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Introduction

The presentation will look at

· Do we know how effective existing programmes are at reaching the poor?

· What does the evidence show?

· Issues to consider in addressing this

1. Do we know?

Routine health information does not tell us who is benefiting from programmes in terms of whether they are poor (although it may show use by gender and geographic location which can give some indication).

Several types of research and studies are increasingly available, particularly

· benefit incidence analysis – looking at who within the population benefits from public subsidies

· population based surveys that correlate service use with household assets, such as DHS or service delivery surveys

· service user surveys comparing users to the general population, e.g. recent studies presented at the ‘Reaching the Poor’ meeting at World Bank.

Issues however remain in trying to assess this

· how to assess who is poor – are measures valid, especially given thinking on definitions of poverty? The common approaches are to use asset index approaches and other indicators e.g. gender, ethnic group. 

· Do surveys really reach the poorest?

· Even if there is equitable use of services, this may not reflect needs – the poor may have more ill health so need more of some services

· Key questions remain on why - what is reason for differences? How to tackle them?

2. What does the evidence show on effectiveness in reaching the poor?

Starting at global level, what are the needs for health care? Consider the burden of disease across regions – data shows high per capita burden especially in Africa, including a high proportion of communicable disease and accidents within this, many of these are amenable to relatively cheap preventive and treatment measures. 

Compare this with the level of spending on health care in different regions – the mismatch is stark. Spending in rich countries ($2,700) is more than 100 times per capita what it is in low income countries ($21). 

If we look at global programmes on health, recent analysis (by IHSD staff) shows that the global initiatives are favouring the poorer countries, to a greater degree than development aid in general. 

At country level, the evidence shows better health outcomes among the richer groups as well as better service uptake. However there is considerable variation between countries in the extent of the gap. 

Primary health care services are better usually at reaching the poorer groups. Also some countries are better than others and some states within countries too. 

Filmer’s study on 22 African countries shows that while there was only a modestly higher rate of illness among the poorer groups, they were much less likely to obtain suitable treatment.  

The recent studies that were presented at the Reaching the Poor conference showed that health initiatives had some success, but could do much better at reaching the poorest 20%. Interestingly, the second quintile tended to benefit more from services. 

As for the global initiatives, there is not much evidence on who is benefiting. Where coverage is limited, e.g. where the country is introducing antiretroviral treatment, the policies for who will get treatment are not often explicit, but it seems unlikely that the poor will get priority. 

Looking at benefit incidence – who benefits from public spending – then can see again that there is variation between countries, but often it is the better off who get most from public services, especially hospitals. Where this is not the case this may reflect health system features, for example Latin American countries that have strong social security coverage for the employed, leaving the public sector to cater for the poor. 

[Note also that use of services can contribute to poverty. In all income groups, people resort to borrowing or selling assets, and this can drive them into poverty]

3. What are the implications of these findings?

The findings demonstrate that 

· The poor experience worse health outcomes than the better off (true for most well off countries too);

· There is evidence that the poor do not benefit as much from private or public health services as the better off; primary care is more likely to reach them. (Evidence on the NGO sector is limited).

· Public spending on health tends to benefit the better off in many cases; although the extent of the difference varies widely even within a country (e.g. between Indian states).  

· Some programmes do better than others in reaching the poor. It seems to help for them to have explicit objectives and provisions to reach the poor.

· At global level, the global initiatives are targeting the poor.

This meeting is going to discuss what to do about the inequities. . 

One of the leading thinkers on this is Davidson Gwatkin (who was at the World Bank); he has argued that a focus on universal coverage appears to promote equity. However experience suggests that unless there is an explicit focus on reaching the poorer groups, then programmes will expand to reach the better off first – they are often easier to reach than the very poor. Too much focus on meeting the Millennium Development Goals (MDGs) also risks this sort of response - Gwatkin has shown that the MDGs can be reached with little impact on the poorest. 

Another issue is the importance of monitoring who benefits from programmes, and understanding why there is success or not in reaching target groups. This requires monitoring of who uses services and qualitative studies of why the poorest are not taking up programmes, built into our health projects and programmes. This should be consistent with moves to monitor poverty reduction strategies more broadly.
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