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Summary

The Medicines Transparency Alliance (MeTA) aimsntprove country pharmaceutical
situations by increasing transparency, opennesisaeress to reliable information about
medicines by key pharmaceutical sector stakehaldefermation on current patterns of
medicines needs, access, use, and expenditurearitries will help MeTA stakeholders
decide where to focus their efforts.

We undertook a feasibility study on Medicines Nddse and Out-of-Pocket Expenditures in
Low and Middle-Income Countries based on previ@sgarch that identified a strong
relationship between high out-of-pocket health cgrending and poverty. The goals of this
research were to evaluate the potential for usiglt\Health Survey data to estimate the
relative size and economic importance of housebotebf-pocket health care and medicines
expenditures; the prevalence of conditions reqgicare; and access to care and to needed
medicines in eight low and lower-middle income doies.

The results of the present analyses provide newrigéise information on household health
care and medicines spending, in addition to medgimeed and access among individuals for
eight selected countries that participated in ®@22World Health Survey: C6te d’'Ivoire,
Ghana, India, Morocco, Pakistan, Philippines, Sahemd Tunisia.

Our analyses show that most households in thesergesiare poor, and between a third and
half of households devoted potentially catastropi@portions of their available expenditures
(>40% of non-food expenditures) to health cardenprevious 4 weeks. Substantial
proportions of the adult respondents had been dseghwith one or more common chronic
conditions, yet not all had ever received treatmamiong those who had ever received
treatment, even fewer were receiving it duringtthe weeks preceding the survey. Many
young children in these households were ill inghst month, most with symptoms of
malaria, upper respiratory tract infections, ordiaa. Most adults and children were
reported to have sought care and obtained mediaihen they last needed them. However,
among those who did not, the cost of getting darecost of medicines, and dissatisfaction
with locally available medicines and health prov&derere the most frequent barriers to
access.

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



Background

The Medicines Transparency Alliance (MeTA)ms to improve country pharmaceutical
situations by increasing transparency, opennesisaeress to reliable information about
medicines by key pharmaceutical sector stakehaldgtakeholders in the MeTA process
include those on the supply side of the pharmacalgystem (manufacturers, purchasers,
distributors, health facilities, and drug outleas)well as those on the demand side
(professional organizations, consumer groups, heatividers, patients, and consumers).

MeTA will operate globally and at national levetdbgh coordinated advocacy, programs,
and research targeting key factors that interfetie @ptimal access to information leading to
economically inefficient or clinically inappropreause of medicines. Information on current
patterns of medicines needs, access, use, anddtyren in countries will help MeTA
stakeholders decide where to focus their efforts.

The link between illness and poverty is well estdtdd and has engendered concern over the
burden of out-of-pocket health spending. In a 2083cet study, Xu and colleagues
examined the prevalence and key determinants astaphic health expenditures among 59
countries using economic survey dat@ut-of-pocket health expenditures were identifisd

the most important predictor for whether househuldald experience catastrophic health
expenditures. This study provided evidence of titecal role of health insurance and risk
sharing in reducing catastrophic health care exipaed.

Importantly, the Lancet study did not consider expires for medicines, which in many
countries are mainly out-of-pocket and which cdmité significantly to household economic
burden. For example, among developing and tramsiticountries, approximately 70 percent
of expenditures for medicines are spent out-of-pbekd the proportionate share of out-of-
pocket spending tends to increase with decreasingtry income’. Large out-of-pocket
payment shares threaten access to medicines, whjztts household wellness, financial
stability, and individual productivity in the labtorce.

The potential for potentially catastrophic econoamd clinical effects associated with the
burden of health and medicines expenditures undexs¢he need for programs and policies
that promote affordability, including policies thaduce the price of medicines to consumers,
encourage greater use of generics, expand healihaimce coverage of medicines, and
provide consumers with better access to unbiadedmation about health and medicines.

To focus programs and policies aimed at improvicgeas to medicines, empirical research is
needed to estimate the relative size and impaaboe$ehold out-of-pocket medicine
payments and cost-related underuse of needed meslici specific target populations.

Specific aims

The goal of the current study was to inform theadiewment of MeTA by examining the
feasibility of using data from the 2002 World HéaBurvey (WHS) on medicines
expenditures, access, and use in selected devglopimtries to build upon the current body
of knowledge about out-of-pocket health expendgued poverty. This feasibility study was
conducted using data from eight countries thatimpudemented the WHS modules which
contained necessary data on medicines expendaunctase. These eight countries were
selected for the feasibility study because theyewepresentative of the types of countries
that might be targeted for early stage MeTA ad#sit



The specific aims of the feasibility study were:

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

Demographic and economic characteristics of houdshiecluded in the WHS;
Average household health care expenditures andbdison of these expenditures;
Average household medicines expenditures and loligion of these expenditures;
Proportion of total health expenditures spent odigiees;

Prevalence of catastrophic levels of health capeeditures.

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

Prevalence of important chronic conditions, basegrevious diagnosis or symptoms
reported by individual respondents;

Prevalence of apparent underuse of medicinesatioalto need for chronic illness;

Prevalence of cost as a reported reasons for uselefumedicines.

Methods

Data source

We used data from the 2002 World Health SurveyHerfollowing eight low and lower-
middle income countries: Coéte d’lvoire, Ghana, édlorocco, Pakistan, Philippines,
Senegal, and Tunisia. These data were made aedligithe World Health Organization for
the purposes of this project prior to their pubéitease. The World Health Survey was
developed to provide valid, reliable, and comparadirvey modules that could bolster
national health information systems. In addititre WHS was designed to help establish an
evidence base for health system monitoring andthealicy decision-making.

WHS data were collected at both household and iididal household member level in 70
countries within the six WHO regions. An extendedsion of the WHS was implemented in
approximately 55 countries that included extensgif@mation on household demographic
and socio-economic indicators, household experefitur different categories, including
health care and medicines, health insurance statdsfinancial coping strategies in the face
of health expenditure’s.The individual respondent survey which targeted adult in each
WHS household asked about health status, chrdnésg diagnoses and treatment among
adults, recent symptoms of acute illness amongl@rl access to care, and potential barriers
to access.

Survey methods for the 2002 WHS included face-te-faousehold surveys, computer
assisted telephone interviews, and computer adgistesonal interviews. Each country
selected the most appropriate method, and all gunsgruments were standardized and pre-
tested, according to the WHO Multicountry Surveydton Health and Responsiveness



2000-2001. Psychometric evaluation of the instmtnpeoperties was performed, including
estimation of test-retest reliabilify.

The study population in each country consisted mditeonally representative sample of
respondents to both the household and individualutes. All household and individual
respondents were older than 18 years of age arelnardomly chosen to avoid selection
bias? Representativeness of the samples for each gowas measured by a Sample
Population Deviation Inde.

Data quality

The initial focus of this feasibility study waseaamine the completeness and consistency of
WHS data in the eight countries selected. Thisalnessessment of data quality indicated
that the survey forms, data collection proceduwaad, resulting file structures were relatively
consistent across the eight countries. Sample sizeouseholds with completed surveys
ranged from 3,224 to 10,548, while the samplesdividual respondents ranged from 3,109
to 10,072. Some inter-country differences weresoled in the rates of completeness of
different portions of the household and individsatveys, but the overall quality of the data
was judged to be satisfactory to proceed with gteivte analyses.

Statistical analyses

Because of the complex sample design for the Wid&mal parameter estimates should be
calculated using the sample weights included irsthrgey files. The short time frame of this
feasibility study did not permit incorporation afraple weights or appropriate calculation of
standard errors. Future analyses based on da¢sevould need to accommodate the
complex sample design.

This report presents unweighted descriptive analgé@ousehold and individual respondent
data by country, as well as averages and rangesw#s across countries. Expenditure data
are reported as averages for the national popalasa whole and as means of population
quintiles. Expenditure components are reportede@sn category expenditure proportions.
SAS V9 was used for all analyses.

Results

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

Specific Aim 1: Household demographics and expeénelipatterns

Household demographic and economic characterigliedle 1)

Five of the eight countries in the feasibility spuate classified by the World Bank as low-
income countries (2005 gross national income (GH§75): Cote d’'lvoire, Ghana, India,
Pakistan, and Senegal. Three included countreeslassified as lower-middle-income
($876>2005 GNI $3,465): Morocco, Philippines, and Tunisia. Thel8/samples for these
countries varied considerably in their demograjgind economic characteristics.



The largest proportion of households (45% on aweeagoss countries) consisted of 6 to 10
members, but household size varied widely betweentcies. In Morocco, 54% of
households consisted of 1-2 members, while 25%eo&§alese households reported 11 or
more members. The age structure of households/atsed widely by country; overall 27%
to 54% of households had children under 5 years 8% to 77% of households had
children age 6-15 years old, and between 21% a®dl8 a household member age 60
years or older. Since the likelihood of seriousoait illness increases with age, countries
where a high proportion of households have eldadynbers are more likely to exhibit higher
rates of medicines expenditures and need for nreslici Detailed analyses comparing
expenditure levels between countries or betweenlptipn groups within countries would
need to take account of these differences in haldaize and age composition.

Educational attainment is a primary determinarite#lth literacy, and education of the
primary heath decision maker has a strong relatipnsgith the overall health status of the
household. More than a fifth of all households%28n average, range 6% to 43%) had no
member who had completed primary schooling. Howeaducational attainment also varied
widely between countries; for example, in Tunisid éhe Philippines, more than 20% of
households had a member with college and/or agrastiate degree

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

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

One common definition of poverty is based on dengtnore that 50% of total household
expenditures to food. By this definition, the midjoof sample households in each of the
eight countries included in the feasibility studgsapoor, with 60% to 78% of households



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

Figure 2. Percentage of Households with Food Expess >50% of Total Expenditures

%o of Households

Household total, health care, and medicines exparel (Table 1)

On average, households spent between 5% (Tunisie) 2% (Cote d’lvoire and India) of
total household expenditures on health care (Fig@ureHowever, the distribution of health
expenditures in the population was highly skew@der 40% of households in Cote d’'lvoire,
Senegal, Tunisia, and the Philippines spent no snonéealth care in the previous 4-week
period. This lack of expenditures may reflect @itabsence of health conditions requiring
care, adequate access to free care in public haaithies, or substantial barriers in access to
care among the poor,

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



Figure 4. Average 4-Week Medicines Expenditures d@ercentage of Health
Expenditures

% of Health Expenditures

As with overall health expenditures, householdh&lower quintiles allocated almost no
money to medicines (Figure 5). In Senegal and @dteire, over 60% of households spent
no money on medicines in the previous 4 weeks.y @n\lorocco were there substantial
amounts spent on medicines in the lower 40% of éloaisls. In contrast, the top quintile of
households in all countries spent substantial ansoeirmoney in the last 4 weeks on
medicines, ranging from $18 in Ghana to $153 iniJian In part, this reflects the skewed
distribution of wealth in these national populaorHowever, this high expenditure group
also includes households with high burden of aouthronic need for medicines.

Figure 5. Average 4-Week Medicines Expenditures wiin Expenditure Quintiles
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Catastrophic healthcare and medicines expendit(ifable 1)

In line with previous studieswe defined households at risk of catastrophicthesire
spending as those devoting more than 40% of nod-éxpenditures to health care. By this
definition, between 34% and 52% of households éndight countries in the feasibility study



were at risk of catastrophic levels of health cgrending (Figure 6). Identifying national
strategies to increase access to medicines andialfitity for this population at potential risk
for catastrophic spending would be an importanu$ofor MeTA activities.

Figure 6. Percentage of Households with 4-Week HehlExpenditures > 40% of Non-
Food Expenditures
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Health insurance status and coping strategies (@dbl

Increasing rates of insurance coverage for medidsmiene promising strategy for expanding
access, lowering medicines prices, and leveraggtueh quality of care. In Morocco,
Philippines, and Tunisia, the three lower-middieoime countries in the feasibility study,
20%, 25%, and 89% of households respectively reddtat one or more members had
health insurance coverage (Figure 7). Althoughtrhoaseholds in low-income countries
had no health coverage, insurance systems wererpriessome degree in all countries, with
between 1% and 10% of households having at le@sinsured member.

Figure 7. Percentage of Households Reporting Insuree Coverage
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On average, 76% of households reported using thierduncome of a household member to
meet some or all of their out-of-pocket paymentsifealth care. Only a small percentage
(1% to 13%) had access to health insurance paymefdasy households needed to leverage



sources other than income and health insurancaytéop health care costs. On average, 19%
(12% to 27%) of households used resources fromlyaoniriends outside the household to
pay for health care; 11% (5% to 18%) used savib@%) (6% to 16%) needed to sell
something; and 14% (5% to 25%) borrowed from soouece outside the home other than a
family member or friend. Borrowing or expendingpital to pay for health care is one of the
ways that families begin the spiral into iatrogempoverishment.

Specific Aim 2: lliness patterns, need for, andess to care and medicines

Demographic characteristics of individual respontdefTable 2)

Between 3,000 and 10,000 adults responded in eacttry to individual surveys. These
respondents constitute a representative sampleuitcan these eight countries. On average,
approximately one-half of respondents were womehthe largest proportion (55%) were
between 30 and 60 years of age; 64% of respon(#0fs to 77%) were currently married;
49% (19% to 70%) had no formal education or leas primary schooling; and 44% (18% to
61%) were not currently working for pay. Substaindifferences in the distributions of age,
marital status, education, and employment statugdwreed to be accounted for when
comparing results from individual surveys acrossntoes.

Health status, chronic iliness, and treatment amaddglts (Table 3 and Table 4)

Self-reported health status is a good predictoreeid for medical care and medicines. Most
WHS respondents in the eight study countries (ane6d.%, range 42% to 75%) reported
very good or good health; however, an average @ @ to 23%) reported bad or very bad
health. Overall, 49% (21% to 61%) of respondegported no difficulties with work or
household activities in the last 4 weeks.

The need for medicines to treat chronic illnesseepnts a major burden of out-of-pocket
health costs among adults. The WHS examined tinafance and treatment of several
chronic illnesses among individual respondentsthénanalyses below, prevalence of a
chronic condition is defined as the respondentnteémphaving ever been diagnosed, ever
treated, currently treated, or having at leastrapdicine at home for personal treatment of
the illness in question. Using this definitione tieported prevalences across countries of the
six major chronic illnesses included in the WHS evas follows: arthritis (8%-25%), angina
(2%-9%), asthma (3%-8%), depression (1%-13%), sghiznia (1%-3%), and diabetes
(1%-4%). Of those with these chronic illnessesaltan proportions reported ever being
treated for the condition: arthritis (7%-19%), ar@{2%-7%), asthma (3%-6%), depression
(1%-3%), schizophrenia (0%-1%), and diabetes (1%-3R4ilure to treat may represent
preference for non-pharmacological managementnbmiany cases, untreated illness
indicates lack of affordable access to needed nmedic

Among respondents who reported having ever trahtgdchronic illness, on average only
about half had received treatment for their chraoiedition in the past two weeks: arthritis
(38%), angina (45%), asthma (44%), depression (p8éhjzophrenia (61%), and diabetes
(58%).

Across chronic conditions, the likelihood of haviewgr treated an illness and of having
received treatment in the last two weeks variesonsistent way across countries by the
type of illness. For example, among respondemtisviiere ever diagnosed, those with
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diabetes were more likely to have ever receiveatinent and to have been treated within the
last two weeks (Figure 8) than those diagnosed agthma (Figure 9); those with arthritis
were least likely to have ever treated this conditr to still be receiving treatment (Figure
10). These differences reflect the influences ahyfactors that determine effective access
to care: overtness of symptoms; relative difficafydiagnosis; available local options for
care; effectiveness of communication with healtbvters; perceived differences in severity;
choices about which illnesses to treat given litiotes in ability to pay; and the local cost of
medicines used to treat each illness. In ordé&ullpunderstand the impact of efforts to
improve access to and affordability of medicines|eations of MeTA will need to
characterize and control for these factors at theséhold level and examine differential
improvements in access for different important tiepioblems.

Figure 8. Percentage of Adults with Diabetes Everreated and Treated in Last 2 Weeks
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Figure 9. Percentage of Adults with Asthma Ever Trated 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 amonglnl (Table 5)

On average, 41% (37% to 51%) of the youngest amldnder 5 years old in responding
households were sick within the month prior tosbevey. Fever was the most frequent
symptom reported, present in more than 80% of thstmecent illness episodes. Other
frequently reported symptoms were cough (39% to)6@88fiicult or fast breathing (18% to
42%), and diarrhea (28% t048%). These symptontectehe importance of common acute
health problems like malaria, mild and severe raspiy iliness, and diarrhea as key issues to
focus on in efforts to improve access to medicioeshildren.

Figure 11. Symptoms of Last Reported lliness in Yauwgest Child under 5 Years
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Overall, an average of 86% of household respondeptsted seeking care for the youngest
sick child during his or her last illness episodenong children who received care, an
average of 34% had sought care at public and privaspitals; 28% at another type of
outpatient facility; 19% from private physician$682% to 28%) from a pharmacy, and 4%
from traditional healers. However, the distributiof typical sources of acute care (and thus
of medicines) varied widely across countries. Ruibspitals and outpatient facilities were
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the most frequent reported sources of care for gatildren in all African countries and the
Philippines, while private physicians were the doanit 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%gorted that they had received care
when they needed it last (Figure 12). For those dild not receive care, affordability was
the main reported barrier; an average of 49% (32%586) could not afford visit costs, 19%
(12% to 31%) could not afford transportation coats] 6% (1% to 17%) could not afford to
take time off. After affordability, the primaryasons for not seeking care involved
dissatisfaction; 11% (3% to 18%) reported dissatisbn with the quality of available
medicines or equipment, 8% (1% to 15%) with thdskif local health providers, and 8%
(4% to 17%) reported having previously been potdgted.

Among adults who received a prescription, 87% (88%3%) received all of the medicines
that were prescribed; 53% (37% to 74%) did notiwecall medicines because they could not
afford them, and another 29% (1% to 64%) couldfinak all of the medicines.

Figure 12. Access to Care among Adults Last Timedte was Needed
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Access to care and medicines among children (Téple

Patterns of access to care and medicines amordyanilinder age 12 during their last illness
reflect very similar patterns to those among adiligure 13). On average, 95% (75% to
98%) of children age 12 or under received carenguthieir latest illness. Among those who
did not receive care, affordability was the dominancern; 55% (39% to 71%) of families
could not afford visit costs, 23% (10% to 36%) cbnobt 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%861® 94%) received all prescribed
medicines; 54% (18% to 78%) could not afford aldm#es, while 29% (8% to 68%) could
not find all medicines.

Figure 13. Access to Care among Children Under I?ears Last Time Care was Needed
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Discussion

The results of these feasibility analyses of daimfeight countries that completed the 2002
World Health Survey are important in several walysst, it is clear that the WHS contains a
wealth of important information on household denapdric composition, socioeconomics,
health status, access to care and medicines, gbcies of household expenditures that
would allow detailed description of patterns of emgitures, health care seeking, and need for
and access to medicines. Comparison across cesirgrfacilitated by the identical year of
survey completion and the consistency of survem$oand data structures across countries.

Using data from the WHS, we have found that housishia eight selected low and lower-
middle income countries are largely poor and thaigh proportion of households incur
potentially catastrophic health care expenditui&hen individuals from these households do
not seek or have access to care or medicines, @asefrequent reported barrier to access is
the cost of care or medicines. Satisfaction wittally available medicines and care
providers are also important factors that limitessc

While the WHS is the most complete and recent sat#ce that allows multi-country
assessment of expenditures on health care andsaoceseded medicines, it also has some
limitations. The WHS was not designed specificadlyocus on medicines issues. Therefore,
important questions on which medicines were prbedtiwhich were used, at what cost, and
more nuanced reasons for seeking care and usinigimesiwere not asked. The WHO
Department on Technical Cooperation on Essentiay®and Traditional Medicines is
currently developing a household survey specifidaltused on measuring access to and use
of medicines for acute and chronic illness. Thissy would be an important future source
of data to monitor the impact of global and natlgragrams 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 feasibilitygtuhere are several limitations to the
reported analyses. First, the results have ndigen adjusted for the complex sample design
of the WHS. Applying appropriate sampling weigitsuld change some of the reported
frequencies within countries, although the ovepattern of results would likely remain

similar to those reported here. Second, futuréyaea using WHS data should characterize
the distributions of expenditures (overall and withuintiles) and assess the impact of
extreme values on expenditure estimates; trimmisigilutions for outlying values at the

tails would result in more consistent and accueatenates of expenditures. Finally, future
analyses should also adjust expenditure valugsuimhasing power parities to allow more
accurate and robust comparison of expendituresscauntries.

Future steps

Consistent with the specific aims of the feasip#itudy, the present analyses are descriptive
rather than analytic. The analyses do not accmurthe complex relationships between
expenditures, poverty, household size, househdtihhstatus, and insurance status. Future
multivariate analyses of WHS data should examiedfdhtors that determine access to and
burden of expenditure for health care and medicio@strolling for country as well as these
other determinants in the models.

Using data from all 55 countries that completedidimg version of the 2002 WHS would
allow more extensive and refined examination ofrtiationships between household
medicines expenditures, health insurance, andtogpésc health care spending, as well as of
the determinants of catastrophic expenditures antetineed for medicines among
chronically ill adults and young children. Thisrkavould provide important information for
MeTA to use in selecting countries in which to wadkegeting populations at greatest need,
identifying promising strategies to improve meda&sraccess and affordability, and producing
baseline data prior to implementation of the itiNi&that could be used for impact
evaluation.
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Table 1. Unwelght=d samograghie and expenaliure charasenstics of counlry nousshoids

Gnana Caole diwaire Sensgal Moroceo Tunls'a Ingla Paklsian Enllppines
Unwelghted sample slze” n=£4,103 %% n=3234 % =3418 % m=5000 % nm=5090 % n=-10348 % mES % =007 %
Characteristic of Househald
Household Size
Househoids with 1-2 members 7D 187 TE2 243 136 55 IF12 342 &30 13E 204 28 254 2.9 =t ER
Households with 3-5 members 1636 3948 1104 342 TS 209 1897y 339 2546 500 4784 454 1613 245 5054 504
Househois whh 6-10 members 1487 362 1055 327 1676 481  3B3 57 1797 353 4564 461 3E0B 555 385D 383
Households with 11+ members 218 52 3 8.8 837 245 B 0.z 57 1.1 G606 57 i 158 211 21
Age - . - . .
Households with chiloren -5 years 1914 466 1162 3Je0 1830 S35 1367 273 1486 238 4204 389 3299 523 4806 457
Households with chiloren &-15 years 2506 663 1544 o72 zele TERS 2,163 433 238 493 EB515 618 4814 F56  B261 624
Households with persane 604 years 1.194 21 207 1417 415 103 207 1306 374 6200 SE9 22334 344 2200 2E
Enucatizn aof the highest-educated household membser
Mo schooling or less than primary schoal 1351 329 1129 350 1466 429 813 16.3 419 &2 1832 174 1635 259 E11 6.1
Primary school completed 1,722 419 T2 221 675 1By 1681 336 1163 2228 34268 325 1.7 182 2153 214
Secondary school or high schoal complebed 573 138 533 165 430 140 1,019 204 347 166 1952 165 1,089 166 4232 420
High schooliequivakent completad 143 X 319 9.9 3z 21 T3 144 14689 293 1340 127 1,233 180 1B 7.0
Coillege andior post-gracuale degres complzted 291 71 470 146 458 136 481 96 1186 29 1961 166 1,M5 182 2373 235
Miszing 28 o7 E1 18 13 D& 284 a7 4 0.1 k- D3 z 0.0 4 oo
Household Assets (permanent Income Indleators, lower ncome couniies)
Households oaning a buckst 3,720 BO6 2,530 94 3051 82.3 ] a0 382 776 594845 933 SB48 900 5680 564
Households oaning a Dicycle 1391 39 1,155 353 538 ir2 157 315 16% 33 6247 =I02 39 464 32D 318
Households oaning a refigeratar 24 M1 (=] 26 a7d 285 2652 530 38 TVES 1338 127y 1782 T4 3Bdr 384
Households oaning a comes washing machine k=] o039 L 1.6 76 22 883 137 1543 303 376 a6 2307 355 2930 292
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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