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Abstract 

According to the literature, primary health care plays a major role in the dissemination and operation of the prin-
ciple of health equity. The study investigated how health equity is connected with primary care and public health 
policies in the national and international literature. Searches were made in the SCOPUS, CINAHL, BVS, PubMed, 
and Scielo databases, using the method proposed by the Joanna Briggs Institute. The eligibility criteria were devel-
oped based on the strategy Population (population in general), Concept (health equity), and Context (PHC). Overall, 
34 materials were included in the study. Equity was mainly associated with Whitehead’s theoretical conceptions, 
focusing on access, marginalized groups, and abstract principles and values. Connections were found in the spheres 
of the micro-space of health work, management, and policies. Few materials measured equity, within the aspects 
of access, care, funding, and outcomes. The concept was mostly used in its negative connotation and in relation 
to the equality/inequality binomial. The relationship between equity and primary care was developed in the fields 
of micro-processes, macro-processes, and health results. It was concluded that there is a need for the development 
of specific instruments to measure the concept and for greater clarity in publications on the topic.
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Introduction
The term “equity” originates from the Aristotelian tra-
dition, which recognizes that formal and universal laws 
are insufficient to apply justice. However, the use of this 
term in the health field is recent, and “equality” is one 
of the main concepts employed in the area. Despite its 
increasing use, the principle continues to be used about 
the equality/inequality binomial as a synonym for equal-
ity [1], or thinking of the two terms in a relationship of 

means and ends, with equity being a strategy to over-
come inequality [2].

Furthermore, according to scientific evidence, the 
operationalization of this principle is difficult since it is 
an abstract value associated with a conception of social 
and economic organization, which makes it challenging 
to develop a more structured conceptualization [2–5]. 
The literature [6] addresses the need for studies that 
define this concept precisely and explain how it should be 
applied.

Despite these impasses, the concept has been discussed 
in Latin America for several decades [7–9]. The pro-
duction of Latin American authors is significant, with 
emphasis on Jaime Breilh [10]. In the Brazilian scenario, 
Almeida Filho et al. [11, 12] and Buss & Pellegrini Filho 
[13] deserve to be highlighted. Initially, it received politi-
cal visibility as a way of establishing targeted programs 
aimed at reducing poverty. Later, it began to be defended 
regionally as a way of achieving justice in health, in 
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conjunction with the social determination of the health 
disease process and the theory of lifestyles.

In Brazil, the understanding of how equity should be 
applied to the Unified Health System (SUS) is not homo-
geneous [14], and this principle has yet to be investigated 
[2, 4, 14, 15]. Despite these statements, from the perspec-
tive of Latin American theoretical production, equity is 
understood as necessarily linked to the form of social 
organization, with a focus on differences in the provision 
of services for equal needs (horizontal equity) and differ-
entiated provision for groups with more significant needs 
(vertical equity) [10, 11]. In this sense, several authors 
[16] argue that Primary Health Care (PHC) is more effec-
tive in achieving health equity because it focuses on peo-
ple and the community and integrates care at various 
points within the healthcare network. Therefore, due to 
its organizational and resource allocation specificities, 
comprehensive PHC should be the preferred entry point 
into the health system and be the coordinator of care. In 
addition, the financing and provision of predominantly 
public services and concrete regulation by the State for 
the understanding of health as a public good help to build 
a universal system that promotes equity [5, 17].

Thus, according to the World Health Organization [11], 
contemporary PHC needs to combine universal and tar-
geted strategies to achieve equitable health outcomes. 
In the Brazilian case, it is worth noting that the Depart-
ment of Primary Health Care of the Ministry of Health 
developed the “Health Equity Monitoring Panel”, which 
contains data on the registration and care of vulnerable 
populations in PHC [18]. The information provided by 
this panel can contribute to the planning, monitoring 
and evaluation of health actions, mainly in PHC, tar-
geted at specific populations to reduce health inequi-
ties. Despite all the scientific literature on health equity, 
there is a need to deepen the global understanding of this 
term in the context of PHC. In this logic, the importance 
of theoretical models for measuring the effects of health 
interventions in PHC, together with other social poli-
cies, is emphasized. This knowledge allows authorities to 
address social justice issues well, proactively and effec-
tively in current and future health crises [19, 20].

Based on this reflection, the study aimed to inves-
tigate which aspects of equity are developed in PHC, 
which problems affect its effective implementation at 
this point in the health network, which populations have 

been targeted by this connection, which theoretical per-
spectives have been used, how this concept is measured 
and whether global equity emerges as a relevant concept 
when addressing public health policies, with an emphasis 
on PHC.

Therefore, this scoping review aimed to identify and 
present information that relates Health Equity to PHC 
and Public Health Policies in the national and interna-
tional literature.

Method
Search strategy and inclusion criterias
The method proposed by the Joanna Briggs Institute (JBI) 
for scoping reviews was used in this study. The protocol 
for this review has been registered on the Open Science 
Framework platform (https://​doi.​org/​10.​17605/​OSF.​IO/​
QKUZG). The development of the eligibility criteria was 
based on the PCC strategy (Population, Concept, and 
Context) [21–23]. The following were considered eligi-
ble: the population in general, with no inclusion criterion 
(P), the concept of health equity (C), and Primary Health 
Care and Public Health Policies (C). Materials in Portu-
guese, English, or Spanish were included, available in full 
text and with free access.

Studies published from 1980 onwards were adopted 
as the temporal criterion, using the date of the Alma-
Ata Declaration [24] as the time frame for the discussion 
on PHC. Protocols and materials that did not fulfil the 
research objective were excluded.

Descriptors validated by the Health Sciences Descrip-
tors/Medical Subject Headings (DeCS/MeSH) were used 
to perform the search. SCOPUS, CINAHL, LILACS, and 
PubMed, the databases selected for the search conducted 
in March 2023. In each database, three searches were 
carried out using, respectively, each of the search keys 
(Table 1).

Selection of studies
The software Rayyan was used in the process of materi-
als selection. Through it, duplicate materials were iden-
tified and two reviewers performed a blind assessment 
of the texts by title and abstract. Conflicts were resolved 
by a third reviewer. After the complete reading of the 
remaining materials, the review included 35 materials. 
All the stages can be seen in Fig. 1 (PRISMA for Scoping 
Reviews (ScR) Flowchart).

Table 1  Search keys used in the study

Search Keys Search Date

1) (“equidade” OR “equidade em saúde”) AND (“atenção primária à saúde”) AND (“política de saúde”) AND (“saúde pública”)
2) (“equity” OR “health equity”) AND (“primary health care”) AND (“health policy”) AND (“public health”)
3) (“equidad” OR “equidad en salud”) AND (“atención primaria de salud”) AND (“política de salud”) AND (“salud pública”)

March 22, 2023

https://doi.org/10.17605/OSF.IO/QKUZG
https://doi.org/10.17605/OSF.IO/QKUZG
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Collection, processing, and analysis
Two instruments were developed for data extraction: 
a table containing each material’s main bibliographic 
information (authors, title, year, language, type of 
material, journal/institution of publication, focused 
country), and an analytical and mapping table based 
on the review’s questions (text’s objective, method, 
main results/recommendations, conclusions, popula-
tion, theoretical perspective, conceptualization and 
measurement of equity, connected PHC components/
context, and connections made and proposed between 
equity and PHC). Thus, after data extraction, descrip-
tive analysis was performed to characterize the evi-
dence included in the study. Next, content analysis was 
performed, as proposed by the JBI [22], with the map-
ping of evidence that formed three categories (concept, 
context and connections, and measurement), detailed 
in themes. Further information on the methodologi-
cal procedures can be found in Fernandes and Ferreira 
[25].

Results
The years with the highest number of publications were 
2017 (5), 2012 (4), 2015 (4), 2018 (4), and 2020 (4). The 
oldest material was published in 2003, but a higher 
number was observed from 2012 onwards. The review 
corpus consisted mostly of primary research articles 
(20) and there were also 5 reviews, 3 comments, 2 sum-
maries of recommendations from events, 2 government 
publications, 1 book, 1 dissertation, and 1 booklet. The 
materials’ target countries were mainly Brazil (13), Aus-
tralia (5), Canada (4), and the United States of Amer-
ica (2). Other countries also emerged, in 1 text each: 
Argentina, India, England, Peru, and Sweden (Fig.  2). 
The remaining texts did not focus on a specific coun-
try. In addition, 8.57% of the selected materials were 
published in Spanish, 40% in Portuguese, and 51.43% in 
English.

Of the selected materials, 19 (55.8%) did not focus 
on any particular population. However, 9 texts inter-
acted with the Equity Policies of the Brazilian Ministry 

Fig. 1   PRISMA-ScR, identification of the selection process of the materials included in the review
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of Health by approaching the homeless population [26–
28], countryside, forest and water communities [29–31], 
indigenous communities [29, 30], migrants [26, 27], the 
LGBTQIA + population [32], and racial minorities [33]. 
Other emerging focus were socioeconomic origin [26, 
32–34] and people diagnosed with non-communicable 
chronic diseases [34–36].

The topics below map the evidence related to the cat-
egories: the concept of Health Equity, the PHC context, 
the connections made with this concept, and its forms of 
measurement.

Concept of health equity
Regarding the concept of health equity, detailed in 18 
materials (52.94%), it is important to highlight the under-
standing that addressed inequities as systematic, unnec-
essary, preventable, and/or unfair differences [30, 32, 33, 
36–41]. Such understanding is associated with White-
head [42], although not all texts mention the author. The 
view of equity as fair or equal opportunity, associated 
with the same author, emerged frequently [29, 32, 39, 
41, 43]. The equality/inequality binomial was registered 
in the conceptualization and its use reflected a lack of 
consensus: either equity was proposed as a way to reach 
equality or equity/inequity and equality/inequality were 
used as synonyms.

Furthermore, many concepts incorporated the dimen-
sion of access [27, 29–32, 35, 36, 38, 43–46], either as a 
component of the conceptualization of equity (reduc-
tion in differences, discrimination in access, universal 
and/or equal access) or as a category, as equity/inequity 
of access, in the form of use of services appropriate to 
the needs, regardless of socioeconomic condition [36, 

44], differentiated access [27] or generalized access, with 
no details [28, 31, 45]. The materials that included this 
dimension in the discussion originated in Brazil (4), Aus-
tralia (4), and Canada (1). Two materials did not focus on 
a country.

In some materials, the concept was related to margin-
alized and vulnerable groups whose health differences 
derived from historical conditions [26, 27, 29, 32, 35–39, 
44], an understanding expressed by the Health Equity 
Policies of the Brazilian Ministry of Health. The equity 
meanings emerged connected with assistance, addressing 
differences in outcomes, singular health needs, and care 
experiences [27–31, 36, 38, 41–44], and also with struc-
ture and policies, like funding, services provision, and 
intersectorality [27–29, 31–33, 35, 37, 38, 45, 47]. Some 
texts conceptualized equity based on abstract values and 
principles, like human and social rights [30], social justice 
[27, 38, 41, 45], universality [41, 43, 45], and awareness 
[41], while Carneiro Jr. and Silveira [28] argued that this 
relationship is grounded on moral values that are histori-
cally contextualized. It is worth mentioning that Andrade 
et al. [35], Schweickardt et al. [30] and Nascimento et al. 
[46] stated that equity is a principle of the SUS, but this 
was not found in its primary law (Fig. 3).

Context and connections
Some of the connections made with PHC in the micro-
space of health work were (1) health equity and access to 
PHC [27–56]; (2) equity in healthcare [34, 38, 43, 46, 50, 
52–54, 57]; and (3) qualification and training of profes-
sionals involved in equitable care [29, 34, 38–41, 50, 52, 
53, 55, 58].

Fig. 2   Heatmap of the publications’ countries of origin
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Apart from this micro dimension, targeted at the end-
point of care, other emerging themes were the inclusion 
of equity in policies [29, 37, 38, 45, 49, 54, 55, 57] and 
the issue of funding and allocation of resources, mainly 
related to the health need [31, 33, 36, 37, 44, 49–53, 55, 
56, 58, 59]. Moreover, in the same sphere of management, 
the following aspects were related: equity, PHC, and ter-
ritorial distribution [36, 41, 44, 49, 52], organization in 
networks and the regionalization process [29, 36, 47–49, 
52], services coverage [29, 32, 35, 40, 54, 55], provision 
[30, 55], and organization [37, 41], intersectorality [39, 
50], work organization [27], and model of care [49].

Some materials related equity to the sphere of observed 
results and impacts, such as equity in the outcomes [33, 
34, 36, 38, 53, 54, 57], in PHC quality [33, 37, 40, 54], and 
in the use of these services [60]. Figure  4 presents the 
main themes discussed in the category “context and con-
nections” and their respective bibliographic references.

Measurement
Only 16 materials (47%) referred to or performed some 
kind of equity measurement, and four of them did not 
define the concept [34, 55, 59, 60]. Most of them meas-
ured equity in access, which was the case of (1) White 
and Newman [28], who focused on policies (funding and 
organization), characteristics of the systems (availability 
and organization), use of the services, specificities of the 

vulnerable population, and satisfaction, (2) Thomas et al. 
[30], who approached services provision, (3) Carneiro 
Jr. and Silveira [26] and (4) Carneiro Jr. et  al. [27], who 
addressed marginalized populations’ enrolment in the 
service, (5) Fisher et  al. [44], who analyzed the dimen-
sions of acceptability, accessibility and availability, high-
lighting the effects of universal and focal policies, and (6) 
Thomas et al. [31], who connected funding with need and 
access. It is important to notice that, although all these 
authors mentioned health equity measurement, none 
used validated instruments nor agreed on how equity of 
access should be measured.

In addition to access, some authors sought to measure 
equity of care, such as Guimarães et al. [43], who aimed 
to understand social representations by means of inter-
views, and Ford-Gilboe et al. [38], who investigated atti-
tudes of health professionals through the self-report scale 
Equity-Oriented Health Care Scale.

Two materials focused on funding based on differences 
in outcomes, access, and PHC quality according to race 
and socioeconomic condition [33] or social vulnerabil-
ity [59]. Likewise, only two materials discussed equity 
measurement based on differences in outcomes, focusing 
either on morbidity and mortality [34] or the population 
with non-communicable diseases [36].

Two articles brought validated indicators to measure 
equity, but they were not developed specifically for it, 

Fig. 3   Identification of the main themes observed within the category “Concept” and the respective bibliographic references
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like the Gini Index, Theil-L Index, income ratio [32], or 
the Relative Index of Inequality [60].

In one case [55], various objectives and goals related 
to equity, policies, human resources, and funding were 

observed. However, the indicators measuring if these 
proposed items were achieved lacked clarity.

Finally, two materials did not measure equity but con-
tributed to the discussion: Burstrom et al. [57] argue that 

Fig. 4   Identification of the main themes observed within the category “Context and connections” and the respective bibliographic references
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impacts on equity can be observed in structural aspects, 
processes, and outcomes, and understand that the non-
prioritization of disadvantaged areas/groups or areas/
groups with greater needs indicates negative impacts on 
health equity; and CONASS [37] attributes the responsi-
bility of monitoring inequities and the impact of policies 
on them to the health sector. Figure 5 presents the main 
themes discussed in the category “Measurement” and 
their respective bibliographic references.

Discussion
The data analysis showed the predominance of con-
ceptions proposed by Whitehead [42]. However, this 
approach was used without sufficient discussion or in-
depth analysis, despite the author having previously 
expressed it was needed. This may point to a dissemi-
nation of the concept, but one that lacks the necessary 
reflection. In addition, the conceptualization of equity in 
this theoretical perspective is based on its negative con-
notation (inequity), which reflects the difficulty in defin-
ing it per se as a positive concept.

The equality/inequality binomial associated with this 
concept emerged constantly and without consensus, 
raising some questions: do equity/inequity deal with the 
same notion addressed by equality/inequality? Are they 
different concepts? Does equity promote equality? What 
relation is established between these terms and why do 
so many different meanings emerge? This situation was 

highlighted by other authors [2], but it is not possible to 
say that there has been an advance in the debate.

The conceptualization process demonstrated the incor-
poration of the access dimension but did not differentiate 
access from accessibility, nor did it clarify whether it is 
a component of the concept or a category of equity. The 
corpus analysis showed that this association, the relation-
ship to justice, and the absence of discrimination and 
needs were approached by other authors [4, 5, 61, 62].

The few materials that approached/explored equity 
measurement did not define the concept. The meanings 
expressed in the indications of equity measurement were 
associated with the connections and components to be 
measured by the studies. In the absence of a theoretical 
framework, it is difficult to understand what equity will 
be measured and how.

The corpus analysis showed the relationship estab-
lished between health equity, PHC, and historically mar-
ginalized and disadvantaged groups. This connection 
occurred in the conceptualization and the populations 
targeted by the materials. Although this is a well-estab-
lished association, it is necessary to overcome the belief 
that PHC focuses only on poor and vulnerable popula-
tions. Such belief may foster the dependence of certain 
groups on compensatory policies that crystallize preju-
dices, stigmas, and lack of autonomy, and may contribute 
to the misunderstanding that the SUS, in the Brazilian 
case, is an exclusive service for low-income individuals 
[27, 45, 46].

Fig. 5   Identification of the main themes observed within the category “Measurement” and the respective bibliographic references
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This argumentation involves the choice of the PHC 
model to be developed, which can be a form of care, organ-
ization strategy, and equitable philosophy close to the pop-
ulation’s health needs, or a selective PHC that focuses on 
low-income populations and basic service packages [63, 
64].

Generally speaking, it is possible to synthesize the con-
nections that crossed the discussion about health equity 
and PHC in three spheres: (1) micro-processes and assis-
tance (access, care, and human resources); (2) macro-pro-
cesses and policies (territorial distribution, model of care, 
networked organization/regionalization, policies, funding, 
provision and organization of services, qualification, inter-
sectorality, and coverage); (3) health results (outcomes, use 
of services, and PHC quality). In this sense, Burstrom et al. 
[57] argue that impacts on health equity can be observed in 
structural aspects, processes, and outcomes. However, the 
studies tend to focus more on the sphere of the micro-pro-
cesses, with insufficient debate about observed results and 
impacts. Starfield [63] highlights the importance of assess-
ing the health status to improve the provision of clinical 
assistance and enhance the documentation of differences 
between populations, to inform activities and policies, 
manage resources according to needs, and measure health 
results.

This discussion is related to the absence of validated and 
standardized instruments to assess health equity in the 
PHC context and the repercussions this lack has for micro- 
and macro-processes in the health area: without an analy-
sis of the effect of policies and actions on health results, it 
is not possible to identify what must be improved. In this 
regard, Schweickardt et  al. [29], Thomas et  al. [31] and 
Starfield [63] recognize the importance of using informa-
tion systems and planning instruments in the construction 
of an equitable health system, which is related to the need 
for adopting equity measures in PHC.

Cookson et al. [62] show the lack of appropriate analyti-
cal instruments to measure health equity and recommend 
the creation of panels containing information on equity 
and quality for managers, understanding the production of 
equity indicators as the first step to reducing inequalities in 
access and improving health outcomes.

The limitation of the present study consisted in the use of 
inclusion criteria related to language, which hinders access 
to literature published in languages other than Portuguese, 
English, and Spanish.

Conclusion
This scoping review aimed to understand the concepts 
and contexts present in the literature on health equity to 
subsidize decision-making, rather than to present a single 
concept.

Relationships were found between equity and equality, 
access, vulnerable groups, policies, and health outcomes. 
However, gaps associated with the measurement of this 
principle were identified.

Considering the need to combat unfair inequalities 
in health and given the growing use of the term ‘health 
equity’ in public policies and academic discourses, we 
propose that studies be conducted to develop specific 
instruments to measure this concept and that the pro-
duced knowledge clarifies the instruments’forms of 
measurement.
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