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Abstract

Sturmberg and Martin in 2020 argue that Universal Health Care (UHC) is mainly about financing and Primary Health Care
(PHC) is about the right care at the right time to ensure health. They maintain the World Health Organisation (WHO)
has recently sent the wrong message about the “pillars” of PHC in their relationship to UHC. An understanding of political
economy is required in order to come to terms with the bases of PHC and the fundamentals of UHC, that dealing with
inequities is not only an economic issue but fundamentally a political issue. Neoliberal decision making can enhance inequities
in society. Two chronic health conditions, diabetes and multiple sclerosis are examples of conditions that lead to costly and
debilitating consequences for patients but also lead to substantial economic costs in terms of lost workforce participation and lost
productivity. These cases demonstrate the socio-political issues involved in the management of care for a number of illnesses.
The upsurge of COVID-19 has placed an enormous strain on health and broader social and economic resources and challenged
the pretext of UHC as health for all: substantial differences in equity and political commitment have emerged. Sturmberg and
Martin argue that the joining of UHC and PHC needs leadership which involves local communities and resourcing. PHC is a
changing system based on power relationships involving funders and the health community. In Australia as in several countries
out of pocket costs have grown rapidly and have affected access for some groups to PHC and have challenged the pretext of
equity in UHC. In the context of PHC and UHC we support the position that health for all goes beyond healthcare for all, to

embrace healthy lives promoting wellbeing.
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Background

Sturmberg and Martin ! P! report that UHC ‘ means that all people and communities can use the promotive,
preventative, curative, rehabilitative and palliative health services they need, of suffiient quality to be effec-
tive” and ensure using these services without financial hardship. UHC is mainly about financing whereas
PHC is ¢ primarily concerned with providing the right care at the right time to achieve best possible health
outcomes for individuals and communities.” ' P!

The current global coronavirus crisis has thrown into relief the role of policy and funding in the distribution
of healthcare within nations. Countries are now needing to find resilience in healthcare funding in the face
of COVID-19. 2 Access to healthcare varies according to national political economy and political ideology
governing and enacting how and under what circumstances a person is eligible for healthcare. The vast
interplay between political ideologies, health policy and economic policies have impacts on the health and
wellbeing of individuals’ lives beyond access to healthcare. In other words, access to healthcare is only one
part of access to health.



The World Health Organisation (WHO) called on researchers in health to suggest ways of strengthening
‘the three ’pillars’ of primary health care (1) enabling primary care and public health to integrate health
services, (2) empowering people and communities to create healthy living conditions, and (3) integrating
multisectoral policy decisions to ensure UHC that achieves the goal of "health for all”’ ! P1. Sturmberg and
Martin argue that “pillars” sends the wrong message for researchers and policy makers. However, calling
on the health research community to make such suggestions to achieve ‘health for all’ neglects that they are
subject to the political economy of the nation most often through funding, in which this is being undertaken.

In this article we argue that to ensure that universal health coverage (UHC) addresses inequalities in access
to healthcare and strengthens primary health care it is important to analyse how ideologies and policies
actively influence health inequities and additionally impact on the scope and efficiency of health services to
deliver optimum healthcare. Where neoliberal ideologies hold sway, governments may reduce their funding,
hold views about citizens’ abilities to pay and erode the ‘universal’ in UHC.

Political Economy Context

The WHO 2 defines UHC as all people and communities can use the promotive, preventive, curative, re-
habilitative and palliative health services they need, of sufficient quality to be effective, while also ensuring
that the use of these services does not expose the user to financial hardship’ . However, adopting UHC to
provide healthcare to a population is inherently a political process.* It is also subject to changing political
landscapes and the views of health financing. Sparkes et al “argue that the amount of money involved in
any healthcare makes it subject to external influences.

Reich ® 6 suggests a political economy analysis focusing on power and resources, how they are distributed
and contested in different country and sector contexts, and the resulting implications for achieving both UHC
and health. Analysis of political economy issues requires explorations of the roles of government policies,
social movements and commercial interests. It can reveal that inequalities exist within UHC itself such as
unequal funding of public health and prevention activities, primary and tertiary care. These exist because of
differing powers within a society. It also means that within a healthcare system illnesses will receive differing
funding.

Sparkes et al 4 argue that in the pursuit of universal health coverage analysis of political issues is required. A
political economy analysis can aid more effective approaches for managing political issues that arise. Reich
5 maintains that many policy makers in the health sphere do not know how to undertake political economy
analysis despite seeing the need for it. ‘The World Health Organization (WHO) can promote evidence-based
political economy analysis to assist health policy-makers in managing change more effectively, for instance
to move towards universal health coverage (UHC) or to advance other health-related SDGs (Sustainable
Development Goals).”® >4, Understanding political economy has important implications.

Why is this important to people’s health? The decisions made by policy makers across all sectors
of government have importance for people, both well and ill and impact their decision-making. It allows
for questions of ‘in whose interests’ are some policies implemented. This in turn has implications for the
functioning and levels of satisfaction of patients in PHC and eventual outcomes for UHC.

Bambra Fox and Samuel argued in 2005 there was little mainstream debate on how politics, ideology and
power affect the health of people, with some rare exceptions. 7 Before that the WHO had said these issues
had been resolved but that claim is contentious. In 2006, Boxall and Short ® argued that some researchers
suggest that neo-liberal economies use welfare and labour market policies leading to greater inequality and
diminished health outcomes. However, while Australia adopted neoliberal policies its public health remained
the best in the world. This claim ignored that health outcomes comparisons internationally are relative. Since
2006 however, economic and social inequities are growing in Australia. Increasing inequalities pervade the
health system so that inequalities exist across within populations and among health conditions.

People experience health, illness and healthcare within a political economy. However, it is usually only when
they become ill (or face a pandemic) that the impacts of that political economy become evident. These



impacts are broad: access to healthcare, to welfare, transport, employment and retaining social integration
will be made harder or easier based on the political economy in which they live.

The following are two examples of conditions demonstrating the impact of Australian political economy on
the health and well-being of individuals. They demonstrate that policies related to employment, welfare
and income all play a role in well-being of those who become ill. At the same time those policies control
individuals’ access to employment, welfare and income, which in turn can have its own impact on the nation’s
economy and costs to the health system.

Diabetes: costs to individuals, families and the economy

In 2014 Schofield et al ' examined the likelihood of Australian people with diabetes being in work and
poverty rates amongst those with diabetes who were unemployed. They found that those with diabetes
were more likely not to have employment and those who were unemployed were most likely to live under
the poverty line. They concluded that having diabetes, more than any other condition was likely to lead
to unemployment and poverty in Australia and that this status exacerbated their abilities to care for their
health.

There has been no improvement since then. Healthcare costs of diabetes increased substantially from 2001 —
2 t0 2008 — 9 ($AUD 811 mill to $AUD 1.51 bill). Indirect costs for the 45 — 64 age group were substantially
higher. For example, those who left their job due to diabetes had just one third the income of those without
the condition.. By 2030 the differences will be substantial. 1.

Schofield et al ' maintain while substantial diabetes direct costs are large, ‘the full range of indirect costs
(i.e., lost earnings, lost productivity, lost superannuation, lost taxation revenue, carer costs, extra welfare
payments, cost of aids and home/work modifications, travel costs) are recognised as being even greater.’
These include lost productivity, and reduced capacity to gain and maintain employment as a result of
related physical disability.

This impacts on the Australian health system and the broader economy. By 2018, death rates for those with
diabetes were nearly double than for the general population in Australia, and for those under 45 years of
age with Type 2 diabetes nearly 6 times the prevalence in the general population. 2

Schofield et al *! analysed the costs of diabetes in Australia over time. They projected between 18,100 (2015)
and 21,400 (2030) people would be out of the workforce, leading to lost income from $AUD 467 mill (2015)
to almost double that in 2030. In addition, for the government there was a loss of taxation revenue annually
from $AUD 102 mill in 2015 to more than a 50 per cent increase in 2030. It was estimated that a loss in
GDP of $AUD 2.1 bill (2015) would increase to $AUD 2.9 bill (2030) due to diabetes.

Multiple Sclerosis (MS): costs to individuals, families and the economy

In 2017 there were 25,607 people with MS in Australia; that is 103.7 per 100,000. Total cost of MS was
$AUD 1.75 bill and annual cost per person was $AUD 68,382 per annum. '3 MS affects people of working
age and can lead to unemployment or underemployment. Twenty two percent of the direct per person cost
($8,437) were borne ‘out of pocket’ by the people with MS themselves, while government and community
jointly incurred 78% of the direct per person costs ($21,911). The second largest component was the indirect
costs from lost wages (32%, $21,858). Loss of wages has declined from 50% of direct costs to 32% in 2017,
largely due to new generation of disease modifying therapies, which has allowed more people to remain in
work. 13

Chen et al ' report on MS days lost that there is a mean total absenteeism of 0.6 days per 4 weeks or 7.8 days
per person annually. Symptom severity in people with MS most strongly explains workforce participation and
productivity. '® They assessed prevalence and impact of 30 comorbidities on participation and productivity
in work, and the economic burden and productivity costs of comorbidities. Depression (45%) followed by
anxiety (42%), allergies (38%), migraine (30%) and high blood pressure (25%) were the five most prevalent



comorbidities. Those reporting limitations to activities had osteoarthritis, followed by depression, anxiety,
and allergies.

Productivity loss in the past 4 weeks for those with comorbidities was 2.5 days, approximately 32.5 days per
annum (highest for those with osteoporosis, inflammatory bowel disease, osteoarthritis and psoriasis), and
1.3 days, approximately 16.9 days per annum, without comorbidities. In addition, total population costs
were greatest per year for those with depression with a cost of $AUD 33 mill; allergies at $AUD 33 mill;
followed by anxiety, migraines and osteoarthritis. Higher numbers of comorbidities were associated with lost
productivity: having one comorbidity compared to none led to 19.8% productivity loss.

These examples demonstrate that having chronic conditions has health impacts far beyond the health system
itself. As well it increases inequalities between those with chronic conditions and those without since the
health system takes no account of the value of social health.

Discussion

In 2020 there has been an enormous impact on social and health systems from COVID-19. The effect is
worldwide with social and health ramifications into the future. What is emerging is a new inequity and the
focus is on new political processes that deal with UHC under these extreme conditions. 6

Estimates of the impacts on employment in Australia and hence incomes suggest that at least 3.6 million
people will be out of work, with those from hospitality, retail and entertainment industries most hard hit.
These are the low paid workers on casual employment with few savings behind them to support them through
the pandemic. This includes close to 94,000 casual academics. Casual workers are not eligible for government
benefits. 1719

Older people especially with chronic conditions are at greater risk if contracting coronavirus. Pre-existing
conditions can also create greater risks of severe virus outcomes. 2% In some countries migrating workers
and their poor living conditions have created a greater danger of infection. 2! Government measures to curb
the spread of the virus are leaving many of these same people exposed to greater risks to their physical
and mental health. These risks stem from increased exposure to the virus and from increased economic and
social hardship during the lockdown.??

Inequitable opportunities as the result of economic downturn, after major recessions in the US long term
unemployment have been shown to have far reaching effects for future productivity as well as employability.
This is especially so for younger people who in slumps are “scarred” 23 having lower wages and fewer
employment opportunities in their early careers. In Australia the impact on younger people can be seen
from the withdrawals from superannuation (pension schemes). Over 450,00 withdrawals have been made by
people <30 who have amassed the least savings. 2*Physical capital has not been destroyed, but the risk of
human capital damage is large, through the scarring of significant numbers of unemployed for long periods
of time. 2°

The coronavirus pandemic demonstrates the inadequacy of current health systems, particularly with regard
to preventive care where Australia spends relatively less. 26 Restoring health affected by COVID-19 is a long-
term prospect which will entail dealing with greater inequities. Delays in education and further studies will
affect many and will lead to longer term inequality. However, COVID-19 offers an opportunity to conduct
far-reaching reform. Webster?” points out in the UK The Independent Scientific Group for Emergencies
(SAGE) identified that centralised control was an impediment and undermined local integration of health
and social systems, where primary care is the backbone of the system..

Similarly, Sturmberg and Martin ! argue that the integration of UHC and PHC requires political leadership
which involves local communities and resourcing, this ignores the influences of lobby groups in the health
sector on policies and government spending in health, often towards greater medical intervention. As was
the case with the UK Government the ideological positions of political leaders may preclude communities
participating. 27



Australian PHC is an ever-evolving system driven by changes in power relations, most notably between fun-
ders and health professionals, health professional bodies, lobbyists and within the professions.?® 2° Whether
it can be deemed a system, which suggests some stability is questionable. 3° The term “navigating the health
system” is in common parlance for good reason. Interestingly, in a call for a national minimum data set in
primary care, the Deeble Institute 3! points out that there is little understanding of how and why patients
access Australian PHC.

Sturmberg and Martin ! call for PHC and UHC to become a “system as a whole framework” where UHC
operates as financing PHC then improving parts of the system will lead to improving the whole system.
However, until PHC is reformed to operate locally, integrated with local welfare, housing and other services,
it can be argued that uniting two damaged systems will lead to further damage and inadequacy for people’s
health and wellbeing. UHC is rarely universal; this is demonstrated in Australia by the growth of out-of-
pocket costs (OOPs) which are currently estimated as 20% of health costs. 32 33 OOPs are comprised of
co-payments on prescription medicines, gap fees for GP, specialists, allied health care, plus costs associated
with tertiary care. The support of the private health insurance (PHI) industry via tax credits for those
able to afford PHI has further undermined UHC in Australia. Another aspect of its lack of universality is
the funding of the system, with 39% of funding in Australia going to tertiary care and 1.34% in 2013-14 to
preventive health services.?% 3°

Conclusion

While UHC and its leadership should produce greater equality and PHC should include social housing as
Sturmberg and Martin argue, this is patently not the case. Public policies about health currently actively
exclude economic policies that impact on people’s participation in health-maintaining activities such as
employment, nutrition, and social engagement. These aspects are not considered part of PHC, to the
detriment of those accessing it, as we can see in the above examples. Reform needs the leadership to drive
these changes.

PHC and UHC become most effective when prevention and other public health measures can lead to more
equity for patients. Political economy analysis says it involves economic and political decisions that are
often made favouring health/disease industry interests promoting further inequity. For patients UHC has as
a fundamental base goal of equality, and this is foremost a political consideration. Groups such as indigenous,
refugee, migrant, the poor and disabled have somewhat limited access to resources and to influence decision
makers. For diabetes and multiple sclerosis as well as other conditions there are large costs for the economy
and community in terms of productivity, healthcare and wellbeing. People with these conditions in many
cases face diminished lifestyles and have less equality in terms of UHC.

The experience of the early stages of COVID-19 has shown that inequity is endemic to many social, political
and health systems and that it needs to be addressed in future planning not only to provide effective
healthcare but to sustain employment and the provision of effective social and economic supports.
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