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ABSTRACT

This cross-sectional descriptive online study was conducted by the chain sampling technique on 103 participants (38 females: 36.89% and 65
males: 63.10%) to determine their patterns of out-of-pocket health-related expenditure. The mean age of female and male participants was 53.11
+/- 6.55 years and 55.09 +/- 6.20 years respectively, without significant gender difference (Z=1.509; p=0.131). The gender difference was not
significant in relation to occupation (Z=1.194; p=0.234), religion (Z=0.195; p=0.841), type of family (Z=0.802; p=0.423), number of earning
members in the family (Z=0.316; p=0.748) and mean total family income (Z=0.280; p=0.779). Though the mean duration of illness for female
participants was significantly higher (Z=2.384; p=0.017) than that for their male counterparts, the average monthly expenditure during the recall
period was significantly higher for males for prescribed medications (Z=2.704; p=0.006), investigations (Z=3.033; p=0.002), follow-up visits
(Z=2.172;p=0.029) and self-medication (Z=4.976; p<0.0001).
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INTRODUCTION

Increased use of technology in diagnostics and treatment of diseases
and increased expectations of the population has led to an increase in
the cost of health care, [ 1] which has led to inequity in access to health
care services. [2] Inastudy [2] conducted in Puducherry, South India,
nearly 70% of the population had utilized the public sector in contrast
to 19.9% reported by a Haryana-based study. [3]

In India, healthcare is predominantly financed through out-of-pocket
expenditure at the point of delivery of services. [4] The effect of severe
financial hardship is widespread in low-income countries where health
care is mainly financed by direct out-of-pocket payments. [5] Out-of-
pocket payments are widespread in India, where, only 15% of the
population is covered by health insurance. [6] Public expenditure on
health in India is about one per cent of gross domestic product, which is
much lower than that in Nepal and Sri Lanka. [6] As a consequence of
out-of-pocket expenditure, households would have reduced amount of
resources for purchasing items that would be essential for the quality of
life. Out-of-pocket expenditure on health care has been implicated as a
creator of poverty and “medical poverty trap” in Indonesia, [7]
Vietnam, [8] China, [9] Thailand, [ 10] and other Asian countries. [5]

A “poverty trap” is a spiralling mechanism that makes it very difficult
for people to escape poverty. Although China has made great efforts to
improve the medical service level and medical security system in poor
areas in recent years, the poor still face a great burden of medical care.
[11] A study [12] reported that more than half of the households
attributed their poverty to household members suffering from diseases.
Studies have focused on the health-poverty nexus, [13] disease-driven
poverty trap, [14, 15] poverty and ill-health vicious cycle, [16]
ecosystem-poverty-health interaction, [17] and medical poverty trap.
[18]

The present study was conducted on adults of either gender, aged
between 45 and 65 years, to determine their patterns of out-of-pocket
health-related expenditure.

MATERIALSAND METHODS

This cross-sectional descriptive study was conducted in 2020 using a
pre-tested and pre-validated questionnaire via Google forms. This
online questionnaire was administered, by the chain sampling

technique, to older adults (aged between 45 and 65 years), of either
gender, who were residing in a metropolitan city in Western India.
Informed consent was taken on the Google forms. Questions on the
Google forms included personal particulars, clinical history and
health-related expenses incurred by the participant during a recall
period of 3 months preceding the date of answering the questionnaire.
The data were adapted to Microsoft Excel spreadsheet (Microsoft
Corporation, Redmond, WA, USA) and analyzed using SPSS
statistical software Windows Version 25.0 (IBM Corporation,
Armonk, NY, USA). For discrete data, the percentage of responses and
the standard error of difference between two sample proportions were
calculated. For continuous data, the standard error of difference
between two means was calculated. 95% Confidence interval (CI) was
stated as: [Mean-(1.96)*Standard Error)] - [Mean+(1.96)* Standard
Error)]. The statistical significance was determined at p<0.05.

RESULTSAND DISCUSSION
There were 103 participants (38 females: 36.89% and 65 males:
63.10%).

Demographics: The mean age of female and male participants was
53.11 +/- 6.55 years (95% CI: 51.02-55.19 years) and 55.09 +/- 6.20
years (95% CI: 53.59-56.60 years), respectively. The gender
difference in mean age was not significant (Z=1.509; p=0.131). The
third quartile was identical between the two genders, but the first
quartile and median of the age distribution was lower for female
participants. (Fig-1).
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Table-1: Gender differences in monthly health-related expenses

Monthly Expenses in Rupees | Females Males Z&'p
(n-38) (n=65) values
Prescribed [Mean +/- SD 930 +/- | Z=2.704
medications 537 +-726 686 'p' =0.006 *
95% CL | 306768 |763 - 1097
igati +/ - R =3.
Investigations |Mean + /- SD 514/ 148 386+ / Z=3.033

299 'p'=0.002 *

95% CI 204 —298 [313 —458
Follow-up |Mean +/-SD 251+/- | Z=2.172
Visits 1264611 ™57 |p'=0.029 *
95% CI 107 — 146 | 140 — 362
Self-medication| Mean + / - SD 186 +/- | Z=4.976
87457 " 4n |'p<0.0001 *
95% CI 69 —106 |151 220

Z = Standard error in difference between two means; SD = Standard
deviation;

CI=Confidence interval; *Significant

The gender difference was not significant in relation to occupation
(Z=1.194; p=0.234), religion (Z=0.195; p=0.841), type of family
(Z=0.802; p=0.423), and number of earning members in the family
(Z=0.316; p=0.748). However, the gender difference in level of
education was highly significant (Z=3.115; p=0.001). The mean total
family income of female and male participants was 24351 +/- 17786
rupees (95% CI: 18696-30007 rupees) and 25452 +/- 21498 rupees
(95% CI:20226-30679 rupees), respectively. The gender difference in
mean total family income was not significant (Z=0.280; p=0.779).

Monthly health-related expenses: The average monthly expenditure
during the recall period was significantly higher for males for
prescribed medications, investigations, follow-up visits and self-
medication (Table-1). Indian studies [ 19, 20] have reported widespread
gender bias in intra-household expenditure on health and that women
find themselves in subordinate positions to men and are socially,
culturally, and economically dependent on them. Health expenditure
on males was found to be relatively high as compared to that on females
in studies conducted during two time periods: 1999-2000 and 2007-
2008. [21] In developing countries, deep rooted social hierarchy and
patriarchy relegate women's health to the bottom of the household
priority list. Moreover, the household work done by women is not seen
as economically productive activity and therefore, priority is given to
the needs of earning male family members. [22-24] A longitudinal
survey [25] concluded that expenditures on female adults are
significantly lower than those on their male counterparts. Another
study [26] found that there was a significant difference between male
and female out-of-pocket health expenditure in urban areas.

Duration of illness: The mean duration of illness for female
participants was 7.02 +/- 6.82 years (95% CI: 4.85-9.19 years), while
that for their male counterparts was significantly lower at 4.04 +/-4.39
years (95% CI: 3.02-5.15 years), exhibiting significant (Z=2.384;
p=0.017) gender difference.

Post-surgery expenses: A total of 18 females and 21 males had
undergone surgery during one year preceding the study. The mean
monthly post-surgery expenses for female and male participants was
290 +/- 292 rupees (95% CI: 197-292 rupees) and 262 +/- 123 rupees
(95% CI: 232-292 rupees), respectively. The gender difference in
mean monthly post-surgery expenses was not significant (Z=0.379;
p=0.704).

Health problems: About one-third of respondents were diabetic
without significant gender difference (Z=0.037; p=0.968). The
frequency of hypertension in males and females was slightly above
40%, without significant gender difference (Z=0.163; p=0.872). The
gender difference in frequency of other health problems was also not
significant (Z=0.910; p=0.362).

Financial problems: 23 females and 34 males had financial problems
due to which, seven females and three males had deferred the purchase
of spectacles / hearing aids, exhibiting significant gender difference
(Z=2.104; p=0.035). 16 females and 22 males had skipped purchase of
medications due to financial constraints. The gender difference was not
significant (Z=0.381; p=0.703).

CONCLUSION

The average monthly expenditure during the recall period was
significantly higher for males for prescribed medications,
investigations, follow-up visits, and self-medication, although the
mean duration of illness for female participants was significantly
higher than that for males.
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