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Abstrakt!

Universelle und gerechte Gesundheitsversorgung fiir Erwachsene im
Alter von 50 Jahren oder alter mit chronischen Krankheiten in Landern

mit mittlerem Einkommen

Einleitung: Der demographische Wandel und die alarmierende Zunahme chronischer nicht-
Ubertragbarer Krankheiten stellen zunehmende Herausforderungen flr das Erreichen der
universellen Gesundheitsversorgung (universal health coverage) dar. Insbesondere armere
Bevolkerungsgruppen tragen ein hoheres Risiko keinen Zugang zu kostenintensiven
Gesundheitsleistungen zu haben, sowie von katastrophalen, zu Verarmung flhrenden
Gesundheitsausgaben betroffen zu sein. Ziel dieser Studie war es, die universelle
Gesundheitsversorgung fur Erwachsene im Alter ab 50 Jahren mit chronischen Krankheiten
mit Schwerpunkt auf soziokonomische Unterschiede im makrodkonomischen und sozialen
Kontext in sechs Landern mit mittlerem Einkommen, China, Ghana, Indien, Mexiko,

Russland und Sidafrika, zu betrachten.

Methodik: Die Daten von 16.631 Teilnehmer ab 50 Jahren mit chronischen Krankheiten der
Studie Uber globales Altern und Gesundheit im Erwachsenenalter (Study on global AGEing
and adult health), Welle1, der Weltgesundheitsorganisation wurden hinsichtlich Umfang und
Gerechtigkeit des Zugangs zu einer Grundversorgung flr chronische Krankheiten und des
Schutzes vor finanziellen Risiken analysiert. Dafur wurden  gewichtete
Populationsmittelwerte, adjustierte logistische Regressionsmodelle und standardisierte

Konzentrationskurven berechnet.

1Vgl. Goeppel C, Frenz P, Grabenhenrich L, Keil T, Tinnemann P. Assessment of universal health
coverage for adults aged 50 years and older with chronic iliness in six middle-income countries.
Bull World Health Organ 2016;94:276—285C. doi: http://dx.doi.org/10.2471/BLT.15.163832



Ergebnisse: Weniger als die Halfte der Erwachsenen ab 50 Jahren mit chronischen
Krankheiten hatten Zugang zu einer Grundversorgung fir chronische Krankheiten. Der
Anteil variierte und reichte von 20,6% (95% Konfidenzintervall: 15,1-27,4) in Mexiko bis zu
47,6% (43,3-51,9) in Sudafrika. GroRRere soziodkonomische Ungleichheiten waren mit
grélerer Ungerechtigkeit im Zugang zur Grundversorgung assoziiert, aulder in Stidafrika, wo
der Zugang gerecht verteilt war. Die ambulante Versorgung hatte fir 14,5% (12,7-16,4) in
China bis 54,8% (49,1-60,4) in Ghana katastrophale direkte (out-of-pocket) Zahlungen zur
Folge, wobei, bis auf China und Sidafrika, arme Bevdlkerungsgruppen allgemein starker
davon betroffen waren. Eine Krankenversicherung zu haben zeigte sich zwar in einem
positiven Einfluss auf den Zugang zur Gesundheitsversorgung, schutzte allerdings nur

ungenugend vor finanziellen Schwierigkeiten.

Schlussfolgerung: Erhebliche Licken in der Absicherung und im Zugang zu
Gesundheitsversorgung flir Erwachsene ab 50 Jahren mit chronischen Krankheiten
gefahrden die Verwirklichung der Ziele der universellen Gesundheitsversorgung in Landern
mit mittlerem Einkommen, die angesichts der weltweit steigenden Krankheitslast durch
chronische Krankheiten voraussichtlich weiterbestehen werden. Das Ausmald der
Ungerechtigkeiten im Zugang zu einer Grundversorgung ist nicht immanent vom
wirtschaftlichen Entwicklungsstand oder von der Krankenversicherung abhangig. Trotz
bestehender grofl3er sozialer und wirtschaftlicher Ungleichheiten in Landern mit mittlerem
Einkommen, kann der Ubergang zu universellen Gesundheitsversorgung von Anfang an
gerecht gestaltet werden. Um eine universelle Gesundheitsversorgung zu erreichen, ist eine
Gesundheitspolitik erforderlich, die Gerechtigkeitsfragen und besondere Bedurfnissen
vulnerabler Bevodlkerungsgruppen effektiv angeht. Zuklnftige Gesundheitsreformen sollten
auf die Verbesserung der Qualitdt und Starkung von sozialem Zusammenhalt und

Demokratie im Gesundheitswesen durch soziale Partizipation ausgerichtet sein.



Abstract’

Universal and equitable health coverage for adults aged 50 years or older

with chronic illness in middle income countries

Background: Attaining universal health coverage is becoming increasingly challenging due
to demographic changes and the alarming rise of chronic non-communicable diseases.
Particularly poorer people are at higher risk of not having access to cost-intensive health
services and incurring catastrophic impoverishing payments. The objective of this study was
to assess universal health coverage for adults aged 50 years or older with chronic disease
within the macroeconomic and social context with emphasis on socioeconomic differences
in six middle income countries: China, Ghana, India, Mexico, the Russian Federation and
South Africa.

Methods: Data from 16,631 participants aged 50 years or older with chronic disease of the
WHO “Study on global AGEing and adult health” (SAGE) Wave1 was used to assess the
extent and equity of access to basic chronic care and financial risk protection by estimating
weighted population means, and adjusting logistic regression models and concentration

curves.

Findings: Less than half of the adults aged 50 years or older with chronic disease achieved
access to basic chronic care, ranging between 20.6% (95% CI 15.1-27.4) in Mexico and
47.6% (43.3-51.9) in South Africa. Higher socioeconomic inequalities were associated with

higher access inequities, except in South Africa, where access was equally distributed.

1Vgl. Goeppel C, Frenz P, Grabenhenrich L, Keil T, Tinnemann P. Assessment of universal health
coverage for adults aged 50 years and older with chronic iliness in six middle-income countries.
Bull World Health Organ 2016;94:276—285C. doi: http://dx.doi.org/10.2471/BLT.15.163832



Outpatient visits lead to catastrophic out-of-pocket payments in 14.5% (12.7-16.4) in China
to 54.8% (49.1-60.4) in Ghana with generally higher burden among the poor, except in China
and South Africa. Insurance coverage had a positive effect on access to care, but

insufficiently protected against financial hardship.

Conclusion: Substantial coverage and access gaps for adults aged 50 years or older with
chronic disease undermine universal health coverage goals in middle-income countries, and
are likely to persist given the increasing non-communicable disease burdens. The extent of
the inequities in access were not intrinsically related to the levels of economic development
or insurance coverage. Despite high levels of existing social and economic inequalities in
middle income countries, the transition towards UHC can be realized equitable form the
outset. Achievement of universal health coverage goals requires health policies that
effectively address equity issues and the particular needs of vulnerable populations. Future
health reforms should aim for improving service quality and strengthening social cohesion

and health care democracy through social participation.
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Beitrag der Doktorandin

Konzeption der Studie: Die Promovendin entwickelte federfihrend die Fragestellung in
enger Zusammenarbeit mit den Koautoren. Sie erstellte selbststandig ein Konzept zur
Evaluierung der universellen Gesundheitsversorgung basierend auf Mikrodaten. Nach
ausgiebiger Recherche nach geeigneten Sekundardaten zur Beantwortung der
Fragestellung beantragte sie mit Zustimmung der Koautoren den Zugang zu den
Datensatzen der ,Study on global AGEing and adult health® Welle 1 bei der
Weltgesundheitsorganisation. Die ubermittelten Daten wurden von der Promovendin

selbststandig auf Plausibilitat gepraft.

Literaturrecherche: Die Promovendin flhrte eigenstandig die Literaturrecherche zur
Identifizierung relevanter englisch- und spanischsprachiger Publikationen in verschiedenen
wissenschaftlichen Datenbanken sowie auf den Webseiten multinationaler Organisationen

durch.

Methodik: Die Promovendin erarbeitete eigenstandig die Methodik der gewichteten Analyse
von Surveydaten und der quantitativen Gerechtigkeitsanalyse. Sie operationalisierte
selbststandig das Konzept zur Evaluierung von universeller Gesundheitsversorgung und

leitete quantitative Indikatoren ab.

Datenanalyse: Die Promovendin flhrte eigenstandig die separat vorliegenden Personen-
und Haushaltsdatensatze der jeweiligen Lander zusammen und Uberprtifte die kombinierten

Datensatze auf Plausibilitat. Die statistische Analyse wurde mit dem Statistikprogramm



Stata Version 13.1 (StataCorp. LP, College Station, United States of America) durchgefiihrt.
Die Promovendin erarbeitete hierfir die Syntaxsprache der Software und realisierte die
Aufbereitung sowie gewichtete deskriptive und multivariate Analyse der Daten selbststandig.
Darlber hinaus flihrte sie eigenstandig eine Sensitivitdtsanalyse als Grundlage flr die

Bewertung der Aussagekraft der Ergebnisse durch.

Ergebnisdarstellung: Die Promovendin stellte die Ergebnisse eigenhandig tabellarisch und
graphisch dar, wofur sie Software Programme (Stata Version 13.1, Adobe lllustrator)
anwendete. Die Ergebnisse wurden daruber hinaus graphisch kontextualisiert, indem die
Promovendin sie gemeinsam mit sozialen und makrookonomischen Makroindikatoren der
Weltbank prasentierte. Sie diskutierte die Ergebnisse und deren Darstellung ausfuhrlich mit
allen Koautoren und tberarbeitete anschlieRend das Manuskript inhaltlich und die Graphiken

in mehreren Schritten.

Diskussion und Schlussfolgerung: Die Promovendin erfasste bereits in den ersten
Manuskriptentwirfen die Ergebnisse in ihrer Gesamtheit und beurteilte sie kritisch. Hierflr
betrachtete sie selbstkritisch mogliche Limitationen der vorhandenen Datenquelle und des
eigenen Vorgehens und berlcksichtigte die Ergebnisse der Sensitivitatsanalyse. Die
Promovendin ordnete die Ergebnisse im wissenschaftlichen und politischen Kontext ein,
interpretierte sie sorgfaltig und diskutierte ihre Ergebnisse, potenzielle Limitationen und
Schlussfolgerungen mit allen Koautoren, um diese basierend auf den Anregungen und

Kommentaren zu Uberarbeiten.

Erstellen und Einreichen des Manuskripts: Die Promovendin unterbreitete einen
Vorschlag zur Auswahl des wissenschaftlichen Journals, der bei den Koautoren Zustimmung
fand. Sie verfasste eigenstandig einen ersten vollstandigen Entwurf des Manuskripts unter
Berucksichtigung der Vorgaben des wissenschaftlichen Journals und erfragte zu den
einzelnen Abschnitten Verbesserungsvorschlage von den Koautoren, die sie nach
grandlicher Priafung und Zustimmung einarbeitete. Die Promovendin reichte das finale
Manuskript bei dem wissenschaftlichen Peer-reviewed Journal ein und Ubernahm als

,corresponding author” die Verantwortung fir die Kommunikation mit der Redaktion.
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Das begleitende Anschreiben entwarf sie auch eigenstandig und finalisierte es in

Zusammenarbeit mit den Koautoren.

Uberarbeitung des Manuskripts im Rahmen des Peer-Review-Prozesses: Die
Promovendin erstellte federflhrend ein ausfiuhrliches Antwortschreiben (point-by-point
response) an die Redaktion und Reviewer, nahm Stellung zu Kritik und
Verbesserungsvorschlagen und uberarbeitete das Manuskript nach Rucksprache mit den
Koautoren entsprechend. Alle Koautoren stimmten der Uberarbeiteten final eingereichten

Version zu.

Unterschrift, Datum und Stempel des betreuenden Hochschullehrers

Unterschrift der Doktorandin
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I Research

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, Pycckmin and Espaiiol 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.”

2 Global Health Science Unit, Institute of Social Medicine, Epidemiology and Health Economics, Charité Universitatsmedizin Berlin, Luisenstral3e 57, Berlin, 10117,

Germany.
© Escuela de Salud Publica, Universidad de Chile, Santiago de Chile, Chile.
Correspondence to Christine Goeppel (email: tine.goeppel@gmx.de).

(Submitted: 10 September 2015 — Revised version received: 21 January 2016 — Accepted: 21 January 2016 — Published online: 3 March 2016)
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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

Research
Health care gaps for chronically il older adults

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 coefficient 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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Cl: confidence interval.

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 (48.5t0524) 32.0(29.8t0344) 41.8(39.2t044.4) 55.0(49.5t060.3) 72.7 (69.1t0 76.0) 50.5 (47.3t053.7)
in the SAGE population,® %

(95% CI)

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) 624 (0.4)
Female sex, % (95% Cl) 54.5(53.2t055.7) 54.6(509t0582) 47.5(44.610504) 62.0(543t069.1) 61.9(57.7t066.0) 62.8(59.2t0 66.3)
Comorbidity, % (95% Cl) 384 (36.61040.3) 294 (2641032.6) 37.5(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 (4841056.3) 33.5(26.8t041.0) 81.6(745t087.1) 713 (58.61081.3) 68.7 (63.7 to 73.3)
Health insurance, % (95% Cl)

None 109(92t012.8) 525(487t0564) 94.9(92.7t096.4) 27.4(17.1t040.8) 02(0.1t00.6) 79.8 (76410 82.8)
Mandatory 76.5(73.1t079.5) 23(141t03.8) 23(14t03.6) 53.8(43.1t064.1) 983 (96.41t099.2) 7.0(52t094)
Voluntary 59(48t073) 432(393t047.1) 27(15t047) 186(130t0259)  07(02t023) 9.9(741t013.0)
Both mandatory and voluntary 6.8 (4.6109.8) 20(12t03.2) 0.2 (0.1t00.5) 03(01t01.2) 07(02t028) 33(21t05.1)
Educational level, % (95% ClI)

Less than primary school 382(352t041.3) 554(513t0594) 43.8(39.6t048.1) 53.0(44.8t061.1) 18(1.1t029) 449 (40.3t049.5)
Primary school 210(184t0239) 100(80t0124) 179(148t0214) 235(17610308) 64 (4.11t099) 24.6(21.210285)
Secondary school 213(19.5t023.2) 6.5(50t086) 166(13.8t019.8) 15.2(861t0255) 99(151to 25.8) 164(13.31020.1)
More than secondary school 19.5(16.5t022.8) 28.1(250t031.5) 21.7(176t0264) 82(48t013.6) 71.8(64.7t078.0) 14.1 (10.9t0 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 to 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:
43.3to 51.9) 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

t0 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.

Fig. 4. Concentration index for access to basic chronic care for adults aged 50 years or
older with chronicillness, 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 chronicillness in six
middle-income countries, 2007-2010

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

health coverage

China Ghana India Mexico Russian South Africa
Federation®
Access to basic chronic  1.54 (1.02t02.33) 1.69(1.25t02.28) 3.03(1.88t04.87) 2.73(1.40t05.33) N/A 1.01 (0.67 to 1.52)
care®
Catastrophic health 1.50(1.13101.99) 1.22(0.86t01.73) 1.96(1.00t03.85)  0.49(0.22 to 1.07) N/A 3.39(2.01t0 5.70)
spending in last year
Catastrophic out-of- 0.94(0.54t0 1.63) 0.38(0.23t00.62) 1.90(1.14t03.17)  0.35(0.14t0 0.84) N/A 142 (03810 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

9 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; (ii) 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.

able at: http://www.who.int/bulletin/
volumes/94/4/15-163832). Generally,
countries with larger socioeconomic
inequalities had greater inequities in
access to basic chronic care. The excep-
tion was South Africa, where access to
basic chronic care was equally distrib-
uted across household income quintiles
despite the country having one of the
highest levels of social inequality in
the world (Fig. 4). In fact, South Africa
performed best in terms of achieving
universal health coverage: 45.5% (95%
CI: 41.1 to 50.0) of all participants had
access to basic chronic care without
incurring catastrophic out-of-pocket
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
capita was comparable to South Africa’s,
both public health expenditure and the
proportion of participants with access
to basic chronic care without financial
hardship were lower. Mexico had the
second highest public health expendi-
ture but performed poorly in terms of
providing universal health coverage:

280

Fig. 7. Access to basic chronic care without catastrophic expenditure for adults aged 50
years or older with chronicillness, by national income and health expenditure, 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. Figures for gross national income per capita were
adjusted for purchasing power parity.
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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

(n=6558)

Ghana India Mexico
(n=1341)

(n=1327) (n=2623)

Russian Federation  South Africa
(n=2916) (n=1866)

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

0dds of access for rural versus
urban residents, OR (95% CI)°

30.3 (26.0t0 35.1) 30.0(24.8t035.7) 304 (27.2t033.8) 31.5(18.0t049.0) 46.6(37.0t056.3) 52.1 (45410 58.8)
30.7(27310343) 43.2(3861047.9) 380(28.7t0484) 18.1(12710252) 42.2(3681047.9) 45.5(41.31049.8)

1.12(0.851t0 1.48) 0.61(0.45t00.84) 0.93 (0.60to 1.45) 1.64(0.83t03.28) 1.19(0.78t0 1.81) 1.22(0.86 t0 1.75)

Cl: confidence interval; OR: odds ratio.

2 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
Pena 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

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

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. W
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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, agés de 50 ans ou plus, chez qui au moins une
maladie chronique a été diagnostiquée. Laccés a des soins chroniques
de base et les difficultés financiéres 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, ot les soins de
santé primaires sont gratuits pour tous. Le fait d’habiter en milieu rural
n'a pas dincidence sur cet acces. La proportion des participants ayant

di1 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 financieres.

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, 'inégalité en termes d'acces aux
soins nest pas entierement déterminée par le niveau de développement
économique ou par la couverture d'assurance. Les réformes a venir des
systemes de santé devraient viser a améliorer la qualité des services et a
favoriser une supervision plus démocratique des soins de santé.

Pe3tome

OueHKa obecneueHus BceobLLero oxaaTa ycnyramu 3apaBooxXpaHeH s B3pOC/Ioro HaceneHus B Bo3pacTe oT
50 neT, cTpapaaloLLero XpoHMUYeckumMm 3aboneBaHNAMY, B LIECTU CTPaHaX CO CPeAHNM YPOBHEM [JOXO[0B

LUenb OueHuntb obecneyenne sceobuiero oxeata ycayramu
3APaBOOXPaHeHA B3POC/IOrO HaceneHva B Bospacte oT 50 ner,
CTPafaKoLIero XpoHMYeCcKMM 3abonesaHviamim, 8 laHe, ViHaw, Kintae,
Mekcuke, Poccuinckor Gepepatmn u KOxHo Adprke.

MeTopbl Ha ocHoBe mnccnepoBaHWA BcemmpHoit opraHmsaumen
3PaBOOXPAHEHIA MO NMPOGIEMaM IMO6ANBHOMO CTAPEHNSA V1 300P0BbA
B3POC/IbIX NIOAEN ObINM NOMyYeHbl AaHHbe MO 16 631 y4acTHUKY
1CcnefaoBaHna B Bo3pacte ot 50 feT, y KOTOpbIX ANAarHOCTMPOBAHO
o MeHbLUel Mepe OAHO XPOHUYeckoe 3abonesatwe. B pesynsrate
NPOBEAEHNA aHanK3a C UCNOMNb30BaHNEM MOLENN NOTUCTUYECKO
perpeccun Obin oLeHeHbl JOCTYNMHOCTb 6330BOM MEANLIMHCKOM
MOMOLLM ANA NIEYEHNA XPOHMYECKMX 3a60neBaHNii 1 GUHAHCOBbIE
TPYAHOCTW, @ TakxKe ONPeAeNieHO BIAHNE HaMNYMA MeaVLIMHCKON
CTPaxoBKV 1 NPOXKMBAHWA B CENBCKIX UM FOPOACKNX YCIIOBUAX.
Pe3synbraThl B3BelweHHana AONA YUACTHWKOB, UMEIOWMX [OCTYN
K 6a30BOI MeAVLMHCKON NOMOLM ANA NE€YEHNA XPOHNYECKIX
3aboneaHwit, Bapbuposanacs ot 20,6% B Mekcuke fo 47,6% 8
OxHOM Adpuke. [JOCTYNHOCTb NOMOLLM Oblla HEPaBHOMEPHO
pacnpefeneHa; camas Hv3kas cTeneHb AOCTYNHOCTU Obina
3ad1KCMpOoBaHa ANA MaNOUMYLLErO HaceneHus, 3a UCKMoUeHViem
HaceneHuna tOxHo AbpriKK, rae NeperyHan MeanLUmMHCKas NOMOLLb

6ecnnatHa Ana Bcex. NpoxmneaHne B CeNbCKOM MECTHOCTU He
CKa3anocb Ha AOCTynHOCTW. [lona niofen, NpeBbicUBLUMX Npeaen
PaCXOA0B M3 COOCTBEHHBIX CPEACTB NPW NnocneaHem obpatleHum
B MONMKAVHWKY, BapbrpoBanack ot 14,5% B Kutae fo 54,8% B aHe.
DuHaHcoBblE TPYAHOCTY B GOMbLUEM YMCNe CllydaeB UCMbIThIBAIO
MasnovMylLee HaceneHve B 6OMbLIMHCTBE CTPaH, HO OHM 3aTPOHYIN
BCE rpynmbl N0 YPOBHIO AOXOA0B. Hannumne MeamumMHCKOM CTPaxoBKM
B LiefIOM CMoCOOCTBOBANO MOBBILEHNIO JOCTYMHOCTU MEANKO-
CaHMTapHOWM NOMOLM, OAHAKO CTPaxOBKa He npepocTaBnAna
[OCTaTOYHOW 3aLLWThl OT GUHAHCOBBIX TPYAHOCTEN.

BbiBopg HV1 B 0fHOM CTpaHe 60bLLEeN YaCTV Y4ACTHVKOB, CTPaAAIOLIVX
XPOHMYECKMMUN 3ab0neBaHnAMK, He NPeAoCTaBNANCA AOCTyn
K 6a30BOM MeANLMHCKOW MOMOLUM ANA NeYeHUA XPOHUYECKIX
3aboneBaHui. B 60MbWMHCTBE CTPaH BEPOATHOCTb MOSyYeHus
MOMOLLM MAOVMYLLMMM YYACTHUKaMM Obina HUXKe, @ BEPOATHOCTb
CTONKHOBEHNA C GVHAHCOBBIMM TPYAHOCTAMU — BbILIE. TeM He
MeHee HepaBHOMEPHOCTb AOCTYMa He B MONHOWM Mepe Onpeaenanacs
CTeNeHbI0 SKOHOMUYECKOrO Pa3BUTUA AN HaNUUMA CTPaXOBKU.
byaylwmne pedopmbl 34paBoOXpPaHeHNA [OMKHLI CTaBUTb Nepef
coboM Lenb ynyylleHya KauecTsa v NoBbllUeHNA OOLEeAOCTYNHOCTH
MeAMKO-CaHUTAPHOM MOMOLLM.
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Resumen

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

ingresos medios

Objetivo Evaluar la cobertura sanitaria universal para adultos de 50
afos o0 més con enfermedades crénicas en China, Federacién de Rusia,
Ghana, India, México y Sudafrica.

Métodos Se obtuvieron datos de 16 631 participantes de 50 afios o
més 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 y las dificultades
econdmicas y se determind la influencia del seguro sanitario y de la
residencia rural o urbana mediante un andlisis de regresion logistica.
Resultados La proporcion ponderada de participantes con acceso a
atencion cronica bésica varié desde un 20,6% en México a un 47,6%
en Sudafrica. Las tasas de acceso estaban desigualmente distribuidas
y la poblacion pobre se encontraba en desventaja, salvo en Sudfrica,
donde la atencién sanitaria primaria es gratuita para todo el mundo.
La residencia rural no afectaba al acceso. La proporcion de gastos

catastroficos directos durante la dltima visita ambulatoria varié desde un
14,5% en China a un 54,8% en Ghana. Las dificultades econémicas eran
mas 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
proteccion frente a las dificultades econémicas.

Conclusién Ningln pafs ofrecia acceso a atencién crénica bdsica a
més de la mitad de los participantes con enfermedades crénicas. En
la mayorfa de los paises, los pobres tenfan menos posibilidades de
recibir asistencia y mds de sufrir dificultades econdmicas. No obstante,
la desigualdad en el acceso no estaba totalmente condicionada por el
nivel de desarrollo econémico o la cobertura del seguro. Las futuras
reformas sanitarias deberian tener como objetivo mejorar la calidad del
servicioy aumentar la supervisién democrética de la atencién 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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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-
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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.
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Fig. 6. Catastrophic out-of-pocket expenditure for last outpatient visit for 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

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.

285B

1
100

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

24



Research

Health care gaps for chronically il older adults

Christine Goeppel et al.

SJUeg PHIOA :921N0S ele(]
“Ajenbaul 109p13d saijdwl | JO JURIDLJI0D e Sealaym ‘Alifenba

1ayad S1uas3Idal  JO JUAIDLI302 B uoNGUISIP [enba A1daiad e WOl SILIASP AUIOUOIS UB UILHM SPIOYISNOY SO sfenpiaipul Buowe inipuadxa uoindinsuod JO SWodUl Jo UORNGUISIP AU YIILM 0} JUSIXS 34} SAINSeILU JUSDLYI0D 1UID Y] 4

“Aed ssmod Buiseypind Joy paisn(pe aiam sainbly
*SIE[|Op S21RIS PAUUN $SN

(L107) 8'€S (6000) 0'L€ (¢1027) 6'8€ (0102) 88T (9007) g€ (0102) 0°0€ (pavewunss seak) uoie|ndod Jo 9601 353421 Aq pjaY eys Swodu|
(11027) 590 (6007) 0¥'0 (¢102) 870 (¢102) ¥€0 (9000) €70 (11020) ££0 (pa1eWwIss Jeak) (UsLI0 1UID
lepos
(%)
(A (929 N%4% 9/S 18T e ‘710z Ul 2Inyipuadxa y3jeay [e301 jo Uondely e se syuawAed 19300d-jo-1n0
661S 1968 €618 8'89 oLl 8'Lee ($SN) ‘210z ur exded Jad ainypuadxa yieay dlgnd

0
44 8¢ 43 el 0€ o€ ‘710z U1 32npoid d13saWop $solb Jo uondely e se unIpuadxs yijeay u__ﬁmmu
ove el 06l €C 0oLL9lL 0S€S 006€ 058 Ll .SIe||Op [PUOIRUISI ‘€ [ 07 Ul eHdeD Jad SWOodU! [PUOIIRU SSOID)
J1WOU0330.
ey ynos uoijeIdpa4 ueissny [BIYEIN] elpuj eueyp euly) 10jedipui [euoneN

0L0Z—£00T ‘S9113UN0> 3WI0IUI-3[PPILU XIS UJ S10JEDIPUI [0S PUR JUIOU0II0DRUI [RUOLEN G 3[R

‘paIyBIam ale sa6eIUBIIJ "35RISIP JIUOIYD BUO ISe3)| 18 LM pasoubelp Buiaq se pauyap sem ssau|

. peq Alan, 10, peq, se papiroid a1am AU a1aym pue papIACId 319m SDIAISS JeYM INOGE SUOISIDIP Ul JUSLUIA|OAUI 1Y) PAIR] S JO 3y I BUIYRLU-UOISIDAP 31ed-U3{eay Ul JUSWSAJOAUI JUIdLNSUl BuiAey se papiebal sem [enpiaipul Uy

“Aamins yajpay jynpp pup bujabo [pqojb uo Apnis 3U 210} SLIUOW | 3Y) U} 2183 JU11edIN0 PaAIadal OYM [ENPIAIPUI UB Se PaULDp Sem aJed 1uaitedino Jo Jasn y

“9]UIND 3WIODUI PIOY3SNOY 104 P3]|04UOD Jey} [SPOUI UOIssaIBa) J1sIBO| & BuIsN Pa1e|nd[ed aaMm [ %56 Pue SO q
“UNJ I3M SIIAIDS IBD-UI[e3Y ABM B} UIIM ,pRLSINeSSIP A1aA, 10, payshiessip, Buiag paniodal ays 10 3y JI S3DIAISS 21ed-U3eay Yim paysiessip Buiaq se papiebal sem [enpiaipul uy .

‘01181 SPPO :HO) {[PAIIUI DUSPYUOD ;)

(1D %S6) 40 »2/e2 3uatiedino

(96'L010L'L) €5°L (¢cLz01/80) 641 (L2103 £€0) L0'L (crLov/20vTL (11'T01€80) ¥l (€ST01pCL)88'L 4O 519N SNSISA S19SNUOU 10} JUSWSAJOAUT JUSPLYNSUL JO XS]
(L'€z01991) L6l (LTeoreol) sl (I'scorepl) L6l (E9L 0 FLL) LEL (6'110108) 86 (90107%) 0'G (1D 9656) % ‘WsWaA|oAUI JUIBLYNSUI Buroda) uoriodold
,BUD{EW-UOISID3P 3183-Y3|B3Y Ul JUSWISA|OAUI JUIIDLYNSU]
(ID %56) 4O
(781 01 16'0) 6€'L (€77 01€6'0)89'L (06701 1170) S9'L (771 0199°0) SO'L (P£T01170) L9'L (86'L0VGLL) 9L »q'@4eD 1UINedINO JO SIASN SNSISA SIASNUOU JOJ UONIRJSHESSIP JO SIy
(977 01961) 681 (€7z016TL) 89l (£°9701091) 80T (8/1010CL) L1 (£9010°€) S (520179 €9 (1D 9%56) % ‘Paysnessip uoniodold
(SIIAIDS DILI-Y}{RIY UM UOIIIR)SiIessiq

(998L=u) (9L67=1) (€z9z=U) (LzgL=u) (8559=u)

eIy YInos uo13eIIP34 UeISSNY elpu| eueyy euly) UOI)IRJSIESSIP JO AINSLIY

0L0Z—£00Z ‘S3143UN0> SUWIODUI-PPIW XIS UI SSAU[I J1U0ALD YIIM 13p|0 10 s1edk 05 pabe synpe Huowe waysks yajeay ays yym uondejsnessiq + |qel

285C

Bull World Health Organ 201 6;94:276—285C| doi: http://dx.doi.org/10.2471/BLT.15.163832

25



Lebenslauf

Mein Lebenslauf wird aus datenschutzrechtlichen Griinden in der
elektronischen Version meiner Arbeit nicht veroffentlicht.

26



Mein Lebenslauf wird aus datenschutzrechtlichen Griinden in der
elektronischen Version meiner Arbeit nicht veroffentlicht.

27



Mein Lebenslauf wird aus datenschutzrechtlichen Griinden in der
elektronischen Version meiner Arbeit nicht veroffentlicht.

28



Veroffentlichungen

Publikation, peer-reviewed article

Goeppel C, Frenz P, Grabenhenrich L, Keil T, Tinnemann P. Assessment of universal
health coverage for adults aged 50 years or older with chronic iliness in six middle-income
countries. Bull World Health Organ 2016;94:276-285C.

doi: 10.2471/BLT.15.163832 (Impact Factor: 5,296)

Publikation, conference abstract

Goeppel C, Frenz P, Tinnemann P, Grabenhenrich L. Universal health coverage for
elderly people with non-communicable diseases in low-income and middle-income
countries: a cross-sectional analysis. The Lancet 2014;384:S6. doi:10.1016/S0140-
6736(14)61869-9 (Impact Factor: 44,002)

Wissenschaftliche Vortrage

Chronische, nicht-libertragbare Krankheiten zwischen internationalem Konsens und
Realpolitik - Ein kritischer Blick auf die globale Gesundheitsagenda Deutschlands,

Kongress Armut und Gesundheit 2016, Technische Universitat Berlin, Marz 2016

The scope of Universal Health Coverage’s dimensions and underlying principles from the
perspective of the impoverished chronically ill: a critical analysis in middle-income
countries (Originaltitel: Alcances en tres factores clave de la Cobertura Sanitaria
Universal: Una lectura critica desde el enfermo bajo condicion de pobreza), Convencion
Internacional de Salud: “CUBA-SALUD 2015”, Palacio de las Convenciones de
Cuba, Havanna, Kuba, April 2015

29



Universal health coverage of elderly population with chronic conditions in low-income and
middle-income countries: Cross-sectional investigations from the WHQO Study on global
AGEing and adult health, Workshop der AG Epidemiologie der Herz-Kreislauf. und
Stoffwechselerkrankungen und der AG Sozialepidemiologie der DGEpi, DGSMP,
gmds und DGMS, Robert-Koch-Institut Berlin, November 2014

Universal health coverage for elderly people with non-communicable diseases in low-

income and middle-income countries, World Health Summit 2014, New Voices in

Global Health, Auswartiges Amt Berlin, Oktober 2014

30



Danksagung

Allen voran mdchte ich Prof. Dr. med. Thomas Keil, Dr. med. Peter Tinnemann und
Priv.-Doz. Dr. med. Linus Grabenhenrich flr die kollegiale Betreuung meiner Arbeit danken.
Nur in der Gewissheit, dass sie mir mit ihrer Expertise stets unterstiitzend zur Seite stehen,
konnte die wissenschaftliche Freiheit zu neuen Ideen und Erkenntnissen fihren und diese

Arbeit entstehen.

Ich danke Dr. Patricia Frenz fur die konstruktive Zusammenarbeit, vor allem dafiir, dass ich
mit ihr die Begeisterung am Thema teilen konnte, wodurch sich ein spannender

wissenschaftlicher Austausch entwickelte.

Ein ganz besonderer Dank gilt meinen Eltern, die ihren Kindern im Alltag den Sinn fir
Gerechtigkeit und die Pflichten im Interesse der Gesellschaft vermittelt haben, und die uns

darin bestarkten, die Herausforderung, danach zu leben, anzunehmen.

In tiefer Dankbarkeit mochte ich mich auch an meine weisen Lehrer erinnern, die nicht die
Méoglichkeit hatten, zur Schule zu gehen. An jene, die ich zwischen den Maisfeldern und
Bergen im indigenen Stidosten Mexikos kennengelernt habe. An jene, die mit Trommeln und
Pfeifen beten und ihren gemeinschaftlichen Pflichten stets mit Freude nachgehen. Meine
Grol3eltern und Eltern mit anderer Hautfarbe, die meinen Eigenen doch so ahnlich sind und
so wahrhaftig, dass sie - entgegen dem Groll und Egoismus unserer zivilisierten Geschichte
darauf bestehen, ihr Haus und ihre Friichte mit einer Welt zu teilen, die sie missachtet. Im
Licht ihrer Erinnerung konnte ich diese Arbeit begreifen, ihre historische und soziale
Tragweite, das Konzept des Kontexts und das Gewicht einer kritischen Analyse. Aber in
erster Linie haben sie mich gelehrt, nicht aufzugeben, sondern weiter zu gehen, auch dann,
wenn sich ein Unwetter zusammenbraut, die Nacht hereinbricht oder ich die Einzige sein
sollte, die Ubrigbleibt. Sie haben mich an ihrem lebendigen kulturellen Erbe teilhaben lassen,

das darin bestarkt, nie die Anderen zu vergessen - was unserer Arbeit Sinn gibt.

31



