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Assessment of universal health coverage for adults aged 50 years or
older with chronicillness in six middle-income countries

Christine Goeppel,® Patricia Frenz,® Linus Grabenhenrich, Thomas Keil® & Peter Tinnemann?

Objective To assess universal health coverage for adults aged 50 years or older with chronic illness in China, Ghana, India, Mexico, the
Russian Federation and South Africa.

Methods We obtained data on 16631 participants aged 50 years or older who had at least one diagnosed chronic condition from the World
Health Organization Study on Global Ageing and Adult Health. Access to basic chronic care and financial hardship were assessed and the
influence of health insurance and rural or urban residence was determined by logistic regression analysis.

Findings The weighted proportion of participants with access to basic chronic care ranged from 20.6% in Mexico to 47.6% in South Africa.
Access rates were unequally distributed and disadvantaged poor people, except in South Africa where primary health care is free to all.
Rural residence did not affect access. The proportion with catastrophic out-of-pocket expenditure for the last outpatient visit ranged from
14.5% in China to 54.8% in Ghana. Financial hardship was more common among the poor in most countries but affected all income groups.
Health insurance generally increased access to care but gave insufficient protection against financial hardship.

Conclusion No country provided access to basic chronic care for more than half of the participants with chronic illness. The poor were
less likely to receive care and more likely to face financial hardship in most countries. However, inequity of access was not fully determined
by the level of economic development or insurance coverage. Future health reforms should aim to improve service quality and increase
democratic oversight of health care.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

The World Health Assembly in 2005 and the United Nations
General Assembly in 2012 called for universal health cover-
age to reinforce the human right to health. All Member States
were requested to guarantee affordable promotive, preventive,
curative and rehabilitative health care of the highest attain-
able standard for everyone, without distinction."” However,
over the past three decades, market deregulation and political
crises have led to increased inequalities in income and oppor-
tunity in many countries. These inequalities are reflected in
highly fragmented health and social security systems, which
are increasingly differentiated by socioeconomic strata, and
in setbacks for publicly funded health services. As a result,
poorer social groups, including the historically marginalized
and those more recently excluded from social protection sys-
tems, are forced either to forego care or to pay for access to
increasingly costly health-care services. Consequently, access
to health care in many countries has deteriorated to such an
extent that health problems have become a threat to social
development and cohesion.’

At the same time, the rise in chronic noncommunicable
diseases makes international development goals more difficult
to achieve and complicates strategies for attaining universal
health coverage. Moreover, the epidemiological transition,
which is characterized by a sharp increase in population
growth and a change in the leading causes of death, is rapidly
accelerating in the poorest strata of society, where people are
less likely to have access to appropriate services and are at
risk of catastrophic health-care costs.”” Many middle-income
countries, including those we investigated, have scaled up ef-

forts to achieve universal health coverage through substantial
health reforms with a particular emphasis on the poor and
vulnerable. These reforms have adopted a range of voluntary
and social health insurance schemes in their attempt to in-
crease service utilization while avoiding financial hardship
and encouraging equity of access.

The aim of this study was to investigate gaps in universal
health coverage for specific socioeconomic groups by focus-
ing on older adults with chronic illness in China, Ghana,
India, Mexico, the Russian Federation and South Africa. We
examined five key issues: (i) access to basic chronic care;
(ii) protection against financial hardship; (iii) the influence
of health insurance schemes; (iv) the influence of place of
residence; and (v) general satisfaction with the health-care
system. We also examined progress towards universal health
coverage in the six countries.

Methods

The World Health Organization’s (WHO’s) Study on Global
Ageing and Adult Health (SAGE) provides comparable,
publicly available data on adults aged 50 years and older
based on nationally representative household surveys for
six countries: China, Ghana, India, Mexico, the Russian
Federation and South Africa.” These countries have some of
the fastest growing economies globally and together contain
more than 40% of the world’s population spread over four
regions.” We analysed cross-sectional data from wave 1 of
the study carried out between 2007 and 2010. The response
rate in individual surveys ranged from 52% in Mexico to
93% in China.’
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Our study population consisted of
all participants in the Study on Global
Ageing and Adult Health who could be
categorized as older adults with chronic
illness: they were aged 50 years and
older and reported being diagnosed
with at least one chronic disease, such
as arthritis, hypertension, stroke, an-
gina, diabetes, chronic lung disease,
asthma or depression. Universal health
coverage was assessed on three dimen-
sions: (i) access to basic chronic care;
(ii) income-related equity of access; and
(iii) protection against financial hard-
ship. We also investigated the influence
of health insurance on both access to
basic chronic care and financial hard-
ship and the influence of rural or urban
habitation on access and we compared
levels of satisfaction with the health
system between people who did and did
not use outpatient care.

Access to basic chronic care was
assessed using a compound indicator
with three components: (i) the provi-
sion of treatment, such as medications
or advice on physical activity or diet,
for each of the patient’s conditions;
(ii) visiting outpatient services for the
chronic condition or conditions one or
more times in the last reported year;
and (iii) maintenance of a stable health
state after the last outpatient visit. In
the surveys, health-care providers were
categorized as medical doctors, nurses,
physiotherapists or traditional practitio-
ners. Equity of access was assessed on
the basis of equal treatment for equal
health needs.” Since all study partici-
pants had chronic conditions, they all
needed access to health care. Therefore,
any income-related disparity in access
to basic chronic care within a country
indicated the existence of an inequity.

Financial hardship was defined in
two ways: (i) catastrophic household
spending on health in the last reported
year of more than 30% of annual average
household income, after the deduction of
food expenditure - health expenditure
included prepayments and out-of-pocket
expenses; and (ii) catastrophic out-of-
pocket expenditure for the last outpa-
tient visit of more than 30% of annual
household per capita income, after the
deduction of food expenditure - expen-
diture on the outpatient visit included
doctor fees and the cost of medications,
diagnosis and transport. For our analysis,

we based household income quintiles on
annual household per capita income.”’ A
person with any type of health insurance
was classified as insured. Dissatisfaction
with the health-care system was assessed
using two indicators: (i) dissatisfaction
with health-care services; and (ii) in-
sufficient involvement in health-care
decision-making.

Statistical analysis

We adjusted study data for differences
between countries in survey design
and data collection in Stata version 13.1
(StataCorp. LP, College Station, United
States of America) using person-level
analysis weights based on selection
probabilities in the survey sampling
design and a post-stratification factor.
All percentage estimates are weighted.
Differences between countries in ac-
cess to basic chronic care and financial
hardship were described using weighted
population means. Within countries, we
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assessed the effect of poverty by stratify-
ing data by household income quintile
and looked particularly at differences
between the poorest quintile and the
population mean. Differences in equity
of access between countries were com-
pared using concentration curves and
indices. We employed logistic regres-
sion modelling to estimate: (i) the effect
of health insurance on access to basic
chronic care and financial hardship;
(ii) the effect of rural or urban residence
on access; and (iii) the effect of using
outpatient services on dissatisfaction
with the health system. Models were
adjusted for sex, age, place of residence,
educational level, income quintile,
comorbidity and insurance. Finally, we
examined the effect of macroeconomic
and social factors on universal health
coverage in different countries by deter-
mining whether gross national income
per capita, public health expenditure
per capita or the Gini coeflicient was

Fig. 1. Access to basic chronic care by adults aged 50 years or older with chronicillness in
six middle-income countries, 2007-2010
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Note: Chronic illness was defined as being diagnosed with at least one chronic disease.
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Table 1. Demographic and socioeconomic characteristics of participants, study of universal health coverage for adults aged 50 years or
older with chronicillness, 2007-2010

Characteristic China Ghana India Mexico Russian South Africa
Federation

Study population,® n 6558 1327 2623 1341 2916 1866

Prevalence of chronic disease 50.5(485t052.4) 32.0(29.8t0344) 41.8(39.2t044.4) 55.0(49.5t060.3) 72.7 (69.1t0 76.0) 50.5 (47.31053.7)

in the SAGE population,® %

(95% Cl)

Age in years, mean (SE) 64.2 (0.2) 66.3 (0.4) 62.3(0.3) 64.8 (0.9) 65.2(0.7) 62.4(0.4)

Female sex, % (95% Cl) 54.5(532t0557) 546(5091t0582) 475 (44.6t0504) 62.0(543t069.1) 61.9(57.7t066.0) 62.8(59.210 66.3)

Comorbidity, % (95% Cl) 384 (36.6t040.3) 294 (26410326) 375(345t040.7) 36.1(29.0t044.0) 633 (59.0t067.4) 42.7 (38.61046.9)

Urban residence, % (95% Cl)  55.0(53.1t056.9) 523 (484t056.3) 33.5(268t041.0) 81.6(745t087.1) 713(586t081.3) 68.7 (63.7t0 73.3)

Health insurance, % (95% Cl)

None 109(9.2t012.8) 525(48.7t056.4) 94.9(92.7t096.4) 27.4(17.1t040.8) 02(0.1t00.6) 79.8(76.4t082.8)

Mandatory 76.5(73.1t079.5) 23(14t0328) 23(14t03.6) 53.8(43.1t064.1) 98.3(96.4t099.2) 7.0(5.2t094)

Voluntary 59(48t073) 43.2(393t047.1) 2.7 (15t04.7) 186(13.0t0 25.9) 07(02t023) 99(74t013.0)

Both mandatory and voluntary 6.8 (4.6109.8) 20(12t032) 02(0.1t00.5) 03(0.1t012) 07(02t028) 33(21t05.1)

Educational level, % (95% Cl)

Less than primary school 382(352t0413) 554(513t0594) 43.8(39.6t048.1) 53.0(448t061.1) 1.8(1.1t02.9) 449 (40.31t049.5)

Primary school 210(184t023.9) 100(80t0124) 179(148t0214) 235(17610308) 64 (41109.9) 24.6(21.2t0285)

Secondary school 21.3(195t023.2) 65(5.0t086) 166(13.8t019.8) 152 (8.6t025.5) 19.9(15.1t025.8) 164 (13.31020.1)

More than secondary school 19.5(165t022.8) 28.1(250t0315) 21.7(176t0264) 82(48t013.6) 71.8(64.7t0780) 14.1(109t0 18.1)

Cl: confidence interval; SAGE: Study on Global Ageing and Adult Health; SE: standard error.

¢ The study population comprised chronically ill participants in wave 1 of the World Health Organization’s SAGE.

® Percentage of participants in wave 1 of SAGE, which included only people aged 50 years or older, who were diagnosed with a chronic condition.
¢ Comorbidity was defined as having at least two chronic conditions.

Notes: Chronic illness was defined as being diagnosed with at least one chronic disease. Percentages are weighted.

associated with access to basic chronic
care without incurring catastrophic
out-of-pocket expenditure for the last
outpatient visit."' """

Results

Our study population comprised 16 631
individuals who formed nationally
representative samples. The proportion
of females was highest in South Africa
(62.8%; 95% confidence interval, CI:
59.2 t0 66.3) and lowest in India (47.5%;
95% CI: 44.6 to 50.4) and the mean age
of participants ranged from 62.3 years
(standard difference, SD: 0.3) in India to
66.3 years (SD: 0.4) in Ghana (Table 1).
The proportion living in an urban area
ranged from 33.5% (95% CI: 26.8 to
41.0) in India to 81.6% (95% CI: 74.5 to
87.1) in Mexico and the proportion with
health insurance ranged from 99.7%
(95% CI: 99.4 to 99.9) of Russians to
only 5.2% (95% CI: 3.6 to 7.3) of Indians.

Access to basic chronic care varied
widely: the proportion of participants
with access to basic chronic care was
highest in South Africa (47.6%; 95% CI:
43.3t051.9) and the Russian Federation
(43.5%; 95% CI: 38.6 to 48.4). The figures
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for Ghana, India and China were 36.9%
(95% CI: 33.3 to 40.6), 32.9% (95% CI:
29.2t0 36.8) and 30.5% (95% CI: 27.8 to
33.4), respectively, and in Mexico it was
only 20.6% (95% CI: 15.1 to 27.4; Fig. 1).
Access rates were highest for the richest
household income quintile in all coun-
tries. In Ghana, there was a continuous
gradient from poor to rich. In India, the
access rate decreased from the poorest
to the second poorest quintile and then
increased continuously to the richest
quintile. There was a sharp increase
in the access rate for the fourth and
fifth income quintiles in Mexico and,
for the richest quintile, in the Russian
Federation. In China and South Africa,
only small changes in the proportion
with access were observed across the
quintiles (Fig. 2). Moreover, the concen-
tration curves for all countries except
South Africa lay below the equity line
and tested dominant (Fig. 3, available
at: http://www.who.int/bulletin/vol/
umes/94/4/15-163832), which indicates
that the rich had disproportionate ac-
cess to chronic care. Inequity of access
was most pronounced for Mexico. The
related concentration index varied sub-
stantially from 0.003 (95% CI: —0.045

to 0.050) for South Africa to 0.249 (95%
CI: 0.087 to 0.403) for Mexico - higher
values indicate greater inequity between
rich and poor (Fig. 4).

The proportion of households
that faced catastrophic health spend-
ing in the last reported year varied
between 23.5% (95% CI: 19.3 to 28.3)
in South Africa and 65.5% (95% CI:
60.6-69.8) in Ghana. Financial hard-
ship was present in all socioeconomic
strata, though the proportion affected
was generally highest in the poorest
household income quintile, except in
Mexico, where the proportion affected
was highest in the third quintile (Fig. 5,
available at: http://www.who.int/bulw
letin/volumes/94/4/15-163832). The
proportion with catastrophic out-of-
pocket expenditure for the last outpa-
tient visit varied between 14.5% (95%
CI: 12.7-16.4) in China and 54.8%
(95% CI: 49.1 to 60.4) in Ghana. The
proportion of the poorest quintile that
experienced such expenditure ranged
from 25.5% (95% CI: 10.1 to 51.0) in the
Russian Federation to 94.5% (95% CI:
81.6 to 98.5) in Mexico (Fig. 6, avail-
able at: http://www.who.int/bulletin/
volumes/94/4/15-163832).
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Participants with health insurance
were significantly more likely to have
access to basic chronic care than those
without in China, Ghana, India and
Mexico but not South Africa (Table 2).
In India, insurance increased the odds
more than threefold. Nevertheless,
insurance did not necessarily protect
against financial hardship. In China,
Ghana, India and South Africa, the risk
of catastrophic health spending in the
last reported year was the same or even
higher for the insured as the uninsured.
In India, health insurance was also asso-
ciated with a higher risk of catastrophic
out-of-pocket expenditure for the last
outpatient visit. However, in Mexico
insurance coverage was associated with
a significantly lower risk of catastrophic
out-of-pocket expenditure for the last
outpatient visit (odds ratio, OR: 0.35;
95% CI: 0.14 to 0.84) and a nonsignifi-
cantly lower risk of catastrophic health
spending in the last reported year (OR:
0.49;95% CI: 0.22 to 1.07). In Ghana, the
insured had a significantly lower risk of
catastrophic out-of-pocket expenditure
(OR: 0.38; 95% CI: 0.23 to 0.62) but a
nonsignificantly higher risk of cata-
strophic health spending in the last year
(OR: 1.22; 95% CI: 0.86 to 1.73). Living
in a rural rather than an urban area was
not associated with a lower likelihood of
access to basic chronic care in any coun-
try except Ghana, where people living in
rural areas were significantly less likely
to have access (Table 3).

Only 4.5% (95% CI: 3.0 to 6.7) of
the participants in Ghana were dissatis-
fied or very dissatisfied with health-care
services, as were only 6.3% (95% CI:
5.2 to 7.5) in China (Table 4, avail-
able at: http://www.who.int/bulletin/
volumes/94/4/15-163832). The highest
proportion who were dissatisfied or very
dissatisfied was in Mexico (20.8%; 95%
CI: 16.0 to 26.7), where, in addition,
19.1% (95% CI: 14.3 to 25.1) rated their
involvement in health-care decision-
making as “bad” or “very bad”. In China,
Ghana, Mexico, the Russian Federation
and South Africa, people who did not
use outpatient care tended to be less
satisfied with the health system than
those who did (Table 4).

The six countries in our study dif-
fered markedly in their level of econom-
ic and social development: for example,
gross national income per capita in the
Russian Federation was approximately
six times that in Ghana (Table 5, avail-
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Fig. 2. Access to basic chronic care by adults aged 50 years or older with chronicillness,
by household income quintile, in six middle-income countries, 2007-2010
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Notes: Chronic illness was defined as being diagnosed with at least one chronic disease. Household
income quintiles were based on annual household per capita income. Quintile 1 represents the poorest
and quintile 5 represents the richest.

Concentration index

Fig. 4. Concentration index for access to basic chronic care for adults aged 50 years or
older with chronic illness, by Gini coefficient, in six middle-income countries,
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Notes: Chronic illness was defined as being diagnosed with at least one chronic disease. The
concentration index varies from -1 to +1 and is 0 for equity of access to basic chronic care. A value
greater than 0 indicates that the rich have better access to care than the poor. The Gini coefficient
measures the extent to which the distribution of income or consumption expenditure among individuals
or households within an economy deviates from a perfectly equal distribution: a coefficient of 0
represents perfect equality, whereas a coefficient of 1 implies perfect inequality.
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Table 2. Health insurance, access to care and catastrophic expenditure for adults aged 50 years or older with chronic illness in six
middle-income countries, 2007-2010

Indicator of universal OR (95% Cl)* for indicator for insured® versus uninsured participants

health coverage China Ghana India Mexico Russian South Africa
Federation?

Access to basic chronic 154 (1.02t02.33) 1.69(1.25t02.28) 3.03(1.88t04.87) 273 (1.40t05.33) N/A 1.01 (0.67 to 1.52)

care®

Catastrophic health 1.50(1.13t01.99) 1.22(0.86t01.73) 1.96(1.00t03.85)  0.49 (0.22 to 1.07) N/A 3.39(2.01105.70)

spending in last year’

Catastrophic out-of- 094 (0.54t01.63) 038(0.23t00.62) 190(1.14t03.17) 0.35(0.14t0 0.84) N/A 142 (0.38t0 5.25)

pocket expenditure?

Cl: confidence interval; N/A: not applicable; OR: odds ratio.

¢ ORs and 95% Cl were calculated using logistic regression models that controlled for sex, age, urban or rural residence, educational level, household income quintile
and comorbidity.

® Health insurance included voluntary and mandatory insurance.

¢ Participants had reported being diagnosed with at least one chronic disease

¢ As insurance coverage was almost universal in the Russian Federation no ORs could be calculated.

¢ Basic chronic care included: (i) the provision of treatment, such as medications or advice on physical activity or diet, for each of the patient’s conditions; (i) visiting
outpatient services for the chronic condition or conditions one or more times in the last reported year; and (i) maintenance of a stable health state after outpatient
care.

" Catastrophic health spending in the last year was defined as the household spending more on health in the last reported year than 30% of annual household
income, after deduction of food expenditure.

9 Catastrophic out-of-pocket expenditure was defined as spending more on the last outpatient visit than 30% of annual household per capita income, after deduction
of food expenditure.
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volumes/94/4/15-163832). Generally, Fig. 7. Access to basic chronic care without catastrophic expenditure for adults aged 50

countries with larger socioeconomic years or older with chronicillness, by national income and health expenditure, in

inequalities had greater inequities in six middle-income countries, 2007-2010

access to basic chronic care. The excep-

tion was South Africa, where access to

basic chronic care was equally distrib- Annual national per capita
uted across household income quintiles expenditure on public health (US$)
despite the country having one of the 1000
highest levels of social inequality in
the world (Fig. 4). In fact, South Africa <> <> <>
performed best in terms of achieving Poorest household income quintile
universal health coverage: 45.5% (95%
CIL: 41.1 to 50.0) of all participants had _
access to basic chronic care without South Afca <> Russian Federation
incurring catastrophic out-of-pocket 40
expenditure for the last outpatient visit
(Fig. 7). The Russian Federation had
the highest gross national income per
capita and the highest public health
expenditure per capita. Generally, access
to basic chronic care without financial
hardship in the country was similar to
that in South Africa, but the poorest
quintile was disadvantaged. Although
China’s gross national income per 0 | | | | |
capita was comparable to South Africa’s, 0 5000 o 10000 ) _15 000 ) 20000 25000
both public health expenditure and the Gross national income per capita (international dollars)

proportion of participants with access

to basic chronic care without financial USS: United States dollars.
. . Notes: Chronic illness was defined as being diagnosed with at least one chronic disease. Catastrophic
hardship were lower. Mexico had the . . .
. . . out-of-pocket expenditure was defined as expenditure more than 30% of annual household per capita
second highest public health expendi- income, after the deduction of food expenditure at the last outpatient visit. Household income quintiles
ture but performed poorly in terms of were based on annual household per capita income. Figures for gross national income per capita were

providing universal health coverage: adjusted for purchasing power parity.

Population mean 100 500

50

30+
(hina

Ghana India

20+

Mexico

Proportion of participants (%)

280 Bull World Health Organ 2016,94:276-285C| doi: http://dx.doi.org/10.2471/BLT.15.163832


http://www.who.int/bulletin/volumes/94/4/15-163832
http://www.who.int/bulletin/volumes/94/4/15-163832

Christine Goeppel et al.

Research
Health care gaps for chronically ill older adults

Table 3. Area of residence and access to basic chronic care by adults aged 50 years or older with chronicillness in six middle-income

countries, 2007-2010

Access to basic chronic care China Ghana India Mexico Russian Federation  South Africa
(n=6558) (n=1327) (n=2623) (n=1341) (n=2916) (n=1866)
Proportion of rural residents 30.3(26.0t0 35.1) 30.0 (24.8t035.7) 304 (27.2t033.8) 31.5(180t049.0) 46.6(37.0t056.3) 52.1(45.4t0 58.8)

with access,* % (95% Cl)

Proportion of urban residents
with access,? % (95% Cl)

Odds of access for rural versus
urban residents, OR (95% Cl)°

30.7 (27.31034.3) 43.2(3861t047.9) 38.0(28.7t0484) 18.1(12.71025.2)

1.12(0.85t0 1.48) 0.61 (04510 0.84) 0.93 (0.60 to 1.45) 1.64 (0.83 t0 3.28)

422 (36.8t047.9) 45.5(41.31049.8)

1.19(0.78 0 1.81) 1.22(0.86t0 1.75)

Cl: confidence interval; OR: odds ratio.

¢ Proportion of residents with access to basic chronic health care.
® The ORs and 95% Cls were calculated using a logistic regression model that controlled for sex, age, health insurance, educational level, household income quintile

and comorbidity.

Notes: Chronic illness was defined as being diagnosed with at least one chronic disease. Percentages are weighted.

only 7.3% (95% CI: 3.0 to 17.1) of the
poorest quintile had access to basic
chronic care without financial hardship
and the proportion with access to basic
chronic care without catastrophic out-
of-pocket expenditure was the lowest
of all six countries, including Ghana
and India, which both had lower gross
national incomes per capita.

Discussion

The prevalence of diagnosed chronic
conditions in people aged 50 years
or more varied widely among the six
study countries and was higher in the
more developed and more urbanized
areas. This may be due to the negative
health impact of the lifestyle changes
accompanying modernization.'® None
of the six countries provided access to
basic chronic care for more than half
the participants, which is in line with
evidence of gaps in essential services for
noncommunicable diseases in low- and
middle-income countries."” Although it
is often assumed that wealthier countries
may be better at providing health ser-
vices for noncommunicable diseases, we
found no evidence that a higher level of
development was associated with greater
universal health coverage.”’

The inequities in health coverage we
observed in middle-income countries
and that have been reported in other
studies persist despite substantial health
reforms aimed at improving universal
health coverage, especially for poor
and vulnerable groups.”’** The poor
chronically ill were less likely to receive
basic chronic care and more likely to
face financial hardship than the better
off in all countries in our study, except
in South Africa, where primary health

care is provided free to all citizens.”” Al-
though previous evidence suggests that
rural residents have more limited access
to primary care than urban residents and
are less likely to have health insurance,*
we found that participants in rural and
urban areas had similar access to basic
chronic care in all study countries except
Ghana. More detailed country-specific
data are required to explore this poten-
tial difference in greater depth.

In Mexico, we found that almost
80% of the participants did not have
access to basic chronic care, which is
consistent with the Mexican President
Penia Nieto’s statement in 2013 that
much of the population cannot ex-
ercise their right to health.” In 2014,
the Mexican National Council for the
Evaluation of Social Development Policy
reported that only 21.4% of the popu-
lation received medical care for their
health problems but that between 84%
and 97% of people with health problems
did receive medical treatment.” The
inconsistency may be due to the differ-
ence between perceived and medically
defined health needs. Since individuals’
experiences and expectations of the
probable outcome of medical care can
shape perceptions of their health status,
many older people may not think their
health problem requires medical care
despite being diagnosed with a chronic
condition.” We found that people who
were dissatisfied with the health system
were less likely to seek care despite medi-
cal need. The same appears to be true for
people who perceive it as ineffective.”” In
India, the common belief that the private
sector offers better quality care coupled
with inadequate public provision has led
many people to use private facilities and
bear high out-of-pocket costs despite
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increased investment in public health
and the exemption of vulnerable groups
from user fees.”

We found that both the insured
and uninsured could experience fi-
nancial hardship in all study countries.
Although health insurance improved
access to health care, it also increased
the risk of catastrophic health spend-
ing in most countries. In the Russian
Federation, universal health insurance
became mandatory in 1993 and health
services are provided free at the point
of care. However, the cost of pharma-
ceuticals excluded from guaranteed
packages and informal payments can
result in catastrophic expenditure.” In
Ghana, where a national health insur-
ance scheme was established in 2003, we
found that insurance increased access to
basic chronic care and protected against
catastrophic out-of-pocket expenditure
for the last outpatient visit, in agreement
with the previous findings.”’ However,
insured households were more likely to
incur catastrophic spending during the
last year, perhaps due to more frequent
service utilization by the insured.”’

In China, health insurance did not
significantly influence the likelihood
of catastrophic out-of-pocket expendi-
ture for the last outpatient visit but the
insured were more likely to experience
catastrophic spending during the last
year, as reported previously.”>* This
suggests that recent social health insur-
ance programmes in China have neither
reduced the risk of catastrophic spend-
ing nor relieved the financial burden on
older people with chronic conditions. In
India and South Africa, a small minority
of insured people had an increased risk
of catastrophic spending - they were
mainly covered by private insurance
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schemes that may have encouraged the
use of specialist providers with higher
co-payments.”’>** In Mexico, insurance
generally increased protection against
financial hardship. However, our find-
ings provide only partial evidence that
the voluntary Seguro Popular insurance
scheme introduced in 2003 protected
against financial hardship because
health service utilization was extremely
low, especially among the poor, and little
information was available on insurance
schemes in Mexico’s highly fragmented
health insurance system.’*

Our study had several limitations.
The WHO Study on Global Ageing and
Adult Health provides the best, avail-
able, comparable data on older adults
with chronic illness in middle-income
countries because it uses a unified
method but the self-reported prevalence
of noncommunicable disease is less than
the actual prevalence in older people. In
particular, in some countries the poor
are less likely to be given a diagnosis.”
Accordingly, the level of access to basic

chronic care may have been overesti-
mated and, consequently, inequities may
have been underestimated. Although the
national representativeness of the house-
hold survey could have been weakened
by the variation in response rate between
countries, the results of our sensitivity
analysis confirmed the validity of the
samples (data available from the cor-
responding author).

Universal health coverage remains
a distant hope for many older adults
with chronic illness in middle-income
countries. Although allocating a higher
share of a country’s gross national in-
come to health might improve services
and subsidize health care for the poor,
economic development does not in
itself guarantee universal health cov-
erage or greater equity. Nevertheless,
lower socioeconomic inequality gener-
ally leads to more equal distribution of
health services. Yet, as evident in South
Africa, the provision of free primary
health care can help achieve equitable
universal health coverage despite high

Christine Goeppel et al.

socioeconomic inequality, which sug-
gests that universal social protection
may guard better against catastrophic
expenditure than insurance schemes.
If gaps in universal health coverage are
to be closed, it is essential that the care
provided is acceptable to the population.
Consequently, health reforms should
aim to improve service quality and
promote democratic oversight of health
care through increased social participa-
tion in addition to expanding insurance
schemes. The provision of universal
health coverage for older people with
chronic conditions is particularly chal-
lenging for low- and middle-income
countries, especially given the ongoing
epidemiological transition. It is crucial,
therefore, that future health policies are
tailored to the specific needs of older
people. @
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Résumé

Evaluation de la couverture sanitaire universelle pour des adultes de 50 ans ou plus, atteints de maladie chronique, dans six

pays a revenu intermédiaire

Objectif Evaluer la couverture sanitaire universelle pour des adultes de
50 ans ou plus, atteints de maladie chronique, en Afrique du Sud, en
Chine, dans la Fédération de Russie, au Ghana, en Inde et au Mexique.
Méthodes A partir de I‘étude de 'OMS sur le vieillissement et la santé
des adultes dans le monde (SAGE), nous avons obtenu des données
sur 16 631 participants, dgés de 50 ans ou plus, chez qui au moins une
maladie chronique a été diagnostiquée. 'acces a des soins chroniques
de base et les difficultés financieres ont été évalués, et des analyses
par régression logistique ont permis de déterminer l'influence d'avoir
une assurance maladie et l'influence de vivre en milieu rural ou urbain.
Résultats La part pondérée des participants bénéficiant d'un acces a
des soins chroniques de base varie entre 20,6% au Mexique et 47,6%
en Afrique du Sud. Les taux d'acces sont inégalement répartis et en
défaveur des personnes pauvres, sauf en Afrique du Sud, ou les soins de
santé primaires sont gratuits pour tous. Le fait d’habiter en milieu rural
n'a pas d'incidence sur cet accés. La proportion des participants ayant

d( assumer des dépenses directes catastrophiques pour leur derniere
consultation ambulatoire sétablit entre 14,5% en Chine et 54,8% au
Ghana. Dans la plupart de ces pays, les difficultés financieres sont plus
fréquentes chez les personnes pauvres, mais elles affectent toutes les
tranches de revenus. Les assurances maladie améliorent généralement
I'accés aux soins mais offrent une protection insuffisante contre les
difficultés financiéres.

Conclusion Aucun des pays étudiés ne permet a plus de la moitié
des participants atteints de maladie chronique d'accéder aux soins
chroniques de base. Dans la majorité de ces pays, les personnes pauvres
sont moins susceptibles de bénéficier de soins et plus exposées aux
difficultés financieres. Néanmoins, l'inégalité en termes d'accés aux
soins nest pas entierement déterminée par le niveau de développement
économique ou par la couverture d'assurance. Les réformes a venir des
systémes de santé devraient viser a améliorer la qualité des services et a
favoriser une supervision plus démocratique des soins de santé.

Peslome

OueHKa ob6ecneyeHuns BceobLLero oxeata ycnyramm 3gpaBooxXpaHeHnaA B3p0oC/ioro HacejlieHnA B Bo3pacTte oT
50 nerT, cTpagaioLLero XpoHuyeckumm 3abosieBaHNAMY, B LLIECTU CTpaHax co cpegHUM ypoBHEM [OX040B

LUenb OueHnTb obecneyeHne Bceobujero oxgarta ycayramu
3[]PaBOOXPAHEHNA B3POC/IOrO HaceneHva B Bospacte ot 50 ner,
CTpafaloLLero XpoHyeckmMy 3abonesaHnamin, B lare, Muauu, Kutae,
Mekcuke, Poccuiickoin epepaunm 1 KOxHon Abpuke.

MeTtoabl Ha ocHoBe nccneaoBaHna BcemmpHom opraHmsauven
34paBoOXpaHeHVis No npobemam rMobanbHOro CTapeHwA 1 3A0POBbA
B3POC/IbIX Ntofeit Obinv NoayyeHbl faHHble No 16 631 yuacTHUKY
nccnefoBaHna B Bospacte ot 50 NeT, y KOTOPbIX AVarHOCTMPOBAHO
MO MeHbLUEN Mepe OfJHO XPOHMYecKoe 3aboneBanvie. B pesynbrate
NPOBeLEeHVA aHaM3a C MCNOSMb30BaHNEM MOAENN NIOTUCTNYECKOM
perpeccun Bbinv oleHeHbl AOCTYMHOCTb 6a30BON MeAMLIMHCKON
MOMOLLUW N8 NleYeHNA XPOHNUYECKNX 3ab0neBanunii 1 GUHAHCOBbIE
TPYOHOCTH, @ Takxke onpefeneHo BANAHME HaNMUna MednUMHCKON
CTPaXOBKM 1 NPOXNBAHWA B CENbCKIX UM FOPOLCKUX YCIOBUAX.
PesynbraThl B3BelweHHaa AoNA YUaCTHUKOB, MMEIOWMX 4OCTYN
K 6a30BOV MEAMUMHCKON MOMOWM ANA NeYeHUs XPOHUYECKNUX
3aboneBaHui, Bapbuposanack ot 20,6% B Mekcurke 0o 47,6% B
tOxxHOM Adpuke. [JoCTYyNHOCTb MoMowm Obina HepaBHOMEPHO
pacnpepeneHa; camaa HM3KaA CTeneHb AOCTYMHOCTM Obina
3adVKCMpPOBaHa ANA ManovMyLLero HaceneHwus, 3a UCKoUeHrem
HaceneHua lOxHo AGpuiKy, rae NneperYHan MeAMLMHCKaA MOMOLLb

6ecnnatHa Ana Bcex. [poxunBaHWe B CENbCKON MECTHOCTU He
CKa3anocb Ha JOCTyNHOCTW. Jona nofgen, NpeBbiCUBLINX Npeaen
PacxXofoB 13 COBCTBEHHBIX CPEACTB MPK NOCNeAHEM O0paLLeHNM
B MOSIMKIIMHKIKY, BapbupoBanach ot 14,5% B Kntae 1o 54,8% 8 [aHe.
DVHAHCOBbIE TPYAHOCTM B OOMbLUEM YMCNE CIyYaeB MCMbITbIBANO
ManovimyLiee HaceneHvie B 00MbLUMHCTBE CTPaH, HO OHM 3aTPOHYN
BCE rpynnbl N0 YPOBHIO JOXOA0B. Hanmumne meanUMHCKON CTPaxoBKM
B LIeSIOM CMoco6CTBOBANO MOBbILWEHMIO AOCTYMHOCTM MeAMKO-
CaHUTApHOW NOMOLWM, OHAKO CTPaxoBKa He mpefocTaBnana
[OCTaTOYHOM 3aLUWTbl OT GMHAHCOBBIX TPYAHOCTEN.

BbiBop Hut B 0iHO CTpaHe GorblLelt YacTy yYaCTHMKOB, CTPAAAIoLLMX
XPOHUYECKUMY 3a00N€eBaHNAMM, He NMPEeAOCTaBNANCA AOCTYN
K 6a30BOV MEAMLIMHCKOWM MOMOLWM AN NeYEeHUs XPOHUYECKMX
3aboneBaHui. B OONbWWHCTBE CTpaH BePOATHOCTb MOJyYeHNA
MOMOLLM MANOVIMYLLIMIMU YUaCTHVIKaMM Obina HUXKe, @ BEPOATHOCTb
CTONKHOBEHNA C GUHAHCOBBIMY TPYAHOCTAMU — Bbille. Tem He
MeHee HepaBHOMEPHOCTb AOCTYMa He B MOSIHOM Mepe onpeaenanach
CTeneHblo IKOHOMUYECKOrO PasBUTUA WM HaMUMA CTPAXOBKM.
Byayuine pedopMbl 30paBOOXPAHEHNA AOMKHbBI CTaBUTb Nepes
coboi Lenb yyulleHna KauecTsa 1 MoBbILeHA OOLLEAOCTYNMHOCTH
MeaVKO-CaHNTapHOM MOMOLLA.

Bull World Health Organ 2016,94:276-285C| doi: http://dx.doi.org/10.2471/BLT.15.163832 283



Research
Health care gaps for chronically ill older adults

Christine Goeppel et al.

Resumen

Evaluacion de la cobertura sanitaria universal para adultos de 50 ailos 0 mas con enfermedades cronicas en seis paises de

ingresos medios

Objetivo Evaluar la cobertura sanitaria universal para adultos de 50
anos o mas con enfermedades cronicas en China, Federacion de Rusia,
Ghana, India, México y Sudaéfrica.

Métodos Se obtuvieron datos de 16631 participantes de 50 afios o
mas diagnosticados con, al menos, una enfermedad crénica del Estudio
de la OMS sobre envejecimiento y salud de los adultos en el mundo.
Se evaluaron el acceso a atencién crénica basica vy las dificultades
econoémicas y se determind la influencia del seguro sanitario y de la
residencia rural o urbana mediante un andlisis de regresion logistica.
Resultados La proporciéon ponderada de participantes con acceso a
atencion crénica basica varié desde un 20,6% en México a un 47,6%
en Sudafrica. Las tasas de acceso estaban desigualmente distribuidas
y la poblacién pobre se encontraba en desventaja, salvo en Sudafrica,
donde la atencion sanitaria primaria es gratuita para todo el mundo.
La residencia rural no afectaba al acceso. La proporcion de gastos

catastroficos directos durante la Ultima visita ambulatoria varié desde un
14,5% en China a un 54,8% en Ghana. Las dificultades econdmicas eran
més comunes entre los pobres en la mayorfa de paises, pero afectaron
todos los grupos de ingresos. Por norma general, los seguros sanitarios
aumentaron el acceso a la asistencia, pero no ofrecieron la suficiente
proteccién frente a las dificultades econdmicas.

Conclusién Ningun pafs ofrecia acceso a atencién cronica basica a
mas de la mitad de los participantes con enfermedades crénicas. En
la mayorfa de los pafses, los pobres tenfan menos posibilidades de
recibir asistencia y mas de sufrir dificultades econémicas. No obstante,
la desigualdad en el acceso no estaba totalmente condicionada por el
nivel de desarrollo econémico o la cobertura del sequro. Las futuras
reformas sanitarias deberfan tener como objetivo mejorar la calidad del
servicioy aumentar la supervision democratica de la atencion sanitaria.
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Fig. 3. Concentration curves for access to basic chronic care, by household income and

country, in six middle-income countries, 2007-2010
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Notes: A curve lying below the equity line indicates that the poor have less access to basic chronic care
than the rich: the greater the deviation from the equity line, the greater the inequity. Chronic illness was

defined as being diagnosed with at least one chronic disease.
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Fig. 5. Catastrophic health spending in last reported year by adults aged 50 years or
older with chronicillness, by household income and country, in six middle-

income countries, 2007-2010
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Notes: Chronic illness was defined as being diagnosed with at least one chronic disease. Catastrophic
health spending in the last year was defined as the household spending more on health in the last
reported year than 30% of annual household income, after deduction of food expenditure. Household
income quintiles were based on annual household per capita income. The greater the distance between
quintiles, the greater the effect of household income on the likelihood of catastrophic health spending.

Fig. 6. Catastrophic out-of-pocket expenditure for last outpatient visit for adults aged
50 years or older with chronic illness, by household income and country, in six

middle-income countries, 2007-2010
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Notes: Chronic illness was defined as being diagnosed with at least one chronic disease. Catastrophic
out-of-pocket expenditure was defined as expenditure more than 30% of annual household per capita
income, after the deduction of food expenditure at the last outpatient visit. Household income quintiles
were based on annual household per capita income. The greater the distance between quintiles, the
greater the effect of household income on the likelihood of catastrophic out-of-pocket expenditure.
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