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ABSTRACT

Background: Globally, healthcare costs remain a significant public health challenge to accessing essential care,
particularly for low-income individuals in developing countries. Patients’ inability to afford medical care impacts
the individual and the healthcare system. The objective of this study was to assess the nature and extent of
patients’ inability to pay for medical care at the University of Benin Teaching Hospital, Benin City, Edo State.

Methods: This descriptive cross-sectional study was conducted among 217 inpatients at the University of Benin
Teaching Hospital. A stratified sampling method was used to select the inpatients. Data was obtained using an
interviewer-administered questionnaire analysed with IBM SPSS version 22. Univariate and bivariate analysis
was done with the level of statistical significance set at p<0.05.

Results: Almost half of the respondents, 88 (40.6%), had financial challenges, 198 (91.2%) did not have health
insurance, and 16 (9.2%) respondents were unable to pay for drugs. Factors such as occupational status
(p=0.007) and level of education (p=0.034) positively influenced patients’ inability to pay for healthcare.

Conclusion: From the findings of this study, it was concluded that payment for medical care is a challenge. The
authors recommend that patients should be encouraged to enrol for health insurance in order to reduce out-of-

pocket payments for health care.
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INTRODUCTION

Health is wealth, a wuniversally accepted
statement which signifies the value placed by all
human societies on the well-being of their
citizens. It is due to the importance of good
health to individuals that efforts are made to
improve their well-being. Medical care is one of
the ways the health of individuals is sustained,
and it encompasses both the treatment of
diseases and preventive services for healthy
individuals, such as routine check-ups and
screenings. Medical care is the provision by a
physician of services related to the maintenance
of health, prevention of illnesses and treatment
of illness or injury.! Medical care is thus an
important tool in achieving not only the physical
well-being of the individuals in the society, but
also a means to achieving sustainable economic
development. Access to medical care varies
across countries and individuals, largely
influenced by social and economic conditions as
well as the health policies in place.? Countries
have different policies and plans concerning the
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personal and population-based healthcare goals
within their societies.

Medical care is important because it helps
individuals improve their quality of living,
prevent diseases and increase longevity of life.
The realisation of the importance of physical
well-being in all human societies has led to the
commencement of global initiatives aimed at
attaining these goals. Due to the importance of
medical care in attaining socio-economic
development in the society, the World Health
Organization (WHO), United Nation (UN), and
other international organisations have con-
tinued to partner with governments in
developing countries in the implementation of
various policies and programmes that would
make medical care more affordable, such as
increased funding, primary healthcare initia-
tives amongst others.? Despite these intervene-
tions, medical care is still not readily affordable
to every individual in a given population,
especially in a population or country where
there are no health policies covering its citizens,
especially the dependent population. In these
countries, it becomes difficult for people to
access good quality healthcare due to the
inability to pay, as most are expected to pay from
their own pockets.
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Payment methods for medical care may be either
prospective or retrospective. In the prospective
method, the payment rate for a package of
health care services is negotiated and agreed
upon before treatment takes place.? In the
retrospective method, the payment rate for
health care is selected during or after healthcare
services have been rendered. The payment
methods are usually fixed and not subject to
negotiation. Usually, patients’ ability to pay is
not given top priority when fixing these prices as
compared to other objectives, like the cost of
running the healthcare facility.3

While it is known that there are patients who are
unable to pay for medical care, the nature and
size of this problem have not been widely studied
in Nigeria. In many developing countries, people
are expected to contribute to the cost of
healthcare from their own pockets. This
situation may also cause a delay in seeking
treatment or abandonment of treatment. In
developing countries around the world, poverty
is a major factor affecting the ability of patients
to pay for prescribed investigations and
treatment. These developing countries usually
lack a productive economy and thus have a
heavy reliance on the importation of foreign
goods, thereby draining the already limited
financial resources.* The recent global economic
crisis, which mainly affected the developed
countries of the world, has also adversely
affected the developing countries. This is due to
the reduction in financial assistance to facilitate
health and other development programmes. The
global crisis has also led to the reduced
importation of local products and raw materials
from developing countries, thus further worsen-
ing the economic hardships faced by these
developing countries. Increased levels of corrupt
practices, including financial mismanagement
and embezzlement of public funds among public
office holders, have led to an uneven distri-
bution of economic resources. This has widened
the gap between the “haves” and the “have-
nots”, thus limiting their ability to access the
needed healthcare services. Govern-ments in
developing countries, including Nigeria, have
difficulty funding health due to budget con-
straints, large population size and competing
demands for public expenditure.> Unsteady
government transitions, political instability,
wars and other factors have resulted in the lack
of continuity in various economic and health
interventions aimed at improving the health of
the people. High illiteracy rate among indivi-
duals in developing countries has led to their
inability to contribute meaningfully to the
economy. This has also reduced the ability of the
citizens to make well-informed choices as
regards prompt seeking of medical attention.®7

This research will help to highlight the factors
responsible for patients’ inability to pay for
medical care. Results from this study will enable
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the stakeholders in the health sector to adopt
better policies to reduce the inability to pay for
medical care. Findings from this study will
stimulate further research on this problem in
other centres so that the magnitude of this
problem can be seen and appreciated. This
study assessed the nature and extent of
patients’ inability to pay for medical care with a
view to curbing factors behind this trend.

METHODOLOGY

The study was carried out at the University of
Benin Teaching Hospital, Benin City. The
University of Benin Teaching Hospital is a
Federal Tertiary Healthcare Facility. The
hospital started as a 360-bed hospital in 1973
with a vision of becoming one of the best tertiary
health institutions in Nigeria, delivering quality
health care services and achieving unmatched
patient satisfaction. Thus, its goal was encap-
sulated in a motto of "Healing, Research and
Training". Over the years, the hospital has
expanded her facility to have a total of over 900
beds in the wards.8 It also provides laboratory,
radiological and outpatient services for its
clients. The hospital in addition, provides
learning opportunities for medical students,
nursing students, paramedics and postgraduate
students.

A descriptive cross-sectional design was adop-
ted for the study. The study population
consisted of in-patients who were currently on
admission in the hospital regardless of their
discharge status. The study was carried out for
a duration of one month. The sample size was
calculated using the Cochran formula: n =
z2pq/d?; © Where n = Minimum sample size, z =
Standard normal deviate, which is set at 1.96
with a confidence level of 95%, p = the estimated
proportion of an attribute that is present the
population and d = Degree of accuracy. The p for
this study was gotten from the prevalence of
households experiencing hardship financing
healthcare in Uganda'® which was 17% (0.17), q
=1-p;q=1-0.17 = 0.83, d = Degree of accuracy
with a 95% confidence interval which is 0.05,
with a 10% non- response, making a sample size
of 238. However, 217 responses were retrieved,
making a response rate of 91%.

A stratified sampling technique was used to
select inpatients who participated in the study.
The population of inpatients in UBTH was
divided based on the wards. The list of wards in
UBTH, which served as a sampling frame, was
obtained from the UBTH statistics and data
intelligence unit. There are 35 wards in UBTH.
Ten wards were selected using a simple random
sampling technique by balloting. There are 30
beds in each ward. Using proportional alloca-
tion, at least 22 patients were invited to
participate in the study from each of the 10
selected wards. The respondents were selected
using a systematic sampling method in each of
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the selected wards. The sampling fraction was
dependent on the total number of patients in the
selected wards at the time of the survey
(sampling frame). This was obtained by dividing
the sampling frame by the sample size. The total
number of patients in the selected wards at the
time of the survey was used as a sampling frame
to calculate the sample fraction. The sampling
interval was obtained by dividing the sample size
by the sampling frame. The first respondent was
selected using a simple random sampling
technique by balloting. The fact that patients
were admitted and discharged regularly, the rate
of discharge of patients not being similar or
regular for all wards was also taken into
consideration; thus, there was a need to select
several times to complete the sample. Typically,
the hospital has an average of 2000 patients
yearly.

Data was obtained with the aid of a pretested
semi-structured interviewer-administered ques-
tionnaire comprising both open and closed-
ended questions. The questionnaire was broadly
divided into sections viz: socio-demographic
characteristics: consisting of age, tribe, religion,
educational status, marital status, and occupa-
tion, nature and size of patients’ inability to pay
for medical care, factors responsible for patients’
inability to pay medical care and effects of
patients’ inability to pay for medical care.

Nature of patients’ inability to pay for medical
care was defined as foregoing services (inability
to purchase drugs and pay for investigations),!!
lack of health insurance coverage, 2 lack of
access to prescriptions.’®> While the size of
patients’ inability to pay for medical care was
defined as the proportion of these patients.
Financial challenges in this study were assessed
from the patient perspective and encompassed a
multifaceted issue involving material conse-
quences like high out-of-pocket expenses, debt,
and decreased income.!%15

Data was obtained with the aid of four research
assistants who visited the different wards
selected for the study twice weekly. Data
obtained was screened for completeness; variab-
les were coded for, entered into and analysed
using IBM SPSS version 22. Frequencies and
means were described while bivariate analysis
was done using chi-square tests. Data was
presented using frequency tables. The occupa-
tion of respondents was coded based on the
International Labour Organization classification
(ILO), consisting of skill levels 1-4. Skill level 1
comprised of students, housewives, labourers,
farmers and artisans. Skill level 2 comprised of
tailors, hair stylists, sales assistants, traders,
police officers, mechanics, electricians and
drivers. Skill level 3 comprised of laboratory
scientists, managers, sales representatives, and
computer operators. Skill level 4 comprised
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lawyers, medical doctors, engineers, teachers,
and accountants.16

Approval for the study was sought and obtained
from the Ethics and Research Committee of the
University of Benin Teaching Hospital, Benin
City (ADME/E/22/A/VOL.VII/48311684). In-
stitutional approval for the study was also
sought and obtained from the Hospital
Management. Patients were educated on the
purpose of the study as well as the importance
of participating, after which written informed
consent was obtained before they were included
in the study.

RESULTS

A total of 217 respondents participated in this
study. The mean age of the respondents was
32.1 + 18.6 years; over half were male 120
(55.3%), majority were Christians 207 (95.4%),
nearly two fifths had attained secondary level of
education 82 (37.8%) and more than half were
married 115 (53.0%) and nearly half 96 (44.2%)
had skill level 2 occupations. (Table 1)

One hundred and five (48.4%) of the
respondents were admitted for surgical inter-
ventions, and 162 (74.7%) were admitted for a
non-recurrent cause. One hundred and thirty
(59.9%) had spent less than one month on
admission, thirty-two 32 (14.7%) respondents
had been discharged from the hospital; of these,
majority, 28 (87.5%) had not paid their hospital
bills. (Table 2)

Majority of respondents 129 (59.4%) did not
have financial challenges; less than half 88
(40.6%) had financial challenges. (Figure 1)

One hundred and seventy-three (79.7%) were
taking prescribed drugs; of these, 76 (43.9%)
reported that the drugs were expensive and few
of the respondents 16 (9.2%) were unable to
purchase drugs due to financial constraint. One
hundred and ninety-eight (91.2%) were not on
health insurance, 100 (48.1%) respondents who
had done clinical investigations did so weekly; of
these, 12 (5.8%) respondents, were unable to
pay for investigations due to financial con
straint. (Table 3)

Bivariate analysis of selected socio-demographic
factors with reported respondents facing family
financial challenges showed that there was a
statistically significant association with regard
to level of education (p = 0.034) and occu-
pational status (p = 0.007). (Table 4)

DISCUSSION

A higher proportion of the respondents were
within the age range of 30 — 39, while respon-
dents aged 69 years and above constituted the
smallest proportion. This is different from the
finding in a study done among surgical patients
in Niger Delta to assess their
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Table 1: Socio-demographic characteristics of respondents

Characteristics Frequency (n=217) Percent
Age group (years)
0-9 29 13.4
10-19 19 8.8
20-29 49 22.6
30-39 57 26.3
40-49 27 12.4
50-59 16 7.4
60-69 11 5.1
>69 9 4.1
Mean + SD = 32.1 + 18.6
Sex
Male 120 55.3
Female 97 44.7
Religion
Christianity 207 95.4
Islam 10 4.6
Occupational status
Skill Level 1 73 33.6
Skill Level 2 96 44.2
Skill Level 3 8 3.7
Skill Level 4 40 18.4
Level of education
None 32 14.7
Primary 43 19.8
Secondary 82 37.8
Tertiary 60 27.6
Marital status
Single 94 43.4
Married 115 53.0
Widowed 8 3.7
Table 2: Details of respondents’ hospital admission
Characteristics Frequency (n=217) Percent
Reason for admission
Medical 58 26.7
Surgical 105 48.4
Obstetrics and Gynaecology 23 10.6
Oncology 31 14.3
Recurrent admission
Yes 55 25.3
No 162 74.7
Duration of admission
Less than a month 130 59.9
One month 41 18.9
Two months 23 10.6
More than two months 23 10.6
Discharged from hospital
Yes 32 14.7
No 185 85.3
Ability to pay bills after being discharged (n =32)
Yes 4 12.5
No 28 87.5

sources of healthcare financing where most of
the patients were within the ages of 21 -
30years.5 However, both populations lie within
the youth. This may be attributable to the
population structure of developing countries,
which is broad-based, with more young persons.
More of the respondents were married. This may
be related to the fact that a greater proportion of
them were in the age range of 30 — 39, which
constitutes the youthful population.
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A greater number of the respondents had
secondary level of education which was similar
to the findings of a study carried out in rural
Niger Delta area to assess the sources of health
financing for surgical treatment.5 This may be
attributed to a lack of funds to continue their
education to the tertiary level, and also because
of the few scholarship schemes available for
tertiary education. The predominant ethnic
group was Benin, and this is reflective of the
study area. Most of the respondents were
Christians and this is similar to a study done on
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Figure 1: Financial status of respondents

B with financial challenges

m without financial challenges

Table 3: Nature and size of respondents’ inability to pay for medical care

Characteristics Frequency (n=217) Percent
Taking prescribed drugs

Yes 173 79.7
No 44 20.3
Perception of drug cost (n =173)

Cheap 8 4.6
Moderate 62 35.9
Expensive 76 43.9
Very expensive 27 15.6
Inability to purchase drugs (n =173)

Yes 16 9.2
No 157 90.8
Frequency of clinical investigation* (n =208)

Once 4 1.9
Daily 83 39.9
Weekly 100 48.1
Monthly 17 8.1
Bi-monthly 2 0.9
Bi-annually 2 0.9
Inability to pay for investigations (n = 208)

Yes 12 5.8
No 196 94.2
Health insurance coverage

Yes 19 8.8
No 198 91.2

*Only 208 respondents were undergoing investigations

sources of healthcare financing among surgical
patients in rural Niger Delta and this may be
attributed to the fact that in the South-South
region, the dominant religion is Christianity.

Almost half of the respondents were admitted for
surgical reasons, this is probably because a
substantial proportion of acute emergencies
which present to the hospital require surgical
intervention.l” It may also be because the
institution which is a tertiary health centre also
serves as a referral point for hospitals within the
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South-South part of the country. Most of the
respondents were admitted for non-recurrent
causes, this could be because most of the
respondents on admission were for surgical
reasons. Most of them had also spent less than
one month on admission in the hospital which
could also be because most of them were
admitted for surgical reasons which in most
cases did not require prolonged hospital stay
and also because they were admitted for non-
chronic cases.
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Table 4: Socio-demographic characteristics and financial challenges among respondents

Variable Financial Challenges

Yes No Test

Frequency (%) Statistic and p-value

Age group (years)
0-9 10 (34.5) 19 (65.5)
10-19 7 (36.8) 12 (63.2) x2=2311
20-29 21 (42.9) 28 (57.1) p = 0.802
30-39 22 (38.6) 35 (61.4)
40-49 10 (37.0) 17 (63.0)
50-59 7 (43.8) 9 (56.2)
60-69 5 (45.5) 6 (54.5)
>69 6 (66.7) 3 (33.3)
Sex
Male 51 (42.5) 69 (57.5) x2 = 0.422
Female 37 (38.1) 60 (61.9) p =0.516
Marital status
Single 36 (38.3) 58 (61.7) x2=1.801
Married 47 (40.9) 68 (59.1) p=0.412
Widowed 5 (62.5) 3 (37.5)
Occupational status
Skill Level 1 24 (32.9) 49 (67.1) x2=11.777
Skill Level 2 49 (51.0) 47 (49.0) p = 0.007
Skill Level 3 5 (62.5) 3 (37.9)
Skill Level 4 10 (25.0) 30 (75.0)
Level of education
None 14 (43.8) 18 (56.3) X2 = 8.694
Primary 19 (44.2) 24 (55.8) p =0.034
Secondary 40 (48.8) 42 (51.2)
Tertiary 15 (25.0) 45 (75.0)
Insurance coverage
Yes 5 (26.3) 14 (73.7) x2=1.751
No 83 (41.9) 115 (58.9) p = 0.227
Reason for admission
Medical 26 (44.8) 32 (55.2) X2 =4.612
Surgical 37 (35.2) 68 (64.8) p = 0.204
Obstetrics and Gynaecology 8 (34.8) 15 (65.2)
Oncology 17 (54.8) 14 (45.2)

Only a few of the respondents were unable to
pay for investigations. This may be because
most of the investigations done are routine,
hence their cost were included in their final
medical bill; this implies increasing the cost of
medical care as well as a larger cumulative bill,
which may eventually pose a difficulty during
payment at discharge. This implication is
similar to the findings of a study in Central and
Eastern Europe, where overall payments related
to hospitalisation and inpatient care were
substantial and often involved borrowing money
or selling assets to offset the bills.1! This is
further supported by the findings of studies
conducted in India, which revealed that chronic
illnesses and hospitalisation contributed signifi-
cantly to increased treatment costs.1819

Most of the respondents were taking prescribed
drugs, and this is similar to studies done in the
United States of America to survey uninsured
patients on admission.2021 This may be because
most of the respondents were still on admission
and hence were still receiving their routine
drugs. However, some of the respondents were
unable to purchase their prescribed drugs,
which is also the finding of the studies in the
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United States of America; this could be because
some of the patients required drugs not readily
used in the hospital, hence, they were required
to purchase such drugs which may be
expensive. Most of the respondents perceived
the cost of the drugs to be expensive, which is
subjective, and this may be due to prolonged
hospital stay and the medical diagnosis of the
patient.

Majority of the respondents had not been
discharged and this could be because the
hospital receives a large number of patients on
a daily basis and of those who had been
discharged, only a few had actually paid their
medical bills in similarity to a study surveying
uninsured patients in the United States20; this
may be attributed to the rising cost of medical
care and prolonged hospital stay.

Most of the respondents who were employed
were not receiving financial aid for their
treatment, as most of them were self-employed,
and those not self-employed were not under any
employer coverage. Few of the respondents were
currently on health insurance and this finding
is similar to that in a study on sources of
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healthcare financing in Niger Delta® which may
be linked to the nature of employment of most
of the respondents as only a few worked in
standard organization capable of providing
insurance coverage for its workers.

Few of the respondents who were admitted were
facing financial challenges, and this was found
to be higher among those who were admitted for
oncological reasons. This is similar to a study
done in India, which showed that hospitalisa-
tion expenditure increased by 160% for patients
with cancer.® This may be because of the
increased incidence of hospital re-admission as
well as the increased cost of drugs used in
cancer treatment.

The financial challenge was lowest among
respondents who had a high occupational class.
This could be because of the higher income that
these respondents receive. This is in tandem
with the findings of a study done in Burkina
Faso??2 and Enugu?3, where individuals from
households in the lower income quartiles had
catastrophic healthcare expenditures while
those from richer households did not.

Almost half of the patients who experienced
inability to pay for drugs, investigations and
medical bills were uninsured; this may be
because most of them had a lower level of
education and belonged to a lower occupational
class. This is similar to the findings of studies
done in Colombia2?* and ChinaZ2’ where insured
individuals did not have catastrophic spending
for healthcare expenses due to financial
protection as compared with the uninsured.

In conclusion, over 40% of the respondents in
this study were unable to pay their medical bills,
while a few of the patients still on admission
were unable to pay for investigations and drugs.
Employment status, health insurance, level of
education, and type of illness were important
factors affecting patients’ ability to pay for
medical care.

The government should adequately fund the
health sector so as to reduce the cost of medical
care and ensure improved access to and better
health coverage in the national health insurance
scheme. The hospital management should
employ financial counsellors would negotiate for
those with huge medical bills and those who are
unable to pay, as well as implement policies
targeted at providing a substitute means of
payment for patients who genuinely cannot pay
their bills. This will reduce the duration of
hospital admission for patients after they have
been discharged.
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