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Abstract  

This paper aims to critically analyze the distribution of care resources, costs, and their effectiveness and equity. Currently, the healthcare 
industry has registered different challenges, such as escalating costs, an ageing population, growing healthcare demands, and differing 
resource distributions worldwide. The ratio between resources and healthcare outcomes has, therefore, become important to review. 
Critically discussed are the spatial allocation of healthcare resources, the techniques for comparing costs and effects, and the approaches 
to implementing fair resource access and health service provision at national and international levels. This contemporized review of 
literature, based on case studies across the globe, compares and contrasts equitable and effective hospital resource allocation, especially 
among LMICs. This paper identifies gaps in access and health inequities as emerging as major issues of concern despite improvements 
in resource utilization and cost containment. Suggestions are given to the policymakers on how the improved models of efficiency and 
fairness can be developed in health care systems. 

Keywords: healthcare resource distribution, cost-effectiveness, equity, healthcare access, global health disparities, resource allocation, 
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Introduction 

Healthcare is an important segment of the population that is considered a necessity to maintain people 
healthy so that they can work and be productive. However, the system of healthcare is crucial even today, 
and global variations remain in evidence concerning availability, quality, and results. Healthcare funding, 
infrastructure, and workforce are still inequitably distributed, especially in HICs against LMICs, whereby 
scarcity of funding, infrastructure, and human power worsens health inequalities. Some nations have 
formulated and adopted policies aimed at achieving and maintaining the effective distribution of facilities 
and resources essential in the provision of health care; others struggle to achieve this because of 
compounded political, economic, and social factors limiting them. 

The necessity for healthcare services, especially given the increasing population ageing and the increased 
incidence of chronic diseases, has also thrown the concept of cost containment into the arena of healthcare 
policy (Mohammad et al., 2024a; Mohammad et al., 2023a; Mohammad et al, 2024b). Governments and 
other superiors of nations are beginning to pay much heed to the efficiency of management of scarce 
resources in health to yield the highest returns. Cost-effectiveness is a useful idea to ensure that scarce 
resources available in policymaking and health system planning are well utilized. When it comes to, for 
example, seeking cost containment, one often ends up increasing the inequities within the system, and 
therefore, while attempting to cut costs and increase efficiency, the equality of care for the disadvantaged 
continues to diminish. 
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This paper aims to critically review the policy domain of healthcare resource distribution, cost-effectiveness, 
and equity. It discusses the distribution of healthcare resources in different parts of the world, the methods 
that are used to estimate cost-utility, and the difficulties encountered while trying to make sure that the 
distribution of resources is fair, especially in LMICs. Analyzing the case studies, present policies, and health 
systems of societies, the guidelines of this paper contain proposed solutions to the difficulties of current 
policies and resource distribution towards health improvement, equal access, and equity (Alzyoud et al., 
2024; Mohammad et al., 2022; Rahamneh et al., 2023). 

Literature Review 

Healthcare Resource Distribution 

Healthcare resource distribution pertains to the availability of resource funding, manpower, equipment and 
facilities in the healthcare sector. The WHO has identified the skewed global distribution of healthcare 
commodities between developed and developing countries as a major cause of this decade’s inequalities. 
While most HICs devote a large proportion of their GDP to healthcare and are well equipped with 
infrastructure and professionally trained human resources for health, many LIMCs are faced with challenges 
that include poor health financing, limited physical infrastructure, and human health resource scarcity. 

It also depends on political and social factors in regard to matters concerning resource distribution. For 
example, in countries where the health care system is centralized, most of the resources may be found in 
urban centers, while the rural areas are faced with a lot of challenges. On the other hand, decentralized 
systems have weaknesses, such as a lack of coordination and resource distribution not being uniform around 
the regions. Some researchers have found evidence that even concentrating all resources in big cities to 
provide more and better healthcare services for the population overall results in very important disparities 
in terms of quantity and quality of the service between the urban and the rural dwellers (Das & Hammer, 
2014; Al-Azzam et al., 2023; Al-Shormana et al., 2022; Al-E'wesat et al., 2024). 

Cost-Effectiveness in Healthcare 

This approach is briefly described as cost undertaking analysis (CUA) and is often used in a method called 
cost-effectiveness analysis (CEA). CEA compares the cost of a specific intervention to the quantity of 
health improvement it yields, usually measured in Quality-Adjusted Life Years (QALYs) or DALYs. CEA 
allows policymakers to identify where their scarce resources are needed most, especially in complex systems 
where resources in the healthcare sector are limited. 

A major example of cost-utility is the QALY—quantity and quality of life years gained by the intervention. 
The QALY approach affords the decision maker the relative opportunity to compare the cost-effectiveness 
of healthcare interventions across diseases and conditions. Comparison of the QALY, though, has been 
criticized as racist since it tends to underrate the effectiveness of care for particular populations, such as 
those with disabilities or the elderly, since they are unable to enjoy the improved aspects of life in a 
comparable way as other groups (Schlander et al., 2020; Mohammad et al., 2023b; Al-Hawary et al., 2020; 
Al-Husban et al., 2023). 

One other problem in the cost-effectiveness discourse is a consideration of the equity element. Despite the 
usefulness of CEA in giving direction on resource allocation decisions, it fails to account for how such 
costs and benefits are distributed to distinct groups in society. Policymakers are gradually reconciling 
themselves to the need to include equity in cost-effectiveness assessment so as not to disadvantage the 
neediest in society. 

Equity in Healthcare 

Health equity concerns fairness in relation to health care, meaning all people should receive appropriate 
care irrespective of their income status, place of living, or other trimmings. Equity differs from equality in 
that it focuses on ensuring that every person gets what they need when it comes to a topic like healthcare. 
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Equity in access to and utilization of health facilities is, therefore, related to the social determinants of health 
(SDH), which include income, education, employment, and social support, all of which exert a pronounced 
impact on the procedure. Healthcare equity is the equal distribution of health resources to different 
populations; this paper showed that healthcare equity is linked to better health results and small health 
differences. However, attaining healthcare equity is a double-edged process that involves working against a 
number of directions with simple solutions such as improved education, income disparities reduction, and 
structural barriers to healthcare services, among others. 

When resources are scarce, cost containment is of paramount importance in all healthcare systems; the 
ideal, however, is that equity is achieved in healthcare for all. For instance, providing resources on expensive 
health-enhancing technologies can be beneficial in raising the health status of those who can access them. 
Still, at the same time, it will compromise equity because the health needs of those in the lower strata of 
society will not have been met. For decision-makers, the question of cost and effectiveness of measures, 
on one hand, and the aim of providing equal access to health care for all the population, on the other hand, 
have to be solved simultaneously. 

Methods 

This research adopts a dual method to establish the correlation between the available HC resources, cost-
benefit, and equity. The study was conducted using the World Health Organization’s data on the 
organization of healthcare systems in different countries, with a special focus on LMICs, where inequalities 
in healthcare are severe. 

Data Collection: 

 Global Health Data: This involves a data set on health spending, the health facilities available to the 
population, and the population health status from the World Bank, WHO, and country health profile. 

 Case Studies: Using India, South Africa, and Brazil as benchmark cases, the paper discusses the 
allocation of healthcare resources and the implications of cost-effective measures in literature for 
healthcare access equity. 

 Interviews: Enduring qualitative data gives results of interviews with policymakers, healthcare 
professionals, and public health researchers & nurses on the challenges and successes of enhancing 
equitable delivery of healthcare. 

Data Analysis: 

  Statistical Analysis: The relationship between healthcare spending, resource distribution, and health 
outcomes is established by using descriptive and inferential statistics. This requires correlation and 
regression analysis to determine the effects of healthcare expenditures on health equity and cost-
effectiveness. 

Results and Findings 

Figure 1: The Future Of Health Expenditure Worldwide 
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This figure shows a line graph on health care spending in rich, middle, and low-income countries between 2000 and 2024. It 
depicts higher and consistent health spending in developed countries, relatively low and uneven health spending in developing 
countries, and a sharp rise in health spending in developing countries during epidemics. 

Healthcare resources, such as the funds allocated to health and healthcare infrastructure, all have a central 
role in dictating the quality of healthcare outcomes. Nevertheless, inequalities in spending on healthcare 
among the various categories of countries' income levels throw up huge disparities in utilization, quality, 
and outcomes. The following section provides an evaluation of these trends and what they mean for health 
equity. 

Health Resources Distribution 

Expenditure Inequalities 

HICs always spend more per capita on health than LMICs, and this has been evidenced in the past literature. 
For example, in 2020, the United States of America spent about 10,000 USD per capita on healthcare, while 
India spent about 200 USD per capita. This difference also reveals not only the difference in national 
income but also distinguishes specific features of economic systems, governmental actions, and possibilities. 
HC spending in developed countries involves the use of state-of-the-art equipment, well-equipped HC 
facilities, and enhanced expertise of health workers, which explains the better health status in these countries 
than in developing ones. 

At the same time, LMICs continue to grapple with numerous obstacles regarding how to spend adequately 
on health care. These countries include India, which spent only 1.5% of its GDP on healthcare; Nigeria, 
with 2.4% of its GDP on healthcare expenditure; and Cambodia, which spent only 3.2% of its GDP on 
health. Moreover, the pay offered to healthcare workers in LMIC remains low; therefore, many of them 
seek employment in other affluent countries, creating severe staff deficits. This imbalanced distribution of 
healthcare leads to very wide disparities in human health, with mortality resulting from such diseases still 
being high within low-income areas. 
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The difference in the amount spent on healthcare is evident by comparing the health standards of countries 
that spend more than those that spend less money. For instance, the USA spends a relatively large sum per 
capita on attitudinally facing critical health disparities, poor maternal health outcomes, and dreadful chronic 
disease mortalities, among other health risks affecting minorities, especially those from low-income 
backgrounds. There are world-best life expectancies maintained by countries like Japan, which have both 
traits of high healthcare spending and strong public health policies in place. 

Rural vs. Urban Healthcare 

Another reason is the uneven geographic distribution of healthcare: these facilities are mainly concentrated 
in large cities and some districts, while a vast number of districts and villages remain underserved. In today’s 
society, developed nations such as India and South Africa biased their health care facilities toward the urban 
areas, hence making health care hard to access for the countryside population. This urban bias is due to 
poor infrastructure, unavailability of transport, and promising funding for health centres in rural areas. 
These challenges lead to rural regions receiving limited health care services, including maternal care, 
vaccination, and emergency services. 

 

Many healthcare workers can be located in rural areas. As a result, they are likely to lack the professional 
capability and capacity to meet the needs of a large population that lacks adequate medical attention. For 
instance, Indian villages suffer high levels of maternal and neonatal mortality because of limited healthcare 
services. Physical access is felt more severely in decentralized systems where the provincial or local 
governments are unable to marshal the requisite funds or commitment to handle the demand in their areas. 
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However, the lack of funds to finance health care in rural areas leads to poor quality, an inadequate number 
of health workers, and no specialized health care services. Patients from these provinces have to travel long 
distances to access facilities in other towns with better treatment solutions and expert advice. This is because 
rural patients incur higher costs of transport, food, and accommodation when seeking various medical 
services than their urban counterparts. 

Cost-Effectiveness and Health Outcomes 

Impact of Cost-Effectiveness Strategies 

Cost-effectiveness analysis (CEA) is an important policy instrument in health care for several reasons, 
especially in developed nations with scarce resources. In countries such as the United Kingdom and 
Sweden, CEA has been used in the decision-making arrangements for health by highlighting interventions 
with a high chance of yielding the most good for health per unit cost. For example, the National Institute 
for Health and Care Excellence in the UK utilizes cost. It contains two principal types of analysis, thereby 
yielding evidence-based decisions on which of the healthcare interventions, treatments, and services should 
be funded under the public health programs. Currently, in Sweden, cost-effectiveness data has been 
incorporated in public health decisions, leading to improvement in resource use, especially with the advent 
of screening programs for cancer 

 The impact of cost-effectiveness strategies in these countries can be seen in improved health outcomes, 
particularly in the prevention and early treatment of chronic conditions. In Sweden, the adoption of cost-
effective preventive health measures, such as widespread vaccination and early cancer screenings, has 
resulted in longer life expectancies and a reduction in preventable diseases. They also invest in public health 
and owning initiatives, which address aspects like education and earnings, which add to boosting the 
efficiency of the healthcare systems in terms of cost. 

Challenges in LMICs 

Consequently, cost-effectiveness continues to define the direction of health policy in LMICs. However, 
these countries experience various difficulties in applying the findings of cost-effectiveness assessments. 
For instance, there is a lot of documented evidence that ART for HIV/AIDS is among the most cost-
effective treatment interventions, but there is still difficulty in financing and delivering such treatments in 
most LMICs. Lack of adequate supply of essential medical products such as drugs and vaccines, lack of 
diagnostic tools, and weak health facilities to support the implementation of cost-efficient interventions are 
challenges. Furthermore, when effective measures are known at considerably lower costs, there is a shortage 
of skilled human resources and inadequate healthcare infrastructure for optimal delivery of services. All 
these exacerbate the Budgetary Crunch since the LMICs spend more of their limited financial capacity 
importing essential Medical goods such as vaccines, medications, and other services for their populace. 
However, the upshot of all this is that what may be efficient on paper and from a conceptual viewpoint is 
infeasible in the real world in many of these nations.  

Equity in Healthcare Access 

Inequities in Healthcare Access 

These diverse needs represent a huge opportunity to serve several constituencies and redress healthcare 
access inequities. Availability of healthcare is also an issue of concern because people’s ability to pay for 
these services also matters. For instance, in many LMICs, people’s ability to obtain even primary healthcare 
services is fundamentally brokered by their wealth and class backgrounds. Even in rural areas and low-
income urban areas, individuals cannot afford to seek care as this is highly expensive. For example, while 
in Brazil, large cities can count on a higher density of healthcare facilities and service delivery, the majority 
of the rural population has no access even to primary healthcare. These inequalities are further compounded 
by income and education disparities in society, which determine people’s ability to deal with the health 
diplomacy system. For instance, well-endowed people in Brazil can afford to visit private hospitals that 
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provide sophisticated technologies, whereas poor families rely on community and overstressed healthcare 
services. This leads to higher incidences of diseases that ought to be averted, more deaths among pregnant 
women and their babies, and inadequate containment of chronic ailments, a situation that disadvantages 
the phase 3 candidates.  

Figure 2: Health Equity Index (2024) 

 

The following bar graph displays a relative comparison of the health equity index in several countries, which also indicates the 
association between healthcare spending and equity. 

The equity scores are higher among countries that spend more money on healthcare, like Sweden and the 
UK, while those at the lower end of the spending, like those in Africa and Asia, suggest higher mortality 
and morbidity rates attributable to inadequate access to healthcare. Consequently, these outcomes provide 
compelling evidence about the severe inequalities in healthcare resources distribution, cost-utility analysis, 
and equity of LMICs. Although there are improvements in implementing cost-effectiveness strategies in 
HIC and ‘transition economies,’ LMICs are still experiencing problems with funding and sustaining 
appropriate platforms for implementing good, cost-effective methods. Furthermore, though some LMICs 
invest more in healthcare facilities during global health crises, disparities in access to healthcare between 
the rural and Urban areas and between the high and the low classes of societies are still outstanding. These 
findings suggest intervention strategies to effectively reach vulnerable groups and ensure that scarce 
healthcare resources are utilized proportionately in deficit realities. 

Discussion 

Discussion of the current study's findings reveals a continuing injustice in the distribution of health 
resources across nations, with a particular focus on LMICs. Although cost-effect analysis has been 
instrumental in the rational use of health resources, it does not consider the distribution of the resources in 
societies. This work also shows the necessity of the degree of utilitarianism in the phenomena of the health 
care policy (Al-Nawafah et al., 2022; Alolayyan et al., 2018; Eldahamsheh, 2021). It remains a problem to 
guarantee that healthcare resources are used properly to meet the needs of the population of all income and 
geographical areas. The studies evidence that the share of global healthcare expenditure is increasing, and 
its positive effects are not equal. Wealthy countries continue to have better standards in health care, while 
LMIC countries still face problems due to poor health care funds. Furthermore, within-country 
comparisons reveal a stark urban and rural divide in terms of access to healthcare. 
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Conclusions 

This paper's costing and equity analysis has pointed out several contentious issues concerning healthcare 
resource distribution, utility, and efficiency. Clearing the healthcare disparity means carefully weighing the 
appropriate efforts and resource utilization and identifying the approach that would provide quality care to 
every population with their limitations and conditions in mind, which is also a goal to strive for. While all 
modes of cost-effective interventions are critical for attaining better value in healthcare, these have to be 
applied together with equity to guarantee access to services by the needy groups. What is best for the patient, 
what may be good for the physician, where does the industry succeed and where does it fail, and must 
become a central focus. 

Recommendations  

 Increase Investment in LMICs: It is suggested that donors should invest more in healthcare in LMICs, 

especially in rural areas as well as in other underprivileged sites where essential healthcare is still beyond 

the reach of many people. 

 Integrate Equity into Cost-Effectiveness: Health equity should be embraced as one of the attributes of 

cost-effectiveness analyses for policies in a country since biased resource distribution to the poor is not 

acceptable. 

 Strengthen Healthcare Systems: Education, training, and technology are required in healthcare delivery 

in the developing world to facilitate the implementation of cost-efficient interventions by healthcare 

systems and trained human capital. 

 There is a need for increased cooperation in managing patients’ health-related equity globally 

determinants of health, such as education and income, which further enhance the cost-effectiveness of 

their healthcare systems. 
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