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Solidarity – Equity – Quality

Solidarity – is it jargon?

The American Heritage Dictonary defines Solidarity as „a unity of interests, purposes or sympathies among a group “
The concept of solidarity is intimously linked to aspects of „jointness“ and „social justice".

However, the word solidarity fullfills different roles, wether used for the description of societal reality or used to justify different political or economical approaches.
It might seem that today apealing to solidarity with and amongst citizens, generations, groups, people or beings is used to ask for everything and by everybody:

When surfing through the internet in fact I found a lot of solidarity declarations especially in the context of trade-unions and christian movements. 

On the political page solidarity was asked and claimed with and against Castro Cuba, with East Timor, with Albanians in Kosovo, with Kurds in Turkey, with the Tupac Amaru Revolutionary Movement and many others. Feminist groups, lesbians, S&M groups as well as wine growers and beer drinkers celebrate solidarity amongst themselves.

But even very well profit oriented private insurance companies offer their web page for so called Solidarity Health Plans.

It seems that solidarity offers different political and societal groups the argument for highly diverging and even oposit requests.

So, has solidarity become just jargon?
Can the concept of solidarity still discribe and justify norms of action? 

I would like to cite one of our famous compatriotes to show, that there might be some very – even selfish - interest for solidarity:

"First they came for the socialists, and I did not speak out because I was not a socialist. Then they came for the trade unionists, and I did not speak out because I was not a trade unionist. Then they came for the Jews, and I did not speak out because I was not a Jew. Then they came for me, and there was no one left to speak out for me."
Martin Niemöller (a German anti-Nazi pastor)

The principle of solidarity gives the best opportunity to build the perception of security which forms the basis for the readiness and potential of the individual to react with flexibility and without fears for future existance to the fast changing economic and social environment of a global society.
Solidarity in these terms means the shared responsibility of the strong and the weak in our global society. Solidarity must not degenerate to the solidarity between the poor and the weak themselves but remain the organisational concept of society as a whole and foster global and generalised responsibility.

Solidarity should be based on the principle of continuity.

Solidarity should be open for reciprocity. 

Solidarity on a global level will be needed still for years to come when loking on the given real poverty in Sub-Saharan Africa for example. The dependency of these countries on donor support will continue even if ambitions and expectations for quality health care could be downscaled. 

But spending on health in poorer countries again will yield benfits for ourselves:

Lack of adequate health services contributes to destabilisation and civil strife.
Lack of adequate health services contributes to the motivation to migrate to better off countries.
Lack of adequate health services increases the global risk of new and reemerging health-problems.

We might alter the saying of Martin Niemöller:

"First they came for Malaria, and I did not speak out because I was not living in an Malaria-affected aeria. 
Then they came for AIDS, and I did not speak out because I was not HIV-infected. 
Then they came for Tuberculosis, and I did not speak out because I was not affected by TB.
 Then they came for my antibiotica-resistent ............, and there was no one left to speak out for me."
As solidarity is to be considered a more philosophical principal of human interrelationship, we might need to turn to more conceptualised aspects of organising society and in our specific concern health care within society.

This is why I would like to turn to the concepts of equity.
The American Heritage Dictonary defines Equity as „the condition or quality of being just, impartial, and fair“ and as „a system of rules and principles supplementing civil and common law“

The underlying principle of equity in health care requires that it be distributed to need and regardless of ability to pay. In practical terms this means providing universal access by the poor to comprehensive, good quality health services without regard to financial barriers. The governement will need to assume a key role in ensuring that the principle of equity is interpreted into specific and concrete actions through the design and monitotring of the overall health policy.

Publicly funded health care systems all over the world are based on some theory of justice. Especially in Europe public funding, provision and regulation of health care systems are based on concepts of equity (equality). The Ljubljana Charter on Reforming Health Care in Europe for example reaffirms the commitment of WHO Member States to equity, solidarity amd human dignity, and stresses that health care reforms should be driven by (these) values.

Two concepts of equity prevail in the literature: equity as equality
 and equity as inequality.

The first one is a strictly egalitarian concept of equity and social justice. 

The second is based on the principle of difference
, it claims that existing inequalities should be to the advantage of the most disadvantaged members of society.

Regarding the field of health care and the philosophy of PHC, where equity is a key element, these two concepts of equity may match the notions of horizontal and vertical equity. 

Horizontal equity means equal treatment of identical health care needs.

Vertical equity, in contrast, means unequal treatment for different needs. Decisions concerning vertical equity require value judgments regarding to what extent different needs should be treated differently.

In practice it is quite difficult to identify people with identical health care needs, and to decide on who requires soceity’s support to cover her or his needs
. As access to health care not only depends on required payments but also on geographical, organisational and cultural accessibility of services, establishing a system of free health care does not necessarily assure that the poor and indegent use the services offered, particularly if indirect cost of health care are high (e.g. cost of Transport, loss of income etc.).

A study which looked at equity and financing of health care in developing countries, found that despite the existence of explicit objectives of governement policies and despite the efforts which governments have made to provide equal access to health for everyone in need, many countries have failed to generate an equal distribution of health care utilization
. Exemption schemes e.g. frequently seem to yield inequitable and inefficient results, since the application of the scheme is, too often based on nepotism and the non-respect of health care priorities.

While there has been no major retreat from the concept of equity as a justification for public involvement in health care, the ethical and moral foundations must be considered within the context of a shifiting ideological orientation towards a more libertarian foundation for the welfare state. The perception of a growing gap between needs and resources has focused policy orientation in many countries on increasing individual responsibility and on expected efficiency gains through more competitive and market oriented provider systems.

The problem is that technical issues of health care reform, such as resource allocation, rationing, priority setting and cost-containement, should not obscure the guiding moral principles, but rather should be persued in ways that are consistent with them.
 

Health care markets - especially in developing countries – are far from being ideal markets and by this would yield efficiency and quality gains by self-regulation, therefor there is need for careful planning of regulatory mechanisms to avoid anarchic development. 

The strive for more (micro-economic) efficiency may jeopardise the achievement of the public and social goals of equity and solidarity
.

However if efficiency
 is defined as „the effective or usefull output to input“ and   effectiveness
 is defined as „having an intended or desired effect“ neither efficiency nor quality
 are contradictory to equity. 

There is need for more rational use of inputs, there is need for the definition of health-goals and –targets in terms of equitable distribution of and access to health services and hence need for priorisation and (unfortunately) rationing.

Most health systems even in least developing countries could achieve more by improving allocative inefficiency (waste of resources through bad choices of which services to provide) and technical inefficiency (irrational productivity of services of low quality)

Allocative inefficiency might be adressed by priorisation, technical inefficiency might be – at service level – improved by quality managment.

What ever are the sources of health care financing, they are limited, and priority setting is inevitable – at least what concerns public funding. 

Equity in health care financing thus needs serious reconsideration of the allocation of resources.

The problem is that explicit choices are often unpopular and political decision-making is difficult especially in countries where the stability of power and representation is precarious.

Practical mechanisms to define the most essential services are suffering from often being too technical.

The rational and technical approaches like needs assessment / burden of disease

cost-effectiveness analysis have proven very difficult to use in practice.

One way to define the basic package is described as the Dunning Committee’s Four Sieves
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[image: image2.wmf]Another means to approach priorising is the increasing elaboration of health targets as an explicit end-point of public health or health care, expressed in terms of population health or its determinants, to be pursued within a given time with systematic monitoring of progress towards achievment
. (An approach wich seems quite familiar to us being based like TOPP / ZOPP on the „management by objectives “- strategy)

Health target development should be a stepwise process with increasing concreteness:

	
Principles and values

Goals

Objectives

Qualitative targets

Quantitative targets

Indicators for monitoring

	Setting targets needs to answer the following questions:

· What is the present state of health of the population? 

· How can we decrease the (future) burden of disease?

· How can we cope with the existing burden of disease?

· What are the necessary organizational changes?

· How should the activities needed to achieve the health targets be financed?

· How should the policy be evaluated?

All together the importance of the decision making process has to be stressed.

The need to involve (primary) stakeholders is crucial to achieve credibility and participation.

(I would like to borough a transparent from UNAIDS to make one point in this context explicit:)

If we agree that people generate health and health systems (only) facilitate

there is no doubt that we have to adapt policies to people and not people to policies.

If this is so we need to involve different stakeholders in the decision-making process – and in particular the primary stakholders (which we might in our context consider the clients of health services)

This takes me back to the question of technical efficiency and quality.

Some of you might remember a presentation of findings concerning cost and inefficiency in some district hospitals I presented in a similar occasion two years ago.

The vaste of resources was such that cost-sharing would have become a new way for further impoverishment of the target population. Rationalisation and increase of technical efficiency would have been / or is a major contribution to improve equitable access to essential and quality health services.




In this context I would in fact advocate for the introduction of EFQM as means to improve the quality of health services – because consumer orientation or client satisfaction or let me say it this way „the interest of the primary stakeholder“ is seriously taken into consideration.

In the end there is nobody but the citizen to pay for health care
. If tax collections and tax rates do not improve, health care services will be paid for in another way. User fees may be essential for the functioning of services and may be a way to ensure that funds are available for supplies at the health care facility and thereby increasing the quality of services.

In Cameroon we found that an improvement in the perceived quality of services (availablity of low-cost quality drugs) accompanied even by an increase in user fees, the demand for services increased and the poorer strata of the population increased their utilisation over-proportionately
.

Another effect is that only by contributing with ones own ressources – as meager as they might be – one will win ownership and bargaining power on the services bought in.

Some of the downsides of user fees might be avoided by health insurance schemes which may redistribute the financial outlays of the users and if carefully designed might provide potentials to voice the interests of the users against the interests of providers.
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