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Fairness of Health Financing before
and after Introduction of lranian
Health Sector Evolution Plan: A

Case Study

ABSTRACT

Introduction: Since out-of-pocket payments of household are
a serious obstacle to the equitable utilization of health services,
paying attention to the direct payment of households and,
consequently, incidence of catastrophic health expenditures
should always be considered in the planning and policy-making
of health services. Iranian Health Sector Evolution Plan (HSEP)
has been implemented since 2014, aiming at achieving universal
coverage of health services and reducing the amount of out-of-
pocket payments as a percentage of total health expenditures.

Aim: To measure the fairness of health care financing and to
identify incidence rate of catastrophic health expenditures
and it's most important determinants before and after
implementing the HSEP among households in one province of
Iran (Lorestan).

Materials and Methods: The study population of present cross-
sectional research was Lorestan households whose information
was collected by a three-stage randomized cluster sampling
method by the Statistics Center of Iran during 4/2012-3/2015.
For data analysis, Logit’s regression model using Statal4
software was performed.

Results: Based on the findings between 4/2012 and 3/2015,
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the incidence rate of Catastrophic Health Expenditure (CHE)
reduced from 6.7 to 4.34; Fairness Financial Contribution Index
(FFCI) varied from 0.66 to 0.74 and percentage of poverty
due to health expenditure varied from 1.96% to 0.28%. The
most important determinants of facing catastrophic health
expenditure are economic status of households, location of
households (urban or rural), and number of people over the age
of 65 and under the age of 5 in the household, age and sex of
household head and insurance status of households. The use
of health care also showed a significant relationship with the
incidence of catastrophic health expenditure.

Conclusion: After implementing Iranian HSEP, the incidence
of CHE and the percentage of poverty caused by health
expenditure at the level of households were reduced to some
degree, and fairness financial contribution index improved. The
finding of this study will help health policymakers to identify
factors increasing the likelihood of household exposure to
catastrophic health expenditure, and based on these factors,
to review and revise the programs implemented within the
framework of Iranian HSEP and adopt appropriate policies to
promote the protection of households against catastrophic
health expenditure.

Keywords: Catastrophic Health Expenditure, Fairness Financial Contribution Index,

Equity, Health Sector Evolution Plan

INTRODUCTION

In all societies, a percentage of household income is spent on
health care. The amount of this partnership and its distribution in
communities show the financial burden of health care on households.
Protection of households from the financial burden of health care
is the responsibility of healthcare systems [1]. Financial burden of
health care has been considerably increased in recent decades
due to technological advancement, increasing awareness and
expectations of individuals and increasing health sector inflation in
comparison to other sectors of economy [2]. One of the main ways
to reduce the financial burden of health expenditures is to replace
direct payments of households with prepayment mechanisms [3].

However, with all these interpretations, in most developing countries,
direct payments have become the most important source of health
financing [4]. Iran is one of the countries where direct payments are
the main source of financing [5,6]. According to the statistics, the
share of out-of-pocket expenditure for Iranian households ranged
from 53% in 2001 to 59% in 2009 and 49% in 2013 [7,8]. Heavy
and unpredictable payments for health services is an inappropriate
and inequitable way to health care financing and a serious
impediment to the equitable utilization of health services. It can also
put households at risk with financial and economic problems [4,9].

Hence, the out-of-pocket payment of household and, subsequently
incidence of CHE should always be considered in the planning and
policy-making of health services [10]. For this reason, the World
Health Organization has introduced protecting households against
the cost of iliness and equity in household financing as one of the
three main goals of health systems [11].

An equitable system is a system in which households contribute
to financing of health services based on their financial and income
opportunities and do not pay more than their ability, leading to CHE
[12]. Catastrophic expenditure in the health system occurs when
payment of households for health care exceed a certain amount
of household’s capacity to pay, leading to the fall of the household
in poverty [13,14]. Additionally, in most cases, it usually includes
payments equal to or more than 40% of the household's capacity
to pay when receiving health services [15,16]. When people or
households use a large portion of their resources to pay for health
care, they face financial problems, which can threaten their living
standards by reducing their consumption of goods and services
in the short term and by selling assets and spending savings or
accumulating debt in the long term [17]. Several factors are effective
in exposing to CHE. Many studies have shown that households with
insurance coverage are not necessarily protected against CHE [16].
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The use of health services, the type and number of use, are other
determinants of CHE [4].

Households with disabled or chronic patient are more likely to be
exposed to CHE [18,19]. Other household characteristics such as
household size, gender and age of household head and presence
of people over the age of 65 in the household are known as
factors affecting the expenditure [20]. The incidence of CHE varies
across countries and regions. In the studies conducted in Iran,
the incidence of CHE has varied from 2.1 at the national level to
22.2 in regional studies [21,22]. Another indicator for measuring
the financial equity is the FFCI which has been developed via
the World Health Organization (WHO). This indicator represents
each household should pay off an equal ratio of its capacity for
healthcare expenditures and evaluate dispersals from the equal
burden benchmark [11,21]. The value of this index in Iran varies
from 83.7% at the national level to 56% at the regional level [21,22].
The evidence is against the goals set out in the Fifth Program of
Economic, Social, Cultural Development of Iran (2011-2015) whose
aim was to reduce the share of out-of-pocket spending from total
health expenditure to less than 30%, and reducing the proportion of
households facing with CHE to less than 1% [23].

Since late 2013, Iran has launched a reform package called
the HSEP, which accomplished early 2014 with the three main
objectives of financial protecting of households, ensuring access
to health services and improving the quality of the services. Some
interventions of this plan were included: free coverage of people
without basic health insurance, reducing out-of-pocket payments
by 6% of the total hospitalization expenditures and increasing
medical tariffs to reduce informal payments [3,24].

The present study aims to assess the extent of realization to
which the first goal of the plan, namely, financial protection of
households, determines the incidence of households' exposure to
CHE and measures most important indicators for fairness of health
expenditure financing before and after implementing the HSEP in
one province of Iran (Lorestan).

Lorestan Province, having a population of about two million people,
is one of the most populated and less developed in the southwest of
Iran; its demographic ranking is 13, and its ranking in gross national
product is 21 of 31. Therefore, it can be a fairly good representative
of the Iranian population. Studies on the fairness of financing and
the key determinants of facing CHE in most cases are conducted
during a particular period to collect information about the current
situation. Nonetheless, such studies can be used to measure the
effectiveness and success of policymaking on the spread of equity
after their implementation such as Iranian HSEP.

MATERIALS AND METHODS

This cross-sectional study was conducted to evaluate the fairness
of health expenditure financing among households in Lorestan
Province between 4/2012 and 3/2015. The required information for
this study was extracted from households' income and expenditure
survey of Statistical Center of Iran (SCI). This survey is conducted
annually in all provinces of Iran in both rural and urban regions and
with the aim of examining cost and income status of households in
the country. SCI selects its samples with a three-stage randomized
cluster sampling process. In the first stage of this sampling,
geographical areas were selected. At the second stage, urban and
rural blocks (a set of homes which has been bounded to avenue
in each hand) were selected randomly, and at the third stage of
sampling, households were selected. These data is collected
using a unique standard questionnaire and via personal interview
by household head [25]. Collected information by SCI consists of
four sections. The first part is the social characteristics of household
members; the second part is residence profile, equipment and
life facilities; the third part is households' food and non-food
expenditure, and the fourth is household income [26]. All Lorestan
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households whose information was collected by SCI from 4/2012
to 3/2015 were studied. The sample size of the study was variable
in every year and it was not constant in the period of study. On an
average, 1060 households were studied in each year. The sample
size is estimated by SCI based on the following equation:

Z, S
n= ( 0.97; Ct)Z*Defft * at
Yetdct

In this equation,
Z. ... is equal to 1.96,

0.975
¢ indicates the considered variable (nonfood expenditure, total
expenditures and income),

t Represents the province,

S,, refers to Standard Deviation of ¢ in any province,

a, is the compensation rate of sample loss in any province,
v, indicates the ideal level of precision,

Deff refers to minimum expected difference or also represents the
effect size of any province.

Main indicators to measure the fairness of health expenditure
financing are CHE and Fairness in FFCI. The ratio of household’
health spending to household’ capacity to pay was used to
determine the ratio of households’ exposure to CHE.

Households' capacity to pay means the effective household income,
minus the household’s minimum subsistence expenses. The total
household expenditure was considered as an indicator of household
income, since it reverberates the purchasing power of household
correctly. Therefore, households' capacity to pay was achieved by
subtracting household’s minimum subsistence expenses from total
household expenses.

To determine the household’s minimum subsistence expenses,
according to the WHO suggestion, first, households were ranked
based on “proportion of food expenditure divided by total household
expenditure”, and the households between 45 and 55 percentile
were determined. Then, the average per capita food expenditure
was calculated for households in this range. By multiplying the
earned average at the equivalent household size, it determines the
household’s subsistence expenses. If the household’s subsistence
expenses exceed the total household expenditure, this household
is below the poverty line and it was poor formerly; however, if
total household expenditure is higher than household subsistence
expenses, and with the deduction of health costs from the total
household expenditure, the remaining amount is lower than
household’s subsistence expenses, In this case, the household has
been poor due to health costs. After determining the households’
capacity to pay, if the share of household medical expenses
exceeds 40% of the household's capacity to pay, they face with
CHE [27,28].

To accurately analysis the occurrence of CHE, it is necessary, in any
scientific method, to identify households with a higher probability of
exposure to CHE, based on their economic and social characteristics.
Among the popular and relevant econometric models of the subject,
the Logit model was used in this study.

The Logit model is used in some cases which dependent variable
appears as a binary variable. In this research, the dependent variable
is CHE, which takes 0O for non-exposure to CHE and 1 to exposure
to CHE.

The purpose of using the Logit model in this study is primarily to
calculate the exposure likelihood to CHE, and in second stage, to
extract the marginal effects of the explanatory variables. The marginal
effect is percentage of change in the probability of exposure to CHE,
for a unit increase in explanatory variables. [Table/Fig-1] lists the
explanations for these variables.

In the next step, the FFC, was calculated using the following
formula:



Soraya Nouraei Motlagh et al., The Fairness of Health Financing among Iranian Households. www.jcdr.net
Explanatory variable Categories/Definition Year 2012 | 2013 | 2014 | 2015
Sex of household head Male*, Female Percentage of exposure to CHE 6.7 4.9 4.47 4.34
Employment status of Employed*, Unemployed FFCI 0.66 0.72 0.73 0.74
household head . - )
Gini coefficient of health expenditures 0.43 0.29 0.42 0.43
Members over 65-year-old Number of members over 65-year-old in the
v household Y Percentage of poverty caused by health 1.96 1.03 1.12 0.28
expenditures

Members under five-year-old

Number of members under five-year-old in the
household

Education level of household
head

literate*, Elementary, Junior high school, High
school Diploma, Associate degree, Bachelor and
Higher

Household size

Equivalent household size: (household size)0.56
(13]

Basic insurance status

Uninsured households*, Insured households

Utilization of dental services

The costs of household for dental services

Utilization of inpatient services

The costs of household for inpatient services

Utilization of drug services

The costs of household for pharmaceutical

services

Place of residence Urban*, Rural

Age of household head The age of household head

Income group Ten categories of household expense
representing the level of household income from

the poorest* to richest

[Table/Fig-1]: Description of the study variables.

* Reference category

_ i, (IHFc;—HFC|)®
FFC=1-4( e

)

The goal of this indicator is to give more weight to households
which are spending a larger share of their income on health. In
this formula HFC, represents the financial contribution of a specific
household and HFC represents the average financial contribution
of all households. The value of this index ranges from zero to one
where one represents a complete equality and zero, represents a
complete inequality between the households [11].

Finally, inequality in health payments distribution is calculated by Gini
index. The Gini index generally is applied to calculate inequalities in
the distribution of wealth or income in a community. The distribution
of health resources so can be calculated by this coefficient. The
numerical amount of this coefficient is between O and 1, where
0 indicates complete equality in distribution and one represents
perfect inequality in health resources distribution. In this study Gini
coefficient has been met through the formula proposed via Brown
[29]:

6 =1- ) (s +3)(Cxies — %)

=0

In the formula above: y, represents the cumulative percentage of
health payments and x; represents the cumulative percentage of
population in terms of income decline [11].

RESULTS

In 2012, approximately 6.7% of households in Lorestan Province
were exposed to CHE, while this rate in 2015 (after implementing
the HSEP) reached 4.34%. The FFCI in this province also varied
from 0.66 in 2012 to 0.74 in 2015. The Gini coefficient of health
expenditure was estimated at approximately 0.43 during the
investigation period. Finally, the percentage of households falling
below the poverty line due to health costs in 2012 was estimated
to be 1.96%, reaching 0.28% (in 2015) after implementing the
Development Plan. [Table/Fig-2] presents the Indicators of the
fairness in health expenditure financing.

[Table/Fig-3] presents the indicators of fairness in health expenditure
financing in urban and rural areas during the study period.

[Table/Fig-2]: Indicators of the fairness in health expenditure financing in Lorestan

Province.

Urban areas Rural areas
Variables

2012 | 2013 | 2014 | 2015 | 2012 | 2013 | 2014 | 2015
Percentage of 499 |371 | 226 [329 |801 |58 |63 |522
exposure to CHE
FFCI 0.77 {081 | 089 |083 |058 |065 |0.61 |0.67
Gini coefficient
of health 0.47 | 029 |042 048 |0.39 |03 0.43 | 0.4

expenditures

Percentage of
poverty caused
by health
expenditures

1.08 | 042 |021 |021 [261 | 153 |1.87 |.35

[Table/Fig-3]: Indicators of fairness in health expenditure financing in urban and

rural areas of Lorestan Province.

variable 1 2 3 4 5 6 7 8 9 10
2012 78 | 78 | 163|116 | 58 | 7.8 | 1.9 | 29 | 39 | 1.9*
2013 13| 74 | 57 | 93 | 87 19 | 10 | 87 | 28 | 1.9
2014 83 | 46 | 28 | 56 | 56 | 28 | 3.7 | 28 | 46 | 37
2015 19 | 47 | 67 | 66 | 00 | 76 | 47 | 47 | 38 | 84"

[Table/Fig-4]: Percentage of exposure to CHE in different income group, during the
study period'.

Pearson’s chi-Square test
*indicates significance at the level of p-value<0.05

[Table/Fig-4] shows the percentage of exposure to CHE in different
income groups. This table shows that during the study period
(except for 2015), the percentage of exposure to CHE in lower
income groups was higher than the high income groups.

[Table/Fig-5] shows the relationship between explanatory variables
and CHE.

The results of the Logit model showed that there was no significant
relationship between incidence of CHE and variables such as the
household size and education level of the head of household.
Uninsured households are more likely exposed to CHE.

The likelihood of confronting CHE for rural households was higher
than urban households. The utilization of inpatient, dentistry and
drug services increased the likelihood of confronting CHE. In
addition, increasing the age of head would increase the chance of
facing CHE. About the household economic variable, except for
2015, the chance of facing CHE decreased as economic status of
households improved. In addition, the probability of encountering
CHE in households which have over the age of 65 or under the
age of five years members and in female-headed households was
higher than other households.

DISCUSSION

Based on the findings of the present study, the incidence of CHE,
varied from 6.7% in 2012 to 4.3% in 2015, and the FFCI, also varied
from 0.66 in 2012 to 0.74 in 2015. The high percentage of exposure
to CHE and the low level of FFCI show a weakness of the health
system in financial protection of households. Despite the high rate
of exposure to CHE and failure of health system to reach the goal
underlined by the Fifth Economic, Social and Cultural Development
plan of Iran (reducing incidence of CHE to less than one percent)
[3], it seems that with implementing Iranian HSEP, the incidence
of CHE at the household level has been reduced to some degree.
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[Table/Fig-5]: Relationship between explanatory variables and CHE'.

2012 2013 2014 2015
variable coeffi- | Zsta- | Marginal | coef- | Zsta- | Marginal | coef- | Zsta- | Marginal | coef- | Zsta- | Marginal

cients tistic effect ficient tistic effect ficient tistic effect ficient tistic effect
Intercept -4.4 -3.6 -6.6 -3.53 -7.53 -3.97 | - -7.4 -4.35
Basic insurance status -.95 -2.07 | -0.045 -0.28 1.57 -.011 -0.43 -1.92 | -0.015 -035 -1.25 -0.01
Place of residence 1.7 3.45 0.078 0.45 2.28 0.018 1.48 2.7 0.05 1.26 2.6 0.033
Sex of household head 0.44 2.2 0.022 0.29 1.67 0.012 -0.46 -1.82 | -0.016 0.21 1.35 0.006
Members over 65 years 0.08 1.3 0.004 0.21 1.65 0.01 0.67 2.28 0.023 0.32 1.88 0.008
Education level of household head -0.09 -1.6 -0.004 -0.025 -1.16 | -0.001 -018 -1.82 | -0.006 -018 -1.85 0.005
Members under five years 0.41 2.1 0.019 0.72 2.37 0.029 0.87 2.44 0.03 0.73 1.98 0.018
Employment status of household head | 0.18 1.3 0.008 0.18 1.25 .008 0.89 2.41 0.03 0.2 1.7 0.005
Household size -0.51 -1.42 | -0.016 0.36 0.89 0.014 -0.15 -0.47 | -.0067 -0.33 -1.84 | -0.008
Utilization of dental services 7.9e-06 | 6.3 3.7e-09 9.1e-07 | 2.42 3.9e-08 7.66e-07 | 2.58 2.62e-08 | 4.3e-07 | 3.7 1.1e-08
Utilization of inpatient services 4.6e-08 | 2.7 2.2e-09 3.8e-06 | 2.02 1.6e-07 9.2e-07 3.82 3.2e-08 8.7e-07 | 3.8 2.2e-08
Utilization of drug services 2.9e-08 | 7.2 1.3e-09 1.8e-06 | 5.08 7.2e-06 1.4e-06 | 3.3 4.6e-08 | 2.4e-06 | 5.7 6.2e-08
Income group -0.46 -5.8 -0.021 -0.3 -3.6 -0.012 -0.12 -2.6 -0.004 0.12 2.3 0.003
Age of household head 0.43 2.09 0.014 0.84 1.96 0.034 0.5 2.62 0.017 0.45 2.15 0.012

One of the reasons for the high rate of exposure to CHE in the
province (Lorestan) can be attributed to the lower development of
this province compared to other provinces. Pursuant to Article 90 of
the Fourth Economic, Social and Cultural Development plan of Iran
(2006-2010), the FFCI index as a benchmark of fairness in financial
contribution of households in financing of health care should be
above 0.9 to upgrade equity in access and financing of health care
[2]. According to the study results, although the FFCI in health care
financing improved after implementing Iranian HSEP, there was a
remarkable inequality in the financial contribution of households
to health financing. In study of Daneshkohan A et al., the value
of the above index in another western province (Kermanshah) of
Iran was reported 0.57 [21]. The results of one study by Fazaeli A,
showed that the value of FFCI during the study period (2003-2006)
in the urban areas of Iran was significantly improved from 0.84 to
0.85, while the index in the rural areas had a descending trend and
reached from 0.829 to 0.825 during the study period. In total, the
value of the above index rose from 0.833 to 0.835 and improved
[30]. According to the WHO report (2000), Colombia, Luxembourg,
Denmark and Jibouti have the best rank among the 190 countries
in terms of the FFCI in healthcare financing. In the report, Iran is
ranked 112" in the world, indicating that Iran is has inappropriate
status in comparison with other countries [11].

Based on the results of the present study, there are certain variables
which increased the chances of encountering CHE. One of the
most important determinants of facing CHE is the household's
economic situation so that households with a better economic
situation have a lower chance of facing CHE. The results of the
study indicate that with implementing Iranian HSEP, the incidence of
CHE has increased in households with a better economic situation.
In justifying this, it can be mentioned that poor households, at the
smallest expenditure, face economic difficulties due to their low
capacity to pay, but by implementing the development plan and
reducing the amount of health expenditures, their capacity to pay has
been improved and the chance of exposure to CHE has decreased.
It should not be forgotten that the health sector can only affect the
amount of payment by households for health services, through
factors such as health insurance and cost control. Furthermore,
to improve the economic situation of households, intersectoral
interventions and actions are needed. In some cases, low health
expenditure for households with low capacity to pay is considered
catastrophic expenditure. Moreover, supporting these households
will not be possible except by reforming the social welfare system of
countries and increasing the capacity to pay of households by the
government. One study conducted in 13 Asian countries showed

Journal of Clinical and Diagnostic Research. 2018 Jun, Vol-12(6): IC10-IC15

that in households with a better economic situation, particularly in
low and middle income countries, a large portion of their capacity
to pay is allocated to health services. This is probably due to the
avoidance of poor households from using and paying for health
services [31]. The findings of the study by Samkotra T and Lagrange
LP showed that with implementing the public health coverage in
Thailand, the direction of CHE from poor households was changed
to wealthy households due to the higher use of the poor households
from public services covered by insurance and the use of the rich
households from the expensive private sector services [18].

According to the results, the presence of individuals over the age
of 65 in the household increased the chances of encountering
CHE. These findings emphasize the shift in health policies to
design and implement supportive programs from households with
elderly individuals. The study result of Kavosi Z et al., and Ranson
MK showed that the presence of individuals above 65-year-old in
households increase the likelihood of household exposure to CHE
[32,33]. Rivera CC et al., study showed that for one percent increase
in the ratio of elderly individuals in households, the likelihood of
household exposure to CHE would increase by approximately 6%
[34].

Based on other findings of the present study, the presence of
individuals under five-year-old in the household increased the chance
of facing CHE. These findings show that increasing the number of
young age individuals in household increase the household's need
for health services and consequently higher utilization of health
services leads to increasing the chance of household exposure to
CHE. In addition, the results of Zoe’s study indicated that presence
of individuals under the age of 5 years in the household would
increase the rate of utilization of private sector services and the
consequent exposure of households to CHE [19].

Other results of the present study indicated that the chance of
encountering CHE was higher in households without insurance
coverage. Although, the prepayment mechanism and insurance
coverage reduce the chance of encountering CHE, the low coefficient
ofinsurance variable in the present study shows that it has no effective
role in reducing households’ out of pocket payments. Iran's health
insurance packages are not sufficient and cover only a limited range
of services. Additionally, Iran's basic insurance companies attempt
to reduce costs and increase their productivity and households
have to bear most of the expenditure of care or medication through
formal or informal payments. Therefore, the protective effect of
insurance coverage against medical expenditure is reduced. Kwon
S, one of the health insurance theorists, considers deeper and
wider range of benefits as the key to financial protecting against
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risks of health expenditure. Therefore, to increase the protective
role of health insurances, policymakers in Iran’s health sector
should identify the vital services that impose the highest financial
burden on households and based on this, revise the health benefits
package [35]. The protective effect of medical insurance against
high incidence of CHE has also been confirmed in other studies [36-
39]. Since the launch of public insurance in Turkey and Thailand,
the amount of Household’s direct payments for health services, as
well as the percentage of exposure to CHE and the percentage of
households falling below the poverty line due to health expenditure
have shown a downward trend [3,40]. On the other hand, the results
of Wagstaff A and Lindelow M study in China, indicates medical
insurance encourage people to use more services, especially more
advanced services, therefore lead to increasing the risk of exposure
to CHE [41]. It seems that further studies are needed to conclude
on the effect of medical insurance on exposure to CHE.

Other main determinant of household exposure to CHE in this
study was utilization of healthcare; therefore the amount of
exposure to CHE was significantly related to variables such as
utilization of inpatient, drug and dentistry services. Other studies
in Iran (Tehran and Shiraz) showed that utilization of dentistry and
inpatient services increased the probability of facing CHE. Utilization
of dentistry services which are costly and not covered via medical
insurances in Iran, was one of the main causes of exposure to
CHE [27,32]. Therefore, the policies reducing the incidence of CHE
should consider coverage of the above services and determine
which aspects of these services should be covered by basic and
complementary insurance. Research in Thailand also indicated
that hospitalization of one of the household’s members during the
past 12 months in public or private hospitals was one of the main
determinants of household exposure to CHE, and this was more
concerned with private hospitals [18]. A study conducted in Nepal
also found that 20 percent of households with hospitalized patients
fell below the poverty line or near the poverty line [4].

According to the present study results, it can be noted that rural
households are more exposed to CHE, being in line with previous
studies [13,42]. This difference is likely due to the low capacity
of rural households to meet their needs and the delay in seeking
health care, and as a result, meeting the need when more expensive
and specialized services are needed. In addition, households with
female head have greater risk of exposure to CHE. This result is
consistent with the results of a study conducted in Gujarat, India,
and study conducted by Mohammadalizadeh Hanjani and Fazaeli A
in Iran [33,43]. Since women in Iran, like other developing countries,
have a lower chance of attending labor markets, they have a lower
average wage than men; the ability to pay in households with female
head is lower than other households, therefore such households
experienced a greater probability of exposure to CHE.

The results indicated that employment of the household heads due
to increasing capacity to pay has a protective role against incidence
of CHE. The results of the study by Ekman B also confirm the
above findings [44]. In the present study, there was no significant
relationship between the amount of exposure to CHE and the size of
households. In studies by Piroozi B et al., and Kavosi Z et al., were
found no significant relations between these two variables were
found [3,45]. Whereas, the results of Yardim’s M study in Turkey
showed that for increase of one person to the household size,
household expenditure and exposure to CHE would increase by 2%
and 4%, respectively [40]. Therefore, further studies are needed to
determine the relationship between size of household and likelihood
of facing CHE.

LIMITATION

It should be noted that although, the used method to measure
the incidence of CHE is one of the most widely used techniques
in all countries, it must be considered that households who refuse
receiving health care services due to financial problems or reduce
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their other necessary expenses due to their health expenditure, will
be eliminated.

CONCLUSION

The results of this study shows that identifying variables which
increase the likelihood of exposure to CHE can help health policy
makers to review and revise the programs implemented within the
framework of Iranian HSEP and to adopt appropriate policies to
promote the protection of households against incidence of CHE.
Implementing prepayment mechanisms such as risk-pooling
among different population groups can reduce the amount of
household’s out-of-pocket payments as a percentage of total health
expenditure. Also, more budget is allocated in the public sector to
support vulnerable and poor people. In other words, providing health
services for the poor is free of charge, significant improvements will
be made in their capacity to pay and there will be a progressive
trend in health care financing. The level of participation in health
care financing will be distributed based on the each household's
capacity to pay.
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