
Shiraz E-Med J. 2017 November; 18(11):e57724.

Published online 2017 October 23.

doi: 10.5812/semj.57724.

Review Article

Toward Equity under Health System Reform; A Systematic Review

Kamran Bagheri Lankaran,1 Hamid Reza Khankeh,2,3 Nooshin Zarei,4 Mohammad Fararouei,5 Zahra

Saboori,6 and Hassan Joulaei1,*

1Health Policy Research Center, Institute of Health, Shiraz University of Medical Sciences, Shiraz, Iran
2Department of Nursing, University of Social Welfare and Rehabilitation Sciences (USWR), Tehran, Iran
3Department of Clinical Science and Education, Karolinska Institutet, Stockholm, Sweden
4Shiraz HIV/AIDS Research Center, Institute of Health, Shiraz University of Medical Sciences, Shiraz, Iran
5Department of Epidemiology, School of Public Health, Shiraz University of Medical Sciences, Shiraz, Iran
6George Washington University Alumnus, Washington DC, USA

*Corresponding author: Hassan Joulaei, Pharm D, MPH, PhD, Health Policy Research Center, Institute of Health, Shiraz University of Medical Sciences, Shiraz, Iran. Tel/Fax:
+98-7132309615, E-mail: joulaei_h@yahoo.com

Received 2017 September 04; Accepted 2017 September 06.

Abstract

Background: To improve health equity, many countries have undergone consistent health sector reforms during the two past
decades although most of them still have some challenges ahead.
Objectives: This systematic review aimed to determine the impact of health system reforms on inequities and social determinants
of health (SDOH) since the year 2000.
Methods: PubMed, Scopus, and Google Scholar databases were utilized to conduct a literature search of related records from Jan-
uary 2000 to August 2014. Out of 1,559 published articles, 29 were selected according to specified inclusion and exclusion criteria.
Results: Almost all investigated countries have considered financial interventions to address increases in governmental health
expenditures and implement universal health coverage. While most countries stressed in-patient or outpatient care, primary care
is often disregarded in many health system reforms. Although the aforementioned reforms have been somewhat successful, several
socioeconomic groups continue to experience health inequities.
Conclusions: These results illustrate the vital role that socioeconomic and political determinants play in the success of studied
reforms. Furthermore, emphasizing primary health care, implementing reforms in a stepwise and well-monitored manner, and
utilizing quality control mechanisms can mitigate health inequity.
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1. Introduction

According to the world health organization’s report
in Rio de Janeiro’s conference for social determinants of
health, all people hold the right to live with the “high-
est standards of a healthy life” (1). Health sector reforms
(HSR) - defined as purposeful and standard changes in
the health sector aiming to improve equity, efficiency, and
effectiveness- often assist in reaching such standards by re-
ducing regional socioeconomic inequities and providing
equal access to healthcare (2-5). As illustrated in literature,
the most notable cause of global health inequities is socio-
economic inequalities among different groups within a so-
ciety (6). Obviously, various socio-economic classes in each
society comprise individuals with different health states,
thereby establishing situations that leave certain parts of
the population deprived from a healthy and high-quality
life.

Health systems are complex because there are no linear
relationships between different functions, components, or

outcomes; this makes it difficult to evaluate health sec-
tor reform with respect to complex outcomes of health
system. Yet ever since the 1990s, numerous frameworks
have been introduced to analyze reforms and outcomes of
health systems (7). Examples of such frameworks include
six building blocks, four functions, and control knobs of
health systems (7). Of these frameworks, the six build-
ing blocks approach is a valuable measure for pinpointing,
describing, and prioritizing health system restrictions. It
identifies where and why investments have to be focused,
what happens as an outcome, and by what measures the
changes can be overseen (7).

Over past 20 years, many countries focused on so-
cial determinants to reduce health inequities when imple-
menting reformative actions. Most HSRs worked to expand
health insurance towards universal health coverage (UHC)
(3, 8-10). While many developing and developed countries
with HSRs may have been successful in some areas, most
countries experienced challenges and barriers. As an ex-
ample, the Netherlands, (11) the United States, (12) Chile,
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(13) Turkey (14) China, (15) Thailand, (16) South Korea, (17)
Brazil, (18) and Iran (19, 20) were able to take actions to pro-
mote their healthcare services despite the negative conse-
quences.

Hence, this study aimed to utilize the six building
blocks framework in determining the impact of HSRs on
reducing inequities, particularly with respect to SDOH.

2. Methods

Using the population, intervention, comparator, and
outcome (PICO) as a reference, the study attempted to an-
swer the following question: what are the effects of HSRs
on reducing health inequalities? The setting of this study
included nationwide HSRs within the past 15 years that fo-
cused on improving health equity, while the target pop-
ulation was healthcare providers affected by those HSRs.
Interventions within this study included HSRs of any type
that were directed towards reducing health disparities. Pre
and post reform health-related indices were evaluated as
the measures of interest (comparators). The outcomes of
HSRs were determined by comparing health insurance cov-
erage, out of pocket (OOP)/government healthcare expen-
ditures, and quality, access, and utility of health services.

2.1. Search Strategy and Data Sources

Based on guidelines set forth for systematic reviews, a
comprehensive literature search was conducted for stud-
ies with similar research questions (21, 22). Protocols and
systematic review search took place via different databases
including the center for reviews and dissemination, and
the Cochrane database of systematic reviews.

The researchers used Scopus, PubMed/Medline, and
Google Scholar to find primary and secondary arti-
cles/documents published in English between 2000 and
2014. This timeframe was chosen to integrate measurable
and recent impacts of HSRs on health indices. Search
terms were chosen with respect to the PICO reference
that included mesh terms such as “health sector/ system/
care reform”, “coverage”, “equity”, “residence”, “ethnicity”,
“utility”, “gender” and “socio-economic status”. Upon
entering search phrases into the databases, the document
type was set to “article” and the search was completed
in “all field”. The researchers utilized a protocol recom-
mended by the Preferred Reporting Items for Systematic
Reviews and Meta- Analyses (PRISMA) to conduct the
search between August 20th and 30th, 2014.

2.2. Inclusion and Exclusion Criteria

Documents or articles highlighting health disparities-
focused HSRs were included in this review. Although the

review focused on HSRs that took place after 2000, many
articles that referred to HSRs taking place during the mid-
1990s were also included in the review. Exclusion criteria
included studies about HSRs not being focused on equity,
those with general explanations of HSRs or sub-national re-
forms, and those with qualitative designs. Other articles
that were excluded were letters to editors, opinions and ed-
itorials, and case studies. This review process yielded 1559
articles, 29 of which met the inclusion criteria (Figure 1).

365 Articles discarded  
Because of nonspecific subject  

or limited reform's area 

1559 Titles reviewed 

Pub Med = 167 

Scopus = 135

Google Scholar = 1257 

116 Studies discarded 

Because of duplication 

1042 Studies discarded 
Out of time period = 84 
Other languages = 14 
Not related = 944 

1443 Abstracts were 
reviewed

401 Articles reviewed of full 
text 

29 articles selected

Figure 1. Flow Diagram of the Search Strategy

HSRs can be analyzed using a host of available frame-
works, some of which include control knobs, four func-
tion, and six building blocks of health systems. As per WHO
guidelines, we chose the latter framework to conduct our
analysis because it provides insight into specific elements
needed by health systems to reach certain milestones (23).
The six building blocks approach includes leadership and
governance, healthcare financing, medical products and
technology, information, health workforce, and health ser-
vice delivery.

3. Results

A closer look at the 29 articles yielded about 21 coun-
tries with equity-driven HSRs throughout the aforemen-
tioned timeframe. Financial interventions such as increas-
ing insurance coverage and additional government health
expenditures were considered by most countries under re-
view. HSRs in countries like the Philippines, Turkey, China,
Chile, Kosovo, India, and UAE incorporated more than
three building blocks. All HSRs displayed both positive and
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negative outcomes. Table 2 summarizes findings of HSRs
and outcomes for each country based on the six building
blocks framework.

In general, HSRs aim to enforce equity and efficiency
in health care utilization. Most studied reforms utilized
strategies in providing UHC and implemented financial in-
terventions focused on expanding insurance coverage. De-
spite the implemented strategies, all HSRs have been asso-
ciated with nuisances and challenges. Our findings sug-
gest that many characteristics are effective in the success
rate of HSRs, which are elaborated in the sections below:

First, countries must consider the socioeconomic and
political context as well as health sector reform. Consis-
tent with our results, global evidence indicates that apply-
ing a host of health equity-driven strategies without pay-
ing attention to socio-economic and political factors, has
led to failures in HSRs in many developing countries. A no-
table example of this factor is China’s overwhelming eco-
nomic growth rate over the past few decades, leading to
sustainable health care investment and HSR aiming at im-
proving health status of its target population (Table 2). Yet,
this notable economic growth rate intensified rural and ur-
ban health disparities, which demonstrates the impact of
China’s HSRs on equity-related outcomes (24, 25). Similarly,
articles regarding HSRs in Chile point out to evident ongo-
ing healthcare utilization disparities because of financial
barriers and social factors such as education level, health
literacy, and residency area (13, 26-28). In addition, intro-
ducing payment reforms to the Rural Health program in
Georgia has attempted to offset health inequities; inequal-
ities still remain among different socioeconomic groups,
as seen in higher healthcare utilization among urban pop-
ulations due to higher incomes when compared to rural
ones (29, 30). In addition, the impact of socio-political
context on HSRs is evident within the complex turmoil in
Syria, where the civil war has diminished previous HSR suc-
cess and resident living conditions (31). In contrast, the
key to success in Turkey’s HSR was political stability (14).
Finally, gender and socio-economic disparities in Turkey
have diminished HSR goals directed towards health eq-
uity, particularly in the most underprivileged provinces
(32). For example, low SES women in Turkey experience
heightened health problems because of interpersonal vi-
olence and discrimination. As is evident in Table 1, HSRs
among most countries under study have led to positive
economic growth rates (33-35). Only Iran and Mali exhib-
ited negative growth rates during their HSRs; both also
had intermittent positive growth. HSRs in Latin America,
Kosovo, and the Philippines were associated with positive
economic growth and shifting towards democratization
(36-38). Mexico has displayed continued interest in com-
bining various political stakeholders in favor of its reform

(39). In sum, while the aforementioned cases illustrate the
impact of health inequities on HSRs, health sector-related
characteristics must also be considered in evaluating re-
forms (25, 29, 40) and.

The second important factor is focusing on strength-
ening primary health care (PHC) within health sector re-
forms. According to WHO, implementing PHC is the most
beneficial in promoting equal access to a plethora of
health services (41). There is an inter-connection between
economic and social development with primary health
care (42). Although PHC expands social benefits to the un-
derprivileged, many countries have allocated resources to
establish inpatient and outpatient care (3). More atten-
tion has been devoted to strengthening PHC in Armenia,
India, Kosovo, Turkey, and China. Although these coun-
tries have achieved many successes with regard to expand-
ing access to primary health care, in order to gain opti-
mum results from this policy they still need more invest-
ment and infrastructures (15). Despite the anticipated ben-
efits, the US displays shortcomings in implementing PHC
(43). This lack of attention is associated with increased
costs and health equity challenges when promoting health
insurance coverage. The promotion of a simple and ef-
fective National Health Network system in Iran has led to
improvements in health indicators and increased PHC ac-
cess (43). Yet, the steady digression of stakeholders’ in-
terests towards treatment-oriented approaches has weak-
ened this successful prevention-oriented system over time.
However, we must note that an emphasis on PHC does
not necessarily mean neglecting inpatient and outpatient
care. Experiences from the Philippines and India confirm
that neglecting this level of health services may deprive
those with low SES access to comprehensive care (36, 44,
45). A stronger PHC infrastructure is generally indicative
of continuity, comprehensive, and need-based care (46).

Taking quality of healthcare as well as quantity is the
third contributing factor to improving health equity. The
definition of equitable access emphasizes both quality and
quantity (47). Since policy makers often aim to expand
the short-term financial coverage of services for the under-
privileged, many reforms often neglect quality of health
services. While Mexico has developed beneficial quality-
driven programs, it still has to bridge the gap of health
disparities and outcomes between socio-economic groups
(48). Despite the fact that Philippines’ government has at-
tempted to implement quality-driven strategies, a WHO re-
view indicates inadequate quality care due to lack of coor-
dination and incentives. Even though hospitals and pri-
vate practices have established protocol for quality care,
the lack of licensing standards diminishes the quality of
primary health centers (49). Another successful reform is
seen in Turkey’s efforts for comprehensive health system
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improvements. Yet, this change has not led to uniform im-
provements in quality of care among sectors and regions
(50). Many countries, such as the United Arab Emirates,
have implemented a master plan to promote health eq-
uity among low socioeconomic groups (51). While this may
seem like a good short-term remedy, long-term impacts
may deepen disparities between socioeconomic levels.

The fourth contributing factor to effective equity-
driven reform is establishing a robust monitoring system
from the beginning. Almost all studied reforms exhibit im-
perfect and discontinuous monitoring systems through-
out different time points. Many countries did not display
any sort of comprehensive monitoring system, even years
after the reforms. As an example, China’s health informa-
tion system (HIS) has only been implemented for certain
diseases and therefore, it lacks comprehensiveness and the
ability to monitor diverse health outcomes (52). One of
the main problems of Iran’s health system is also weak-
nesses in implementing an inconsistent information sys-
tem (53). Similarly, South Africa also lacks robust infor-
mation management system regarding both supply and
demand (54). Ambiguities in access and improvement in
health outcomes among Georgian and Abu Dhabi health
care systems post reform indicate the lack of a comprehen-
sive health information system (30, 51). In addition, frag-
mentations within India’s monitoring system obscure the
impact of HSR on health outcomes (45). Yet, HSRs in Mex-
ico and Turkey have led to the establishment of continu-
ous and effective monitoring systems, thereby leading to
better care coordination over time. Comprehensive infor-
mation systems provide policy makers with readily avail-
able and high quality evidence that is necessary for effec-
tive decision-making (41, 55).

Finally implementing stepwise reforms instead of big
reforms could better target health equity in developing
countries with sparse resources and inconsistent infras-
tructure. While both are purposeful in nature, small re-
forms occur incrementally while big reforms occur strate-
gically. Certain factors are necessary to implement a suc-
cessful big reform. Such factors include coherent and re-
liable leadership, political support for reforms, sustain-
able healthcare financing, governmental stability, and
skilled health workforce (42). Our findings indicate that
HSRs among most countries experienced gentle and in-
sufficient increases in health sector financing, particularly
within the 2012 - 2013 window. As seen in Table 1, out-of-
pocket health expenditures comprise over 20% of spend-
ing within 73% of the countries under study, which fur-
ther confirms a shortage of financial investment in these
countries. Therefore, the magnitude of the reforms should
be adopted with required resources in long term to avoid
stopping programs. Positive HSR outcomes due to long-

term planning and sustainable management are evident
within experiences of Chile, China, Mexico, and Turkey. Ex-
periences in Syria (56) and Kosovo (37) indicate that there
is no one formula that can drive HSRs or from within. With
minimal examples of success, such findings indicate that
big reforms are not appropriate to implement in develop-
ing countries. Finally, for those countries with stronger in-
frastructures, decentralization is an effective approach to
improve health equity (42).

While this review utilizes a novel strategy to evaluate
health equity-focused HSRs, there are some limitations.
First, the literature search was limited to peer-reviewed ar-
ticles and documents published in English. Second, we ex-
cluded information within the gray literature due to lim-
ited access to international journals.

4. Conclusions

Based upon the results of this study, we suggest five pil-
lars in achieving HSR goals: 1) Taking into consideration
the political and socioeconomic context and health sec-
tor reforms in order to ensure sustainability, 2) Prioritiz-
ing and strengthening PHC over inpatient and outpatient
care, 3) Emphasizing healthcare quality along with finan-
cial investments to enhance comprehensive care for all so-
cioeconomic groups, 4) Establishing a robust monitoring
system early on to ensure appropriate resource allocation
and prioritization for HSR interventions and 5) Promoting
changes in infrastructure, along with enforcing incremen-
tal HSRs.

Acknowledgments

The authors appreciate Shiraz University of Medical
Sciences for its financial contribution. The authors wish to
thank all participants for their time and patience.

Footnotes

Authors’ Contribution: Study concept and design, Kam-
ran Bagheri Lankarani; interpretation of data, Hassan
Joulaei; drafting the manuscript, Nooshin Zarei, Hamid
Reza Khankeh; critical revision of the manuscript, Zahra
Saboori.

Conflict of Interests: To their best knowledge, the au-
thors have no conflicts of interests in publishing this
manuscript.

Funding/Support: Research deputy of Shiraz University
of Medical Sciences supported the study (Grant number
93/7386).

4 Shiraz E-Med J. 2017; 18(11):e57724.

http://emedicalj.com


Bagheri Lankaran K et al.

Table 1. Trends of Public Health Expenditure, OOP, and Economic Growth Rate Among Countries of Interest Over Time

Country Per Capita Expenditure on Health (PPP int. $) (57) GDP Growth (34) Out of Pocket (35)

Year

2000 2012 2013 2011 2012 2013 2000 2012 2013

China 50 323 360 9.5 7.8 7.7 59 34.3 33.9

Iran 162 492 577 3.9 -6.6 -1.9 56.2 52.5 52.1

Chile 248 768 795 5.8 5.5 4.2 41.9 32.4 31.7

US 2074 4153 4307 1.6 2.3 2.2 14.9 11.9 11.8

Turkey 275 745 815 8.8 2.1 4.2 27.6 15.4 15

South Africa 254 528 543 3.2 2.2 2.2 13 7.1 7.1

Indonesia 31 108 114 6.2 6.0 5.6 46.5 45.3 45.8

Rwanda 10 93 95 7.9 8.8 4.7 24.8 18.8 18.4

Vietnam 31 124 129 6.2 5.2 5.4 66 48.8 49.4

Ghana 41 133 130 14.0 9.3 7.3 31.8 29.1 36.2

India 24 60 69 6.6 5.1 6.9 67.1 60.6 58.2

Kenya 31 40 42 6.1 4.6 5.7 43.2 45.3 44.6

Mali 23 38 49 2.7 -0.4 2.1 66.5 60.9 60.1

Nigeria 34 55.6 49.4 4.9 4.3 5.4 61.7 65.8 72.9

The Philippines 51 82 91 3.7 6.8 7.2 40.5 57.6 56.7

UAE 1444 1188 1570 4.9 4.7 5.2 16.1 19.5 18.8

Syria 63 77 78 – – - 59.6 53.9 53.9

Malaysia 211 494 514 5.2 5.6 4.7 33.7 34.9 36.1

Mexico 237 550 549 4.0 4.0 1.4 50.9 44.1 44.1

Kosovo* - - - - - - - - -

Armenia - 33 34 4.7 7.2 3.5 70.5 73.8

Georgia 29 116 150 7.2 6.2 3.3 82.5 64.7 61.9
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