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Towards universal health coverage: the role of within-country
wealth-related inequality in 28 countries in sub-Saharan Africa

Ahmad Reza Hosseinpoor,? Cesar G Victora,® Nicole Bergen,© Aluisio JD Barros® & Ties Boerma?

Objective To measure within-country wealth-related inequality in the health service coverage gap of maternal and child health indicators
in sub-Saharan Africa and quantify its contribution to the national health service coverage gap.

Methods Coverage data for child and maternal health services in 28 sub-Saharan African countries were obtained from the 2000-2008
Demographic Health Survey. For each country, the national coverage gap was determined for an overall health service coverage index and
select individual health service indicators. The data were then additively broken down into the coverage gap in the wealthiest quintile (i.e.
the proportion of the quintile lacking a required health service) and the population attributable risk (an absolute measure of within-country
wealth-related inequality).

Findings In 26 countries, within-country wealth-related inequality accounted for more than one quarter of the national overall coverage
gap. Reducing such inequality could lower this gap by 16% to 56%, depending on the country. Regarding select individual health service
indicators, wealth-related inequality was more common in services such as skilled birth attendance and antenatal care, and less so in
family planning, measles immunization, receipt of a third dose of vaccine against diphtheria, pertussis and tetanus and treatment of acute
respiratory infections in children under 5 years of age.

Conclusion The contribution of wealth-related inequality to the child and maternal health service coverage gap differs by country and type
of health service, warranting case-specific interventions. Targeted policies are most appropriate where high within-country wealth-related
inequality exists, and whole-population approaches, where the health-service coverage gap is high in all quintiles.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Established in 2000, the eight Millennium Development
Goals (MDGs) represent a global commitment to eliminat-
ing poverty. MDG 4 and MDG 5 are devoted to child and
maternal health, with 2015 targets of a two-thirds reduction
in the 1990 mortality rate for children under 5 years of age, a
three-quarters reduction in the 1990 maternal mortality rate
and universal access to reproductive health services."”

Although some promising gains have been made world-
wide, in 2008, about 358 000 mothers’ and 8.8 million children
under 5 years of age’ lost their lives, many from preventable
or treatable causes.”™

The African Region of the World Health Organization
(WHO) is falling behind on MDG child and maternal health
targets. In many countries these are advancing too slowly,
stagnating or deteriorating."”” Between 1990 and 2008, the
worldwide mortality rate for children under 5 years of age
dropped by 27%;* however, in 2008 more than half of these
deaths occurred in sub-Saharan Africa.”® The maternal mor-
tality ratio in the African Region is 900 maternal deaths per
100000 live births - at least double that of any other WHO
region.® Access to services such as antenatal care and skilled
birth attendance in the African Region are among the lowest
in the world."=%*

Improving child and maternal health requires health
systems to be strengthened through both long-range invest-
ments (e.g. development of health facility infrastructure and
programmes to train health workers) and initiatives that can
be rapidly deployed (e.g. community immunization days,

vitamin A campaigns and distribution of insecticide-treated
bednets).*'*!" In 2010, the Countdown to 2015 decade report
made a special appeal for improving the child and maternal
health situation in sub-Saharan Africa, calling for renewed and
accelerated political and financial commitment to MDG 4 and
MDG 5 in this region.*

Achieving the child and maternal health MDGs will re-
quire policy and programme planners to identify and reach
those who are most in need of health services.>”’ To maximize
and improve progress towards the MDG targets in Africa, it
is important to have strong national and regional monitoring
systems'” that can identify which populations are benefit-
ing from programmes and initiatives, and which are not.”
Progress on MDG 4 and MDG 5 has been variable across
sub-Saharan African countries; also, national indicators may
mask inequalities between subgroups of the population, ***
and improvements at a country level may occur alongside a
widening inequality gap."* Addressing inequalities and their
root causes is an important step towards improving health
outcomes.’

Measurements of service coverage capture both provision
and use of services and interventions, since they express the
percentage of people receiving a specified service or interven-
tion among those requiring that service.”” The health service
coverage gap represents an estimate of the increase in coverage
needed to achieve universal coverage for a given service.”” The
ability of a programme or initiative to reduce the health service
coverage gap is an important indicator of success; comparing
the gap across populations can help to target action to reduce
disparities.'>"”
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Previous monitoring of health
service coverage and the health ser-
vice coverage gap for several child
and maternal health services revealed
between-country inequality and vary-
ing patterns of within-country wealth-
related inequality.'>'® Further de-
lineation of the coverage gap within
countries is needed to more accurately
define the current reach of child and
maternal health services and to inform
programme and policy direction.'”""”
Thus, our objective was to measure
the magnitude of within-country
wealth-related inequality in the health
service coverage gap of maternal and
child health indicators and to quantify
the contribution of this inequality to
the national coverage gap within sub-
Saharan African countries.

Methods

Coverage data for child and maternal
health services were obtained from
the 28 sub-Saharan African countries
that participated in the Demographic
Health Survey (DHS) between 2000 and
2008.* This sample included 13 of the
15 African countries with the highest
number of neonatal deaths.” The DHS
is a large-scale, nationally representa-
tive survey that conducts standardized
face-to-face interviews with women
aged 15-49 years.”” Where countries
had multiple DHS data sets for the
2000-2008 period, we selected the most
recent set for analysis.

We used an index of several health
services to display an overview of the
child and maternal health service cover-
age gap within each study country. The
index - referred to as the overall cover-
age gap — captured the coverage gap in
four areas of intervention with different
delivery strategies: maternal and neona-
tal care, immunization, treatment of sick
children and family planning. Each of
the four interventional areas comprised
a small number of indicators for which
reliable long-term and comparable
data were available. The validity of the
index has been discussed previously; it
performed well in comparison to sev-
eral alternative measures.” To further
illustrate select components of each of
the four areas of intervention included
in the index, we calculated coverage
gaps separately for the following health
service indicators: skilled birth atten-
dance; one or more antenatal care visits;
measles immunization; receipt of a third
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dose of vaccine against diphtheria, per-
tussis and tetanus (DPT3); treatment of
acute respiratory infection in children
under 5 years of age; and family plan-
ning. These interventions represent
diverse types of child and maternal
health services and interventions, and
are associated with a range of aspects
of health system delivery."”

For each country, the national
coverage gaps were calculated and ad-
ditively broken down into two parts: the
coverage gap in the wealthiest quintile
(i.e. the proportion of this quintile that
did not receive a required health ser-
vice) and the population attributable
risk (an absolute measure of within-
country wealth-related inequality that
summarizes the differences between
the richest quintile and each of the four
other wealth quintiles). Thus, popula-
tion attributable risk, PAR, shows the
improvement possible if the total
population had the same health service
coverage as the wealthiest quintile. PAR
can be expressed as follows:

PAR=CG,, —CG

ref

where CG_ is the average coverage
gap across all wealth quintiles (the
population), representing the national
coverage gap, and CG_; is the coverage
gap in the wealthiest quintile (the refer-
ence group).'**"** The relative version of
population attributable risk - popula-
tion attributable risk percentage - is
calculated by dividing population attrib-
utable risk by the national coverage gap.
It indicates the proportional reduction
in national coverage gap that would be
achieved if the total population had the
same health service coverage gap as the
wealthiest quintile.

Results

The national overall coverage gap ranged
from 24% (Namibia) to 77% (Chad),
with a median of 43% (Fig. 1). In 26
of the 28 countries, within-country
wealth-related inequality constituted at
least one quarter of the national overall
coverage gap (Table 1). In four countries
- Burkina Faso, Madagascar, Mozam-
bique and Nigeria - within-country
wealth-related inequality accounted for
about 50% of the national overall cover-
age gap. The lowering of wealth-related
inequality had the potential to decrease
the national overall coverage gap by
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levels of between 16% (Swaziland) and
56% (Madagascar).

Fig. 1 demonstrates the national
overall coverage gap against the wealth-
related relative inequality in overall
coverage gap observed within each of
the 28 study countries. There was no
relation between the two parameters (p:
0.03; P-value: 0.88).

The relationship between wealth
and coverage gaps for specific indicators
varied, depending on the type of health
service. Breakdown of the national
health service-specific coverage gaps
revealed that within-country wealth-
related inequality was particularly
important for some components of the
overall coverage gap (e.g. skilled birth
attendance and one or more antenatal
care visits) (Table 2). The coverage gap
in skilled birth attendance generally
showed a high proportion of within-
country wealth-related inequality. De-
pending on the country, the coverage
gap in skilled birth attendance could
be reduced by 22% to 93% if no wealth-
related inequality existed. For 25 of the
28 countries in the study, eliminating
the wealth-related inequality would at
least halve the coverage gap for skilled
birth attendance. Similarly, within-
country wealth-related inequality in one
or more antenatal care visits accounted
for at least 50% of the coverage gap in
21 countries.

For some health services, the role of
within-country wealth-related inequal-
ity was less pronounced. For example,
such inequality accounted for a smaller
proportion of the national coverage gap
in measles immunization, DPT3, care
seeking for suspected pneumonia, and
family planning (Table 3), with some
notable variations. The national DPT3
coverage gap was 64% in both Nigeria
and the United Republic of Tanzania;
however, within-country inequality ac-
counted for only 3% of the coverage gap
in the United Republic of Tanzania but
63% of the gap in Nigeria. Both Camer-
oon and Zimbabwe had a 34% national
coverage gap in measles immunization
but differed widely in terms of within-
country inequality contribution to the
national coverage gap (53% in Camer-
oon and 24% in Zimbabwe).

The 28 countries had different
magnitudes and patterns of wealth-
related inequality. Ethiopia had one
of the highest coverage gaps for every
indicator in the study, yet the contri-
bution of within-country inequality

Bull World Health Organ 2011,89:881-890 | doi:10.2471/BLT.11.087536
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Fig. 1. National overall health service coverage gap versus within-country relative inequality in 28 sub-Saharan African countries,

2000-2008
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¢ Relative inequality, calculated by dividing population attributable risk by the national health service coverage gap.

tended to be proportionally low. Ni-
geria had high within-country wealth-
related relative inequality for many
indicators. In many other countries
the situation was mixed. For example,
in Mali, within-country wealth-related
inequality constituted at least two
thirds of the national coverage gap in
both skilled birth attendance and one
or more antenatal care visits, but only
about one third of the national coverage
gap in measles immunization.

Discussion

This study of 28 sub-Saharan African
countries concurs with other reports

Bull World Health Organ 2011,89:881-890

in finding that health services in de-
veloping countries are not equally ac-
cessible to all populations.**!»!4!823-22
By breaking down the health service
coverage gap, we showed that the role
of wealth-related inequality differs
between countries and types of health
service. Even within the same region,
countries experience many unique fac-
tors that affect health service coverage
both directly and indirectly, ranging
from health-care financing priorities
and political agendas to cultural prac-
tices and conflict situations.'>**

Health services require variable
amounts of funding, resources and
infrastructure, and this may account

doi:10.2471/BLT.11.087536

for some of the differences in the role
of wealth-related inequality.** In line
with other studies, we found that with-
in-country wealth-related inequality
contributed less to the services de-
livered at the community level (e.g.
family planning and immunizations)
than to services that require trained
health professionals or health facili-
ties (e.g. one or more antenatal care
visits and skilled birth attendance).*
An understanding of the complex-
ity and magnitude of wealth-related
inequality will improve interventions
that aim to increase the coverage of
child and maternal health services in
developing countries.
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Table 1. Overall health service coverage gap — national average versus within-country inequality in 28 sub-Saharan African countries,

2000-2008
Country Year Coverage gap (%) PAR? (percentage PAR%®
National Inrichest quintile points)
Benin 2006 43 28 15 35
Burkina Faso 2003 52 27 25 48
Cameroon 2004 39 22 17 43
Chad 2004 77 55 22 29
Congo 2005 31 20 11 36
Democratic Republic of the Congo 2007 44 28 16 36
Ethiopia 2005 74 52 21 29
Gabon 2000 34 25 9 27
Ghana 2008 36 21 15 42
Guinea 2005 53 35 17 33
Kenya 2003 39 26 12 32
Lesotho 2004 32 20 12 37
Liberia 2007 49 30 20 40
Madagascar 2003-2004 43 19 24 56
Malawi 2004 35 24 1 30
Mali 2006 60 37 22 38
Mozambique 2003 37 19 17 47
Namibia 2006-2007 24 14 10 42
Niger 2006 60 38 22 37
Nigeria 2008 58 28 31 53
Rwanda 2005 48 37 11 24
Senegal 2005 44 30 14 31
Sierra Leone 2008 48 35 13 27
Swaziland 2006-2007 25 21 4 16
United Republic of Tanzania 2004-2005 39 26 14 35
Uganda 2006 48 34 14 29
Zambia 2007 39 26 12 32
Zimbabwe 2005-2006 33 22 12 35
Median 2000-2008 43 27 14 35
95% Cl of the median 2000-2008 37-48 23-30 12-17 32-37

Cl, confidence interval; PAR, population attributable risk.

¢ Absolute inequality.

® Relative inequality, calculated by dividing population attributable risk by the national health service coverage gap.

Note: Figures may be affected by rounding.

Planning interventions

Planning interventions that take into ac-
count wealth-related inequality may play
a significant role in reducing the health
service coverage gap. Where the contri-
bution of within-country wealth-related
inequality is high, an approach targeted
at populations in lower wealth quin-
tiles is justified. This type of approach
would be appropriate in countries such
as Madagascar and Nigeria, where the
relative inequality (PAR%) is high. The
use of poverty maps and the prioritiza-
tion of poor, remote communities in the
design of health service delivery have
helped countries such as Bangladesh,
Brazil and Peru to tackle health service
coverage inequality.”*”

884

In many of the study countries, a
targeted approach may be appropriate
for interventions in skilled birth at-
tendance or one or more antenatal care
visits. Such an approach could include
providing free or reduced-fee health ser-
vices to those in lower wealth quintiles,
creating incentives for health workers to
practice in underserved communities,
offering skill development sessions to
build the capacity of health-care pro-
viders serving poor communities, or
establishing conditional cash-transfer
programmes that pay mothers for using
services.'® Task-shifting - the deploy-
ment of community health workers
outside of health facilities - is another
low-cost way to increase access to basic
health services.'**

A whole-population approach may
work well in situations in which the
national coverage gap is high, as is the
case for Chad and Ethiopia. Given the
widespread coverage gap in all quintiles
(including the richest), there is great
potential for these countries to benefit
from a whole-population approach. In
situations where the health system can
reach the entire population, this type
of approach can provide health-care
services with consistent quality and
benefit."”” Certain types of health ser-
vices, such as immunization campaigns
and family planning initiatives, may be
best delivered using a whole-population
approach. The main risk with this ap-
proach is that if implementation ends
up being partial, inequalities may be
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Table 2. Health service coverage gap of skilled birth attendance and one or more antenatal care visits — national average versus within-
country inequality in 28 sub-Saharan African countries, 2000-2008

Country Skilled birth attendance One or more antenatal care visits
Coverage gap (%) PAR: PAR%® Coverage gap (%) PAR? PAR%®
National In {percentage National In ipercentage
richest el richest )
quintile quintile

Benin 22 2 20 90 12 1 " 92
Burkina Faso 62 16 47 75 27 23 85
Cameroon 38 5 33 86 17 3 14 82
Chad 84 49 35 42 58 23 35 60
Congo 16 2 14 88 13 2 11 85
Democratic Republic of the Congo 25 2 23 93 14 4 10 72
Ethiopia 94 73 21 22 72 42 30 42
Gabon 13 3 10 80 4 2 2 55
Ghana 41 5 36 87 4 0 4 100
Guinea 62 12 50 80 19 2 17 89
Kenya 58 25 34 58 12 6 6 49
Lesotho 44 16 28 64 10 4 6 58
Liberia 53 18 35 67 20 4 16 80
Madagascar 54 8 46 85 20 3 17 85
Malawi 43 15 27 64 7 3 4 56
Mali 73 24 49 67 63 20 43 68
Mozambique 52 11 41 79 15 1 14 94
Namibia 18 2 16 88 5 3 2 40
Niger 82 41 42 51 54 17 37 68
Nigeria 61 14 47 77 45 6 39 87
Rwanda 71 40 31 43 6 5 1 12
Senegal 48 10 37 78 12 2 10 84
Sierra Leone 58 29 29 50 13 3 10 77
Swaziland 26 8 18 70 3 1 2 65
United Republic of Tanzania 54 13 41 76 6 3 3 47
Uganda 57 23 35 60 6 3 3 49
Zambia 53 45 84 6 1 5 84
Zimbabwe 31 27 85 6 3 3 47
Median 53 13 34 76 13 3 10 70
95% Cl of the median 42-58 8-17 28-40 65-83 6-18 2-4 5-16 57-84

(l, confidence interval; PAR, population attributable risk.

@ Absolute inequality.

® Relative inequality, calculated by dividing population attributable risk by the national health service coverage gap.

Note: Figures may be affected by rounding.

exacerbated; that is, the rich may benefit
early in the programme and, if the pro-
gramme is interrupted (e.g. for lack of
funds), the poor are yet to be reached.”

In some situations, a combination
of targeted and whole-population ap-
proaches may help to decrease the health
service coverage gap. Mali, for example,
may benefit from a targeted approach
for skilled birth attendance and one or
more antenatal care visits, and from a
whole-population approach to reduce
the coverage gap in measles immuni-
zation. In Nigeria, action to increase
coverage of DPT3 may benefit from a

strong targeted approach, whereas in the
United Republic of Tanzania, a whole-
population approach may be more ap-
propriate. Box 1 provides examples of
countries adopting different approaches.

Limitations and extension

The overall coverage gap was used to
obtain a summary measure of cover-
age gap for a set of maternal and child
interventions with different delivery
strategies, based on a set of robust
indicators. Although there may be cor-
relations between the variables that are
used in the index, this does not obviate

Bull World Health Organ 2011;89:881-890 | doi:10.2471/BLT.11.087536

the need for a cross-cutting coverage
measure. By using four intervention
areas with different delivery strategies,
we obtained a broad index of service
delivery. For example, although there
was a moderate correlation between the
treatment of acute respiratory infection
in children under 5 years of age and
measles vaccination coverage (p: 0.48),
no correlation was seen between the
former indicator and DPT3 vaccination
coverage (p: —0.04).

The population attributable risk
calculation of wealth-related inequality
assumed that the wealthiest quintile (the
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Box 1. Country examples of interventions to reduce the health service coverage gap

A. In Kenya, the Kisumu Medical and Educational Trust programme (KMET), based in the city
of Kisumu, aims to increase access to reproductive health services by the poor.*” KMET is
strengthening the capacity of health-care providers and facilities in poor, rural areas by providing
training sessions, basic equipment and small loans. Taking a targeted approach, the programme
has been successful in reaching the poorest populations by enrolling mid-level health-care
providers (e.g. nurses and clinical officers) in rural areas.

B. In Ghana, the distribution of insecticide-treated bednets (ITNs) was paired with whole-
population measlesimmunization campaigns.’' Before the campaign, ITN ownershipin the Lawra
district of Ghana was less than 10% in all wealth quintiles. After the campaign, the coverage rate
of ITN ownership increased to over 90% in all wealth quintiles. This community-level intervention
was a cost-efficient method of distributing ITNs to a large population.

C. Brazil is on track to achieving MDG 4 and has made good progress towards MDG 5 thanks to
a combination of whole-population and targeted approaches to increasing health coverage.””
A unified health system provides comprehensive health care at the whole-population level.
Targeted approaches include the Family Health Strategy, which reorganized primary health care
by sending teams of health workers to underserved areas. Since its inception, the programme
has been scaled up to reach over 50% of the population, and has contributed to declining
infant mortality rates.

D. In Egypt, an immunization campaign contained elements of both whole-population and
targeted approaches.” The campaign achieved widespread geographical coverage, with financial
and training support from the central government. Health units used disaggregated data to
target resources to populations with lower coverage, and non-physician health workers were
empowered to assume greater responsibilities.

reference population) experienced the
lowest coverage gap. In a few instances
in our study this was not the case; the
health-service-specific coverage gap of
the wealthiest quintile was reported to
be higher than that of at least one of the
other quintiles. For example, the cover-
age gap of specific health interventions
in the richest wealth quintile was slightly
higher (0.1-3.6%) than the national
coverage gap for the treatment of acute
respiratory infections in children under
5 years of age (Zambia), DPT3 immu-
nization (Rwanda and Swaziland) and
measles immunization (Lesotho). This
was not the case with the overall cover-
age gap. A possible explanation could be
that the sample size of the population at
risk in the wealthiest quintile (denomi-
nator) is too small to generate a mean-
ingful representation of the coverage gap
of a specialized service. For instance, the
wealthiest quintile of some countries
had only a small number of sick children
requiring treatment for acute respiratory
infection. Alternatively, data may reflect
an unknown and consistent pattern of
under- or over-reporting during survey
interviews. It is also possible that the
data reflect the true situation and that
the richest quintile did not experience
the lowest health service coverage gap.
Reporting bias tends to attenuate
the association between wealth quintile
and coverage rates. Although over-
reporting of child morbidity in the
wealthier quintiles is documented,” the

Bull World Health Organ 2011,89:881-890

extent to which it affects the reporting of
health service use is less clear.

We defined inequality based on
asset-determined wealth quintiles - a
common tool for measuring dispar-
ity within populations.’* This frame of
reference, however, presents certain
limitations.'>*>** The assets chosen to
represent wealth must be culturally spe-
cific, timely and applicable to all mem-
bers of a specified population. Wealth
quintiles represent only relative wealth
differences and may align closely with
other forms of disparity (e.g. urban or
rural). In certain contexts, other factors
(e.g. education, gender or geography)
may be more important in determining
disparity in health service access.””*

While breakdown of the coverage
gap may be a useful tool to assess the
role of within-country inequality, the
strength of the measurement relies on
the accuracy and availability of data.
The lack of high-quality statistical data
from developing countries presents
challenges for the creation of informed
policies,'”'**" a limitation that is exac-
erbated when attempting inter-country
comparisons.” By focusing on within-
country comparisons, this data analysis
reduced the importance of attaining
regionally consistent data. As the qual-
ity of data and methods of analysis and
monitoring improve, African countries
will be better able to use this information
to improve health service initiatives.>'”
Because coverage gap served as a proxy

doi:10.2471/BLT.11.087536
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for health service provision and use, al-
ternative analyses might segregate these
components or expand them to include
other types of service indicators.

Our methods may easily be used to
break down the health service coverage
gap by other forms of inequality, such as
education, gender or geography. Popula-
tion attributable risk takes into account
both the situation of all social groups
(not only the extremes) and the group
population size. Hence, it overcomes the
limitations of simple range measures of
inequality such as differences or ratios.
This study focused on wealth-related
inequality in sub-Saharan African
countries at a recent time point and
did not explore trends in health equity
situations; the latter may provide more
in-depth evidence for equity-focused
interventions. In future studies, our
methods could be useful for monitor-
ing inequalities over time and assessing
the impact of interventions on reducing
inequality.

Conclusion

Overall, a comprehensive monitor-
ing programme may help countries to
identify relevant forms of inequality
and allow for health service initiatives
to be targeted accordingly, where ap-
propriate.'”*>?* Coverage gap data
were presented for select components
of the overall coverage gap (one or more
antenatal care visits and skilled birth
attendance, measles and DPT3 immu-
nization, treatment of acute respiratory
infection in children under 5 years of
age and family planning); these com-
ponents correspond to diverse types of
child and maternal health indicators.
This allowed for within-country com-
parison, highlighting the variable role
of wealth-related inequality within the
national coverage gap.

Given the lack of association be-
tween the level of national overall cov-
erage gap and the magnitude of relative
inequality, policies and programmes
that aim to reduce the service coverage
gap may not necessarily be effective in
tackling within-country inequalities.
This finding also reinforces the notion
that the determinants of health are not
necessarily the same as the determinants
of inequalities in health.”

Between 1990 and 2006, patterns of
inequality in developing countries re-
mained largely unchanged.” This trend
has been cited as a major contributor

887



Research

Within-country inequality in sub-Saharan Africa

to the lack of progress on the child and
maternal health MDGs."'**>*! Qur
study demonstrated the contribution of
wealth-related inequality to child and
maternal health service coverage gap in

28 sub-Saharan African countries and
highlighted the implications for health
policy approaches. As the deadline for
the MDGs approaches, attention is in-
creasingly turning to child and maternal

Ahmad Reza Hosseinpoor et al.

health. Now, more than ever, is the time
for strong policies and for interventions
that will maximize their impact. ll
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Résumé

Vers une couverture de santé universelle: le role de I'inégalité intra-nationale liée a la richesse, dans 28 pays d’Afrique sub-

saharienne

Objectif Mesurer Iinégalité intra-nationale liée a la richesse dans [écart
de couverture sanitaire d'indicateurs de santé maternelle et infantile en
Afrique sub-saharienne et quantifier sa contribution a Iécart national
de couverture sanitaire.

Méthodes Les données de couverture sanitaire maternelle et infantile
dans 28 pays d'’Afrique sub-saharienne ont été tirées de I'Enquéte
démographique et sanitaire de 2000-2008. Pour chaque pays, Iécart
national de couverture a été déterminé pour un indice de couverture
sanitaire globale et pour des indicateurs sanitaires spécifiques. Les
données ont ensuite été ventilées de maniere additive dans Iécart de
couverture dans le quintile le plus riche (soit la proportion du quintile
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sans service sanitaire requis) et le risque imputable a la population (une
mesure absolue de |'inégalité intra-nationale liée a la richesse).
Résultats Dans 26 pays, Iinégalité intra-nationale de richesse explique
plus d'un quart de Iécart national de couverture globale. Réduire cette
inégalité pourrait réduire cet écart de 16% a 56%, selon les pays. Pour les
indicateurs sanitaires spécifiques, linégalité liée a la richesse était plus
fréquente dans des services comme les services d'accouchement et de
soins prénatals qualifiés, et moins fréquente pour la planification familiale,
la vaccination contre la rougeole, 'administration de la troisieme dose de
vaccin contre la diphtérie, la coqueluche et le tétanos et le traitement des
infections respiratoires aigués chez les enfants de moins de 5 ans.

Bull World Health Organ 2011,89:881-890 | doi:10.2471/BLT.11.087536
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Conclusion Limpact de Iinégalité de richesse sur I'écart de couverture
sanitaire maternelle et infantile différe selon les pays et le type de service
sanitaire, justifiant des interventions au cas par cas. Des politiques ciblées
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sont plus appropriées quand l'inégalité de richesse intra-nationale est
élevée, et des approches visant I'ensemble de la population quand Iécart
de couverture sanitaire est élevé dans tous les quintiles.

Pesiome

Ha nyTu K yH1BepcanbHoMy 0XBaTy ycJlyraMmu 3paBoOOXPaHEHUA: PoJib CBA3AHHOIO C MaTepUuanbHbIM
6narococTosiHnem BHyTPMCTPaHOBOro HepaBeHCTBa B 28 cTpaHax Adpuku K tory ot Caxapbl

Lenb /13MepunTb CBA3aHHOE C MaTepuanbHbiM 61arocoCToaHeM
BHYTPMCTPAHOBOE HEPABEHCTBO B OTHOLWEHMM Pa3pbiBa B OXBaTe
Me[NKO-CaHUTapHbIML yCyramy B 06nacT oxpaHbl 340POBbSA
maTtepw v pebeHKa B cTpaHax Adpuki K tory ot Caxapbl M ONpeaeniTs
€ro KONMUeCTBEHHYIO 00 B 06LLECTPaHOBOM NOKasaTese paspbiza
B OXBaTe MeAMKO-CaHUTaPHbIMM YCITyTramu.

MeTopa [laHHble 06 oxBaTe ycnyramum B 061acTvi oxpaHbl 300pOBbA
maTepu 1 pebeHka no 28 ctpaHam Adpukm K tory ot Caxapbl Obin
B3ATbI 13 MaTepuanos O6cnenoBaHWA B 00N1acTV HaPOAOHaCeNeHA
1 3apaBooxpaHeHns 3a 2000-2008 rogbl. [na Kaxgown cTpaHbl
obleHaloHaNbHbI Pa3pbiB B OXBaTe onpeaenancs nns
COBOKYMHOIO MHAEKCa OxBaTa MeAMKO-CaHUTapHbIMIA YCyramn 1
130PaHHbIX MHAWMKATOPOB MO KOHKPETHBIM MENKO-CaHUTAPHbIM
ycnyram. [ocne 3Toro B AaHHbIX OblN AOMONHUTENBHO BblAENEHDI
pa3pbiB B OxBaTe B Horateiwem KBuUHTUNE (T. €. JONA KBUHTUNS,
He nonydaiolero Tpebyemor MefuKko-CaHUTAPHOW yCnyru) 1
[106aBOYHbIV MOMYAALMOHHbIA PUCK (@GCONIOTHAA Mepa CBA3AHHOTO C
MaTepyanbHbIM 61aroCoOCTOAHNEM BHY TPVCTPAHOBOTO HEPABEHCTBA).
Pesynbrat B 26 CTpaHax Ha [OMO CBA3AHHOMO C MaTepuaibHbIM
61arocoCToAHNEM BHYTPMCTPAHOBOrO HEPABEHCTBA NPYXOAMIOCH
6onee V4 COBOKYNHOro obLieHalMoHanbHOro paspbiBa B oxaaTe.

CHWeHwe 3TOro HepaBeHCTBA MO3BOSMIO Obl COKPATUTL Pa3pbiB Ha
16-56%, B 3aBUCYMOCTY OT CTpaHbl. Cpean n36paHHbIX mokasatenei
MO KOHKPETHBIM Me[MKO-CaHUTaPHbIM YCITyram HepaBeHCTBO,
CBA3aHHOE C MaTepuarbHbIM 671arocoCToAHVEM, Obino 6onee WNPOKO
pPacnpoCTpaHeHO B TakWX yCNyrax, Kak KBanmuumpoBaHHble
POLOBCMOMOXeHe 1 JOPOAOBOW YXOf, U MeHee LUMPOKO — B TaKNX
KaK MnaHnMpoBaHve cembl, MMMYHM3aLmUsa NpoTuB KOopK, Npuem
TpeTbelt A03bl BaKUMHbBI MPOTUB KOKAOLWA, ANGTEeprM 1 CTONBHSAK],
1 fleyeHne OCTPbIX PECTPATOPHbBIX MHQEKUMI Y AeTelt B BO3pacTe
[0 5 net.

BbiBop Bknaj HepaBeHCTBa, CBA3aHHOIO C MaTepPUanbHbIM
6narococtoaHnem, B NoKasaTenb pa3pbiBa B OXBaTe MeAMKO-
CaHWTaPHBIMK YCIyramu Mo oxpaHe 3[0POoBbA MaTepu v pebeHka
Pa3NMYaEeTCA B 3aBYCUMOCTI OT CTP@HDI ¥ BUAA MEAVKO-CaHWUTAPHOM
YCIyriA, 4To TpebyeT NPYMEHEHNA KOHKPETHBIX Mep BMeLLIaTeNbCTBa.
ALpecHble nNonuTUYeCKre Mepbl Hanbosnee NMPUMEHNMbI B TeX
Cyyanx, Koraa MMeeT MecTo BbICOKMIA YPOBEHb CBA3AHHOIO C
MaTepuasnbHbIM 611aroCOCTOAHMEM BHY TPUCTPAHOBOTO HEPaBEHCTBa,
a NonNynAUMOHHbBIE NOAXOAbl — KOTfa PaspbiB B OXBaTe MeanKO-
CaHUTAPHbBIMI YCAyramMy 3HaUMTENEH BO BCEX KBUHTUAX.

Resumen

Hacia la cobertura sanitaria universal: el papel de la desigualdad nacional en cuanto a riqueza en 28 paises del Africa

subsahariana

Objetivo Medir la desigualdad en cuanto a la riqueza de cada pais
con respecto a las carencias en la cobertura del servicio sanitario de
los indicadores de salud materno-infantil en el Africa subsahariana y
cuantificar su contribucién a las carencias de cobertura en los servicios
sanitarios nacionales.

Métodos A través de la Encuesta sobre Salud y Demografia de 2000—
2008 se obtuvieron los datos de cobertura de los servicios sanitarios
materno-infantiles en 28 paises del Africa subsahariana. Para cada uno
de los pafses se determinaron las carencias de cobertura nacional para
un indice de cobertura global de servicios sanitarios y para indicadores
de servicios sanitarios individuales. Los datos se separaron ademas
en las carencias de cobertura para el quintil mas rico (por ejemplo, Ia
proporcion del quintil que carecia del servicio sanitario necesario) y el
riesgo atribuible ala poblacion (una medida absoluta de la desigualdad
en cuanto a riqueza de cada pais).

Resultado En 26 pafses, la desigualdad nacional en cuanto alariqueza,
constituyd mas de un cuarto de las carencias de cobertura total del pafs.

Si se redujera dicha desigualdad, estas carencias disminuirfan entre un
16% y un 56%, dependiendo del pais. En cuanto a los indicadores de
servicios sanitarios individuales, la desigualdad en cuanto a riqueza fue
més palpable en servicios como la asistencia profesional al parto y la
asistencia prenatal, y menos destacada en la planificacion familiar, la
vacunacion contra el sarampion, la recepcion de una tercera dosis de la
vacuna contra la difteria, la tos ferina y el tétano y en el tratamiento de
infecciones respiratorias agudas en nifios menores de 5 afos.
Conclusion La contribucion de la desigualdad en cuanto a riqueza en
las carencias de cobertura de servicios sanitarios materno-infantiles
varfa en cada pais y segun el servicio sanitario, por lo que necesita
intervenciones especificas para cada caso. Las normativas especificas son
las mas adecuadas cuando se producen casos de marcada desigualdad
en cuanto a riqueza dentro de un pafs, y los enfoques globales, para
aquellos paises con unas carencias de cobertura de servicios elevadas
en todos los quintiles de poblacion.
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