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FOREWORD

N

owadays, when the impetus of health sector reforms based on the
concepts and proposals of "Investing in health" (in reference to the
influential and polemic World Bank report from 1993) seems to have
decreased due in a great extent to the evidence of increased inequity and loss of
social protection brought along by those precepts, a wave of intense criticism in
many LAC countries conveys the claim for higher degrees of equity, efficiency
and sustainability of health systems. This situation represents an opportunity to
advance toward the objective of achieving universal and equal access to health
care for all people. This requires the establishment of political agreements, solid
proposals and mechanisms aimed explicitly at ensuring effective coverage for
those who currently do not enjoy these services and are excluded from the benefits
of health protection systems.
Exclusion in health is a subject of growing importance in the public policy
arena, not only as a problem that should be confronted and resolved, but also as
an analytical tool to evaluate interventions designed to improve people's health
status and the performance of the health systems.
Despite the importance of exclusion in health as a social phenomenon and
public policy problem, it is not currently on the list of priority issues for the
socio-political agenda of countries in the Region, and sectoral reforms of the last
decade have touched on this issue in only an indirect and fragmented manner.
One factor that hinders the adequate confrontation of exclusion in health in
the Region's countries is that its magnitude, causal factors and affected populations are not accurately known at the present time. It is also unclear which strategies and interventions have proven to be more efficient, equitable, and sustainable in combating this exclusion. This is primarily due to two reasons: the multicausal nature of exclusion in health, which makes its measurement complex and
to a scarcity of methodological instruments for characterizing and measuring the
problem.
Thus, it is necessary to generate conceptual/analytical frameworks and methodologies/tools to analyze the subject in-depth and with accuracy. Specifically,
instruments are required that make it possible to analyze exclusion in health as
an important determinant of the state of health of a country, region, province, or
state; to identify the political, social, economic, demographic, ethnic, gender
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and age characteristics that are associated with social exclusion in health; to
distinguish its causative versus structural factors; and to identify which interventions, strategies or policies are most effective in reducing it. By detecting these
factors will make possible to identify the most adequate paths to expand social
protection in health under different conditions and to contribute to a better
decision-making in this area.
The Strategic Health Development Area at the Pan American Health Organization (PAHO/ WHO) has assumed the extension of social protection in health as
a technical cooperation priority. Given this commitment, it has decided to research further into understanding this phenomenon, recognizing its complexity
and its multidimensional nature. The study whose results are presented in this
book is part of a joint initiative between PAHO/WHO and the Swedish Agency for
International Development SIDA, which we thank once more for its support in
the development of this line of work.
This study is the first in a series that we hope to carry out in the coming
years with the purpose of obtaining a clear panorama of the exclusion in health
situation in the Region and of advancing toward the identification of the most
adequate strategies to combat it and to strengthen policies and strategies for the
Extension of Social Protection in Health.
We are certain that the results of this work will help to strengthen the efforts in the expansion of the protection and guarantee of citizens rights in the
countries of the Americas and will be useful for the Public Health Community
(academics, decision-makers, managers and leaders in society) as it aims to achieve
the objective of health for all under conditions of equity, dignity, and respect for
the special cultural characteristics of the various peoples of our Region.
Dr. Pedro Brito, Manager
Area of Strategic Health Development
PAHO/WHO - Washington, D.C
Dr. Eduardo Levcovitz, Unit Chief
Health Policies and Systems
PAHO/WHO - Washington, DC
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COLABORATORS
This
book is a product of a joint initiative between the Pan American
I Health Organization PAHO/WHO and the Swedish International De1 velopment Cooperation Agency - SIDA, formulated and agreed by
Daniel Lopez-Acuna from PAHO/WHO and Anders Norstrom from SIDA in the
year 2000, and implemented until the year 2002 by the Health Systems and Services Development Division and since the year 2003 by the Area of Strategic
Health Development - SHD of PAHO/WHO in Washington D.C.
A multidisciplinary team led by Hernan Rosenberg, of PAHO-Washington,
and also formed by Bernt Andersson of SIDA during his tenure in PAHO/WHO Washington, D.C., and by Cecilia Acuna, PAHO/WHO consultant, prepared the
methodological research guide and conducted the research in the first four countries.
Cecilia Acuna and Eduardo Levcovitz from the Health Policies Systems Unit,
SHD of PAHO/WHO - Washington, D.C., led the team that conducted the study in
Honduras and Peru.
These professionals led and supported the field work performed by the following research teams in each country:
Ecuador: Julio Suarez, from the PAHO/WHO Representative Office in
Ecuador, and consultants Nilhda Villacres A. and Jose Yepez.
Guatemala: Hilda Leal and Rafael Haussler, from the PAHO/WHO
Representative Office in Guatemala, and consultants Edgar Barillas and
Ricardo Valladares, with the support of Israel Lemus and Sergio Molina,
from the Guatemalan Ministry of Health.
Honduras: Humberto Jaime Alarid, from the PAHO/WHO Representative
Office in Honduras, and consultant Carmen Ayes.
Peru: Luis Eliseo Velasquez and Margarita Petrera, from the PAHO/WHO
Representative Office in Peru, and consultant Rocfo Mosqueira.
Paraguay: Armando Gtiemes and Martha Pena, from the PAHO/WHO
Representative Office in Paraguay, and consultants Nimia Torres, Ruben
Gaete, Marcos Robles and Miguel Torres.
Dominican Republic: Rigoberto Centeno, from the PAHO/WHO
Representative Office in Dominican Republic, and consultants Carlos
Amoros Baez, Reynaldo Peguero and Diomedes Robles.

vii

Exclusion in Health in Latin America and the Caribbean

Each local team also had the support of the PAHO/WHO Representative Offices and of diverse professionals from governmental institutions in the respective countries.
The econometric analysis of the exclusion variables, as well as the preparation of the composite index for four countries, was carried out by Miguel Madueno
under the supervision of Margarita Petrera, from the PAHO/WHO Representative
Office in Peru.
The book was prepared by a work team with the participation of: Cecilia
Acuna, Eduardo Levcovitz, Gabriel Vivas, Hernan Rosenberg, Oscar Feo, Pascualina
Curcio, Pedro Brito, and Soledad Urrutia. Cristine Sulek provided valuable administrative support, and Matilde Cresswell, Carol Lynn Fretwell and Gladys Jordon,
all from the PAHO/WHO Regional Office, did the layout tasks and reviewing.

The authors.
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"The aim of society and of solidarity is
that everyone shall have access to resources
so that they will be able to realize the essential
undertakings of human life, the great life projects"
Olof Palme
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INTRODUCTION
The
study whose results are presented below is part of the activities
I proposed in the work plan of the "Extension of Social Protection in
JL Health" (ESPH) project and responds to a strategy developed jointly
by the Swedish Agency for International Development (SIDA) and PAHO/WHO in
the year 2000 in order to address the problem of exclusion in health in Latin
American and Caribbean countries, through the expansion of social protection in
health. The strategy consists of three phases:
Phase 1: Learn about the current state of social protection in health
and of its counterpart, social exclusion in health, in the countries of
the Region.
Phase 2: Develop an Action Plan to reduce exclusion and expand social
protection in health, through the organization of social dialogue
activities.
Phase 3: Implement the interventions defined in the Action Plan.
This strategy began in 2001 with a pilot project designed to develop and
validate methodological instruments that make it possible to characterize and
measure exclusion in health in the countries of the Region. The product of this
project was a Methodological Guide for the characterization of exclusion in health,
which was validated through its application in four countries: Ecuador, Guatemala, Paraguay, and the Dominican Republic.
During 2002, the characterization of exclusion in health began in two additional countries, Honduras and Peru, and in the Federal District of Mexico.
The study conducted in each country has three components:
1. Analysis and measurement of exclusion in health, identifying its principal
causes as well as who is excluded and where they are located.
2. Analysis of the structure of the existing health protection systems.
3. Analysis of the strategies implemented to improve people's living
conditions and an evaluation of their impact on the exclusion in health
situation, identifying the principal factors that affect their results.

This book deals with the first component, the analysis and measurement of
exclusion in health.
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EXECUTIVE SUMMARY
F | Ihis publication presents the results of studies conducted between 2001
I and 2003 in six countries of the Region, with the objective of characl terizing and measuring exclusion in health. The countries where the
study was conducted are Ecuador, Guatemala, Honduras, Peru, Paraguay, and the
Dominican Republic.
For the purposes of this work, exclusion in health was defined as the lack of
access of certain groups or people to various goods, services and opportunities
that improve or preserve health status and that other individuals and groups in
the society enjoy. From this definition, it follows that this is a phenomenon that
transcends the health sector.
In accordance with this definition, the following premises were taken as a
starting point:
a) Exclusion in health is an entity that is distinguishable and possible to

characterize.
b) It is possible to identify indicators to measure exclusion in health.
c) Exclusion in health can be utilized as a measure of the success or
failure of policies designed to improve health status.
d) Health protection systems are not neutral concerning exclusion in
health but, on the contrary, can determine various degrees of exclusion
within the architecture of a system.
With the objective of attempting to overcome the difficulties of characterizing exclusion in health, a methodological guide with both qualitative and quantitative data collection techniques was prepared. Methodologically, the quantitative technique utilized consists of independently identifying the excluded population in each one of the analytical dimensions and for each one of the causes of
exclusion. A limitation of this technique is that it does not consider interactions
among the causes of exclusion or differences in the degree of exclusion within a
country's population. With the goal of correcting this limitation, the study in
each country was complemented by an econometric analysis based on the calculation of a continuous indicator of exclusion according to the family of measures
proposed by Foster, Greer, and Thorbecke (FGT).
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The study results show that the most important exclusion factors in health
differ for each country.
In the case of Peru, external factors to the health system contribute more to
explaining this phenomenon than those linked to the health system itself (internal dimension). It is important to note that entry barriers explain 54% of the
exclusion risk in this country, while variables associated with problems in health
provision account for 46% of this risk.
In Ecuador, factors linked to the supply of health services, or the internal
dimension of exclusion, contribute more to explaining this phenomenon (59%)
than those linked to entry barriers (41%).
In Paraguay, as in Peru, factors linked to the external dimension of exclusion
(entry barriers) contribute more to explaining this phenomenon than those linked
to the internal dimension, although with differences in the composition of the
relevant variables.
In the case of Honduras, factors linked to the internal dimension of exclusion (the structure and supply of services) contribute more to explaining this
phenomenon than those linked to factors external to the health system. While
the former factors explain 55% of the exclusion risk in this country, the variables
associated with external factors account for 45% of this risk.
The study shows that exclusion in health appears to be strongly linked to
poverty; marginality; racial discrimination and others forms of social exclusion,
as well as to cultural patterns including language; informal structures in employment, underemployment, and unemployment; geographical isolation, especially
linked to rurality; lack of basic services such as electricity, drinkable water, and
basic sanitation; and a low level of education or information on the part of service users.
However, there are dimensions of exclusion in health that appear to depend
on variables more related to the health sector itself, such as the service delivery
model; the deficit of adequate infrastructure to respond to the demand for health;
and the assignment of resources within the delivery network.
. In addition, lack of health insurance emerges as an important barrier in
access to health care, closely related to the labor situation in the cases of Paraguay, Peru and Honduras.
The result of the econometric study reveals two fundamental aspects of the
exclusion conditions of the population classified as excluded in health:
In the first place, that the excluded population faces multiple sources
of exclusion in all of the countries studied.
Secondly, that their degree of exclusion is almost of total exclusion.
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In terms of policy actions, these results suggest that the policies aimed at
mitigating this situation should not concentrate on a single dimension or factor
of exclusion, but should be multi-sectoral and inter-sectoral.
Given the dynamic characteristics of the exclusion in health phenomenon,
it is necessary to generate the conditions necessary for its measurement, which
is to be assumed by national teams as a periodic task.
The group of methodologies utilized for the measurement of exclusion in
health in this study proved to be highly explanatory of the different dimensions
of the exclusion in health phenomenon in an integrated manner.
The measurement of exclusion carried out in this way may constitute an
important instrument for the definition of countries' social policies.
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CHAPTER 1

CONCEPTUALFRAMEWORK
1.1. iWHY STUDY EXCLUSION IN HEALTH IN LATIN
AMERICA AND THE CARIBBEAN?
The economic reforms implemented during the 1980s and 1990s in the
majority of the countries of the world not only did not bring the awaited progress,
but also increased poverty, worsened the income distribution and increased the
difference between rich and poor during this period. As Sophie Bessis proposes,
"The appearance of dual societies, in which extreme wealth lives together with
the most abject poverty, seems to be one of the most spectacular consequences
of the changes of the 1980s throughout the world."1
Evidence of these facts has generated an urgent interest in analyzing the
causes that underlie this phenomenon. In addition, the resurgence of poverty
(the phenomenon of the "new poor"), the disintegration of the family and the
crisis of the Welfare States in Europe, as well as the serious problems of unemployment and the sustained growth of the informal economy throughout the
world, have induced the creation of various lines of research and the definition of
policies around three central issues: inequity, poverty, and social exclusion.
Current health sector problems have also been addressed with this logic.
Thus, lines of work have been generated to analyze and attack the causes of
health inequity; to study the impact of poverty on the incidence and prevalence
of health problems; and to understand the manifestations of social exclusion in
the area of health. The development of these initiatives has generated different
lenses to address health problems, each one of them based on some of the following assumptions:
That the problems of lack of equity in access and use of health services
are the leading cause of unjust inequalities in health outcomes.
That the problems of the health sector fundamentally have to do with a
question of quantity and assignment of available resources.
' Bessis, Sophie. "De la exclusion social a la cohesion social. Sintesis del Coloquio de Roskilde." UNESCO.
Paris, 1995.
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• That one of the manifestations of social exclusion, defined as the lack
of access to the goods, opportunities, and social relationships enjoyed
by others,2 is the lack of access to health services.
Exclusion in health—understood as the lack of access of certain groups or
people to the goods, services and opportunities that improve or maintain their
health status and that other individuals and groups in the society enjoy—has to
do with all of these factors, but cannot be completely explained by any of them,
as will be seen below.
Various studies have proposed the existing differences among the concepts
of poverty, social exclusion, and inequity. Sophie Bessis makes an important distinction when asserting that social exclusion is a notion explored in sociology
that refers more to integration and insertion, while poverty is a category utilized
in the economic arena that is more closely related to the resource gap.3 Bhalla
and Lapeyre propose that the concept of poverty, even in their most recent developments that explore not only the economic but also the social dimension, as in
the work of Amartya Sen, has to do with the distributional aspect of resources
and opportunities, while social exclusion has to do with the relationship between
them.4That is, poverty has to do with deprivation, while social exclusion has to do
with the absence of membership, understanding membership as being part of a
social network. Thus, poverty does not always imply exclusion. Moreover, poverty is not always a good indicator of exclusion. People can be poor and not be
excluded from the satisfaction of certain basic needs and, on the other hand,
people may not be poor and may be excluded for other reasons, such as geographical or cultural isolation. For example, Sen demonstrates that countries
with different per capita incomes have the same level of achievements in life
expectancy and access to social services.5
It has been consistently demonstrated that inequity- understood as the existence of unjust and avoidable differences in access to goods, services and opportunities, and that is expressed, in the case of health, in unjust and avoidable
differences in health outcomes between various groups within and between countries - is a major cause of poor health and premature death in people who are part
of the vulnerable groups in society and contributes considerably to explaining
the difference in health outcomes between the poor and the wealthy.6 Inequity
generates exclusion in health.
2
Behrman, Jere; Gaviria, Alejandro; and Szekely Miguel in "Who's in and who's out. Social exclusion in Latin
America." Inter American Development Bank (IDB), Washington DC, 2003.
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Op. Cit. 1.

4

Bhalla A. S. and Lapeyre Frederic. "Poverty and exclusion in a global world." Macmillan Press Ltd. Great
Britain, 1999.
5
6

Sen, Amartya. "Development as freedom." USA, 1999.

Whitehead, M. "The concepts and principles of equity and health. "In International Journal of Health Services,
1992; 22:429-45 and Wastgaff, A. "Poverty and health sector inequalities." In Bulletin of the World Health
Organization 2002:80:97-105.
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However, exclusion in health can be attributed to causes unrelated to inequity, such as the income barriers of workers in the informal sector to traditional
social security systems given their labor situation, or the language barriers that
leave millions of people that do not speak the language in which health services
are provided outside the system.
The relationship between poverty, inequity, and exclusion can be illustrated
as follows:
Figure 1: Relationship between poverty, inequity, and exclusion

The difference between social exclusion as a general notion and exclusion
in health is not clear in the literature. Social exclusion has been subject to intense
analysis and discussion since its appearance as a concept in the socio-political
debate in France at the beginning of the 1980s. The emergence of new forms of
poverty and marginalization in Europe at the end of the 1970s, and the controversy generated around the characterization of the "new poor," helped to consolidate the notion that the new socioeconomic situation was of a structural and
multidimensional nature. It also demonstrated that the new problems were not
only related to the lack of material resources and the anti-social behaviors of
individuals, but also to other phenomena of a macro-social nature,7 in particular
the change in employment conditions, reduced access to the labor market and
so-called "long-term unemployment"; the weakening of family ties and of the
family as a social and economic unit; the growth of informal support networks;
the increase in and stabilization of migratory movements toward Western European countries; and a significant reduction in social participation in decisionmaking processes. Thus, toward the end of the 1980s, there was a conceptual
shift in Western Europe from the concept of poverty to the concept of social
exclusion, which was widely expanded in the following decades. Today, the term
is utilized in various contexts and is associated with diverse values and view-

7

European Commission (1992). "Towards a Europe of solidarity." Commission Communication 542, Brussels.
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