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ABSTRACT

Access to the full gamut of comprehensive health care services at an affordable cost is very essential for an individual to lead a socially and
economically productive life. But the health care cost, increasing manifold and mostly born out of pocket by the households, leads to either non
utilization of health services or selling of assets and borrowing money especially among poor. This pushes them to further impoverishment. Most of
this cost is incurred for drugs and diagnostics. Hence this study aims to find out the treatment cost of illness episodes, the sources of spending on
treatment among slum dwellers and also their awareness regarding health insurance schemes. This cross sectional study was conducted in the slums
under the field practice area of deptt. of community medicine, Gauhati Medical College. Through house to house visits the households reporting at
least one member with an illness episode for which treatment was sought during the reference period were identified and included in the study.
Results of the study revealed that for hospitalised episodes direct ie medical cost of treatment was Rs 5585.97 and Rs12293.87 in govt and private
hospitals respectively. For non hospitalised episodes it was 1745.82 and 2702.36 in govt and private hospitals respectively.
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Introduction:

Health is an important indicator of Human Development Index. Every
individual needs to remain healthy to lead a socially and economically
productive life. But health shocks which are defined as unpredictable
illnesses lower the health status of people and act as an impediment to
living a productive life by impoverishing people.' Hence access to the
full gamut of comprehensive health care services at an affordable cost
is very essential’. But over the period of time the health care cost has
increased manifold.’ At present in India the health care cost is mostly
financed through out of pocket spending.*** According to National
health Accounts’ data of India, out of pocket expenditure is the single
largest component of current health expenditure (CHE) and constitutes
69.1% of CHE. In many health systems when it is very high, for
individuals or households, accessing health care can result in financial
catastrophe.’ In India out of pocket spending is cited as single major
reason of impoverishment in case of hospitalization® and the growing
incidence of catastrophic expenditure due to health care cost is
identified as one of the major contributors to poverty."”"" At times this
leads to under and even non-utilization of health services by the poor. It
is evident from findings of 60" round of NSSO" survey that 20% in the
urban areas cited the financial problem as a reason for not seeking
treatment.

When a household experience an illness, it is affected by both
payments for treatment and income loss.'If payments for treatment is
compared between private facilities and public facilities it is higher for
both inpatient and outpatient services in private facilities *’ and the
expense of non-communicable diseases is more than that for
communicable diseases.’Drugs, diagnostic tests and medical
appliances account for more than half of OOP expenditures.” " The
means of financing the cost are using savings, borrowing, selling assets
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etc.”

In view of the above mentioned facts an attempt was made to assess
health care cost among socio economically deprived population living
in slums of Guwauhati city of Assam.

Objectives:

1. Toassessthe costofillness episodes among slum dwellers.

2. Tofind out the sources of spending on treatment.

3. Toassess theirawareness regarding health insurance schemes.

Methodology:

The study was a community based Cross sectional type of study
conducted during the period from 1/4/16 to 31/8/16.The study setting
was the slums under the field practice area of Department of
Community Medicine, Guwahati Medical College. Study population
comprised of slums dwellers of any age.

Sampling technique and sample size:

The field practice area of Urban Health Centre under deptt. Of
Community Medicine have five no of slums having a total population
of 5895 and total 551 households. Out of these five slums three slums
with a population of 4395 and 426 households were selected
purposively. House to house visits were carried out there and the
households meeting the following inclusion criteria were selected for
the study. Inclusion criteria: Households having members living in the
slum for more than 6 months with at least one member suffering from
any illness within one month prior to the survey and seeking treatment
but without hospitalization and or households having at least one
member reporting illness and hospitalization within 6 months prior to
the survey.

Data collection technique and tool: For data collection interviews were
conducted along with review of secondary records like prescriptions,
medicines, receipts, investigation reports. A predesigned pretested
interview schedule was used as data collection tool.

While calculating treatment cost, if same person in a household
suffered from more than one episodes of illness and if two or more
persons in the same house hold suffered from different episodes of
illness, all the episodes were included for analysis.

Important definitions:

Illness episodes: If any member in the household was diagnosed as ill
by a health care professional and or if the person experienced
discomfort or was unable to do usual activities within the reference
period.

Reference period: Details of all non hospitalized ailments during last
one month were collected for all members of the family. For
hospitalized ailments, detail data were collected for last six months.

Health expenditure: Medical expenses included expenditure on
medicines, bed charges for hospitalised treatment, charges for
diagnostic tests, and fees for doctor/surgeon. The other expenses
which is expressed as indirect cost in the present study, constituted all
expenses relating to treatment of an ailment incurred by the household
other than the exclusive expenditure regarding medical treatment. This
category of expenditure included all transport charges paid by the
household members, food and lodging charges of the attendant(s) in
connection with the treatment. The estimates of total expenditure were
arrived at as the sum of medical expenditure and other expenditure.
These criteria were taken from NSSO 71st round of survey.

Hospitalised episode of illness: Medical treatment of an ailing person
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as an in-patient in any medical institution having provision for treating
the sick as in-patients were considered as hospitalised treatment.

Non hospitalised episode of illness: Medical treatment sought for an
ailing person as an out-patient from any medical institution, clinic and
Pharmacy. The nature of treatment may be allopathic, ayurvedic or
homeopathic.

Results and observations:

After the household survey in the slums, 206 families meeting the
inclusion criteria were selected for the study. The total no of population
in these families were 1079, i.e average persons per family was 5. Age
wise distribution showed that (52)4.28% of the total study population
belonged to the under 5 age group, (70)6.48% belonged to 5-9 years
age group, (257) 23.81% to 10 to 19 years age group and (40)3.70%
belonged to the 60 years and above age group. Rest (660)61.17%
belonged to 20-59 years age group. Among 1079 slum dwellers, 52%
are male and 48% are female. Majority of the population were Hindu
(51%) followed by Islam (47%), Christian (1.39%) and Sikh (0.37%).
Regarding other demographic characteristics 79.5% were literate,
90% were from general caste, and 65% lived in joint family. As per the
survey, out of 206 families, 8% families had monthly per capita income
between 300-1000 rupees, 23% families had income between >1000-
2000 rupees and 69% families had income between >2000-6000
rupees.

Out of the total population 248 persons reported any morbidity for
which treatment was sought within the reference period. Among 0-4,
5-9, 10-19, 20-59 and >60 years age group 12(23%), 14(20%),
32((12%), 161(24.4%) and 29(72.5%) respectively reported at least
one episode of illness for which treatment was sought during the
reference period. The total no of illness episodes for which treatment
was sought were 275 as some suffered from more than one episode of
either same or different illness. Out of these episodes 144 were non
hospitalized ones and rest 131 episodes were hospitalized ones.
Regarding type of health care providers, public health facilities like
Gauhati Medical College and Urban Health Centre were utilised for
166 episodes of'illness, private hospitals or clinic for 103 episodes and
pharmacy was the source for 13 episodes. Some of those who sought
treatment from Pharmacy later also visited either govt or private health
facility. In case of hospitalization mostly govt health facility was used.
Regarding type of illnesses among the children aged 0-9 years,
diarrhoea was most common symptom for which treatment was sought
followed by fever and injury. In the adolescent age group the common
symptoms for which treatment was sought were fever, jaundice and
injury. Diseases and symptoms suffered and treatment sought for by
20-59 year aged people were injuries, arthritis, gastritis, hypertension,
TB, stroke, diabetes mellitus, gall bladder stone, jaundice, cataract,
COPD, thyroid disorder, cancer, dengue etc. The elderly population
mostly suffered and sought treatment for diabetes mellitus,
hypertension, COPD, cancer, stroke, cataract, arthritis etc.

Tablel: Average cost of a hospitalised and non hospitalised episode
ofillness in a household according to type of health facility.

Type of Hospitalised illness Non hospitalised illness
health Direct cost  [Indirect cost [Direct cost |Indirect cost
facility of treatment |of treatment |of treatment |of treatment
Government [5585.97 5315.10 1745.82 1169.35
Private 12293.87 4255.48 2702.36 844.75

It was observed that for both hospitalised and nonhospitalised episodes
direct ie medical cost of treatment was higher in private hospitals but
the indirect cost was higher in govt hospitals.

Table 2: Distribution of direct and indirect cost of an episode of
illness in a household

Direct cost(Rs) Indirect costs(Rs)
Consultation|Investig |Drugs |Others | Transpor|Attendan| Wage
fees ation tation  |[t's cost |lost
119.54 1516.98]3641.34/409.88[296.96 [428.52 |2507.09

The direct and indirect cost was calculated for both hospitalised and
nonhospitalised episodes of illneses combined together. Expenditure
on medicines and investigations constituted the major portion of the
health care cost in a household. Wage lost due to the illness was major
contributor to the indirect cost of a treatment. The highest total cost of
treatment (Rs 10930) of an illness episode was among elderly followed
by Rs 8999 in people aged 20-59 years and Rs 3990 among

adolescents. The lowest cost was estimated among the under five group
with Rs 1843.

Table3: Sources from where health expenditure is met. (N= 206
households)

Category Number of cases Percentage
Savings 177 86%
Borrowed 94 45.6%
Selling of assets 11 5.3%
Insurance 1 0.5%

Majority of the households either used their savings to meet the need or
borrowed from others.

Table 4: Awareness about Health Insurance scheme.

Awareness about Health insurance |No of families |Percentage
Aware 17 8.25%
Unaware 189 91.75%
Total 206 100%

Only 8.25% of the families were aware about health insurance scheme.

Discussion:

Out of the total population 248 persons reported any morbidity within
the reference period. Total episodes of illness for which treatment
sought, were 275. For majority (166) of the episodes, households
visited govt hospitals. It was observed that even for episodes treated in
govt hospitals one had to incur expenditure. The 'Table 1'showed that
for both hospitalised and nonhospitalised episodes of illness, the
average direct cost of treatment was higher in private hospitals than
govt ones but indirect cost was higher in govt setup. In case of
hospitalization the average direct cost of an episode was almost double
than that in the private setup but in nonhospitalized ones the difference
is quite less. Higher indirect cost in govt setup may be due to long
waiting time for consultation and repeated visits needed for
investigations that too during day time leading to wage loss of the
patient as well as the attendant and wage loss was found to constitute
the major part of the indirect cost. Cost of investigations and buying
medicines constituted the major portion of the direct cost of treatment
for both hospitalised and none hospitalised illnesses together. Average
consultation fee was Rs 119. In the medical college and UHC no
consultation fee was required except a user fee of Rs 5. The average
cost of treatment of an episode of illness including both hospitalised
and nonhospitalised episodes in govt and private setup together was
highest for the elderly. Most of the households met their needs from
savings but 5.3% had to sell assets. Only 8.25% were aware about govt
health insurance scheme. Gupta I, Chowdhury S, Prinja S found OPD
expenditure per ailing person to be Rs 589, 496 and 941 in Haryana,
Gujrat and UP respectively. Dror M D, Putten-Rademaker O van,
Koren R reported from their study done in five resource poor locations
(including rural and urban both) in India that the average direct and
indirect cost of an illness episode per household to be 908+52.1 and
393+22.2 respectively. They also found the cost of hospitalization to
be higher in private (1405 + 151) than govt providers (746 + 147).
NSSO 71" round survey reported that 68% of hospitalised cases in
urban areas sought treatment in private hospitals. In Assam 515 and
485 persons per thousand populations went to public and private
hospitals respectively. Average medical expenditure per
hospitalisation case was higher in private hospitals Rs 25850 than in
public hospitals Rs 6120. In case of nonhospitalised episodes average
medical expenditure per ailing person was Rs 639 in urban areas. In
Assam average total medical expenditure per case in urban was Rs
47064 and averages other expenditure was Rs 5304. Regarding the
sources of expenditure 74.9% met their expenses from savings, 18.2%
by borrowing, and 4% selling their assets, 5% through contribution
from friends and 1.35 % from other sources. As per the same report
82% of the urban population were not covered under any scheme of
health expenditure support.

Conclusions:

The study was conducted among urban poor to know about the cost of
treatment during hospitalised and nonhospitalised episodes of illness.
During the study it was observed that for majority of the illness
episodes they sought treatment from govt health facilities. In govt.
health facilities also they had to incur expenditure for treatment but the
cost of treatment was less than private health facilities. An interesting
point was noted that the direct cost of treatment was lower in govt
health facilities whereas the indirect cost was lower in private health
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facilities. Regarding overall expenditure the direct cost of treatment
was higher than the indirect cost. The expenditure incurred on
investigations and buying medicines accounts for the major proportion
of total direct expenditure. The maximum share of indirect cost goes to
wage loss. The cost of treatment of an episode of illness among elderly
was found to be highest. Majority of the population met their
expenditure from savings and even a small percentage had to sell their
assets. In view of these findings it is imperative to provide free drugs
and diagnostics especially for the poor to reduce their OOP
expenditure and to acheive the goal of Universal Health Coverage.
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