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Summary

The Medicines Transparency Alliance (MeTA) aims to improve country pharmaceutical
situations by increasing transparency, openness, and access to reliable information about
medicines by key pharmaceutical sector stakeholders. Information on current patterns of
medicines needs, access, use, and expenditures in countries will help MeTA stakeholders
decide where to focus their efforts.

We undertook a feasibility study on Medicines Need, Use and Out-of-Pocket Expenditures in
Low and Middle-Income Countries based on previous research that identified a strong
relationship between high out-of-pocket health care spending and poverty. The goals of this
research were to evaluate the potential for using World Health Survey data to estimate the
relative size and economic importance of household out-of-pocket health care and medicines
expenditures; the prevalence of conditions requiring care; and access to care and to needed
medicines in eight low and lower-middle income countries.

The results of the present analyses provide new descriptive information on household health
care and medicines spending, in addition to medicines need and access among individuals for
eight selected countries that participated in the 2002 World Health Survey: Cote d’Ivoire,
Ghana, India, Morocco, Pakistan, Philippines, Senegal, and Tunisia.

Our analyses show that most households in these countries are poor, and between a third and
half of households devoted potentially catastrophic proportions of their available expenditures
(>40% of non-food expenditures) to health care in the previous 4 weeks. Substantial
proportions of the adult respondents had been diagnosed with one or more common chronic
conditions, yet not all had ever received treatment; among those who had ever received
treatment, even fewer were receiving it during the two weeks preceding the survey. Many
young children in these households were ill in the past month, most with symptoms of
malaria, upper respiratory tract infections, or diarrhea. Most adults and children were
reported to have sought care and obtained medicines when they last needed them. However,
among those who did not, the cost of getting care, the cost of medicines, and dissatisfaction
with locally available medicines and health providers were the most frequent barriers to
access.

Our analyses illustrate the importance of household information about access, affordability,
and use of medicines, which are key outcomes of strategies to improve transparency in the
pharmaceutical sector. They also illustrate the potential and the limitations of the World
health Surveys as a source of this information.



Background

The Medicines Transparency Alliance (MeTA)" aims to improve country pharmaceutical
situations by increasing transparency, openness, and access to reliable information about
medicines by key pharmaceutical sector stakeholders. Stakeholders in the MeTA process
include those on the supply side of the pharmaceutical system (manufacturers, purchasers,
distributors, health facilities, and drug outlets) as well as those on the demand side
(professional organizations, consumer groups, health providers, patients, and consumers).

MeTA will operate globally and at national level through coordinated advocacy, programs,
and research targeting key factors that interfere with optimal access to information leading to
economically inefficient or clinically inappropriate use of medicines. Information on current
patterns of medicines needs, access, use, and expenditures in countries will help MeTA
stakeholders decide where to focus their efforts.

The link between illness and poverty is well established and has engendered concern over the
burden of out-of-pocket health spending. In a 2003 Lancet study, Xu and colleagues
examined the prevalence and key determinants of catastrophic health expenditures among 59
countries using economic survey data.” Out-of-pocket health expenditures were identified as
the most important predictor for whether households would experience catastrophic health
expenditures. This study provided evidence of the critical role of health insurance and risk
sharing in reducing catastrophic health care expenditures.

Importantly, the Lancet study did not consider expenditures for medicines, which in many
countries are mainly out-of-pocket and which contribute significantly to household economic
burden. For example, among developing and transitional countries, approximately 70 percent
of expenditures for medicines are spent out-of-pocket and the proportionate share of out-of-
pocket spending tends to increase with decreasing country income.” Large out-of-pocket
payment shares threaten access to medicines, which impacts household wellness, financial
stability, and individual productivity in the labor force.

The potential for potentially catastrophic economic and clinical effects associated with the
burden of health and medicines expenditures underscores the need for programs and policies
that promote affordability, including policies that reduce the price of medicines to consumers,
encourage greater use of generics, expand health insurance coverage of medicines, and
provide consumers with better access to unbiased information about health and medicines.

To focus programs and policies aimed at improving access to medicines, empirical research is
needed to estimate the relative size and impact of household out-of-pocket medicine
payments and cost-related underuse of needed medicines in specific target populations.

Specific aims

The goal of the current study was to inform the development of MeTA by examining the
feasibility of using data from the 2002 World Health Survey (WHS) on medicines
expenditures, access, and use in selected developing countries to build upon the current body
of knowledge about out-of-pocket health expenditures and poverty. This feasibility study was
conducted using data from eight countries that had implemented the WHS modules which
contained necessary data on medicines expenditures and use. These eight countries were
selected for the feasibility study because they were representative of the types of countries
that might be targeted for early stage MeTA activities.



The specific aims of the feasibility study were:

1. To assess household medicine expenditures as a proportion of total household spending
and total health care spending, by estimating:

¢ Demographic and economic characteristics of households included in the WHS;

e Average household health care expenditures and distribution of these expenditures;
e Average household medicines expenditures and distribution of these expenditures;
¢ Proportion of total health expenditures spent on medicines;

e Prevalence of catastrophic levels of health care expenditures.

2. To examine the prevalence and nature of certain chronic conditions measured in the
WHS, access to care for these conditions, and potential underutilization of needed medicines,
by estimating:

¢ Prevalence of important chronic conditions, based on previous diagnosis or symptoms
reported by individual respondents;

¢ Prevalence of apparent underuse of medicines in relation to need for chronic illness;

¢ Prevalence of cost as a reported reasons for underuse of medicines.

Methods

Data source

We used data from the 2002 World Health Survey for the following eight low and lower-
middle income countries: Cote d’Ivoire, Ghana, India, Morocco, Pakistan, Philippines,
Senegal, and Tunisia. These data were made available by the World Health Organization for
the purposes of this project prior to their public release. The World Health Survey was
developed to provide valid, reliable, and comparable survey modules that could bolster
national health information systems. In addition, the WHS was designed to help establish an
evidence base for health system monitoring and health policy decision-making.

WHS data were collected at both household and individual household member level in 70
countries within the six WHO regions. An extended version of the WHS was implemented in
approximately 55 countries that included extensive information on household demographic
and socio-economic indicators, household expenditures in different categories, including
health care and medicines, health insurance status, and financial coping strategies in the face
of health expenditures.4 The individual respondent survey which targeted one adult in each
WHS household asked about health status, chronic illness diagnoses and treatment among
adults, recent symptoms of acute illness among children, access to care, and potential barriers
to access.

Survey methods for the 2002 WHS included face-to-face household surveys, computer
assisted telephone interviews, and computer assisted personal interviews. Each country
selected the most appropriate method, and all survey instruments were standardized and pre-
tested, according to the WHO Multicountry Survey Study on Health and Responsiveness



2000-2001. Psychometric evaluation of the instrument properties was performed, including
estimation of test-retest reliability.”

The study population in each country consisted of a nationally representative sample of
respondents to both the household and individual modules. All household and individual
respondents were older than 18 years of age and were randomly chosen to avoid selection
bias.* Representativeness of the samples for each country was measured by a Sample
Population Deviation Index.*

Data quality

The initial focus of this feasibility study was to examine the completeness and consistency of
WHS data in the eight countries selected. This initial assessment of data quality indicated
that the survey forms, data collection procedures, and resulting file structures were relatively
consistent across the eight countries. Sample sizes of households with completed surveys
ranged from 3,224 to 10,548, while the samples of individual respondents ranged from 3,109
to 10,072. Some inter-country differences were observed in the rates of completeness of
different portions of the household and individual surveys, but the overall quality of the data
was judged to be satisfactory to proceed with quantitative analyses.

Statistical analyses

Because of the complex sample design for the WHS, national parameter estimates should be
calculated using the sample weights included in the survey files. The short time frame of this
feasibility study did not permit incorporation of sample weights or appropriate calculation of
standard errors. Future analyses based on these data would need to accommodate the
complex sample design.

This report presents unweighted descriptive analyses of household and individual respondent
data by country, as well as averages and ranges of values across countries. Expenditure data
are reported as averages for the national population as a whole and as means of population
quintiles. Expenditure components are reported as mean category expenditure proportions.
SAS V9 was used for all analyses.

Results

The sections below present key findings of preliminary analyses of data from the eight
countries included in the feasibility study. Tabulated results by country are included at the
end of this report.

Specific Aim 1: Household demographics and expenditure patterns

Household demographic and economic characteristics (Table 1)

Five of the eight countries in the feasibility study are classified by the World Bank as low-
income countries (2005 gross national income (GNI) <$875): Céte d’Ivoire, Ghana, India,
Pakistan, and Senegal. Three included countries are classified as lower-middle-income
($876>2005 GNI< $3,465): Morocco, Philippines, and Tunisia. The WHS samples for these
countries varied considerably in their demographic and economic characteristics.



The largest proportion of households (45% on average across countries) consisted of 6 to 10
members, but household size varied widely between countries. In Morocco, 54% of
households consisted of 1-2 members, while 25% of Senegalese households reported 11 or
more members. The age structure of households also varied widely by country; overall 27%
to 54% of households had children under 5 years old, 43% to 77% of households had
children age 6-15 years old, and between 21% and 59% had a household member age 60
years or older. Since the likelihood of serious chronic illness increases with age, countries
where a high proportion of households have elderly members are more likely to exhibit higher
rates of medicines expenditures and need for medicines. Detailed analyses comparing
expenditure levels between countries or between population groups within countries would
need to take account of these differences in household size and age composition.

Educational attainment is a primary determinant of health literacy, and education of the
primary heath decision maker has a strong relationship with the overall health status of the
household. More than a fifth of all households (23% on average, range 6% to 43%) had no
member who had completed primary schooling. However, educational attainment also varied
widely between countries; for example, in Tunisia and the Philippines, more than 20% of
households had a member with college and/or a post-graduate degree

The WHS collected data on estimated expenditures in the previous 4 weeks. All calculations
of household expenditures were converted from local currency to 2002 U.S. dollars using a
consistent source of foreign exchange rates. Based on these data, the typical household in
Morocco and Tunisia (i.e., one in the middle expenditure quintile) spent nearly twice as much
in total per year compared to similar households in the other countries. With their relatively
larger household sizes, per capita expenditures in India and Pakistan were notably low.
Average total household expenditures in the past 4 weeks of households in the middle
expenditure quintile ranged from 2002 U.S. $57 in India to $198 in Morocco.

Figure 1. Annual total expenditures of households in middle expenditure quintile
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* Annualized total household expenditures based on previous 4-week expenditures

One common definition of poverty is based on devoting more that 50% of total household
expenditures to food. By this definition, the majority of sample households in each of the
eight countries included in the feasibility study was poor, with 60% to 78% of households



having spent more than half of total household expenditures for food in the past 4 weeks
(Figure 2).

Figure 2. Percentage of Households with Food Expenses >50% of Total Expenditures
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Household total, health care, and medicines expenditures (Table 1)

On average, households spent between 5% (Tunisia) and 19% (Cote d’Ivoire and India) of
total household expenditures on health care (Figure 3). However, the distribution of health
expenditures in the population was highly skewed. Over 40% of households in Cote d’Ivoire,
Senegal, Tunisia, and the Philippines spent no money on health care in the previous 4-week
period. This lack of expenditures may reflect either absence of health conditions requiring
care, adequate access to free care in public health facilities, or substantial barriers in access to
care among the poor,

Figure 3. Average 4-Week Health Expenditures as Percentage of Total Expenditures
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On average, medicines were reported to account for 26%-63% of health care expenditures
(Figure 4). This is consistent with but somewhat lower than other surveys which have
estimated that medicines account for up to 70% of out-of-pocket health care expenditures.



Figure 4. Average 4-Week Medicines Expenditures as Percentage of Health
Expenditures
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As with overall health expenditures, households in the lower quintiles allocated almost no
money to medicines (Figure 5). In Senegal and Cote d’Ivoire, over 60% of households spent
no money on medicines in the previous 4 weeks. Only in Morocco were there substantial
amounts spent on medicines in the lower 40% of households. In contrast, the top quintile of
households in all countries spent substantial amounts of money in the last 4 weeks on
medicines, ranging from $18 in Ghana to $153 in Tunisia. In part, this reflects the skewed
distribution of wealth in these national populations. However, this high expenditure group
also includes households with high burden of acute or chronic need for medicines.

Figure 5. Average 4-Week Medicines Expenditures within Expenditure Quintiles
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Catastrophic healthcare and medicines expenditures (Table 1)

In line with previous studies,” we defined households at risk of catastrophic health care
spending as those devoting more than 40% of non-food expenditures to health care. By this
definition, between 34% and 52% of households in the eight countries in the feasibility study



were at risk of catastrophic levels of health care spending (Figure 6). Identifying national
strategies to increase access to medicines and affordability for this population at potential risk
for catastrophic spending would be an important focus for MeTA activities.

Figure 6. Percentage of Households with 4-Week Health Expenditures > 40% of Non-
Food Expenditures
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Health insurance status and coping strategies (Table 1)

Increasing rates of insurance coverage for medicines is one promising strategy for expanding
access, lowering medicines prices, and leveraging higher quality of care. In Morocco,
Philippines, and Tunisia, the three lower-middle income countries in the feasibility study,
20%, 25%, and 89% of households respectively reported that one or more members had
health insurance coverage (Figure 7). Although most households in low-income countries
had no health coverage, insurance systems were present to some degree in all countries, with
between 1% and 10% of households having at least one insured member.

Figure 7. Percentage of Households Reporting Insurance Coverage
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On average, 76% of households reported using the current income of a household member to
meet some or all of their out-of-pocket payments for health care. Only a small percentage
(1% to 13%) had access to health insurance payments. Many households needed to leverage



sources other than income and health insurance to pay for health care costs. On average, 19%
(12% to 27%) of households used resources from family or friends outside the household to
pay for health care; 11% (5% to 18%) used savings; 10% (6% to 16%) needed to sell
something; and 14% (5% to 25%) borrowed from some source outside the home other than a
family member or friend. Borrowing or expending capital to pay for health care is one of the
ways that families begin the spiral into iatrogenic impoverishment.

Specific Aim 2: Illness patterns, need for, and access to care and medicines

Demographic characteristics of individual respondents (Table 2)

Between 3,000 and 10,000 adults responded in each country to individual surveys. These
respondents constitute a representative sample of adults in these eight countries. On average,
approximately one-half of respondents were women and the largest proportion (55%) were
between 30 and 60 years of age; 64% of respondents (40% to 77%) were currently married;
49% (19% to 70%) had no formal education or less than primary schooling; and 44% (18% to
61%) were not currently working for pay. Substantial differences in the distributions of age,
marital status, education, and employment status would need to be accounted for when
comparing results from individual surveys across countries.

Health status, chronic illness, and treatment among adults (Table 3 and Table 4)

Self-reported health status is a good predictor of need for medical care and medicines. Most
WHS respondents in the eight study countries (average 61%, range 42% to 75%) reported
very good or good health; however, an average of 10% (4% to 23%) reported bad or very bad
health. Overall, 49% (21% to 61%) of respondents reported no difficulties with work or
household activities in the last 4 weeks.

The need for medicines to treat chronic illness represents a major burden of out-of-pocket
health costs among adults. The WHS examined the prevalence and treatment of several
chronic illnesses among individual respondents. In the analyses below, prevalence of a
chronic condition is defined as the respondent reporting having ever been diagnosed, ever
treated, currently treated, or having at least one medicine at home for personal treatment of
the illness in question. Using this definition, the reported prevalences across countries of the
six major chronic illnesses included in the WHS were as follows: arthritis (8%-25%), angina
(2%-9%), asthma (3%-8%), depression (1%-13%), schizophrenia (1%-3%), and diabetes
(1%-4%). Of those with these chronic illnesses, smaller proportions reported ever being
treated for the condition: arthritis (7%-19%), angina (2%-7%), asthma (3%-6%), depression
(1%-3%), schizophrenia (0%-1%), and diabetes (1%-3%). Failure to treat may represent
preference for non-pharmacological management, but in many cases, untreated illness
indicates lack of affordable access to needed medicines.

Among respondents who reported having ever treated their chronic illness, on average only
about half had received treatment for their chronic condition in the past two weeks: arthritis
(38%), angina (45%), asthma (44%), depression (53%), schizophrenia (61%), and diabetes

(58%).

Across chronic conditions, the likelihood of having ever treated an illness and of having
received treatment in the last two weeks varies in a consistent way across countries by the
type of illness. For example, among respondents that were ever diagnosed, those with
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diabetes were more likely to have ever received treatment and to have been treated within the
last two weeks (Figure 8) than those diagnosed with asthma (Figure 9); those with arthritis
were least likely to have ever treated this condition or to still be receiving treatment (Figure
10). These differences reflect the influences of many factors that determine effective access
to care: overtness of symptoms; relative difficulty of diagnosis; available local options for
care; effectiveness of communication with health providers; perceived differences in severity;
choices about which illnesses to treat given limitations in ability to pay; and the local cost of
medicines used to treat each illness. In order to fully understand the impact of efforts to
improve access to and affordability of medicines, evaluations of MeTA will need to
characterize and control for these factors at the household level and examine differential
improvements in access for different important health problems.

Figure 8. Percentage of Adults with Diabetes Ever Treated and Treated in Last 2 Weeks
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Figure 9. Percentage of Adults with Asthma Ever Treated and Treated in Last 2 Weeks
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Figure 10. Percentage of Adults with Arthritis Ever Treated and Treated in Last 2
Weeks
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Demographic characteristics and symptoms among children (Table 5)

On average, 41% (37% to 51%) of the youngest children under 5 years old in responding
households were sick within the month prior to the survey. Fever was the most frequent
symptom reported, present in more than 80% of the most recent illness episodes. Other
frequently reported symptoms were cough (39% to 68%), difficult or fast breathing (18% to
42%), and diarrhea (28% t048%). These symptoms reflect the importance of common acute
health problems like malaria, mild and severe respiratory illness, and diarrhea as key issues to
focus on in efforts to improve access to medicines for children.

Figure 11. Symptoms of Last Reported Illness in Youngest Child under 5 Years
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Overall, an average of 86% of household respondents reported seeking care for the youngest
sick child during his or her last illness episode. Among children who received care, an
average of 34% had sought care at public and private hospitals; 28% at another type of
outpatient facility; 19% from private physicians; 8% (2% to 28%) from a pharmacy, and 4%
from traditional healers. However, the distribution of typical sources of acute care (and thus
of medicines) varied widely across countries. Public hospitals and outpatient facilities were
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the most frequent reported sources of care for young children in all African countries and the
Philippines, while private physicians were the dominant source of care in India and Pakistan,

Access to care and medicines among adults (Table 5)

Among adults, a surprisingly high 95% (86% to 98%) reported that they had received care
when they needed it last (Figure 12). For those who did not receive care, affordability was
the main reported barrier; an average of 49% (32% to 65%) could not afford visit costs, 19%
(12% to 31%) could not afford transportation costs, and 6% (1% to 17%) could not afford to
take time off. After affordability, the primary reasons for not seeking care involved
dissatisfaction; 11% (3% to 18%) reported dissatisfaction with the quality of available
medicines or equipment, 8% (1% to 15%) with the skills of local health providers, and 8%
(4% to 17%) reported having previously been poorly treated.

Among adults who received a prescription, 87% (82% to 93%) received all of the medicines
that were prescribed; 53% (37% to 74%) did not receive all medicines because they could not
afford them, and another 29% (1% to 64%) could not find all of the medicines.

Figure 12. Access to Care among Adults Last Time Care was Needed
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Access to care and medicines among children (Table 6)

Patterns of access to care and medicines among children under age 12 during their last illness
reflect very similar patterns to those among adults (Figure 13). On average, 95% (75% to
98%) of children age 12 or under received care during their latest illness. Among those who
did not receive care, affordability was the dominant concern; 55% (39% to 71%) of families
could not afford visit costs, 23% (10% to 36%) could not afford transportation costs, and 5%
(0% to 15%) could not afford to take time off.
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Among children who received a prescription, 86% (79% to 94%) received all prescribed
medicines; 54% (18% to 78%) could not afford all medicines, while 29% (8% to 68%) could
not find all medicines.

Figure 13. Access to Care among Children Under 12 Years Last Time Care was Needed
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Discussion

The results of these feasibility analyses of data from eight countries that completed the 2002
World Health Survey are important in several ways. First, it is clear that the WHS contains a
wealth of important information on household demographic composition, socioeconomics,
health status, access to care and medicines, and categories of household expenditures that
would allow detailed description of patterns of expenditures, health care seeking, and need for
and access to medicines. Comparison across countries is facilitated by the identical year of
survey completion and the consistency of survey forms and data structures across countries.

Using data from the WHS, we have found that households in eight selected low and lower-
middle income countries are largely poor and that a high proportion of households incur
potentially catastrophic health care expenditures. When individuals from these households do
not seek or have access to care or medicines, the most frequent reported barrier to access is
the cost of care or medicines. Satisfaction with locally available medicines and care
providers are also important factors that limit access.

While the WHS is the most complete and recent data source that allows multi-country
assessment of expenditures on health care and access to needed medicines, it also has some
limitations. The WHS was not designed specifically to focus on medicines issues. Therefore,
important questions on which medicines were prescribed, which were used, at what cost, and
more nuanced reasons for seeking care and using medicines were not asked. The WHO
Department on Technical Cooperation on Essential Drugs and Traditional Medicines is
currently developing a household survey specifically focused on measuring access to and use
of medicines for acute and chronic illness. This survey would be an important future source
of data to monitor the impact of global and national programs implemented to improve access
to and use of medicines.

14.



Limitations of the present analyses

Because of the limited scope of the feasibility study, there are several limitations to the
reported analyses. First, the results have not yet been adjusted for the complex sample design
of the WHS. Applying appropriate sampling weights would change some of the reported
frequencies within countries, although the overall pattern of results would likely remain
similar to those reported here. Second, future analyses using WHS data should characterize
the distributions of expenditures (overall and within quintiles) and assess the impact of
extreme values on expenditure estimates; trimming distributions for outlying values at the
tails would result in more consistent and accurate estimates of expenditures. Finally, future
analyses should also adjust expenditure values for purchasing power parities to allow more
accurate and robust comparison of expenditures across countries.

Future steps

Consistent with the specific aims of the feasibility study, the present analyses are descriptive
rather than analytic. The analyses do not account for the complex relationships between
expenditures, poverty, household size, household health status, and insurance status. Future
multivariate analyses of WHS data should examine the factors that determine access to and
burden of expenditure for health care and medicines, controlling for country as well as these
other determinants in the models.

Using data from all 55 countries that completed the long version of the 2002 WHS would
allow more extensive and refined examination of the relationships between household
medicines expenditures, health insurance, and catastrophic health care spending, as well as of
the determinants of catastrophic expenditures and unmet need for medicines among
chronically ill adults and young children. This work would provide important information for
MeTA to use in selecting countries in which to work, targeting populations at greatest need,
identifying promising strategies to improve medicines access and affordability, and producing
baseline data prior to implementation of the initiative that could be used for impact
evaluation.
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Households FaNNg & Computer 120 29 110 34 134 o4 170 34 L) 63 2539 k] 351 o4 LTh 3T
Haousehaold Povery
Housshoics with food expendnurss < 50% of iokal sxpendiures 835  ¥.5 1,180 366 Tam 273 1B06 381 1,568 212 32456 233 1419 M8 2335 237
Households with food expendiuresz 50% of total expendiures 3185 TS5 1914 504 2407 TD4 3168 634 340 672 TOE1 TES 5034 Tr4  THED  TEZ
Exchange raw? 8,663.34 6EE.32 £&58.32 11.03 1.44 509 B5.05 5247
Average 1otal expendliures In past 4 weens $53.66 - ¥Miem - $350.63 - ¥510r - §1.58683 - 36099 - ¥mE - MnzE -
ANETE0E Meann care expendiunes In past £ weeke .35 S 32 - #2357 - Havsz - ¥78.50 s #1544 S F15.56 = #1602 -
Healh as percentage of 1oEl expendiures 1% - 1% - ™ - e% - e - =% - 1B% - 1% -
Average medleres expendliures In past 4 weeks TLET - 36.98 = .76 - M - 23617 - $9.80 - .37 s .63 -
Medicines 35 percentage of healin expencdiures 4% - e - 23 - 5% - E3% - AT - 48% -
Households with Catastrophic Health Expendriures (+40°% of non-food expendiiures ) 1,330 338 1641 509 1,236 380 2576 515 2435 478 4116 390 32614 402 3646 362
Amang househalds with no reparied Insurance 1346 338 1472 3510 1194 3rs 1811 50@ 261 452 3977 381 2596 401 2755 366
Amang households with at leas? one member but no? all insured 26 40.0 132 sed| &3 ra 167 345 560 430 &4 3z7 B a7 523 385
Amang househalds with all members insured 14 318 k=3 466 23 403 341 556 15683 434 ]| 432 10 588 358 332
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Table 1. Unweight=d demographic and expendliure charasienstics of country housshoids

Shang 7 Inala 3 Enlippineg
Unweighied sample slize” n=£4,108 % n=323d % n=3.418 % m=000 % =090 % n=10348 W O m=ES % n=1007 %
Cnaraclerisic of Househakd
123N |of Cuintie) Total DouEeha EXpendlilrzs (2 week)
Quimtiie 1 {2002 US §) 2. - F4TT o 29,02 - F74.04 = =56.27 o 320.83 - 332435 o 3582 -
Quintlie 2 {2002 US §) 43549 - 53080 - §71.50 - 513578 - SU1TTE - 537.80 - 55745 - Fo4.N -
Quintlie 3 {2002 US §] SES.EQ - F70.33 - 11413 - §106.41 - $181.30 - SE6.77 - 580,74 - SE1.20 -
Quintiie 4 {2002 US §) A5 - JF11aes - 1a2.m - 28530 - 25593 = 3E7.53 - ez - 11867 -
Quintlie 5 {2002 US §) F203.04 - F3Fe - ¥1.40243 - B3EH1ES - FITIAE - 3203 - 32533 o 327023 -
Nean {of Guintlie) Household Expendiures Tor All Healkh Care (£ week)
Quimtiie 1 {2002 US §) #0.00 S 50,00 o 0,00 - 3516 - S0.00 o =0.00 S 30,00 o =0.00 -
Quintlie 2 {2002 US §) #0837 S 50,00 o 0,00 - F14.41 - S0.00 o $1.25 S 193 o =0.00 -
Quintlie 3 {2002 US §) #3105 S .26 o .70 - 2778 - .. o w2 S 3631 o *1.36 -
Quintiie 4 {2002 US §) 757 - 1120 o #1177 - 351.68 = =30.67 = F10.26 - 1322 o 690 -
Quintlie 5 {2002 US §) S4LER - 50763 - £104.38 - gSooss - §35273 - SE1.4E - 5TT.TR - Crh Byl -
Kizan (of Quintiie) Housanoid SxperddRures for kediines Only (4 week)
Quimtiie 1 {2002 US §) #0.00 S 50,00 o 0,00 - 3393 - S0.00 o =0.00 S 30,00 o =0.00 -
Quintlie 2 {2002 US §) .42 - 30,00 - 0,00 - 31033 - S0.00 - 043 - 3014 - =000 -
Quintlie 3 {2002 US §) 1,66 S 50,00 o 0,00 - F16.96 - p2LR ] o 240 S 3291 o =069 -
Quintiie 4 {2002 US §) #3.86 S 32.50 o 345 - 331.60 = 1539 o 5755 S FE.38 o .82 -
Quintlie 5 {2002 US §) LR | - 33241 o 3545 - 33748 = 16047 = 3504 - 33541 o 32364 -
Iresurance Enroliment
Mo reponed Insurance 3930 &Y 2533 Bea3 3156 823 3T TAy S7E 115 10158 863 6470 935 7533 740
Househoids wih at l2ast ane mamzer ot not all Irsured &3 16 254 ] 173 21 M3 T3 1,166 233 253 25 14 0.2 1431 14.4
Housshoics with 3l memiers Irsunsd 44 1.1 T3 23 72 21 B13 130 3269 632 118 1.1 i7 0.3 1.078 107
Financlal Sources Used 1o Pay for Haalih Care
Cument Income of amy howsshold member 3258 793 1522 472 2, 10E: B1.7 4543 910 3999 T36 G482 804 5662 902 703 TEd
Payments from health insurance 20 03 E0 ] 35 25 g49 130 211 4.1 144 1.4 45 oy 416 4.1
Savings 06 T3 T | 1.7 225 =11 T4 14.1 273 54 1218 1186 g&a 106 1,787 1.7
Sold ltems 334 &1 415 1249 T3 109 803 161 31E 62 1,053 100 414 6.4 E73 57
Famlyriends resources outsize housshold a7 145 305 123 £ad 203 1365 274 743 146 1916 1682 1138 175 2420 240
Bomowed Tram oiher than familySriend S00 122 165 51 3E oz TE3 157 &7E 133 2586 245 1326 1889 1,387 136
oeher 187 4.6 445 1249 251 7.3 244 40 137 27 551 £3 145 2.2 ] 1.0

* Housenolds wih completed housshold rostens
Toenomirators for percents are calegary tokals

*Corverted using exchange rate (SUS1.00 = local currency, typical cash rata on June 30, 2002, from Mtpaww aanda.comiconvericlassic)
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Table 2. Unwelghted demographics and salf-rated health status characteristics of Individual country househol respondents

=hana Cate d'lwgire Seneqgal Maorocco Tunisla India Faklsian Fnillpgines
Unwelghied sample size n=3902 % n=3.009 % n=3965 % n=4793 % n=5050 % nA=9EF7 % n=6373 % n=10072 %
Characteristic of Indwidual respondent
Gendzsrt n=3,902 n=3,109 n=3,143 n=4,713 n=35,050 =3 677 n=£,373 A=10,072
Male 1,758 454 1.775 574 1628 516 2,073 440 2334 462 4682 4 3582 558 4858 4E3
Female 2,123 =49 1334 423 1,51 482 254D 560 2716 5348 4985 518 2811 441 5413 5T
Age’ n=3,301 n=3,109 n=3,127 n=4,713 n=3,045 n=3,672 n=£,371 n=10,069
1E6-19 166 4.B 235 7.6 205 6.6 216 4.6 254 5D 586 6.2 s09 30 483 46
20-29 936 24.0 1.3 333 354 r3 1077 229 1420 222 2437 352 1,667 285 2,550 253
30-39 244 24.2 382 3.6 748 238 1220 259 1269 354 2442 352 1,660 284 2333 2641
20-48 T4 186.3 431 13.9 373 183 113 215 1M5 204 1.725 17.8 1,145 180 1385 188
50-59 484 2.2 24E o 73 1.2 553 1.7 511 0.1 1.168 12.1 g0 17 1133 113
G0-69 319 B2 172 3.6 227 T3 353 EE: 3&3 TE 343 a7 I 6.1 714 71
T+ 318 B2 a7 31 147 L7 b B.J 4E1 8.5 261 4.8 279 24 381 3.8
warital status ' n=3,898 n=3.100 n=3,143 n=4,713 n=35,050 n=3,E75 n=£,371 n=10,072
Maver married T80 20.3 1.084 350 869 Ire 1014 215 1,368 3I7A 1.235 13.4 1,262 13.E 1823 1EA
Currently marriad 2295 56.9 1.218 383 1962 625 323 6B6 32T BIT T424 TET 4728 T4Z G6T4T 670
Separated 102 IE 105 34 14 o< a 0.0 23 0.5 60 0.6 4y 0.3 133 1.8
Diworcad 254 7.5 il 21 ol 23 13 2.8 79 16 13 0.z 16 0.3 17 0.2
Widowed 361 2.3 17E 57 191 6.1 37 T2 3g2 T2 322 8.5 30 53 ET5 6.7
Cahabitating 37 15 245 14.5 3 a1 a 0.0 o oo ] 0.6 £ a1 B17 6.1
Education® n=3,854 n=3.107 n=3,143 n=4,713 n=35,050 n=3,621 n=£,372 n=10,072
Mo formal schooling or l2ss than primary school 1738 450 1,700 = 2186 634 2,586 549 18309 3ITE 4649 4533 5813 6D 1872 1E6
Primary schoosl complated 1722 447 S6E 18.3 444 141 =83 210 1387 27 1.677 7.4 348 133 3084 307
Secondary school completad 240 -3 247 4. 275 a7 481 9.8 3E2 TE 1.281 13.3 TE9 121 3452 M3
High schoolequivalent complaiad a7 12 174 56 109 335 335 34 961 19.0 965 10.0 443 70 545 =4
Callege andfor post-graduate degree completed 109 2B 223 7.2 134 43 281 6.0 431 ES 1.049 109 483 76 1,108 11.0
Employmens siatust n=3,856 n=2.575 n=1,975 n=4,713 m=2 354 n=3,508 n=£,301 n=10,025
Govemment employes 283 T3 157 53 102 52 T 5.9 448 oo 350 37 393 6.2 553 5.6
Maon-government employes 160 47 30E 0.4 239 121 E27 133 1027 207 1.011 10.6 8435 10z 1,532 153
Sef-employed 2678 69.5 1453 432 51 432 B73 1E5 435 EB.E 3613 3WBO 2128 33E 2938 283
Emiployer 15 o4 20 o7 23 12 41 0.9 52 1.0 142 1.5 48 a7 454 45
Mot working for pay 653 18.1 1.027 M5 860 334 2893 614 2934 604 4332 452 30E3 43D L5472 453
Gereral health status today n=3,88€ r=3,049 n=2,854 n=4,712 =5,012 n=3.575 n=£,383 nA=10,070
Wery good 1366 5.2 547 2 837 223 587 125 123 45 2133 223 1767 7 E B16 8.1
Good 1421 6.5 1188 3940 1,013 385 1,386 285 1,843 3/3 3476 /3 2533 470 5125 508
Moderate &30 211 331 0.5 365 33.E 1,657 392 1472 294 50 363 1315 207 3756 313
Bad 232 ED 263 8.6 215 T35 TEL 160 403 B2 1.255 13.1 263 21 354 3.5
Wery bad 23 12 13 0.6 4 03 325 6.9 Bl 12 191 20 235 0z 12 0.2
Difficulty with wark or nousenale activizies In st 30 days ¥ n=3,843 n=2.534 n=2,775 n=4,713 n=3.014 n=3.437 n=g,241 n=10,068
Maong 2353 61.2 1.543 515 1428 514 1,837 214 2316 562 48N 503 3518 564 2M11E 210
Mild GE5 18.1 G625 .3 563 20.3 T3 16.0 G6E3 13.6 1.634 19.9 1,608 256 2388 267
Moderats 553 14.5 831 F 593 214 525 126 &34 16.7 1.443 15.3 Ta9 126 £384 436
SEvEn 161 47 172 5.8 144 52 713 153 481 BB 1.109 1.7 7T 24 533 5.9
Extreme 35 14 22 0.7 50 1.5 T3 8.0 36 1.7 214 3 43 0.8 0 0.7

“Initial denominator Incluges obsenations With a household roster (GISIGNOR=0) and Individual guestionnalre (CASEMISS=0)

Toenominators for percents are category totals
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Table 3. Unwelghted chronic liness characteristics of individual country househald respondents

Ghana Cate dhvolne Sensgal Marocod Tunlsla Ingia Paklstan
Unwelghted sample slze n=3902 % nA=3.100 % n=3,165 % n=4,713 ] n=53050 % n=-9677 W n=6372 %
Chronic Condiions [durng last 12 months) & Medicine Inveniony [curment)

Artnritls - broadly gefined diagnosis

Ever dlagnosed with arthrilst 33 B.1 364 124 54T 17.3 633 177 1,256 249 2061 2.3 ral 112
Ever treated far arthritis 286 T3 244 T8 oz 9.6 &34 177 968 192 1,288 134 550 8.6

Percentage of those ever dagnosed who were ever freated 89.9 B3.5 554 100.1 76D §3.0 T4
Taking artnrills treatment in last 2 weeks 156 4.0 134 4.3 202 6.4 160 34 241 8.7 552 5T 337 5.3

Percentage of those ever dagnosed who were treated In last 2 weeks 491 549 365 19.2 350 26.5 474
Al kasl 1 madicing In personal Inventory for athritis 43 1.1 23 07 26 0.3 174 3.E 153 3.0 106 1.1 228 3.3

Angna - broadly deined diagnasis

Ever glagnosed with anginat 220 56 222 71 247 7.8 275 S.E 115 2.3 876 81 181 28
Ever freated for angina 177 4.5 123 4.1 162 2.1 243 5.2 103 2.1 ESE 69 128 20

Percentage of thosa ever dagnosed who wene ever freated 0.5 58.1 656 5.4 235 761 3.5
Taking angina treatment In last 2 weeks 1] 1.E 82 26 = 3.0 65 1.4 81 1.6 Tz 2.E 102 1.6

Percentage of thosa ever dagnosed who were treated In last 2 weeks 4 B35 3B 23.6 To4 424 S84
Al l2ast 1 medicine personal Inventary for anglna 9 o2 ] 0.0 o 0.0 33 oLy 21 1.4 18 D2 4 0&

Asihma - broadly gefined diagnosis

Ever @lagnosed with asthmat 1738 4E 123 4.0 11& 3.8 182 24 182 3.3 B0 E3 231 3.6
Ever treated for asthma 143 T 101 3z a9 3.1 143 a1 168 3.3 426 44 183 28

Percentage of thoss ever diagnosed wiho were ever freated 80.3 E21 8§32 4 6.5 T0.0 E1d
Taking asthma treztment i last 2 weeks 56 14 43 1.5 BE 21 %} 12 a7 19 2 i 115 1.8

Percentage of thoss ever diagnosed wiho were trealed In last 2 weeks M3 4735 58.5 39 S0LS 43.0 493
Atleast 1 medicne personal Inventary for asthma 8 oz g 0.3 3 IR 55 12 25 0.5 T2 0T & oa

Diepression - broady oefined disgnosls

Ever Magnosed with depresslont 58 1.5 50 1.6 42 13 137 1 228 45 1,244 129 150 24
Ever freatad for depression 20 oS 24 0.8 41 13 138 1 1 24 133 e a7 15
Percentage of thoss ever dagnosed who wers ever freated M5 43.0 are 100.7 531 .7 647
Taking depression treatment In 13st 2 weeks 12 o2 30 1.0 45 15 53 1.1 73 14 &2 0.E 79 1.2
Percentage of those ever dagnosed who were treated In last 2 weeks 20.7 125.0 109.5 8.7 il 66 527
Al least 1 medicine In personal Invertary far depression 0 oo 4 0.1 a 0.0 21 o4 M 0.6 10 o1 45 or
Dlabetes - broadly defined diagnosls
Ever glagnosed with dlabelest 3z 0.B 33 1.2 52 1.6 132 .8 202 40 263 27 173 27
Ever freated for diabetes 32 0.E 26 0. 38 1.2 136 20 170 34 HE 21 157 25
Percentage of thosa ever dagnosed who wene ever freated 1000 E3.4 731 T4T 84.2 7941 Ea.7
Taking diab=tes traatment In last 2 weeks 23 LE 24 0.& 21 0.7 125 27 123 24 111 1.1 127 20
Percentage of thosa ever dagnosed who were traated In Iast 2 waeks B9.7 E3.2 404 g88.7 60LE 42.2 7286
Al easl 1 madicine In personal Inwentory for @abetes 5 o1 2 01 o 0.0 113 24 115 2.3 T2 0.7 70 1.1
31 5 33 ] 23 a7 17
schlzoparenla - broadly defined clagnosls

Ever glagnosed with schizophreniat 2E LT 30 1.0 42 1.4 27 LE 87 1.7 246 2.5 B9 1.1
Ever treated for schlzophrenia 26 LT 16 0.3 a2 1.0 17 o4 ] 1.1 134 14 47 o7
Percentage of those ever dagnosed who werne ever freated 329 533 744 g83.0 BE.T 4.5 681
Taking schizophrenia treatment in last 2 weeks 16 o4 25 0.& 25 0.3 5 N | 43 L] 7o 0.7 32 03
Percentage of those ever dagnosed who were treated In last 2 weeks A 156.2 SEA 18.5 ST 28.5 454
Al least 1 medichne persanal Inventary for schlzophrenla 0 ] 1 0.0 a 0.0 T N | ] 01 10 N | 4 a1

“Initial denominatar Includes observations with a housahald roster (GISIGNOR=1) and Individual quesiionnalre (CASEMISS=0).

"Diagnosis of chronle Biness broadly defined by one of the following: Sver baing diagnosis or freated, recant treatment in tha last 2 weeks, or at least 1 medidng In personal inveniony for the condilon.
"Dlagnosis of tuberculosls based on having any of the symplom, TE test, or at least 1 TB medicine In personal Inventory.

*Diagnosis for HIVIAIDS only Includes Information on persenal madicing Inventory dus to the survey design, which omitied other questions about HIVIAIDS,
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Table 4. Unwelghted demographic and liness charackersics of chiloren unger £ vears In country householss

Zhana Lgle glvoie F 1ndla P, H
Uniweighied sample size - households with chilgren unger S years n=170& % Me2SE % nedZ43 % ped888 % ne1317 % ne3298 % ne3dD3 % nes2dT %
Characheris3c of younges: child
GenderT n=1.504 =850 m=1.225 m=1,88E n=1,217 n=3,254 n=3,020 =2, 245
Male 323 513 481 506 633 S22 ma4 S04 EFE 515 1774 344 1513 502 2% E7
Female 7l 487 483 434 36 473 DaZ  4D9 E3D 4B 1400 45E 9505 498 2081 482
Aget n=1.704 n=0gE n=1.243 r=1,888 n=1,317 n=3,295 n=3,031 ni=e, 247
0-12 months 462 275 221 33§ 404 325 492 264 385 22 @3 304 580 128 1235 3OS
13-24 monins 410 241 221 231 S 283 477 283 237 248 &30 281 oM 287 983 234
25-38 maning 3| 27 e 215 255 205 3FR 133 25T 125 Bl 182 BE1 218 B4 182
I7-48 maning 7& 151 140 148 74 140 308 182 M1 180 @ 153 53 1TE 671 153
43-E0 maning 185 a7 s T 95 76 B 127 47T 134 MD 97 33 112 434 11E
Last ime youngest child was sick’ n=1512 =534 =004 r=1,720 n=1,242 n=3,135 n=2,732 n=3,726
Within 135t 2 weeks 3| 220 243 289 70 280 B8 33 226 1E2 @M 253 833 3ADE B48 222
2 weeks - <1 manh ago 73 145 118 13@ 934 133 243 {39 485 157 S 163 58 208 559 147
1 monn - 3 montns age 1I]¥ 20 183 201 988 134 33 24 IFD 247 4B {72 505 185 7az 192
= 3 mane ago 3} 207 M0 132 974 173 300 183 8B 248 SDE 152 235 08 7A@ 104
Mever was gick 3F 2098 192 230 241 240 233 184 283 228 TTR 243 530 124 931 242
Symptoms of Ias2 liness of youngzet chiid amaong those wha reported Iness ¥ n=1275 n=542 n=TE3 r=1,501 n=22a n=2412 n=2,202 n=2,875
Fever 1138 821 E52 881 E34  BR1 1,308 389 BT 852 2086 365 1,340 838 2401 B3E
Convulsions g2 an  E 7o &2 a1 Tz 115 58 £E0 250 iD4 38 15 112 4
Cough =28 413 280 43§ 208 331 B9 5B5  45E 47 1810 ATE 9379 E2E 1323 €62
DiMcult or fast breathing 223 175 138 215 97E 231 E3E 424 M4 220 ToR 334 582 263 ST0 193
Dlarmhea 535 420 293 484 330 433 TIE 473 IR 3EQ  OFT  &4DE 830 400 B 284
Siood In stoois 73 57 85 &7 e To &7 X 18 17 = 14 EE 21 ap 14
omiing I 34 170 285 208 274 B4 430 234 285 TR 34 484 211 323 112
Urabie to eatidrink =02 0 188 283 988 248 B3 580 D 333 BRI 278 383 1EE 323 112
OANer sympom BT GE =5 a7 3 a1 @5 43 W 35 208 85 06 44 214 T4
¥oungest chiid recelved care during last reporizd linzss ' n=1.254 =527 n=T41 r=1,498 n=220 n=2,203 n=2,096 n=2,843
Yeg 1934 &0 B2 B3F  ES2 R4 448 TS BT 860 2203 424 1980 498 2344 B4
Mo i &0 0@ 184 982 & 7 205 133 140 180 7@ 106 51 520 1B
Spurca of care for children wha received cana " n=1.141 =516 n=550 m=1,190 n=308 n=2,131 n=1,284 n=2,300
Hoepial 473 410 238 B34 2ME 323 49 DO 255 329 ET4 3DE 430 217 S804,
Cutpatient faclity {Including health canire, haalth post, inic) [T M3 24 AT 244 444 532 243 IFE 3S 150 T3 33 €8 958 415
Priarmacy 17& 152 2@ 50 10 16 3¢ 282 3@ 47 &l a7 & 23 &7 as
Privats physician 7 24 1 2.1 25 47 182 142 2@ 272 1047 47 BET 4321 307 1332
Tragitional hesier | 1E G- 5 20 E: 07 3 04 o 42 187 me 37 33
otner g4 74 47 a4 LT BT 2.2 3 04 13 83 1M E5 34 132
Walara treatment among cnlidren who recehved care for fever during last liness T =004 =212 n=378 =0 =4 n=1,735 n=1,432 n=1,230
Yag 47 W3 33 8iE 0 585 0 .o 0 00 B0 ME 184 113 33 27
Ho &7 57 78 182 18T 415 0 .o 4 000 1135 BS54 4335 800 1497 972
Type of medicing taken If malana freaiment recelved § =247 =337 n=221 =0 =0 n=500 n=164 =33
Anlimalarial medicing jprescribed by 3 medical profzesional) 242 B30 270 801 483 oo 0 .o 0 00 285 43 148 @02 21 B3
Home remedyhersal medicing =] 5% F 10 18 T2 0 .o 0 0.0 g 15 0 el z 152
Remedy/medicine from tradiional or takh healer 15 17 15 45 15 &8 0 .o 0 0.0 1= 15 17 104 1 20
other I ap 12 36 2 41 1 .0 1 00 254 422 g =5 7 2

* IniEial denominator derfeed fram children under 5 who alsn have GISIGMOR=0 and CASEMISS=0.
TDenominasars for percents are categary tofals

*Denominasar s respondents raparing ine [3st ime the youngest sl was sick

Denominasar s chiloren wha recelved malana sreatment for fewar during last liness
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Table 5. Unweighted access to care and medicine characteristics of mdvidual country household respondents

Ghana Cote d'lvoire Sensga Morozzo Tunisia India Fakistan Fhlippines
Unweightsd sample size =214 % n=1885 W p=13800 W n=3E3E W% n=3488 0 % m=0343 % p=3244 W n=3EE ORW
Characteristic of adult respondent who nesded care
Received care last time adult was in nesd’ r=2,108 n=1,655 n=1,343 n=3,534 n=2442 n=06,207 n=3214 n=3,178
fes 1999 82 159 Bag 1276 950 3042 BB 3FF3 0 880 6198 OFE 311D 2B 3004 948
Mo ioe 5.2 01 21 a7 5.0 422 132 @2 2.0 41 22 104 3.2 72 t4
Reason for not receiving care last time adult was in need® n=108 n=101 n=67 n=4E82 n=fg n=141 n=104 n=172
Could not afferd the cost of the visit aa (1] 53 ar4 12 47.8 a2 G5.2 22 AR 67 475 i ] 72 418
Could not afferd the cost of transport a0 275 12 1.9 14 20.8 126 25.8 G ar 44 Nz 15 44 22 12.8
Mo tramspont ey 182 1 109 17 254 G4 13.0 5 72 33 234 20 a2 12 7.0
The hea'th care provider's drugs or equipment are inadeguate 3 28 14 132 12 7.8 81 16.5 ] T2 | 149 T 6.7 2 1.8
The health care provider's ski's are inadequate i [iR] 10 2.8 g 1324 2 148 2 28 14 .8 T 6.7 13 7.6
‘fou wers previously badly reated 4 T 13 122 g 1324 B4 17.1 ] T2 [i] 4.3 2 13 1 iR ]
Could not take time off work or had other commitments 2 1.8 3 a0 4 6.0 [i] 12 1 1.4 15 108 g 7T 30 174
‘fou did not know where 1o go 2 1.8 T 2.8 T 104 5 1.0 1 1.4 2 a4 12 18.3 17 28
‘f'ou thought you were not sick encugh 34 330 G 58 10 148 M 43 15 My b 36.2 42 4741 G5 Ira
‘fou fried but were den‘ed health care 1 0.8 1 109 5 75 12 24 10 145 13 22 i 5.8 15 87
Other B 55 2 162 g 124 5 1.0 5 T 14 2.8 17 168.3 34 27
Feceived a prescription for medicing if received cara’ n=1B68 n=1482 n=1,105 n=3,035 n=2361 n=5,024 n=3,024 n=2247
‘fes 1823 828 133 85038 a4y 857 288 BBE 3134 932 5457 Q04 2BE1 8T8 2538 BAS
Mo 145 T4 151 102 158 143 33p 1.2 22 6.2 5T 2.6 5 2 431 14.5
Received medicines if prescribed med cine’ n=1,E10 n=1,311 n=918 n=2,080 n=2,107 n=h,434 n=2 044 n=2 530
All of them 1677 827 1084 827 783 884 2386 B8BY 24635 848 48417 BT 2836 825 207% 822
Mizst 5 28 104 7.8 45 48 54 22 118 38 123 23 153 52 188 7.8
Some 5 28 i 50 1B 20 g5 2 157 5.1 261 48 111 348 183 7.2
Wery few 14 0.8 2 21 45 48 2 1.0 42 18 76 14 3 0.8 53 21
Mone of them 15 0.8 2 22 17 1.2 132 448 143 432 133 24 21 0y 17 07
Feascn for not getting all of the medicine if prescribed medicine” n=131 n=222 n=124 n=2B& n=455 n=550 n=285 n=445
Could not affend 52 nT 146 65.2 T3 520 32 re 104 228 201 36.5 134 S06 33 T42
Could not find all medicnes 72 B5.0 40 18.0 14 1.3 3 1.0 2 4.0 el 36.7 102 |5 34 7.6
Did nizt b=fewve all the medications were needed 2 1.5 14 8.8 12 153 2 7.0 g 1.8 g4 2.8 g 3.0 18 40
Started to fesl better 2 1.5 : 36 10 8.1 18 S4 16 s g8 124 g 34 43 2.6
Already had some of the medicines at home D 0.0 1 18] 5 40 [i] 20 11 24 4 0.7 g 34 =l 20
Qther 3 2.3 . 3.6 3 2. 2 8.7 25 5.5 21 3.8 3 1.1 1 2.5

*Initial denominator derved from adults who were |ast in need (Q7001=1) and GISIGNOR=0 and CASEMIES=0.

"Cenominaiors for percents are category iotals

*Denominaior is no receipt of care last tme individual was in need of cars
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Table &. Unweighted access to care and medicines characterstics of chidren aged 12 years or less in country househaolds

Zhana Caote dlvoire Senegal Morocoo Tunsia India Pakisian Fhopines
Urweighted sample size - houssholds with children aged 12 years or under n=1065 % =617 e n=A33 £ n=TEa e n=917 Won=1885 0 % m=2102 % p=2810 %
Characteristic of child under 12 who needed care
Received care |ast tme child was in need’ n=1,054 n=004 n=a07 n=rE2 n=811 n=1,838 n=2078 n=2,383
fas 1004 B53 S5 2.5 Saa BES T00 a3.4 388 BY.S 1823 @32 2034 BT 2253 W48
Mo 50 a7 =5 [ 21 33 2 1.8 23 2.5 Ao 1.8 44 21 140 Sz
Reason for not receiving care last time child was in need® n=50 n=45 =21 n=82 =23 n=30 =44 =140
Cou'd not afford the cost of the visit X3 &6.0 an 8.7 15 Ti4 a3 aa.5 g B4 14 £3.7 ] 455 53 awp
Mo transport g 160 B 17.8 < 18.0 25 w2 T 0.4 T 233 18 6.4 8 87
Cou'd not afford the cost of ranspon 13 26.0 0 222 < 18.0 33 asg 5 21.7 Li] 2000 14 318 14 10.0
The hea'th care provider's drugs or sguiprment are inadeguate 2 20 1 244 5 23.8 14 152 2 a7 4 13.32 5 114 22 187
The hea'th care provider's skills are inadequate a 0.0 B 17.8 3 14.3 2 13.0 2 a7 3 10.0 g 11.4 0 71
“fou wenz previously bad'y treated a 0.0 L 11.1 1 48 14 207 o 0.0 2 6.7 3 a.8 Li] 43
Cou'd not take time off work or had other commitnents 1 20 i 2 i 00 2 2 i 0.0 3 10.0 4 a1 M 15.0
“fou did mot know where 1o go i 00 g 11.1 3 14.3 2 2 i 0.0 i 33 11 250 12 B.g
“fou thought you were not sick enough 18 36.0 4 B4 1 48 ] Ba 5 21.7 5 18.7 14 3.8 55 a3
*fou tried but were denied hea'th care 1 20 i 2 a 00 i oo 2 a7 4 13.3 2 45 T 5.0
Oher 1 20 T 15.8 a 00 2 2 i 261 8 0.7 g 162 38 ara
Received 3 prescription for medicine if child received care® n=438 n=541 n=446 n=GEE n=246 n=1537 n=1,024 n=2418
fes 18 B2o 450 85.0 220 E4.7 i1 aa.1 az B33 1484 9232 1BEY BED 2143 @88
Mo T 7.1 =4 15.0 i} 183 a7 132 ] a7 122 7.8 el 2.0 T3 11.4
Recejwed medicines F chid was prescribed meadic ne’ n=817 n=452 n=2006 n=601 n=320 n=1458 n=1.875 n=2,138
All of them aa B4 3Ty 834 335 E25 gay 294 a7z E20 1,328 908 1842 BTG 1882 AT
Mot i 28 44 BT 33 8.1 ] 0.8 e i] 44 24 20 100 53 175 B2
Some 12 21 18 4.0 5 N 26 43 45 55 54 4.0 =i 52 212 Ba
Very few a 00 11 24 21 52 4 o7 31 3.8 16 1.1 3 1.2 58 28
Mone of them i 07 2 04 2 5 24 4.8 e i] 44 28 1.9 12 0.8 i0 0s
Reason for not geting medicine if preseribed medicnes n=4T n=74 =Tl n=a3 n=145 =118 n=187 =448
Cou'd not afford 12 404 ad 5.7 42 667 52 825 i) 17.8 el 331 07 g7.2 350 T8.0
Could not find all medicnes 24 8141 23 anT T 10,0 2 3.2 = 67.6 =8 0.7 42 262 36 E.0
Did not believe all the medizatons were needed 1 21 3 4.0 11 157 i 1.6 a 0.0 0 B5 10 53 2 27
Staried to feel befler 1 a1 2 2.7 5 IR ] 7.4 3 1 2 10.2 12 .4 L] £.0
Already had some of the medicnes at home a 00 1 1.3 1 14 2 3.2 a 0.0 1 0.8 g 23 Li] 1.3
Qifer 2 43 2 2.7 a 0.0 i 1.6 18 124 . 6.8 1 0.3 2 2.0

*Init-a denorminator derived from chidren who were [3st i nesd (Q7001=2) and GISIGNOR=0 and CASEMIZE=0.
Denominators for percents are category totals
*Denominator is no receipt of care last tme chid was in need of care

22.



References

1

Graymore D, Borowitz B, Back E. Towards a Medicines Transparency Alliance. DFID
November, 2006.

Xu K., Evans D., Kawabata K., Zeramdini R., Klavus J., & Murray C. 2003. Household
catastrophic health expenditure: a multicountry analysis. The Lancet, 362:111-117.
World Health Organization. 2004. Chapter 5: Global Trends in Pharmaceutical Spending
and Financing. In The World Medicines Situation. Geneva: World Health Organization.
Ustun T., Chatterji S., Mechbal A., Murray C., & WHS Collaborating Groups. 2003.
Chapter 58: The World Health Surveys. In C. Murray & D. Evans (Eds.), Health Systems
Performance Assessment: Debates, Methods and Empiricism. Geneva: World Health
Organization.

23.



