health (in terms of percent of the GDP) at a relatively low level for the last 10 years. 
What were the steps that led to these economic achievements and who paid the price?
Some would say that the health system in Israel is a microcosm of Israel’s overall socio-economic condition – economic growth that has benefited only some sectors of the population while creating wide socio-economic gaps. 

Israel’s general economic trends, which in recent years have led to a decrease in public funding and minimal government involvement in social services, have not left the healthcare system unscathed. The public expenditure on health services in Israel is one of the lowest in the OECD countries

Over the past decade, the National Health Insurance Law has been amended in many ways that have had the effect of increasing disparities. One example is changes in the policy on user charges for health services. The share of private funding was raised from 26% of the health resources to 33% in 2006. This was done, for example, by imposing additional user co-payments for health services that were previously exempt. 

Parallel to this process, cutbacks in the governmental budget for health services and for the statutory providers of the healthcare services (the ‘sick funds’) led to erosion in public funding. Since the passing of the National Health Insurance Law governmental expenditure on health does not match the increases in population -- a fact that has severely decreased the availability of health resources. 

All these steps have brought about a notable increase in system inequality. Many people of low socio-economic status cannot afford to pay even the relatively low co-payment required by the law and thus avoid purchasing medication or essential health treatment. In a Taub Center survey conducted in 2006, a relatively high proportion of respondents of the lowest income groups (33 percent) reported having forgone an essential healthcare service during the past year due to the required user co-payment. 
At the same time, due to the perception that the public system is short in resources those who have the means seek supplementary health insurance policies. Since 1995 expenditure on supplemental health insurance has increased sharply as a percent of the total household expenditure, with wide gaps between income percentiles. During this period the penetration rate of supplemental health insurance grew from 38% to 72% of the population.
Resource shortages for the statutory public health providers (the ‘sick funds’) has caused them to think in survival terms; they are busy meeting current demand and have neglected long-term policy such as prevention and health promotion among high risk groups. 

As a result gaps in health status between population groups have widened. This can be demonstrated by the relative higher prevalence of Diabetes among low socio-economic groups. 

Cultural differences are also, in part, responsible for gaps in health behavior and health outcomes. Health professionals should have the tools and the means to use a therapeutically and educational approach that is culturally sensitive. By way of demonstrating the size of this challenge, one need only look at  the Ethiopian Jews who have immigrated to Israel. This population was unfamiliar with Diabetes until their arrival in Israel and their exposure to the local diet and lifestyle. The longer immigrants stay in Israel, the higher the prevalence of Diabetes among them. In fact, the prevalence among this group now exceeds the level among those of the lowest SES of the population. Another example is the high rate of congenital defects among Bedouin women in the Negev (the south part of Israel) due to marriages within the family and tribe.
A shortage of public funding might cause economic barriers and create difficulties in accessing proper health services. An extreme example is the oral health services in Israel which are provided by independent dentists, and funded privately (by the households) with minimal governmental involvement. Gaps in oral health status among income groups in Israel are very wide. 
A shortage of public resources might also cause lower investments in infrastructure and might prevent the implementation of intervention programs among high risk groups.  This along with difficulties in accessibility to health services due to economic and cultural barriers may lead to wide gaps even in those indices that were given as examples of the achievements of the Israeli health system. For instance, infant mortality: although low in the general population, there are increasing gaps between the geographic periphery and large urban areas located in the center of the country. Another example, are the health gaps in terms of infant mortality rates among mothers with different education levels. Wide gaps can also be demonstrated in terms of longevity of life.  
Why do we need to bridge the gaps in the health system?
Narrowing healthcare gaps is important in terms of societal values and is crucial for social cohesion and strength – not to mention the moral, economic, and health related implications of the issue. By eliminating economic and cultural barriers that impede access to healthcare services and improving community-based medical care, it is possible not only to improve the weaker groups’ health, but also, among other outcomes, to reduce their need for inpatient care. Our estimation is that a 5 percent decrease in inpatient days would save more than $200 million each year. This calculation does not include other savings that would result from lower expenditure for medications, fewer physician visits, smaller benefit outlays for persons with disabilities, fewer work days lost to illness, etc.

In one of our recent studies we argued that a national action plan for the narrowing of healthcare disparities should start with a formal recognition by the government that gaps in the health system are a national problem along with a full commitment to deal with this issue and to act to reduce these gaps. Such a plan should set measurable goals and specific targets for reducing gaps in the health system and a monitoring process to evaluate the progress toward these goals.    

It is recommended that a national plan should create changes that would leverage effects both on the demand and supply side of the equation.  Examples for national interventions focused on the demand side are: reorganizing co-payments for healthcare services by establishing mechanisms to protect weak groups and avoid payments on prevention procedures; and tailoring of information and health promotion materials to culturally different target groups. Examples for interventions on the supply side are: programs that are focused on investing in vital medical infrastructures in socio-economically weak areas; incentives for large service providers to invest in low SES groups and to enact intervention plans among high risk groups, in an attempt to raise their health status. It can also focus on giving healthcare professionals tools that would allow them to be more culturally sensitive to their client population.
Health disparities are a reflection of the socio-economic gaps that exist in many societies. There are many attributes to good health; some of them are located outside the health system domain. For instance, the uneven distribution of income has an impact on housing, food security, lifestyle, and stress among low economic groups. Investment in education contributes in the long run not only to the national economy but also impacts people’s health. However the Health Ministry is the one who should care for the availability of health services and cope with the consequences of external and internal attributes to good health of the population.  
For that reason, a national program aimed at reducing disparities in health should be spearheaded by the Ministry of Health. Its successful implementation, though, requires inter-ministerial cooperation.

A nation that considers social cohesion and social integration a basic component of a healthy society should avoid relying solely on increasing employment and income security. A complementary task is narrowing gaps in the health system and the education system. Investments in these fields contribute to social cohesion and might be effective in strengthening more traditional tools. 
Many would argue that reducing inequalities in health status and in access to health services is a fundamental obligation of the country to its inhabitants and a basic right of every citizen. It is justified both economically and ethically. However, a country’s attitude towards health disparities depends on its cultural values and beliefs.
Subjects for future discussion could be: the contribution of health system policy to social integration and social cohesion; differences between countries in the expression of their obligation and commitment to narrowing health disparities (policy statements, legislation, budget allocations, etc); priority setting within the basket of social services; and achievements and challenges in narrowing inequalities in health in other countries.
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