Health Sciences Research
2014; 1(4): 72-77

American Association for
AASCI Science and Technology
Published online September 30, 2014 (http://wwveidasg/journal/hsr)

Health Sciences Research

Keywords

Health,

Spending,
Out-of-Pocket Spending

Received: August 31, 2014
Revised: September 11, 2014
Accepted: September 12, 2014

Out of pocket health care spending
among households in Keffi, Nigeria

Bamidele Moyosola Abiodun® ", Adams Suaib?,
Adejumo Adebowale Olusola®

1Department of Statistics, University of llorin, fio, Nigeria
2Department of Paediatric, Federal Medical Centrdfi Kdigeria

Email address
bamidelemoyo@gmail.com (Bamidele M. A.)

Citation

Bamidele Moyosola Abiodun, Adams Suaib, Adejumo Axedle Olusola. Out of Pocket Health
Care Spending among Households in Keffi, Nigdtiealth Sciences Research.

Vol. 1, No. 4, 2014, pp. 72-77.

Abstract

Out-of-pocket spending (OOPS) for health care byskbolds has been estimated by
several studies and estimations to contribute betwet and 70 percent of health care
financing in Nigeria and has largely contributedthe inability of households to access
adequate and desirable health care be it publgrieate. The study therefore examined
out-of-pocket health care spending among househaldseffi, Nigeria. A structural
questionnaire (pre-tested with Cronbach Alpha vahfie0.76) was used to collect
information from the randomly selected 322 housgfidh Keffi, Nigeria. Data was
collected on: health problems that people had audgtg care for; type of care sought,
outpatient department (OPD) visits and inpatienpadement (IPD) stays; providers
visited; spending; and preferences for improvingeas to care. Data was disaggregated
by socio- economic status (SES). The results ineicthat most respondents used OOPS
as the commonest type of spending mechanism fdthheare consumption. It also
indicated that that money for treatment is the mégotor influencing treatment seeking
for household members followed by distance to tneat point and also treatment bill
has influenced the choice of treatment point fondaihold. The OOPS appeared largely
uninfluenced by socio-economic status (SES). Thk& tf SES differentials in use of
OOPS by respondents implies poor people are suffexnd are not protected from the
risk and uncertainty of paying for healthcare wilerrhe impact of OOPS is worse on
the poorest households as they are more likelyat@ thigher occurrences of upheaval
due to health spending through OOPS. The findirighis study has suggested the need
reduce OOPS and pick up equity in healthcare fimanioy designing and implementing
spending strategies that will assure financial nsbtection of the poor such pre-
spending mechanisms with government paying foptiae.

1. Background to the Study

Out-of-pocket spending (OOPS) of households wasntiost important financing
agents through which health-spending sources chdonds to providers for health
services in Nigeria as is the case in many otheeldping countries (FMOH 2003-2005).
Out-of-pocket spending for health care is definedthe direct outlay of households,
including gratuities and spending in kind, madeh&alth practitioners and supplies of
pharmaceutics, therapeutic appliances and othetgyaad services whose primary intent
is to contribute to the restoration or to the ememment of the health status of the
individual or population groups. It includes houskehspending to public services, non-
profit institutions and nongovernmental organizasio It also include none reimbursable
cost sharing deductions, co-spending and fee-ftiess but excludes spending by
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companies that deliver medical and paramedical fiiene spending on health care by all tiers of governniemigeria

whether required by law or not, to the employeexitiudes
spending for overseas treatment (WHO, 2008). Nigesi
private health spending as percentage of total dpgnon
health stood at 74.7%; out of this out-of-pockeérsting

is an important contributor to the high out-of-petk
spending by householddFMOH, 2008). The total
government health spending (TGHE) as a proportiothe®
total health spending (THE) was estimated to b&3%. in

constitute 95.9% as at 2008HO, 2010). This suggests that 2003, 26.4% in 2004 and 26.02% in 2005 while hookkh

government and privately organized institutions avet
making enough investment in the health of the peophich
is supposed to be a national priority.

The 25.3 percent general government spending
percentage of total spending on health is fromtéixpayers’
moneys that is mostly and often too poor to affspending
for health services. Most Nigerians are made paertd the
cost of treating illness, the effect of illness bausehold
income. It's a common finding among poor househalfls
cases of abandonment of treatment at treatmentreCemnt
account of lack of funds to settle treatment billbe usual
outcomes of these scenarios are continuing illthedeath,
and or impoverishment (WHO, 2008).
spending for health care is one of the five majaysvof
financing health care in Nigeria. These are, gowvemt
(from all sources including taxes), out of pockatrsding for

health spending (HHHE) as a proportion of the TH&EswW
74.02% in 2003, falling to 65.73% in 2007 but wept to
67.22% in 2005 (National Health Reform, 2007). WNoly is
d$GHE low but also that the rate of increase peruammvas
rather too slow. Comparing the Nigeria case to soher
African countries e.g. Zambia, where HHHE was 2%26f
the THE in 2002 while corresponding value for Kemwas
51% in the same year and Egypt was 60% (FMOH, 2088)
evidently clear from this that there is unwillingiseon part of
Nigeria government to increase its spending on theal
However, it has been noted that there is generathgp
among government of developing countries to improve

Out-of-pocketspending on health care. Governments of develop#dns

have higher level of participation in health cam fts
citizens thus minimize the rate of catastrophicnsiieg on
health care by its households. For instance, in41§i8bal

health care, health insurance (private and govenhmespending on health total US $ 2.3 trillion with highcome

schemes), donor funding from bilateral and mukilat
organizations, and NGOs. Financing health careésaf the
components of the Health system management, and
centered on three interrelated factors, vis-a-¥isrévenue
collection, which is the process by which the Healystem

countries spending about US $2.0 trillion even giothey
accounted for only 16% of the world population. Bieying
itations on the other hand spent only 11% of thal glbbal
spending on health but accounted for 84% of theldvor
population(Health Affairs, 1999).

receives money from households and organizations orOut-of-pocket spending for health care by househblas
companies as well as from donors, (2) polling cforeces, been estimated by several studies and estimations t
which is the accumulation and management of revenue contribute between 64 and 70 percent of health care

such a way as to ensure that risk of having to fomy
healthcare is borne by all the members of the padlnot by
each contributor
interventions, is the process by which pooled fuads paid
to providers in order to deliver a specified or pewdfied set

financing in Nigeria and has largely contributed ttoe
inability of households to access adequate andraldsi

individually, and (3) purchasing o health care be it public or private. This unfortignsituation

has not only contributed to the high morbidity andrtality
but has also impoverished many households. Theohkti

of health intervention@VHO, 2010). The objective of health Health Insurance Scheme (NHIS) is still not acddediy the

care financing therefore is to make fund availal@esure
appropriate choice/purchase of cost effective vetions,
give appropriate financial incentives to providexsd ensure
that all individuals have access to effective healérvice
(WHO, 2010)

In some countries in Africa e.g. Uganda South Affave
drastically slashed user fee in public health féed and this
led to upsurge in attendance to these facilitiesHsy poor
(National Health Reform, 2007). Also in significamimber
of developed countries the poor and disabled irsébalds
have some special healthcare packages such asptoem
from spending for health care for the elderly odagled
spending for those who are incapable of payindatpoint
of service. This type of package is almost in ngistence in
Nigeria even though the federal government and sstates
have some forms of free health care service such
immunization, treatment for the pregnant women famdhe
under 5 children but, these packages are not éxelys
reserved for the poor, the rich also enjoy theseices. Low

rural poor and other informal sectors of the natiand the
probability of reaching this set of Nigerians s@®in serious
doubt therefore, there is urgent need for an alters, at
least for now, to alleviate the burden of out-otkpet
spending on households in Keffi. Against this baokgd
therefore, the study examined out-of-pocket spendmong
households in Keffi, Nigeria.

2. Research Design

The study adopted cross-sectional and descriptisearch
design. The survey sample was drawn from Keffi lloca
Government Area of Nasarawa State, Nigeria. Thepham
frame consisted of the census enumeration areas) (&ed
for the 2006 Population and Housing Census of tdeFal
&epublic of Nigeria conducted by the National Pagioh
Commission (NPC). During the 2006 census, eachlitpca
was further subdivided into convenient EAs. Themaiiy
sampling unit (PSU), referred to, as a clusterhis survey,
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was the EA from the 2006 census. Only EAs clasbkiie Table 1. Respondents’ households’ Socio-economic and derplbigra
urban in the study LGA were eligible for inclusidm the  characteristics
survey. Variables Characteristics K effi (n = 322)
A two-stage sampling design was used. In the fiage, a Household Heads: n (%) 302 (94)
random sample of clusters was selected in the LBassed No. of Household Resident. Mean (SD) 4.6 (2.3)

on probability proportional to the population. Tivember of égi'(mz;"‘er;) (iD(?%) 234 (?8'3
f:lusters.selected from the LGA was determi_ned based £y, cation. Mean (SD) 93 (5.7)
information from the 2008 Nigeria Demographic anealh  Employed. n (%) 294 (91)
Survey (NDHS) on the number of household in the L&A Spending on Healthcare. Mean (SD) N-3,516(N2,612)
the second stage, 20 households were selectedtinchsster momh'ﬁ: Sldpe”d'“?z |On food. Mfé;“) (SD) ?3515?8?1’004)
H H - ousehold uses Electricity. n (%
in the LGA_ in order to create a sample of about 3z Household owns a Radio. n (%) 301 (93)
households in the LGA. Household owns a Television. n (%) 239 (74)
. Household owns a Telephone. n (%) 283 (88)
2.1. Method of Analysis Household owns a Fridge. N (%) 157 (49)
. .. Household owns a Iron. N (%) 187 (58)
The_ dataset was ente_zred into CSPro Statisticalvaoétfor 0 senold owns a Fan. N %) 171 (53)
cleaning and exported into SPSS 17 for analysisQf level  Household owns a Generator n (%) 203 (63)
of significance. The socio-economic status (SES) evaated Household owns a Bicycle. n (%) 197 (61)
using Principal components analysis using inforarafrom  Household owns a Motorcycle. n (%) 51 (16)

the households’ asset holdings together with thecppita —oousehold owns a Donkey/Horse.n (%) 18 (6)

weekly cost of food. Non-parametric Kruskal-Walligas  SD-standard deviation, n- size, %- percentage
used for testing the means to divide the variabies SES
quartiles. The concentration index varies fromntl a1 and

Table 2. Decisions that influenced Treatment seeking of EHiaksl member

a negative sign shows that the variable of inteies$tigher  Vvariables K effi (n=322)
among the poorest and if positive, it means thas itnore  Distance from treatment point. n (%) 56 (17)
among the richest (or least poor). Money for treatment. n (%) 221 (68)

Delays at point of treatment n (%) 31 (10)

Logistic regression analysis was used to examire tAgainst Faith. n (%) 05 (2

multivariate relationship of OOPS with key explast
variables. The dependent variable was whether dr no On the decision that influenced treatment seekiog f
someone paid through OOPS. The explanatory vasabl@ousehold members, the result in Table 2 showeids8% of
were the weight that was used to derive the SE®Xind the household respondents said money for treatmasta
households’ socio-demographic characteristics avgtscof decision that influenced their treatment seekingr fo
transportation and cost of treatment itself. Thesre N0  household members, 17% distance from treatmentt,poin
prior hypothetical expectations about the relatmf the  10% delay at point if treatment and an insignificéigure
dependent and the explanatory variables. (2%) said it was against their faith while littlerpentage are
undecided.

3. Result and Findings

Table 3. Has Treatment Bill Influenced your choice of howdeéhreatment

This section presents the result of findings oressiag out POt in the last three months?

of pocket health care spending among householdéeffi, Categorised Variable (n=216)
Nigeria. Yes. n (%) 194 (90)
No. n (%) 13 ()

3.1. Socio-Economic and Demographic
Characteristics The result in Table 3 showed that about 90% of the

In Table 1, the result showed that the respondesis respondents_ha_s treatment bill influenced _theiriaEh(Df
mostly heads of households. The average number ELFat;nent EO;Qt in the (Ijast thre\_ed mr?nths while a&fﬁ? of
household resident (household size) is 4.6. Theageeage t ¢ housenold respon ents_ sal that treatmen not
of the respondents was 38 years. Majority of tlspoadents influenced the choice of their point of treatment.
were Males and had some formal education and gbmfu Table 4. Are you Aware of the existence of pre-spendingtihdakurance
employed. The average monthly spending on foodN&2  scheme?

500 and the average money spends on healthcareNwa:

3,516. Majority of the household uses electricityg anost of Categorised Variable Keffi (n=322)
households are likely to own Radio, Television,epélone ves. n (%) 5 (17
’ ’ No. n (%) 259 (80)

and generator while little percentage of the redpais owns
motorcar, and Donkey/Horse On the awareness of the existence of pre-spendiatirh

insurance scheme, Table 4 showed that about 80%eof
respondents said they are not aware of the existehpre-



75 Bamidele Moyosola Abiodust al: Out of Pocket Health Care Spending among HousdstinlKeffi, Nigeria

spending heath insurance scheme while 17% are af#ne On the preferred form of pre-spending schemes of
existence of the pre-spending health insurancensehe household, the result in Table 6 showed that 30%hef
household preferred a community based pre-spending
Table 5. Dpes your householq have any form of Health Instgaor any healthcare service scheme, 22% religious basednm’eding
pre-spending health care service? healthcare service scheme and 15% and 13% woulerpre

Categorised Variable K effi (n=322) National health Insurance for community (rural),riRal

Yes. n (%) 59 (18) Sector based National health Insurance scheme atbsgg

No. n (%) 258 (80) while other percentage are undecided. On if givevilege

to contribute to pre-spending healthcare serviagivién the

The result Table 5 showed that about 80% of thgpportunity to do so, about 87% of the respondehtaved

household has no form of any health Insurance @ prmterestin contributing to pre-spending healthcare

spending health care service and 18% of the regpasdire
having health Insurance or pre-spending health sareice.

Table 7. Providers visited for Healthcare Services

Of the 59 (18%) representing the household thaghawy —Sourceot Treatment (=) X* (P-value)
form of Insurance or pre-spending health care servit3 AP [0 () 16 S0 (0107

dral pre-sp 9 Traditional/Herbal. n (%) 19 (9) 1.97 (0.96)
(73%) maintained National Health Insurance Schem patent Medicine. n (%) 97 (45) 6.78 (0.02)
11(18%) maintained employment based health Inserar Clinic/Hospital. n (%) 68 (31) 3.09 (0.03)
scheme while other types of health Insurance Scheere _Prayers. n (%) 4 @ 2.78 (0.26)

rarely maintained. ) i
The providers of healthcare services by respondnais

Table 6. Preferred form of pre-spending healthcare servighesnes by sought for health in the last three (3) months weesented

household in Table 7. The Table showed that 45% of the redpon

Variables Keffi (n=322) sought for healthcare from the patent Medicine, 3tém

Community Based. N (%) 98  (30) Clinic/hospital, while 7% and 9% of the respondesusight

Religious Based. n (%) 71 (22) for healthcare through self treatment and tradéitherbal

National Health Insurancg for Community (rural)(?) 51 (15) respectively and others using other provider susth@me

rI?o((r)/r:)al Sector based National Health Insurance Sehe 43 (13) treatment. The requqdents ma_ld_e grea_lter use of Self

treatment, Patent medicine and Clinic/hospitd&t & 0.05

Table 8. SES of Respondents on Health services provider

SES quartiles Self Treatment Traditional/Her bal Patent Medicine Clinic/Hospital

Q1 (Most Poor). n (%) 5 (31) 6 (32) 10 (10) 6 (9)

Q2 (very Poor). n (%) 7 (44) 5 (26) 18 (19) 10 (15)

Q3 (Poor). n (%) 3 (19) 4 (21) 26 (27) 15 (22)

Q4 (Least Poor). n (%) 2 (12.5) 4 (21) 43 (44) 37 (54)

Chi-Square 6.80 3.90 2.40 2.36

Sig. (P-value) 0.00 0.01 0.03 0.07

Concentration Index -0.34 -0.07 0.03 0.58

of spending mechanism that was used by the resptsf&

. their healthcare. This was followed by regular cbntion
Analysis (PCA) for the respondents, which can also be seen a®nmrs

The SES level of how respondent sought for heaiéhcagyenging it would be interesting to note that fespondents

was presented in Table 8 in the last three (3) mahe table )36 yiilized the health Insurance Scheme, which figalth
showed that the most poor and very poor SES usés Sg-neme in Nigeria.

treatment and traditional/health as health seryicevider
while the SES Scale, Poor and least poor uses tpatemble 9. Spending mechanisms that were used to pay for Hueadt for
medicine and clinic hospital. It should the nothdttthere are people that consumed healthcare services

some elements of variation in the uses of healéhpaovider

3.1.1. Derived using Principal Component

] ] : e Method of Spending Respondents (n=216)
across the SES quartiles. Considering the condemtrimdex, Personally, OOPS. N (%) 182 (84)
it established that negative index (pro-poor) use$f-  gegyiar Contribution. n (%) 12 ©)
treatment and tradition/herbal while the positineex (pro-  Fraith Based Organisation. n (%) 0 )
rich) uses patent medicine and clinic/hospital. Private Insurance. N (%) 0 0)
The result in Table 9 showed the spending mechanis Health Insurance Scheme. n (%) 34 (16)
employed by respondents to pay for healthcare @=sviThe  Wok Place Retainers. n (%) 11 (5)

result shows that OOPS (Personally) is the commadgps  In-Kind. n (%) 5 @)
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Table 10. Difference use of OOPS for respondent and othersélooid In the difference use of OOPS for respondents ahdro
members based on SES household members for spending of healthcare, trésul
SES quartiles For Respondents  For other household Table 10 showeq that a statistical significancé?«t0.05.
(n=72) member (n=144) SES difference in the use of OOPS to pay for heatth
Q1 (Most Poor). n (%) 8 (11) 11 (08) services. The result also showed that OOPS as & m
Q2 (very Poor). n (%) 12 (17) 25 (17) mechanisms of spending for healthcare by all th& §Bups.
Q3 (Poor).  n (%) 21 (29) 46 (32) It is interesting to note that the most-poor gramikely to
Q4 (Least Poor). n (%) 31 (43) 62 (43) use OOPS as a spending mechanism compared to-tiétter
Chi-Square 4.67 3.90 SES groups.
Sig. (P-value) 0.03 0.09
Concentration Index 0.45 0.29 3.2. Logistic Regression Analysis Result
3.1.2. Derived using Principal Component Logistic regression analysis of out-of-pocket uses and
Analysis (PCA) explanatory variables
Table 10a. Model Summary Table
Sep -2 Log likelihood Cox & Snell R Square Nagelkerke R Sguare
1 748.419 430 576

Table 10b. Variable in the Equation Table

B SE. Wald Df Sig. Exp(B)
Step 0 Constant .370 .082 20.460 1 .000 1.448

Table 10c. Variables in the Equation

B SE. Wald df Sig. Exp(B)
Status in Household -.060 .261 .961 1 .062 1.62
No. of Household Res. 402 .109 3.582 1 .000 .49
Sex .086 .186 .215 1 .643 .290
Age -.065 .126 .062 1 .609 .937
Step £ Education .552 .138 5.989 1 .000 1.22
Employed .084 .039 4.646 1 .031 1.37
Cost of Treatment .620 111 1.477 1 .000 1.53
SES Index -.127 .187 .064 1 .881 1.453
Constant .623 751 .287 1 407 1.864

a. Variable(s) entered on step 1: Status in houdeNo. of household, sex, Age, Education, OccupatCost of treatment, SES Index.

Logistic regression was conducted to assess whéfieer included, sex, household status, SES indies not add
explanatory variables, households’ socio-demog@aphienough to be significar(p = .643, .062, .881 respectively).
characteristics, the weight of the SES indices, enst of Note that Exp(B) gives the odds ratios for eacliabde. The
treatment significantly predicted whether or noimsone odds ratiofor cost of treatmentvas 1.53 employment status
paid for OOPS. The Model Summary Table in 10a iett was 1.37,and educationwas 1.22 and fomumber of
two different ways of estimating® (percent of variance household membersas 0.49. These indicate that the odds of
accounted for) as was done in multiple regressiilese estimating correctly who paid for OOR@prove by 53% if
"pseudo" B? estimates (.43 and .58) indicated thabne knows cost of treatment, 37% for employmertustaan
approximately 43% or 58% of the variance in whetirenot  about 21% if one knows thmimber of household members
someone paid for OOPS or noan be predicted from the
linear combination of the four independent variabléhe 4 Discussion of Results
Cox & SnellR? (43%) is usually an underestimate. The first
Variables in the Equation Table in Table 4.2.1bvgdathat if The results indicate that most respondents usedSO&3P
you predicted that every individual would not pay ©OPS, the commonest type of spending mechanism for health
the odds of successful prediction wouldt be significantly consumption. However, this could be due to abseheéde-
different from 50-50 (i.e., no better than chance). scale spending alternatives to OOPS. It is possitaeother

The Variables in the Equation Table in Table 10ovwad pre-spending (especially health insurance) mechanisere
that cost of treatment, number of Household membersyidely available; spending by OOPS would not behiggh.
employment statuand Educationwere significantStatus of The limited use of spending mechanisms such ds li@ised
household, Sexand SES indexare not significant, which is contribution; private insurance, National healttsurance
probably due to several factors: 1) the fact thatiS quite scheme and in-kind spending either reflect theiw lo
high relative to B, which makes the Wald statiétiwer, and acceptability by providers or a low level of awares that
2) the fact thasexis dichotomousso when they are already the consumers could use them. The result showsrthaey
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for treatment is the major factor influencing treent
seeking for household members followed by distatwe
treatment point and also treatment bill has infaezh the
choice of treatment point for household. It wa® abserved
that most members of household have abandonedneatt
due to fund in the last three months, which indictieir
inability to cope with treatment bill. The analysesult also
shows that majority of the household are not avedrany
form of health Insurance or any pre-spending headtte
service and of the little percentage of househoblat tare
aware of health Insurance scheme, they maintairsbihal
Health Insurance scheme and employment based hedth
insurance scheme. On the preferred spending scheme,
majority of the respondent preferred community basey
spending scheme followed by religious based spegndin
scheme.

The OOPS appeared largely uninfluenced by socicE]
economic status (SES). The lack of SES differenfimluse
of OOPS by respondents implies poor people aresnf [4]
and are not protected from the risk and uncertaifityaying
for healthcare when ill. This can lead to indivitbuto either 5
delay or not seek healthcare at all. User fees grainligh
OOPS, which has been universally recognized to dny v
retrogressive, was the most common spending mesmani
used to pay for care by all the SES. The impadOPS is [g)]
worse on the poorest households as they are nialy lio
have higher occurrences of upheaval due to hep&hding 71
through OOPS.

5. Conclusion [8]

This study has demonstrated the existence of SES
inequities in use of OOPS to pay for healthcarevices. [9]
Developing equitable financing approaches will depen

Bamidele Moyosola Abiodust al: Out of Pocket Health Care Spending among HousdstinlKeffi, Nigeria

the assessment of the burden and determinants &SOgh
healthcare seeking by different
geographic groups, leading to determining how biest
protect the poor. The findings of this study haggasted the
need reduce OOPS and pick up equity in healthdaaeding
by designing and implementing spending stratedias will
assure financial risk protection of the poor sudgpending
mechanisms with government paying for the poor.

socio-economic and
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