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Objective: To assess the Out of pocket spending
(OOPS) by the sick patients admitted in publically
funded tertiary care hospital in Peshawar,
Pakistan.

Methodology: This descriptive study using
consecutive non probability sampling technique
was conducted in Khyber Teaching Hospital,
Peshawar, Pakistan from January 2015 and June
2015. All admitted patients between 18 to 70 years
of age, through outpatients, casualty or private
consulting clinics expected to stay in hospital for
more than three days were included. The cost
incurred on inpatient care was divided in to "Direct
Cost" which was the amount spent by the patient,
the "Indirect Cost" that was spent by the

attendants and the "Hospital Cost" that was the
cost of treatment provided by hospital.

Results: A total of 120 patients were included of
which, 80 were males and 40 were females.
During the five days of stay in the hospital, the
Direct Cost was 78%, Indirect Cost was 5% and
the Hospital Cost was 17%. The total OOPS was
average 83% by all the admitted patients.
Conclusion: The present tertiary health care
system needs to revamped and modified with an
aim that the poor and most vulnerable segments
of the society are protected in the form of reduced
OOPS. (RawalMed J 201;41:104-107).
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INTRODUCTION

Health is an intrinsic human right as well as a central
input to poverty reduction and socioeconomic
development. To save millions of lives in most
developing countries like Pakistan with a total
population exceeding 20 million, an ever increasing
investment in health is needed.' A total of 66% of the
Pakistanis live in rural part of the country, the ever
increasing poverty coupled with illiteracy and
inadequately organized healthcare compound the
already slowed health indicators in the country.” Over
the last 10 years, the government of Pakistan has
been spending 5.1 to 11.6% of its development
expenditure on health from the allocated 0.6 to 1.19%
of its GDP. A major chunk of 45% of this meager
budget for the huge health care burden is allocated for
the tertiary care hospitals catering for curative needs.’
The private health care sector has complemented
health service delivery functions with positive
outcomes and equitable access." There is one
common message from almost all previous research
all the governments, both developed and developing
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across the globe cannot afford to provide complete
free health care to all the segments of the society.’
Publically funded health care facilities are universally
unable to provide a full range of free services or
provide free medicines leading to much criticized
user charges to cope with the demands despite the
efforts of many countries in trying to abolish them.’
The average annual income in Pakistan is around
USS$ 430. The health budget is less than 1% of the
GDP while 35% of the population lives below the
poverty line. > Only a small segment of society is
privileged enough to afford the costliest treatment.
There are limited facilities for insurance. On their
total income, many families cannot afford the cost of
care, and government hospitals cater to large
segments of the poor but fail to provide appropriate
medicines completely free of charge leading to Out
of pocket spending (OOPS). There is a general
increase in health care costs and OOPS for health
care is becoming increasingly important in a starved
economies and the inhabitant population.

To cope with the increased OOPS, there is a pressure
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on the primary health care provider to refer the
diseased to a lowest level of provider who can
address their immediate needs and to treat them in
the least restrictive, most cost-sensitive
environment. This pressure stays on the attending
health care provider and the facility leading to
uncoupling of admission and premature discharge
criteria in an attempt to limit costs, placing patients
and clinicians at significant risk. In this study, we
wanted to quantify the amount of OOPS by all the
admitted patients in a leading teaching hospital of
the province.

METHODOLOGY

This descriptive study was conducted in Khyber
Teaching Hospital, Peshawar, Pakistan between
January and June 2015. The study was approved by
the hospital ethical review committee and strict
confidentiality of all the participants was ensured.
The sampling technique was consecutive non-
probability. All admitted patients of either gender
between 18 to 70 years of age, admitted through
outpatients, casualty or private consulting clinics
expected to stay in hospital for more than three days
were included in the study.

Asimple questionnaire was devised to be filled in
daily by all the participating patients, their
accompanying attendants brought by the patients
for the care and the house staff doctor involved in
direct care of the patient. The cost incurred on
inpatient care was divided in three parts. The
"Direct Cost" was the amount spent by the patient
for the purchase of medicines, investigations,
transportation and meals. The "Indirect Cost"
questionnaire was to be filled in by the attendants
with the patient mentioning the amount spent on
boarding and lodging and transport, if any. The
"Hospital Cost" questionnaire was filled in by the
attending house doctor mentioning the cost of the
provided medicines, transportation in an
ambulance, if any and the investigations done
free of cost by the hospital. The OOPS was
calculated by adding the direct and the Indirect
cost estimate. The data were analyzed using
SPSS version 20.
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RESULTS

Atotal of 120 patients were included in the study of
which, 80 were males and 40 were females. The
OOPS by the patients is shown in Fig. 1 and 2.

Fig. 1. Out Of Pocket (Direct & Indirect) spending versus
hospital spending.
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Fig. 2. Total Out Of Pocket Spending.
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The gender wise breakup in OOPS is shown in Fig.
3.

Fig. 3. Gender wise breakup of spending
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The cost breakup percentages of all the patients
during five days of stay in hospital are shown in Fig.
4.
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Fig. 4. Cost breakup of spending during five days of
inpatient stay.
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DISCUSSION

WHO Member states have set themselves the target
of developing their health financing systems to
ensure that all people can use health services; which
being protected against financial hardship
associated with paying from them.” In Pakistan,
OOPS remains the major health financing
mechanism, leading to enormous burden on
underprivileged households.* The households find
it difficult to recuperate from existing resources and
ultimately slip deeper into poverty. Unfortunately,
any mechanism to mitigate the burden of financial
strain doesn't exist in most of the developing
countries.’

The results of our study clearly show that only 17%
of the total cost incurred on the care of the diseased
is born by the public sector hospital while the rest of
83% is born by the patient himself. Out of the 83%
of OOPS, 5% is the Indirect cost incurred on the
attendants coming with the patients. The attendants
are responsible to bring in the medicines and rushing
the samples for the required tests to the laboratories
outside the hospital. In rush hours even carrying the
patient on a stretcher or trolley also becomes their
responsibility.

On further dissecting the results, it is evident that the
OOPS stays almost the same around 83% during the
5 days stay in the hospital. The implications of the
results become painful knowing the fact that the
poor and the affluent coming to the public sector
hospitals have to pay OOPS the same. There is no
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discrimination in the access to the healthcare facility
in government hospitals for both the groups of
patients. We have not segregated the patients into
affording and nonaffording groups because it was
beyond the scope of this study project. Nevertheless,
it would be very interesting data to see how many
the poor and rich attend the public sector health care
facilities and what are the implications of the OOPS
on both.

The healthcare situation in India is no exception.
Numerous studies have indicated that major
illnesses requiring major interventions put the poor
at particular risk." Peters et al have found that on
availing medical care for the illness, about 25% of
the hospitalized population slip into poverty every
year." A similar study found a robust association
between the health care cost and poverty creation in
population.” A recent study by WHO on OOPS and
poverty has shown an OOPS account for an average
increase in poverty by as much as 3.6 and 2.9
percent for rural and urban India, respectively.”"
There is reported 0.05% decrease in economic
growth for every percent increase in chronic disease
mortality rate.” Several studies found an increase
from 32.4% to 63.1% of people with at least one
chronic condition, there was a 9.7% increase in
adults between the ages of 45 and 64 who had more
than three chronic conditions.'*"

Introducing blanket policies of abolishing user fees
including the consultation fees in public facilities do
not solve the whole problem, as they are not
sustainable in the long run.™"” A recent study from
Australia, showed that out of the pocket cost burden
falls most heavily on patients who are least able to
bear it.” The governments need to find funding
mechanisms other than direct payments for
improving access to services and medicines besides
lowering transportation costs. A study also found
that consultation fees in public facilities account for
only 10% of total OOPS, as the major part of OOPS
are for the purchase of medicines.”"

On average, medicines represent over 57% & 45%
of outpatient OOPS at public and private facilities,
respectively. Exceptions are countries such as
Swaziland and South Africa, where consultation
fees represent the largest component of outpatient
OOP.” The consultation fees are the second largest
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component, representing on average, 22% & 40% of
OOPS at public and private facilities, respectively.”

CONCLUSION

There are a lot of flaws in our health care system at
present. Efforts by the government to allow
complete free health care to individuals at tertiary
care level have miserably failed resulting in huge
OOPS by the poor and the rich alike. The present
tertiary health care system needs to revamped and
modified with an aim that the poor and most

vulnerable segments of the society are protected in
the form of reduced OOPS.
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