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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: Côte 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.                
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Background 

The Medicines Transparency Alliance (MeTA)1 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.2  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.3  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. 
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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; 

• Average household health care expenditures and distribution of these expenditures;  

• Average household medicines expenditures and distribution of these expenditures;  

• Proportion of total health expenditures spent on medicines; 

• 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: Côte 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 
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2000-2001.  Psychometric evaluation of the instrument properties was performed, including 
estimation of test-retest reliability.4   

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.4  Representativeness of the samples for each country was measured by a Sample 
Population Deviation Index.4 

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): Côte 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. 
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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 

 

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 
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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 

 

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 

 

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. 
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Figure 4. Average 4-Week Medicines Expenditures as Percentage of Health 

Expenditures 

 

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 

 

Catastrophic healthcare and medicines expenditures (Table 1)  

In line with previous studies,2 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 
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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 

 

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 

 

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 
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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 

 

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 

 

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% to48%).  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  

 

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 

 

 

 

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 

 

 

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.    
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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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