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1. Introduction?

Figure 1.

Europe as a whole is often perceived as a grouweafithy countries where inclusive
social protection systems provide comprehensivéeption for the most vulnerable, and
health care at the highest standards is easilysaitte to everyone. Because of this
perception, the persisting gaps in social healthggtion coverage and inequities in access
to health services experienced by vulnerable graapsive only little attention and are
rarely adequately analyzed with regard to spe@8pects such as gender, migration or
issues related to ethnic groups.

As a result, in times of financial constraint pglidiscussions often circle around cutting
back social protection expenditures without suéiintly investigating the impacts on those
in need. Within the European Union, the austentygpammes of the euro debt crisis may
serve as one of the most recent illustrations ahspolicies. A further example of

inadequate attention to inequities in access ttteare is the negligible amount of donor
aid for health in Europe, which at merely US$0.%t papita is almost non-existent in
many countries of Central and Eastern Europe (CBE&J the Commonwealth of

Independent States (CIS) (OECD, 2011), despiteltoemented challenges of achieving
the Millennium Development Goals (MDGs) by 2015nmany countries of the broader
European region (UN, 2010a).

Against this background, this paper highlights éssuhat contribute to persisting
inequalities in access to health care by vulnerghdeips in the broader European region,
including countries of the European Union (EU), CEEE and selected countries of
Central Asia. We focus on key determinants of wabdity, primarily labour market
impacts such as income and employment, and refspd in access to social protection
and to social health protection in particular. Maver, we concentrate on the stratification
of vulnerability, looking at specific population ayps including women, the elderly,
migrants and ethnic groups (mainly Roma), who dtenodisadvantaged in regard to
determinants of vulnerability as focused on heigu(é 1). Special attention is also given
to rural and urban inequities.

Key determinants of vulnerability
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Source: Authors.

! The authors would like to thank Ms Stefania Inmmicéor her valuable support in finalizing this
paper.
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First, we present the main characteristics of $d@alth protection systems in countries of
the European region regarding financing, orgaroratand benefit arrangements. We then
analyse remaining gaps in social health protedtiderms of statutory coverage, financial
protection and geographic availability of healthviemes, and the impact of these on
vulnerable groups as determinants of inequitiesfiactive access to health care. This is
followed by a discussion of the socioeconomic emwinent of vulnerable groups in
Europe as underlying determinants of inequitiesagtess to health care, to social
protection in general and social health protectioparticular. Finally, we suggest that
inequities in access to health services for thet maserable groups can be best addressed
by following the framework of the Social ProtectiBloor (SPF, see page 34).
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2. Main characteristics of social health protection systems
in the European region

The provision of universal access to social heagiltbtection is an overarching goal
stipulated by most countries in the European reghdihough financing, organization and
performance of social health protection differs elyd between countries, key
characteristics can be identified, which include pinedominant use of:

* social or national health insurance funded byrplayaxes, often shared between
employers and employees;

» national health services (NHS) funded by gengoaiernment revenues or earmarked
taxes; and

» out-of-pocket payments (OOP) requested from tiok at the point of service
delivery, used to a varying extent.

Private insurance and employer-based schemes yiglajl a complementary role only,
and community-based insurances are hardly evedfoun

On the regional level, in 2008xpenditure on social health protectioraccounted for an
average of about 70 per cent of total expenditarénéalth care in Europe (ILO, 2008a).
Figure 2 displays health-care financing levels smarces of funds as a percentage of GDP
in Western Europe, Central and Eastern Europe Gd8dcountries: while in countries of
Western Europe both public and social security edjtere play a major role, in CEE
countries social security expenditure serves aptbdominant source of funding, and in
CIS countries public expenditure combined with ohgortionately high out-of-pocket
payments constitute the main source of funds.

Figure 2.  Total expenditure for social health protection, by sources of funds, 2006 (percentage of GDP)

Other private health expenditure

Out-of-pocket expenditure

W Private prepaid plans

Percentage of GDP
w

W Social security expenditure on health

[
Public Private Public Private |  Public Private

M General government expenditure on

i health except social security funds
|

Western Europe Central and Eastern

Europe

Source: ILO, 2010a.

An overview of financing and benefit arrangemewtsmedical services, cash benefits and
sick leave in health care, long-term care and méjecare in European social health
protection systems is provided in table 1.

Inequities in access to health care for vulnerable groups in Europe and Central Asia.docx 3



Table 1.

Financing mechanisms and benefit arrangements for social health protection in selected
countries

Albania  Belarus Germany  Norway Romania  Ukraine
Health and Financing Social health v v v v v
long-term care mechanisms insurance
used NHS / tax v v
financing
OOP (varying v v v v
extent)
Available Medical v v v v v v
benefits services
Long-term care v v
Cash benefits v v v v v
Sick leave v v v v v
Maternity Main financing  Insurance v v v v
mechanism i . .
Tax financing In Slovenia only
Employers In the United Kingdom only
Available Medical v v v v v v
benefits benefits
Cash benefits v v v v
v v v v

Source: Authors

Maternal leave
, based on data from ILO, 2010a; SSA/ISSA, 2010.

All countries in the European region provide fothhmedical benefits and cash benefits
to protect wages and salaries in case of sickiigash benefits — linked to the period of
sickness to serve as income replacement in the @drnpaid sick leave — show large
differences in terms of length and replacementsrated apply only to workers in the
formal economy (Scheil-Adlung and Sandler, 201®)ey vary from lump sums to up to
100 per cent replacement of income received poidné sick leave.

Long-term care includes a broad range of cash and in kind benfgdit “persons who are
dependent on help with basic activities of dailing, caused by chronic conditions of
physical or mental disability” (EC, 2011a) sucthasne, community and institutional care.
The scope of benefits varies greatly across Europeantries. Generally, long-term care
benefits are provided either in cash (e.g. in Betgi in kind (e.g. in France), or as a
combination of both (e.g. in Germany, the Nethaftarand the United Kingdom). Despite
the ageing population in European countries, lamngitcare benefits are provided in
selected countries only — mostly in the EU regionsome European countries, separate
long-term care schemes have been establishednd-gance, Germany, the Netherlands,
where a closer link to social assistance schemebeabserved (ILO, 2010a; SSA/ISSA,
2010). Frequently, the predominant health financimerhanism — insurance or tax-based
system — is also used for the provision of longateare.

Maternity protection is organized in close relationship to sicknessesws, and in all
countries comprises maternal leave, cash benefidsnaedical benefits. In all countries
maternity protection is provided through sociahational health insurance, except in the
Netherlands, Slovenia and the United Kingdom, whieie provided by unemployment
insurance, the State, and employers respectivaly. )i

The expenditure for maternity protection — andipalarly for maternity leave — per infant
and per year relates to the income levels of wogieing birth and varies widely across
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the European region. It can be as low as US$24 éAra) or as high as US$31,109
(Norway) (figure 3).

Figure 3.  Expenditure per newborn and per year, 2007/2009

Armenia 24
Albania 66
Kazakhstan 83
Moldova, Rep. of 147
Romania 324
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Bulgaria 895

Hungary 1783
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Austria
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United Kingdom
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5453 Dollars US current spent per child and per year

6838
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28423

Norway 31110
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Source: Authors, based on data from ILO, 2010a.
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3. Determinants of inequities in access to health care due to gaps
in social health protection

Figure 4.

Despite the fact that the overall objective of pding universal coverage ranks high on
the agenda of countries in the European region iandtipulated in most national
legislations, substantial inequalities in accesdiglth services persist for vulnerable
groups.

Although all countries in the region provide soneenf of medical and cash benefit for
sickness and maternity, gapsstatutory coverageand specific eligibility criteria, as well
aslimited scope of benefits may lead to inequalities of access. This may e @ the
actual exclusion of specific population groups,t@rthe exclusion of particular health
needs of population groups. Legal gaps and inadecg@ope of benefits lead to out-of-
pocket expenditure for health care that is not pedveunder social health protection
schemes, and result gaps in financial protection which in turn can impact on access to
health care for those unable to pay. Exclusion msp occur through an inadequate
provision of care in some geographical areas,dug.to insufficient allocation of funds,
health workforce, or quality of care. These isauggdermine the aim of providing universal
social health protection to all, defined efective accesw financially, physically, and
geographically available quality health servicé€)2008a).

The overall performance of social health protectsystems differ with regard to the
accessibility of health care between countriesjoresy and for vulnerable populations
groups. Figure 4 provides a snapshot of inequitiexffective access to health services in
the broader European region.

Inequities in effective access to social health protection in the European region

@ E| (extended to Norwy, Iceland and Switzerland)

L. @ Europe non EU including some CIS
Formal health deficit:

percentage of the population OtherCIS
not covered

Non Europe
80

Total

Outcome indicator: matemal
mortality ratio
(per 10 000 live births)

Out of pocket expenditure
as apercentage of total health
expenditure

Access deficit: percentage of
the population NOT covere Relative deficit in per capita
due to health professional staff, / health spending (total except
deficit out of pocket)
(Ref. median value in low Ref. median value in low
vulnerability group of vulnerability group of countries
countries)

Source: ILO, 2010a. Calculations based on WHOSIS 2006 data, available at http://www.who.int/whosis/.

The four main country groups distinguish betweaendktended European Union, non-EU
European countries including some CIS countriebdAia, Armenia, Azerbaijan, Belarus,
Georgia, Republic of Moldova, Russian Federatioarba and Ukraine), other CIS
(Kazakhstan, Kyrgyzstan, Turkmenistan and Uzbek)séad non-European Central Asian

Inequities in access to health care for vulnerable groups in Europe and Central Asia.docx 7



countries. The following set of indicators is useda proxy for effective access to health
care:

»  statutory / formal coverage deficit as a perogataf the population not covered;
» out-of-pocket payments as a percentage of tafzdm@diture;

» the relative deficit in per capita spending comegato the median spending of
countries that have relatively low levels of poyeand informal economy (ILO,
2010a) such as the CEE countries;

*  the deficit of professional health staff compatedhe median spending of countries
that have relatively low levels of poverty and mf@l economy;

*  maternal mortality outcomes.

Figure 4 shows large inequities in access to heedit® across the European region,
whereby the countries of Central Asia show highemtaverage deficits regarding all
indicators. While within the extended European Wniwve find universal statutory
coverage, other countries of the region have defafiup to 50 per cent of total population
coverage. Out-of-pocket payments as a percentagetadfexpenditure — a key indicator
for inequities due to financial barriers — play amportant role in all countries, with
variations ranging from some 20 to 50 per centotdlthealth expenditure. The relative
deficit in per capita health spending reaches GOceat in non-EU countries, and the
health workforce deficit more than 40 per cent careg to the median value of countries
with low poverty rates. As expected, these inegsitiesult in significant differences in
maternal mortality.

3.1. Gaps in statutory coverage

Figure 5.

Formal rules defined as eligibility criteria camadeto inequalities in access to health
services. This concerns particularly the exclussérgroups that do not or only partly
participate in the formal labour market. Eligibilicriteria for social health protection and
maternity protection often include formal employrmeontracts based on full-time work or
residency, and thus frequently exclude, for instamomen employed in part-time or other
working arrangements, including the informal secidomen in general, ethnic women
such as Roma, and migrant populations who oftem @éiculties in accessing the labour
market, are therefore particularly disadvantaged.

Key facts on statutory coverage of the Roma population

B Bulgaria,

* 46% of Roma have no health insurance
due to eligibility criteria

» About30% of Roma women at age 15 +
do not have health insurance coverage

Romania,

* 37% of Roma have no health insurance
coverage

Sources: Authors, data from various sources including EDIS, 2009; European Roma Rights Center, 2006; Krumova and llieva,
2008; Milcher, 2006.
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Recent studies have revealed tRaima householdsn general face multiple barriers in
access to health care. These can be attributeifittulties in meeting eligibility criteria
for the inclusion in social health protection magkens related to employment and legal
status, as well as incomplete documents (EuropeamaRRights Center, 2006). The
percentage of Roma without health insurance duedib meeting these criteria thus
amounts to 37 per cent in Romania and 46 per ceBulgaria (ibid.), resulting in health
care expenditures having to be paid out-of-pocket.

Roma women, whose participation in the formal labmarket is typically much lower
than that of Roma men, and who receive lower ingare especially vulnerable in terms
of lacking social health protection: almost onedhof Roma women over the age of 15 are
not covered by any social health protection medmriKrumova and llieva, 2008).

Given the high poverty rates among the Roma populatvhich disproportionately affect
women, gaps in statutory coverage result in higilthegelated out-of-pocket expenditures
especially with regard to maternal health, andtereabstantial financial barriers in access
to health care.

Many migrant populations also face problems related to their legal statushe United
Kingdom, for example, it is estimated that 47 pentoof all migrants are not covered by
standard employment-based social health prote¢Awato, Koettl and Sabates-Wheeler,
2009).

Even in countries with universal statutory coverdbe remaining gaps lead to significant
financial barriers in access to health servicesditanywhere can health care be obtained
without financial implications for the vulnerable.

3.2. Limitations in the scope of benefits

Gaps leading to inequities in access to healthicesvare found in all countries of the

European region, including in EU countries thatéhamached almost universal coverage,
such as Belgium, France, Germany, Luxembourg amdUttited Kingdom. Such gaps may

occur because of a limited scope of benefits. llgiBen, Denmark, Greece, Iceland and
Portugal, for example, dental care is often exdullem benefit packages (OECD, 2009).

In many European countries, roughly two-thirdsatht expenditure on dental care is paid
from private sources (OECD, 2010). The exclusiosuath benefits results in high out-of-

pocket payments and hinders effective access & car

Long-term care benefits, which differ widely betwesountries in the broader European
region, serve as a further example of limitatiomghie scope of benefits. Even in those
countries where long-term care benefits are pralideey often fail to sufficiently cover
required services and the related high expenditidefcits in the scope of benefits may
therefore result in high out-of-pocket payments imedjualities in access to adequate long-
term care, especially for the elderly, who suffenf higher poverty rates, and for elderly
women, who are disproportionately affected by ptyer

Limitations in the scope of benefits also have nfaraeaching consequences. To contain
the related costs, a large proportion of long-teare is delivered by family members or
through informal working arrangements. This in thas significant implications for social
protection coverage and the income situation cégigers (World Bank, 2010a).

The situation is worsened by shortages in the Ieatirkforce. Ageing has strongly
increased the demand for care and contributeddeased migration of often low-paid
care workers, particularly from Eastern Europe aedeloping countries in Asia, to
Western European countries where benefit packagestinclude long-term care.
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3.3. Gaps in financial protection

Figure 6.

The gaps in statutory protection discussed aboveyell as other aspects such as co-
payments, for example, can result in high out-afked (OOP) expenditures, even if

statutory coverage is at 100 per cent. The lacknaincial protection against OOP can

substantially limit the ability to access care wireneed.

The costs of accessing care vary widely betweemtdes, and within the EU-27 have
been reported as a reason for difficulties in asiogsdoctors’ medical care by 28 per cent
of respondents to the European Quality of Life 8yr{see figure 6). In the EU-15, costs
were reported to create barriers to access by 26gm of the respondents, and by over a
third of respondents in the twelve New Member StadMS) as well as the three
candidate countries (CC3) Croatia, Macedonia amtteju(European Foundation for the
Improvement of Living and Working Conditions, 2009a

Respondents reporting difficulties in accessing medical care due to the cost of seeing a
doctor, by country groups, 2007 (percentages)

EU-27 28
EU-15 26
NMS12 14

cc3

Source: Authors, based on data from European Foundation for the Improvement of Living and Working Conditions, 2009a.

Out-of-pocket paymentsare also prevalent in many CIS countries. Highsgagdinancial
protection are found in Azerbaijan — despite engsttatutory coverage of 100 per cent of
the population — where they amount to more thapéfQOcent of total expenditure. Out-of-
pocket payments reach levels of over 60 per cedtrimenia, and exceed 23 per cent in
Belarus (figure 7), while in Albania they amountdeer 58 per cent despite universal
statutory health coverage.

In countries with large gaps in statutory coveraygeh as Georgia, Republic of Moldova,
Turkmenistan and Turkey, where deficits vary sigaifitly — between 18 per cent of the
total population (Turkmenistan) to up to 45 per tcé@eorgia) — gaps in financial

protection from out-of-pocket payments can be Jeigh: in Georgia, for example, as
much as 74.7 per cent of total health expenditure.

Particularly large gaps are found in covering HNDS treatments, which in several
countries account for almost 50 per cent of oupatket payments (WHO databases,
2009/10).

10
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Figure 7.

120
100
80
6

o

4

o

2

o

Figure 8.

Statutory coverage and deficits in financial protection from out-of-pocket payments (OOP) as
a percentage of total health expenditure, 2007

100 100 100 100
82.3
78.6
- 3.8 74.7 9.2
8.2 : 55
3.7
2.6
3.2 19.1

Albania Armenia Azerbaijan Belarus Georgia Republic of Turkey  Turkmenistan
Moldova
M Population coverage OOP in % of total expenditure

Source: Authors, based on data from ILO, 2010a; WHO 2009/2010 database.

A recent household survey in Ukraine — a countoclaiming universal statutory coverage
— revealed that in 2009, over 20 per cent of alldetiolds experienced gaps in financial
protection against health-care costs. This gap sigsificantly higher in rural than in
urban areas for both out-patient and in-patiere,cas well as for drugs (figure 8).

Rural and urban households experiencing gaps in financial protection against health
expenditure, Ukraine, 2009 (percentages)

B Qut-patient
care

Share of all households experiencing gaps in
cost coverage
In-patient

Urban households in per cent of total
care

households
¥ Drugs
Rural households in per cent of total

households

Source: Authors, based on data from State Statistic Committee of Ukraine, 2009.

Inequities in financial protection can leaddatastrophic health expenditure defined as
private out-of-pocket expenditure exceeding 40 pent of the available household
income. In the European region, such effects aricpharly relevant for female-headed
households and in case of complicated birth detger

The impoverishing effect of catastrophic health emdgiture in selected countries is
demonstrated in figures 9 and 10. Using a povany of US$ 2.15 PPP, figure 9 displays
the poverty levels before and after catastrophigeagitures for health care in selected
countries of the European region.
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Figure 9. Poverty levels before and after payment of catastrophic health expenditure, selected
European countries, latest available year (percentages)
Poverty indicator after catastrophic exenditure Poverty indicator before catastrophic exenditure
Armenia L2
41.2
Belarus s
19
Bulgaria 4_86.3
Georgia 403 e
Kazakhstan e
15.8
Kyrgyzstan, Rep. Of 6162.4
Moldova 325 e
Romania o
9.4
Tajikistan ol
64.4
Note: Data based on most recent household surveys; poverty line used: US$2.15 at PPP.
Source: Authors, based on data from World Bank, 2005.
The impact of catastrophic health expenditure @neiases in poverty indicators is shown
in figure 10. While such expenditures increasedpbeerty indicators in Kyrgyzstan by
2.4 per cent and by 3.2 per cent in KazakhstaRomania an impact of 7.6 per cent was
observed. In Armenia and Belarus, the impact waasomed at 8.4 per cent, and reached
8.8 per cent in the Republic of Moldova. It was Bulgaria that catastrophic health
expenditure had the highest impact on poverty &\&l31.9 per cent.
Figure 10. Increase of poverty indicators due to catastrophic health expenditure, selected European
countries, latest available year (percentages)
Armenia 84
Belarus 84
Bulgaria 319
Georgia 9
Kazakhstan 3.2 Impoverishing effect, % impact
Kyrgyzstan, Rep. Of 24
Moldova 8.8
Romania 16
Tajikistan 5.1
Source: Authors, based on data from World Bank, 2005.
The number of households affected by financial sted@he and related inequities in
access to health services is significant throughbet European region, as indicated in
figure 11: 6 per cent of all households in the RarssFederation, 7.2 per cent in
12 Inequities in access to health care for vulnerable groups in Europe and Central Asia.docx



Azerbaijan, and 7.6 per cent of households in @oauffer from health-related
catastrophic expenditures.

Figure 11. Households suffering financial catastrophe from health-related expenditure, selected
countries, 2009 (percentages)

Finland
France

Greece

EU-15

Italy
Portugal
Spain
Estonia
Hungary
Latvia
Lithuania
Poland
Romania

NMS

Slovenia

cc

Croatia
Armenia
Azerbaijan
Belarus

Georgia

CIs

Kazakhstan

Kyrgystan

Russian Federation
Ukraine

Albania

Serbia

Other

Source: Authors, based on data from ILO, 2010a.

Out-of-pocket expenditures may not only result &astrophic expenditures and lead to
impoverishment, but may also act as a barrier tesging care in the first place. In the
Republic of Moldova, for example, 40.1 per centhofluseholds reported difficulties in
accessing health care due to financial reasonslauldper cent of households were unable
to access health services at all due to financéatidrs prior to the introduction of
mandatory social health insurance in 2004. Althotlgk reform significantly facilitated
access for the insured, an estimated 24.3 peratehe population remain uninsured. The
most vulnerable population groups — including theak self-employed, the unemployed
and particularly unemployed women — remain exclufilech social health insurance and
thus lack protection against out-of-pocket expemdg (Atun et al., 2008).

The fact thainequities in access are strongly linked to the irmne statusof those in
need is illustrated by data on access to matermalthh care in low- and middle-income
countries, which include many CEE and CIS countridgese inequities are shown by
wealth quintile in figure 12: while between 78 a@fl per cent of women in the highest
wealth quintile in these countries had access temal health services, this was true for
only 23 to 55 per cent in the lowest quintile a¢ game country group.
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Figure 12.

3.4.

Percentage

Inequities in access to maternal health services by wealth quintile and national income level
of countries, latest available year (percentages)

120

100 95.93

20 78.84

68.46
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55.05 Highest wealth quintile

Lowest wealth quintile
46.18

40

23.56

20

Low income Medium income

Source: Authors, based on data from ILO, 2010a.

Household surveys based on data on total individyending on health have found
women’s out-of-pocket payments to be systematidaifjher than those of men (WHO,
2010a), which can be mostly attributed to womerpectfic health needs related to
pregnancy (also in adolescents), childbirth, caspdon and abortion. Even where
maternity care should be provided free of chargemiany cases “households pay a
substantial proportion of the cost of facility-bdsegervices, and the expense of complicated
deliveries is often catastrophic” (ibid.). Wheremen have limited control of economic
and financial household resources and expendittiteg,are even more disadvantaged in
terms of accessing health care (IFAD, 2010). Timdifig is supported by studies on the
impact of the introduction of user fees, which haseealed a greater decline in the use of
health care by women than by men (EC, 2009; WH®@6P0Maternity-related out-of-
pocket payments are therefore particularly releviantpoor women, including Roma
women and female migrants.

Geographical inequalities in access

Geographical accessibility of health care is sthprdptermined by the availability of
health staff. The density of health professionan thus serve as a useful indicator to
determine accessibility to different levels of cafégure 13 shows the numbers of
practising physicians (excluding nursing and capngfessionals) per 100,000 population
in selected European countries. While this numbéighest in Austria, at 459 per 100,000
population, it is lowest in Poland at 216 per 100,0The density of practising physicians
is also high in Iceland, Norway, and Switzerlandhilev countries such as Romania or
Slovenia display a lower density. A comparably lswnber of physicians is also recorded
in the United Kingdom at 258 per 100,000 population
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Figure 13.

Number of practicing physicians (excluding nursing and caring professionals) per 100,000
population in selected countries of the European region, 2008 or latest available year
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Figure 14.

Source: Authors, based on data from EUROSTAT online database, 2011a.

Research has revealed that distance to healthfaaitgéies such as the doctor’'s office,
hospitals and medical centres is an issue acrbseahtries of the EU-27 and the three
candidate countries (CC) Croatia, Macedonia, antteju(figure 14). While for all EU-27
countries 25 per cent of respondents reporteccdiffes, 24 per cent of respondents in the
EU-15 against 29 per cent of the twelve New Menthtates (NMS) faced difficulties in
accessing services due to distance. The highesemage was recorded for the CC3,
where 36 per cent of respondents claimed distam@m@eding access to medical care.

Respondents reporting difficulties in accessing medical care due to distance to doctor's
office/hospital/medical centre, by country group, 2007 (percentages)

EU-27 25
EU-15
NMS12 9

Ccc3 36

10 15 20 25 30 35 40

Source: Authors, based on data from European Foundation for the Improvement of Living and Working Conditions, 2009a.

While the above data also reflect differences ia dkesign and management of health
systems and should be interpreted with care whesmating to compare geographical
accessibility between countries, the distributidnpbysicians within countries indicates
inequalities in accessibility of health servicedlifierent regions. Figure 15 compares the
number of doctors and physicians per 100,000 ptipalan selected regions of some
European countries to the respective country agerdagSpain, where the average number
of doctors and physicians per 100,000 populatioawats to 348, this figure reaches 601.3
in Aragon, but merely 240.6 in Extremadura. In @eech Republic, Prague has a high
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Figure 15.

density of doctors and physicians at 656 per 1@ f@pulation, roughly 2.5 times as
many doctors as in Stredni Cechy. The differencedurkey, which averages 158.2
doctors per 100,000, are particularly striking, hwiewer than 80 doctors in Mardin
compared to 386 in Ankara.

Doctors or physicians per 100,000 population within selected countries and their provinces in
the European region, 2008 or latest available year
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Source: Authors, based on data from EUROSTAT online database, 2011b.

Regional inequities in access linked to infrasupetand availability of health staff show a
strongrural-urban divide, which is also indicated by figure 15. A highensity of the
health workforce in more urbanized areas is foumdnost countries of the European
region. In France, for example, urban areas areedeby 458 physicians per 100,000
population, whereas rural areas are served by hg2i@gans per 100,000 (OECD, 2009).
Coverage rates by family doctors per 1,500 popraitn Moldova also show significant
geographical inequities in access between ruraluabdn areas: While in 2005, 88.9 per
cent of the population were covered by a familytdnpacoverage ranged from less than 65
per cent in certain districts (Cantemir, RezinaniSiia and Falesti rayons) to 98.6 per cent
in Chisinau municipality (WHO, 2008).

In the EU-27, for example, twice as many peopleuiial (6 per cent) than in urban areas
(3 per cent) report difficulties in accessing matlicare due to distance to the doctor’'s
surgery or hospital. In Croatia, Macedonia and €yrkhese figures were 18 per cent for
rural and 11 per cent for urban areas (Europeandadion for the Improvement of Living
and Working Conditions, 2009b, Overview). In theréalke in 2009, some 7 per cent of
households in urban areas compared to nearly 3@qydrof households in rural areas
experienced a lack of available primary care centhealth centres, dispensaries and
pharmacies (figure 16).
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Figure 16.  Rural and urban households experiencing the absence of health-care facilities close to home,
Ukraine, 2009 (percentages)
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Source: Authors, based on data from State Statistic Committee of Ukraine, 2009.

Inequities between rural and urban areas can asoblBerved foaccess to maternal
health services Global data on upper middle and lower middle-meo countries,
including the majority of CEE and CIS countriex\de related evidence (figure 17).

Figure 17.  Births with skilled birth attendants, urban and rural area, lower and upper middle-income
countries (percentages)
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Source: ILO, 2010a.

Globally, in lower middle-income countries — incilog Armenia, Azerbaijan,
Turkmenistan and Ukraine - only 62.1 per cent othki among the rural population as
compared to 88.5 per cent of births among the ugmgulation are attended by skilled
birth attendants.

Given theunequal distribution of the health workforce and ggs in availability of
services those living in rural areas are faced with mogeais opportunity costs when
they need health services, as well as increasaddial barriers linked to travel costs. Due
to the more diversified employment structures irak@reas and resulting gaps in social
health protection coverage, additional out-of pockexpenditures to overcome
geographical barriers can severely impact on adodssalth care (OECD, 2009).

Legal, financial and geographical gaps in cover@bpresent barriers to accessing health
care, and can lead to impoverishment and catastréygalth expenditure, or result in the
most vulnerable not being able to access caré. &ia&ncial affordability at the household
level and inequalities in access are thereforeebtfosinked to poverty and income
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disparities, and in terms of eligibility for sociaalth protection are often related to access
to the labour market and employment status. Theativeerformance of social protection
mechanisms is also critical in facilitating accesshealth care. In this regard, socio-
cultural aspects related to gender, migration ahdigty also play an essential role in
access to both the broader social protection systach social health protection in
particular. The impact of the socioeconomic enwvinent on inequities in access to health
care is analysed in the following chapter.
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4. Determinants of inequities in access to health care
due to the socioeconomic environment

The broad European region referred to here — CEE a8d some Central Asian countries
— Is characterized by strongly heterogeneous ecmnoperformance and social
development. This chapter provides a brief overvielv disparities in overall
socioeconomic development and progress towardsMB&s in these countries. Key
aspects relevant to the vulnerability of the popalawill be highlighted, focusing on

. impacts of labour market structures and employmen

e income disparities;

*  poverty rates;

» overall performance of social protection systems.

4.1. Economic context and progress towards the MDGs in poverty,
gender equality and health

Figure 18.

Following the collapse of the Soviet Union towatlds end of the 20th century, CEE and
CIS countries began to lay the ground for sustdnazonomic development and to
improve social protection. Although some countrese able to benefit froraconomic
and political restructuring, as exemplified by the 2004 entrance to the Ewmopggnion
(EVU) of eight formerly socialist countries and t@8&07 accession of Bulgaria and
Romania, progress lagged behind particularly in theny CIS countries that had
difficulties in reforming public administration arfabilding active societies. Inequalities
and remaining limitations are still evident in terrof institutional structure, economic
output and social development (UN, 2010a).

In terms ofeconomic performance CIS countries benefited from stronger economic
growth, averaging 7.1 per cent between 2000 an8,26@n the EU-15 which experienced

much slower growth rates of 2.3 per cent. New EeampMember States showed a less
significant performance until 2008, which was feled by a decline in output due to the

2008-09 global financial and economic crisis (Woldnk, 2010b). Furthermore, the

average inflation rate in CIS countries of 10.7 pent almost doubled the rate of 5.4 per
cent recorded by the new EU Member States from 20@D08 (World Bank, 2010b, see

figure 18).
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In terms of social development all European countries show a relatively good
performance as regards the global ranking of the&fuDevelopment Index (HDI). Yet in
2010, some CIS countries such as the Republic oddta, Tajikistan, Ukraine and
Uzbekistan were still in the bottom part of theioegl ranking and their index values had
not recovered from the decline experienced at dgnning of the 1990s. Other countries
such as the Czech Republic, Poland or Turkey, hewénwave significantly improved their
ranking in the Human Development Index (UN, 2010a).

The progress of the broader European region towaaseving the Millennium
Development Goals (MDGs)s characterized by significant inequalities airegional or
national levels: higher-income countries of thedpaan Union and South-Eastern Europe
show much more progress towards achieving the MDGzoverty, gender equality and
health than the middle- and low-income countriethefCIS (WHO, 2007).

The improvement towardglDG 1 on the eradication of extreme poverty and huger
remains insufficient. Although on average, figucescerning the economically vulnerable
in the European region, whose disposable inconig b@low 60 per cent of the national
median, remained stable from 1997 to 2008, staflerdnces can be noted between
countries (UN, 2010a, Appendix 3, table 1). Whilesome northern and western European
countries such as Norway or Switzerland, 10 pet oéthe population was classified as
economically vulnerable, in many new EU Member &tasuch as Bulgaria, Latvia,
Lithuania and Romania, this figure amounts to 20 pent. Even higher rates of
vulnerability can be observed in CIS countries sashRussian Federation and Ukraine.
Higher poverty rates in these areas are linkedémsconomic inequalities, which affect
income redistribution, access to education and eynpeént opportunities (ibid.). Despite
the considerable progress that has been made lowdadt 20 years, unemployment rates
remain high in many countries — especially in Basturope. Limited growth of formal
employment has had important repercussions on poreguction.

Many European States have succeeded in halvingdhience of hunger, but in some CIS
countries such as Armenia, Azerbaijan, GeorgiaTajikistan, undernourishment rates are
still high. In addition, rising food prices in 20dYad serious consequences for food
security, as many households had to reduce theityuand/or quality of food purchased.
The Republic of Moldova, for example, suffered frawoth the surge in food prices and
from an internal drought which reduced cereal pctidn and consequently households’
food security in 2007 (Meyers and Kurbanova, 2009).

With the aim of eradicating extreme poverty and dem European governments have
implemented or started to implement poverty reducstrategies. In Albania, Armenia,

Kyrgyzstan, Republic of Moldova and Serbia, thessehbecome essential national
development strategies towards the successful atioplof specific initiatives seeking to

reduce poverty and improve living standards (UN1GX) Appendix 3, table 1). In

addition, in line with the European Employment &gy (EES) agreed upon at EU level,
governments have reduced taxes or provided subsidierder to attract foreign investors.
Such strategies also aim at accelerating economielopment and formal employment
growth.

As regarddMDG 3 on the promotion of gender equality and womels empowerment
the European subregions show highly differing nass{WN, 2010b).

* Gender equality ineducation is nearly achieved in all countries, even if an
urban/rural bias still exists: in Azerbaijan, Kymgyan, Turkmenistan and Uzbekistan,
for example, disparities in education are more @vidn rural areas, where traditional
practice does not allow women to continue theidigtst

*  The employment situation of women has also significantly improviedthe whole
European region, but economically active womenstitiefewer in number than men
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and work in lower-paid or more insecure employmeortditions. This is of major
concern in the Eastern European countries (AzembaiArmenia, Georgia and
Tajikistan where the gender pay gap — i.e. theegifice between men’s and women'’s
monthly earnings — is over 40 per cent. In CIS ¢toes, 49 per cent of jobs are
carried out by women, but they are underrepreseintéde industrial sector where
they account for 30 per cent of the employed waddo(ibid.). Moreover, a high
share of the female population continues to workthie informal sector, making
women particularly vulnerable to the risk of poyeds this sector notably lacks
formal social protection coverage.

«  Many women from Eastern European countries magtathigher-income countries.
Their migrant status exposes them to a higher risk of poverty and resiubeir
opportunities to access formal social protection.

Women’'saccess to political poweis still limited. Although women have the right to
vote in the entire European region, they are ndficgntly involved in decision-
making processes. In northern European countriesiem hold more than 40 per cent
of total parliament seats, while in Armenia, GeargMontenegro and Ukraine
women account for less than 10 per cent (World B20RO0b). Belarus, Kyrgyzstan,
Macedonia, Republic of Moldova and Serbia have tetbp quota system, which has
become popular, to tackle gender imbalances idé¢eesion-making process.

Many countries have mainstreamed gender into fhwrerty reduction strategies in
order to alleviatdemale vulnerability; Kyrgyzstan, Serbia and Turkey, as well as
most EU countries, tackle women’s poverty mainlyottyh measures aimed at
increasing female employment in the formal sector.

When analyzindghealth-related MDGs 4, 5 and 6which aim at reducing child mortality,
improving maternal health and combating HIV/AlDSalaria and other diseases, trends
show an improvement of the overall health condittbithe European population over the
last decade. While this is broadly, some countidsneed to close gaps to improve the
outcomes related to the key health indicators. Uitder-five mortality rates, as well as
the maternal mortality rates, have declined significantly but important vaais among
countries still exist, as shown in figures 19 afid 2

Figure 19.  Under-five mortality rate (per 1,000), selected years
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Source: Authors, based on data from World Bank, 2010b.
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Figure 20.

Maternal mortality (per 100,000 live births), selected years
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While over the period 1990-2008, the new MembeteStENMS) on average experienced
a great decline in both child (—60 per cent) andenmal mortality (-66 per cent), thereby
keeping on track towards achieving MDG 4 and 5gmss in reducing child and maternal
mortality in CIS countries remains unsatisfactocglling for increased investment in
social health protection. In Tajikistan, for examplespite a steep decline since the 1990s,
under-five mortality stood at 61.2 per 1,000 chaldin 2008, and maternal mortality at 64
per 100,000 live births in 2009. In comparison,rage mortality rates in other western
European countries lay around 5 and 7 respect{ualy.).

HIV/AIDS infection data show an alarming trend: over the last dec#u,entire
European region has experienced a serious incri@asdlV infection rates. In 2007
Estonia, Latvia, Portugal, the Russian Federatipain and Ukraine were affected by the
highest rates of the region (ibid.). As shown gufie 21, high prevalence rates of HIV, at
1.6 per cent of the population aged 15-49, weredom Ukraine, and 1.3 per cent in
Estonia. Determinants of such high rates in theregan be traced back to socioeconomic
inequalities, including poverty and limited emplogmt as well as social exclusion. More
comprehensive policies to reduce marginalizatiot imerease health quality are needed.
This applies particularly to women working in thexsndustry, including migrants and
Roma who have been found to engage in high-riskuedeand drug use behaviour
(Kabakchieva et al., 2002; Open Society Instit&@07), rendering them particularly
vulnerable toHIV/AIDS . In this context, these vulnerable women also iregspecial
attention as regards pregnancy and maternity (\\2909).
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Figure 21.  Prevalence of HIV, population aged 15-49, selected countries, 2007 (percentages)
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4.2. Employment and the labour market structure

Given the fact that employment status is often phtie eligibility criteria for inclusion in
social health protection, labour participation msimportant factor in access to health care.
The employment of vulnerable groups such as the, pacal women and others is often
characterized by

lower participation in the labour market,
higher rates of unemployment;
part time-employment or contributing as familyriers;

working in the informal economy.

4.2.1. Female labour participation

In all European countriesfemale labour participation is much lower than the
participation of men, as shown in figure 22. Moregwomen experience higher rates of
unemployment. In 2010, labour market participatiothe European region was estimated
at 65 per cent for women as compared to 76.9 parfoe men. Even greater inequalities
become evident at country level, for example ineGeg where labour market participation
is at 55 per cent for females but 80 per cent falesi(ILO, 2010a).
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Figure 22.

Figure 23.

Labour force participation by sex, European region and selected countries, 2010
(percentages)
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Unemployment as a percentage of the labour forces varies gr@@ure 23), reaching
peaks of 34.2 per cent for women in Macedonia a&ja&f.5 per cent for men in 2008, or
26.8 and 21.4 per cent respectively in Bosnia apdzétjovina. Extreme inequalities in
unemployment between women and men were observ@deiece, where 10.9 per cent of
the female labour force compared to 4.6 per cetttefnale labour force was unemployed
in 2008 (ILO, 2010a; World Bank, 2010b).

Male and female unemployment as a percentage of the labour force, selected countries, 2008
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Unemployment is a serious issue affecting the Ragoopulation, with estimated

unemployment rates for Bulgaria, Czech RepubliceBe, Portugal, Romania, Slovakia
and Spain ranging from 60 to 80 per cent, and upO@ per cent in isolated areas. In
Romania, unemployment among the Roma is four tiagedigh as for the non-Roma
population. Linked to their even lower educatiome@lels compared to Roma men,
unemployment among Roma women is generally highan tmale unemployment (EC,
2010).

Long-term unemployment, i.e. twelve months of unemployment or longer,iesr
between 2.9 per cent of the total active populatiwsrmen and 3.1 for women in the EU-
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Figure 24.

27. However, there are again considerable dispartetween countries: while in Belgium
long-term unemployment reached 3.4 per cent for amh 3.6 per cent for women in
2009, in Spain it amounted to 3.7 per cent for raed 5.0 per cent for women, and in
Greece to 2.4 per cent and 6.0 per cent respec(Z&lROSTAT, 2011c).

In most countries in the European region, the sbamgomen compared to men fatal
part-time employment is significantly higher (figure 24). This is patiarly true for
countries such as Austria, France, Germany andrhbrerg, where the share of females
in part-time employment exceeds 80 per cent.

Shares of men and women in total part-time employment, 2009 (or latest available year)
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An important factor affecting female labour pagiiion relates to the traditional role of
women in the household. The double burden of haldeWwork and pursuit of other
income-generating activities results in a tripledain overall for women, particularly in
rural areas where women are usually engaged ircwdynial work in addition to cash-
earning activities (IFAD, 2010).

Female labour is frequently linked to domestic\aiiéis occurring as part-time labour,
casual work, home work or work in the informal sectThis includes the provision of
long-term care to family-members, for example, blso refers to contributing low- or
unpaid work to family businesses (UN, 2010a; EQ2WHO, 2006).

In most countries in the European region, the sbaemployed women working as low-
or unpaid contributing family workers is disproponiately higher compared to the share
of men, and varies between 0.1 per cent of all wage salary workers in Russian
Federation to more than 37 per cent in Georgia Euritey (figure 25). The difference
between men and women is particularly high in Rdmawhere 19 per cent of total
employment consists of female family workers as gared to 6 per cent of men, as well
as in Turkey where only 5.4 per cent of men congb#éoe37.7 per cent of women in total
employment work as contributing family members (JLl2D10a, Annex).
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Figure 25.

Share of contributing family members in total employment by gender, selected European
countries, 2008 (percentages)
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4.2.2. Labour market structure

Labour market structure differs significantly among European countriesttipalarly
concerning the extent of tHermal and informal economies with serious implications
for inclusion in social health protection and ascishealth care.

Some groups are disproportionately engaged innfoenhal economy, such as women (as
shown above) or ethnic minorities including the Rgoopulation, as well as migrants.

Overall, barriers in access to formal employmentRoma are amplified for Roma women
by double discrimination regarding their ethnicgoriand gender. Consequently, Roma
women are predominantly employed in “auxiliary, kitbed, physically demanding work”
in the informal economy (EC, 2010).

Migrants, particularly if undocumented, constitatgother vulnerable group of workers in
the informal economy. Since host countries oftervigle more possibilities for
formalizing the status of male migrants workingti® more traditional migrant sectors,
attaining a legal status and thus rights and emithts to health protection can be more
difficult for female migrants.

In the broader European region, as elsewherega laformal economy is often linked to
high poverty rates. Table 2 provides an overviewthef combined burden of national
poverty rates and the extent of the informal econam selected European countries.
Kyrgyzstan and Uzbekistan, for example, have batbd informal sectors and extremely
high levels of poverty, with more than 80 per cehthe workforce active in the informal

economy and more than 80 per cent of the populéitiorg on less than US$2 a day. The
combined levels of informal economy and povertychebetween 50 and 80 per cent in
Tajikistan and between 25 and 50 per cent in camguch as Albania, Azerbaijan and
Kazakhstan.
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Table 2.

4.3.

Combined burden of poverty (population living on less than US2 per day) and extent of
informal economy, selected countries, 2007

Over 80% Between 50 and 80 % 25-50 %

Kirgizstan Tajikistan Albania

Uzbekistan Azerbaijan
Kazakhstan

Source: ILO, 2010a.

In this context of high poverty rates in the infaneconomy and the frequent exclusion of
informal economy workers and their families frontisb health, due to various reasons
including employment status, it is clear that thestnvulnerable face increased barriers in
accessing health care. This is exacerbated by dbk of availability in the often
underserved rural areas in which many informal eoonworkers live.

Income disparities

Income levels vary widely not only across the Eeapregion, but also within countries.
Such variations can significantly affect the apilib pay for health services if gaps in
scope and coverage result in higher out-of-pockgtments, and may lead inequalities in
access to care both within and between countries.

Within countries, income distribution betweewealth quintiles can be observed to

varying extents. In Latvia, the quintile with théglhest equivalized disposable income
earned 7.5 times as much as the quintile with @vee$t income in 2009. This ratio

amounted to 7.2 in Romania. While in Bulgaria thgor of income inequality measured
5.9, it was only 3.1 in Slovenia which is relativébw given average levels of 5.1 for the
EU-27 and 4.9 for the European area as a wholeleéWne ratio in Norway was also low

at 3.5, it was high in Greece, Portugal and Sif,2 and above EUROSTAT, 2011e).

There are also income inequalities between rurdl @wiban areas, with the population
living in rural areas showing to be particularlgaltivantaged. At EU-27 level, income per
inhabitant in rural areas is between 21 and 62cpat lower than income in urban areas,
with an increase in proportional income linked ighler rates of urbanization. Striking
inequalities between rural and urban inequalitiess @specially apparent in the NMS,
where income per inhabitant in predominantly raralas amounts to merely 38 per cent of
the EU-27 average income and to 48 per cent ferrmtdiate regions (EU, 2009).

In many countries, specific groups such as womdgramts and Roma have statistically
been shown to earn lower income than other grodipgkeo population (WHO, 2010b).
Persisting inequalities in income are linked tohbathorizontal and vertical occupational
segregation: while women more frequently take dnolat in lower-paid sectors, they also
fill lower-paid positions within sectors despitetsame educational attainments as men.

Figure 26 compares the estimated earned incoméslefdemale and male workers in
selected European countries. While in Turkey, faneple, women workers’ earnings are
estimated to be only a fourth of that of male woskén other countries such as Macedonia
women’s income is about half as high.
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Figure 26.

Differences in estimated earned income between female and male workers, selected
countries, 1999/2007 (in US$)
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Source: Authors, based on data from UNDP, 2009.

In the European Union the gender pay gap ranges fiees than 10 per cent in Belgium,
Italy, Malta, Poland and Slovenia to more than 20 gent in Cyprus, Czech Republic,
Germany, Greece, Netherlands, Slovakia and theetdrifingdom, and exceeds 30 per
cent in Estonia (EC, 2011b). Notably, such diffeesalso exist in other countries of the
broader European region, as well as in both thedband informal economies.

The gender pay gap has strong implications foruaéties in financial access to health
care, especially if gaps in social health protecticanslate into high out-of-pocket
payments. While women in general are affected bghsimcome disparities, female
migrants and Roma women in particular, whose inciantgpically even lower than that of
the majority population, are exceptionally vulndealwhen in need for care (Berliner
Institut fir Vergleichende Sozialforschung, 2006).

4.4. Poverty

As shown above, where gaps in social health protecequire out-of-pocket payments,
those living in poverty experience substantialfficial barriers in access to health care.

In the wider European region, countries display @anse inequalities in poverty levels.
While in some countries such as Belarus, Croatimddry and Latvia, 2 per cent of the
population still live on less than US$2 PPP per, daig percentage reaches as much as 7.8
per cent in Albania, 9 per cent in Turkey, and 289 cent in the Republic of Moldova
(ILO, 2010a).

In 2008, 17 per cent of the total EU-27 populatiere at risk of poverty, defined as living

below the poverty threshold of 60 per cent of taamal medium equivalized disposable
income after social transfers. Applying differeavéls of poverty thresholds across the
region, the risk of poverty amounted to 6 per ¢enthose with an equivalized disposable
income less than 40 per cent of the median, toetGent for those with less than 50 per
cent of the median, and to 24 per cent for thogh igiss than 70 per cent of the median
(EUROSTAT, 2010a). With the lowest and highest shoéds for single persons in the
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Figure 27.

EU-27 found in Romania at PPS US$2,859 and in Libemg at PPS US$16,166

respectively, indicating large differences in in@and social transfers, Latvia, Romania
and Bulgaria showed the highest risks of povertyilevthe lowest rates (at 12 per cent)
applied to countries such as Austria, Denmark amagdry (EUROSTAT, 2010b).

In almost all EU-27 countries, there is evidenad thomen’s risk of poverty is more than
two percentage points higher than men’s (EUROSTZ0IL1f). In 2009, inequalities were
found to be lowest in Hungary, where the risk ofgnty and social exclusion for women
was 0.9 percentage points higher than for men.tiRelalow inequalities in risk were also
observed in Ireland and the Netherlands, where w&mesk was 1.4 and 1.6 percentage
points higher respectively. The highest inequaitieere found in Estonia and Italy, where
women'’s risk of poverty was 4.4 percentage poimgfdr compared to men. In Bulgaria
and Cyprus, women are also shown to be at grealeby 4 percentage points (ibid., see

also figure 27).

Males and females at risk of poverty or social exclusion, selected European countries
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Women in general, but particularly vulnerable gmupcluding migrants (Orsolya, 2007)
and Roma have statistically been found to be aftetly higher poverty rates than other
groups of the population (WHO, 2010b).

Recent studies show that in Romania and Bulgah&mwapplying an absolute poverty line
of US$2.15 PPP per day, about 40 per cent of Rayadholds are poor, with non-urban
households poorer than urban households (Boikhg, &089; Revenga, Ringold and Tracy,
2002). In 2002, 80 per cent of Roma lived on ld&ntUS$4.30 per day, indicating
significantly higher poverty rates than those @& thajority population (Milcher, 2006).

Stark variations in poverty headcounts can be @ksebetweemural and urban areas at
the respective poverty lines, with rural povertgrgiicantly exceeding urban poverty. In
2008, the rural poverty headcount in Moldova stab@7.2 per cent compared to 42.6 per
cent in urban areas. In Turkey, it was at 34.5qeat and 22 per cent respectively (figure

28).
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Figure 28.

Figure 29.
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Within these vulnerable groups including Roma, iigs, or people living in rural areas,
women are often at a greater disadvantage. Formgapoverty can be an important issue
at household level in cases where women have lingtatrol of economic and financial

household resources and expenditures (IFAD, 20d@eding their ability to seek health

care when in need.

Notably, poverty, gender, and ageare closely interlinked in Europe (ILO, 2010a; EU,
2004). Given the high life expectancy of women cared to men, women aged 65 and
over outhumber men in the EU-27, and the numbevashen aged 80 and above is about
double that of men. This distribution is even mstrengly skewed in the NMS, where the

number of women aged 80 and above is almost 2.8stias high as for men. In CIS

countries, where the overall proportion of eldeslyower than in the other country groups,
the number of women aged 80 and over is five tithasof men (figure 29).

Population by age and gender in countries of the European region, grouped by EU-27, NMS
and CIS, 2008 (percentages)
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Source: Authors, based on data from EUROSTAT, 2008; US Census Bureau, 2011.

Across the broader European region significanedsfices in life expectancy for men and
women have an impact on the composition of thergldeemale life expectancy ranges

30

Inequities in access to health care for vulnerable groups in Europe and Central Asia.docx



Figure 30.

from 73.1 years in Russian Federation, 73.8 in lokrdo 84.7 in France and 93.1 in
Monaco, and is consistently higher than male fpeetancy which varies between 60.3 in
Russian Federation, 62.8 in Ukraine, 77.6 in Frammk85.8 in Monaco (UNESA, 2008).

Despite these intraregional variations, due to alletemographic developments in the
European region the majority of the total populatimged over 80 is female and the
percentage of women among those aged 80+ will moatio increase in future (UNESA,

2010) with strong implications for female poverty old age: while poverty rates as
discussed above show high inequalities betweenandnvomen, data on risk of poverty
and social exclusion also show striking inequalitietween elderly men and women in the
EU-27 (EUROSTAT, 2011f).

Figure 30 summarizes some of the key facts on ppwerthe European region discussed
above.

Key facts on poverty in the European region

md  Poverty in the European region

* 9% of the populationin Turkey and 29% of the population in the Republic of
Moldova live on less than USS$2 per day

mmmal  POverty among women

¢ Inthe EU-27, women'srisk of povertyis 2 per cent age points higher than formen,
andin Estonia and Italyis 4.4 points higher

mamal Poverty among Roma

* Bulgaria and Romania: 80% of Roma lived on less than US$4.30 a day in 2002
* Poverty rates among Roma are higher than amongthe majority populationinall
countries

mad  Poverty among the rural population

¢ The poverty headcountinrural areasis usually higher than in urban areas

mad  Poverty among the elderly

* Data showan increasing risk of poverty and social exclusion for elderly women
* Women over 80 make up a higher percentage of the populationthanmeninall
European countries

The combination opoverty and persisting gaps in statutory coveragéincluding long-
term care) and eligibility issues which are amohg factors impacting on access for
female migrants and Roma women, result in an iseaisk for women of being unable
to access necessary health services throughoutifaeycle.

Adequate access to the broader social protectiatersy can alleviate some of the
socioeconomic burden on vulnerable groups and biyea¢so facilitate access to health
care. This is considered in the following section.
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4.5. The broader social protection system

The situation of vulnerable groups is sharpenethbyfficient access to social protection
benefits such as unemployment benefits, old-agsiperschemes and social assistance
benefits.

*  Only around 30 per cent of all unemployed persan€entral and Eastern Europe
and CIS countries effectively receive unemploymnsenefits to compensate for loss
of income. In Western Europe, the figure standsbaut 45 per cent (ILO, 2010a).

* Old-age pension schemes leave some 30 per cehé gdopulation in CEE and CIS
countries uncovered (ibid.) and thus exposed torigle of poverty in old age as
compared to a coverage rate of 100 per cent in @gynand France. Figure 31
outlines the effective coverage rates in old ageétected European countries.

Figure 31.  Effective social protection coverage in old age, selected countries, 2006 (percentage of total

population)
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Source: Authors, based on data from ILO, 2010a.

Inequalities in social security expenditure acrives European region are reflected in the
comparatively low social security expenditure inEC&nd CIS countries as compared to
Western European countries, amounting to 13.5, Bh8 25.1 per cent of GDP
respectively. Expenditure on health amounts topérlcent, 4.8 per cent and 3.6 per cent
respectively (table 3).

Table 3. Social security expenditure, selected countries of the European region, 2009 or latest
available year

Total social security expenditure as a percentage of GDP (population weighted)

Total Health
Western Europe 251 71
e Denmark 271 59
e France 29.2 6.2
* Sweden 29.4 6.8
CEE 18.9 48
» Estonia 12.2 3.2
e Latvia 124 3.8
e Lithuania 16.6 55
¢ Romania 14.9 35
CIs 135 36
» Azerbaijan 8.5 0.86
» Belarus 18.4 45
* Tajikistan 34 0.95

Source: Authors, based on data from ILO, 2010a.

Differences become even more apparent when congpardividual countries. In 2009
total social expenditure was above 27 per centdP @ countries such as Denmark, and
above 29 per cent in France and Sweden. In Estmialatvia, expenditure was just
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above 12 per cent, almost 15 per cent in Romardalér6 per cent in Lithuania. Among
the CIS countries, where social security expenditis generally low, the range is
particularly wide with as little as 3.4 per cent@DP in Tajikistan to over 18 per cent in
Belarus and a few other countries.

Programmes considered to be at risk of being crdwalé (figure 32) due to gaps in
funding ability include social assistance, unempient benefit schemes, family
programmes and housing support (ILO, 2009). Howesach programmes tackle wider
socioeconomic inequalities and may have a posai¥ect on improving public health.
Income support, for example, may facilitate acdeshealth services. In countries with
extremely low health expenditure (e.g. 0.86 pet 08 GDP in Azerbaijan or 0.95 per cent
in Tajikistan) adequate social protection is ofical importance for vulnerable groups if
inequities in access to health care are to be atédy

Figure 32.  Social security programmes at risk in the broader European region

Social security programmes at risk of being crowded out

Social Unemployment Family

3 Housing
assistance benefit schemes programmes

Source: Authors, based on ILO, 2009.

Gender inequalities in spending can also be obdefmeAustria, for example, the data
reveal thatfewer women than men benefit from social expendit@s in addition to
receivinglower benefitsin general. In 2006, despite higher female uneympbnt, total
social expenditure for men was twice the expendifor women (Steiner, 2009). This is
mostly attributed to the disadvantageous positionamen in the labour market, including
the higher proportion of part-time employment.

The overall institutional and legal environment of socil protection systems affects
vulnerable groups including Roma and migrants, a&neltes barriers to achieving
equitable coverage. Key issues relate to gaps gislédion, institutional capacity,
efficiency and effectiveness, resulting in

» deficits in statutory social protection coverageg. of migrants, Roma, and
particularly those working in irregular contextsimthe informal economy;

* administrative regulations and procedures thaire formal — often even full-time —
employment, proofs of residency, or other formeditthat can rarely be obtained by
workers in the informal economy, migrants, Roma atfer vulnerable groups;

» inefficient tax and contribution collection syste resulting in underfunding of social
protection, with related impacts on availabilitydaguality of benefits and services;
and

» deficits in financial protection of income of thalnerable during sickness.

All the above have an impact on access to heatth ca
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5.

5.1.

Addressing inequities in access to health care
for vulnerable groups

As shown in this paper, inequalities in accessetth care for vulnerable groups originate
from both

» issues related to social health protection ardiitoader health system, particularly
with regard to gaps in legislation, fair financiagd allocation, as well as quality aspects,
e.g. due to deficits of the health workforce andsga infrastructure in rural areas; and

* the broader contextual environment in which vedibde groups live and work,
including factors of income and poverty, lack ofcegs to employment and social
protection, status in society, and so on, and iichvthe poor, women, Roma and migrants
are found to be particularly disadvantaged.

Effectively increasing access to health care fer thost vulnerable therefore requires a
comprehensive approach, which includes:

» extending coverage and effective access in she@th protection; and

* reducing poverty and social exclusion throughgbeal protection floor approach.

Extending coverage and effective access in social health protection

In order to achieve equitable access, it is essletdi ensure that health services are
available in terms of geographical distance andttneeorkforce; to ensure affordability
through statutory coverage and financial protectigainst out-of-pocket expenditures; and
to ensure acceptability in terms of quality of botiedical interventions and the ethical
dimension of health services, related to dignitynfentiality, respect of gender and
culture, choice of provider and waiting times. Agards migrants, this requires a clear
disassociation of access to health care from magjish and immigration law. Further, it is
important that social health protection is orgadine an efficient and effective way in
order to make the best use of constrained funds.

Against this background, successful policies fadradsing inequities in access to health
services include:

* Increasing political commitment to achieve univershcoverage and developing
fiscal spacethrough a combination of measures, such as etadicamefficiencies
and allocating sufficient resources.

* Closing gaps in statutory coverageparticularly for vulnerable women affected by
gaps in eligibility for social health protectionising from part-time work,
unemployment or economic activities in the inforrmabnomy. As regards migrants,
ensuring the right to social health protection reayail introducing the portability of
health benefits. Particular attention must be git@mndocumented migrants, who
should be included in the framework.

* Reducing inequalities in access to health sesviog coordinating fragmented
health protection schemes This could be achieved through developing linlkage
between sub-schemes aimed at reducing limitatmesting synergies and increasing
the extension of social health protection basedisk pooling. This also entails a
thorough analysis of the overall performance ofiadosecurity regarding costs,
benefits and sustainability.
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5.2.

* Making essential benefits affordable and availablend of adequate quality for
example by introducing fair burden sharing basedtlom capacity to pay, and
ensuring availability of the health workforce irrabiareas. Further, adequate benefit
packages should be envisaged with the ultimate gbaltaining the requirements
laid out in related ILO Conventions. When definingnefit packages, policies must
consider the health-care needs of specific groupls as women, female migrants and
Roma, and ensure close coordination of existingammes such as in the area of
HIV/AIDS and TB among migrants and Roma, and cigi&s to maternal health as
well as long-term care, especially in rural ardassome cases this may require
expanding the scope of benefits in cash or in lksngh as including transport costs in
rural or underserved areas, or services that asengal for migrant and Roma
women, including dental care and long-term care.

e Strengthening governance through social dialogue, and raising institutional
capacities for effective management, supervisioanitoring and evaluation. This
will allow for efficient and effective use of funds well as long-term success and
sustainability of social and economic developments.

Addressing wider socioeconomic inequalities through the social
protection floor approach

In addition to improving the overall performanceanfd access to social health protection
for the vulnerable population, given the socioeecorodeterminants for both health and
access it is important to tackle the underlyinguéss identified in the broader
socioeconomic environment.

By tackling the wider socioeconomic inequalitigd®e suggested policies that refer to the
overall responsibility of the government enablecsynnized strategies to address a variety
of

* policy areas including health protection, education, housiiogd, water, sanitation,
unemployment and ageing; and

e population groups, including persons with disabilities, families, mwven, children,
people living with HIV/AIDS, as well as migrantsdethnic minorities such as the
Roma.

Thus, it is important to coordinate social and tieg@rotection policies with a view to
poverty alleviation. Poverty and social exclusi@n de minimized through a number of
policies that have proven efficiency, including

*  Providing income security and benefits in kindto mitigate the impacts of poverty,
unemployment, and old age for those in need. Incemgport should include
children, pregnant women, the elderly, and peojitk disabilities. Improving access
to housing and education can also contribute tégatihg inequalities in access to
health care, for example of Roma women, by prongotimowledge about rights and
entittements, but also by enhancing employability the formal sector through
providing social security or enabling professiot@velopment.

* Increasing labour market participation of the most vulnerable, including the
provision of training and skills advancement matthe the changing needs of the
labour market, job placement services, care ses\fimechildren and the elderly, and
ensuring accessibility to the workplace, i.e. adaillty of public transport (WHO,
2010c).
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*  Supporting the transition from the informal to the formal economy Social
protection — as outlined in the framework of ®ecial Protection Floor Initiative
(SPF)? — is designed to address the vulnerability of paimns through a holistic
approach. It consists of a methodology that aim8llatg gaps and deficits in the
various areas that result in such vulnerabilityth@t hinder vulnerable groups from
progressing, including in income generation andthedt is specifically suited to
ameliorate the deplorable situation of vulnerabiel ssocially excluded women
suffering from poverty, low wages and precarioupl@yment whilst receiving little
recognition regarding their specific needs in teohsocial health protection and as
caregivers.

The SPF builds on the human right to social secand health as enshrined in Articles 22,
25 and 26 of the Universal Declaration of Humanh&gand on the ILO Declaration on
Social Justice for a Fair Glopbalization (ILO, 20D8It gives particular attention to the
provision of protection for the most vulnerable¢liding women, migrants, and ethnic
minorities, by advising on ensuring access to acbset of guarantees (ILO and WHO,
2010), including:

1. essentiasocial rights and transferén cash and in kind; and
2. anessential level gbods and social services

The set of guarantees aims to counteract and softeneconomic consequences of
financial shocks and crises, including those agidiom gaps and deficits in effective
access to health care. More specifically (ILO, 201ie SPF aims at achieving:

* access to a nationally defined set of essengalth-care services through national
health services, social or national health insueanar other forms of social health
protection;

* a minimum level of income security for childrdmwdugh family/child benefits in cash
and in kind, aimed at facilitating access to nigtntand to basic services such as
education, health and housing;

* income security combined with employment guaresitend employability-enhancing
policies for those in active age groups who areblento earn sufficient income in the
labour market, including through social assistatoethe poor, unemployment
insurances or public work schemes; and

* income security, e.g. through basic pensions,afbresidents in old age and with
disabilities that exclude them from the labour netifsee figure 33).

Given financial constraints, some countries wiledeto adopt a gradual approach to
implementing elements of the SPF. The SPF framewark serve as a tool to identify
priorities and ensure a coherent, well-coordinateglementation of the various SPF
policies. The concept thus serves as a vital amdblle policy tool for a country-specific
implementation process; it allows for the defimtiof priority policy areas or target
groups, and leaves room for sequencing, hewlyduoicong and reforming social protection

2 The Social Protection Floor Initiative was adophbgtthe United Nations System Chief Executive
Board in 2009 in response to the global financia aconomic crisis. Promoting access to essential
social services, it aims to mitigate the socioeooicoimpacts of financial shocks and crises (see
ILO and WHO, 2009).
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Figure 33.

policies, and for exploring synergies between d#f¢ sectors. It thus promotes building
on existing social protection measures, schemegstems and takes national development
strategies into account (ILO and WHO, 2009).
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Source: Authors.

This flexibility also applies to the mode of deliyeof particular guarantees, which can be
adapted according to countries’ capacity and ghititfree fiscal space, as well as to the
feasibility of effectively reaching the most vulaéte groups. Guarantees may be granted
(ILO, 2010b):

e on auniversal basis to all inhabitants of a ¢gun

» through compulsory, contributory broad-based aodnsurance schemes with
provisions made for those without contributory aatya

. based on needs assessment; or
. tied to conditionalities.

When addressing inequities in access to health tabeConventions provide guidance, in
particular the Social Security (Minimum Standar@)nvention, 1952 (No. 102). This
Convention defines social security as the protaedi@at a society provides to its members
through a series of public measures against lossook-related income (or insufficient
income) caused by sickness, disability, matermgitgployment injury, unemployment, old
age, death of a family breadwinner, lack of acteswalth care, or insufficient support for
childrearing.

Convention No. 102 also includes specific provisieoncerning social health protection,
such as benefits in cash, medical benefits and gaketienefits also in case of maternity.
However, maternity is more specifically dealt wiiththe Maternity Protection Convention,
2000 (No. 183) and its accompanying Recommenddtitm 191). ILO Conventions on
social security aim at including all vulnerable pkosuch as women workers engaged in
atypical forms of dependent work, and their famsiligLO, 2003). Further international
labour standards relevant to promoting equal treatnand decent work for all, with
particular relevance to women, the poor, Roma gramits, include:

*  Medical Care and Sickness Benefits Conventio691(®lo. 130);
* Invalidity, Old-Age and Survivors’ Benefits Comt@on, 1967 (No. 128);

«  Employment Promotion and Protection against Urleympent Convention, 1988
(No. 168);
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*  Equality of Treatment (Social Security) Conventi@962 (No. 118);
*  Equality of Treatment (Accident Compensation) Gmtion, 1925 (No. 19);
e Maintenance of Social Security Rights Conventit®82 (No. 157).

Generally, ILO Conventions and SPF policies pronqetection for all those in need
irrespective of nationality (e.g. migrants), foetlwhole population and based on equal
treatment (e.g. of Roma womeh)Achieving universal access to health care can be
enhanced through social dialogue and the partiocipatf all stakeholders by establishing
inclusive and participatory policy and implemerdatprocesses.

Inclusive social protection floor policies can amite to realizing human rights to both

social security and health for vulnerable groupkilevincreasing productivity, reducing
poverty and simultaneously pushing towards moreakgand political stability.

3 See ILOLEX for further information on ILO Conventis and Recommendations.
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6. Conclusions

Equitable access to health care through univecgadishealth protection coverage remains
an overarching goal throughout the broader Europegion and within countries.

In the region, social health protection is chandmtel by similarities in overall objectives:

achieving universal coverage, and the predominhaice of social health insurance and
national health systems as the key financing mastrenwhich have the potential to
achieve equitable access to health services.

In a number of countries, overall design as well stendards of effectiveness and
efficiency in the organization and financing of sbdealth protection result in deficits
leading to inequalities in effective access to tiesérvices of vulnerable groups including
poor women, migrants and Roma. These deficitsaétat

 gaps in legislation and in kind benefits that lede vulnerable groups, such as
limitations in the scope of benefits that do ndlea the particular needs of women
or the elderly population, and thus lead to ineitjeal

» deficits in financial protection against high @itpocket payments that reduce access
to health services and exclude the most vulnerabéepoor, the unemployed, low-
and part-time workers; these groups often condisvamen, migrants and Roma.
Deficits in financial protection are aggravated daps in social protection systems
and lower uptake rates of social protection trassfe rural and urban areas, pointing
to the need for better information about rights antitlements;

» disparities within countries in terms of infragtture and health workforce in rural
and urban areas. This relates to the availabilityqoalified health workers,
specialized care, pharmacies, essential medicemasygency care, and distance of
required health services, as well as access tthne&drmation.

More specifically, at thaational level gaps in access to health care for women, female
migrants, and Roma often relate to inadequate famdisallocations through insufficient
per capita spending, and deficits in the healthkieoce. At thehousehold level low
income, unemployment, household expenditures, agd but-of-pocket payments for
health care, that can have impoverishing effects\ay be catastrophic, hamper access to
care for the most vulnerable. #te individual level, poor women, migrants and Roma
have been identified as disproportionately disathged with regard to social and
economic exclusion, due to insufficient coveragesbgial health protection mechanisms
and to facing greater difficulties in overcomingdncial barriers to health care. Thus
employment status, labour market structure witltagyimg extent of informal economies,
income level, poverty, and other socioeconomic @emographic developments as well as
individual determinants including sex and socidwnal issues, constrain the accessibility,
affordability and acceptability of health care.

However, there are significant differences amongopean countries in terms of gaps in
statutory coverage and equitable access to health €he main differences are observed
among the country groups of the EU, CEE, CIS anthéu Central Asian countries.
Within countries it is poverty, the gender pay gamnstraints in labour market
participation, the impacts of informal work arrangmts and the rural-urban divide that
constitute important barriers to access. As a teth# inequalities in access of women,
migrants, Roma and other vulnerable groups may beelliolating human rights to health
and social security, and be slowing down prograsachieving the MDGs by 2015 and
other national policy objectives.
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Against this background, reducing the persistirefjualities should be a high priority for

countries of the European region. Addressing thesges requires an inclusive approach
that acts on structural and systemic issues in bothal protection in general and social
health protection.

Besides broader policy approaches, such as enadlilngnsition of informal to formal
economies and regularizing the legal status of anitgr and Roma, it is suggested that
social health protection be embedded into the bpoidection floor approach as endorsed
by UN agencies and led by the ILO and WHO. Thisuness:

Addressing ill health, poverty, unemployment, old ge and disability by providing

at least a basic set of benefits and servicesnd &nd in cash. ILO Convention No.
102 and the ILO Decent Work Agenda can guide thevamt policy approaches. The
concept of social health protection as definedhgyltO is based on the core values
of equity, solidarity and social justice, and aiatsuniversal coverage. It requires a
legal framework that allows all residents to eduligaand effectively access at least an
essential benefit package of adequate quality iegual need. Specific strategies
might have to be implemented for migrants and Rofeese include developing
decent work conditions, and protecting rights ahd valuable role of workers,
employers, communities and civil society.

Reducing legal and financial constraintsby extending legislation to the whole
population, creating fiscal space, allocating sigfit funds for effective social
(health) protection systems, increasing risk papliand rationalizing existing
schemes.

Setting priorities to close gaps and provide @ffe access to health services for
vulnerable groups including poor women, migrantsl &oma in social health
protection by ensuringffordability, availability and quality of health care, and
efficient and effective organization as well as adgate financing in all
geographical areas.

Meeting the needs of migrants and Roma as regaeddth benefits byclearly
dissociating access to care from immigration law ahother legal constraints that
hinder equitable accessandensuring socio-cultural sensitivity in the provisia of
care and social security benefits

Anticipating demographic ageing layproving the interface between health and
social services and adjusting benefits for chronidiseases and long-term car¢o
cover the growing female elderly population.
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