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Abstract:

The participatory research study project titled “Equity Analysis by Communities for Evidence based Advocacy” supported by Global Equity Gauge Alliance ( GEGA), South Africa was initiated in the year 2006 by Equity team at Community Health Sciences Department, The Aga Khan University, Karachi, Pakistan. 

This paper is based on the framework and findings of the mentioned equity work conducted at two field sites, rural Union Council of District Khairpur and urban Karachi. The paper looks into the underlying disparities in health identified by the male and female communities of the both field areas. 

Introduction and Context: 

The inequity has very different forms and shapes in any given society. Anthropologically speaking, inequity has diverse socio-cultural politico-economic shapes. The concept of Equity has widely been recognized in the global and national community development agendas. The social definitions research framework of health is now put into practice for addressing the poor health outcomes between countries, regions and disadvantaged communities. Throughout the world, inequalities in health status between the rich and poor are pervasive. The disparities are particularly noticeable in many of the poorest countries, where millions of people suffer from preventable illnesses, such as infectious diseases, malnutrition, and complications of childbirth, simply because they are poor. These wide differences in health status are considered unfair, or inequitable, because they correspond to different constraints and opportunities rather than individual choices. 

The difference between health services and health systems is critical. It is known to many but perhaps not reflected in policies, plans and interventions for strengthening of health systems. The very notion of health systems invokes the notions of equity and social determinants.  The Primary Health Care Declaration of 1978 and the establishment of the WHO Commission on Social Determinants have vindicated the importance of equity and social development for better health outcomes. The need for the health sector to collaborate with and influence other sectors for better health outcomes has posed a challenge to all concerned individuals/groups/institutions. The challenge is to find ways to influence the health sector and other relevant. Is this to be done through a focus on the health providers and policy makers, or would the focus be on the users. Whereas both sides are important and need to be brought into play, the question remains whether community is to influence the providers and policy makers or vise versa. 

Pakistan is a country at the cross roads of justice and injustice. Inequalities in health outcomes are rampant. Public and private health care are both available, but class differences make access to quality care a major issue. Furthermore, public health system is in a perpetual state of shambles, and its access by the poor is riddled with financial and non-financial barriers. In such a situation, role of the community to give direction to the local government in addressing the underlying reasons for unequal health outcomes becomes an imperative. 

The GEGA (Global Equity Gauge Alliance) funded project: “Equity Analysis by Communities for Evidence Based Advocacy (EAC-EBA”, sought to mobilize communities (both urban and rural) to influence the development plan/s of the local government. The mobilization was based on the community’s analysis of their own health outcomes and conditions, and the use of their information for lobbying with the local government for the inclusion of their priorities in the development plans. The community members involved in the process of analysis and lobbying were facilitated to undertake an analysis of their own health outcomes and conditions, and then use this information for lobbying with the local government for the inclusion of their priorities in the development plans. This process of equity analysis by communities was conducted through three distinct steps: 

(a) Equity analysis and identification of disparities by groups of women and men.

(b) Priority setting of the disparities identified by the community groups.

(c) Advocacy plan by the community.

The major learning expected from the Project was the methodology for the three steps, and identification of the factors that enable and impede communities to become more equity conscious within their community settings, and in influencing the local government. Given the low social status of women, and the restrictions placed on their mobility, a major lesson expected was to find what spaces are available for women’s empowerment 

This participatory research-based paper is the outcome of above mentioned equity work conducted by equity team, Community Health Science Department, The Aga Khan University, Karachi. The paper tries to document and analyze the underlying gender, socio-cultural and politico-economic determinants of disparities, and social injustices with special focus on the poor outcomes of health status.  The equity work at two field sites, rural Khairpur and urban Karachi, aimed to explore and identify the multifaceted disparities and inequities at different social-cultural, politico-economic and gender levels. Besides, after identifying the underlying health disparities by communities, these were to be addressed in the Annual Development District Plans. In the second phase, advocacy meetings at community level were organized so as to address the development priorities of the area. The study showed purposeful results in terms of identifying health disparities and priorities from community’s point of view. During Equity Analysis phase, community groups voiced their first-hand experiences about the disparities embedded in the health system, inequitable distribution of resources, social mobility, health seeking behavior, delayed treatment, poverty and gender biases. The paper will highlight the approach of equity analysis by communities which is usually a neglected research area at macro policy and planning level in Pakistan. 

Social Determinants of Health Approach: An Overview 

The equity work revolves around the conceptual approach of ‘equity in health’ which looks into the broader social framework of health instead of clinical model. Therefore, I feel necessary to present here an overview of the social definition approach of health. As noted in the World Bank’s World Development Report 2006: Equity and Development, the distribution of wealth in a country is closely related to social distinctions that stratify people and communities into groups with relative amounts of power. Inequities occur when certain groups of people have less say and fewer opportunities to shape the world around them. Social, cultural, and political differences between people create biases and rules in institutions that favor more powerful and privileged groups. The persistent differences in power and status between groups can become internalized into behaviors, aspirations, and preferences that also perpetuate inequalities. In the case of health, an individual’s lack of power and status often translates into a lower likelihood of taking preventive health measures and seeking and using health care. 

A concern about health inequalities and other distributional aspects of health status and service use has enjoyed varying degrees of attention over the years. Beginning in the early 1970s, in the field of general economic development, the traditional focus on overall per capita income growth was vigorously challenged by advocates of “trickle-up” development with an emphasis on basic human needs. In the health field, a similar trend gave rise to what became known as a “Health for All” movement. The movement featured a strong emphasis on improving the health of the global poor, so that they might enjoy the health benefits already available to the better off. Thus, the interest began to shift from “Health for all” and towards what became known as “health sector reform”. Today health stands higher than ever on the international development agendas, and health inequalities between and within countries have emerged as a central concern for the global community 

In 2005, the Director General of the WHO set up a global Commission on the Social Determinants of Health (CSDH). The objective of the Commission was to achieve policy change by learning from existing knowledge about the social determinants of health (SDH) and turning that learning into global and national political and economic action. To facilitate the learning a number of Knowledge Networks ( KNs) were established by WHO to synthesize knowledge about social determinants of health. Among one of those Knowledge Networks entitled “Measurement and Evidence Knowledge Network” prepared paper and expended the significance of the social determinants approach of health. The purpose of the said co-authored article titled “The Development of the Evidence Base about the Social Determinants of Health” is to articulate a series of methodological, theoretical and epistemological principles that help to inform the development of the evidence base about the social determinants of health. The paper also highlighted a number of intellectual principles in terms of the broader social framework of health. I would therefore, like to shed light on the principles to support the Social Determinants of Health (SDH) argument at policy and planning level. 

Globally there have been impressive improvements in overall indicators of health over recent decades. None the less, health inequities within and between countries persist and in many cases have widened and continue to widen (WHO, 2004). The first principle for the development of the evidence base for the social determinants of health is a statement of the value position of equity against this background. The explicit value is that the health inequity that exists within and between societies is unfair and unjust. This is not a scientifically or rationally derived principle; it is a political position which asserts the rights to good health of the population at large and to the equitable disbursement of the benefits of social and medical advances. It stands in contrast to the value position that argues that differences in health are a consequence of the beneficial effects of the maximization of individual utility in the market. It is important to note therefore at the outset, that individual and collective utilities may be at odds politically, with the equitable right to health. 

The position here taken is that systemically differential patterns of health outcomes which have their origins in social factors are unfair and unjust and the social factors which cause this state of affairs are also unfair and unjust. The explicit value position is that this is morally indefensible and that there is an imperative to find solutions. Furthermore, because these factors are social and they are the product of human agency they are potentially changeable through human agency. 

The second principle is a commitment to an evidence based approach. It is taken that is axiomatic that an evidence based approach offers the best hope of tackling the inequities that arise as a consequence of the operation of the social determinants. Further it is assumed that the evidence will provide the basis for understanding and the basis for action. (Greenhalgh, 2001) 

Methodology & Findings:

The equity work was initiated at two Union Councils (a smallest administrative unit in local government system) rural Khairpur and urban Karachi, Sindh. In the two field sites, equity analysis was conducted by both the men and women groups. As discussed earlier, the participatory research methodology was applied by using the PRA tools i.e., Social map, Illness Matrix and Pie chart. The project aimed to influence the government by empowering community through mobilization resulting from self analysis of their health outcomes and conditions. Lobbying of the gathered information with the local government was carried out for the inclusion of communities’ priorities in the development plans. This was facilitated via three distinct steps:  

(a) Equity analysis and identification of disparities by groups of women and men

(b) Priority setting of the disparities identified by the community groups

(c) Advocacy plan by the community  

Mainly three sources of information emerged during the analysis which included disparities, issues/priorities and existing illnesses in the research area. Three levels of inequities which surfaced in urban field site, Baldia town, Karachi were within village/block, inequity between villages/blocks and shared inequity of all villages/blocks. In rural UC Kamal Dero, inequities were assessed at individual/household level, village level and UC level. Inequities were embedded in poverty structure, health system, health seeking behavior, health awareness, lack of education, lack of opportunities, delayed treatment, vulnerability to illness, marginalized groups, distribution of resources, corruption, access and information to services, social mobility, social environment, decision making and tribal conflicts and gender biases. To overcome these inequities priorities were set by the communities themselves which included effective health system, health awareness, reducing unemployment and poverty, conflicts, mode of communication, provision of sanitation and drainage schemes, safe drinking water and access and affordability to services.

The major community concerns which emerged out during the equity analysis phase of the research study are given as under;

Affordability: It was mentioned in connection with diagnosis of illness, spray for mosquitoes, for food.  Affordability was also mentioned in connection with purchase of water, drugs, going to hospital or cost of transport, fees in private schools, and for treatment. Actual cost was given to indicate affordability. For example, water could cost Rs. 1500 – Rs. 1600 a month ; Rs. 100 – 200 could be spent on travel; or Rs. 400 – 500 for reaching civil hospital and Rs. 10 for drugs. One male group identified that high cost led to tension.  Diagnosis is delayed; illnesses are not treated. 70% people cannot get treatment. The female groups also voiced their concern on the issue of affordability. They connected it with facilities available within house, affordability in terms of living in the area – (The main reason of settling in this area was no alternative to live in another better area). It was also mentioned in connection with male/husband’s earning and income, non-availability of hospital and expensive taxi fares, expensive safe drinking water, less income and rented houses 
Distribution of Resources: 

The community groups identified the issue of distribution of resources in terms of poor health outcomes. It was mentioned in connection with large size of Union Council and rampant poverty – (our UC is large in size and poverty), distribution of safe drinking water through water tank or slip - discrimination on the basis of area and budget distribution/allocation between two towns – (difference is between Gulshan town and Baldia town). Distribution of resources was also mentioned in connection with projects and funds allocation in Abidabad block). It was also mentioned to indicate the distribution of resources that only one street is cemented in which councilor’s house is situated
Poverty: 

Poverty was highlighted in connection with unemployment opportunities, wage labour, and affordability of spray mosquitoes. Illness causes the poverty and poverty is the root of illness.  Poor people reach to civil hospital and can not afford private clinics. The lack of domestic expenditures creates tensions to them. Poverty was also linked with affordability. People shared pessimistically that 70% of the people can’t afford their treatment properly. Poverty was also linked with wage earning – (As one group commented, we work as a wage labor and nothing is at our hands)

The poverty was also mentioned in terms of powerlessness. The powerlessness was connected with decision-making about mobility, hospital is not available and taxis charge Rs. 400 to Rs. 500. People have realization but they are compelled. Laborers remain in tension, sometime there is work available and sometime its not. 

Gulshan-e-Ghazi

Baldia Town, Karachi.



Government Initiatives:

This was discussed in connection with government’s available facilities, non-availability of doctor in the dispensary, provision of government hospital. The issue of government commitments was also mentioned in terms of fair school administration, government’s responsibility of providing public development social services. The community groups also identified that government has not provided any facility in their area. They mentioned the issue of drinking water pipeline in Gulshan Gazi that 36ft water line passes from Gulshan Gazi but the people of the area are not permitted to use the water. 

. 

The problem of safe drinking water came out as the main public health issue by community groups at UC Gulshan Gazi/Abidabad town, one research site of the study. It was highlighted that shortage and non-availability of drinking water is the main concern of the area. Water was the main concern discussed as a prime need. If the problem of water is to be solved all the problems will be solved; as the all community groups quoted repeatedly. In the urban field area of study, there is no water supply scheme available.  The Rangers department provides drinking water was not sufficient for the families. The laborers pay 1500 to 1600 rupees per month only for drinking water, and always they remain in tension. The community groups emphatically discussed during the equity analysis that due to tension they don’t sleep at night and wait for fetching the water. The little innocent girls go to fetch the water. They also identified the issues of non-availability of basic health facilities, and non-existence of hospital in the UC that create unequal access to basic human development needs and opportunities. As the statement depicts the picture (Hospital is not available in whole UC).  The main concern was connected with roads and load shedding of power. The women groups highlighted the issue of government commitments in connection of   factories as the major cause of diseases and government’s responsibility to tackle the issue. All these community identified concerns depict the responsibility of the government in terms of meeting their basic development needs of better living. 

Table: 1.1: Showing underlying health issues that create disparities and contribute in the poor health outcomes between groups/communities

	Health System: 


	Access & information to health services

 
	Culture & Communication: 
	Gender system: 
	Administrative\financial factors:
	Poverty 

	Non-functional Basic Health Units, understaffed, non-availability/& absence of lady doctors, lack of medicines,

Political involvement etc.
	Gender gaps in the access and information to health services in general and reproductive health services in particular. 
	Tribal feud is the main social problem identified at rural field site that affects on the health outcomes of the communities.

Power relations.

Roads, paved streets, transportation, electricity etc
	Social mobility of women, 

lady doctors/LHWs,

lack of family planning information and easy access to services,

Women’s delayed treatment & gender gaps in education, workload on women.

Power structure/relations.
	In-equal distribution of resources. Inappropriate  allocation of funds and need-based utilization,

Rural/urban based allocation of health resources.
	Affordability

Accessibility.

Economic status.

Less income.

Rented houses.

Expenses safe drinking water.




Access to Services: 

The communities highly identified the issue of access to services available to them. They linked it with belief system and health service, distribution of resources, education, inappropriate functioning, transport, water, means of earning, inadequate services, electricity, roads, and quality of services. In the urban field site, the issue of service delivery was linked with the schools and education in the area.  Either the schools are located at distant places or totally not established in the area. The issue of service was connected with transport and roads facility. Transport facility was linked with cemented and paved roads. Streets are not cemented and in a dilapidated condition. Children do not go to schools because transport is not easy available to them. It was highlighted that transport is the big problem especially in the emergency. Transport and road was linked with health services.  The major cause of the disease is the non-availability of road. Streets are not cemented and everywhere garbage spreads. The public vehicle is the big problem; in case of serious sickness people almost die. Due to non-availability of transport, five to six pregnant women patients’ death occurred in the last six months. After 10 pm transport is not available. In the area, hospital is not available and taxis charge Rs.400 to 500 to take the hospital. 

The issue of service provision was also mentioned in connection with safe drinking water. One water tank is provided after twenty days in the residential blocks. The women highlighted that water is main problem. The issue of quality of safe drinking water was also linked with the inappropriate service delivery. The unhygienic and saline drinking water is the major cause of illnesses in the area. In the urban field site, the sanitation facility and garbage were the main issues linked with the poor health outcomes of the communities. The facility of utility store was mentioned as service delivery which is also not available in the urban research site.   

Gender Gaps:  

The local gender system defines the woman’s status and role in given culture and community in which she resides.. A significant dimension of the health disparity is the status of women which is conventionally divisive and considered as secondary by the men. Participants in the research stated that “our culture gives secondary status to women”. The structure of Pakistani society is widely acknowledged to be highly patriarchal.. In this structure men enjoy the all powers as reported by the participants,




“Men are all powerful they can do anything” 

The participants reflected that the people do not treat women equally. The medical treatment, access to resources, exposure to public space and nutrition vary on the basis of sex. Women are more socially dependent on men and treated as subservient to men. The women research participants stated that if husband gives respect to her wife than the other family members are also giving her respect and taking care. The kinship interactions and relationships determine the needs of the women especially when they go outside the home. Given this situation, some of the elder age women enjoy more liberty to go outside or exercise decision making at household level.         

The research study explored the underlying social structural norms which affect the women’s status and role in terms of access and control over resources and opportunities.  The female community groups at rural field site identified that the men control the mobility of women. The male groups also realized that it must be soften as they stated “people do not treat women equally” but they are bound to follow the collective cultural customs. It was also found that the mobility and strict Purdha was varying from village to village and tribe to tribe, in some of the villages and tribes the intensity of restrictions was not as much compared to their counterparts. 

The equity analysis by communities explored that there is an enormous disparity between men and women seeking medical treatment. One respondent stated that “men freely go to anywhere and get treatment; on the other hand, women face the problem of delayed treatment.  The men justified the issue of women’s delayed treatment on the basis of Purdah, economic constraints, ignoring the women health priorities. 

The women’s status was mentioned in connection with power relations, men’s income in the hands of women, male superiority, and decision-making. It was mentioned that men’s income is in the hands of women. Male is the head of household. Women want to see the Pen (decision) in the hand of man.  Women told that they cannot do representation because they are not allowed to move outside four walls. 









Khairpur Equity Forum (KEF)

The equity work at district Khairpur proved enormously productive in terms of disseminating and understanding the notion and framework of equity in health.  Khairpur Equity Forum (KEF) emerged as participatory and collaborative platform in terms of dissemination of the equity notion. The civil society organizations of district Khairpur participated in the KEF activities at different occasions. On the platform of KEF, seminars, workshops and open discussions were conducted to understand the equity framework. In a way, equity work at Khairpur provided an ample opportunity in terms of capacity building of the local civil society organizations. 

Lessons from the field  

Lessons emanating from the one year of field work on promoting the understanding of equity and advocacy for priorities for reducing inequities need to be seen in light of the work that proceeded the year under review. Lessons of one year are an extension of the efforts and learning preceding it. There has been a continuity of a concern, which was to enhance, within some given communities, the understanding and use of equity for addressing the needs of those who suffer inequities.

By the end of 2005, from a; focus on a more comprehensive notion of fairness in health, equity had acquired a central focus in community related work in the district where this initiative was taken in 2003. The work that included workshops and meetings had yielded a tool for enabling communities to conduct equity analysis and priorities the inequities they would like to see reduced. Having discovered the three step modal of community analysis of equity, and use of information for influencing the development agenda of the Union Council where the communities resided.

The year 2006 tested the equity analysis modal into two new Union Councils (UCs), one urban and one rural. The old UC was also retained as a learning site, and some activities were undertaken there. Lessons cited below have been drawn from work in three UCs (one urban, and two rural, with one rural UC having a large town, while the other rural UC did not have any town.)

1. Equity, as a concept, can be introduced in a systematic way to community representatives. Initially, introduction of equity in health was not easy. Its introduction to different groups eventually led to a systematic approach that can now be used by anyone interested in working with this concept. 

2.  Community analysis of equity is viable. The analysis can also be conducted by illiterate women and men. The three step process for facilitating a community group, men and women, to conduct equity analysis is effective. It yields information from the following three sources:

a) Illness Matrixes that the community groups make

b) List of inequities/disparities identified by community groups

c) Discussion during the first two activities. 

3. Priority setting by women and men (separately) is viable and desirable. In the two UCs where this exercise was conducted in 2006, it became a near public event with elected representatives and community groups interacted openly. The environment of open discourse with focus on communities’ priorities is a significant step for establishing grass roots democracy. This may not be meaningful for societies where grass roots democracy prevails. In Pakistan, where decisions tend to be taken behind closed doors, community involvement for influencing decisions in an open environment is akin to the creation of an alternative way of conducting business.

4. Community led advocacy is not easy to teach. While the priority setting exercise provided the agenda for advocacy, teaching community members to undertake systematic advocacy is not easy. Four advocacy skills were identified. A resource person was found to impart three skills. This was effective. Application of this new learning could not be monitored within the given time frame. In Pakistan, training in advocacy skill development is not easily available. Some NGOs provide in-service training to their staff, but no institute offers it on a regular basis. Advocacy is a term commonly used in the development sector, but systematic work on this issue is needed. 

5. Transforming community based findings for different stake holders is not easy. Communication of information is often done in an ad hoc way. For communication to be effective, skills are needed to synthesise the information and to ‘package’ it according to the stake holder/s who should receive the information.  The two events of priority setting by communities, information gathered from the community level had to be organized and returned to the community so that they could use that information for priority setting for their respective UCs. The research team used the information in two different ways. Both ways were found viable, but the need was felt to develop a more systematic way of synthesising the information for presentation to different community groups. This learning would be very useful for any team working at the community level for systematic use of information by community would be a critical step towards the empowerment of the communities. 

6. Policy Dialogue an area of incomplete learning. Decisions at a higher level impact the lives of people removed from the decision making level. How the voices of communities can be expanded to influence decision making at a higher level needs processes that are open, so that a dialogue between people and decision makers can take place. That this dialogue can take place was demonstrated once (2005). In 2006, a new form of the dialogue was planned but could not take place because of a murder that took place a day before the scheduled dialogue. Had it taken place, it would not have been the final learning in this area. How policy dialogues can be organized, and how they need to be monitored is an area that needs further effort.

7. Monitoring for establishing the effectiveness of interventions for enhancing the understanding of equity and advocacy for equity. This was a weak area, as enough attention could not be given to this need. The reason of this neglect was the priority given to other activities – namely, equity analysis, priority setting, and advocacy.

8. Acceptance of equity as a significant agenda for development. Steps for the making of a district level forum for equity were found. How the agenda of equity can be placed on the agenda of different NGOs was a pleasant discovery.

9. District Report on inequities. This need was identified by equity forum of the district where the research team was working. However, uncertainty on how this exercise could be undertaken could not be overcome, and the task could not be completed. 

10. A neglected area. A society can be seen as having thee levels : (a) the micro level, where people live their lives, with the poor and marginalized experiencing great suffering and neglect (b) the macro level, here decision are made  that affect at the local level This is the sphere where policies are made. (d) Meso level – this is the sphere between the macro and the micro, and which affect the lives of the people at the micro level. This is where the policies often get lost; and here also practices that contravene state laws dominate and govern the lives of the poor. For example, Pakistan has a child marriages act of 1853, which prohibits child marriages, yet child marriages continue. A study in Pakistan showed that over 80% of women’s life is governed by customary practices rather than the law of the country. This is the realm where people can literally get away with murder. For any substantive change, development workers need to see whether the meso level adverse forces are getting transformed. The theoretical understanding of social forces which impede the efforts for justice in the developing world is often confined to the academic world, and is not accessed by the development workers as well as many health researchers. . It is imperative that conceptual understanding of society is also enhanced so that community level equity work could become stronger.

11. A modest amount of money can go a long way. US 20,000.00 for a year showed that a community based work can be maintained and which can be a source of considerable learning, not only at the local level, but for the research team also. The fund contributed to human resource development (2 team members) in a practical way, and it also contributed to the conceptual understanding of equity which in turn was used in the teaching and training in Community Health Sciences department of Aga Khan University.

12. Public-Private Partnership Gap: Generally speaking, the public-private Partnership gap has been widely observed and experienced in the community development sector in Pakistan. In other words, the public/government functionaries have always shown their lack of interest in collaborating with civil society organizations. There has always remained an invisible gap between the two tiers of the development field. The basic difference between the two is of the nature of work. Briefly speaking, community development model follows the bottom to top approach while public or government sector believes in the top-to-bottom development approach. This case was also experienced by the community led equity work both at rural site and also at urban site. Although, the equity work was conducted with the coordination and collaboration of newly established local government functionaries, which indicates somehow the positive sign and promising efforts on the local government body’s side. Nevertheless, the limited role of line departments in terms of collaboration and coordination showed the lack of public-private partnership at district level.  For instance, when equity team wanted to invite the District Government Department’s representatives, some of the responsible and related representatives of the line departments showed indifferent attitude. Also, the role of equity team to build effective linkages with the public sector was not promising One of the main objective and expected outcome of the Equity work was to address the community priorities at District level Annual Development Plan. And this was only possible if an effective Public-Private Partnership could be build. It would only prove fruitful, if the community could approach the District level line departments to use their evidence based advocacy and reduce the multi-faceted disparities. 
13. Two assorted community development experiences: If we make comparison of the two field sites of equity work (rural & urban), we will find differences in terms of community development needs and the resultant expectations from the equity work on the community’s side. In terms of the intensity and visibility of the public needs, the urban field site indicated strong appeal to tackle the priorities at the earliest like the pressing need of the safe drinking water. The intensity and visibility of needs and priorities in terms of the urgent solution made the community participants of urban field site more eager. While, the long list of priorities of the large rural field site did not attract the common people’s attention to solve/address the problems. It was observed that the visibility and intensity of needs/priorities paved the path for understanding the Advocacy concept. The community participants of urban site gave more attention to the Advocacy phase of the equity work, while the communities of Khairpur rural site showed less interest in the Advocacy plans. 
Conclusion: 
The equity work pronounced the interplay between multi range of disparities (usually neglected area at macro level) and their poor health outcomes. The social definition of health, besides the clinical, raised consciousness, resulting into a more public-oriented approach to health issues. It also directed the attention to apply equity approach at policy and planning level. In addition, by highlighting the social definition of health, the equity work changed the conventional clinical model of health which believes in the absence/presence of disease in medical terms. As part and outcome of the equity work, Khairpur Equity Forum (KEF) helped disseminating the notion of “equity in health’. On this platform, different civil society members participated and gave their inputs in understanding the social framework of health and build on their conceptual understandings on equity. Most importantly, the community participation played an ensuing role in understanding the approach of ‘equity in health’ by identifying the multifaceted range of disparities rooted in the social system. In a way, the equity work followed the anthropological notion of understanding knowledge through people’s perspective. 
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What actions can be taken at the neighborhood level and UC level in order to overcome differences WITHIN neighborhoods and BETWEEN neighborhoods?
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(Based on community analysis in separate male/female groups in eight neighborhoods of Gulshane-e ghazi, Baldia Town, Karachi. August 2006.)





Overview of community analysis of health related inequities


Gulshane-e-Ghazi, Baldia Town, Karachi (July 2006)
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