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I
Why monitor health equity with regard to gender and ethnicity?

          Ongoing macroeconomic and health sector reforms have stimulated considerable debate about the impact of such reforms on the poor.  Other important dimensions of inequality, such as gender and ethnicity, have received comparatively little or no attention.  The prevailing tendency has been to overlook the specific nature, determinants and consequences of these types of inequality by flatly ignoring them, subsuming them under economic categories or, as in the case of gender, adjusting by them.

         The point we are trying to get across policy makers, researchers and advocates is that an analysis of health that does not incorporate gender and ethnicity factors cannot give a full account of inequality.  Furthermore, that from a perspective of social justice, it is not in any way consistent or sufficient, to address inequalities between economic groups without, concurrently, addressing unjust ethnic and gender inequalities within such groups.

         International evidence shows that gender and ethnic health inequalities are significant and that, in several cases, these inequalities have been exacerbated by economic and health policies.  This evidence also underscores the fact that gender and ethnic inequalities are not dependent, but interact with income inequalities:  Poverty’s adverse effects on health have been seen to fall disproportionately on women and certain ethnic groups. Also, unfair gender and ethnic inequalities have persisted in the face of economic wellbeing, both in industrialized countries and higher social strata.

II
What inequalities to measure and monitor?

Not all inequalities are inequities. PAHO/OMS has embraced Whitehead’s1  concept of health inequities as those inequalities judged to be unnecessary, avoidable and unjust.  Equity in health has been operationally defined as “minimising avoidable disparities in health and its determinants, between groups of people who have different levels of underlying social advantage"2 .  In other words, equity is an ethical notion derived from principles of social justice and human rights.

          PAHO’s Women, Health and Development Programme (WHD) has committed itself to measure and monitor gender inequalities in health and their interactions with other power inequalities, namely those related to income and ethnicity.  Other units within PAHO are beginning to pursue a similar task regarding ethnicity.

          From the gender equity perspective—the one I am more familiar with---we are approaching the notion of “health” from five different angles, which are also relevant for analyzing and addressing ethnic inequalities:

1. Avoidable disparities in health status

2. Allocation of health care resources according to need

3. Utilization of appropriate health care services, according to need

4. Payment for health services, according to ability to pay

5. Distribution of power and responsibility in health production

III
What are the issues at stake?

1. Health Statues

· Years of healthy living: At any age, males tend to experience higher mortality than females.  On the other hand, women tend to exhibit higher rates of morbidity and disability throughout the life cycle.  Women'’ higher morbidity persists even after reproductive problems are not longer considered.  Thus, the combination of more nonfatal problems and fewer fatal ones means more years of life for women---and also more years of illness and disability.  By contrast, men’s lives are freer of illness, but when a health problem strikes is more likely to be fatal.  “Which sex pays the higher price? There is no single answer. Women’s compromised life quality and men’s compromised longevity are both hig
h prices” 3 
· Avoidable causes of mortality and morbidity: There are important gender differences in the avoidability of death and illness. For instance, given the
 current availability of low-cost technologies, no women should be permitted to die from natural-not pathological process-of reproducing life.  On the other hand, it would be absurd to ignore the socially constructed gender factors at the root of male’s strikingly higher mortality – 5/1 and even 50/1 – linked to accidents and violence, and also, of male’s more elevated prevalence of lung cancer, cirrhosis, AIDS, and alcohol/drug dependence.

· Poverty’s impact: Poverty affects disproportionately women’s health.  Data shows that hostile social conditions narrow, eliminate and even revert, female’s survival advantage.  In Latin America, for instance, while poverty increases 2-5 times the risk of premature mortality among males, it increases 4-12 times that risk among females.4 
2. Access and utilization of health care services

· Utilization according to need: Women tend to use health services more often than men do.  However, this higher use is not an expression of women’s social advantage.  It has to be examined in the context of differential need:  Women’s need for health care is greater than men’s need, due primarily to their reproductive functions, but also to their higher morbidity and greater longevity.

· Poverty’s impact: Poverty disproportionately reduces women’s opportunities to access needed services.  In fact, when health care need is taken into account, poor women seem actually less likely than poor men to utilize health services.

3. Financing of health care services

· Resource allocation: Because of women’s greater need for health care, a proportionally higher allocation of financial and human public resources is required, particularly in regard to reproductive health services.
· Out-of-pocket expenditure: Women bear higher out-of-pocket expense for health, both in absolute terms and relative to their income.  This is particularly evident in the context of private health financing systems and government cost-recovery schemes.  For instance, in the Region of the Americas, women’s out-of-pocket expenditures for health care has shown to be 15% to 68% higher than those of men
· Poverty’s impact: The gender disparity in expenditure is exacerbated by women’s income being significantly lower than men’s income
· Employment connection: To the extent that health care insurance plans and social security regimes are job related, gender inequities in access to services will persist due to women’s disadvantaged insertion in the labor market:
(a) More than 50% of females remain outside the paid labor market;

(b) Employed females concentrate in poorly remunerated, low prestige occupations;

(c) Women are a majority in occupations not covered by health and social security benefits, such as part-time and informal sector jobs

(d) Women’s work record, interrupted by childbearing and family responsibilities, limits their access to long-term health benefits.

4. Distribution of responsibility and power in health work

· Women constitute a majority among health sector workers and perform most of the informal care provided at home and in the community.  In fact over 80% of health care takes place outside the formal services and is provided predominantly by women.  Nonetheless, women remain severely under represented in the national, local, and institutional power structures that define health priorities and distribute resources.  “In exercising real power or decision-making authority, women are a distinct minority throughout the world”5 .
IV
Which are some of the main sources of difficulty in monitoring gender and ethnic inequities?

· Availability and integrity of disaggregated information.

· Financial and human resource cost of collecting, processing and analyzing disaggregated data

· Cultural and political resistance to admit the existence and significance of social discrimination

· Lack of organization and power on the part of relevant groups (women, particularly poor women, and disadvantaged ethnic groups) to demand action and accountability from the public and private sectors.

· Insufficient leadership to generate and negotiate with stakeholders (researchers, policy makers, planners, and advocates) the setting-up of participatory mechanisms for policy implementation and monitoring

V. Possible strategies to overcome obstacles 

Adapting Braveman’s 6 approach to the monitoring of gender inequities in health, we are pursuing the following strategies:

· Identify a minimum set of avoidable health related gender disparities to be monitored 

· Identify sources of sex-disaggregated data on the issues of concern

· Select or construct simple indicators of health and its determinants, suitable for assessing avoidable health disparities between men and women in different economic and ethnic contexts, and identify information gaps and needs.

· Generate an inclusive process involving organised women’s groups, researchers, and policy-makers from all social sectors including Statistical and Women’s Bureaus, for the following activities:

· Adaptation of indicators,

· Diagnosis of current patterns and time trends of gender disparities in health and its determinants (including health care)

· Discussion of policy implications of this situational and trend analysis 

· 
Definition of priorities to be addressed by policy

· Proposal of policies to meet the selected priorities

· Develop an set in motion a strategic plan for policy implementation, monitoring, information production and research, with the participation of main stakeholders from government and civil society.
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