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Abstract
Introduction
This study assesses trends in horizontal equity in the utilization of healthcare services from 1998 to 2008--a period of major economic and social change in Brazil.

Methods
Data are from nationally representative surveys repeated in 1998, 2003, and 2008. We apply established methods for assessing horizontal inequity in healthcare access (the principle that people with the same healthcare needs should have similar access to healthcare services). Horizontal inequity is calculated as the difference between observed healthcare utilization and utilization predicted by healthcare needs. Outcomes examined include the probability of a medical, dental, or hospital visit during the past 12 months; any health service use in the past two weeks; and having a usual source of healthcare. We use monthly family income to measure differences in socioeconomic position. Healthcare needs include age, sex, self-rated health, and chronic conditions. Non-need factors include income, education, geography, health insurance, and Family Health Strategy coverage.

Results
The probability of having at least one doctor visit in the past 12 months became substantially more equitable over time, ending with a slightly pro-rich orientation in 2008. Any hospitalization in the past 12 months was found to be pro-poor in all periods but became slightly less so in 2008. Dental visits showed the largest absolute decrease in horizontal inequity, although they were still the most inequitably (pro-rich) distributed outcome in 2008. Service use in the past two weeks showed decreased inequity in 2003 but exhibited no significant change between 2003 and 2008. Having a usual source of care became less pro-rich over time and was nearly income-neutral by 2008. Factors associated with greater inequities include income, having a private health plan, and geographic location. Factors associated with greater equity included health needs, schooling, and enrolment in the Family Health Strategy.

Conclusions
Healthcare utilization in Brazil appears to have become increasingly equitable over the past 10 years. Although this does not imply that equity in health outcomes has improved correspondingly, it does suggest that government policies aimed at increasing access, especially to primary care, have helped to make healthcare utilization in Brazil fairer over time.
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Introduction
There are considerable income disparities in Brazil, as reflected by one of the world’s highest Gini indices: 0.54 in 2009 [1]. There is also evidence of socioeconomic disparities in access to and use of healthcare [2, 3]. Health disparities are particularly relevant as Brazil continues to develop its national health system (the Sistema Unico de Saúde or SUS). Created in 1988, the SUS was conceived of as a national health service designed to provide comprehensive and universal care through decentralized management and provision of health services that are free of charge at the point of delivery. As of 2010 the SUS contained over 41,000 health posts and centers, 30,000 specialized outpatient services, nearly 2,000 public hospitals, and 236,000 community health agents [4]. In 2009 the SUS financed nearly 12 million hospitalizations and delivered about 100 million ambulatory care procedures per month [4]. In addition to the SUS, about 26% of Brazilian citizens have private health plans that allow them to access the private health sector in addition to the SUS.
While the SUS has expanded, there have been major changes in the socioeconomic conditions of Brazilians in recent years. For example, the mean real household income per capita increased from about US$(PPP) 225 in 1998 to $372 in 2009 and extreme poverty (measured by US$ PPP 1.25/day) declined from nearly 16% in 1998 to 4.7% in 2009 [5]. These changes have been attributed to a number of factors, including economic growth and social policies (such as increased minimum wages and social assistance cash transfers) focused on aiding the poor [6]. Other social investments have led to decreased illiteracy rates, increased school attendance, a more than doubling of completion rates in primary, secondary, and tertiary schooling since 1995, and improvements in child health and nutrition [5, 7].
In spite of expansion of the SUS, especially in the area of primary health care through the Family Health Strategy (FHS), there is still concern about the Brazilian health system’s ability to improve equity in healthcare access [8]. Previously identified barriers include geographic and social inequalities in health services supply and other determinants of health [9, 10]. Healthcare financing is also an important issue. Currently, the total government share of total health spending is estimated at 45%, which represents less than 4% of GDP—an amount that is lower than that of most other countries with universal health systems [4].
The objective of this study is to assess trends in horizontal equity (defined as the principle that people with the same healthcare needs should have similar access to healthcare services) in the utilization of different types of health services during a period of major economic and social change in Brazil.

Methods
Our data come from a series of cross-sectional household surveys known as the National Household Sample Surveys (Pesquisa Nacional por Amostra de Domicilios or PNAD in Portuguese) carried out by the Brazilian Institute for Geography and Statistics (IBGE). We use the three health-related supplements to the PNAD conducted in collaboration with the Ministry of Health in 1998, 2003, and 2008. The PNAD uses a three-stage complex probabilistic sample, and is representative of the national, regional, and state levels [11]. A total of 1.12 million individuals are included in the three surveys, which obtained data by means of face-to-face interviews and rely on self-report.
We employ measures of horizontal equity developed by Van Doorslaer, Wagstaff, and others [12, 13]. These measures seeks to assess equity (fairness) in healthcare utilization by taking into account the fact that individuals have different health needs and that differences in health needs ought to translate into different demand for and use of health services. But once health needs are standardized across individuals, remaining utilization could be considered to be inequitable. The horizontal inequity index (HI) is used to operationalize this concept. It is defined as the difference between observed healthcare utilization and that which would be expected given the individual’s health needs [14].
We base our set of control variables representing healthcare needs and other non-need factors on guidelines developed by the World Bank [14]. Each individual’s need for healthcare is approximated by the following variables: sex/age categories (12 variables representing men and women aged 0–17, 18–34, 35–44, 45–64, 65–74, and 75 years and over, with males aged 0–17 as the reference category), self-rated health (measured as excellent/good/fair versus poor/very poor); any physical functioning limitation (any difficulty in toileting/feeding/bathing oneself, kneeling/stooping, walking up stairs, or walking 100 meters); previous medical diagnosis of any of the following conditions: arthritis, cancer, diabetes, bronchitis/asthma, hypertension, heart disease, kidney failure, depression, tuberculosis, cirrhosis, and/or tendinitis; and a measure of co-morbidity (two or more of the conditions listed previously). Additional determinants of healthcare utilization (also known as non-need factors) include literacy (whether the person can read and write), schooling (less than 3 completed years, 4–7 years, 8–10,11-14, and 15 years or more), log monthly family income, urban/rural location, geographic region (North, Northeast, South, Southeast, Central-West), affiliation with a private health plan, and coverage by the Family Health Strategy (available only in 2008). For all control variables (except income) dummy variables were created for all categories, using the lowest category as the reference group. Note that we do not adjust monthly family income for inflation, since in the statistical analyses, income is used to rank each individual at each year along the income distribution and is treated as a relative measure of social position in each time period.
Outcome variables are measures of access and utilization of healthcare services that are comparable across the three surveys. These include: any doctor visit in the past 12 months, any dental care visit in the past 12 months, any hospitalization in the past 12 months, and any health services sought in the previous 2 weeks. An additional variable captures whether the individual is able to identify a usual source of medical care (“Do you tend to seek healthcare services from the same place?”) and is used a proxy measure of continuity of care.
Analysis of equity requires a series of steps. First, it is necessary to regress medical care utilization, y
                  i
                 on a set of explanatory variables:[image: A12939_2012_Article_282_Equ1_HTML.gif]

 (1)


where y
                  i
                 is use of the particular health care service by individual i, ln(inci) is the log of family income for individual i, Xk is a vector of need determining variables, Zp is a vector of non-need determining variables, α, β, γk and δp are parameters and ϵi is the error term. This equation can be used to generate the predicted demand for any particular health care service,[image: A12939_2012_Article_282_IEq1_HTML.gif], that is, the expected healthcare use of individual i on the basis of his/her health needs. This quantity can be thought of as the amount of the health care the individual should consume, if s/he had been treated the same as others with the same healthcare needs.
After predicting demand we calculate indirectly standardized demand ([image: A12939_2012_Article_282_IEq2_HTML.gif]) by estimating the predicted y values by standardizing for the X (health need) variables while simultaneously controlling for the Z (non-need) variables.[image: A12939_2012_Article_282_Equ2_HTML.gif]
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We then calculate [image: A12939_2012_Article_282_IEq3_HTML.gif], where [image: A12939_2012_Article_282_IEq4_HTML.gif] is the indirectly standardized (predicted) demand, y
                  i
                 is actual demand, [image: A12939_2012_Article_282_IEq5_HTML.gif] is the x-expected demand and [image: A12939_2012_Article_282_IEq6_HTML.gif] is the sample mean of actual demand (See equation 2).
After completing the above standardization and graphing the concentration curves, we calculated the concentration index for both y
                  i
                 and [image: A12939_2012_Article_282_IEq7_HTML.gif], using the convenient regression method as outlined in O’Donnell et al [14]. Once the concentration indices for actual (Cm) and predicted demand (Cp) are calculated, the Horizontal Inequity Index (HI) is calculated as follows:[image: A12939_2012_Article_282_Equ3_HTML.gif]

 (3)


where L
                  p
                (p) is the concentration curve of predicted demand and L
                  m
                (p) the concentration curve of actual demand. The HI ranges from −2 to 2 and is positive if there are inequities favoring the more advantaged members (richer) of society, which in these models is measured by family income.
Finally, we apply methods to decompose the concentration index in order to ascertain the contribution of each covariate (need and non-need factors as described above) to overall inequity in healthcare utilization. Because all outcomes are binary, we use techniques developed by Van Doorslaer et al [15–17]. Decomposition is performed using a linear approximation of the model based on partial effects of each covariate evaluated at the sample means. This approach allows us to identify which factors are associated with pro-rich or pro-poor utilization and to approximate their contribution to the overall concentration index.
Analyses were carried out using Stata Version 12 [18]. When appropriate, results are adjusted for the effect of the sample design and include individual probability weights.

Results
Table 1 presents characteristics of the study sample in each survey year. Most variables have changed over the three survey periods. The mean age increased by about two years, although the male–female distribution did not change. Consistent with increased educational attainment in the country, the proportion of individuals with less than three years of schooling declined while those who completed 11 to 14 years nearly doubled. Literacy rates also increased significantly between 1998 2008. The process of urbanization increased over time although there was little change between 2003 and 2008. Monthly family income also rose, doubling from 1998 to 2008 (although part of this increase is due to inflation). Consequent with the aging of the population, the proportion of people in poor or very poor self-rated health, with one or more physical functioning limitation, with one or more chronic conditions, and those with two or more chronic conditions all increased significantly over time.Table 1
                        Population Characteristics by survey year, Brazil 1998, 2003, 2008
                      


	 	1998
	2003
	2008

	Age (mean)
	28.42
	29.76†
	31.67†‡

	Female (%)
	51.02
	51.22
	51.34

	Schooling <3 years (%)
	46.21
	39.67†
	34.78†‡

	4-7 years (%)
	27.61
	26.57
	23.91†‡

	8-10 years (%)
	11.58
	13.28†
	14.58†‡

	11-14 years (%)
	11.05
	16.16†
	20.90†‡

	>14 years (%)
	3.55
	4.32†
	5.84†‡

	Literate (%)
	75.68
	79.08†
	82.17†‡

	Urban residence (%)
	79.57
	84.26†
	83.75†

	Mean family income (reais)
	906.09
	1207.19†
	1904.30†‡

	Private health plan (%)
	24.45
	24.46
	25.89†‡

	Poor/very poor self-rated health (%)
	20.89
	21.42†
	22.72†‡

	Covered by the Family Health Strategy (FHS) (%)
	n/a
	n/a
	50.93

	One or more physical functioning limitation (%)
	7.04
	7.17
	8.51†‡

	At least one chronic condition (%)
	31.61
	29.89†
	31.32‡

	Two or more chronic conditions (%)
	14.0
	12.38†
	13.14†

	At least one doctor visit in past 12 months (%)
	54.69
	62.82†
	67.68†‡

	Hospitalized at least once in the past 12 months (%)
	6.94
	7.01
	7.11

	Has a usual source of care (%)
	71.22
	79.27†
	73.64†‡

	Any health services use in the past 2 weeks (%)
	12.99
	14.59†
	14.50†

	At least one dental visit in the past 12 months (%)
	33.15
	38.74†
	40.20†‡

	Total n (unweighted)
	344,975
	384,834
	391,868


All results take into account the complex sample design and include survey weights.
†Statistically significant difference (p <0.05) from 1998; ‡ statistically significant difference (p <0.05) from 2003.
Data source: Brazilian National Household Sample Survey (PNAD) 1998, 2003, 2008.



In terms of health services utilization there was a significant increase in the proportion of individuals who had at least one doctor visit in the past 12 months, although the proportion of the population hospitalized at least one time did not change. The proportion of the population who sought health services in the past two weeks increased between 1998 in 2003 but did not change between 2003 and 2008. There was an increase in the use of dental services in the past 12 months observed in each time period.
Table 2 shows the concentration indices (CI) representing the distribution of healthcare use across the income gradient in each year. The variable with the highest unadjusted positive CI (i.e. highest pro-rich orientation) is dental visits, while hospitalizations are the only negative values (i.e. pro-poor). Each measure also changes over time. The magnitude of the change of the CI varies between 51% reduction in the pro-rich orientation of doctor visits to a 625% change in having a usual source of care (USC). For each variable, the corresponding values for the HI are slightly larger in magnitude than those of the unadjusted CI, suggesting that pro-rich inequities are higher in each time period once healthcare needs are taken into account. Trends in changes to the HI over time are of the same sign and magnitude as those of the CI. All changes in the CI and HI between time periods are statistically significant (p <0.05) except for healthcare service use in the past two weeks between 2003 and 2008, and hospitalization between 2003 and 2008, both of which remained stable.Table 2
                        Unstandardized Concentration Index (CI) and Horizontal inequity index (HI), by outcome and year
                      


	Variable
	Unstandardized Concentration Index (CI)
	Horizontal inequity index (HI)

	1998
	2003
	2008
	% change
	1998
	2003
	2008
	% change

	 	 	 	1998 to 2008
	 	 	 	1998 to 2008

	Doctor visit (12 months)
	0.0500 (0.0011)
	0.0400 (0.0021)
	0.0330 (0.0016)
	−51.52
	0.0642 (0.0011)
	0.0444 (0.0021)
	0.0357 (0.0018)
	−79.83

	Hospitalization (12 months)
	−0.0810 (0.0043)
	−0.0530 (0.0051)
	−0.0430 (0.0051)
	88.37
	−0.0430 (0.0043)
	−0.0263 (0.0049)
	−0.0127 (0.0049)
	238.58

	Usual source of care
	0.0290 (0.0010)
	0.0070 (0.0025)
	0.0040 (0.0021)
	−625.00
	0.0323 (0.0010)
	0.0079 (0.0025)
	0.0039 (0.0029)
	−728.21

	Any healthcare service-use (2 weeks)
	0.0660 (0.0032)
	0.0440 (0.0047)
	0.0440 (0.0042)
	−50.00
	0.1019 (0.0032)
	0.0651 (0.0047)
	0.0648 (0.0045)
	−57.25

	Dental visit (12 months)
	0.2180 (0.0019)
	0.1780 (0.0032)
	0.1390 (0.0028)
	−56.83
	0.2308 (0.0018)
	0.1943 (0.0032)
	0.1514 (0.0029)
	−52.44


Numbers are concentration indices with standard errors in parentheses.
Values <0 indicate pro-poor and >0 indicate pro-rich utilization.
HI is the difference between actual healthcare use and predicted utilization based on health needs.
All values are statistically significantly different from previous periods (p <0.05); except any healthcare service use for 2003 and 2008; and hospitalizations between 2003 and 2008.
Data source: Brazilian National Household Sample Survey (PNAD) 1998, 2003, 2008.



Figure 1 displays Lorenz Curves which illustrate the unadjusted concentration indices presented in table 2 for the main healthcare utilization variables in 1998 and 2008 across the entire income distribution. The figure shows that the distribution of hospital use, by income, was highly pro-poor in 1998 (below the line of equality). This pro-poor orientation declined in 2008, but still favored the poor. Doctor visits, on the other hand, were slightly pro-rich in 1998, but their income-related distribution moved closer to the line of income-equality in 2008. Dental visits displayed a high pro-rich orientation in 1998, moved closer to the line of income-equality each year, but still displayed a strong pro-rich orientation in 2008.[image: A12939_2012_Article_282_Fig1_HTML.jpg]
Figure 1
                        Lorenz curves for main healthcare utilization variables, 1998 versus 2008.
                      




Figure 2 shows trends in health inequality indices (HI) for each outcome. These trends are similar to those observed in the unadjusted concentration indices for most variables. Dental visits show the largest absolute decrease in horizontal inequity, although they are still the most inequitably (pro-rich) distributed service in 2008. Service use in the past two weeks shows decreased inequity in 2003 and no significant change in 2008. Doctor visits show a substantial decrease in 2003 and a smaller decrease in 2008, ending with a slightly pro-rich orientation. Having a usual source of care becomes less pro-rich over time and is nearly income-neutral by 2008. Hospital use is pro-poor in both 1998 and 2003 and becomes slightly less so by 2008.[image: A12939_2012_Article_282_Fig2_HTML.jpg]
Figure 2Trends in the Horizontal Inequity Index (HI), 1998–2008, Brazil. Note: The HI measure horizontal inequity. Positive values reflect pro-rich orientation, zero is perfect equivalence, and negative values represent an overall pro-poor orientation. Bars represent 95% confidence intervals. Data source: Brazilian National Household Sample Survey (PNAD) 1998, 2003, 2008.




In order to illustrate which factors have contributed to increased or decreased inequity for each outcome at each point in time, Table 3 presents decompositions of the concentration index into its component parts. The table demonstrates that the overall contribution of all need-related factors (as reported in the sub-total row) is negative or pro-poor. However, the contribution of the two main components of need factors (age and sex, and health problems) contribute in slightly different ways to different outcomes. Health problems contribute substantially to the pro-poor orientation of doctor visits, hospitalization, and health services sought in the past two weeks, while they are neutral or slightly pro-rich for dental visits and a usual source of care, as would be expected. Age and sex are generally negative, except in the case of doctor visits and hospitalizations, where they are either neutral or slightly pro-rich.Table 3
                        Decomposition of the Concentration index, by outcome and year
                      


	 	Doctor visit (12 months)
	Dental visit (12 months)
	Service use (2 weeks)
	Hospitalized (12 months)
	Usual source of care

	1998
	2003
	2008
	1998
	2003
	2008
	1998
	2003
	2008
	1998
	2003
	2008
	1998
	2003
	2008

	Need factors
	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 
	Age/sex
	0.001
	0.000
	0.001
	−0.012
	−0.017
	−0.015
	−0.003
	−0.004
	−0.004
	0.004
	0.000
	−0.003
	−0.001
	−0.001
	−0.001

	Health
	−0.012
	−0.002
	−0.002
	0.001
	0.003
	0.002
	−0.030
	−0.014
	−0.016
	−0.030
	−0.017
	−0.018
	−0.002
	0.000
	0.000

	Subtotal
	−0.011
	−0.002
	−0.001
	−0.011
	−0.014
	−0.012
	−0.033
	−0.018
	−0.020
	−0.025
	−0.017
	−0.022
	−0.002
	−0.001
	0.000

	Non-need
	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 
	Income
	0.016
	0.009
	0.009
	0.121
	0.097
	0.075
	0.025
	0.003
	0.007
	−0.072
	−0.053
	−0.040
	0.002
	−0.009
	−0.004

	Insurance
	0.048
	0.037
	0.029
	0.044
	0.040
	0.046
	0.065
	0.058
	0.056
	0.057
	0.054
	0.052
	0.014
	0.006
	0.014

	Schooling
	−0.019
	−0.014
	−0.007
	0.071
	0.055
	0.042
	−0.018
	−0.020
	−0.011
	−0.022
	−0.025
	−0.016
	−0.008
	−0.008
	−0.009

	Geography
	0.020
	0.014
	0.009
	0.011
	0.015
	0.008
	0.029
	0.023
	0.027
	0.011
	0.004
	0.005
	0.023
	0.017
	0.012

	FHS
	-
	-
	−0.004
	-
	-
	−0.012
	-
	-
	−0.012
	-
	-
	−0.010
	-
	-
	−0.011

	Subtotal
	0.065
	0.045
	0.036
	0.247
	0.207
	0.159
	0.100
	0.064
	0.065
	−0.026
	−0.020
	−0.010
	0.031
	0.006
	0.003


Numbers represent each set of variables’ contribution to the concentration index. Positive values reflect pro-rich orientation, zero is perfect equivalence, and negative values represent an overall pro-poor orientation. Residuals not shown.
Age/sex represent all age and sex combinations. Health includes measures of poor self-rated health, physical functioning limitations, chronic conditions and comorbidity. Schooling includes being literate and years of schooling completed. Geography includes urban/rural and geographic region. FHS = Family Health. Strategy (measure only available in 2008).
Data source: Brazilian National Household Sample Survey (PNAD) 1998, 2003, 2008.



Non-need factors generally contribute to the pro-rich orientation of all variables, except hospitalizations. The largest single contributor to pro-rich orientation is the presence of a private health plan (health insurance). This is followed by the household’s geographic location and family income. Schooling generally contributes to the pro-poor orientation of healthcare services. Coverage by the Family Health Strategy (which is only present in the 2008 dataset) was a significant contributor to the pro-poor orientation of each outcome and its magnitude suggests it is an important contributor to the pro-poor orientation to each outcome in 2008.
When examining changes over time, the increased pro-poor orientation of most variables appears to derive from decreased pro-rich contributions of non-need factors and the additional effect of the family health strategy, since need factor contributions either stayed the same or became less pro-poor over time.

Conclusions
Inequities in healthcare utilization are generally decreasing in Brazil. In 1998, they were already pro-poor for hospitalization, which represents the most costly and perhaps most urgent form of healthcare need. For medical care and dental visits, utilization of healthcare services is (to different extents) still pro-rich, although it has become increasingly less so over time.
One potential criticism of measures such as the HI is that they may be difficult to interpret. For this reason, we compare results with other studies using a similar set of methods. Among 10 OECD countries, Van Doorslaer et al [15] using data from the early 1990s, found that the HI measure (standardized using similar measures of health need including age, sex, self-rated health, and chronic conditions) for any doctor visit varied from 0.047 in the Netherlands to −0.010 in Germany, and for any hospitalization ranged from −0.076 in Denmark to −0.047 in Switzerland [15]. These results suggest that as of 2008, Brazil achieved an HI for all doctor visits close to that of Sweden (0.034) and slightly more pro-poor (closer to 0) than Denmark, Finland, the Netherlands, or the US in the 1990’s. For hospitalizations, Brazil’s level of inequity was more pro-poor than Switzerland and the United States.
Results differ slightly when compared to non-European countries using more recent data. For example, Lu et al [19] found that in 2002 the HI for doctor visits (0.093) and hospitalizations (0.064) to be more inequitable (pro-rich) in Hong Kong than we have found for Brazil. However, the same study found both HI measures (−0.009 for medical visits and −0.074 for hospitalizations) were considerably more pro-poor in South Korea than those reported here for Brazil [19].
The trends towards lesser horizontal inequity may reflect government policies around improving access to health care throughout the country. This includes expansion of the Family Health Strategy, which now covers over 50% of the Brazilian population with primary care services free of charge. The FHS (originally developed in the mid 1990’s) delivers comprehensive primary care services through a team of professionals that include a doctor, a nurse and 4–6 community health agents. The expansion of the FHS began with many smaller, less urban and poorer municipalities and within larger municipalities, priority for FHS expansion has often been in the poorest geographic regions, with some municipalities explicitly targeting more vulnerable regions for FHS implantation and expansion over time [20]. The FHS has also added over 20,000 oral health teams, which provide free dental care to people in 85% of Brazilian municipalities [21]. The accelerated expansion of the FHS during the 2000’s and its targeting towards more vulnerable populations may explain its association with more pro-poor access and use of healthcare and dental services within the country.
Changes in hospitalizations are likely to reflect changes in supply within the Brazilian health system and shifts in the profile of conditions for which people are hospitalized [22]. The lack of changes in service use in the past two weeks may be due to the fact that the measure asks about any healthcare service use. Previous studies have shown that visits to primary care providers (general practitioners) are generally more pro-poor than visits to specialists [17]. Since the early 2000’s there have been increases in supply of both primary care and some forms of specialist and diagnostic services, and this may have resulted in increased utilization by the poor being offset by increased utilization by the rich among these different types of services.
Results show that the main contributors to pro-rich healthcare inequities in Brazil are non-need factors, most importantly, income, geographic location, and the presence of a private health plan. This difference may be explained by different patterns of utilization among those using the public versus the private sector for healthcare services, with higher utilization for nearly all services among those with a private health plan. The need-standardization techniques used here show that utilization (especially among the rich) appears to be above and beyond what would be expected given their health needs. Overutilization of healthcare services may be undesirable because of increased healthcare costs with limited marginal benefits and potential iatrogenic effects of unnecessary tests and procedures [23]. Higher than expected rates of utilization among the poor may also be problematic. In the case of Brazil, higher rates of hospitalization among the poor may represent lack of access to some preventive services or the use of hospitals as a substitute for primary care.
This study has several limitations. First, all utilization data are based on self-report, but since the questions were asked in nearly identical formats in all three years, this preserves comparability. One exception is self-report of chronic diseases, since in 1998 respondents were asked if they had any of a list of chronic conditions, while in 2003 and 2008 the survey specified “medically-diagnosed” self-report. Another potential limitation is the fact that we use family income instead of other economic measures such as household wealth. This choice of this measure was based on the fact that the PNAD surveys are the gold standard in Brazil for measuring household and family income. One disadvantage is that this survey may have underestimated the extent of extreme wealth present in Brazil, although this is a common limitation of many national household surveys [24].
Finally, it is important to note that greater equity in access to and utilization of health services does not immediately translate into greater equity in health outcomes. Although some aspects of equity in health (particularly for children) have shown advances, such improvements are generally thought to be as much a result of changes to socioeconomic conditions as to access to appropriate health services [25].
In conclusion, these results suggest that inequities in healthcare utilization in Brazil are not as pronounced as might be expected, given lingering social inequalities within the country. The trend toward greater horizontal equity is a potential indicator of success in government efforts to improve access to care, especially among the poor. In order to continue on this trajectory, the Brazilian health system will need to continue to address areas where there may be under-utilization (such as in yearly dental visits), but also assess potential unnecessary over utilization of care. One strategy currently being pursued is the strengthening of primary health care. Based on the results presented here, that strategy, amongst others, may have already contributed to making healthcare utilization more equitable in Brazil.

References
1.
Statistical Information System/Global Health Observatory. , , , http://​www.​who.​int/​gho/​en/​,

2.
Lima-Costa MF, Loyola Filho AI, Matos DL: Trends in health conditions and use of health services by the Brazilian elderly: a study based on the National Household Sample Survey (1998, 2003). Cad Saude Publica. 2007, 23 (10): 2467-2478. 10.1590/S0102-311X2007001000021.CrossRefPubMed

3.
Travassos C, Viacava F, Pinheiro R, Brito A: Utilization of health care services in Brazil: gender, family characteristics, and social status. Rev Panam Salud Publica. 2002, 11 (5–6): 365-373.CrossRefPubMed

4.
Paim J, Travassos C, Almeida C, Bahia L, Macinko J: The Brazilian health system: history, advances, and challenges. Lancet. 2011, 377 (9779): 1778-1797. 10.1016/S0140-6736(11)60054-8.CrossRefPubMed

5.
Poverty, inequality and social policies in Brazil, 1995–2009. , , , http://​www.​ipc-undp.​org/​pressroom/​files/​ipc631.​pdf,

6.
Kakwani N, Neri MC, Son HH: Linkages between pro-poor growth, social programs and labor market: the recent Brazilian experience. World Dev. 2010, 38 (6): 881-894. 10.1016/j.worlddev.2010.02.015.CrossRef

7.
Paes-Sousa R, Santos LM, Miazaki ES: Effects of a conditional cash transfer programme on child nutrition in Brazil. Bull World Health Organ. 2011, 89 (7): 496-503. 10.2471/BLT.10.084202.PubMedCentralCrossRefPubMed

8.
Travassos C: Forum: equity in access to health care. Introduction. Cad Saude Publica. 2008, 24 (5): 1159-1161. 10.1590/S0102-311X2008000500023.CrossRefPubMed

9.
Travassos C: Equity in the Brazilian Health Care System: a contribution for debate. Cad Saude Publica. 1997, 13 (2): 325-330. 10.1590/S0102-311X1997000200024.CrossRefPubMed

10.
Victora CG, Matijasevich A, Silveira M, Santos I, Barros AJ, Barros FC: Socio-economic and ethnic group inequities in antenatal care quality in the public and private sector in Brazil. Health Policy Plan. 2010, 25 (4): 253-261. 10.1093/heapol/czp065.PubMedCentralCrossRefPubMed

11.
Brazilian Institute of Geography and Statistics (IBGE): Pesquisa Nacional por Amostra de Domicilios PNAD 2008 [National Household Sample Survey 2008]. Volume 29. 2008, IBGE, Rio de Janeiro

12.
Wagstaff A, van Doorslaer E, Paci P: On the measurement of horizontal inequity in the delivery of health care. J Health Econ. 1991, 10 (2): 169-205. 10.1016/0167-6296(91)90003-6. discussion 247–169, 251–166CrossRefPubMed

13.
van Doorslaer E, Wagstaff A, Bleichrodt H, Calonge S, Gerdtham UG, Gerfin M, Geurts J, Gross L, Hakkinen U, Leu RE, et al: Income-related inequalities in health: some international comparisons. J Health Econ. 1997, 16 (1): 93-112. 10.1016/S0167-6296(96)00532-2.CrossRefPubMed

14.
O’Donnell O, van Doorslaer E, Wagstaff A, Lindelow M: Analyzing Health Equity Using Household Survey Data. 2008, The World Bank, Washington, DC

15.
van Doorslaer E, Wagstaff A, van der Burg H, Christiansen T, De Graeve D, Duchesne I, Gerdtham UG, Gerfin M, Geurts J, Gross L, et al: Equity in the delivery of health care in Europe and the US. J Health Econ. 2000, 19 (5): 553-583. 10.1016/S0167-6296(00)00050-3.CrossRefPubMed

16.
Koolman X, van Doorslaer E: On the interpretation of a concentration index of inequality. Health Econ. 2004, 13 (7): 649-656. 10.1002/hec.884.CrossRefPubMed

17.
van Doorslaer E, Koolman X, Jones AM: Explaining income-related inequalities in doctor utilisation in Europe. Health Econ. 2004, 13 (7): 629-647. 10.1002/hec.919.CrossRefPubMed

18.
StataCorp: Stata user’s guide: Release 11. 2009, Stata Corporation, College Station, TX

19.
Lu JF, Leung GM, Kwon S, Tin KY, Van Doorslaer E, O’Donnell O: Horizontal equity in health care utilization evidence from three high-income Asian economies. Soc Sci Med. 2007, 64 (1): 199-212. 10.1016/j.socscimed.2006.08.033.CrossRefPubMed

20.
Turci MA, Lima-Costa MF, Proietti FA, Cesar CC, Macinko J: Intraurban differences in the use of ambulatory health services in a large brazilian city. J Urban Health. 2010, 87 (6): 994-1006. 10.1007/s11524-010-9499-4.PubMedCentralCrossRefPubMed

21.
Peres KG, Peres MA, Boing AF, Bertoldi AD, Bastos JL, Barros AJ: Reduction of social inequalities in utilization of dental care in Brazil from 1998 to 2008. Rev Saude Publica. 2012, 46 (2): 250-258. 10.1590/S0034-89102012000200007.CrossRefPubMed

22.
Dourado I, Oliveira VB, Aquino R, Bonolo P, Lima-Costa MF, Medina MG, Mota E, Turci MA, Macinko J: Trends in primary health care-sensitive conditions in Brazil: the role of the Family Health Program (Project ICSAP-Brazil). Medical care. 2011, 49 (6): 577-584. 10.1097/MLR.0b013e31820fc39f.CrossRefPubMed

23.
Emanuel EJ, Fuchs VR: The perfect storm of overutilization. JAMA. 2008, 299 (23): 2789-2791. 10.1001/jama.299.23.2789.CrossRefPubMed

24.
Juster FT, Smith JP, Stafford F: The measurement and structure of household wealth. Labour Econ. 1999, 6 (2): 253-275. 10.1016/S0927-5371(99)00012-3.CrossRef

25.
Monteiro CA, Benicio MH, Conde WL, Konno S, Lovadino AL, Barros AJ, Victora CG: Narrowing socioeconomic inequality in child stunting: the Brazilian experience, 1974–2007. Bull World Health Organ. 2010, 88 (4): 305-311. 10.2471/BLT.09.069195.PubMedCentralCrossRefPubMed



Competing interests
The authors declare they have no competing interests.

Authors’ contributions
JM and MFLC conceived the study. JM carried out data analysis and drafted the text. MFLC helped to draft and revise the manuscript and interpreted results. Both authors read and approved the final manuscript.


OEBPS/A12939_2012_Article_282_Equ1_HTML.gif
yi=a+pln(inc) + )  yXi + ) 8pZpy, + €





OEBPS/sidebar.gif





OEBPS/A12939_2012_Article_282_Fig2_HTML.jpg
0.2500

B
0.2000 LY - %
£ 0.1500 =%
x
@
°
£
z
 0.1000 ~
£
g 1
o
_g \ T T
$ 00500 —
\
b
0.0000 . = —A s
-0.0500
1998 2003 2008

== Doctor visit (12 months) == Hospital (12 months) =& Usual source of care
== Service-use (2 weeks) == Dentist (12 months)






OEBPS/A12939_2012_Article_282_IEq7_HTML.gif





OEBPS/A12939_2012_Article_282_IEq3_HTML.gif





OEBPS/contact.gif





OEBPS/A12939_2012_Article_282_Fig1_HTML.jpg
100

60

40

20

== == = Doctor visit, past year, 2008
Doctor visit, past year, 1998

= == = Hospitalized, past year, 2008
Hospitalized, past year, 1998

Dental visit, past year, 2008
Dental visit, past year, 1998

Line of equality

40

% of

T
60

ranked from poorest to richest

T
80

100





OEBPS/A12939_2012_Article_282_IEq5_HTML.gif





OEBPS/A12939_2012_Article_282_IEq2_HTML.gif





OEBPS/A12939_2012_Article_282_Equ3_HTML.gif
HI =2 A [£p) — Lu(®))dp = Cu — G,





OEBPS/A12939_2012_Article_282_IEq1_HTML.gif





OEBPS/A12939_2012_Article_282_IEq6_HTML.gif





OEBPS/A12939_2012_Article_282_Equ2_HTML.gif
yi=a+pnlinc)
+ Y Xty 8,2,






OEBPS/A12939_2012_Article_282_IEq4_HTML.gif





