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SUMMARY

Every child has the right to the highest level of health care and access
to health and medical services, with special emphasis on primary and
preventive health care, public health and education and reduced infant
mortality. Ensuring equity in health is a very important determinant of
any publichealth policy. The aim of this paper is to establish the degree of
realization of the right to health care from the aspect of equity in health
and to establish the degree of realization of these rights in relation to
access to health care. The study was descriptive cross-sectional study
conducted on a sample survey of 1020 children aged 0-6 years in all the
municipalities of Central Bosnia Canton. We studied the geographic,
time, personnel and economic access to health care. The existence of the
certified birth certificate and child health booklets are indicators for the
right to access to health care. We also explored the social factors that may
affect the realization of the given rights. The results show a significant
violation of the children rights, especially when it comes to equality in
health. We found significant differences in social status of urban and
rural families. Rural population is much shakier on the basis of level of
education of mother and termination of mother’s employment. Rural
population threatened by inadequate geographical, time and personnel,
availability of health care. A particular problem is the weak economic
approach, as is evident from the fact that 66% of families live below the
poverty line of 185 KM per household per month. 70.5% of all respon-
dents have paid some of the health care services. However, members of
the urban population are more vulnerable to this issue than rural. The
right to access health care, which is based on the birth certificate, is not
achieved for 1.5% of children, but on the basis of health insurance for
11.9%. We have shown that social and economic factors have significantly
affected on the possession of the birth certificate and health insurance.
Analysis of the results obtained, regulatory requirements and guidelines
indicates that there is disparity between the goals, the situation in prac-
tice and opportunities for their realization. Amendments to the Law of
health insurance, by the introduction of a unique program of measures,
by development of family medicine, and especially the development of
visiting activity can be at least partly overcome the existing disparities
in the realization of children’s rights to health care.
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1. INTRODUCTION

The right to life and health is a fundamental human
right, regardless of nationality, religion, political belief,
social and economic status. Any child according to Con-
vention on the Rights of children have an inalienable right
to the highest level of health care and access to health and
medical services, public health education and reduced
infant mortality (1, 2).

Health Protection Act allows children free preventive,
curative and rehabilitation care, and protection of women
regarding family planning, pregnancy, childbirth and ma-
ternity through compulsory health insurance. The issue
of health care of children whose parents are unsecured
was not regulated until April 2009 when is established
the basic package of health rights, which for unsecured
people under 18 years of age guarantees the same rights
as insured. About the effective implementation of this
decision into action is still early to say.

The strategy of primary health care focused on “health
for all” through equity and access to health care. Access
to health care can be seen through several variables: geo-
graphic accessibility, availability of personnel, continuity
of treatment, economic access, while access to health care
provided by the existence of health insurance and the
existence of valid health card (3, 4).

2. GOAL

The aim of this study was to establish the degree of
realization of the right to health care from the aspect of
equity in health and to establish the degree of realization
of these rights in relation to access to health care.

3. METHODOLOGY

The study was descriptive cross-sectional study con-
ducted on a sample of 1020 children aged 0-6 years in all
municipalities of Middle Bosnia Canton.

The availability of health care is investigated by several
variables. Geographic availability, we observed the dis-
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tance from health facilities, where we took the optimal dis-
tance in urban areas up to 700 m, and rural up to 2000 m.

Availability of personnel, we observed the existence
of adequate personnel to provide health care (doctors of
general medicine, family medicine, specialist pediatri-
cians), and continuity in the treatment as time continuity
of health care facilities.

Economic availability is determined on the basis of eco-
nomic status of families where the defined poverty thresh-
old was the amount of 185 KM per capita per month, and
personal participation in the payment of health services.

The existence of a certified birth certificate and child
health identification card were indicators for the right of
access to health care.

4. RESULTS

Surveyed is a total of 1020 children aged 0-6 years, from
which 265 (26%) lives in urban and 755 (74%) in rural ar-
eas. The average age of the children was 2.66 + 1.86 years.

Through research, we track the status of education,
and employment of mothers, as an important factor in
the realization of social rights to health care. With lower
levels of education (no school, elementary or unfinished
elementary school) are 27.5% of mothers, while 50.3% of
mothers were housewives or unemployed.

Statistically significant number of these women lives
in rural areas.

Health care for 33.3% of the population is available 24
hours, and 49.4% of the population lives from the nearest
medical institution up to 1500m. Optimal distance in ur-
ban areas is 46.8% while for the rural population is 57.4%.

Figure 1. Optimal geographic distance to nearest health
institution

Largest number of inhabitants (40.1%) has a dedicated
health care every day in the period between 7-14 hours,
while the 24-hour availability of services has 33.5% of
the population.

Permanently assigned doctor for the child have 84.9%
of parents and it is mainly a specialist pediatrician (89.7%).
In the study we found a statistically significant difference
between urban and rural environment in the assignment
of a permanent doctor, as well as the type of selected phy-
sician specialty (X? = 8.82 DF = 2, p <0.05). The obtained
result does not mean that the population has assigned
pediatrician at the nearest available clinic. Parents seek-
ing services in the central health center or other medical
institution which provides pediatric care.

. General practice Specialist
General practice . o
Area specialist pediatrician
Number % Number % Number %
Urban 12 4.5 6 23 247 93.2
Rural 77 10.2 10 13 668 88.5
Total 89 8.7 16 1.6 915 89.7

Table 1. Specialty of selected dedicated child doctor
Follow up during pregnancy did not had 2.5% of moth-

ers, and those are women living in rural areas (80.8%),
with low education (84.6%), by occupation, housewives
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or unemployed (73.1%) which live in multi-member
households.

Economic availability is determined by the economic
status of families and personal involvement in the pay-
ment of health services.

Average monthly income per household member was
122.7 KM, and range from 10.9 to 358.4 KM. Research has
shown that significant number of households in urban
areas have higher monthly income than households in
rural areas (X? = 65.60 df = 7 p <0.01).

Number of households that have a minimum income
up to 200 km is 13.3%. If we look at income in relation to
the number of members living in the household, we will
find that the number of people living below the poverty
line of 185 KM per month per household member is 66%.

Health services for their child paid 716 (70.5%) respon-
dents, with a significant number of those who paid for
services live in urban areas (X? = 7.03 DF = 1 p <0.01). In
primary health care respondents usually paid medication,
medical examinations and diagnostic services.

Type of service Min. Max. Mean
Examination 5 250 20
Medication 5 250 20
Orthopedic aid 30 5500 325
Diagnostics 5 200 20
Vaccine 20 100 30
Referral/Certificate 10 80 125

Table 2. Average amount of paid services in primary health care

Respondents paid for certain services in the hospital
care: from 116 children during last year that stayed in
hospital 33.6% had paid for some service.

Type of service Min. Max. Mean
Hospitalization 40 1200 80
Diagnostics 30 80 50
Therapy 10 250 67.5
Surgery 100 3.000 150
Other 30 140 100

Table 3. Average amounts paid for hospital services in KM

Dental services paid 47.1% from 137 children who
visited a dentist at least once, out of which 20.4% paid
in the public service institution. We found a statistically
significant difference in the payment of dental services in
the public sector in relation to health insurance status (X?
=8.89 DF =1 p <0.01).

In our study, we found the 14 children (1.5%) are with-
out a birth certificate, out of which 36% of newborn chil-
dren, while the others are older than a month. Children
without a birth certificate have poor social status:

= 92% live in rural areas,

= 57.1% of mothers have lower education,

»  78.6% of mothers were housewives,

= 49.9% live in families with 5 or more members.

There is a statistically significant difference in existence
of birth certificate among children whose mothers have
lower or higher education, as well as regarding their em-
ployment status (X*=6.23 df = 1 p <0.05).
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Without health insurance is 11.9% of respondents, the
most common reason (57.7%) is that parents do not work
and are not reported to the bureau of labor, while 37.4% of
companies do not pay health insurance. We found a statis-
tically significant difference in the health insurance status
between urban and rural areas (X?=5.31 DF =1 p <0.05).

Lack of health insurance caused that 8.3% of health
workers refused to provide health services (X? = 24.27
DF =1 p <0.01), from which 5.0% were doctors and 3.3%
nurses.

5. DISCUSSION

The actual situation for children in Bosnia and Herze-
govina is a reflection of the specific political and economic
situation. Although everyone agrees that the rights of
children and improving their health should be a prior-
ity of any society, they are not respected and implement
to desired extent. This research has shown that there are
significant differences in the realization of the right to
equality in health and that their implementation is af-
fected by social and economic status of families and access
to health care (5, 6, 7).

Research worldwide has shown that none of the health
system so far managed to provide adequate personnel
and geographical access to health care. Geographically
accessible primary health care will result in its frequent
use and better access to health information is an essential
factor for maintaining and improving children’s health.
This study showed that respondents who had adequate
access more frequently used services of primary health
care, as well as children whose mothers had a better socio-
economic status. Availability of postnatal care is one of the
first steps in achieving the goal of “a healthy start in life”.
Our research has shown that mothers from lower social
economic status have less used prenatal care (8, 9, 10).

From 2.5 million doctors and 4 million nurses, as it
is now estimated to work in the world, one third works
in underdeveloped countries where more than 2/3 of the
total population lives. Also notable and significant differ-
ence is in the concentration and quality of health facilities
that provide antenatal protection. In most countries, and
countries of our environment, these services are located
in large medical centers, and many are excluded from the
primary level of care (8, 11).

Although the reform of health care in terms of shift
to family medicine has reached its peak in many parts of
our country, in Central Bosnia Canton is still in its in-
fancy. This is particularly reflected in the accessibility of
adequate personnel especially in rural areas. Availability
of pediatric services in relation to the normative health
care personnel to meet the needs in this area (1816 per
team: 2900-normative). However, pediatric services are
concentrated in the central health centers, while in rural
areas are working general practitioners with lack of edu-
cation on health care of preschool children.

Economic accessibility is one of the main factors affect-
ing the achievement of equality in health. Poverty in Can-
ton is particularly pronounced in rural areas and house-
holds with multiple members. Payment of health services,

which is significantly expressed in primary health care,
further reducing access to health care, resulting in worse
health of the children in the Canton (12, 13, 14, 15).

Right of access to health care is achieved primarily
through the registration of a newborn child in a registry
office and then having health insurance. Children who
are not registered lose the right to name and nationality,
and happiness with many barriers in realizing their rights,
including rights to health care. Other research showed
that the rate of registration is under the influence of place
of residence, maternal education, and household income.
Parent’s employment or registration in the Employment
Service is a way of obtaining health insurance. In this
study 11.9% of children had no health insurance just be-
cause they did not achieved the conditions for obtaining it,
which in turn resulted in 8.3% cases of refusal of medical
services by health workers (11, 14, 16).

6. CONCLUSION

Numerous international documents on children’s
rights, the constitutional and other legal support, give the
belief that the rights of children in our country are effec-
tively applied. However, this study showed that there were
serious violations in the realization of children’s rights,
especially when it comes to equality in health.

Socio-economic status of the family is unsatisfactory,
particularly in rural areas, which has a direct impact on
achieving equity in health. This is particularly reflected in
the realization of basic rights of children, such as the right
to register and be entitled to health insurance. Rural areas
are particularly threatened by inadequate geographical
and personnel availability (17, 18).

Our results indicate that there is a large discrepancy
between the goals, the situation in practice and oppor-
tunities for their realization. The implementation of the
rights of children to health care is not and cannot be just
amatter of health sector. Fulfilling Children’s rights seeks
abroad political and social action that will be realistically
in accordance with international documents. The new ba-
sis package of health services should regulate the issue of
realization of the right to health care for children without
health insurance. However, that part will be financed from
the budgets of cantons or municipalities, which again is
placed under the sign of equality issues in child health.

With amendments to the Law on health insurance,
the introduction of a unique program of health care, the
development of family medicine, and especially devel-
opment of home visits activities, it is possible at least to
partly overcome the existing disparities in the realization
of children’s rights to health care.
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