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ABSTRACT

Background: In Nepal, the most frequent mode of payment for health care is household expenditure. It accounts for
more than half of all health-care expenditures. In addition, the study intends to investigate household expenditure on
health care and its coping mechanisms in Nepal's rural districts.

Methods: This is a quantitative, cross-sectional study in which 410 households were chosen using a multiple
sampling procedure. The research study region was chosen using a purposive sampling strategy. The two wards for
the study were chosen by a lottery system. The estimated households were then chosen using a systematic random
selection technigque. A semi-structured questionnaire was utilized to gather data, and a face-to-face interview with the
household head was undertaken to obtain the data. SPSS version 20 was used to analyze all of the data.

Results: The overall household health expenditure in Miklajung rural municipality was determined to be 31.7% in the
previous six months, with the biggest expenditure in medicine/drugs or pharmacies, followed by in-patient care and
health treatment abroad. Income/savings was discovered to be a major coping mechanism used to deal with household
expenditure and was found to be significantly associated in a bivariate analysis with type of illness, age, and more
with a confidence interval of 95% in a bivariate analysis.

Conclusions: At the conclusion of the investigation, we discovered that people spent the most money on medicines
and drugs, followed by in-patient hospital care. According to the findings, a significant portion of the target group
used their income and savings to cover unexpected healthcare costs.

Keywords: Household expenditure, Coping mechanism, Acute disease, Chronic illness

INTRODUCTION

In many developing countries, household expenditure
accounts for a large fraction of payment on health care by
patients and their families.! Household expenditure is the
prime source of financing in health in Nepal which
accounts for 62% of the total health expenditure.
Similarly, the government is the second largest source of
financing, accounting for 17% of total health expenditure
while official donors and international not-for-profit
agencies contribute about 10 and 11% of total
expenditure in health.? According to the recent data, the
total health expenditure in health is only 5.8% of the total

GDP and the private sector accounts for 70% of total
health expenditure.> This might be due to high
consultation to a private setting which is 66%.* The most
common coping mechanism of out-of-pocket expenditure
adopted by families was loans, savings, and health
insurance.’ In a study, it was found that current income
and savings were the major means to cope with the
household expenditure for non-poor households while
borrowing money or loans is the major means to cope for
poor households.®

Even though household expenditure is one of the most
concerning issues in the context of Nepal, very few
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studies have been conducted in the sector of health
financing in Nepal most of which were done using
secondary data. Even the studies taken place were
conducted in urban settings but this study will incorporate
data in rural settings. The main aim of this study is to
identify household expenditure and its coping mechanism
on health care in rural Nepalese settings and to identify
associated factors with household expenditure as well as
to find out coping mechanisms to adjust with cost.

METHODS

This is cross-sectional descriptive research. A quantitative
study was conducted to determine household health-care
expenditures, associated factors, and coping mechanisms.
Miklajung rural municipality, Wards 7 and 8 of Morang
district, was the study area. It was a rural location that
met the study's objectives and had a diverse population of
ethnic and economic backgrounds, which was
advantageous to the research. The NHRC ethical
clearance board approved the ethical clearance.

Selection and description of participants

Individual households in the study region made up the
study population. The selected household's head of family
member was interviewed. The next adult member present
at the time of data collection was interviewed in the
absence of the family's head. Households that incurred
health-care expenses or had a family member fall ill in
the previous six months were included in the study, while
those that did not were omitted.

Sample size calculation
It was calculated using the formula:
n = z% pg/d?

Here, prevalence of out-of-pocket was retrieved from
bulletin of world health organization (WHO) where
Nepal’s prevalence on household expenditure was (48-
69%). Calculating the mean from the data, prevalence is
59%. Marginal error (d) is 0.05, and confidence interval
of 95% (1.96). Substituting the values in the above
equation, the sample size was found to be 371.
Considering 10% non-response rate, the final sample size
was determined to be 408 (410).

Sampling technique

Using convenient sampling approaches, the district and
rural municipalities where the study took place were
chosen. The selected rural municipality had a total of nine
wards. As a result, the wards for the study were chosen
using simple random sampling (lottery method). The
sample household was then chosen using systematic
random sampling.

The WHO tool was tweaked to fit the study's goals. The
study data was gathered using a face-to-face interview
technique. To strengthen the validity of the data,
questions were asked concerning health-related spending
in the previous six months. Pre-testing was undertaken
among 30 homes in Mahalaxmi municipality, ward
number 6, Lubhu, Kathmandu, to boost the reliability.
After pretesting, necessary changes to the tool's defects
and errors were made. Every phase of the research was
carried out by the researchers themselves.

Data analysis technique

After the data was collected, it was rigorously verified,
modified, and coded into several categories. For analysis,
data was entered in SPSS version 20 and then transferred
to Microsoft word and excel for interpretation. To present
the study findings, descriptive statistics in the form of
frequency counts, univariate and bivariate analyses were
used. The Chi-square test was used to demonstrate the
relationship between variables. P values between 0.0.5
and 0.01 were considered significant, indicating that there
was a link between variables.

RESULTS

A total of 59 percent of the 410 people in the sample were
female, while only 41% were male. Also, 41% of the
population was between the ages of 41 and 60, whilst just
6% of the population was between the ages of 0 and 20.
Furthermore, nearly half of the population (46%) was
illiterate, with only 2% of population having completed
high school. Similarly, 80% of the population was
married, a little over a third of the population was
employed in some capacity, 84% of population was
Hindu, and 66% of population lived in a joint household
(Table 1).

The 99.5% had experienced some form of disease in the
previous six months, with 21% having had acute illness
and 79 percent having experienced chronic illness. As a
result, it was determined that chronic disease was more
frequent in the population. Furthermore, the most
common acute sickness was cold/cough/fever (47%); but
the most common chronic diseases were hypertension
(59%), diabetes (30%), arthritis (15%), heart disease
(11%), and asthma (10%), with hypertension being the
most common disease among the respondents. Similarly,
only 227 people had visited the health facility for routine
and follow-up visits in the previous six months, while
only 15 people had been admitted to the hospital (Table
2).

The 91% of the 410 respondents said they used their
salary and savings to cover their medical expenditures,
while 11 percent said they borrowed money from friends
or family. To cover the expense of their medical care, 3%
sold their fixed assets, properties, or jewelry, while 16%
used their remittances/incentives as shown in the Table
3).
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Total household health spending was determined to be
31.7 percentage of total household spending. The most
money was spent on health by financially secure families
(55.1 and 26.4 percentage respectively) (i.e., fourth and
fifth quintile). The Newar (35.5 percentage),
Brahmin/Chhetri (31.4 percentage), and Janajati (31.6
percentage) groups, on the other hand, had the highest
health-care costs. People with chronic illnesses had a
higher prevalence of out-of-pocket the health spending
(36 percentage).

The dependent population (those under the age of 18 and
those over the age of 65) and the independent population
(those under the age of 18 and those over 65) were
reclassified as needed (population aged from 18 to 65
years old is referred as independent population). As a
result, it was discovered that people over age of 65 paid
24.7% of their entire household expenditure on health,
while the independent population spent the 34.5% (Table
4).

Pharmacies received 35.1% of total household health
expenditures, 19.2% went to in-patient treatment, and
1.2% went to out-patient care. In addition, diagnostic and
laboratory costs accounted for 2 and 0.5% of total costs,
respectively. Similarly, 2.8% was spent on rehabilitation

services, 5% on supplementary charges such as
transportation and lodging, and 30.2% was spent on
medical care in another nation (within or outside the
country) (Table 5).

Income/savings was the most popular source of coping
method for chronic sickness and acute illness, with
73.09% and 81.9%, respectively. Remittance/incentive as
a coping method was also more common among
populations over 65 years old, i.e., the dependent on the
group.

The occupation, on the other hand, was reclassified as
paid or profit work (including agriculture, business,
overseas employment, and private employment) and
unpaid labour (including student, housewife and
unemployed). As a result, the study found that those in
pay or profit jobs (83.3%) used their income/savings to
cover health-care costs. People classified as unpaid
workers, on the other hand, used remittance/incentive to
cover their health-care costs.

Under the parameters of p<0.05 and p<0.01 and a 95%
confidence interval (C.I), all of these factors
demonstrated a significant relationship with coping
techniques (Table 6).

Table 1: Socio-demographic information of respondents, (n=410).

Socio demographic variables Frequency
Gender

Male 169
Female 241
Age categories (years)

0to 20 26
21040 94
41 to 60 168
Above 60 122
Educational status

Illiterate 190
Primary level 91
Secondary level 121
Graduate and so above 8
Marital status

Married 328
Unmarried 34
Widow 44
Divorced 4
Occupational status

Agriculture 55
Business 133
Private job 5
Student 28
Unemployed 124
Housewife 56
Foreign employment 3
Labor worker 6

Percentage (%0)

41
59

23

41

30

46

22

30

80

11

13
32

30
14

Continued.
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Socio demographic variables
Religious status

Hindu 344 84
Buddhist 36 9
Kirat 26 6
Christainity 4 1
Ethnicity
Brahmin/Chhetri 135 33
Terai/Madhesi 31 8
Dalit 43 11
Newar 134 33
Janajati 67 16
Type of family
Joint 270 66
Nuclear 140 34
Table 2: Health information of respondents.

Variables Frequenc Percentage (%
Anyone sick in the past six months, (n=410)
Yes 408 99.5
No 2 0.5
Type of illness, (n=408)
Acute illness 86 21
Chronic illness 322 79
Acute illness* (n=86)
Cold/cough/fever 34 47
Acute gastritis 10 14
Surgery related 10 14
Different infections 8 11
Different type of pain 19 26
Chronic illness* (n=322)
Hypertension 190 59
Diabetes 96 30
Asthma 33 10
Heart disease/cholesterol 37 11
Arthritis 47 15
Eye disease 9 3
Cancer 6 2
Neuro 30 9
Chronic gastritis 13 4
Other chronic diseases 17 5
Anyone injured in the past six months, (n=410)
Yes, admitted in hospital 6 1
Yes, not admitted in

. 3
hospital
No 401 98
Taking medicine regularly, (n=410)
Yes 292 71
No. of OPD visit in health facility, (n=227)
One time 134 59
More than one time 93 41
No. of IPD visit in health facility, (n=15)
One time 7 47
More than one time 8 53
Preferred health institution, (n=246)
Public institution 41 17
Private institution 205 83

Continued.
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Variables Frequenc Percentage (%
Distance of health facility, (n=410) (Min)

<30 351 86

>30 59 14

Anyone travelled abroad for health treatment, (n=410)

Yes 67 16

No 343 84

(*Multiple response set)

Table 3: Coping mechanism, (n=410).

Coping mechanism* Frequency Percentage (%0)
Income/savings 370 91
Loans/borrowings 44 11

Selling of fixed assets 13 3
Remittances/incentives 67 16

(*Multiple response set)

Table 4: Percentage of total household expenditure in health, (n=410).

Percent of total

Vari Number of Total household Total health household
ariables . . : .
persons expenditure expenditure expenditure in
health (%)
All 410 42012.6 13298.4 31.7
Wealth quintile
Wealthiest 82 14722.7 3881.8 26.4
Fourth 78 8549.1 4709.1 55.1
Middle 86 8115.3 1761.5 21.7
Second 79 5793.3 1149.9 19.8
Poorest 85 4832.2 1796.2 37.2
Ethnicity
By 135 12896.6 4054.9 31.4
Chhetri ' ' ’
Terai/Madhesi 31 3188.6 455.4 14.3
Dalit 43 3286.9 985.5 30
Newar 134 16764 5944.5 35.5
Janajati 67 5876.5 1858.1 31.6
Family type
Joint 270 29009.1 9975.8 34.4
Nuclear 140 13003.5 3322.7 25.6
Iliness type
Acute 86 8046.7 1082.1 13.4
Chronic 322 33828.3 12193.4 36
Age (Years)
Under 18 24 24119 322 134
18 to 64 312 32700.2 11270.7 345
65 or more 74 6900.5 1705.7 24.7
Gender
Male 169 17572.3 3234.6 18.4
Female 241 24440.2 10063.8 41.2
Institution
Public hospital 41 4251.9 1149.7 27
Private hospital 205 21767.4 10760.7 49.4
Distance (Min)
<30 351 36367.9 10556.1 29
>30 59 5644.6 2742.3 48.6
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Table 5: Percentage of total health expenditure.

Re-

. IPD P’ceutical  Dental Health Diagnostic o Medical cost

Variables u habilitation
expenses cost expense products  cost cost abroad

All 19.2 1.2 35.1 0.2 0.2 2 0.5 2.8 5 3.6 30.2
Wealth quintile
Wealthiest 19.6 1 20.7 0 0.3 1.7 0.3 2.5 6.4 6.2 41.3
Fourth 25.4 0.7 33.4 0.1 0 1.8 0.3 0 3.4 1.3 335
Middle 6.5 1.7 58.3 0 0 0.9 0.3 0 4.4 2.8 25.1
Second 0 3 53 0.6 0.7 2.9 1.4 23.9 5.9 2.7 5.9
Poorest 26.8 1.2 36.4 1.1 0.6 3.6 0.7 0 6 5.1 18.5
Ethnicity
Brahmin/ 221 16 206 0.1 0.3 15 0.6 2.4 5 2.6 34.2
Chhetri
Terai/Madhesi 0 3.3 67.8 0 1.7 9.7 0.4 0 7 4 6.1
Dalit 20.7 0.6 31.3 0 0 0.5 0.1 0 4.7 4 38.2
Newar 17.1 0.8 31.6 0.3 0.2 2.1 0.4 0 5.3 5.1 37.1
Janajati 23.5 1.3 52.1 0.4 0 1.8 0.7 14.8 35 0.6 1.3
Type of family
Joint 20 1.2 37.3 0.1 0.3 2.3 0.4 3.7 3.4 2.6 28.7
Nuclear 16.6 1.1 28.6 0.8 0.1 11 0.6 0 9.7 6.6 34.8
Type of Iliness
Acute 25.9 3.7 10.6 0 1.2 0.9 0.6 0 5.1 2.1 49.9
Chronic 18.5 1 37.3 0.3 0.1 21 0.5 3.1 4.9 3.7 28.6
Age category (Years)
Under 18 43.1 2.4 9.7 0 0 0.6 1.1 0 3.9 1.9 37.3
18 to 64 0 7.2 56.2 0 0 3.2 0.2 0 125 8 12.8
65 or more 28.3 0.6 215 0.1 0.2 1.1 0.4 1.2 3.9 3.7 39.2
Gender
Male 0.1 14 64.4 0.2 0 3.6 0.6 8.5 6.4 3.6 11.2
Female 25.3 1.1 25.7 0.3 0.3 15 0.4 1 45 3.6 36.4
Preferred health institution (Hospitals)
Public 3.1 1.4 57.1 1.7 0.4 4.3 1.6 0 10.1 6.7 13.7
Private 23.4 1.2 26.3 0.1 0.1 1.9 0.4 35 4.2 34 35.5
Distance of health facility (Min)
<30 18.9 1.1 39.2 0.3 0.2 2.3 0.6 0.9 4.1 3.1 29.3
>30 20.4 1.6 19.3 0 0.3 0.7 0.1 10 8.3 55 33.8
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Table 6: Association with coping mechanism.

Coping mechanism

Factors

Income/savings Loans/ borrow

Selling of fixed Remittance/

Type of illness

Acute 81.9 4.3
Chronic 73.09 10.1
Age (Years)

Under 18 78.6 14.3
18 to 64 79.7 10.2
65 or more 58.9 3.6
Type of institution

Public hospital 60.7 23.2
Private hospital 75 10.7
Occupation

Pay or profit work 83.3 7.3
Unpaid work 67.3 104
Wealth quintile

Wealthiest 20.81 4.55
Fourth 18.92 25.00
Middle 20.54 13.64
Second 19.73 20.45
Poorest 20.00 36.36

assets incentive

0.00 13.8 0.010**
3.3 13.6

0.00 7.1 o
37 6.5 0.0000
0.00 37.5

5.4 10.7 0.0002**
3.2 11.1

3 6.4 0.0000**
2.3 20

46.15 13.43

15.38 20.90 o
15.38 17.91 G
23.08 25.37

0.00 22.39

**p<0.05 and C.1. is 95%, which means they have a significant association with coping mechanism.

DISCUSSION

The primary goal of this study is to determine household
health spending (out-of-pocket cost) and coping
mechanisms in general. The overall household
expenditure on health was estimated to be 31.7% of total
household expenditure, according to the study's key
findings. However, according to data from the WHO
bulletin, total household health expenditure in Nepal in
2014 was expected to be (48-69%).> As a result, the
overall household health expenditure in Miklajung rural
municipality, Morang is comparatively low when
compared. This could be owing to the fact that the WHO
study was based on secondary review data, whereas this
is a primary study with greater evidence supporting its
findings. Furthermore, the WHO study was conducted in
an urban setting and does not include information on rural
settings. However, this study portrays the state of rural
settings and gives statistics on household expenditure in
rural circumstances. Nonetheless, the household health
expenditure in Morang district should be taken seriously;
the household spending is rather high for a rural context.

In a similar instance, the study's findings revealed a
35.1% higher prevalence of health expenditure on
pharmacies. A comparable study in New Delhi, India,
found that pharmacies and drugs accounted for the
majority of healthcare spending.” Similarly, a survey done
in Kosovo revealed that pharmacies, medical supplies,
diagnostic and laboratory services, as well as in-patient
and out-patient services, accounted for the majority of
health-related expenditures.? In addition, a similar study

in Bangladesh indicated that the cost of medicine was the
primary driver of overall out-of-pocket spending.”® The
study's main findings are comparable in different nations,
but primarily in India and Bangladesh. It's possible that
the similarities are due to the fact that they're Nepal's
neighbors, and there are some parallels in the rural
population's health. This study shows how different
ilinesses, as well as other socio-demographic and health
characteristics, affect healthcare spending.

Income/savings, loans/borrowings, selling of fixed assets,
houses or jewelry, and remittance/incentives, on the other
hand, were predicted to be utilized to overcome the cost
of health treatment at 90.69%, 10.78%, 3.19% and
16.42% respectively. A comparable study in India found
that households' primary coping mechanisms are current
income and savings, followed by loans and the sale of
houses and fixed assets.” According to a Cambodian
study, households primarily employed a combination of
savings, selling fixed assets, and loans or borrowing
money to cover their expenses, resulting in a debt pile.*

Similarly, the chi-square test was used to analyze the
relationship between age, type of illness, type of health
institution, occupation, and wealth quintile in this
research study, and it revealed that the coping mechanism
was influenced by age, type of illness, type of health
institution, occupation, and wealth quintile. A study
conducted in Chile came to the same conclusion.'! Out-
of-pocket spending was linked to the number of chronic
ilinesses, health-care utilization, household income, and
insurance coverage in that study.!!
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However, because health insurance had not been
implemented in Morang district at the time of the study,
we did not include it in our analysis.

The cross tabulation of total household health spending
found that it is influenced by wealth quintile, ethnicity,
family type, kind of sickness, age, gender, type of health
institution, and distance from home to the health facility.
Likewise, studies conducted in Bangladesh and Nepal
showed a strong association of healthcare expenditure
with age and sex where the elderly population were found
to be more influenced.’® A study in Brazil found that
the household's wealth status had a significant impact on
healthcare spending.'* According to this survey, families
that seek healthcare from private facilities spend more on
their health than those who seek treatment from public
facilities. Similarly, a research conducted in Kaski, Nepal
found that mean household expenditure varied depending
on the type of health facility used, with families seeking
care from private institutions spending more than those
seeking care from public institutions.'®

Furthermore, ten out of every 100 households in Nepal
are burdened by a catastrophic healthcare burden due to
chronic sickness. The key factors of household health
expenditure were found to be household size, kind of
disease, and type of health facility.’® The poorest families
with the highest inpatient spending had greater out-of-
pocket charges and were more likely to borrow money to
cover their costs.’

Chronic illness was largely connected with household
health expenditure in this study; key ailments were
hypertension, diabetes, asthma, and heart disease.
Another Korean study found that low-income families
with chronic illnesses were especially sensitive to out-of-
pocket expenses.’® Cold/cough/fever, on the other hand,
was the most common acute or infectious sickness linked
to household spending. According to a WHO survey,
these illnesses are the most common cause of household
expenditure, with cold/cough/fever being the most
common, followed by gastritis and hypertension.t
Similarly, a research in Vietnam found that common
ailments like colds, flu, cough, fever, and diarrhea were
responsible for catastrophic household health expenses.*®

Limitation

There are some drawbacks to this study. First, it took
place in the middle of winter, between December 2018
and January 2019. The timing of the study could have
influenced the occurrence of acute infections including
colds, coughs, and fevers, which are more common in the
winter. Despite this, the Nepal living standard survey
2010/11 indicated that cold/cough/fever was the most
common disease throughout the year. Another restriction
is that when asked about the costs of certain health-care
services, respondents may not have given accurate
answers, resulting in a significant risk of recollection
bias.

Despite its limitations, this study shows that
characteristics such as age, gender, disease, health
institution, and wealth quintile have a substantial impact
on household expenditure and coping mechanisms.

CONCLUSION

The findings show that total family health spending in
Nepal's Miklajung rural municipality, Morang district, is
connected with age, gender, kind of sickness, type of
health institution, distance to health facility, and wealth
quintile. It reveals that the independent population (aged
18 to 64 years old) spent a lot of money on health, and
persons who went to private health facilities spent a lot of
money on health. In addition, those in the first and fourth
quintiles spent a lot of money on health care. Similarly,
the bulk of total household health expenditure was found
to be on medicine/drugs, followed by in-patient care and
health treatment abroad. Colds, coughs, and fevers were
the most regularly reported acute illnesses, whereas
hypertension, diabetes, asthma, and heart disease were the
most commonly reported chronic illnesses. The most
prevalent coping technique was discovered to be
income/savings; however, it was also discovered that
senior populations over 65 years old employed
remittance/incentive as a coping mechanism. The coping
technique was discovered to be linked to sickness kind,
age, institution type, occupation, and wealth quintile.
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