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Financial protection analysis in eight countries in the WHO South-East

Asia Region
Hui Wang,? Lluis Vinyals Torres® & Phyllida Travis®

Objective To document the financial protection status of eight countries of the South-East Asian region and to investigate the main
components of out-of-pocket expenditure on health care.

Methods We calculated two financial protection indicators using data from living standards surveys or household income and expenditure
surveys in Bangladesh, Bhutan, India, Maldives, Nepal, Sri Lanka, Thailand and Timor-Leste. First, we calculated the incidence of catastrophic
health expenditure, defined as the proportion of the population spending more than 10% or 25% of their total household expenditure on
health. Second, using World Bank poverty lines, we determined the impoverishing effect of health-care spending by households. We also
conducted an analysis of the main components of out-of-pocket expenditure.

Results Across countries in this study, 242.7 million people experienced catastrophic health expenditure at the 10% threshold, and 56.4
million at the 25% threshold. We calculated that 58.2 million people were pushed below the extreme poverty line of 1.90 United States
dollars (US$) and 64.2 million people below US$ 3.10 (per capita per day values in 2011 purchasing power parity), due to out-of-pocket
spending on health. Spending on medicines was the main component of out-of-pocket spending in most of the countries.

Conclusion A substantial number of people in South-East Asia experienced financial hardship due to out-of-pocket spending on health.
Several countries have introduced policies to make medicines more available, but the finding that out-of-pocket expenditure on medicines
remains high indicates that further action is needed to support progress towards universal health coverage.

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

Introduction

The aim of universal health coverage (UHC), as set out in
Transforming our world: the 2030 agenda for sustainable
development,' is to ensure that all people and communities
receive the health care they need, without experiencing fi-
nancial hardship. The World Health Organization (WHO)
South-East Asia Region consists of 11 Member States and
almost 2 billion people living in low- and lower-middle income
countries. Population health has progressively improved in
recent decades, although the Region still lags behind many
others, except Africa Region and fragile states elsewhere, and
inequities remain.” Government spending on health ranges
from 0.4% to 2.5% of gross domestic product in all countries
of the Region except Maldives and Thailand, lower than what
has been suggested as necessary for better performance.’ As
a result, the health financing model relies heavily on out-of-
pocket expenditure by households, comprising an estimated
47% of current health expenditure on average in the Region,
with a huge variation across countries from 10% to 74%."
Such a high level of out-of-pocket expenditure implies a
heavy financial burden on households.® Moreover, the poor
may be disproportionately affected due to fewer resources at
their disposal; international evidence suggests that the costs
of treatment could be prohibitively high for them to access
needed health care.”

There are two widely used approaches to conceptualize
financial hardship: (i) catastrophic spending and (ii) impov-
erishment. Catastrophic spending on health care occurs when
out-of-pocket expenditure exceeds certain pre-defined thresh-
olds, affecting households’ ability to spend on other necessities
of life. Impoverishment refers to situations in which household
spending on health pushes people into poverty. The two con-

cepts capture different aspects of the economic consequence
of out-of-pocket expenditure on households. For instance, for
those whose per capita spending is just above the poverty line
(threshold), a small amount of out-of-pocket expenditure on
health care, although not catastrophic by definition, could lead
to impoverishment. By contrast, well-oft households may have
catastrophic out-of-pocket expenditure, but still stay above the
poverty line. Analysing both indicators is therefore important
to present a fuller picture.

Efforts to develop the concept of catastrophic expenditure
on health care date back to 1986. High out-of-pocket expendi-
ture for illness, defined as a fixed amount of family income, was
considered an opportunity cost both for households sacrificing
consumption of other items and for societies through loss of
labour productivity.* Similarly, arbitrarily and exogenously
defined fixed thresholds were used to define catastrophic
expenditure, but instead of income, total household budget
was used as the denominator.” A second approach is to use
capacity to pay as the denominator, which deducts the spend-
ing on necessities defined in a variety of ways (e.g. actual food
expenditure,’ subsistence level food expenditure,'’ maximum
saturated level of expenditure on necessities,'" spending on
food, rent and utilities'? and a multiple of international poverty
thresholds"). The evolution in methods highlights the need to
better differentiate the budget capacity of poor and rich house-
holds to measure the real financial impact of out-of-pocket
expenditure. Previous research also underscores the difficulty
in coming up with a perfect indicator that can be applicable
to a wide variety of countries and surveys.

We aimed to document the financial protection status of
eight countries of the WHO South-East Asian Region with
the latest available data. Two indicators were calculated, the
incidence of catastrophic health expenditure (indicator 3.8.2
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of the sustainable development goals)
and the impoverishing effect of house-
holds’ health-care spending, as defined
in the joint World Health Organization
and World Bank Global Monitoring
reports.'*’> We also aimed to investigate
the main components of out-of-pocket
spending both at national level and by
quintiles of total household expenditure.

Methods
Indicators

Out-of-pocket expenditure on health
care is defined as payments made at the
point of service, after deduction of any
reimbursement. When out-of-pocket
expenditure exceeds a threshold of total
household budget, the household is
defined as having catastrophic health
spending. Suppose m, is health expen-
diture per household i, n, is total expen-
diture, #, is the threshold, with ¢, =10%,
t,=25%, the catastrophic expenditure
under threshold j CHE, is 1 if m/n, >,
and 0 otherwise. If we define population
weight Wlp % as household weight ad-
justed by household size,
WP? =W x hsize, ,then theaverage
incidence is defined by Equation 1 as:

N pop
CHE . = DI *CHE,-]-].:LZ
J

N pop

=11

(1)

We used the change in poverty
headcount ratio to calculate how many
people were impoverished due to out-
of-pocket expenditure. The change in
poverty gap captures both the number
of the households impoverished and the
severity of the impoverishment. Equa-
tion 2 below defines the gross and net
poverty headcount ratio and Equation
3 defines gross and net poverty gap, fol-
lowing previous methods.'® Suppose x,
is total expenditure per capita in house-
hold i, PL is the pre-defined poverty line
and ¢, is health expenditure per capita.
Then household i will be defined as
gross-poor, or pf** =1, if x, < PL, or
0 otherwise; and it will be defined as
net-poor, or, p' =1,ifx~c, < PL,or 0
otherwise. Then H**%, or gross poverty
headcount ratio, and H", net headcount
ratio, are defined in Equation 2:

N
pop . gross
W, p;
F(gmss — Zi:l ! ! and

N
>
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H = Zi:lwi pi (2)
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The share of the population being
pushed under the poverty line due to
out-of-pocket expenditure, therefore,
can be captured as H*? = H"'—H¢™s,

Similarly, g% defined as
P& x(PL—x,) ,captures the distance of
household i in its per capita expenditure
away from the poverty line, conditional
on being under the poverty line, and
g/, defined as p x(PL—(x,—c,)), is
similar to g #“" except that per capita
expenditure excludes health-care pay-
ments. Then G#%, or gross poverty gap,
and G, net poverty gap, are defined in
Equation 3:

N
pop __gross
E w; ;
Ggr[)ss — i=1 ! g’ and

N
i
i=1 !

N pop __net
G = Zi:lwf &i (3)

N
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And the difference between the two,
G = G"'-G**, measures the change
in poverty gaps due to out-of-pocket
payment on health, expressed as the
percentage of poverty lines in this paper.

To determine the main drivers of
out-of-pocket expenditure, we decom-
posed it by categories of spending and
analysed their relative size. Suppose
{kpkza' . -k_,-}i is expenditure by
household i on component of k, k,, ...
k, and let k, be out-of-pocket expendi-
ture on medicines as that is universally
available of all surveys, while, k,, ... k,
might represent different items across
countries. Then the average share of
out-of-pocket spending on each compo-
nent can be defined in Equation 4:

o)
i=1 i

m;

i

K. = (4)

J N
i
i=1 !
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When j=1, the above equation
measures the average share of out-of-
pocket spending on medicines.

Data sources

We included eight countries of the WHO
South-East Asia Region in the study:
Bangladesh, Bhutan, India, Maldives,
Nepal, Sri Lanka, Thailand and Timor-
Leste. We did not include Indonesia as
their survey instrument was recognized
as being unable to separate actual out-
of-pocket spending from insurance re-
imbursement. We also excluded Demo-
cratic Republic of Korea and Myanmar,
because to our knowledge there were
no national surveys at the time that met
the criteria for our analysis. We used
data from the most recently available
household surveys in each country,
which were either living standards and
measurement surveys or household in-
come and expenditure surveys (Table 1).
These are the most appropriate types of
survey for such analysis, because they
are nationally representative and have
a detailed documentation of household
consumption, including that of health
care. Some of these surveys have also
been used to estimate national poverty
ratios and many have been used for Na-
tional Health Accounts for the estimate
of out-of-pocket expenditure.’® The full
lists of variables in each data set used for
the analysis are listed in Table 2 (avail-
able at: http://www.who.int/bulletin/
volumes/96/9/18-209858).

Data analysis

We used recall periods of 30 days for
outpatient care to reduce bias of recall
and 12 months for inpatient care to
reduce bias due to infrequent occur-
rence. To generate total household
expenditure on health, we separated
out items which, although asked about
under health modules, do not belong to
health services. These include rimdo or
puja (or religious treatment, in Bhutan)
and transport costs. In rare cases when
health-care expenditure was asked both
in the health and non-food modules of
the survey, only the former was counted
in out-of-pocket expenditure.

We used the two international rec-
ommended thresholds to define large
out-of-pocket health expenditure: above
10% and above 25% of total household
expenditure or income.'*"” The defini-
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Table 1. Type and year of survey in countries included in the financial protection
analysis in the South-East Asia Region

Country Survey Total Survey type Sample No. of
year population size,no.of  households
in the survey households responding (%)
year®

Bangladesh 2010 152149102 Household income 12239 12239 (100)
and expenditure
survey

Bhutan 2012 752967  Living standards 8968 8699 (97)
survey

India 2011 1247236029 Household 101 662 101662 (100)
consumer
expenditure
survey

Maldives 2009 354501 Household income 1917 1783 (93)
and expenditure
survey

Nepal 2014 28323241 Annual household 4320 4147 (96)
survey

Sri Lanka 2012 20425000 Household income 20 540 16637 (81)
and spending
survey

Thailand 2015 68657600 Household 43400 36022 (83)
socioeconomic
survey

Timor-Leste 2014 1212814  Household 5916 5916 (100)
expenditure
survey

2 Data source: World Development Indicators.”
Notes: All studies had a stratified study design with weightings applied to make the results nationally
representative.
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tion of poverty usually varies across
countries, so for comparison we used
the two international poverty lines at
the time of the study of 1.9 United States
dollars (US$) and US$ 3.1 per capita per
day (based on 2011 purchasing power
parity exchange rates)' to define the in-
cidence of poverty due to out-of-pocket
expenditure and the poverty gap.

We grouped national population
into five economic quintiles based on
their per capita consumption level. We
used Stata 2014 (StataCorp LLC, College
Station, United States of America) for
all analyses.

Results

Table 3 shows the main sociodemo-
graphic and health-system character-
istics of the countries analysed. There
were large variations in economic
development and population health
across countries, but a common pattern
of heavy reliance of out-of-pocket ex-
penditure. Fig. 1 and Fig. 2 summarize
the basic characteristics of out-of-pocket
expenditure in each country. On aver-
age, in most countries, more than 50%
of the population had some level of
out-of-pocket expenditure spending.
The average ranged from 1.1% to 6.1%

Table 3. Sociodemographic and health systems characteristics of countries included in the financial protection analysis in the South-

East Asia Region
Country Population  GDP per Urban Income Life Under-five Current Domestic Out-of-pocket
thousands  capita  population  group®  expectancy  mortality health general expenditure
in2016 in2016, in2016, % atbirthin ratein2016, expenditure  government in 2015, %
current 2016,years  per 1000 per capita in health CHE
Us$ livebirths 2015, current  expenditure
Us$ in 2015, %
GGE
Bangladesh 162952 1359 35 Lower 72 34 32 28 743
middle
Bhutan 798 2774 39 Lower 70 32 91 9.1 226
middle
India 1324171 1710 33 Lower 69 43 63 34 73.5
middle
Maldives 428 9875 47 Upper 77 9 944 22.8 18.0
middle
Nepal 28 983 729 19 Low 70 35 44 55 714
Sri Lanka 21203 3835 18 Lower 75 9 118 7.9 452
middle
Thailand 68 864 5911 52 Upper 75 12 219 153 239
middle
Timor-Leste 1269 1405 33 Lower 69 50 72 4.2 10.3
middle

CHE: current health expenditure; GDP: gross domestic product; GGE: general government expenditure; US$: United States dollars.

* World Bank classification.”
Data source: World Development Indicators.” Global Health Expenditure Database.*
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Fig. 1. Share of households with positive out-of-pocket spending on health in countries
induded in the financial protection analysis in the South-East Asia Region, by
richest and poorest quintiles and by area
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Note: Bars show the difference between the richest and the poorest quintiles.

of total household budget, or purchasing
power parity US$ 1.1-21.9 per capita per
month. As expected, richer populations
had more out-of-pocket spending and
the spending was higher both in absolute
(dollars) and relative (% of household
budget) measures. There was no con-
sistent pattern between rural and urban
households across countries.

Catastrophic health spending

Table 4 (available at: http://www.who.
int/bulletin/volumes/96/9/18-209858)
presents the incidence of catastrophic
health expenditure. For both thresh-
olds, Maldives had the highest share
of the population experiencing cata-
strophic health expenditures, followed
by India and Bangladesh. Thailand
and Timor-Leste had the lowest (at the
10% poverty threshold). Based on the

total populations reported in the corre-
sponding survey years (Table 1), we es-
timated that across the eight countries,
242.7 million people had catastrophic
expenditure at the 10% threshold and
56.4 million at the 25% threshold.

The finding that poorer house-
holds had lower incidence of cata-
strophic health spending is consistent
with global studies, and is aligned with
the above findings that poorer house-
holds spent less on health care, both
in absolute and relative terms (Fig. 1
and Fig. 2). The pattern across rural
versus urban areas was less clear, with
the incidence of catastrophic spend-
ing much higher in rural than urban
areas in Bangladesh, Bhutan, India and
Maldives.

When capacity-to-pay was used as
an alternative denominator, we found
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very few people made more than 40%
of their non-subsistence spending on
health, and the richest quintile was still
more likely to spend a bigger share of
their budget on health (data are avail-
able from the corresponding author).

Impoverishing health spending

Table 5 shows the impoverishing ef-
fect of health-care spending expressed
as the share of the population being
pushed below the poverty line. In total
58.2 million people were pushed below
the extreme poverty line of purchasing
power parity US$ 1.90 per capita per
day and 64.2 million below the poverty
line of US$ 3.10. India and Bangladesh
had the highest share of the population
affected, translating into 52.5 million
and 5.2 million people, respectively,
being pushed under the US$ 1.90 pov-
erty line. When US$ 3.10 was used as
the poverty line, another two countries,
Maldives and Nepal, were also affected.
In both cases, Thailand had the fewest
people impoverished due to out-of-
pocket spending.

It is worth noting that the value
of zero in Table 5, mostly observed
in the lowest quintiles, represented
those who were already classified as
poor; as a result, any out-of-pocket
expenditure on health care would only
further their financial hardship. Given
this, the data clearly show that the
poorer suffer much more than their
richer counterparts. A typical example
is Timor-Leste, where the poorest 40%
of the population (at the US$ 1.90
poverty line) were vulnerable to fur-
ther impoverishment by out-of-pocket
expenditure on health. Coupled with
the very low out-of-pocket expenditure
in Timor-Leste (Fig. 1 and Fig. 2), the
results show that the poor have limited
capacity to cope with any out-of-pocket
expenditure on health.

Analysis of the changes in pov-
erty gaps induced by out-of-pocket
expenditure showed that the impact
was highest in Nepal (Table 6; available
at: http://www.who.int/bulletin/vol-
umes/96/9/18-209858) indicating that
the out-of-pocket expenditure pushed
people not only below, but also further
away from the poverty lines.

Drivers of out-of-pocket spending

Spending on medicines was the domi-
nant component of out-of-pocket ex-
penditure on health care in all countries
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Fig. 2. Share of out-of-pocket spending on health as total household budget in
countries indluded in the financial protection analysis in the South-East Asia
Region, by richest and poorest quintiles and by area
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except Sri Lanka (Table 7). Moreover,
in all except two countries the share
of out-of-pocket expenditure due to
medicines exceeded 70%. In the two ex-
ceptions, other important out-of-pocket
expenditure components included fees
paid to private medical practitioners in
Sri Lanka (Fig. 3) and outpatient visits
in Maldives (Fig. 4). In general, poorer
households spent relatively more on
medicines than did their richer coun-
terparts. Data on all health expenditures
are available from the corresponding
author.

Discussion

Using the latest available surveys, our
study provides a cross-sectional de-
scription of financial protection against
out-of-pocket expenditure for eight

614

countries in WHO South-East Asia Re-
gion, with two key findings. First, most
countries (except Thailand, Sri Lanka
and Timor-Leste) performed below the
global median rate for at least one of
the indicators.”” Second, the dominant
role of out-of-pocket expenditure on
medicines has been observed over the
past decade in the Region, as corrobo-
rated by earlier studies.?’* For instance,
medicines constituted 72% of total out-
of-pocket expenditure payments in In-
dia as early as 2004,* almost unchanged
until 2011.

Our findings suggest that more
effective health policies are needed
to provide better financial protection
of households. Several attempts have
already been made in the Region. In
India, the Rashtriya Swasthya Bima
Yojana scheme was launched in 2008

HuiWang et al.

to provide protection for households
below the poverty line. Despite a more
than twofold increase in enrolment on
average from 2011 to 2016, there were
still large gaps in coverage in some
states and generosity of benefit packages
varied across states.”®”” Furthermore,
evidence suggested that even for the
insured households, Rashtriya Swasthya
Bima Yojana did not affect either the
likelihood or the level of out-of-pocket
expenditure spending, thus rendering
no financial protection for the most
vulnerable populations.” By contrast, in
Thailand, there was quick expansion of
the universal coverage scheme in 2001 to
cover the informal sector, with compre-
hensive inpatient and outpatient health
care included in the benefit package. The
initiative is one of the reasons behind the
successful financial protection of the en-
tire population of Thailand that has been
consistently observed.?*~** Maldives had
one of the highest levels of catastrophic
spending and impoverishment in our
study. However, the data represented
the situation in year 2009, preceding the
launch of the national health insurance
programme, Aasandha, in 2012. It would
be worth reassessing the financial bur-
den of households against out-of-pocket
expenditure in Maldives with data from
the 2016 household survey, to see if the
nationwide insurance scheme has made
a difference.

The high financial burden of medi-
cine expenditure found in our study,
draws attention to the limitations of
current pharmaceutical policies in
reducing out-of-pocket expenditure
in these countries. All eight countries
have defined and regularly updated
their essential medicines list and state
their intention to provide medicines
free-of-charge in public health-care
facilities. However, other studies found
that, for several reasons, most people in
South-East Asian countries purchased
medicines from private pharmacies,’
exposing themselves to higher risk of
financial burden. Studies reported that
the poor were more likely to be deterred
by the perceived high prices.”>** This is
particularly worrisome as the burden of
noncommunicable diseases, which are
associated with higher out-of-pocket
expenditure and catastrophic health
expenditure’**, is increasing fast in
the Region.

While the analysis of impoverish-
ment clearly demonstrated the higher
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Table 5. Share of the population being pushed below two different poverty lines due to out-of-pocket expenditure in countries induded
the financial protection analysis in the South-East Asia Region

Country, by variable National Quintile Area
average

Poorest Poorer Middle Richer Richest Rural Urban

Poverty line US$ 1.90°

Bangladesh
% of population under poverty 344 (0.20) 0.00(NA) 1393(0.83) 191(0.32) 0.73(0.24) 0.61(0.20) 4.15(0.25) 1.44(0.23)
line (SE)
No. of people pushed below 5234 0 4239 581 222 186 4655 576
poverty line

Bhutan
9% of population under poverty 0.32 (0.09) 131(042) 0.28(0.20)  0.00 (NA) 0.00 (NA)  0.00 (NA) 043 (0.13) 0.06 (0.04)
line (SE)
No. of people pushed below 2 2 0 0 0 0 2 0
poverty line

India
% of population under poverty 421(0.16) 0.00(NA) 17.61(066) 249(0.24) 067 (0.13) 0.25(0.11)  524(0.21) 1.61(0.11)
line (SE)
No. of people pushed below 52509 0 43928 6211 1671 624 46 682 5737
poverty line

Maldives
9% of population under poverty 149 (0.51) 734(242)  0.00 (NA) 0.00 (NA) 0.00 (NA)  0.00 (NA) 2.12(0.75) 0.17 (0.17)
line (SF)
No. of people pushed below 5 5 0 0 0 0 5 0
poverty line

Nepal
9% of population under poverty 1.67 (0.25) 6.90 (1.13) 0.97(0.39) 046 (0.27) 0.00 (NA)  0.00 (NA) 1.98 (0.34) 0.94 (0.25)
line (SE)
No. of people pushed below 473 391 55 26 0 0 392 80
poverty line

SriLanka
9% of population under poverty 0.07 (0.02) 0.34(0.11)  0.00 (NA) 0.00 (NA) 0.00 (NA)  0.00 (NA) 0.08 (0.03) 0.00 (NA)
line (SE)
No. of people pushed below 14 14 0 0 0 0 14 0
poverty line

Thailand
9% of population under poverty 0.00 (NA) 0.00 (NA)  0.00 (NA) 0.00 (NA) 0.00 (NA)  0.00 (NA) 0.00 (NA) 0.00 (NA)
line (SE)
No. of people pushed below 0 0 0 0 0 0 0 0
poverty line

Timor-Leste
9% of population under poverty 0.99 (0.33) 0.00 (NA)  0.00(NA) 467(1.61) 0.17(0.13) 0.10(0.07) 0.79(0.19) 1.50 (1.08)
line (SE)
No. of people pushed below 12 0 0 1 0 0 7 5
poverty line

Poverty line US$ 3.10?

Bangladesh
9% of population under poverty 4.06 (0.21) 0.00 (NA)  0.00(NA) 594 (056) 11.75(0.76) 2.63(0.37) 4.57 (0.26) 2.65(0.32)
line (SE)
No. of people pushed below 6177 0 0 1808 3576 800 5126 1060
poverty line

Bhutan
% of population under poverty 0.93 (0.15) 0.00 (NA)  3.28(0.65) 1.16(032) 0.13(0.09) 0.07 (0.07) 1.18 (0.21) 0.36 (0.10)
line (SE)
No. of people pushed below 7 0 5 2 0 0 6 1
poverty line

India
9% of population under poverty 456 (0.14) 0.00(NA)  0.00(NA)  000(NA) 21.11(057) 1.71(020) 4.86(0.17) 3.83(0.20)
line (SE)
No. of people pushed below 56 874 0 0 0 52658 4266 43297 13649
poverty line

(continues. . .)
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(.. .continued)
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National
average

Country, by variable

Quintile

Area

Poorest Poorer Middle

Richer

Richest Rural Urban

Maldives
9% of population under poverty
line (SE)
No. of people pushed below 11
poverty line

Nepal
9% of population under poverty
line (SE)
No. of people pushed below
poverty line

Sri Lanka
9% of population under poverty
line (SE)
No. of people pushed below 170
poverty line

Thailand
% of population under poverty
line (SE)
No. of people pushed below 2
poverty line

Timor-Leste

974

9% of population under poverty
line (SE)

No. of people pushed below 8
poverty line

3.03(0.68)

344 (0.33)

0.83 (0.08)

<0.01 (<0.00)

0.64(0.13)

0.00 (NA)  9.75(228) 4.39(2.39)

0.00 (NA)  0.00 (NA)  15.50 (1.48)

0 0 878 86

3.86(040) 0.26(0.10)  0.00 (NA)

158 11 0

0.02(0.02) 0.00 (NA)  0.00 (NA)

0.00 (NA)  0.00 (NA)  0.00 (NA)

1.14(0.59)

1.51(0.43)

0.00 (NA)

0.00 (NA)

2.85(0.61)

0.00 (NA)  4.15(0.99) 0.73 (0.43)

0 10 1

021(0.16)  3.79(0.44) 2.64(0.39)

12 750 225

0.04(0.04)  0.97(0.10) 0.19(0.08)

2 163 7

0.00 (NA) <0.01(<0.00) <0.01(<0.00)

0 1.0 1.1

036(0.16)  045(0.13) 1.13(0.31)

NA: not applicable; SE: standard error: USS: United States dollars.
@ Poverty lines are expressed as purchasing power parity per capita per day with exchange rates based on World Development Indicators.”

Notes: The number 0 in the poorer quintiles mean that all people were already below poverty lines and could be pushed below them again due to health expenditure.
In other words, they are vulnerable regardless of outcome. In contrast, the 0 observed in richer quintiles mean that no one in the group was pushed below poverty
lines due to health expenditure and are therefore not vulnerable.

financial burden on poorer house-
holds, the incidence of catastrophic
expenditure was higher among richer
people. This finding is consistent
with those from earlier studies in the
South-East Asia Region.'*'**=%* The
distribution is sensitive to the ways the
denominator and household quintiles
are constructed. Using the capacity-
to-pay approach by deducting food
expenditure from household budget
is more likely to result in a higher
incidence among the poor.*® A recent
study in Bangladesh found a pro-poor
distribution of catastrophic spending
by using household assets instead of
consumption to determine quintiles.
However, the results varied by area
(rural versus urban) and the threshold
selected for the analysis.”

The lack of robustness of the indi-
cator of catastrophic health spending
shows its limitation in conveying policy
relevant messages (i.e. the poor suffer
more and need more targeted policies).
This is partly due to the fact that cata-
strophic health spending is conditional
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on being able to spend on health care
in the first place, omitting people who
cannot afford the medical service at
all, which is more likely for very poor
households.

Both the financial protection indi-
cators we used have other limitations.
First, they do not capture indirect costs
associated with illness, such as income
loss due to disability. Second, they
do not differentiate the households
who borrow or reduce their savings
to compensate for health care. These
households may not have been identified
as facing financial hardship due to out-
of-pocket expenditure in the short-term,
but will be economically worse off in the
medium term. Therefore, more research
is needed to refine the approach.

Variations in the designs of their
respective household surveys present a
challenge in directly comparing finan-
cial protection status across countries.
Questions about health spending did not
follow the same structure, with different
levels of detail and different groupings
of out-of-pocket spending components.

The former may overestimate health
expenditure® while the latter creates dif-
ficulty in accurately attributing out-of-
pocket expenditure to particular items.
The household income and expenditure
survey of Sri Lanka is a case in point,
where the survey design made it impos-
sible to classify out-of-pocket expendi-
ture into typical inpatient and outpatient
care. In addition, the Sri Lanka survey
captured out-of-pocket expenditure of
both the main households and servants
living with the families without further
details beyond a lump-sum reporting
for the latter. For reporting purposes we
assumed that the two groups shared ex-
actly the same structures across out-of-
pocket expenditure components, which
is unlikely to be true, but is reasonable
given its marginal magnitude. Similarly,
surveys also varied in the questions
asked about non-food, non-health ex-
penditures, both in terms of the type
and level of detail of data collected. The
poor usually have a larger proportion of
spending on food than other categories.
Therefore an under- or overestimate of
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Table 7. Share of out-of-pocket health expenditure on medicines in countries induded in the financial protection analysis in the South-

East Asia Region

Country Share of out-of-pocket health expenditure, % (SE)

National Quintiles Region

average Poorest Poorer Middle Richer Richest Rural Urban
Bangladesh 81.09 (0.37) 8941(0.65)  8541(0.70) 82.12(0.83) 77.62(0.82) 09 (0.93) 82.02(0.39) 77.33(0.92)
Bhutan 76.38 (0.86) 69.23 (3.44) 7244 (2.42) 7702 (2.11) 80.80 (1.68) 9 (1.40) 69.31 (1.25) 89.39 (0.76)
India 79.93 (0.17) 85.30(0.33) 81.24 (0.36) 7846 (0.34) 74.69 (0.38) 98 (0.39) 51(0.21) 75.96 (0.26)
Maldives 62.37 (1.39) 25 (3.30) 57.66 (3.33) 64.28 (3.21) 62.74 (2.47) 57.73(2.88) 65.80 (1.72) 54.52(2.17)
Nepal 77.13(0.53) 5(1.26) 79.31(1.23) 78.06 (1.13) 7241 (1.19) 36 (0.95) 77.08 (0.69) 77.25 (0.69)
Sri Lanka 34.05 (0.44) 35.66 (1.35) 31.64(1.07) 35.07 (1.00) 0(0.88) 34.04(0.77) 32.53(0.49) 30(0.94)
Thailand 75.06 (0.37) 0(0.91) 78.31(0.76) 74.35(0.81) 73.75(0.79) 70.37 (0.87) 73.43(0.53) 77.22 (0.51)
Timor-Leste 81.89(1.11) 9 (3.56) 78.58 (2.98) 86.37 (2.21) 82.22 (2.15) 08 (2.07) 81.74(1.44) 82.13(1.72)

SE: standard error.

Fig. 3. Components of out-of-pocket spending on health in Sri Lanka

16 30 05 08

48
25

= Medical and pharmaceutical products
B Fees to private medical practitioners
1 Private hospitals and nursing homes
1 Diagnostic tests

B Ayurveda (traditional medicine)

mm Consultation fees to specialists

[ Spectacles and hearing aids

=1 Others 533

Notes: The chart shows percentage of total out of-pocket spending on different components of health.
Data are from 2009.

Fig. 4. Components of out-of-pocket spending on health in Maldives

17 03

B Medical and pharmaceutical products
@ Outpatient care

[ Inpatient care

1 Care abroad

Notes: The chart shows percentage of total out of-pocket spending on different components of health.
Data are from 2012.
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non-food expenditures may impact on
the calculation of the denominator, thus
affecting how both the financial protec-
tion indicators vary across economic
quintiles. Finally, while the majority of
countries used a mix of recall periods,
Nepal’s survey followed a recall period
of 12 months. The bias introduced by a
long recall period is already well docu-
mented.”*! A standardization of such
surveys, such as following the structure
of the Classification Of Individual
Consumption According to Purpose,*
would better support cross-country
comparisons.

Despite the limitations, our findings
revealed the low-ranking financial pro-
tection status of countries in South-East
Asia Region and the persistent burden
on households from pharmaceutical
spending. With the expected increase in
demand for health care due to epidemio-
logical and demographic changes, both
financing and service delivery policies
need to adapt for satisfactory progress
towards UHC. We also call for further
research efforts to refine the indica-
tors for better monitoring of financial
protection and a better reflection of the
equity dimension.
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Résumé

Dépenses de santé catastrophiques et protection financiére dans huit pays de la région OMS de I'Asie du Sud-Est

Objectif Rendre compte de la situation en matiere de protection
financiére dans huit pays de la région Asie du Sud-Est et déterminer les
principales composantes des dépenses directes de soins.

Méthodes Nous avons calculé deuxindicateurs de protection financiére
a partir de données provenant d'enquétes sur le niveau de vie ou
d'enquétes sur les revenus et les dépenses des ménages au Bangladesh,
au Bhoutan, en Inde, aux Maldives, au Népal, au Sri Lanka, en Thailande
etau Timor-Leste. Pour commencer, nous avons calculé l'incidence des
dépenses de santé catastrophiques, a savoir la part de la population qui
consacrait plus de 10% ou de 25% des dépenses totales du foyer a la
santé. Ensuite, a I'aide des seuils de pauvreté de la Banque mondiale,
nous avons déterminé I'appauvrissement qu'entrainaient les dépenses
de soins pour les ménages. Nous avons également effectué une analyse
des principales composantes des dépenses directes.

Résultats Dans les pays examinés dans cette étude, 242,7 millions de
personnes avaient des dépenses de santé catastrophiques au-dela du

seuil de 10% et 56,4 millions au-dela de 25%. Nous avons calculé que
les dépenses directes de soins poussaient 58,2 millions de personnes
en-dessous du seuil de pauvreté extréme de 1,90 dollar des Etats-Unis
(S US) et 64,2 millions de personnes en-dessous de celui de 3,10 $ US
(valeurs par habitant et par jour en parité de pouvoir d'achat de 2011).
Dans la plupart des pays, 'achat de médicaments représentait la
principale composante des dépenses directes.

Conclusion En Asie du Sud-Est, un nombre conséquent d'habitants a
connu des difficultés financiéres a cause de ses dépenses directes de
soins. Plusieurs pays ont mis en place des politiques visant a rendre les
médicaments plus abordables, mais le fait que les dépenses directes
liées a I'achat de médicaments restent élevées indique que d'autres
mesures doivent étre prises pour progresser en direction de la couverture
sanitaire universelle.

Pesiome

KaTtactpoduueckne pacxoapl Ha 3gpaBooxpaHeHue n pUHaHCOBasA 3awuTa B BOCbMM cTpaHax Kro-

BocTouHoi A3um (BO3)

Llenb [lokymeHTanbHO 3adrKcnpoBaTth CTaTyC GUHAHCOBOM 3aLUMTHI
B BOCbMM CTPaHax pervioHa Koro-BoctouHow A3um n nccnepaosatb
OCHOBHbIE COCTaBALME PACXOAOB 13 COOCTBEHHBIX CPEACTB Ha
3[paBOOXPaHeHMe.

MeTopabl ABTOPbI paccymTany figa nokasatena GMHaHCOBOW 3aLMThl,
MCNOMb3yA [aHHbIE ONPOCOB ANA ONPEACNEHNA YPOBHA XN3HW U
YPOBHA JOXO[a CEMENCTB, a TakXKe ONPOCOB, BbIABNAIOLMX YPOBEHD
pacxofoB B baHrnageww, bytare, IHann, Ha Manbanscknx OCTpoBax,
B Henane, Taunanpae, Tumop-Tewtv v Wpn-JlaHke. CHayana 6bin
paccUMTaH Moka3saTesb YacToTbl KaTacTPOPUUECKMX PacXOfoB Ha
3APaBOOXPaAHeHVe, KOTOPbI ONPeaenAnca Kak Aond HaceneHus,
[INA KOTOPOrO PACXOAbl Ha 3A4PaBOOXPaHeHVe npebiwani 10 nam
25% oT 06X PacXOoB CeMbU. 3aTeM, UCMOMb3ys YCTAHOBNEHHYIO
BcemupHbim 6aHKOM uepTy 6eQHOCTU, aBTOPbLI ONpeaennu,
HACKOSIbKO TakKhe pacxofbl Ha 3[paBOOXpPaHeHne NpuBoaMAn K
OOHNLLAHMIO CeMelCTB. bbin Takke NpoBeAeH aHanm3 OCHOBHbIX
COCTaBAAOLWMX PACXOOB 13 COOCTBEHHbIX CPEACTB.

Pesynbratbl COrnacHo AaHHbIM MCCNefoBanHud, 242,7 MUNINOHa
nofer NoHecnn KatacTpoduyeckune pacxofsl Ha yposHe 10%-ro

nopora u 56,4 MNNnMoHa — Ha yposHe 25%-ro. ABTOPbI MOACUUTaNM,
41O 58,2 MUNIMOHA NoAeN OKa3annch 3a YePTOM KPaHen HNLWETDI,
coctasnaowert 1,90 ponnapa CUA Ha gywy HaceneHua B AeHb, a
64,2 MUNNMOHA OKa3anuch 3a yepton 3,10 gonnapa CLUA Ha gywy B
[ieHb (B CyMMaXx, OTPaXKaloLLMX MapUTET MOKyMaTeNbHOM CNOCOOHOCTM
Ha 2011 r.) NO NpUYMHe PacXOAoB Ha 3APaBOOXPaHeHVe. Harbonee
CyLECTBEHHBIM KOMMOHEHTOM Ha/lMYHbIX 3aTpaT BO BCEX CTPaHax
OblnM pacxofbl Ha nekapcTBaa.

BbiBog 3HauuTeNnbHOe KOMMYyeCTBO HaceneHuna B cTpaHax toro-
BocTouHoM A3nm UCMbITbIBAET GUHAHCOBBIE TPYAHOCTV MO NPUYNHE
HaNMYHBIX PACXOA0B Ha 3APABOOXPaHEHNE. B HEKOTOPbIX CTpaHax
BHEAPEHbI CTPATErMK NOBbIWEHWA AOCTYNHOCTU MEANKAMEHTOB, HO
BbIBO O TOM, UTO Ha/MUHble PAcXOfbl Ha flekapCTBa NO-NPeXHEMY
OCTaIOTCA BBICOKMMY, YKa3blBaeT Ha HEOOXOAVMOCTb AanbHennX
[eiCTBUI B 3TOM HamnpasneHnn Ania obecrneveHns BCeobLLero oxaata
yCIyramu 34PpaBoOXpPaHeHKA.
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Resumen

Gastos catastroficos en salud y proteccion financiera en ocho paises de la region del Sudeste Asiatico de la OMS

Objetivo Documentar la situacion de la proteccién financiera de ocho
paises de la region del Sudeste Asidtico e investigar los principales
componentes de los gastos directos en atencion sanitaria.

Métodos Se calcularon dos indicadores de proteccién financiera a partir
de datos de encuestas sobre el nivel de vida o los ingresos y los gastos
domésticos en Bangladesh, Bhutdn, la India, las Maldivas, Nepal, Sri
Lanka, Tailandia y Timor-Leste. En primer lugar, se calculd la incidencia del
gasto catastréfico en salud, definido como la proporcién de la poblacién
que gasta mas del 10% o 25% del gasto doméstico total en salud. En
segundo lugar, a partir de las lineas de pobreza del Banco Mundial,
se determiné el efecto empobrecedor del gasto doméstico en salud.
También se llevé a cabo un andlisis de los principales componentes de
los gastos directos.

Resultados En todos los paises del estudio, 242,7 millones de personas
experimentaban un gasto sanitario catastrofico en el umbral del 10%,

y 56,4 millones en el umbral del 25%. Se estimé que 58,2 millones de
personas se encontraban por debajo de la linea de pobreza extrema
de 1,90 ddlares estadounidenses (USD) y 64,2 millones de personas
por debajo de los 3,10 USD (valores per capita diarios en paridad del
poder adquisitivo de 2011), debido al gasto directo en salud. El gasto
en medicamentos fue el principal componente del gasto directo en la
mayorfa de los pafses.

Conclusion Un nimero considerable de personas del Sudeste Asidtico
experimentaban dificultades financieras debido al gasto directo en
salud. Varios paises han introducido politicas para facilitar el acceso a
los medicamentos, pero la conclusion de que los gastos directos en
medicamentos sigan siendo elevados indica que es necesario adoptar
nuevas medidas para apoyar el progreso hacia la cobertura sanitaria
universal.
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Table 4. Incidence of catastrophic spending on health at two different thresholds of total household expenditure in countries included
in the financial protection analysis in the South-East Asia Region

Country, by variable

National
average

Quintile

Area

Poorest

Poorer

Middle

Richer

Richest

Rural Urban

10% threshold?®

Bangladesh
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

Bhutan
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

India
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

Maldives
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

Nepal
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

Sri Lanka
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

Thailand
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

Timor-Leste
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

25% threshold®

Bangladesh
Incidence of catastrophic
spending, % (SE)
No. of people with
catastrophic spending,
thousands

13.86 (0.36)

21088

4.06 (0.26)

31

17.32(0.25)

216 021

19.88 (1.40)

70

10.71(0.56)

3033

533(0.18)

1089

1.88 (0.10)

1291

2.93(0.44)

35.54

439(0.22)

6679

8.54(0.68)

2599

1.89(0.52)

11.20 (0.58)

27938

12.99 (3.50)

849 (1.38)

481

2.84(0.34)

116

1.63(0.21)

224

1.78 (0.68)

432

093(0.23)

283

11.59(0.77)

3527

3.23(0.63)

13.33(0.55)

33 251

14.19 (2.55)

866 (1.19)

491

3.71(0.37)

152

1.51(0.17)

207

134 (0.48)

3.25

1.90(0.32)

578

13.44(0.79)

4090

3.82(0.57)

16.89 (0.59)

42132

25.97 (3.68)

18

10.12 (1.21)

573

4.84 (0.40)

198

1.58 (0.18)

217

3.77 (1.59)

9.14

3.36 (042)

1022
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17.78 (0.91)

5410

4.21(0.55)

21.14(0.57)

52733

2342 (3.21)

17

11.77 (1.21)

667

649 (0.43)

265

1.78(0.21)

244

3.94(1.02)

9.56

6.18(0.59)

1881

17.95 (0.89)

5462

6.86 (0.65)

10

24.04 (0.49)

59967

22.83 (2.43)

16

14.54 (1.22)

824

8.79 (0.48)

359

2.70(0.26)

371

3.81(0.81)

9.24

9.58 (0.68)

2915

15.85 8.27(0.52)
(0.45)
17777 3307

430(0.36) 3.54(0.31)

22 8

17.81 16.10
(032) (0.34)

158 665 57 374

22.81 13.83
(1.90) (1.66)

54 16

10.19 11.93
(0.71) (0.84)

2017 1018

535(021) 5.27(0.37)

897 193

1.87(0.13)  1.88(0.14)

717 570

1.93(0.27) 546 (1.38)

16.80 18.70

5.10(0.27)  2.39(0.30)

5720 956

(continues. . .)
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(.. .continued)

Country, by variable National Quintile Area
average

Poorest Poorer Middle Richer Richest Rural Urban

Bhutan
Incidence of catastrophic 1.45 (0.16) 0.56 (0.30) 0.78 (0.33) 1.33(0.35) 1.22(0.30) 3.04(045) 159(0.22) 1.14(0.19)
spending, % (SE)
No. of people with 11 1 1 2 2 5 8 3
catastrophic spending,
thousands

India
Incidence of catastrophic 3.89(0.12) 0.81(0.16) 2.06 (0.24) 3.19(0.26) 5.13(0.32) 828(034) 4.16(0.16) 3.22(0.16)
spending, % (SE)
No. of people with 48517 2021 5139 7957 12797 20 654 37 060 11475
catastrophic spending,
thousands

Maldives
Incidence of catastrophic 6.17 (0.86) 1.65 (0.89) 1.75(1.01) 9.76 (2.90) 823(2.11) 946 (1.72)  737(1.19) 3.68(0.88)
spending, % (SE)
No. of people with 22 1 1 7 6 7 18 4
catastrophic spending,
thousands

Nepal
Incidence of catastrophic 241(0.27) 0.92 (0.48) 0.95 (0.40) 2.35(0.62) 262 (0.61) 523(0.78)  239(0.35) 2.47(0.36)
spending, % (SE)
No. of people with 683 52 54 133 148 296 473 211
catastrophic spending,
thousands

Sri Lanka
Incidence of catastrophic 0.91(0.08) 0.18 (0.08) 0.31(0.09) 0.35(0.11) 1.02 (0.18) 272(0.28) 093(0.09) 0.86(0.16)
spending, % (SE)
No. of people with 186 7 13 14 42 11 156 31
catastrophic spending,
thousands

Thailand
Incidence of catastrophic 0.36 (0.04) 0.23 (0.08) 0.39(0.10) 0.26 (0.07) 0.32(0.07) 0.55(0.12)  036(0.05) 0.36(0.07)
spending, % (SE)
No. of people with 247 32 54 36 44 76 138 109
catastrophic spending,
thousands

Timor-Leste
Incidence of catastrophic 0.50 (0.11) 047 (0.29) 0.36 (0.22) 0.14 (0.10) 0.75 (0.35) 0.78(0.24)  0.53(0.15) 0.43(0.15)
spending, % (SE)
No. of people with 6 1 1 0 2 2 5 1
catastrophic spending,
thousands

SE: standard error.
¢ Thresholds are the proportion of the population spending more than 10% or 25% of their total household expenditure on health."*"*
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