ResearchGate

See discussions, stats, and author profiles for this publication at: https://www.researchgate.net/publication/263927525

The impact of out-of-pocket expenditures on families and barriers to use
maternal and child health services in Papua New Guinea; evidence from the
Papua New Guinea household survey...

Book - January 2012

CITATIONS READS
2 28

4 authors, including:

Wayne Irava Chamara Anuranga
R Fiji National University Institute for Health Policy
32 PUBLICATIONS 289 CITATIONS 9 PUBLICATIONS 136 CITATIONS
SEE PROFILE SEE PROFILE

Ravindra Rannan-Eliya
Institute for Health Policy
48 PUBLICATIONS 2,346 CITATIONS

SEE PROFILE

Some of the authors of this publication are also working on these related projects:

Project EQUITAP Project View project

ot SHIFT project View project

All content following this page was uploaded by Ravindra Rannan-Eliya on 26 April 2021.

The user has requested enhancement of the downloaded file.


https://www.researchgate.net/publication/263927525_The_impact_of_out-of-pocket_expenditures_on_families_and_barriers_to_use_maternal_and_child_health_services_in_Papua_New_Guinea_evidence_from_the_Papua_New_Guinea_household_survey_1996_and_household_i?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_2&_esc=publicationCoverPdf
https://www.researchgate.net/publication/263927525_The_impact_of_out-of-pocket_expenditures_on_families_and_barriers_to_use_maternal_and_child_health_services_in_Papua_New_Guinea_evidence_from_the_Papua_New_Guinea_household_survey_1996_and_household_i?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_3&_esc=publicationCoverPdf
https://www.researchgate.net/project/EQUITAP-Project?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_9&_esc=publicationCoverPdf
https://www.researchgate.net/project/SHIFT-project-2?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_9&_esc=publicationCoverPdf
https://www.researchgate.net/?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_1&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Wayne-Irava-2?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Wayne-Irava-2?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Fiji-National-University?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Wayne-Irava-2?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Chamara-Anuranga-2?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Chamara-Anuranga-2?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Institute_for_Health_Policy?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Chamara-Anuranga-2?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Ravindra-Rannan-Eliya?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Ravindra-Rannan-Eliya?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Institute_for_Health_Policy?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Ravindra-Rannan-Eliya?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Ravindra-Rannan-Eliya?enrichId=rgreq-5e21bcca4ff49bba7f1a951b655bab38-XXX&enrichSource=Y292ZXJQYWdlOzI2MzkyNzUyNTtBUzoxMDE2OTczMzQxMjQ5NTM3QDE2MTk0NzY3NDc5NTI%3D&el=1_x_10&_esc=publicationCoverPdf

Out-of-Pocket Spending on Maternal and Child Health in Asia and the Pacific

The Impact of Out-of-Pocket Expenditures on
Families and Barriers to Use of Maternal and
Child Health Services in Papua New Guinea

Evidence from the Papua New Guinea Household Survey 1996
and Household Income and Expenditure Survey 2009-2010
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Summary

Overall healthcare use is low in Papua New Guinea, with significant income-related inequalities in use, which is related
to inequalities in access.

Infants and children account for 6% and 16%, respectively of all healthcare visits, and they rely more on services at non-hospital
public facilities (e.g., health centers and government aid posts) and public hospitals followed by church health facilities.
Families report distance and transportation barriers as the main reason for not seeking medical treatment when their
children are sick. The poor also identified the cost of treatment as the second major barrier to accessing medical care.
The cost of visits is greatest at private hospitals, while visits to public facilities are comparatively cheaper, and non-
hospital public facilities are cheaper to access for most people than public hospitals.

Levels of catastrophic expenditures due to medical out-of-pocket spending are low in Papua New Guinea, but they are
related to very low rates of healthcare use and limited availability of private services.

Ovut-of-pocket healthcare spending is highly concentrated, with the richest 20% of Papua New Guineans accounting for
59% of all out-of-pocket healthcare spending.

Addressing the physical barriers of access to functioning basic services and financial barriers outside the major urban centers
would benefit poor mothers and children more than attempting to reduce current high levels of spending by the non-poor.

Background

The past three decades has seen little improvement in health
indicators in Papua New Guinea (PNG). The country is not
on track to achieve the health MDGs. Overall maternal and
child health indicators are amongst the worst in the Asia-Pacific
region, and the HIV/AIDS epidemic is one of the most serious.

Results from the 2006 Demographic and Health Survey
(National Statistics Office 2009) underline the challenges. The
infant mortality rate was 58 in 2006, little improved from the
estimate of 69 made in the 1996 DHS. The UN estimated the
maternal mortality rate as 230 in 2010, amongst the highest in
the Asia-Pacific region (World Health Organization 2010). As
reflected in the PNG National Health Plan (2011-2020), the
strategic priorities of both the National Department of Health
(NDoH) and its key development partners (AusAlD, NZAID,
UN agencies, World Bank, ADB) include the strengthening
of primary healthcare services, the improvement of maternal
and health outcomes, and tackling the challenge of HIV/AIDS
(AusAID 2011, Government of Papua New Guinea 2010).

The Government of Papua New Guinea provides most health
services in PNG, but church missions make a major contribution
to rural service delivery. Mission services receive financial
support from government, and coordinate closely with it. There
is only limited for-profit private sector delivery. Concentrated in
urban centers, it mostly provides outpatient care and medicines,
but private services serving workers in the resource extraction
industries may increase substantially in coming years.

A deterioration in health services coverage and performance
since the 1990s has accompanied the poor performance in
health outcomes. The DHS 2006 shows that for several critical
service indicators, such as use of skilled birth attendance, or
use of appropriate treatments for diarrhea, coverage fell or
remained unchanged in the preceding decade. This decline
took place despite real increases in government health

spending (Asian Development Bank 2007). Explanations
include problems resulting from decentralization of services,
and the associated fragmentation of public delivery and sector
management. Financing flows to districts have been disrupted,
and there are increasing funding gaps at facility level. User
fees are widely prevalent and often critical for government
facilities, but national planners lack reliable information on
their levels or impact, hindering efforts to abolish user fees.

According to World Health Organization (WHQO) estimates
(WHO 2012), health financing in PNG is predominantly by the
public sector (72%). Government spending was 2.6% of GDP
in 2010, falling from 3.1% in 1996. This was higher than in
Indonesia (1.3%), and comparable to other Pacific countries,
such as Fiji (3.4%), but lower than in Vanuatu (4.8%) and the
Solomon Islands (8.0%). The contribution by household out-
of-pocket spending is small, estimated at only 16% of total
financing. Beyond these aggregate WHO estimates, there
is limited reliable data on financing flows in PNG’s health
sector, such as national health accounts, and discussion of
the financial impacts of out-of-pocket healthcare spending on
households has been limited by lack of detailed analyses.

Data Sources

This country brief presents findings from analysis of the Papua
New Guinea Household Survey 1996 (PNGHS 1996) and
Household Income and Expenditure Survey (HIES 2009-
2010). The two surveys allow for an exploration of how
healthcare utilization has changed over a 13-year period.

The PNGHS 1996 was a nationally representative survey
of 1,200 households (6,986 individuals). It covered all
provinces except Bougainville, where the then conflict
prevented fieldwork. Similar inaccessibility and insecurity
issues prevented data collection from certain localities in
the HIES 2009-2010, although all provinces were surveyed.
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In total, the HIES 2009-2010 covered 4,081 households
(22,719 individuals). Both surveys collected data on
household living standards, including healthcare spending
and use. Their detailed household consumption module is
used here to categorize the population into equal quintiles
of consumption per adult-equivalent as a measure of relative
living standards. The HIES 2009-2010 also collected
information on health, such as individual level health status,
utilization and expenditure on healthcare services.

Other than its small sample size, the 1996 survey suffers
from several deficiencies that limit what analyses can be
done of health spending, while the HIES 20092010 is more
standardized and comparable with other regional surveys.
Unlike the PNGHS 1996, the HIES 20092010 asked the
number, cost and purpose of visits to healthcare providers,
which permits more detailed analysis of healthcare utilization
and out-of-pocket expenditures. The HIES 2009-2010 also
included questions on health status and incidence of illness,
which allows analysis of inequalities in rates of reported illness
and in access in relation to the need for treatment. Other
differences particularly in the healthcare use questions, mean
that many indicators in the two surveys are not comparable.

Perception of lllness and Treatment
Seeking

The HIES 2009-2010 asked whether individuals were sick
within the last 30 days. In total 29% overall and 37% of children
below 5 years were reported sick. Compared to other lower-
income countries, illness reporting in PNG is relatively high
(Figure 1). However, self-reporting of illness is an unreliable
measure of differences in health status within a population.
lliness reporting increases with income and the gradient is
steeper in children under five (Figure 2). lliness reporting is
more likely for children in the richest quintile (44%) than for
those in the poorest quintile (31%). This indicates that health
awareness in the poor considerably lags that in richer families.
Rates differ also by sector with individuals living in rural areas
reporting more illness compared to the urban population.

In the HIES 2009-2010, medical treatment includes visits
to government, private and church medical providers as
well as chemists or drug shops. The overall rates of use of
medical care by those reporting sickness in PNG (54% overall
and 68% for children) are low compared to other regional
countries, where typically 70%-90% of individuals reported
as sick obtain medical treatment (Figure 3). Treatment seeking
for children is higher, but still less than in many other countries.

There are also inequalities across income groups in seeking
medical treatment when sick. The poor suffer from a higher
burden of maternal and child illness and death than the non-
poor in PNG, according to the DHS 2006 (National Statistics
Office 2009) and analyses of national census data (Bakker

Figure 1: lliness Reporting in Papua New Guinea, and
Regional Countries, Recent Years
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Figure 2: lllness Reporting in Papua New Guinea, by
Socioeconomic Status and Sector, 2009-2010
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Figure 3: Use of Healthcare Services by Sick Individuals in
Papua New Guinea and Regional Countries, Recent Years
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1986). The poor should be in greater need of medical care,
but in practice they make less use and suffer from greater
barriers to access. The HIES 2009-2010 data show that
when sick, the poor are less likely to make use of healthcare
services, overall and for their children (Figure 4).

Figure 4: Use of Healthcare Services by Sick Individuals
in Papua New Guinea by Socioeconomic Status and
Sector, 2009-2010
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Source: Authors’ analysis of HIES 2009-2010 data set.

Figure 5: Proportion of Individuals Obtaining Treatment in Papua
New Guinea by Socioeconomic Status, 1996 and 2009-2010
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Richest

Although the 1996 survey did not collect data on healthcare use
when sick, it is possible to compare patterns of overall utilization
of healthcare services between the two study years. Similar to
Figure 4, Figure 5 shows that the poor make less use of health
services than the rich in both the 1996 and 20092010 surveys.

Overall healthcare utilization varies by age, with higher rates
in infants and children than in young adults, and increasing in
older adults with age (Figure 6). The proportion of infants who
were taken for treatment in any given month in PNG increased
since 1996, and in the recent survey over one fourth of

Figure 6: Proportion of Individuals Obtaining Treatment in
Papua New Guineaq, by Age Group, 1996 and 2009-2010
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Source: Authors’ analysis of HIES 2009-2010 data set.

children were taken for medical treatment in any given month,
with no significant differences by sex in illness reporting and
utilization. Infants and children accounted for 6% and 16%
respectively of all healthcare visits in 2009-2010.

The HIES 2009-2010 asked respondents why they did not seek
treatment at a health facility when sick. The commonest reasons
for children were distance and transport, service quality, and the
financial cost of the treatment. Most individuals who did not go
to a health facility were treated at home (52% overall, 56% for
children excluding those whose illness was not serious enough to
obtain treatment). Transport and physical barriers to accessing
health facilities (53%) were the main reason for not visiting a
healthcare provider, particularly in rural areas. After physical
barriers, the financial cost of treatment was the most important
reason for the poorest families not to seek treatment for sick
children (22%) indicating that financial barriers contribute to
inequity in use (Figure 7). Quality of services was the next most
important factor, but mostly for non-poor households.

Figure 7: Reasons for Not Seeking Treatment at
Healthcare Facilities When Children Are Sick in Papua
New Guinea by Socioeconomic Status, 2009-2010
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Utilization of Health Services

Most healthcare treatment is obtained from public providers
(e.g., public hospitals, health centers and government aid
posts), followed by church health facilities. Private clinics and
hospitals account for only around 5% of all healthcare visits.
The choice of healthcare providers for sick infants and children
is similar to other age groups, indicating that preferences do
not differ between children and adults (Figure 8).

Figure 8: Choice of Healthcare Providers When Individuals
Are lll in Papua New Guinea, by Age Group, 2009-2010
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Figure 9 shows that the choice of healthcare provider used when
children are ill varies by socioeconomic quintile in 20092010,
with a higher proportion of the poorest families using non-
hospital public facilities. Public providers are also primarily used
by rural children when ill. While the use of public hospitals is

Figure 9: Choice of Healthcare Providers When Children
Avre |ll in Papua New Guinea, by Socioeconomic Status and
Sector, 2009-2010
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Source: Authors’ analysis of HIES 2009-2010 data set.

similar across income quintiles, utilization of non-hospital public
facilities is pro-poor, demonstrated by higher rates of utilization in
the poorest quintile. The richest and urban families make greater
use of both public and private hospitals when children are ill
than poorer and rural families. In addition, the use of private
hospitals is concentrated amongst children from the wealthiest
households. Overall, wealthier families make more varied use
of healthcare facilities, reflecting the greater choice available to
them than those in poorer quintiles.

The HIES 20092010 asked respondents to identify up to three
purposes for their visits to healthcare facilities. Maternal and child
health, including family planning, prenatal care and deliveries,
were the main purpose in 4% of all visits (Figure 10). Preventive
care utilization accounts for 12% of total visits to health facilities.

Figure 10: Purpose of Visits to Health Facilities in Papua
New Guinea, 2009-2010 1%
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[ Treatment for illness, problem 2%
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Source: Authors’ analysis of HIES 2009-2010 data set.

Costs of Healthcare Providers

Figure 11 shows the average costfora child’s visitto a healthcare
provider. Private hospitals are the most expensive with the cost
being over fourteen times greater than at government hospitals
or clinics, although average transport costs are similar. Overall,
the cost of treatment at public facilities is comparatively cheaper
and low transportation costs to these facilities is indicative of
better physical accessibility, particularly in rural communities.

Figure 11: Average Cost for Child’s Visit to Healthcare
Provider in Papua New Guinea, 2009-2010

Private hospital

Church hospital

Chemist, drug store, [
private clinic or NGO [k ﬁ

Mobile clinic, traditional
practitioner or community
health worker

Government hospital
or clinic

Government health
center or aid post

Church health center
or church aid post

0O 10 20 30 40 50 60 70 80 9
Average cost per visit to provider in Kina

Source: Authors’ analysis of HIES 2009-2010 data set.



The likelihood of incurring costs for treatment at government
facilities and the pattern of expenses are similar across income
quintiles (Figure 12), suggesting that the healthcare system is
not effective in shielding poor families from financial costs.

Figure 12: Expense Reporting for Children’s Medical Care in
Papua New Guinea, by Socioeconomic Status, 2009-2010
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Source: Authors’ analysis of HIES 2009-2010 data set.

Out-of-Pocket Spending on Healthcare

Out-of-pocket payments deter households from seeking care and
can cause considerable hardship. According to the two surveys,
annual out-of-pocket medical spending was Kina 5 per capita
in 1996' (0.7% of total household expenditures) and Kina 36
per capita? in 2009-10 (0.8% of total household expenditures).
Despite the increase in the Kina value, medical expenses
changed little as a share of total household expenditures. The
share is low by regional standards. It is most comparable to
countries, such as Timor-Leste, with low levels of healthcare use
in which there is both limited availability of public services in
rural areas, and almost no private provision (Figure 13).

Both surveys differentiate between spending on medical
fees (including for dental and traditional providers) and on
medicines (modern and traditional). Spending on medicines
accounted for 24% of total healthcare spending in 1996. By
2009-2010 expenditure on medicines increased to 33% of
total healthcare spending. These are low in comparison to
other developing countries such as Bangladesh and Pakistan,
both as a share of healthcare spending and as a share of total
household budgets. This is unlikely to be because the supply of
medicines is good at public facilities. Rather, it is likely linked to
limited availability of private medicine retailers in rural areas.

When examined by income level, healthcare spending is
significantly concentrated in the richest households and in the
National Capital District (NCD), with spending per capita in
the richest quintile of individuals being 10 times larger than
spending by those in the poorest quintile, and the richest 20%
of Papua New Guineans accounting for 59% of all out-of-
pocket healthcare spending (Figure 14).

! Exchange rate 1 USD = 1.3 Kina annual average-1996.
2 Exchange rate 1 USD = 2.8 Kina annual average 2009.

6

Figure 13: Share of Out-of-Pocket Medical Expenditure in
Household Budgets in Regional Countries, Recent Years
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Figure 14: Out-ofPocket Health Expenditure by
Socioeconomic Status, 2009-2010
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Overall, richer households allocate more of their spending
to healthcare than poorer ones. This increase with income
is dominated by medical fees, with richer households more
likely to make use of private providers and of government
hospitals thatimpose user charges. However, the 2009-2010
data show that health expenditure, both as a percentage
of total household expenditure and as a percentage of
household nonfood expenditure, increased most in middle
income families, reflecting their increased use of paid health
services (Figure 15).

These results must be interpreted with caution. They do
not mean that richer households face greater financial
hardships in accessing healthcare, since their overall
healthcare use is higher than in the non-poor. Instead it
may be that lack of access to any formal medical services
is the major barrier for poorer and rural households.
Moreover, the poor may find it difficult to allocate money
for health when it is needed, while the non-poor can more
easily mitigate unexpected health expenditures.
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Figure 15: Share of Out-of-Pocket Medical Spendingin Household
Budgets and Nonfood Expenditure by Socioeconomic Status in

Papua New Guinea, 1996 and 2009-2010
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Financial Impacts of Out-of-Pocket
Expenditures

PNG's healthcare system relies mostly on government financing,
so we would expect only a small impact on households from
out-of-pocket payments. There are two broad measures that we
can use fo assess the financial impact of out-of-pocket spending.
One is o measure how many households are pushed below the
poverly line by such spending (impoverishing impact), and the
second is how many households have to devote a large share
of their resources for medical treatment expenses (catastrophic
impacdt). Previous studies in the Asia-Pacific region show that heavy
reliance on out-of-pocket spending in health systems results in
high levels of medical impoverishment and catastrophic spending
(van Doorslaer et al. 2006, van Doorslaer et al. 2007).

The HIES 2009-2010 shows that the incidence of impoverishing
and catastrophic expenditures in PNG is much lower than in other
regional countries, such as Indonesia, Philippines and the People’s
Republic of China. In 1996, 0.3% of Papua New Guineans were
pushed below the one dollar international poverty line® as a result
of medical spending and the HIES 2009-2010 indicates that this
percentage further decreased (Figure 16).

Correspondingly, the rates of catastrophic expenditures in
PNG are low by regional comparisons. During 1996, in any
given month 0.7% of Papua New Guineans had to allocate
more than 10% of their total household budget, and only
0.1% had to allocate more than 10% of their monthly non-
food expenditures to medical treatment costs.

3 The ‘infernational one dollar poverty line” is equivalent to a consumption level of 1.08 international
(1993 PPP) dollars per day, or 0.82 Kina in 1996 and 2.24 Kina in 2010.

Figure 16: Incidence of Impoverishment Resulting from
Out-of-Pocket Medical Spending by Households in
Regional Countries, Recent Years

Pakistan
India
Bangladesh
PRC
Nepal
Viet Nam
Indonesia
Maldives
Philippines
Lao PDR
Sri Lanka
PNG 1996
Thailand
Timor-Leste
Malaysia
Kyrgyz Republic
Fii
PNG 2009-10
f T T T T T T T T T 1
00 05 10 15 20 25 3.0 35 40 45 50
% of population falling below the international povery line of $1.08
(1993 PPP) per day

PRC = People’s Republic of China, Lao PDR = Lao People’s Democratic Republic, PNG = Papua New Guinea
Source: Authors’ analysis of PNGHS 1996 and HIES 2009-2010 data set, analyses of Asian Development
Bank technical assistance project, and unpublished estimated from the Equitap research network.

The frequency of catastrophic health expenditures increased
in 20092010 with 1.7% of Papua New Guineans allocating
more than 10% of their total household budget to medical
treatment costs. Nevertheless, this is still much lower than in
other regional countries (Figure 17).

Figure 17: Incidence of Catastrophic Out-of-Pocket
Medical Spending in Region Countries, Recent Years
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The relatively low financial impact of out-of-pocket medical
spending in PNG does not imply that the health system
achieves good financial risk protection. The primary reason
for the low level of catastrophic expenditures is the low rates of
healthcare use, as a result of significant other access barriers.
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Conclusions

Analysis of these two surveys reveals significant inequalities in
healthcare use and access, with the poor having worse access,
especially to hospital services. Out-of-pocket medical spending
is not high in PNG, so does not lead to a high incidence of
financial impoverishment. This is not a positive finding as it is
associated with low levels of healthcare use and lack of provider
alternatives in rural areas for households to spend on. The
limited out-of-pocket spending is highly concentrated in the
richest households, indicating that measures to improve risk-
pooling of such expenditures will have minimal benefit for the
poor unless they improve physical access to services for the poor.

Improving maternal, neonatal and child health (MNCH) access
and outcomes in PNG should focus on strengthening the
functioning of the service delivery network in rural areas, and
making access 1o higher-level and inpatient services, such as at
hospitals, more equitable. This should reduce physical barriers
by improving the distribution of these facilities beyond urban
centers, as well as reducing the financial barrier of user charges.
In this light, the current strategy of building community health
posts with inpatient facilities for childbirth in rural areas would
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help to reduce physical access barriers to this type of care.
In addition, the recent decision by NDoH to eliminate user
charges at higher level government facilities should reduce
barriers further and must be welcomed, but it would need to
be supported by improved funding for facilities in rural areas.

http://apps.who.int/nha/database/DataExploerRegime. aspx.
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