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Abstract:

Background: In Nigeria, the financial burden of health care costs is borne almost entirely by the individuals
and household members as the health care financing is still mostly from out-of-pocket (OOP) payments. OOP
payments has consequences. This study was done to determine the extent and consequences of health
expenditure in rural and urban households in Oyo state.

Methods: This study was conducted in urban and rural communities of Oyo State, South-West Nigeria. It was
a comparative cross-sectional study. A pre-tested questionnaire was used to collect information on 5,696
household members from 1,434 household representatives selected using multistage sampling method.
Information was collected from 714(49.8%) and 720(50.2%) households in the urban and rural Local
Government Area (LGA) respectively.

Result: Health care was utilised by 1,006 (70.2%) of the 1,434 households studied. Utilization of health care
services in urban and rural communities was by 637(89.2%) and 369(51.3%) households respectively,
p<0.001. The median monthly household cost of health care for urban household was ¥ 890(10-17,700) while
the rural household had a median cost of ¥2,600 (50-28,900), p<0.001. A higher proportion of urban
households 505(79.3%) had adverse coping mechanism due to health care cost compared to 54(14.6%) of
rural households, p<0.001.

Conclusion: Removal of user fees, especially for primary health services will help the poor to eliminate the
burden of health care cost.
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1. INTRODUCTION

Health care expenditures often place a burden on the financial sustainability of households
particularly in resource-poor settings where effective coverage of health insurance schemes are
lacking and out-of -pocket (OOP) expenditure is the common form of health care financing.!*?Out-of
-pocket health expenses have been shown to have negative impact on health equity, healthcare
utilization and may lead to catastrophic spending.l®! Catastrophic costs due to healthcare refer to
households spending more than a stated percentage threshold of their income (or non-food

International Journal of Managerial Studies and Research (1JMSR) Page | 8



Consequences of Health Expenditure among Rural and Urban Households in Oyo State, Nigeria

expenditure) on healthcare.[*® Health expenditure can also be described as catastrophic if a
household’s health expenditure exceeds 40% of income remaining after subsistence needs have been
met.l571 The World Health Organisation (WHO) estimates that families who spend 40% or more of
their non-food expenditure on health care are likely to be impoverished.®*!

The impact of out-of-pocket payments for health care is beyond catastrophic expenditure alone.
Relatively small expenditures on health can also be financially disastrous for poor households. Many
people in need of health care, particularly the poor, may not utilize health services, some may
patronise low quality health care, simply because they cannot meet the expense of the direct costs. !
Therefore, household treatment-seeking patterns may be predicted by the method of financing
healthcare.['With all these implications for household sustainability, there is a persistent interest in
the impact of health care spending on the affordability of health care in both rural and urban
communities.

Strategies for coping with payments for health care further increase household's susceptibility to
impoverishment.!Y Some of these coping strategies for payment of health expenditures include
households only being able to manage payments by employing sale of assets, borrowing, and
reduction in household consumption, which are all likely to have adverse effects on their
wellbeing.'231 The overall frequency of using such strategies were found to be more common among
the poorest countries and those people with limited health insurance.[*4l

Household health care expenditure considering all illnesses and other reasons for seeking health care
in urban and rural areas of Oyo State are yet to be extensively studied. *° Most studies in Nigeria t
have focused on malaria treatment expenditure alone. 6 There is therefore, an urgent need to
identify the scale and scope of the consequences of health care expenditure among rural and urban
communities in Oyo State Nigeria to act as a catalyst for promoting and informing the development of
policy responses to equity in health care delivery such as social insurance.Therefore, this study was
done to determine the extent and consequences of health expenditure in rural and urban households in
Oyo state.

2. METHODS

The study was conducted in Ibadan South West (urban) and Ibarapa North (rural) Local Government
Areas (LGAs) of Oyo state. Ibadan South West LGA has its administrative headquarter at Oluyole
estate with a land mass of 1,335 square kilometres and a population density of 2401 persons per
square kilometre. The estimated population is320,536, using a growth rate of 3.2% from 2006 census.
Majority of the inhabitants of the LGA fall in the middle and high socio economic class. *Ibarapa
North LGA has Ayete as its headquarters with a total population was 113,130 in 2010 using a growth
rate of 3.2% from 2006 population census.?? The Majority of the people are Yorubas and farmers,
with others being artisan, traders and few public servants.

The study is a comparative, cross-sectional design. Study population was every member of the
households in the selected communities in both rural and urban LGA of Oyo State. Study participants
are household who have resided in the selected settlements for at least one year. Where the heads were
not available, the spouse or the most informed person in the household aged 18 years and above were
interviewed. Households who were enrolled in health insurance scheme and did not make any
counterpart payment for health care services received were excluded. The sample size was determined
using the formula for comparing two proportions. 2! In both rural and urban LGA, 730 households
were visited. A multistage sampling technique was used to select the households.

2.1. Data Collection

A semi-structured, pretested and interviewer-administered questionnaire adapted from a standardized
questionnaire on Living Standards Measurement for developing countries developed by the World
Bank was used.?) The questionnaire obtained information on socio-demographic data, household
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health services utilized and healthcare expenditure, consequences of household health care
expenditure, treatment cost comprising expenditures on registration/consultation, investigations
(laboratory, x-ray, etc.), drugs, and other costs. Household health expenditure was computed by
finding average monthly cost of outpatient care with one twelfth (1+12) of the cost of inpatient care.
This was done since cost of outpatient care data was collected over the last four weeks preceding data
collection while cost of inpatient care was for the last one year before data collection.[?2The
guestionnaire was translated to Yoruba and back translated to English to ensure the original meanings
were maintained.

Ethical approval to carry out the study was obtained from the Oyo State Ministry of Health Ethical
Review Committee. Permission for the study was sought from the Medical Officer of Health, relevant
LGA authorities and from the head of households. The household heads were informed of their right
to decline or withdraw from the study at any time without any adverse consequences and informed
verbal consent was obtained. Data collected was kept confidential on a password protected computer.
There were no identifiers in the data collection instrument.

3. DATA ANALYSIS

Data was collated and analyzed using the SPSS version 21 and Stata version 12 statistical
software.Wealth index was developed using Principal Components Analysis (PCA) in Stata statistical
software version 12. The input to the PCA was information on ownership of house and other key
assets such as a stove, electric fan, refrigerator, air conditioner, radio, television, and generator, piped
water in the household, bicycle, motor vehicle, upholstered chairs, sewing machine and washing
machine. For calculation of distribution cut points, quintiles were used. Each member was assigned
the wealth index score of his or her household. The quintiles were Q1= Lowest, Q2=Second, Q3=
Middle, Q4= Fourth, Q5=Highest. The presence or absence of adverse coping experiences was arrived
at by using 14-point scale. Any household having at least one of the adverse coping methods was
categorised to have had adverse coping experiences.Chi-square analysis was used to determine the
difference in the association with the dependent variables (e. g healthcare utilization and source of
healthcare services, presence or absence of adverse coping mechanism and consequences following
health expenditure) at different levels of the independent variables. T-test was used to compare means
e.g age, income, number of household members in the two LGAs. For skewed continuous variables
Man-Whitney U test was used. Level of statistical significance was set at 5%.

Household Health Care Expenditure is defined as the out-of-pocket expenditures on drug and
medicines, consultation fees, hospital bed charges, transport charges to the treatment site and other
cost related to the utilization of health care services.Out-of-pocket health payments refer to the
payments made by households at the point they receive health services. Typically, these include
registration, doctor’s consultation fees, and investigations, purchases of medication, hospital bills,
insurance co-payments, and expenditure on health-related transportation??!

4. RESULTS

Out of 1460 total household respondents approached in both Local Government Areas (LGAS), 1434
consented and completely answered all questions, giving a response rate of 98.2%. Of the 1434
respondents interviewed, 714 (49.8%) were in the urban LGA while 720 (50.2%) were in the rural
LGA.

The socio-demographic characteristics of the main respondents of the household by location is shown
in Table 1. Out of the 1,434 main household respondents 753 (52.5%) were females. In the urban area
515 (72.1%) were female respondents compared to 238 (33.1%) in the rural area (P<0.001). In terms
of level of education in both rural and urban areas, most (53.4%) of the main respondents had
secondary level of education. In urban areas, 60.6% had secondary level of education compared to
46.3% in rural area (P<0.001).
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Tablel. Socio-Demographic Characteristics of the Main Respondents of the Household by Location

Location
Variables Urban Rural Total Test P-Value
(N=714) n(%) | (N=720) n(%) | (N=1434) n(%) statistics
Sex of the household respondent
Male 199(27.9) 482(66.9) 681(47.5) 1 <0.001
Female 515(72.1) 238(33.1) 753(52.5) 219.481
Age of household respondents in years
<30 278(38.9) 336(46.7) 614(42.8) Y <0.001
30-39 286(40.1) 141(19.6) 427(29.8) 76.702
>40 150(21.0) 243(33.8) 393(27.4)
Highest level of Education Completed
No formal education 16(2.2) 100(13.9) 116(8.1) v <0.001
Primary 77(10.8) 93(12.9) 170(11.9) 75.46
Secondary 433(60.6) 333(46.3) 766(53.4)
Tertiary 188(26.3) 194(26.9) 382(26.6)
Tribe
Yoruba 646(90.5) 674(93.6) 1320(92.1) e <0.001
Ibo 67(9.4) 24(3.3) 91(6.3) 40.062
Others(Urobo, Edo, | 1(0.1) 22(3.1) 23(1.6)
Idoma)
Religion
Christianity 484(67.8) 338(46.9) 822(57.3) e <0.001
Islam 228(31.9) 360(50.0) 599(41) 72.21
Traditional 2(0.3) 22(3.1) 24(1.7)
Type of family
Monogamous 690(96.6) 530(73.6) 1220(85.1) 2 <0.001
Polygamous 24(3.4) 190(26.4) 214(14.9) 149.727

Table 2 shows the characteristics of respondents’ households by location. The overall mean number of
individuals per household was 3.9+1.4. Rural households were larger in size, with a significantly
higher proportion 289(40.1%) having five (5) or more household members as compared to
134(18.8%) of surveyed urban households. Regarding the enrolment of household members in the
National Health Insurance Scheme or other health insurance 67(9.4%) of the urban households and
only 2 (0.3%) of the rural households had household members enrolled, P<0.001.

Table2. Household Characteristics in Urban and Rural Locations

Location
Variables Urban Rural Total Test p-value
(N=714) n(%) | (N=720) n(%0) (N=1434) n(%) statistics
Number of individual all households
<5 580(81.2) 431(59.9) 1011(70.5) e <0.001
>5 134(18.8) 289(40.1) 423(29.5) 78.732
Enrolment of household members in NHIS or other health insurance scheme
Enrolled 67(9.4)) 2(0.3) 69(4.8) e <0.001
Not enrolled 647(90.6) 718(99.7) 1365(95.2) 64.901
Wealth quintiles
Lowest 43(6.0) 245(34.0) 288(20.1) e <0.001
Second 90(12.6) 185(25.7) 275(19.2) 340.085
Middle 165(23.1) 133(18.5) 298(20.8)
Fourth 174(24.4) 121(16.8) 295(20.6)
Highest 242(33.9) 36(5.0) 278(19.4)
Monthly Household income in &
Median monthly | 43,500 42,000 42,000
Household income | (7,000- (4,000-200,000) | (4,000-680,000) * 0.651
in N (Range) 680,000)

*Mann-Whitney Test

In the urban LGA 242(33.9%) were in the highest wealth quintiles while only 36(5%) were in the
highest wealth quintiles in the rural area (P<0.001). Considering household income, the median
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monthly household income in the urban LGA N 43,500 (¥7,000-%680,000), was higher than ¥
42,000 (34,000-%200,000) in the rural area. However, the difference in the median monthly income
is not statistically significant (P=0.651).

Health care utilization by households, and household respondents in rural and urban locations were as
shown in Table 3. Health care services was utilized by 1,006 (70.2%) of the households studied.
There was a higher proportion of households in the urban area 637 (89.2%) that utilized health care
services compared to rural area 369 (51.3%), P<0.001. Information was obtained on 5,696 members
in the 1,434 households surveyed. In all, 1,723 (30%) household members utilized health care
services.

Table3. Health Care Utilization and Source of Health care services by Households and Household Respondents

in Rural and Urban Locations

Location
Variables Urban Rural Total Test P-Value
n(%o) n(%o) n(%0o) statistics
Household  Utilization  of
Health Care Services (n=1434)
Yes 637(89.2) 369(51.3) 1006(70.2) v <0.001
No 77(10.8) 351(48.8) 428(29.8) 248.475
Household respondents’
Utilization of Health Care
Services (n=1434)
Yes 404(56.6) 150(20.8) 554(38.6) N <0.001
No 310(43.4) 570(79.2) 880(61.4) 193.251
Health Services
Outpatient care by household v
members (N=5696)
Yes 744(28.7%) 618(19.9%) 1,362(23.9%) | 60.038 <0.001
No 1,848(71.3%) | 2,486(80.1%) | 4,334(76.1%)
In-patient care (n=5696)
Yes 489(18.9%) 122(3.9%) 611(10.7%) 329.021 | <0.001
No 2,103(81.1%) | 2,982(96.1%) | 5,085(89.3%)
Where health services were
received first time (n=1326)
Patent Medicine Store 296(39.8) 56(9.1) 352(25.8) a <0.001
Pharmacy 30(4.0) 41(6.6) 71(5.2) 353.252
Health Care Providers Home 47(6.3) 4(0.6) 51(3.7)
Patient Home 45(6.0) 3(0.5) 48(3.5)
Private Hospital or Clinic 126(16.9) 59(9.5) 185(13.6)
Public Hospital 200(26.9) 455(73.6) 655(48.1)

Regarding the utilization of both outpatient and in-patient health care by individual household
members in both urban and rural locations, at the first time of receiving care 1362 (23.9%) of all
household members utilized out-patient health care services, out of which 744 (28.7%) were urban
dwellers and 618 (19.9%) were in the rural communities, P<0.001. The proportion of household
members in the urban area 489 (18.9%) who utilized in-patient care was significantly higher than 122
(3.9%) in the rural area, P<0.001.

At the first time of seeking health care services close to half 655 (48.1%) of those who utilized health
services received care at public hospital. A significantly higher proportion of these household
members were from the rural area 455 (73.6%) compared to 200 (26.9%) from the urban area,
P<0.001. Patient medicine store was utilized by 296(39.8%) of the household members in the urban
area compared to 56 (9.1%) of rural household members (P<0.001).

The monthly overall household health care expenditure and payment mechanism in urban and rural
LGA is as shown in table 4. The median cost of health care per household in both urban and rural
location was ¥ 1,377 (¥10-¥17,700). The median monthly household cost of health care for urban
household was & 890 (N¥10-¥17,700) while the rural household had a median cost of N¥2,600 (N50-

International Journal of Managerial Studies and Research (1IJMSR) Page | 12



Consequences of Health Expenditure among Rural and Urban Households in Oyo State, Nigeria

N28,900). This difference seen in the household health care expenditure was statistically significant,

P<0.001.
Table4. Monthly Overall Household Health Care Expenditure and payment mechanism in Urban and Rural
LGA
Variables Urban Rural Total Test P-
n(%) n(%o) n(%o) statistics | Value
Overall monthly household | %890 N2,600 N1,377 * <0.001
health care cost in ¥ (median | (N¥10-%17,700) 50- (®10-
range) N28,900) N17,700)
Who made payment for most of the health care expenses (n=1723)
Self 316(29.8) 212(32.0) 528(30.6) 1 <0.001
Spouse 234(22.1) 227(34.2) 461(26.8) 108.304
Friends 4(0.4) 2(0.3) | 6(0.3)
Parents 462(43.6) 146(22.0) 608(35.3)
Otherst 44(4.2) 76(11.5) 120(7.0)
How payment was made (n=1573)
Out of pocket paid once 1006(96.4) 501(94.7) 1507(95.8) 1 0.179
Out of pocket paid in | 28(2.7) 21(4.0) 49(3.1) 4.899
instalment
Out of pocket but reimbursed | 5(0.5) 1(0.2) 6(0.4)
by employer
In kind 5(0.5) 6(1.1) 11(0.7)

*Mann-Whitney U Test, Otherst employer, teacher, boss at work

How payment was made for most health care expenses made by household members was documented
for 1573 household members, 1,507 (95.8%) of all who made payment made it out of pocket and the
money was paid once, 1,006 (96.4%) were from urban LGA while 501 (94.7%) were from rural LGA.
Payment in instalment was made by 49 (3.1%) of all who paid for health care. A slightly higher
proportion 21 (4%) among rural residents compared with 28 (2.7%) among urban residents but the
difference was not statistically significant, P=0.179. (Table 4)

Figure 1 shows the (adverse) coping mechanism for households in rural and urban LGA. Households
with at least one adverse coping mechanism were categorised as having adverse coping mechanism. A
higher proportion of urban households 505 (79.3%) had adverse coping mechanism due to health care
cost compared to 54 (14.6%) of rural households, P<0.001.

Figurel. Location and Presence of Adverse Consequences/Coping Mechanism among rural and urban
communities in Oyo state
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Figurel. Location and Presence of Adverse Consequences/ Coping Mechanism X?=345.46, p<0.001
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What the households are currently doing to cope with health care cost in both rural and urban
locations are as shown in table 5. A significantly higher proportion of the households in the urban area
98 (15.4%) did not seek health care compared to 6 (1.6%) who had similar experiences in the rural
area, P<0.001. Refusal to buy prescribed drugs affected 144 (22.6%) of urban households compared
to 5 (1.4%) of rural households, p<0.001. Reduction of meals or food intake affected 86 (13.5%)
households in the urban LGA compared to 28 (7.6%) in rural households.

Table5. Households Current Coping Strategies in both Rural and Urban Locations

Variables Urban Rural Total Test P-
(N=637) (N=369) (N=1006) statistics | Value
n(%o) n(%6) n(%6)

Health Care Services not sought

Yes 98(15.4) 6(1.6) 104(10.3) <0.001

No 539(84.6) 363(98.4) 902(89.7) 47.717

Inability to buy prescribed drugs

Yes 144(22.6) 5(1.4) 149(14.8) <0.001

No 493(77.4) 364(98.6) 857(85.2) 83.628

Reduction of meals or food in-take

Yes 86(13.5) 28(7.6) 114(11.3) <0.004

No 551(86.5) 341(92.4) 892(88.7) 8.130

Reduction of other household items

Yes 28(4.4) 24(6.5) 52(5.2) 0.146

No 609(95.6) 345(93.5) 954(94.8) 2.119

Borrowing from friends

Yes 53(8.3) 2(0.5) 55(5.5) <0.001

No 584(91.7) 367(99.5) 951(94.5) 27.352

Borrowing in Cash or Kind

Yes 8(1.3) 1(0.3) 9(0.9) * 0.167

No 629(98.7) 368(99.7) 997(99.1)

Seeking monetary help from religious or Charitable Organizations

Yes 8(1.3) 0(0.0) 8(0.8) 0.031

No 629(98.7) 369(100) 998(99.2) 4.671

Selling assets

Yes 8(1.3) 1(0.3) 9(0.9) 0.110

No 629(98.7) 368(99.7) 997(99.1) 2.556

*Fisher's Exact Test
5. DISCUSSION

This study estimated and compared household healthcare expenditure and its consequences among
rural and urban communities in Oyo state.Regarding the enrolment in the National Health Insurance
Scheme or other health insurance only 4.8% of households interviewed were enrolled. This is similar
to previous documentation that National Health Insurance Scheme (NHIS) only covers federal
government employees and the coverage level is less than 5% of the general population.?“Health
insurance was rarely used, low national coverage is responsible for this. This is similar to a study done
in south East Nigeria.[?!

Health care services was utilized by 1,006 (70.2%) of the households studied. More households in the
urban area utilized health care services when compared to rural areas, this is similar to findings in the
South Eastern part of Nigeria.”® It should not be concluded that the need for health care services is
more in the urban area. Ezeoke et al. opined that where healthcare payments are made mostly through
OOP spending, as found in this study, many households face the risk of not accessing care at all when
ill or seeking care from low-level providers, where the quality of care is often low.?]

Many of the household members in all the communities sought treatment from public hospital or
clinic, with the frequency being highest in the rural communities. The lower cost of care at the public
health facilities could have accounted for this. It was also surprising that informal providers, such as
Patent Medicine Vendors were patronized more by urban dwellers despite the presence of public and
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private hospitals. This is at variance with findings by Ezeoke et al. that more rural residents received
care from the Patent Medicine Vendors in South East Nigeria.®®However, the implication is that
urban dwellers are likely to be exposed to possibly low-quality but cheaper services despite the
availability of various government health care facilities, where better care could have been received.

The median monthly household cost of health care is higher for rural households. This is similar to
another study in Nigeria that have also showed that the rural dwellers incur higher healthcare costs. 26!
In Kenya, urban households were found to have spent significantly more than those households in the
rural areas, with the poorest households in different settings incurring the highest cost burdens.™*!!

More households in the urban LGA had adverse coping mechanisms. In rural China and Lebanon an
enormous burden on underprivileged households have been reported.l?”281 A higher proportion of the
households in the urban area have ever borrowed money, from friends, and neighbours to pay
household health care bill compared to those who had similar experiences in the rural area. Borrowing
in cash or kind to pay health care bill was done by 6.9% of urban households compared to 3.0% of
rural households. Seeking monetary help from religious or Charitable Organizations to pay for Health
care was also done by 78(12.2%) households in the urban LGA compared to 6(1.6%) in rural
households. Opportunity for borrowing and seeking monetary help seems to be more in the urban
area. This further hinder the chances of the rural communities from seeking health care. Selling of
household assets occurred in both urban and rural households. In Burkina Faso, the sale of assets and
livestock as a way of coping with payment for common illnesses such as malaria has been reported.?°!

A significantly higher proportion of the households in the urban area 98(15.4%) did not seek health
care compared to 6(1.6%) in the rural area. Households not seeking care in an attempt not to incur
cost, led many households to incur greater costs on the long run because of repeated visit and possible
complications from illnesses that could have been abated if care were sought earlier. Inability to buy
prescribed drugs affected 144(22.6%) of urban households compared to 5(1.4%) of rural households.
Reduction of meals or food intake affected 86(13.5%) household in the urban LGA compared to
28(7.6%) in rural households. Currently borrowing from friends was the case in 53(8.3%) of the
households in urban area compared to 2(0.5%) in rural area. This has the potential of descending the
households into further poverty. Debt for health care have robust associations with poverty creation
and the interaction of these factors is very significantly implicated with the analysis of households’
descent into poverty in India.% Some households may be in debt or poverty for a long period of time
after the illness that created the debt similar to findings in Ghana.®¥ In Cambodia as a mitigating
strategy to coping for the financial shock of health expenditure, several household depleted their
monthly general income, past saving; borrowing with/without interest, some sold the property and
these contributed to impoverishment to the household economics.? Sale of assets, borrowing, and
reduction in household consumption, which are all likely to have adverse effects on household
wellbeing have been documented. 3

5.1. Limitations of the Study

A potential bias in this study was recall. This might have been present as is usual in self —reported
prevalence surveys. Recall bias was reduced by limiting enquiries on out-patient care to one month
and admission services to one year. These cut-offs have been used widely in several countries.®!

In addition, income earned especially in rural area were likely to have been overestimated. Analysis
was therefore not based on only income. Presence of household assets were used to derive wealth
quintiles. Estimates of health expenditure did not capture individuals who did not seek care due to
various barriers. Failing to capture the poorest of the poor could lead to underestimation of the
incidence and intensity of catastrophic payments and impoverishment. The poorest may avoid
utilizing health care services thereby giving a false reduction of the incidence of health care
utilization. This study was also only limited to direct cost of care and indirect cost of illnesses were
not captured.

5.2.Interpretation and Implication

More households in the urban area had adverse coping mechanisms due to health care cost compared
to rural households. Protection of interest of all vulnerable people in both rural and urban LGA should
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be addressed in policy formulations to ensure better access and high degree of financial protection
against the impact of health care expenditure.
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