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Introduction: In a day-to-day reality of all societies, there are many different individuals and 

communities with diverse socio-economic and cultural backgrounds who need social and/or 

health care. According to the historic experiences of the past several centuries (at least in the 

European culture), these caring activities cannot be separated in a theoretical manner. Social 

needs if unmet end up in ill health and ill health terminates in social misery. In high and 

middle income countries (HMICs), social and health services are financed either publicly or 

privately and they are provided by public institutions or private business corporations. Cross-

financing occurs in all HMICs primarily in the health care, thus private business corporations 

may receive public financing or they may operate entirely on a not-for-profit principle. The 

way around, public facilities may serve people also on private financing. 

Equity does not mean equality nevertheless it is based on equality. Namely, equity is 

prevailing only if the population concerned has for equal needs equal options in accessing and 

utilising the equally affordable services. 

Objectives: The general approach of equity may be thoroughly subjective but for evaluation 

of any specific circumstances and for temporal and spatial comparison we need measurable 

factors 1) in access to services, 2) for utilisation, and 3) in quality outcomes. The access may 

be determined by time and space related indicators of attending. Utilisation is simply 

characterised by services consumed. The real health outcomes at the population level indicate 

exactly also the level of affordability. Unfortunately, similar and relatively simple methods 

are not available in measuring the social care but social and health status are strongly 

interrelated thus ill health at the population level is generally a warning about the worsening 

social circumstances and vice versa. 

Indicators of accessibility, utilisation and quality care: 

Accessibility in spatial terms depends 1) on professional type of service, 2) geographical 

circumstances and 3) travelling options. In Primary Care it means immediate access in rural or 

urban regions by walking or travelling locally. In Secondary Care out and in-patient services 

are available within a circle of 50 Km (30 M) diameter in urban or rural regions by travelling 

individually or public transportation (railways, bus) 

In temporal terms the accessibility depends on the grade of urgency and site of services 

needed by the patients. The Ambulance Service is urgent on site professional care in 

emergency situation outside of health care facilities with rapid transportation of patients 

(delay max. 15 minutes in Hungary) if needed to the Emergency Units of in-patient facilities. 

Otherwise, patients with injuries or acute conditions are seeking help by themselves in the 

Primary or Secondary Care. 

General utilisation is measured by medical documents of patients who attended the providers 

in a given period divided by the total number of persons eligible for the same service. Specific 

utilisation is reduced to a special group or a special kind of services eligible for all or only for 

a special group of the population. 

Quality of care may be assessed in technical terms as 1) it is performed by the provider or 2) 

by its outcome as the health status of the population. Technical performance is less important 

because even the most perfect operation may end up by the death of the patient. The health 
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outcome is measured by morbidity and mortality rate of the population. The most reliable 

indicator is the death rate of specific age groups (e.g. infant mortality) optionally under 

specific circumstances. 

Results: Provided that options for access, utilization, affordability and technical performance 

of the medical staff are the same for the whole population only the human factor namely 

health behaviour determines the health status of the population. 

By turning around the statement above, if the population’s health behaviour were uniform in a 

specific health system, differences of general or specific health status should be traced back 

only to the uneven distribution of human and material resources of the health service. 

Discussion: Theoretical approach of equity is discussed by the real propagative health status 

of pregnant women in Hungary’s North-eastern counties while testing the equity on the non-

Roma majority and Roma minority sample in 2009-2012. Related to the target population 

(N=22,235) the response rate of our questionnaire based data collecting was 73.47%. With no 

significant differences of availability and affordability of out and in-patient services, 

obstetrical outcomes were influenced by a number of biological (as life years, BMI-values) 

cultural and socioeconomic factors (as cultural traditions of Roma communities, education, 

income, settlement type, tobacco smoking). 

Conclusion: While maintaining equal preconditions of equity in healthcare programmes and 

investments, comprehensive and specifically tailored socioeconomic and cultural 

improvements of minority populations must also be concerned in the health policy planning. 

 


