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Availability and affordability of essential medicines for 
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Summary
Background Data are scarce on the availability and affordability of essential medicines for diabetes. Our aim was to 
examine the availability and affordability of metformin, sulfonylureas, and insulin across multiple regions of the 
world and explore the effect of these on medicine use.

Methods In the Prospective Urban Rural Epidemiology (PURE) study, participants aged 35–70 years (n=156 625) were 
recruited from 110 803 households, in 604 communities and 22 countries; availability (presence of any dose of 
medication in the pharmacy on the day of audit) and medicine cost data were collected from pharmacies with the 
Environmental Profile of a Community’s Health audit tool. Our primary analysis was to describe the availability and 
affordability of metformin and insulin and also commonly used and prescribed combinations of two medicines for 
diabetes management (two oral drugs, metformin plus a sulphonylurea [either glibenclamide (also known as 
glyburide) or gliclazide] and one oral drug plus insulin [metformin plus insulin]). Medicines were defined as affordable 
if the cost of medicines was less than 20% of capacity-to-pay (the household income minus food expenditure). Our 
analyses included data collected in pharmacies and data from representative samples of households. Data on 
availability were ascertained during the pharmacy audit, as were data on cost of medications. These cost data were 
used to estimate the cost of a month’s supply of essential medicines for diabetes. We estimated affordability of 
medicines using income data from household surveys.

Findings Metformin was available in 113 (100%) of 113 pharmacies from high-income countries, 112 (88·2%) of 
127 pharmacies in upper-middle-income countries, 179 (86·1%) of 208 pharmacies in lower-middle-income countries, 
44 (64·7%) of 68 pharmacies in low-income countries (excluding India), and 88 (100%) of 88 pharmacies in India. 
Insulin was available in 106 (93·8%) pharmacies in high-income countries, 51 (40·2%) pharmacies in 
upper-middle-income countries, 61 (29·3%) pharmacies in lower-middle-income countries, seven (10·3%) pharmacies 
in lower-income countries, and 67 (76·1%) of 88 pharmacies in India. We estimated 0·7% of households in 
high-income countries and 26·9% of households in low-income countries could not afford metformin and 2·8% of 
households in high-income countries and 63·0% of households in low-income countries could not afford insulin. 
Among the 13 569 (8·6% of PURE participants) that reported a diagnosis of diabetes, 1222 (74·0%) participants 
reported diabetes medicine use in high-income countries compared with 143 (29·6%) participants in low-income 
countries. In multilevel models, availability and affordability were significantly associated with use of diabetes 
medicines.

Interpretation Availability and affordability of essential diabetes medicines are poor in low-income and middle-income 
countries. Awareness of these global differences might importantly drive change in access for patients with diabetes.

Funding Full funding sources listed at the end of the paper (see Acknowledgments). 
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Introduction
The global burden of incident and prevalent diabetes and 
diabetes-related morbidity and mortality are increasing.1 
Most people with diabetes remain unidentified, untreated, 
or inadequately treated, particularly in low-income and 
middle-income countries (LMICs)2 despite the availability 

of simple diagnostic tests and cheap medicines. The 
problem is a large and growing one especially for LMICs 
where most of the world’s patients with diabetes reside.3 
The WHO framework for health systems states that a well 
functioning health system ensures equitable access to 
essential medical products, vaccines, and technologies of 
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assured quality, safety, efficacy, and cost-effectiveness, 
and their scientifically sound and cost-effective use. To 
achieve such objectives, WHO also state that information 
is needed on prices, supply, distribution systems, and 
rational use.4 Data is scarce on the availability and 
affordability of diabetes medicines, particularly from 
LMICs. Data from selected countries hint towards a poor 
availability of insulin,5–8 and reviews have called for 
greater attention to the availability and affordability of 
essential medicines for diabetes (especially insulin), a 
discussion of possible barriers, and a need for a global 
perspective.9

Most people (80%) with type 2 diabetes reside in urban 
environments, but despite the availability of essential 
medicines in some areas, access to these medicines is 
not guaranteed in many LMICs. Previous studies have 
highlighted the very large gaps in the availability and 
affordability of essential medicines for chronic diseases 
in LMICs and the need to monitor them.10–13 In 2007, a 
survey14 of availability of 32 medicines to treat cardio-
vascular disease, diabetes, chronic respiratory disease, 
and glaucoma in six LMICs found less than 7·5% of 
these medicines were available in the public sector, and 
the cost of a 1-month course of intermediate-acting 

insulin ranged from 2·8 days of wages in Brazil to 
19·6 days of wages in Malawi. Availability and 
affordability of these medicines might affect their use. 
Several countries have brought in schemes to subsidise 
the cost of diabetes medicines, but the penetration of 
these programmes is uncertain. Better data are needed 
from individuals, communities, and large populations 
ascertained with uniform methods across populations to 
better quantify the problems of availability and 
affordability of diabetes medicines and to inform the 
development of interventions to tackle this issue.

The aim of our analyses was to examine the availability 
and affordability of essential medicines for diabetes 
(metformin, sulfonylureas, insulin) across different 
countries and regions and to explore the effect of 
availability and affordability on use of these medicines.

Methods
Study design and sampling
For the current analyses we used data collected in 
pharmacies as part of a community audit and data 
collected from representative samples of households and 
adults aged 35–70 years. Data on availability was therefore 
ascertained during the pharmacy audit, as were data on 

Research in context

Evidence before this study
We searched PubMed and reference lists of identified papers for 
papers on access, availability, and affordability of diabetes 
medicines from inception to June 25, 2018, with no language 
restrictions. We were particularly interested in information 
available from low-income and middle-income countries 
(LMICs). We identified several papers that reported on availability 
or affordability, or both, of diabetes medicines from single 
countries or regions, including a number from LMICs. 
We identified a few papers that examined this issue across 
multiple countries, but most of these papers accessed data from 
secondary data sources, did not involve direct data collection, 
and did not relate this data to use of diabetes medicines.

Added value of this study
This report provides a global perspective on the availability and 
affordability of essential medicines for diabetes, including 
comparative data from LMICs. The data used in this study were 
collected directly from individuals and communities, unlike other 
methods that collect data from key informants, secondary data 
sources, and policy and health system documents. Direct data 
collection from communities and individuals provides 
information on the downstream implementation of policies and 
more comprehensive information about the patient experience. 
Our analyses use data collected at baseline from 
156 625 participants in 604 communities and 22 countries. 
An estimated 61% of the global total number of people with 
diabetes reside in these 22 countries. We found that the 
availability and affordability of essential medicines for diabetes is 
poor in some low-income countries, both in terms of poor 

availability on pharmacy shelves and prohibitive costs for people 
on average incomes. Availability and affordability of insulin was 
particularly poor and the disparity between oral hypoglycaemics 
and insulin was several times greater in low-income countries 
than in high-income countries. For example, metformin was 
available in 100% and insulin in 94% of pharmacies audited in 
communities from high-income countries, whereas metformin 
was available in 65% and insulin in 10% of pharmacies in 
low-income countries. Also, about 0·7% of households with 
patients with diabetes could not afford metformin in 
high-income countries; this proportion was 26·9% of households 
in low-income countries. For insulin, the divide between 
high-income and low-income countries was greater, with 
2·8% of households not able to afford insulin in high-income 
countries compared with 63·0% of households in low-income 
countries.

Implications of all the available evidence
The poor availability and affordability of essential diabetes 
medicines in many communities, especially those from LMICs, 
is a substantial driver of lower use of these medicines. Access to 
medicines is recognised by WHO as part of the right to health. 
Although several countries have programmes to provide 
subsidised medicines, the data presented here show universal 
access is still a distant prospect and that government and 
industry really are not doing enough to ensure the availability 
and affordability of these essential medicines to people that 
need them. These data also underwrite the importance of 
having strong monitoring systems to track the progress 
towards universal access to essential medicines.
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cost of medications. These cost data were used to estimate 
the cost of a month’s supply of essential medicines for 
diabetes. We estimated afford ability of medicines using 
income data from househould surveys.

The current study was done within the framework of 
the Prospective Urban Rural Epidemiology (PURE) 
study,15 a multicountry prospective cohort study involving 
22 countries for which data are currently available: 
four high-income countries (Canada, Saudi Arabia, 
Sweden, and United Arab Emirates); eight upper-middle-
income countries (Argentina, Brazil, Chile, Malaysia, 
Poland, South Africa, Turkey, and Russia); five lower-
middle-income countries (China, Colombia, Iran, 
occupied Palestinian territory, and Philippines); and five 
low-income countries (Bangladesh, India, Pakistan, 
Tanzania, and Zimbabwe). Economic classification is 
based on a country’s classifi cation at study commencement 
according to World Bank data from 2006.16 Ethics 
committees at each centre approved the protocol and all 
participants provided written informed consent.7

The PURE study has been described previously,17 but in 
brief its original objective was to document and follow 
variations in community and individual determinants of 

cardiovascular and other chronic diseases with a 
particular focus on low-income and middle-income 
regions where few data exist. The sampling was both 
purposive and representative, with selection of countries 
with local infrastructure able to implement the study 
protocols, selection of communities from urban and 
rural settings within a country, urban sampling to select 
high, middle, and lower socioeconomic settings, and 
individual (adults aged 35–70 years) sampling to be 
representative of the community sampled.17,18 Household 
and individual sampling was designed to achieve a 
representative sample of that community of adults; 
however, to achieve this goal some customisation of 
sampling framework by centre was required. For 
example, in rural India and China, door-to-door visits 
were the usual way that representative samples were 
achieved, but in high-income countries census lists, 
phone book lists, or similar were used to approach 
households by phone. Among the households initially 
approached at baseline, 78% of the individuals eligible 
participated in the main study.15 Although the community 
sampling was not nationally representative, previous 
analyses18 of the PURE cohort have shown that 
characteristics and health conditions of participating 
individuals are similar to available representative data 
from the countries concerned. Data collection is ongoing 
in the PURE study, but for our analyses we included data 
from countries recruited between 2001 and 2017 and 
communities within the country were recruited during 
the same time period (appendix). 

Data collection
Baseline data collection included information on 
participants’ health, risk factors, treatments, and clinical 
measure ments and information on their family and 
households. Participants were asked if they had been 
diagnosed with diabetes, if they were taking medications 
regularly for diabetes, and to list all their medications 
consumed at least once a week for the past month.

Covariates include sociodemographic data collected 
from individuals and households (age, gender, urban 
or rural, marital status, education, occupation, total 
house hold members, monthly household income, 
monthly expenditure on food, health insurance), co-
morbidities (cardiovascular diseases, smoking status, 
alcohol use), and BMI.

Data were collected from 604 communities (four 
high-income, 13 middle-income, and five low-income 
countries) with the Environmental Profile of a 
Community’s Health (EPOCH) instrument. This instru-
ment was designed specifically for use in the PURE study 
and its development and validation have been reported 
previously.19,20 EPOCH community assessments were 
only done in communities with at least 30 PURE 
participants (90% of PURE communities). The EPOCH 
instrument collected information on the availability and 
cost of medicines from a local community pharmacy. 

Communities Households Participants People with 
known diabetes*

Total 604 110 803 156 625 13 569 (8·7%)

High-income countries 113 12 900 17 154 1651 (9·6%)

United Arab Emirates 3 1062 1498 390 (26·0%)

Sweden 23 2934 3920 119 (3·0%)

Canada 69 7962 10 242 784 (7·7%)

Saudi Arabia 18 942 1494 358 (24·0%)

Upper-middle-income countries 127 29 695 40 560 4230 (10·4%)

South Africa 6 2432 2860 179 (6·3%)

Brazil 14 4525 6075 533 (8·8%)

Chile 5 2417 3567 377 (10·6%)

Argentina 20 5319 7490 555 (7·4%)

Poland 4 1467 1951 142 (7·3%)

Malaysia 29 9664 12 870 1788 (13·9%)

Turkey 38 2669 4221 505 (12·0%)

Russia 11 1202 1526 151 (9·9%)

Lower-middle-income countries 208 43 459 62 582 4233 (6·8%)

China 93 28 824 43 155 2311 (5·4%)

Columbia 55 5320 6892 447 (6·5%)

Iran 20 4099 6013 615 (10·2%)

Occupied Palestinian territory 35 1541 1548 326 (21·1%)

Philippines 5 3675 4974 534 (10·7%)

Low-income countries 68 5998 7870 483 (6·1%)

Zimbabwe 3 1002 1214 58 (4·8%)

Bangladesh 55 2003 2924 176 (6·0%)

Pakistan 4 1064 1735 165 (9·5%)

Tanzania 6 1929 1997 84 (4·2%)

India 88 18 751 28 459 2972 (10·4%)

Data are n or n (%). *Known diabetes: self-reported or on drugs to lower blood glucose concentration. 

Table 1: Number of communities, households, and participants with diabetes 
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Pharmacies were selected as those which were closest to 
the central point of the community’s identified central 
business district or local shopping area. If no pharmacies 
were located within a 1 km walking distance, researchers 
were instructed to search for the nearest pharmacy 
located up to 20 km from the central starting point. At 
the pharmacy, data on availability and cost of a 
prespecified list of medications were collected—these 
medicines were mainly selected from the WHO Essential 
Medicines list.21 Our analyses include the diabetes 
medications of a daily dose of metformin 1000 mg, 
gliclazide 80 mg, glibenclamide 5 mg, and insulin 
50 IU/mL.

Definitions and outcomes
Our primary analysis was to describe the availability 
and affordability of metformin and insulin and also 
of commonly used and prescribed combinations of 
two medicines for diabetes management: two oral drugs 
(metformin plus a sulphonylurea [either glibenclamide 
(also known as glyburide) or gliclazide]) and one oral 
drug plus insulin (metformin plus insulin).

Our secondary analysis was to examine the association 
of availability and affordability with use of these 
medicines by patients with known diabetes. Known 
diabetes was defined if a participant reported “yes” to the 
question of a medical diagnosis of diabetes or was on 
diabetes medications.

We defined availability as the presence of medicines for 
diabetes at any dose in the pharmacy on the day of the 
survey. We defined medicines to be affordable when the 
total monthly costs at standard doses and recommended 
frequencies were less than 20% of the household 
capacity-to-pay. This cost is expressed as the total monthly 
cost of the medicines (eg, cost of 1-month’s supply of 
metformin at 1000 mg daily) as a proportion of the 
monthly household capacity-to-pay. If a household had 
two or more people with diabetes, we multiplied the cost 
of the diabetes medicines by the number of people with 
diabetes for that household.

Household capacity-to-pay was defined as the house-
hold income remaining after basic subsistence needs 
have been met. Subsistence needs were defined as the 
household monthly income spent on food. This approach 
is consistent with the scientific literature on catastrophic 
health expenditures.10 We also examined affordability 
with respect to the combined costs of the medicines 
(eg, metformin 1000 mg plus insulin 50 IU/mL). We 
defined these combined costs as affordable if they 
comprised less than 20% of a household’s capacity-to-
pay. The arbitrary threshold of 20% was based on 
previous literature and approaches to assessing cata-
strophic health expenditure, and was the same approach 
we have used in previous papers.22,23,24

We have provided estimates of the proportion of 
households containing participants with known diabetes 
who might not be able to afford medicines for diabetes.

Statistical analysis
In our descriptive analyses we report the countries 
included, number of communities, and households and 
participants with diabetes across different income groups 
and regions. We calculated the mean and median costs of 
all medicines for lowering blood glucose concentration 
and present data according to country income group, 
urban or rural setting, and country. We present results as 
the median (IQR) of all participants in high-income 
countries, upper-middle-income countries, lower-middle-
income countries, and low-income countries. We present 
data from India separately from other low-income 
countries because, in our previous research on availability 
and affordability of cardiovascular medicines,10 India was 
seen to be very different from all of the other low-income 
countries, and observations might relate to the size of its 
domestic pharmaceutical industry as well as to particular 
policies, such as selective process controls.25

We analysed the proportion of participants with a 
diagnosis of diabetes who report medication use by 
income quintiles and tertiles within country groups.

We converted all data on income and medicine costs 
from local currency to US dollars adjusted for purchasing 
power parity (PPP) and standardised to 2015 prices using 
World Bank inflation rates. PPP is defined as the number 
of units of a country’s currency required to buy the same 
amounts of goods and services in the domestic market as 
US$1 would buy in the USA.24

We analysed the association between the availability and 
affordability of medicines for diabetes with the use of 
these medicines using multilevel mixed-effects logistic 
regression models, accounting for clustering at the 
country, community, and household levels. We adjusted 
models for possible confounders, including age, sex, 

Figure 1: Availability of metformin, glibenclamide, gliclazide, and insulin in the PURE communities by 
income region and in India
PURE=Prospective Urban Rural Epidemiology.
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education, smoking status, number of household 
members, urban and rural setting, and years since 
diabetes diagnosis, and odds ratios (OR) and 95% CIs are 
reported. A p value of <0·05 was considered significant 
for regression models.

When the medication was available in the community 
but the costs were missing, we imputed the costs from the 
neighbouring communities. We c onsidered all other 
missing values as missing and we did no imputations. We 
used SAS 9.4 (SAS, Cary, NC, USA) for data analyses.

Role of the funding source
The study’s sponsors had no role in study design, data 
collection, analysis, interpretation, or write-up. Lead 
and corresponding authors had full access to all study data 
and were responsible for submitting the manuscript. All 
authors contributed to the research, commented on 
drafts, and agreed to submit the final draft for publication.

Results
The PURE study is an ongoing prospective cohort study 
that started in 2001, with most countries starting 
recruitment in 2005–06 and, for this paper, we included 
data up to 2017. The analyses included 604 communities, 
110 803 households, and data from 156 625 participants, of 
which 13 569 (8·7%) reported a diagnosis of diabetes 
(table 1; appendix). In most of the 22 countries, 
medications were partially subsidised particularly in 
hospitals (appendix).

Metformin was the most widely available diabetes 
medicine, available in 536 (88·7%) of 604 community 
pharmacies surveyed: 113 (100%) of 113 pharmacies in 
high-income countries, 112 (88·2%) of 127 pharmacies 
in upper-middle-income countries, 179 (86·1%) of 
208 pharmacies in lower-middle-income countries, and 
44 (64·7%) of 68 pharmacies in low-income countries, 
excluding India where it was available in 88 (100%) of 
88 community pharmacies surveyed (figure 1). 
Glibenclamide and gliclazide had medium availability 
and insulin was the least available. Glibenclamide was 

available in 418 (69·3%) of 604 pharmacies overall: 
95 (84·1%) in high-income countries, 90 (70·9%) in 
upper-middle-income countries, 130 (62·5%) in lower-
middle-income countries, 39 (57·4%) in low-income 
countries, and 64 (72·7%) in India. Gliclazide was 
available in 350 (57·9%) of 604 pharmacies overall: 
85 (75·2%) in high-income countries, 91 (71·7%) in upper-
middle-income countries, 66 (31·7%) in lower-middle-
income countries, 36 (52·9%) in low-income countries, 
and 72 (81·8%) in India. Insulin was available in 
292 (48·3%) of 604 pharmacies overall: 106 (93·8%) in 
high-income countries, 51 (40·2%) in upper-middle-
income countries, 61 (29·3%) in lower-middle-income 
countries, seven (10·3%) in low-income countries, and 
67 (76·1%) in India. As expected, communities in India 
had greater availability of all diabetes medicines than did 
otherwise similar countries.

The median monthly cost of metformin was US$5·2 
(IQR 3·5–8·8), ranging from $4·3 (4·1–5·2) in India to 
$9·9 (4·4–14·4) in high-income countries (PPP adjusted; 
table 2), and differences between urban and rural costs 
were minimal (appendix). Country comparisons are 
included in the appendix. The similar costs of medicines 
across regions indicates that affordability is mainly driven 
by the relative differences in income and not the 
differences in actual cost of the medicine. Metformin was 
the most affordable diabetes medicine, with the monthly 
cost as a median of 2·3% (IQR 0·6–10·0) of the capacity-
to-pay overall, ranging from 0·4% (0·2–0·8) in high-
income countries, 2·3% (0·9–7·4) in upper-middle-income 
countries, 2·1% (0·4–7·9) in lower-middle-income 
countries, 13·4% (5·4–60·0) in low-income countries, and 
8·8% (2·4–43·1) in India (figure 2). Conversely, insulin 
was less affordable, with the monthly cost as a median of 
10·0% (IQR 1·7–50·1) of the capacity-to-pay overall, 
ranging from 1·2% (0·6–2·0) in high-income countries, 
16·8% (4·9–59·1) in upper-middle-income countries, 
5·5% (0·8–27·4) in lower-middle-income countries, 
65·8% (19·5–244·9) in low-income countries, and 39·7% 
(11·1–148·7) in India (figure 2).

n Capacity-to-pay, US$ n Costs of 
metformin, US$

n Costs of 
gliclazide, US$

n Costs of 
glibenclamide, US$

n Costs of insulin, 
US$

All 96 864 199·9 (68·4–533·5) 99 983 5·2 (3·5–8·8) 74 214 8·9 (6·4 –10·6) 76 573 3·8 (1·3–7·1) 60 888 33·1 (12·7–47·3)

High-income countries 10 865 2456·7 (1613·1–3583·0) 12 900 9·9 (4·8–14·4) 9896 10·6 (8·6–14·5) 11 831 7·1 (5·7–16·2) 12 793 39·1 (23·3–42·9)

Upper-middle-income 
countries

23 437 288·8 (117·3–681·7) 26 361 6·4 (4·9–11·1) 22 148 10·6 (9·6–15·3) 24 471 6·0 (2·6–11·1) 17 745 83·1 (39·6–111·3)

Lower-middle-income 
countries

41 006 170·4 (72·1–336·5) 37 966 3·1 (0·5–8·1) 22 881 6·0 (1·7–8·3) 23 741 0·7 (0·2–3·6) 12 313 16·6 (1·0–51·6)

Low-income countries* 4759 41·5 (8·0–92·0) 4005 5·9 (4·3–6·7) 2526 8·2 (7·2–8·9) 3039 0·7 (0·4–4·2) 1732 33·6 (18·5–37·1)

India 16 797 74·0 (20·3–262·0) 18 751 4·3 (4·1–5·2) 16 763 7·9 (7·2–9·2) 13 491 3·8 (1·64–4·1) 16 305 16·3 (12·7–41·0)

Excluding India, costs are median (IQR) adjusted for purchasing power parity. Costs were calculated at household level and were adjusted for inflation and purchasing power parity. Assuming 30 days per month, 
daily dose of metformin 1000 mg, gliclazide 80 mg, glibenclamide 5 mg, insulin 50 IU/mL. Zimbabwe was not included in this analysis because data for purchasing power parity were unavailable. 
Fewer households are in the current analysis as we were unable to calculate the capacity-to-pay for some households due to missing values in either household income, the price for medication, or dose. 
*Excluding India.

Table 2: Monthly household capacity-to-pay and costs of each of the essential medicines for diabetes in different countries
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We estimated that 13·8% of households containing 
participants with known diabetes might not be able to 
afford a monthly supply of metformin (defined as >20% 
of the threshold of their capacity-to-pay). This proportion 
ranged from 0·7% in high-income countries, 9·6% 
in upper-middle-income countries, 13·8% in lower-
middle-income countries, 26·9% in low-income 
countries, and 24·6% in India (figure 3). Insulin was less 
affordable—overall an estimated 36·7% of households 
with participants with diabetes would be unable to afford 
insulin ranging from 2·8% in high-income countries, 
47·1% in upper-middle-income countries, 34·7% in 
lower-middle-income countries, 63·0% in low-income 
countries, and 51·4% in India (figure 3A, B). Unaffor d-
ability was greatest in rural low-income countries 
(eg, 48·4% for metformin) and rural India (52·0% for 
metformin). An estimated 36·4% of participants from the 
lowest tertile of income in low-income settings and 52·6% 
of participants in India were unable to afford metformin.

Among 13 569 participants with known diabetes, 6239 
(46·0%) reported using oral hypoglycaemic agents (OHA), 
803 (5·9%) insulin, 341 (2·5%) both OHA and insulin, 
and 6868 (50·6%) reported no medication use (table 3). 
The proportion of participants with known diabetes who 
reported taking any diabetes medications was highest in 
high-income countries (74·0%) and was lower in upper-
middle-income countries (50·1%), lower-middle-income 
countries (56·0%), low-income countries (29·6%), and 
India (28·5%). The proportion reporting no diabetes 
medication use was 26·0% in high-income countries, 
49·9% in upper-middle-income countries, 44·0% in 
lower-middle-income countries, 70·4% in low-income 
countries, and 71·5% in India (table 3), and an urban–
rural gradient was observed particularly in lower-middle-
income and low-income countries (appendix). Among 
participants with known diabetes from the poorest tertile 
of the population in India, 88·7% were not on any 
medicines for diabetes (table 3). Similar but slightly more 
pronounced trends in use of medicines were shown when 
stratified by education (appendix).

After accounting for covariates, including economic 
region and wealth, availability and affordability were 
significantly associated with use of OHA, and availability 
was associated with use of insulin and OHA plus insulin 
(table 4). The association of availability with use of diabetes 
medicines was minimally attenuated by adjusting for 
covariates. The association of affordability was attenuated 
after adjusting for age, gender, country income level, and 
location, though it remained a significant predictor of use 
of OHAs after full adjustments but not for insulin.

Discussion
According to the International Diabetes Federation 
Diabetes Atlas (8th edition),26 an estimated 
425 million people have diabetes globally; the estimated 
number of people with diabetes in the 22 countries 
studied here is 261 million. We found that the availability 

of diabetes medicines, and particularly the availability of 
insulin, is poor. Overall insulin was available in about 
half of the pharmacies that OHAs were available in, and 
this gap was driven by the larger gap in the difference 
in availability of insulin versus OHAs in low-income 
countries versus the minimal gap in high-income 
countries. Many people with diabetes in this study were 
also estimated to be unable to afford diabetes medicines, 
especially insulin. The cost of insulin was multiple times 
higher than the cost of OHAs, and the difference in cost 
between insulin and OHAs was much wider in low-
income countries, hence the reason why more than half 

Figure 2: Median monthly cost of each of the essential medicines for diabetes as a proportion of a 
household’s capacity-to-pay
Capacity-to-pay is defined as monthly household income minus monthly household food expenditure. 
If capacity-to-pay is ≤0, then we assumed that each medication costs 100% of household capacity-to-pay. 
For IQR values see appendix.
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of people with diabetes in low-income countries were 
probably unable to afford insulin.

Both availability and affordability were significant 
determinants of use of OHAs and availability was a 
significant determinant of use of insulin among 
participants with diabetes, even after accounting for 
individual characteristics such as education, comorbid-
ities, age, and gender. Hence, availability and affordability 
are likely to be important in the explanation of why fewer 
than half of people with diabetes are using essential 
medicines for diabetes and why the use of OHAs among 
participants with diabetes ranges from about three 

quarters in high-income countries to about a quarter in 
low-income countries.

We extend previous research in 35 LMICs that found 
a mean availability for the lowest price antidiabetes 
generics of approximately 49·5% in the public sector 
compared with 65·2% in the private sector27 by examining 
affordability by different households with differing 
incomes and the association with use. These findings 
also help to understand why many people with type 1 
diabetes in low-income countries do not survive, even 
though they have a disease that is eminently treatable.28 
Insulin availability and affordability has been highlighted 
in the medical literature as a global issue affecting 
low-income populations in high-income countries as well 
as populations of LMICs. In LMICs, studies have shown 
that insulin was available in 56% of facilities in the public 
sector and only 39% of facilities in the private sector29—
the complexity of the supply chain is likely to be an 
important contributor to this difference.30 The role of 
health coverage in protecting the poor is apparent. In 
India, with its large pharmaceutical industry, availability 
of medicines is much better than in similar countries, yet 
over half of those in the lowest income tertile would be 
unable to afford metformin, whereas the figure is only 
10% for those in the highest income tertile.

Although we have focused on antidiabetic medicines, 
they represent only part of the problem. Most patients 
with diabetes will need additional medicines, including 
those that lower blood pressure and statins to manage the 
patients’ overall cardiovascular risk, and will incur 
additional costs from diabetes-related comorbidities. Our 
studies from PURE also show poor availability and 
affordability of cardiovascular medicines for hypertension 
and the secondary prevention of cardiovascular disease. 
Many chronic health conditions coexist, hence the 
availability and affordability issues would probably be 
magnified.10,24 A case-control study31 of 1182 participants in 
Bangladesh showed that having diabetes was associated 
with twice as many days of inpatient treatment, 1·3 times 
more outpatient visits, and 9·7 times more medications 
being used, imposing huge financial burdens. 
Consideration of the costs of blood glucose concentration 
monitoring, regular assessment of kidney function, and 
eye examinations is also necessary. Taken together, 
current recommendations for the management of 
diabetes are not affordable by a very high proportion of 
people in LMICs.

WHO and many other bodies have recognised that 
access to essential medicines is part of the right to health. 
Access to medicinal products and technologies as part of 
the right to health is the first country indicator of strategic 
objective 11 (improved access, quality and use of medical 
products and technologies) of the WHO Medium Term 
Strategic Plan for 2008–13.32 Access to essential medicines 
globally still has a long way to go because the availability 
and affordability of medicines in many regions reported 
here is so poor. This situation requires a multifaceted 

Figure 3: Proportion of households with participants with known diabetes who might not be able to afford 
metformin, glibenclamide, gliclazide, and insulin (A) and estimated proportion who might not be able to 
afford metformin or insulin by tertiles of household income (B)
Affordability was defined as the cost that will not exceed 20% of monthly capacity-to-pay (monthly expenditure 
minus cost of food). The capacity-to-pay is adjusted by the number of members of a household. Missing values were 
not imputed and were mainly due to non-availability of medication and also missing values in household income, 
monthly food expenditure, medication dose, or medication availability. 18·8% of known patients with diabetes had 
a component of the information missing for the calculation of metformin affordability, and 48·2% of known 
patients with diabetes had a component of the data missing for affordability of insulin. The analysis accounted for 
the number of patients with diabetes in a household. With 2 or more people with diabetes in the household, the 
cost of the diabetes medicines was multiplied by the number of people with diabetes for that household.
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response addressing the entire range of health systems 
building blocks, which create numerous barriers to 
effective care.33 For medicines the cost of insulin needs to 
be addressed, the manufacture of which is dominated by 
three large multinational companies with intellectual 
property issues surrounding the newer delivery devices 

acting as a barrier to lower cost supplies.9,34,35 A further 
problem relates to distribution and storage in many 
countries, although the use of evaporative systems based 
on clay pots is offering a partial solution in some 
countries.36 Equally important, although often overlooked, 
is the cost of test strips, reflecting a business model in 

Not using any diabetes  
medicines

Oral hypoglycaemic  
agents

Insulin Oral hypoglycaemic agents 
plus insulin

Overall 6868/13 569 (50·6%) 6239 (46·0%) 803 (5·9%) 341 (2·5%)

Lowest wealth 1725/3361 (51·3%) 1525 (45·4%) 205 (6·1%) 94 (2·8%)

Middle wealth 2203/4252 (51·8%) 1917 (45·1%) 231 (5·4%) 99 (2·3%)

Highest wealth 2741/5644 (48·6%) 2695 (47·7%) 353 (6·3%) 145 (2·6%)

High-income countries 429/1651 (26·0%) 1115 (67·5%) 212 (12·8%) 105 (6·4%)

Lowest wealth 155/592 (26·2%) 401 (67·7%) 78 (13·2%) 42 (7·1%)

Middle wealth 129/476 (27·1%) 317 (66·6%) 58 (12·2%) 28 (5·9%)

Highest wealth 141/577 (24·4%) 396 (68·6%) 75 (13·0%) 35 (6·1%)

Upper-middle-income countries 2112/4230 (49·9%) 1995 (47·2%) 242 (5·7%) 119 (2·8%)

Lowest wealth 640/ 1303 (49·1%) 627 (48·1%) 73 (5·6%) 37 (2·8%)

Middle wealth 738/1453 (50·8%) 672 (46·2%) 85 (5·8%) 42 (2·9%)

Highest wealth 699/1418 (49·3%) 677 (47·7%) 82 (5·8%) 40 (2·8%)

Lower-middle-income countries 1861/4233 (44·0%) 2211 (52·2%) 256 (6·0%) 95 (2·2%)

Lowest wealth 561/1045 (53·7%) 450 (43·1%) 48 (4·6%) 14 (1·3%)

Middle wealth 561/1355 (41·4%) 741 (54·7%) 79 (5·8%) 26 (1·9%)

Highest wealth 701/1776 (39·5%) 1003 (56·5%) 127 (7·2%) 55 (3·1%)

Low-income countries* 340/483 (70·4%) 135 (28·0%) 10 (2·1%) 2 (0·4%)

Lowest wealth 55/67 (82·1%) 12 (17·9%) NA NA

Middle wealth 106/156 (67·9%) 48 (30·8%) 3 (1·9%) 1 (0·6%)

Highest wealth 176/254 (69·3%) 73 (28·7%) 6 (2·4%) 1 (0·4%)

India 2126/ 2972 (71·5%) 783 (26·3%) 83 (2·8%) 20 (0·7%)

Lowest wealth 314/354 (88·7%) 35 (9·9%) 6 (1·7%)  1 (0·3%)

Middle wealth 669/812 (82·4%) 139 (17·1%) 6 (0·7%)  2 (0·2%)

Highest wealth 1024/ 1619 (63·2%) 546 (33·7%) 63 (3·9%) 14 (0·9%)

Data are n/N (%) or n (%). Lowest wealth, middle wealth, and highest wealth refer to tertiles of wealth within each category. NA=not available. *Excluding India. 

Table 3: Participants with a self-reported diagnosis of diabetes who reported medicine use across tertiles of income in a range of country incomes 

Unadjusted Adjusted for age, 
gender

Adjusted for 
age, gender, 
country income, 
and location

Additionally 
adjusted for 
education

Additionally 
adjusted for 
smoking status

Additionally 
adjusted for 
number of years 
since diagnosis 
of diabetes

Additionally 
adjusted for 
household 
members

Additionally 
adjusted for 
availability of 
the medication

Availability of diabetic medication

Oral hypoglycaemic agents 1·94 (1·50–2·52) 1·92 (1·48–2·49) 1·97 (1·51–2·59) 1·98 (1·51–2·60) 1·98 (1·51–2·59) 1·95 (1·49–2·56) 1·96 (1·49–2·57) ..

Insulin 1·48 (1·27–1·73) 1·49 (1·28–1·73) 1·49 (1·28–1·73) 1·35 (1·14–1·60) 1·34 (1·13–1·58) 1·35 (1·13–1·62) 1·35 (1·13–1·61) ..

Oral hypoglycaemic agents plus 
insulin

1·72 (1·36–2·18) 1·73 (1·37–2·20) 1·53 (1·18–1·99) 1·54 (1·19–2·00) 1·51 (1·16–1·96) 1·54 (1·18–2·02) 1·54 (1·18–2·02) ..

Affordability of diabetic medication

Oral hypoglycaemic agents 1·81 (1·55–2·11) 1·82 (1·56–2·12) 1·26 (1·07–1·48) 1·23 (1·04–1·45) 1·21 (1·02–1·43) 1·24 (1·05–1·46) 1·24 (1·05–1·46) 1·24 (1·05–1·46)

Insulin 1·79 (1·35–2·37) 1·82 (1·37–2·42) 1·30 (0·96–1·78) 1·28 (0·94–1·75) 1·30 (0·97–1·74) 1·27 (0·92–1·76) 1·26 (0·91–1·74) 1·26 (0·91–1·74)

Oral hypoglycaemic agents plus 
insulin

1·93 (1·11–3·36) 1·95 (1·12–3·40) 1·12 (0·63–2·00) 1·11 (0·62–1·98) 1·13 (0·62–2·06) 1·12 (0·62–2·02) 1·12 (0·62–2·03) 1·12 (0·62–2·03)

Data are odds ratios (95% CIs), all of which were calculated on the same sample of participants, after excluding all the missing values. Known diabetes: self-reported diabetes or on drugs to lower blood glucose 
concentration. Affordability was defined as the cost that will not exceed 20% of monthly capacity-to-pay, considering that some households have more than one person with diabetes. Cost was multiplied by the 
number of people with diabetes for that house.

Table 4: Associations between availability and affordability and use of essential medicines for diabetes in participants aware of their diabetes (ie, known diabetes)
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which manufacturers make profits from sales of strips 
typically designed for use with only one type of 
glucometer and the high rates of hyperglycaemia that 
this business model is likely to be contributing to.37 
Several studies38,39 have also shown the importance of 
adequate numbers of trained staff, appropriate patient-
centred models of care, evidence-based guidelines, and 
social support for patients. Ensuring robust systems exist 
to monitor the situation of availability and affordability to 
medicines is also an important way of improving access 
to medicines.40 Some information is available from 
selected countries that improving affordability improves 
use. In Iran, some improvement occurred in diabetes 
medicine consum ption with good affordability of 
diabetes medicines, but use of diabetes medicines was 
still suboptimal with authors indicating that this was due 
to other barriers to medicines use, including under-
diagnosis and inap propriate management.41

This study has some limitations. We only collected 
information on essential medicines for diabetes and do 
not have costs of the newer drugs. The cost of new 
medications, such as pioglitazone, acarbose, megliti-
nides, dipeptidyl peptidase 4 inhibitors, and sodium-
glucose cotransporter-2 inhibitors, is likely to be 
prohibitive in many countries. The data collection 
protocol did not distinguish between type 1 and 2 diabetes, 
though most of the PURE participants with diabetes are 
likely to have type 2 diabetes.15 The self-reported diagnosis 
of diabetes might depict different groups in high-income 
versus low-income countries—ie, with more access to the 
medical system, more people with mild diabetes might be 
diagnosed in high-income countries, yet in low-income 
countries the diagnosis might have been made in only 
people who were highly symptomatic.

We did not examine or account for the cost of other 
medicines that patients might have been taking, 
which might have an effect on our estimates of 
affordability. We collected information from selected 
community pharmacies; in some countries, public 
hospital depart ments or clinics provide medications for 
free and we could not account for the presence of such 
clinics in our analyses. Medicines, such as insulin, might 
only be available from hospitals in some communities. 
We collected data from one retail pharmacy per 
community at a single point in time and this study 
includes data captured in multiple communities over a 
7-year period; prices and medication availability might 
change between pharmacies and across different times 
and we do not have data to support the pharmacies 
surveyed being necessarily representative of the general 
price in that community or country.

We only calculated affordability in communities where 
the medicines were available and we could thus obtain 
medicine cost, hence our estimates of affordability are 
likely to be worse than we have reported because the 
calculation did not account for additional opportunity 
costs—ie, if patients had to travel to obtain medicines. 

We defined affordability on an arbitrary 20% of the 
household capacity-to-pay. This cutoff is widely used in 
such studies of income but is somewhat arbitrary and 
perceived as a high bar by many. Thus, the cutoff might 
underestimate the level of affordability. Affordability was 
calculated for a 1-month supply of metformin 1000 mg, 
but the dose of OHAs or insulin will vary and again 
might cause our findings to underestimate affordability. 
The study involves a selected number of countries and 
communities, and the strengths, limitations, and rep-
resen  tativeness of the sampling method of the PURE 
study have been previously discussed.42

An increasing body of evidence supports the fact that 
the availability and affordability of chronic disease medi-
cations is related to the use of these treatments. WHO 
has set a voluntary target of 80% availability and 50% use 
of affordable essential medicines to treat non-com-
municable diseases in the public and private sectors by 
2025.11 The analyses presented here suggest that this 
target is only being consistently met in high-income 
countries for OHAs and insulin. These data draw further 
attention to the need for governments to implement 
strategies to make essential medications for cardio-
vascular disease and diabetes more widely available and 
affordable to achieve the WHO target.
Contributors
All authors participated in designing the study, generating hypotheses, 
interpreting the data, and critically reviewing the report. CKC wrote the 
first draft of the paper. SY is the principal investigator of the PURE 
study. CR and WH analysed the data and had full access to all data. 
DC and MM contributed to development of the Environmental Profile 
of a Community’s Health instruments and commented on the paper. 
All other authors contributed through commenting on data 
interpretation in the manuscript and in being local investigators 
involved in operations at the study sites.

Declaration of interests
We declare no competing interests.

Acknowledgments
Funding and support: CKC is supported by a National Health and 
Medical Research Council Career Development Fellowship Level 2 
cofunded by the National Heart Foundation. SY is supported by the 
Mary W Burke endowed chair of the Heart and Stroke Foundation of 
Ontario. The PURE study is an investigator-initiated study that is funded 
by the Population Health Research Institute, the Canadian Institutes of 
Health Research, Heart and Stroke Foundation of Ontario, Support from 
Canadian Institutes of Health Research’s Strategy for Patient Oriented 
Research, through the Ontario SPOR Support Unit, as well as the 
Ontario Ministry of Health and Long-Term Care and through 
unrestricted grants from several pharmaceutical companies [with major 
contributions from AstraZeneca (Canada), Sanofi-Aventis (France and 
Canada), Boehringer Ingelheim (Germany and Canada), Servier, and 
GlaxoSmithKline], and additional contributions from Novartis and King 
Pharma and from various national or local organisations in participating 
countries. These include: Argentina: Fundacion Estudios Clínicos Latino 
America; Bangladesh: Independent University, Bangladesh and Mitra 
and Associates; Brazil: Unilever Health Institute, Brazil; Canada: Public 
Health Agency of Canada and Champlain Cardiovascular Disease 
Prevention Network; Chile: Universidad de la Frontera; China: 
National Center for Cardiovascular Diseases; Colombia: Colciencias 
(grant number: 6566-04-18062); India: Indian Council of Medical 
Research; Malaysia: Ministry of Science, Technology and Innovation of 
Malaysia (grant number: 100-IRDC/BIOTEK 16/6/21 [13/2007], and 
07-05-IFN-BPH 010), Ministry of Higher Education of Malaysia 
(grant number: 600-RMI/LRGS/5/3 [2/2011]), Universiti 



Articles

www.thelancet.com/diabetes-endocrinology   Vol 6   October 2018 807

Teknologi MARA, Universiti Kebangsaan Malaysia 
(UKM-Hejim-Komuniti-15-2010); occupied Palestinian territory: 
the United Nations Relief and Works Agency for Palestine Refugees 
in the Near East, occupied Palestinian territory; International 
Development Research Centre, Canada; Philippines: Philippine 
Council for Health Research and Development; Poland: 
Polish Ministry of Science and Higher Education (grant number: 
290/W-PURE/2008/0), Wroclaw Medical University; Saudi Arabia: 
Saudi Heart Association, The Deanship of Scientific Research at 
King Saud University, Riyadh, Saudi Arabia (research group number: 
RG-1436-013); South Africa: The North-West University, SA and 
Netherlands Programme for Alternative Development, National Research 
Foundation, Medical Research Council of South Africa, The South Africa 
Sugar Association, Faculty of Community and Health Sciences; Sweden: 
grants from the Swedish state under the Agreement concerning research 
and education of doctors; the Swedish Heart and Lung Foundation; 
the Swedish Research Council; the Swedish Council for Health, 
Working Life and Welfare; King Gustaf V and Queen Victoria 
Freemasons Foundation, AFA Insurance; Turkey: Metabolic Syndrome 
Society, AstraZeneca, Sanofi Aventis; United Arab Emirates: Sheikh 
Hamdan Bin Rashid Al Maktoum Award For Medical Sciences and 
Dubai Health Authority, Dubai.

References
1 Vos T, Abajobir AA, Abate KH, et al. Global, regional, and national 

incidence, prevalence, and years lived with disability for 
328 diseases and injuries for 195 countries, 1990–2016: a systematic 
analysis for the Global Burden of Disease Study 2016. Lancet 2017; 
390: 1211–59.

2 Shashank RJ, Das A, Vijay V, Mohan V. Challenges in diabetes care 
in India: sheer numbers, lack of awareness and inadequate control. 
J Assoc Physicians India 2008; 56: 443–50.

3 Dagenais GR, Gerstein HC, Zhang X, et al. Variations in diabetes 
prevalence in low-, middle-, and high-income countries: 
results from the prospective urban and rural epidemiological study. 
Diabetes Care 2016; 39: 780–87.

4 WHO. Monitoring the building blocks of health systems: 
a handbook of indicators and their measurement strategies. 
Geneva: World Health Organization, 2010.

5 Jingi AM, Noubiap JJN, Onana AE, et al. Access to diagnostic tests 
and essential medicines for cardiovascular diseases and diabetes 
care: cost, availability and affordability in the West Region of 
Cameroon. PLoS One 2014; 9: e111812.

6 Shrestha R, Ghale A, Chapagain BR, Gyawali M, Acharya T. 
Survey on the availability, price and affordability of selected 
essential medicines for non-communicable diseases in community 
pharmacies of Kathmandu valley. SAGE Open Med 2017; 
5: 2050312117738691.

7 Ke L, Zhang Y, Wang X, Li S, Yang W, Tong N. Assessment of 
diabetes care and the healthcare system in economically and 
transport underdeveloped rural mountain areas of western China: 
A cross-sectional survey. J Diabetes 2017; 9: 475–81.

8 Araujo JLO, Pereira MD, Bergamaschi C, et al. Access to medicines 
for diabetes treatment in Brazil: evaluation of “health has no price” 
program. Diabetol Metab Syndr 2016; 8: 35.

9 Beran D, Ewen M, Laing R. Constraints and challenges in access to 
insulin: a global perspective. Lancet Diabetes Endocrinol 2016; 
4: 275–85.

10 Khatib R, McKee M, Shannon H, et al. Availability and affordability 
of cardiovascular disease medicines and their effect on use in 
high-income, middle-income, and low-income countries: 
an analysis of the PURE study data. Lancet 2016; 387: 61–69.

11 Hogerzeil HV, Liberman J, Wirtz VJ, et al. Promotion of access to 
essential medicines for non-communicable diseases: 
practical implications of the UN political declaration. Lancet 2013; 
381: 680–89.

12 Islam SMS, Islam MT, Islam A, Rodgers A, Chow CK, Naheed A. 
National drug policy reform for non-communicable diseases in 
low-resource countries: an example from Bangladesh. 
Bull World Health Organ 2017; 95: 382–84.

13 Ewen M, Zweekhorst M, Regeer B, Laing R. Baseline assessment of 
WHO’s target for both availability and affordability of essential 
medicines to treat non-communicable diseases. PLoS One 2017; 
12: e0171284.

14 Mendis S, Fukino K, Cameron A, et al. The availability and 
affordability of selected essential medicines for chronic diseases in 
six low-and middle-income countries. Bull World Health Organ 2007; 
85: 279–88.

15 Yusuf S, Islam S, Chow CK, et al. Use of secondary prevention 
drugs for cardiovascular disease in the community in high-income, 
middle-income, and low-income countries (the PURE study): 
a prospective epidemiological survey. Lancet 2011; 378: 1231–43.

16 World Bank. How do we classify countries? https://datahelpdesk.
worldbank.org/knowledgebase/articles/378834-how-does-the-world-
bank-classify-countries (accessed Aug 08, 2018).

17 Teo K, Chow CK, Vaz M, Rangarajan S, Yusuf S. The prospective 
urban rural epidemiology (PURE) study: examining the impact 
of societal influences on chronic noncommunicable diseases in 
low-, middle-, and high-income countries. Am Heart J 2009; 
158: 1–7.

18 Corsi DJ, Subramanian SV, Chow CK, et al. Prospective urban rural 
epidemiology (PURE) study: baseline characteristics of the 
household sample and comparative analyses with national data in 
17 countries. Am Heart J 2013; 166: 636–46.

19 Chow CK, Lock K, Madhavan M, et al. Environmental profile 
of a community’s health (EPOCH): an instrument to measure 
environmental determinants of cardiovascular health in 
five countries. PLoS One 2010; 5: e14294.

20 Corsi DJ, Subramanian S, McKee M, et al. environmental profile 
of a community’s health (EPOCH): an ecometric assessment of 
measures of the community environment based on individual 
perception. PLoS One 2012; 7: e44410.

21 WHO. 19th WHO model list of essential medicines, April 2015. 
Geneva: World Health Organization, 2015.

22 Xu K, Evans DB, Kawabata K, Zeramdini R, Klavus J, Murray CJ. 
Household catastrophic health expenditure: a multicountry 
analysis. Lancet 2003; 362: 111–17.

23 Niens LM, Van de Poel E, Cameron A, Ewen M, Laing R, 
Brouwer WB. Practical measurement of affordability: 
an application to medicines. Bull World Health Organ 2012; 
90: 219–27.

24 Attaei MW, Khatib R, McKee M, et al. Availability and affordability 
of blood pressure-lowering medicines and the effect on blood 
pressure control in high-income, middle-income, and low-income 
countries: an analysis of the PURE study data. Lancet Public Health 
2017; 2: e411–19.

25 PwC. Global pharma looks to India: prospects for growth. London: 
PriceWaterhouseCoopers, 2010.

26 International Diabetes Federation. IDF Diabetes Atlas, 8th edn. 
Brussels: International Diabetes Federation, 2017.

27 Cameron A, Roubos I, Ewen M, Mantel-Teeuwisse AK, 
Leufkens HG, Laing RO. Differences in the availability of 
medicines for chronic and acute conditions in the public and 
private sectors of developing countries. Bull World Health Organ 
2011; 89: 412–21.

28 Yudkin JS. Insulin for the world’s poorest countries. Lancet 2000; 
355: 919–21.

29 Beran D, Hirsch IB, Yudkin JS. Why are we failing to address the 
issue of access to insulin? A national and global perspective. 
Diabetes Care 2018; 41: 1125–31.

30 Cefalu WT, Dawes DE, Gavlak G, et al. Insulin access and 
affordability working group: conclusions and recommendations. 
Diabetes Care 2018; 41: 1299–311.

31 Islam SMS, Lechner A, Ferrari U, et al. Healthcare use and 
expenditure for diabetes in Bangladesh. BMJ Glob Health 2017; 
2: e000033.

32 WHO. Essential medicines and health products.Access to 
essential medicines as part of the right to health, 2018. 
http://www.who.int/medicines/areas/human_rights/en/ 
(accessed June 29, 2018).

33 Beran D. The impact of health systems on diabetes care in low and 
lower middle income countries. Curr Diabetes Rep 2015; 15: 20.

34 Kaplan WA, Beall RF. The global intellectual property ecosystem for 
insulin and its public health implications: an observational study. 
J Pahrm Policy Pract 2016; 10: 3.

35 Beran D, Yudkin JS. Looking beyond the issue of access to insulin: 
what is needed for proper diabetes care in resource poor settings. 
Diabetes Res Clin Pract 2010; 88: 217–21.



Articles

808 www.thelancet.com/diabetes-endocrinology   Vol 6   October 2018

36 Ogle GD, Abdullah M, Mason D, Januszewski AS, Besancon S. 
Insulin storage in hot climates without refrigeration: 
temperature reduction efficacy of clay pots and other techniques. 
Diabet Med 2016; 33: 1544–53.

37 Klatman EL, Ogle GD. Universal health coverage and diabetes care 
affordable to all. Diabetes Views 2017; 63: 4–5.

38 Hopkinson B, Balabanova D, McKee M, Kutzin J. The human 
perspective on health care reform: coping with diabetes in 
Kyrgyzstan. Int J Health Plann Manage 2004; 19: 43–61.

39 Kuhlbrandt C, Balabanova D, Chikovani I, et al. In search of 
patient-centred care in middle income countries: the experience of 
diabetes care in the former Soviet Union. Health Policy 2014; 
118: 193–200.

40 Wirtz VJ, Moucheraud C. Beyond availability and affordability: 
how access to medicines affects non-communicable disease 
outcomes. Lancet Public Health 2017; 2: e390–91.

41 Sarayani A, Rashidian A, Gholami K. Low utilisation of diabetes 
medicines in Iran, despite their affordability (2000–2012): 
a time-series and benchmarking study. BMJ Open 2014; 4: e005859.

42 Corsi DJ, Subramanian S, Chow CK, et al. Prospective urban rural 
epidemiology (PURE) study: baseline characteristics of the 
household sample and comparative analyses with national data in 
17 countries. Am Heart J 2013; 166: 636–46.


	Availability and affordability of essential medicines fordiabetes across high-income, middle-income, andlow-income countries: a prospective epidemiological study
	Introduction
	Methods
	Study design and sampling
	Data collection
	Definitions and outcomes
	Statistical analysis
	Role of the funding source

	Results
	Discussion
	Acknowledgments
	References


