Commentary

Income and equity of access to physician services
Jeremiah Hurley, Michel Grignon
@

See related article page 177

DOI:10.1503/cmaj.051214

V

an Doorslaer and colleagues1 have produced a timely
piece for Canadian health policy discussions regarding income, access to care and the role of private insurance. They examined equity in physician utilization in 21
member countries of the Organization for Economic Cooperation and Development (OECD), using data from nationally representative surveys conducted in 2000 or later. The
analysis provides both good news and bad news for Canada.
First the good news.
Absolute rates of physician visits in Canada, as measured
by either the likelihood of any visit or the annual number of
visits, are well within OECD norms. This conclusion would
be reinforced if the observed rates were age-adjusted, since a
number of European countries with high visit rates have
greater proportions of elderly people in their populations
than does Canada.2
Given absolute visit rates in Canada, the utilization profile
for general practitioner services by income appears essentially
to meet the test of horizontal equity: after standardizing for
need, the likelihood of a visit to a general practitioner is
slightly pro-rich, whereas the number of visits among those
who have seen a doctor at least once is slightly pro-poor. Neither bias appears to have significance for health care policy.
The bad news is the more troubling findings with respect
to the utilization of specialist services. The analysis reveals a
pro-rich bias in needs-standardized utilization in Canada
with respect to both the likelihood of a visit to a specialist and
the number of specialist visits conditional on being a user.
Why might such an income bias exist when physician services
are free to all Canadians? The results of disease-specific studies confirm that the pro-rich bias is not due simply to differences across income groups in the underlying epidemiology
of disease. Among Canadians with the same condition, those
with higher incomes often have better access to specialized
services.3–5 Rather, a number of both supply- and demandside factors may contribute, although at this stage one can
only speculate on the relative contribution of each.
Potential supply-side factors include the geographic distribution of specialists and differences (conscious or unconscious) in provider behaviour toward patients of differing socioeconomic status. The distribution of specialists is more
geographically unequal than is the distribution of general
practitioners, with specialists particularly concentrated
around academic health science centres. Academic health science centres tend to be located in relatively wealthy areas. Because use of services correlates highly with proximity to a
provider, this may contribute to the pro-rich bias for specialist services. However, there is recent evidence that geographic
and other supply-side measures contribute little to explaining
income-related gradients in the use of angiograms, which
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casts doubt on whether such factors can be the primary determinants of the inequity.6 A growing body of literature also
documents that physician treatment recommendations often
differ by the income level, socioeconomic status and ethnicity
of a patient.7–12

The results suggest that
parallel private insurance
will increase inequity of
access to specialist services.
Demand-side factors likely also play a role. Utilization of
physician services depends in part on the demand for complementary services — for instance, the demand for prescription
drugs. The demand for prescription drugs depends in part on
drug insurance coverage. Because drug insurance in Canada is
often linked to employment, higher-income Canadians are
more likely to have drug insurance, which in turn induces
them to utilize more physician services. Stabile,13 for instance,
showed that having private drug insurance increased physician visit rates by 10% on average. Hence, private financing for
many complementary health care services in Canada can exert
an important influence on the utilization of publicly insured
services. Higher-income patients, who also tend to be better
educated, may be better able to navigate our supply-constrained system and be more effective in advocating for services. Systematic differences in attitudes may also exist across
those with differing incomes: the very attitudes that led a
higher-income person to invest more in education may also
cause that person to invest more in his or her health, in part by
using more health care services. It is interesting, for instance,
that in their full analysis,14 van Doorslaer and colleagues found
that education level is not associated with pro-rich inequity
with respect to the probability of a specialist visit, but that it is
significantly associated with the pro-rich inequity in the number of specialist visits. It is not possible to fully disentangle the
demand- and supply-side forces, but such a finding is consistent with better-educated patients more effectively asserting
their (greater) demand for specialist care.
The international comparison carries some potentially important lessons for health care policy debates in Canada. The
most important is perhaps the link between equity of utilization and a country’s system of financing. It should not be surprising that the 2 countries in the study that lack universal
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health care insurance coverage (Mexico and the United
States) have both some of the lowest overall visit rates and the
greatest income-related inequity of utilization. More subtle
appears to be the effect of parallel private insurance (private
insurance that covers publicly insured services) among those
countries with universal public insurance coverage. Such private insurance is disproportionately purchased by the wealthy
and is particularly targeted at specialist services. Countries in
which parallel insurance plays an important role in financing
(e.g., Ireland, Spain and Portugal) achieve equitable utilization of general practitioner services across income groups —
indeed, there is a tendency toward a pro-poor bias — but utilization for specialist services displays some of the highest
degrees of inequity. The results of this study do not allow any
definitive conclusions in this regard, but they caution against
any illusion that parallel private insurance will increase access
for anyone except the higher-income people who purchase it.
This study should provoke further, more detailed analyses
of equity in Canada, using both the methods of van Doorslaer
and colleagues and other methods. It would be interesting to
know, for instance, how income-related equity varies across
regions of Canada, and how equity may relate to factors other
than income, such as distance from a provider or the size of
community in which a person resides. Van Doorslaer and colleagues recognize that visits represent a relatively crude measure of utilization — what picture emerges when alternative
measures are used, especially those that may incorporate aspects of quality? These and related forms of inequity must be
documented as Canada’s universal public insurance system is
challenged in coming years.
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