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Abstract

Background: Despite the favorable progress in the production of medicines, there is no significant access to these important health
inputs among different socio-economic groups.
Objectives: This study aimed to measure and explain socio-economic inequality in prescribed and non-prescribed medicine use in
Iran.
Methods: Data were obtained from a recent household survey on health services in Iran conducted in 2016. The Erreygers concentra-
tion index (ECI) was used to measure socio-economic inequality in the use of prescribed and non-prescribed medicines. In addition,
Decomposition analysis was conducted to explain socio-economic inequality.
Results: The ECI revealed pro-rich socio-economic inequality in prescribed medicine use (ECI = 0.067, SE = 0.010), indicating that
prescribed medicine use was concentrated on the better-offs. On the other hand, this index showed pro-poor inequality in non-
prescribed medicine use (ECI = -0.064, SE = 0.009). Decomposition analysis showed that economic status and place of residence
were the main determinants of socio-economic inequality in prescribing medicines. These factors and the number of health care
needs explained the majority of socio-economic inequality in non-prescribed medicine use.
Conclusions: Despite previous positive beliefs, we found remarkable socio-economic inequality in the use of medicines in Iran.
Facilitating access to pharmaceutical services for disadvantaged households and rural residents and promoting of national essential
medicines list could be recommended against socio-economic inequality in the pharmaceutical market of Iran.
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1. Background

Medicines are one of the pillars of the health sector,
and the provision of health services without them cannot
be sustainable (1, 2). These inputs, along with the work-
force and healthcare infrastructure, play an essential role
in providing healthcare services and achieving universal
health coverage (2, 3). Medicines play a significant role in
the recovery of patients and are often considered an essen-
tial element in the treatment process (1, 4). Hence, appro-
priate access to medicines could promote health outcomes
and address healthcare inequalities (3). Equal access to
medicines, like other essential health services, is empha-
sized by the World Health Organization (WHO) as a pow-
erful means of promoting health equity (1). Despite signif-
icant progress in providing various medicines for different

clinical conditions, it seems that different countries and
socio-economic groups may have heterogeneous access to
these critical factors (5). This can lead to unethical inequal-
ities in access to health services in the world.

Although high-income countries do not face the prob-
lem of access to medicine on average, people from differ-
ent socio-economic classes in these countries do not nec-
essarily have the same access to medicines (6-9). The situa-
tion seems even worse for low-income and middle-income
countries (LMICs). These countries are more likely to face
inequality in access to medicines (3, 10). Moreover, equal
access to equal needs may also be challenging in the phar-
maceutical sector; it is believed that patients with chronic
conditions may not have adequate access to medicines (11,
12). These facts explain why the WHO pays special attention
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to drugs. These healthcare inputs have a unique role in pro-
viding healthcare services, and ensuring access to them is
important for health systems.

The pharmaceutical sector absorbs remarkable re-
sources to provide different medicines. According to
the WHO report, 40% of treatment costs are spent on
medicines (13). Additionally, over a quarter of total health
expenditure in LMICs is related to pharmaceutical expen-
diture (14). However, this could not ensure access to
medicines in these countries. Significant disparities in
medicines use were reported from LMICs due to unafford-
ability and inappropriate use of medicines (15). The point
is that the public sector may not have all the required
medicines, and these medicines may have different prices
in the private sector (16). In this situation, the risk of catas-
trophic health expenditure for vulnerable groups may in-
crease without financial protection (17).

2. Objectives

The health system of Iran pays special attention to
medicines and allocates substantial subsidies for their
provision. The trend of pharmaceutical prices in Iran
shows a clear increase in pharmaceutical expenditures
in recent decades (18). After the health transformation
plan (HTP), the government’s share of health financing
and pharmaceutical spending in Iran increased (19). How-
ever, it seems this policy did not necessarily guaran-
tee access to medicines. Another problem is interna-
tional sanctions, which have had a negative impact on
access to medicine in Iran. Although some studies in-
vestigated socio-economic inequality in self-medication
(20) and even the use of herbal medicines (21), there is
no evidence of socio-economic inequalities in prescribed
medicine use in Iran. In this study, unlike previous stud-
ies, the required data was obtained from the healthcare uti-
lization survey, which better shows the health-seeking be-
havior than the income and expenditure survey. Access to
medicine is one of the most important requirements for
access to health services, and understanding the inequal-
ity in access to pharmaceutical services can guide policy-
makers to increase access to health services. Therefore, this
study aimed to prepare such evidence and explain poten-
tial inequalities in the pharmaceutical sector of Iran.

3. Methods

This study is a secondary data analysis of cross-
sectional data from a national survey. This survey was
conducted in 2016 to provide evidence about the need
for health services and the utilization of these services

in Iran. Face-to-face interviews with household members
were used in this nationwide survey. A sample of Iranian
households (22470) living in urban and rural areas of Iran
was chosen through three-stage cluster sampling. In the
first stage, the regions (main sample units) were selected
based on the probability proportional to the number of
households in each region. Sampling units were based on
the recent national census conducted by the Iranian Sta-
tistical Center in 2011. In the second step, systematic sam-
pling was used to select one block from the selected re-
gions. Furthermore, 10 households in each block were ran-
domly selected. Interviews were conducted for all selected
family members (N = 78 378). The participants aged 15 years
or older who reported the need for health services (N =
13005) were included in our analysis.

Two questionnaires were used to gather data in this
survey. Demographic and socio-economic characteristics,
along with the need for health services, were collected in
the first questionnaire. The second questionnaire was ded-
icated to evaluating the use of outpatient and inpatient
services. This questionnaire also asked the participants
about the use of prescribed and non-prescribed medicines
we used as outcome variables.

3.1. Variables

The self-reported prescribed and non-prescribed
medicine use were our outcome variables in this study.
The following questions were used to define these vari-
ables. Participants’ response to "have you used the pre-
scribed medication in the last two weeks?" was used to
define the prescribed medicine use. On the other hand,
non-prescribed medicine use was obtained by answering
various questions. First, the answer to "have you used any
non-prescribed medicines from pharmacies during the
last two weeks?" Was used to find people who had taken
the drug without a prescription. This question was asked
to those who had health-seeking behavior. Second, the
answer to "have you had any self-medication during the
last two weeks" was used to find people with a history of
self-medication. This question was asked to those who had
no health-seeking behavior. Since the use of these drugs in
previous questions is generally not under the supervision
of a doctor, the answers to these questions ultimately
defined non-prescribed medicine use.

Considering previous evidence about the explanation
of socio-economic inequality in healthcare, different inde-
pendent variables were included in our analysis. Gender
(male/female), age (15 - 29/30 - 59/60 and above), and the
number of outpatient needs (one/two or above) were con-
sidered as need factors. Non-need factors include wide-
range socio-economic variables such as marital status
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(married/widowed or divorced/single), education (illiter-
ate/primary/secondary/diploma/higher), employment sta-
tus (employed/unemployed/retired/student/housekeeper),
area of residence (urban/rural), basic insurance (yes/no),
private insurance (yes/no) and economic status (poor-
est/poor/middle/rich/richest). The survey used did not ask
questions about household income or expenses but asked
them about their assets. This allowed us to use principal
component analysis to construct a proxy for economic
status based on household assets.

3.2. Equity Analysis

To measure socio-economic inequality in the medica-
tion, the concentration index (CI) was used. This index is
a well-established measure for assessing inequality in the
health sector (22). For individual data, CI could be defined
as follows:

(1)CI =
2

µ
cov (h, r)

Where h is the medicine use, r is the fractional rank of
the independent variable, and µ is the mean of our out-
come. The CI range between -1 and + 1 with zero indicating
equality and negative values indicating the concentration
of outcome among the lowest socio-economic groups and
vice versa. Since our outcomes in the current analysis are
binary variables, the Erreygers normalized concentration
index (ECI) was used to measure inequality (23). The ECI can
be obtained as follows:

(2)ECI =
4µmCI

(b− a)

Whereµm is the weighted average of medicine use and
b and a indicate its upper and lower bounds.

Concentration index can be decomposed to find the
contribution of different factors. To do this, a linear incre-
mental regression model of health criterion (hi) on its de-
terminants is required (24). This model can be shown as
follows:

(3)hi = α+
∑

k.i
βkXi + εi

Where, the “xk" variables are determinants of health
variables, and ε is an error term. Given the linear regres-
sion model, the ECI can be written as (23):

(4)ECI = 4
[∑

ik
βk

−
xiECIi +GCε

]
Where, βk shows the marginal effect of independent

factors obtained through logistic regression. Moreover,
−
xi

shows the average of these variables, stands for CI of them,

and shows the generalized CI of the error term. This equa-
tion consists of explained (or deterministic) and unex-
plained (or probabilistic) components expressed in the er-
ror term. The absolute contribution of an explanatory vari-
able could be taken by estimating the explained compo-
nent. The negative (positive) contribution indicated that
the given determinant factor operated towards a pro-poor
(pro-rich) distribution of medicine use. The decomposi-
tion analysis also provides an opportunity to explore hor-
izontal equity in the distribution of medicine use. To do
this, the ECI of the need factors (age, gender, and the num-
ber of outpatient healthcare needs) must be subtracted
from the ECI of medicine use. In this study, we adjusted
the ECI of health care utilization regarding the age and
number of health care needs. The analysis was done using
STATA/SE (version 14; Stata Corporation, College Station, TX,
USA).

4. Results

Most of the study subjects were women between 30
and 59. Nearly twenty percent of participants reported
more than one outpatient need. Other descriptive charac-
teristics of these variables are available in Table 1. The CI
of prescribed and non-prescribed medicine use was rep-
resented in Iran Table 2. This index was positive and sta-
tistically significant for the prescribed medicine use, indi-
cating a pro-rich distribution of this outcome in Iran. On
the other hand, the CI for non-prescribed medicine use was
negative and statistically significant, indicating the exis-
tence of pro-poor inequality.

The decomposition of socio-economic inequality in
the prescribed and non-prescribed medicine use. The
second column of these tables shows the marginal de-
terminants of the use of prescribed and non-prescribed
medicine use. These tables also show each determinant
factor’s absolute contribution (cont.). The positive (neg-
ative) value of cont. indicated that the determinant fac-
tor increased (decreased) the socio-economic inequality
in the prescribed medicine use. The economic status of
participants was the main contributor to the pro-rich in-
equality in prescribed medicine use. This factor explains
about 60 percent of the observed inequality. Area of resi-
dence was another main contributor to socio-economic in-
equality in the prescribed medicine use. Private and ba-
sic health insurance and the number of outpatient needs
were other positive contributors to the socio-economic in-
equality. Other factors had negative contributions to the
observed inequality. After adjustment for the need factors,
it is demonstrated that the degree of horizontal inequal-
ity was 0.072 indicating pro-rich inequity in the prescribed
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Table 1. Descriptive Statistics of the Study Population of Prescribed vs. Non-prescribed Medicine Use a

Variables All Sample Prevalence of Prescribed Medicine
Use

Prevalence of Non-prescribed
Medicine Use

Need Factors

Gender

Male 5,210 (40.06) 2464 (47.29) 1,408 (27.02)

Female 7,795 (59.94) 3867 (49.61) 2,008 (25.76)

Age

15 - 29 2,895 (22.26) 1416 (48.91) 681 (23.52)

30 - 59 7,068 (54.35) 3417 (48.34) 1,823 (25.79)

> 60 3,042 (23.39) 1498 (49.24) 912 (29.98)

Number of outpatient needs

One 10,420 (80.12) 5218 (50.08) 2,253 (21.62)

Two or above 2,585 (19.88) 1113 (43.06) 1,163 (44.99)

Non-need Factors

Marital status

Married 9,720 (74.74) 4789 (49.27) 2,451 (25.22)

Widowed or divorced 1,377 (10.59) 658 (47.79) 436 (31.66)

Single 1,908 (14.67) 884 (46.33) 529 (27.73)

Education

Illiterate 3,446 (26.5) 1616 (46.89) 1,072 (31.11)

Primary 3,353 (25.78) 1661 (49.54) 843 (25.14)

Secondary 2,104 (16.18) 1043 (49.57) 512 (24.33)

Diploma 2,289 (17.6) 1106 (48.32) 566 (24.73)

Higher 1,813 (13.94) 905 (49.92) 423 (23.33)

Employment status

Employed 3,101 (23.84) 1436 (46.31) 837 (26.99)

Unemployed 1,606 (12.35) 745 (46.39) 447 (27.83)

Retired 1,438 (11.06) 717 (49.86) 404 (28.09)

Student 810 (6.23) 413 (50.99) 216 (26.67)

Housekeeper 6,050 (46.52) 3020 (49.92) 1,512 (24.99)

Area of residence

Urban 8,698 (66.88) 4401 (50.60) 2,189 (25.17)

Rural 4,307 (33.12) 1930 (44.81) 1,227 (28.49)

Basic insurance

No 792 (6.09) 318 (50.77) 247 (31.19)

Yes 12,213 (93.91) 6013 (49.23) 3,169 (25.95)

Private insurance

No 10,550 (81.12) 5013 (46.31) 2,861 (27.12)

Yes 2,455 (18.88) 1318 (53.69) 555 (22.61)

Economic status

Poorest 2,630 (20.22) 1165 (44.30) 744 (28.29)

Poor 2,583 (19.86) 1216 (47.08) 748 (28.96)

Middle 2,591 (19.92) 1313 (50.68) 657 (25.36)

Rich 2,600 (19.99) 1275 (49.04) 673 (25.88)

Richest 2,601 (20) 1362 (52.36) 594 (22.84)

a Values are expressed as No. (%).

medicine use in Iran (Table 3). As Table 4 shows, the loca-
tion of residence accounted for 33 percent of inequality in
non-prescribed medicine use and was, therefore, the most
critical factor contributing to inequality. The economic sta-
tus was another key factor contributing to this inequality,

which alone explained nearly 25% of it. The number of
needs for health services and health insurance (basic and
private) explained about 21 and 18 percent of the inequal-
ity, respectively. These factors significantly contributed to
the socio-economic inequality in non-prescribed medicine
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Table 2. Socio-economic Inequality in Medicine Use in Iran, 2016

Medicine Use ECI SE P-Value

Prescribed 0.067 0.010 0.000

Un- prescribed -0.064 0.009 0.000

Abbreviation: ECI, Erreygers concentration index.

use. The two estimated models had different residual com-
ponent, but it was not very high in both cases. The resid-
ual component in the second model was higher, implying
that unknown factors had a more significant impact on in-
equality. After subtracting the absolute contribution of the
need factors from the concentration index, the horizontal
inequity decreased but still showed the concentration of
non-prescribed medicine use among the poor. The relative
contribution of various factors explaining socio-economic
inequality in the use of prescribed and non-prescribed
drugs in Iran is shown in Figure 1.

5. Discussion

Socio-economic inequalities in medicines prescrip-
tion can impose substantial burdens on the health sys-
tems. Current research investigates such inequalities in
the pharmaceutical sector of Iran. In general, while non-
prescribed medicines were concentrated among disadvan-
taged groups, a significant pro-rich was observed in the use
of prescribed medicines in Iran. We explained these socio-
economic inequalities through decomposition analysis.

The concentration index indicated a pro-rich distribu-
tion of prescribed medicine use in Iran. We also adjusted
this pro-rich inequality relative to the need factors that
lead to a pro-rich horizontal inequity in the prescribed
medicine use. Our finding is inconsistent with previous
studies (25, 26) that reported favorable access to medicines
in the Iranian pharmaceutical market. It seems that these
studies neglect the accessibility dimension of access that
is predominantly related to the household’s ability to pay.
But the results of some studies indicate the existence of in-
equality in medicine use in Iran (27, 28), which is consistent
with our results. Inequality in the Iranian pharmaceuti-
cal sector can be consistent with other studies showing in-
equality in health services (29, 30). Therefore, since health-
care services are concentrated among the better-off, a rich
distribution of prescribed medicine use in Iran can be jus-
tified. Our results are consistent with previous studies that
observed pro-rich inequality in pharmaceutical spending
(31) in Brazil and also prescribed medicine use in Canada,
Denmark, and Uruguay (8, 32, 33). Previous studies in China
have shown pro-rich inequality in anti-diabetic (11) and
anti-hypertensive (12) drug treatment. One international

study also reported different socio-economic inequalities
in terms of concentration index for secondary prevention
of cardiovascular disease in some of LMICs and Sweden.
While countries such as Saudi Arabia, China, Colombia, In-
dia, Pakistan, and Zimbabwe had pro-rich socio-economic
inequality, pro-poor distributions were found for Sweden,
Brazil, Chile, Poland, and the occupied Palestinian territory
(34). This showed a significant variation in the access to
medicines in the world.

The results showed that the economic status of the
households explains about 60% of the observed pro-rich
inequality in prescribed medicine use. Although there are
no studies with the same methodology that surveyed adult
participants, our results are in line with a former study that
tried to explain socio-economic inequities in medicine use
among Brazilian children (35). Another study in China
found income to be the most important factor explaining
socio-economic inequality in diabetes medication (11). Our
result is consistent with a previous Iranian study that re-
ported inequality in healthcare use (29). There are sub-
stantial debates about decreasing subsidies in the pharma-
ceutical market of Iran that may exuberate socio-economic
inequality in medication and healthcare utilization. Lo-
cation of residence was another main contributor to the
observed inequality in the prescribed medicine use. Sim-
ilar to our findings, other studies (35, 36) showed that peo-
ple living in remote areas have poor access to essential
medicines. Although Iran has a well-organized rural health
system (37), a former study (29) showed that residence in
rural areas could increase pro-rich inequality in health-
care utilization. Basic and private health insurance were
other factors that played a positive role in inequality in the
prescribed medicine use. According to Anderson’s model
of behavioral use of health care, health insurance can be
considered as an enabling factor that facilitates access to
health care services (38). Expanding the health insurance
benefits package could increase access to needed drugs
in Iran. However, blind health financing reforms may in-
crease healthcare costs by increasing pharmaceutical ex-
penses. Due to the positive impact of the national essential
list on universal health coverage (1), Iran should promote
this strategy and require various health insurance plans to
include these drugs in their benefits packages.

The concentration index also revealed an inequality in
favor of the poor in non-prescribed medicine use in Iran.
This finding contrasts with a former Iranian study (20)
that reported pro-rich socio-economic inequality in self-
medication in Iran. In previous research, authors used
household budget data provided by the Statistics Center
of Iran. These data are monetary data and do not accu-
rately show health-seeking behaviors. Since poor house-
holds may not have enough affordability to pay for non-
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Table 3. Decomposition of Erreygers Concentration Index of Prescribed Medicine Use in Iran, 2016

Variables Marginal Effect ECI Cont. Percent Cont.

Need Factors

Gender

Female 0.004 -0.034 0.000 -0.515

Age

30 - 59 -0.025 0.149 0.003 -12.310

60 and above 0.010 -0.185 0.000 -2.503

Number of outpatient need

Two or above -0.070 -0.092 0.001 7.684

Non-need Factors

Marital status

Widowed or divorced -0.012 -0.119 0.000 0.931

Single -0.063 0.073 -0.001 -4.022

Education

Primary 0.010 -0.132 0.000 -2.054

Secondary 0.000 0.015 0.000 -0.006

Diploma -0.029 0.168 -0.001 -5.200

Higher -0.027 0.299 -0.001 -6.835

Employment status

Unemployed 0.038 -0.065 0.000 -1.815

Retired 0.014 -0.014 0.000 -0.129

Student 0.073 0.078 0.000 2.126

Housekeeper 0.037 -0.085 -0.001 -8.773

Area of residence

Rural -0.060 -0.367 0.007 43.963

Economic status

Poor 0.011 -0.340 -0.001 -4.299

Middle 0.042 -0.058 0.000 -2.879

Rich 0.030 0.271 0.002 9.686

Richest 0.065 0.714 0.009 55.614

Basic insurance

Yes 0.071 0.036 0.002 14.295

Private insurance

Yes 0.033 0.261 0.002 9.873

Total observed 0.062 92.83

Residual 0.005 7.16

Horizontal inequity 0.072

Abbreviations: Cont., contribution; ECI, Erreygers concentration index.

prescribed medicines, the definition of self-medication
in this study may be restrictive. Hence, it seems self-
medication in Iran is distributed among lower socio-

economic groups. This means that poor people in Iran
generally use medicines they already have at home or
probably seek to use over-the-counter medicines to meet
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Table 4. Decomposition of Erreygers Concentration Index of Non-prescribed Medicine Use in Iran, 2016

Variables Marginal Effect ECI Cont. Percent Cont.

Need Factors

Gender

Female 0.001 -0.034 0.000 0.137

Age

30 - 59 0.036 0.149 0.012 -18.373

60 and above 0.037 -0.185 -0.006 10.096

Number of outpatient need

Two or above 0.188 -0.092 -0.014 21.537

Non-need Factors

Marital status

Widowed or divorced 0.027 -0.119 -0.001 2.112

Single 0.051 0.073 0.002 -3.443

Education

Primary -0.026 -0.132 0.004 -5.583

Secondary -0.015 0.015 0.000 0.225

Diploma -0.016 0.168 -0.002 3.051

Higher -0.021 0.299 -0.003 5.435

Employment status

Unemployed -0.019 -0.065 0.001 -0.949

Retired -0.024 -0.014 0.000 -0.242

Student 0.011 0.078 0.000 -0.326

Housekeeper -0.042 -0.085 0.007 -10.266

Area of residence

Rural 0.044 -0.367 -0.021 33.492

Economic status

Poor 0.008 -0.340 -0.002 3.386

Middle -0.002 -0.058 0.000 -0.120

Rich -0.003 0.271 -0.001 1.014

Richest -0.023 0.714 -0.013 20.953

Basic insurance

Yes -0.048 0.036 -0.006 10.052

Private insurance

Yes -0.029 0.261 -0.006 8.869

Total observed -0.052 81.055

Residual -0.012 18.945

Horizontal inequity -0.055

Abbreviations: Cont., contribution; ECI, Erreygers concentration index.

their health needs. It should be noted that in this study,
self-medication was used both for people who did not
seek healthcare services and for those who used phar-

macy drugs without a prescription. Of course, the fre-
quency of the first case was higher in our study. Our find-
ing is consistent with a previous local study (27) which

Iran J Pharm Res. 2022; 21(1):e129431. 7
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Figure 1. The contribution of various factors on socio-economic -related inequality in prescribed and non-prescribed medicine use in Iran, 2016

showed that self-medication in a province of Iran is con-
centrated among the poor. There were no international
studies on socio-economic inequality in non-prescribed
medicine use. However, there are contradictory results
observed regarding the socio-economic determinants of
this kind of medicine use. Some studies (39) have shown
that higher socio-economic groups are more likely to use
non-prescribed medicines. In contrast, other studies (40,
41) have shown that this practice is more common among
lower socio-economic groups. Decomposition analysis
showed that residence was the main driver of pro-poor in-
equality in non-prescribed medicine use. As previously dis-
cussed, rural residents have poor access to health care, es-
pecially for complex healthcare needs. Economic status
was another major contributor to the pro-poor inequality
in non-prescribed medicine use, explaining about 25 per-
cent of it. This is could be related to the higher use of non-
prescribed medicine among disadvantaged groups, which
has been confirmed in other studies (40, 41). The num-
ber of healthcare needs was another key determinant in
the inequality in this type of medicine use. This indicates
that people with poor health take medication to meet their
health needs without consulting a doctor. Hence, health-
care authorities should facilitate the access of people in
need of health services to the required medicines. In any
case, it seems that self-medication in Iran is related to the
accessibility of healthcare services. Therefore, the imple-

mentation of policies that increase access to health ser-
vices by increasing insurance coverage can also greatly re-
duce the pro-poor inequality in non-prescribed medicine
use. However, the impact of cultural and behavioral factors
on self-medication should not be overlooked (42), which
unfortunately were not considered in this study.

Although this research provided valuable evidence on
socio-economic inequality in Iran’s pharmaceutical sec-
tor, some limitations in the interpretation of the results
should be considered. First, this study only explored over-
all medication and could not be used for socio-economic
inequality for specific drugs. Socio-economic disparities
for some drugs may be much greater. It is suggested
that future studies perform inequality analysis for differ-
ent drugs. Second, the self-reported nature of the data
may lead to recall bias. Third, this is a cross-sectional
analysis, and our findings necessarily fail to demonstrate
a causal relationship between the independent variables
and medicine use.

5.1. Conclusions
We observed significant pro-rich inequality in pre-

scribed medicine use as well as pro-poor inequality in non-
prescribed medicine use in Iran. Economic status and loca-
tion of residence were key factors that contributed to the
pro-rich inequality in the use of prescribed medicines. The
order of these factors for socio-economic inequality in non-
prescribed medicine use was reversed. Anyway, it seems
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that paying subsidies to disadvantaged households and fa-
cilitating the access of residents in rural areas can reduce
socio-economic inequalities in the pharmaceutical market
of Iran. In addition, it seems that the inclusion of the Na-
tional Essential Medicines Strategy in healthcare financing
can moderate the socio-economic inequalities in medicine
use in Iran.
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