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Missing data on accessibility of children’s medicines

Iris R Joosse,? Aukje K Mantel-Teeuwisse,? Veronika J Wirtz,> Fatima Suleman© & Hendrika A van den Ham?

Abstract Child-appropriate medicines are essential for the safe and effective treatment of children, yet we have observed a large gap
in the data required to adequately monitor access to these medicines. We have examined data on the availability and pricing of child-
appropriate medicines across 50 surveys. Child-appropriate medicines for nine out of 12 priority diseases in children were infrequently
surveyed or not at all. A similar data deficit on age-appropriate medicines is detectable in the broader scientific literature. We also note
that existing instruments for collecting data on the availability or prices of medicines are limited in their ability to generate the required
data for children. We have identified four priorities as key for improved monitoring of access to medicines for children: (i) dedicated child
medicine surveys are needed on availability and prices of child-appropriate medicines; (i) standardized survey instruments should include
age-appropriate medicines and dosages; (iii) health facility service readiness survey tools should include the collection of data on the price
of child-appropriate medicines in addition to the availability of medicines; and (iv) sustainable development goal indicator 3.b.3 should be
modified to enable the monitoring of access to medicines for children. These deficiencies need to be addressed to ensure the monitoring
of access to child medicines as part of the sustainable development goal agenda for 2030 and to implement appropriate interventions for
improving access for this vulnerable population.

Abstracts in G5 F13Z, Frangais, Pycckuii and Espafiol at the end of each article.

Introduction

The importance of access to available and affordable essential
medicines for all is embodied in targets 3.8 and 3.b of the sus-
tainable development goals (SDGs) and remains a priority on
the international agenda.! Data on the availability and prices
of medicines are considered pivotal for measuring progress
on these SDGs. The key indicator to assess country progress
on target 3.b (indicator 3.b.3) requires both availability and
price as inputs (Fig. 1).> The outcomes of the indicators are
meant to guide national and international efforts to improve
people’s access to medicines.’

However, research efforts have traditionally focused on
measuring access to medicines for the general population,
without particular consideration for medicines for children. As
aresult, we note that there is a major gap in our understanding
of accessibility of medicines for children. The gap is manifested
in two ways: first, validated surveys dedicated to medicines for
children is lacking; second, surveys whose results are made
available in the public domain have not sufficiently covered
child-appropriate medicines. In addition to this data gap, the
main indicator to measure access to medicines (SDG indicator
3.b.3) is primarily aimed at adults. These deficiencies impede
the monitoring and understanding of accessibility of paedi-
atric medicines and thereby the possibility for policy-makers
to implement appropriate interventions. We discuss here the
extent of the data gaps and propose ways to address the gaps.

Age-appropriate medicines

Children require medicines that are age-appropriate. Differ-
ences in the pharmacokinetic and pharmacodynamic profile
of children and adults mean that children require different
dosage strengths. There is also a need for preparations that

are easy to administer, contain excipients that are safe for
children, are better accepted by children, and enable flexible
dosing.* In recent years there has been a shift away from lig-
uid formulations to solid oral dosage forms.” However, most
traditional solid oral preparations are unsuitable for children
younger than 6 years due to the risk of choking and difficulties
with swallowing.® Additionally, manipulation of existing dos-
age forms (such as breaking, crushing or diluting) may cause
harmful dosing errors.” Child-appropriate medicines — such
as orodispersible or chewable tablets and possibly oral liquids
or rectal formulations - are thus required to achieve effective
and safe treatment and often cannot be replaced by medicines
for adults. Accordingly, it is essential that child-appropriate
medicines are monitored for their availability and affordability.

Data deficit

In our attempts to assess the accessibility of medicines for
children we observed that there is a large deficiency in data on
the availability and price of child-appropriate medicines. To
illustrate the extensiveness of the data gap on child medicines,
we screened surveys using the standardized World Health
Organization (WHO)-Health Action International method
on the availability and prices of child-appropriate medicines
used in treating diseases with the highest burden in children.
These survey methods are regarded as a gold standard when
studying the availability and price of medicines, and the survey
results have been widely used to assess progress towards the
millennium development goals.®’

We screened surveys on child-appropriate medicines
for 12 priority diseases in children. We selected 10 diseases
that are associated with the highest absolute burden of dis-
ease expressed in disability-adjusted life years for children
aged 0-14 years according to the Global Health Estimates'
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and treatable with medicines from
the WHO essential medicines list for
children."" We also selected two other
diseases - pain and palliative care, and
vitamin K-associated bleeding - which
are not included in the Global Health
Estimates, but nevertheless represent
priority diseases. We defined appropri-
ate medicines as first-choice medicines
in primary care according to the uses
described in the essential medicines
list for children." Dosage forms that we
considered child-appropriate included
inhalers, oral liquids, injections, pow-
ders for dissolving, suppositories and
chewable or dispersible tablets. If none
of the dosage forms above were listed in
the essential medicines list for children,
we also considered tablets or capsules as
appropriate. We screened surveys that
were conducted according to the WHO-
Health Action International method for
child-appropriate medicines and were
published on the initiative’s website.'?
We started screening at the most recent
surveys.

In total, we screened 50 surveys,
conducted between 2001 and 2015 and
across 43 countries in all six WHO
regions (Box 1). A single survey was
specifically dedicated to child medi-
cines, whereas no specific age group
was targeted in the other 49 surveys.
Table 1 shows the number and percent-
age of surveys that included at least one
child-appropriate medicine for each of
the 12 priority diseases in children. Our
findings show that child-appropriate
medicines for nine out of 12 diseases
were only sporadically surveyed or not
at all, including medicines for treat-
ment of tuberculosis and iron deficiency
anaemia. The better results for asthma
medication and antibiotics are probably
because the formulations of these medi-
cines (such as inhalers and injections)
are used by adults as well. Noteworthy,
however, (child) spacers for inhaled
medications were not part of our screen-
ing. Additionally, these results may not
be applied to individual medicines, as
the results in Table 1 are grouped by
indication. To illustrate, ampicillin was
included in only eight of 50 surveys, and
even a key antibiotic such as amoxicillin
(or amoxicillin plus clavulanic acid) was
surveyed as a child-appropriate formula-
tion in just half of the surveys (26 of 50).

A similar data deficit and lack of at-
tention to age-appropriate formulations
is detectable in the broader scientific
literature. A recent systematic review on
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Fig. 1. How sustainable development goal indicator 3.b.3 is used for measuring access
to medicines

A core set of 32 tracer essential medicines is used to determine access. This
basket represents medicines for acute and chronic, communicable and
noncommunicable diseases in the primary health-care setting.

Availability is determined for each medicine in the basket. Availability is
determined by the presence of the medicine on the day that the data collector
visited the facility.

Affordability is based on the price of treatment (i.e. the unit price and the
number of units needed for a course treatment) and the ability to pay,
determined by the national poverty line and the lowest-paid unskilled

government worker wage.

Medicines are only considered accessible when they are both available
and affordable in a facility. Accessible medicines are given a relative weight
(between 0—100%) according to the regional burden of disease to
capture demand.

Facility scores for individual health facilities are generated (0-100%).
Afacility is considered to provide access to medicines if 80% of the
medicines are available and affordable.

&

Sustainable development goal indicator 3.b.3 can be calculated as the
number of health facilities with an available and affordable core set of
medicines divided by the total number of health facilities surveyed.

Note: Adapted from United Nations, 2019.2

Box 1.World Health Organization-Health Action International surveys screened for
child-appropriate medicines for treatment of common childhood diseases, by
country and year

African Region

Burkina Faso, 2009; Burundi, 2013; Ethiopia, 2013; Uganda, 2015; United Republic of Tanzania,
2012.

Region of the Americas

Bolivia (Plurinational State of), 2008; Brazil, 2008; Colombia, 2008; Haiti, 2011; Mexico, 2009;
United States of America, 2015.

Eastern Mediterranean Region

Afghanistan, 2011; Egypt, 2013; Iran (Islamic Republic of), 2007; Jordan, 2004; Kuwait, 2004;
Lebanon, 2004; Lebanon, 2013; Morocco, 2004; Oman, 2007; Pakistan, 2004; Saudi Arabia, 2015;
Sudan, 2012; Sudan, 2013; Syrian Arab Republic, 2003; Tunisia, 2004; United Arab Emirates,
2006; Yemnen, 2006.

European Region

Armenia, 2001; Kazakhstan, 2004; Kyrgyzstan, 2005; Kyrgyzstan, 2010; Kyrgyzstan, 2015; Republic
of Moldova, 2011; Russian Federation, 2011; Tajikistan, 2005; Tajikistan, 2013; Ukraine, 2007;
Ukraine, 2012; Uzbekistan, 2004.

South-East Asia Region
India, 2005; India, 2011; Indonesia, 2010; Sri Lanka, 2001; Thailand, 2006.

Western Pacific Region
China, 2012;% Lao People's Democratic Republic, 2013; Malaysia, 2004; Mongolia, 2012;
Philippines, 2008.

¢ Survey dedicated to paediatric medicines.
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Table 1. World Health Organization-Health Action International surveys that covered
child-appropriate medicines for treatment of common childhood diseases

Disease No. (%) of surveys Associated Age group most
of child-appropriate  disease burden affected
medicines (n=50) (ranked)
Asthma 49 (98) 8 5-14 years
Bacterial infectious diseases® 45 (90) 1 All ages
Pain and palliative care 24 (48) = All ages
Diarrhoeal diseases 13 (26) 2 All ages
Malaria 7(14) 3 1 month—14 years
Epilepsy 7(14) 9 1 month—14 years
Measles 3(6) 5 1 month-5 years
Migraine 1(2) 10 5-14 years
Tuberculosis 0(0) 4 1 month-14 years
Iron deficiency anaemia 0(0) 6 1 month-14 years
HIV/AIDS 0(0) 7 All ages
Vitamin K-deficiency bleeding 0(0) - Neonates

AIDS: acquired immunodeficiency syndrome; HIV: human immunodeficiency virus infection; WHO: World

Health Organization.

¢ We selected diseases with the highest burden of disease in children (in disability-adjusted life years) from

the Global Health Estimates.'’

® Bacterial infectious diseases is an aggregated term for several prevalent infectious diseases with bacterial
origin (such as lower respiratory infections, neonatal sepsis, meningitis, pertussis and syphilis).
¢ Dashes indicate that these diseases are not associated with a burden in the Global Health Estimates, so no

rank can be assigned.

Note: Dosage forms considered child-appropriate were: inhalers, injections, oral liquids, powders for
dissolving, suppositories, and chewable or (oro)dispersible tablets. If none of the dosage forms above were
listed in the WHO essential medicines list for children,' tablets or capsules were also considered appropriate.

accessibility of child medicines identi-
fied only 18 surveys that included data
on the availability, price or affordability
of paediatric medicines, out of 4732
records screened."”” There were only 11
studies that reported both the avail-
ability and price of medicines. Of note,
one of these surveys was also recorded
in the Health Action International da-
tabase and included in our own sample
of surveys screened (China, 2012). The
surveys identified in the systematic
review were conducted from 2009 to
2019 and included studies from eight
different countries.'”” We judged that
seven of 18 studies included surveys
of limited significance for measuring
accessibility of medicines in a country,
as they (i) focused on one disease area
only (such as cardiovascular medicine
or cancer medicine), (ii) were studies
of formulations that were often not age-
appropriate (such as traditional solid
oral dosage forms versus oral liquids or
flexible oral dosage forms), or (iii) solely
looked at active ingredients and not
formulations.

Limitations of tools

Despite being considered the gold
standard, the WHO-Health Action
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International survey type has been less
used since 2015. WHO has instead been
looking at other means to collect data on
the availability and pricing of medicines,
partly to promote leaner data collection
and analysis methods. The WHO Es-
sential Medicines and Health Products
Price and Availability Monitoring mo-
bile application (MedMon) is such an
instrument.” This tool was developed
for rapid and flexible data collection
and analysis, and should facilitate more
routine monitoring. Nonetheless, wide-
spread implementation of this promis-
ing tool has been delayed, despite several
successful pilot studies.

A WHO-recommended instrument
for assessing health facility performance
is the Service Availability and Readiness
Assessment survey, a tool designed
through collaboration between WHO
and the United States Agency for In-
ternational Development (USAID)."
Although essential medicines are only
a small part of this tool’s scope, it has
been suggested that these surveys could
nevertheless be an important data
source for monitoring access to medi-
cines. However, the relevance of data
from these surveys for children is very
limited because this survey type does
not specify which formulations should
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be surveyed, or which formulations are
age-appropriate. More importantly, col-
lection of price data is not part of this
tool. With affordability being a core
component of accessibility to medicines,
the applicability of this tool in monitor-
ing accessibility of child medicines is
limited.

Another tool for collecting data on
essential medicines, and a predecessor
of the Service Availability and Readiness
Assessment, is the Service Provision As-
sessment within the Demographic and
Health Surveys programme, funded by
USAID and other partners.'® Service
Provision Assessment was designed to
gather data on a range of health facility
services and their quality, with child
and maternal health being one of the
key topics assessed in these surveys.
Although the dosage form of medicines
for surveys is specified, the number of
medicines that are relevant for children
is sparse. Similar to Service Availabil-
ity and Readiness Assessment surveys,
Service Provision Assessment does not
include collection of data on medicine
prices.

Apart from original data collection,
secondary data to benchmark affordabil-
ity are also lacking. A widely used stan-
dard reference to benchmark medicines
prices, the Management Sciences for
Health International Medical Products
Price Guide, has not been updated since
2015." In addition, commercial data
sets such as those provided by IQVIA®
(IQVIA Inc., Durham, United States of
America) may include meaningful data
in terms of medicines’ sales and utiliza-
tion, but these data sets are generally
not publicly available, although some
countries may have purchased a license
for access. An overview of data collec-
tion tools and sources can be found in
Table 2.

Closing the gap

In an effort to close the gap in accessibil-
ity between adult and child medicines,
a landmark resolution called Better
medicines for children was adopted by
the World Health Assembly in 2007.'
This resolution identified several areas
that needed to be addressed to close the
gap and requested WHO to intensify
their efforts in making safe and effective
medicines as widely available for chil-
dren as for adults. Since this resolution,
WHO has invested in comprehensive
activities to improve access for children,

Bull World Health Organ 2022;1 OO:636—642| doi: http://dx.doi.org/10.2471/BLT.22.288137



Iris R Joosse et al.

Policy & practice I
Accessibility of medicines for children

Table 2. Characteristics and limitations of data collection tools

Tool

Main characteristics

Limitations

Primary data collection tools

Standardized WHO-Health Action
International surveys®

WHO Essential Medicines and Health Products
Price and Availability Monitoring mobile
application (MedMon)™

Service Availability and Readiness Assessment
surveys'

Service Provision Assessment surveys'®

Secondary data sources
International Medical Products Price Guide'”

Electronic medical records, sales data, claims
data and hospital data (such as IQVIA® data
sets)?

Designed to collect and analyse data on
availability and prices of medicines

Electronic tool designed to collect and analyse
data on availability and prices of medicines

Designed to collect data on availability of
medicines at facility level, among other facility
services

Designed to collect data on availability of
medicines at facility level, among other facility
services

Includes international comparative price data
on medicines

Real-world data routinely collected from a
variety of sources on sales and use of medicines,
and other health data

Paper-based tool
Little used since 2015

Tool currently unavailable to the public due
to modifications being implemented

Data on medicine prices not collected
No data on private sector outlets

Tool does not collect data on age-
appropriate medicines

Data on medicine prices not collected
No data on private sector outlets
Number of age-appropriate medicines
limited

Not updated since 2015

Available on purchase
Data on availability not recorded

WHO: World Health Organization.
2 |QVIA Inc., Durham, United States of America.

including establishing the first WHO
model list of essential medicines for chil-
dren in 2007.'%* This initiative was 30
years after the first essential medicines
list, which included some medicines
for children but failed to systematically
consider medicines for this vulnerable
population at the time. Other milestones
since the resolution included the Make
Medicines Child Size campaign (2007),
the development of a model formulary
for children (2010), the establishing of
a priority list of essential medicines for
women and children (2011), and up-
dated treatment guidelines (2013).20-*
Despite the increased attention on
child-appropriate medicines globally,
data collection on the subject still lags
behind that for adult medicines. In fact,
the SDG indicator that was designed in
2017 to measure access to medicines
fails to address the needs of children.’
This current lack of a method and an
indicator that combine availability and
affordability of medicines for children
in a single measure is an important gap
that needs to be filled. For the indicator
to be appropriate for measuring access
to medicines for children, the method
should include a basket of medicines
with a broader selection of medicines
that are relevant to children, includ-
ing age-appropriate dosage forms and
strengths (Fig. 1, step 1). Additionally,
a novel measure should be developed
for the number of units that are needed

for a course of treatment for children
(Fig. 1, step 3), to substitute the defined
daily dosage that is currently used in the
calculations but is applicable to adults
only. Without such adjustment, mea-
surement for children would not be pos-
sible. Furthermore, for this prospective
child indicator to be of real value, the
corresponding data on availability and
prices of child medicines are required.
This necessity is highlighted in the tier
classification for global SDG indicators,
which requires that — for a so-called
tier 1 indicator - both a method is
established, and the data are produced
regularly by countries.”

We have identified the following
four priorities for adequate monitor-
ing of access to medicines for children.
First, we call for urgent action to fill
the current data gap, as countries have
to report each year on their progress
towards the 2030 SDGs. Surveys that
are conducted for the general population
should stratify results by child and adult
medicines. Second, standardized survey
types for collecting data on the availabil-
ity and prices of medicines - such as the
surveys using the WHO-Health Action
International method - should provide
guidance and the tools for collecting
the required data on child-appropriate
medicines. These survey instruments
should include a broad range of priority
medicines for children of different ages,
alongside those for adults. Special atten-
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tion should be paid to the inclusion of
flexible oral solid-dosage forms and oth-
er child-appropriate dosage forms. New
technologies such as the WHO MedMon
application may provide opportunities
for gathering the appropriate data and
should be implemented without further
delay." Third, any routine assessment of
facility readiness such as Service Avail-
ability and Readiness Assessment and
Service Provision Assessment surveys
should include assessment of the afford-
ability of essential medicines for adults
and children as well as their availabil-
ity.!>!° Fourth, the SDG 3.b.3 indicator
for measuring access to medicines as a
combination of availability and afford-
ability needs to be adjusted to make it
appropriate for child medication.?

Implications

Because of the unique requirements of
children, data on adult medicines do
not provide an insight into access to
medicines for children. We believe that
swift action is needed to include child
medicines in national surveys. If this is
not done soon, an important window of
opportunity will be missed to improve
accountability and transparency in
progress towards access to medicines —
for both adults and children - as part
of the 2030 SDGs agenda. If medicines
were to be dropped from the overall
progress report on SDGs, it would be

639



Policy & practice
Accessibility of medicines for children

the second time that the global public
health community has failed to report
on access to medicines.”

We observed that child-appropriate
medicines are neglected when measur-
ing accessibility to medicines. Although
the data deficit we discuss above may
not provide a complete overview of the

available data on children’s medicines, it
nonetheless highlights the gaps in these
types of data. This situation is concern-
ing; without sufficient and appropriate
data to inform us, we cannot identify
potential barriers to access to medi-
cines and to accomplish real change.
Children have no voice to advocate for

Iris R Joosse et al.

themselves. Who will advocate on their
behalf for adequate data to improve
and trace access to child-appropriate
medicines? H

Competing interests: None declared.
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Résumé

Manque de données sur I'accessibilité aux médicaments pédiatriques

Disposer de médicaments adaptés aux enfants est essentiel a
I'administration d'un traitement sr et efficace. Pourtant, nous avons
observé de vastes lacunes dans les données requises pour évaluer
I'accés a ces médicaments. Nous avons passé 50 enquétes au crible, a la
recherche d'informations surla disponibilité et le prix des médicaments
pédiatriques. Dans le cas de neuf maladies infantiles prioritaires sur douze,
les médicaments adaptés aux enfants n'étaient pas ou peu étudiés.
Méme constat dans le contexte plus large de la littérature scientifique.
Nous avons également remarqué que les instruments servant a récolter
des données sur la disponibilité ou le prix des médicaments avaient
leurs limites et ne permettaient pas d'obtenir les informations requises
concernantles enfants. Nous avons identifié quatre priorités majeures en
vue d'améliorer la surveillance de 'accés aux médicaments pédiatriques:
(i) la réalisation d'enquétes sur les médicaments pédiatriques afin d'en
connaitre la disponibilité et le prix; (ii) I'intégration des médicaments et

dosages adéquats dans les instruments d'enquéte standard; (iii) outre
la disponibilité, la prise en compte du prix des médicaments a usage
pédiatrique dans les outils d'évaluation de I'état de préparation des
services au sein des établissements de santé; et enfin, (iv) la modification
de l'indicateur 3.b.3 des objectifs de développement durable, qui
prévoirait des lors un controle de I'acces aux médicaments adaptés
aux enfants. Ces lacunes doivent étre comblées pour assurer un suivi
en matiere d'accés aux médicaments pédiatriques dans le cadre du
Programme de développement durable a I'horizon 2030, mais aussi
pour adopter les mesures correspondantes afin d'améliorer la prise en
charge de cette population vulnérable.
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Pesiome

Mpo6enbl B AaHHbIX 0 AOCTYNHOCTM JIeKapCTBEHHbIX CPEACTB ANnA Aeten

JlekapcTBeHHble CPeACTBa, NOAXOAALME ANA OeTel, MMeloT
BaXKHOE 3HaueHue Ans 6e30nacHoro 1 3GGeKTMBHOro neyeHus
3TOW KaTeropum naumeHToB, OAHAKO HabnofaeTca 60MbLION
npoben B AaHHbIX, HEOOXOAMMBIX 1A HAANEXALLErO MOHUTOPKH
[OCTyna K TakUM fleKapCTBEHHbIM CpefcTBam. ABTOPbI M3yyunnin
JaHHble 50 nccnegoBaHUii O LeHax Ha NekapCTBeHHble
CpeAcTBa, MOAXOAAWME ANA AeTel, a TakKe O HanuuMKn Taknx
NeKapCTBEHHbIX CPeACTB. VIcCnenoBaHWaA Taknx COeACTB A nedeHus
NeBATY 13 12 NPUOPUTETHBIX 3a00NeBaHMin y AeTel NPOBOAWINCH
KpaliHe peaKo U COBCEM He MPOBOANINCE. AHANOTUUHbIA AedULT
ZlaHHBIX O COOTBETCTBYIOLLMX BO3PACTY NIEKapCTBEHHbBIX CPEACTBaX
MOXHO OBHapY»K1Tb B 6oMee LWMPOKOI HayYHOW NTepaType. ABTOPbI
TaKXXe OTMeualoT, UTo CyWEeCTBYIoLWME UHCTPYMEHTLI Ana cbopa
[IaHHbIX O LIEHAX Ha NNeKapCTBEHHbIe CPEACTBA, a Takke 00 1X Hanmumnm
OrpaHNYeHbl B CBOWX BO3MOXKHOCTAX MONYUMTb HEOOXOAVIMbIE AaHHbIE
0 feTax. ABTOPbI ONpeAenvnu YeTbipe OCHOBHbIX MpropuTeTa And

YNyULleHMA MOHVUTOPKHIA AOCTYNa K IeKapCTBEHHbIM CPeACTBaM 1A
netelt: (i) HeobxoaAVMbI CreLMarnbHble UCCNEeA0BaHNA NEKaPCTBEHHbIX
CPEeACTB ANA feTel, KacatoLLmMeca HannMuna U LeH Ha Takmne CPpeacTBa;
(i) B CTaH4APTM3MPOBAHHbIE CPEACTBA UCCIe[0BaHMA HYKHO
BK/IOUMTb leKapCTBEHHbIE CPEACTBA M JO3MPOBKI, COOTBETCTBYIOLLME
Bo3pacTy; (iii) cpencTBa MCCNeAOBaHUA FOTOBHOCTY MeANLIMHCKIAX
yUYpexaeHnin K NpefocTaBneHmio YCnyr 4OMKHbI BKloUaTb cbop
JlaHHbIX O LieHaX Ha NekapCTBEHHble CPeAcTBa ANA AeTel, a Takxke
06 nx Hannuuy; (iv) Nokaszatenb Lenu B 061actv yCToNUMBOro
pa3BuUTUA 3.b.3 cneayeT M3MeHUTb, UTOBbI 0bECneUNTb MOHUTOPYHE
[OCTyNa K JIeKapCTBEHHbIM CPeCTBaM ANA AeTel. DTV HeOCTaTKM
HeobXOAMMO YCTPaHWUTb, YTOObl 0beCneunTs MOHUTOPWHT AOCTYMNa
K NekapCTBeHHbIM CpeACTBaM [/14 AeTeN B paMKax MOBECTKM [HA NO
JOCTVIKEHWIO Lieneit B 061acTy yCTonuMBOro pa3emtia 4o 2030 1. 1
MPUHATL COOTBETCTBYIOLLME MePbl ANA YNyYLLEeHA AOCTyNa ANA 3TON
YA3BMMOW IPYNMbl HACENEHNIA.

Resumen

Faltan datos sobre la accesibilidad de los medicamentos pediatricos

Los medicamentos indicados para los nifios son esenciales para su
tratamiento seguro y eficaz, pero se ha observado un gran vacio en los
datos necesarios para supervisar de manera adecuada el acceso a estos
medicamentos. Se han analizado los datos sobre la disponibilidad y el
precio de los medicamentos indicados para los nifios en 50 encuestas.
Estos medicamentos para nueve de las 12 enfermedades prioritarias
infantiles se encuestaron con poca frecuencia o no se encuestaron en
absoluto. En la literatura cientifica més general, se detecta un déficit
de datos similar sobre los medicamentos adecuados para la edad.
También se observa que los instrumentos existentes para recopilar
los datos sobre la disponibilidad o los precios de los medicamentos
son limitados en su capacidad para generar los datos necesarios en el
caso de los nifios. Se han identificado cuatro prioridades para mejorar
el seguimiento del acceso a los medicamentos pediatricos: (i) se

necesitan encuestas especificas sobre la disponibilidad y los precios
de los medicamentos indicados para los nifios; (ii) los instrumentos de
encuesta estandarizados deben incluir medicamentos y dosis adecuados
para la edad; (iii) las herramientas de encuesta sobre la disponibilidad
de los servicios sanitarios deben incluir la recopilacion de los datos
sobre el precio de los medicamentos indicados para los nifios, ademas
de la disponibilidad de los medicamentos; y (iv) el indicador 3.b.3 del
Objetivo de Desarrollo Sostenible se debe modificar para permitir el
seguimiento del acceso a los medicamentos pediatricos. Es preciso
solucionar estas deficiencias para garantizar el sequimiento del acceso a
los medicamentos pediatricos como parte de la agenda de los objetivos
de desarrollo sostenible para 2030y aplicar las intervenciones adecuadas
para mejorar el acceso de esta poblacién vulnerable.
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