UNIVERSITY OF JORDAN ,
FACULTY OF GRADUATE STUDIES. . e

1 2B

P i DFTERMINANTS OF HOUSEH?}-{)[

/{5—~ HEALTH I EXPF’NDITURES

-— IN JORDAN
~

i A

AR ek A T A 3 1 X St € ]

{
CTIE IS PP O 4 !
!

Y T iy WM N i

AMANI FAHED ABUL-ETHEM NSOUR

\_“\),6\7—:&5 il
SUPERVISED BY \%(l')
DR. FARID NUSAIR '

SUBMITTED IN  PARTIAL FULFILLMENT OF THE
REQUIREMENTS FOR THE DEGREE OF MASTER OF ARTS 1IN
HEALTH SERVICES ADMINISTRATION. FACULTY OF GRADUATE
STUDIES, UNIVERSITY OF JORDAN.

May, 1995

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



v

I

ACKNOWLEDGMENTS

My praise and thanks go first to God, who gave me patience, power
and strength to face all the problems and frustrations which confronted me

during my study at the University of Jordan.

I am particularly grateful to my father and mother for their physical and
moral support, and for their encouragement and advice which helped me to
overcome all the obslacles that 1 faced at the University of Jordan.... without

them, this dissertation could not have been done.

I am indebted to Dr. Aref Batayneh, Minister of Health for giving me

the opportunity to complete my graduate studies”

My special thanks and appreciation to those who contributed to this

process from behind.

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



This Thesis was defended suceesslully on-__May, 6, 1995

COMMITEE MIEMBERS

|. Dr. Farid Nusair
2. Professor Mahmoud At Qmyan
3. Dt. Mohainmad Tarawneh

4. Dt. Hussein Shakhatreh

All Rights Reserved - Library of University of Jordan - Center of TheSLS Deposit



TABLE OFF CONTENTS

Subject Page
Cottititittee Decision ..o i
DEHICAtON ... e il
Atktowledgement ... e, v
Table of Contents ........... e, v
fdex of Tables ..o ix
ttlex of Figures ... xiii
Idex of Appendices...... ... Xviti
Abstract ... ST S TR URUURR SRR e XV

CHAPTER ONE:

Background and Significance of the Study...................... i
Tatroduction ... i
Problems of the Study ..o 3
Significance of the Study ... 3
Objective of the Study ..........o.cooccooeoo 4
Hypotheses Formulation ... 4
Data Source Limifations ... 6
The Main Assumptions of the Study ... 6
CHAPTER TWO:

Methodology

Sample Design & Population Study ... 8
Data Collection Instrument ... 8
Quality of Data ........cooooocooviiioiooo 9
Statistical Analysis ... ... 10
Vatiables and Measurments ... 10
Conceptual Framework ... ...~~~ 14

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



CHAPTER THREE:
Subject
Litetature Review ..o

Concepts and Theoretical Orientation
Utilizatioh of Healtli Services

........................................

Ittertiational Health Experiditure
Health Services in Jordan ...
Ovetview of the Healili System and Health

Expetiditite inn Jordan

CHAPTER FOUR:

Data Analysis
Study Population Chdracteristics

O 1 S L AW N e
g3
.
o
=2
5
o
2
&
-
o
s}
a.
o
2,
=]
7
o
S
=

Types of Health Services Consuined ...
Amount of Money Spent on Different Health

Services it Absolute J.D. by Governorates
The Proportion of Health Expenditiire out
of Overall Expenditure by Governorates ...
The Pioportion of Heallh Expenditure to Total

Iiicomie by Governerates

vi

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



Stbject

The Proportion of Health Expenditure out of Qverall
Expenditure for each of the Following
Independent Variables....................o.cocoooiiiiioiie )
1. Age of the Head of Household and

Proportion of Health Expenditure ...
2. Number of Household Members and the

Proporttion of Health Expenditure...............................
3. Number of Household Members below Five Years

and the Proportion of Health Expenditure..........................
4. Number of Household Members 65 years and over

and the Proportion of Health Expenditure
5. Sex of the Head of Household and the

Proportion of Health Expenditure ... ..
6. Education of the Head of Household and

the Proportion of Health Expenditure ... ..
7. Work Sector of the Head of Household and

the Proportion of Health Expenditure ...
8. Houschold tncome and the Proportion of

Health Expenditure ...
9. Urban/Rural Residency of the Houschold and

and the Proportion of Health Expenditure ........................
Health Expenditurc in Absolute 1.1, for each Selected
Health Category Variables ...........cocoo.ooooooio
t. Age of the Head of Houschold and Health

Expenditure in Absolute 1.0 ...
2. Number of Household Members and Health

Expenditure in Absolute J.D. ...

3. Number of Children Less than Five Years and
Health Expenditute inabsolute L0, ... ...
4. Number of Household Members 65 years
and over and Health Expenditure in Absolute J.ID.

vii

71

71

71

72

73

84

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



Subject

5. Sex of the Head of Household and Health

Expenditure in Absolute Y., ...
6. Education of the Head of Household and

Health Expendituie in Absolule I D. ... ... ..
7. Woik Sector of the Head of Household

and Health Expenditore in Absolute L.D.......................
8. Household Incotne and Health Expenditure

in Absolute J.ID. .
9. Household Resideticy and Health

Expenditure in Absolute J.D,
Hypotheses Testing ............c.coocooiiio
Correlation Analysis

Multiple Regression Analysis

DHSCUSSION ..o

....................................................................

. Number of Household Members 65 years and Over
. Sex of the Head of Houschold

L T < T s R
z
=
-
@
o
s,
Q
=
Iv]
=
)
7]
[#]
4
=
o]
=
=1
-t
L)
[y]
t
wi

oN
il
o,
o
2
5
=
fo ]
bl
o
—
_—
ly]
=]
T
=)
=
@
o]
=
o
[
2,
oL

Income of the Household ...
Houschold Residency According to
Urban/Rural Areas

Al I

CHAPTER FIVE;

Conclusion and Recommendations
Conclusion

vili

Pige

93
96
99
102

105
H07
108
1 10
16
116
117
119
120
120
121
123
125

127

130
132
134
137
140

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



11500 SIS8Y L JO BB - Ueplor JOo AJSBAIUN JO Akeld!T - paARSaY SIYDIY |1V

jit

DEDICATED
TO MY FATHER AND MOTHER
WITH LOVE

iiiiiiiiiii



=

=

@3.1)
(3.2)
(3.3)
3.4
3.5
(3.6)
3.7
(3.8)
(4.1
(4.2)
(4.3)

(4.4)

@.5)

(4.6)
4.7)
(4.8)
(4.9)

(4.10) -

%

INDEEX OFF TABLES

Page
Healtli Expenditure for Different Countries ... 34
Global Health Expenditure, 1990 ... ... . 35
Distribuiion of Health Expenditures for U.S.
Poptilation, by Magnitide of Expenditures,
Selected Yeats, (1982-1987)..........cooooivoiooooeo 37
Number of Health Specialists Hospitals, atid Beds
iti both Public and Private Sector (1991) ... 44
Mitiistry of Health Beds and Speciatists in Jordaf ..., 45
Government Expenditutes oti Health in Jordan............ 47
Mitiistry of Health Budget, 1992 in Jordan.................... 48
Sotitce of Payment for Primaty Care, 1992, ih Jordan... ... 50
Thie Study Population Distiibution as Compared to
Estimated Populationi by Governerates (JHEIS) 1992, 53
Petcent Distrilnition of the Age of the Heads of
Hotiseholds by Governorates (JHEIS 1992)............... 54
Percent Distribution of Number of Household
Members by Governotates (JHEIS 1992) ... .. 55
Percent Distribution of Household Membets with
Children less than Five Yeats and Adults 65 years and
over by Governorales (JHEIS 1992) ... 56
Percent Distribution of Household with or without
Children below Five Years and withor without members
65 yeats by Governerates (JHEIS 1992). ... 56
Percent Distribution of the Female Headed household
by Governcrates (JHEIS 1992)..........ccooooooii 57
Percent Distribution of the Heads of Households by
Level of Education by Governorates (JHEIS 1992, 58
Percent Distribution of Households by Sector of
Work by Governerates (JHEIS 1992) ... . 59
Percent Distribition of Households by Level of
licome by Governerates (JHEIS 1992)................... . 60
Peicent Distribution of Households by Urban/
Rural Residency by Governerates (JHEIS 1992)......coo 61

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



1_}

(4]

Page

(4.11) Average Annual Tncome and Expenditures on (food,

health, and others) in absoluie I.D.per Household

in Jordan, (JHEIS 1992). ..o 62
(4.12) Percent of Households with and without Expenses

by Selected Health Care Categories, (JHEIS 1992)............. 03
(4.13) Average Annual Household Expenditure by Selected

Health Care Categories by Governerates (JHEIS 1992)........ 65
(4.14) Percent Distribution of Household Expenditure

on Selected Health Care Categories by Governerates

(JHEIS 1992)
(4.15) Average Annual Household Health Expenditure and

Average Annual Household Expenditures in (J.1D.), and

the Proportion of Health Expenditure 1o Total Expenditure

by Governerates (JHEIS 1992) ... s 68
(4.16) Average Annual Household Health Expenditure and

Income in Absolute J.D., and Proportion of Health

Expenditure to the Total Income by Govemerates

(JHEES 1992) e 70
(4.17)  Proportion of Household Health Expenditureout of

overall expenditure by Age Group of the Head of Household

(THEIS 1992) e 71
(4.18) Proportion of Household Health Expenditure out of

Overall Expenditure by Number of Household Members,

(THEIS 1992) e 72
(4.19)  Proportion of Household Health Expenditure out of

Overall Expenditure by Number of Household Members

less than Five years, (JHEIS 1992) ... ... 73
(4.20) Proportion of Household Health Expenditure out of

Overall Expenditure by Number of Household Members

65 and Over, (JHEIS 1992)........oooooo 74
(4.21) Proportion of Household Healtly Expenditure out of

QOverall Expenditure by Number of Household 65 years and

Over and Number of Household Members below Five

years old, (JMEIS 1992) ... 75

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



(4.22)

(4.23)

(4.24)

(4.25)

(4.26)

(4.27)

(4.28)

(4.29)

(4.30)

Xil

Proportion of Household Healih Expenditure out of

Overall Expenditure by Sex of the Head of Household,

(JHEIS 1992) ..o L 76
Proportion of Household Health Expenditureout of

Overall Expenditure by Level of Educalion of the Head of
Household, (JHEIS 1992) ... 77
Proportion of Household Health Expenditureout of

Overall Expenditure by Work Sector of the Head of

Honsehold (JHEIS 1992) ..o 78
Proportion of Household Health Expenditure out of

Overall Expenditure by Income Group of the Household,

(THEIS 1992) ...ooooooooiioo v, 80
Proportion of Household Healih Expeaditure out of Oveya]]
Expenditure by Urban/Rural Residency(JHEIS 1992) ... 81

Health Expenditure in Absolute J.D. for each

Selected Healih Caiegory, and the Percentage of Health
Expenditure on Different Health Categories out of Total

Health Expenditure by Age of the Head of the Household

(JHELS 1992) oo . 82
Health Expenditure in Absolute 1.D. for each Selected

Health Category, and the Percentage of Healih Expendifure

on Different Health Categories out of Total Health

Expenditure by number of Household Members,

(JHEIS 1992) ... i, 86
Health Expenditure in Absolute J.D. for each Selecied

Health Category, and the Percentage of Health Expenditure

on Different Health Categories out of Total Health

Expenditure by Number of Household Members less than

Five years of age (JHEIS 1992) ... 89
Health Expenditure in Absolute J.D. for each Selected

Health Category, and the Percentage of Health Expenditure

on Different Health Categories out of Total Health

Expenditure by Number of Househeold Members aged 65

Years or Over (JHEIS 1992) ... 92

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



Xii

(4.31) Health Eexpenditure in Absolute 1., for each

Selected Health Category and the Percentage of health

Expenditure oh Different Health Categories out of total

Health Expenditure by the Sex of the Head of the

Household (JHEIS 1992) ... 95
(4.32) Healih Expenditure in Absolute J.1D. for each Selected

Health Category and the Percentage of Health Expenditure

on Different Health Categories out of Total Health

Expenditure by Education of the Head of Household

(THETS 1992) oo 98
(4.33) Health Expenditure in Absolute 1.D. for each Selected

Health Category and the Percentage of Health Expenditure

on Different Health Categories out of Tolal Health

Expenditure by Work Sector of the Head of Household

(FHETS T992)..oieo e 101
(4.34) Health Expenditure in Absolute J.D. for each Selected

Health Category and the Percentage of Heallh Expenditure

on Different Health Categories out of Total Health Expenditure

by Houschold Income (JHEIS 1992) ... 104
(4.35) Health Expenditure in Absolute J.1. for each Selected

Health Category and the Percentage of Health Expenditure

on Different Health Categories out of Total Health Expenditure

by Urban, Rural Residency (JHEIS 1992) ... . 106
(4.36) Correlation Coefficient, and the Significance Level of the

Proportion of Health Expenditure (o Total Expenditure

(as dependent variable) on Each of (he Selected

Independent Variables....... ...~ 109

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



Figure

Figute (1)

Figure (2)

Figure (3)

Figure (4)

Xiti

INDEX OF FIGURES

Page
Determinanis of Health Services Utilization ... 22
National Health Expenditures in Selected Years
P95 10 2000 oo 39
National Health Expenditure as a Percentageof the
GNP in Selected Years 1965-2000 ... ... 40 .
The Level of Health Service Provided by Different
Health Seclors in Jordan ... 43

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



Xiv

INDEX OF APPENDICES

Abitex

Page
Table (1) Correlation Matrix ... e e 138
Table (2) Summary of Forwaid Selection Procedure for
the Muitiple Regression Analysis ... 139

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



Xv

ABSTRACT
Determinants of Hoiisehold Health Expenditure in Jordan
Amani Fahed Abul Ethem Nsour

Supervised By:- Dr. Farid Nussair

The main purpose of this research was 10 study the following;

First: The determinants of household health expenditure.

Second: The type of health services consumed.

Third: The proportion of expenditure on heal(h out of all
expendilure.

Fourth: The amount of nioney spent on different heallh

services in absolute 1. D.

Finally: To make appropriate recommendations.

The current study utilized data drawn from a household survey
coveting a national sample of households in Jordan "Household Expenditures

and Ihcome Survey” IHEIS] conducted by the Department of Statistic in
1992,

The statistical analysis used was descriptive statistics, correlation

andlysis, differences belween proportions, and multiple tegression analysis.

Results obtained showed that almost 12.8% of the study populatiott did

not expend on any type of health service.

The proportion of household expenditure on health was 2.3%. while the

avetage annual household heallh expenditure was 95.8 I.D. The bivariate
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ahdlysis, using differerices between proportions, sliowed that there was a
sighificant statistical diffetence, with a fiegative association, ii the proportioh

of housetiold health expenditure in the following indepenident variables:

- Hotisehold size grotip P=0.05
- Work sector group of the head of household P=0.01
- Household residency group P=0.003

- While in the regression analysis, where we control for the covariates, the
following variables were statistically significant, witli a negative association,
(ekcept for a niumber of households with membets 65 yeats and over, it was a

positive association):-

- Work sector group of the head of household P=0.0001

- Household residency group P=0.0001

- Hoitsehold size group P=0.0001

- Household income group P=0.0001

- Sex of the head of household P=0.005

- Age group of the head of household P=0.0113

- Number of househiold members 65 years and older P=0.0022

The R2 of the model of the regression aialysis was 0.0417.

The main recommendation cesters arouiid decentrafization of health
setvices, tlie extensioit of health insurance coverage atid content of tlie

available package of care, to avoid ary misallocation and inequities in health

seMvice utilization.

Finally the stidy fevealed a scope for further research in the field of
health experiditure in Jordan.
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Chapter One

Background and Signifigance of the Study

Iitroduction

In any society, one of the ultimate objectives of the economic system
15 to deliver goods and services to its members. The success of an economy
calt be measured by its ability to provide a wide range of consumer goods
for its people, to feed them,-to shelter them, and to offer them access to

good heal(h.[1]

The primary heallth care approach is now generally accepted as the
most likely path to lead (o "health for all by the year 2000". Therefore, there
is an essenlial need for pooling the resources in the interest of better
coverage, greater effectiveness, and increased efficiency on the parl of
health services. Unplanned expenditares on health will never lead to full
coverage because resources are very limited. Af the same time the rise in
health expenditures have accelerated substantially; the population increases
and thus there is an increase in demand, price inflation, and a rise in the
proportion of elderty in the population which has shified care from acute
Hliless to more expensive Tong term chronic illness. Also, people's health
needs and expeclalions will continue to change and increase with the rapid

developinent in health technology, and this is affected to 3 greal extent by

deftiographic and socio-cultural factors.[2]

Socio-cultural and demographic factors affecting expenditures on
health services have mainly been studied in industrial countries, but little is
kitown about socio-cultural factors affecting expenditure on health services

in developing countries. Only household surveys can give a general view of
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who are the users and non-users of health services, and more precisely,
which groups are utilizing which facilities. Such research is necessary to
identify risk groups and risk areas of the population intended for coverage
by the health system aiid to plan further action and programmes to reach
tion-uisers or underusers, thus avoiding any misallocation or inequity in

ligalth services distribution.|2]

Certamn features and events concerning health expenditure in Jordan

hdve led to the belicf that it is of appreciable magnitude and that it is

increasing wilh time. These include:-

Since Jordan is considered (o be a small country with Timited
resources, (he resource balance* was (-22%) in 1991 [3], it was
classified by the World Bank, according to a 1991 report, in the Jower
middle income groups [3]. During the period (1980-1991) the average

annual production growth rate was -1.7% , the gross domestic investnient**

for the same period was (-6.9%) [3].

Also prices have been accelerating substantially, and the average

attinial rafe of inflation was 1.6% in 1991 [3].

The population is increasing, and therefore there is an increase in
quantities demanded. In 1980 the average annual growlh rate of population

was 3.7%, by 1991 it had increased to 4 7% [3]

footnote:

* Resource balance is the difference between exports and imports of goods.
** Gross Domestic investment is calculated by deducting total consumption from GDP,
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At the same time the health sector has witnessed significant progress
it all its aspects. This has led to arise in the proportion of elderly in the
population fhat had shifted care from acute to long term chronic illness, (the

life expectancy increased from 46 years in 1961 to 66 years in 1991, [3]

Also people's health needs and expectations will continue to change
and increase with the rapid change and development in health technology,
especially as we know that Jordan spends too much on sophisticated

hospital services, (the share of public expenditure for health absorbed by

lettiary and secondary care hospitals is 70%. |3]

In addition (he present user fees create several classes leading to

inefficiency, inequity, and multiple coverage.

Problem of the Study:

The present stidy is going o answer the following research problems:

FFitst: What are the types of health services used by Jordanian
households?

Second:  What is the propotion of expenditure on heallh out of overall
expenditure?

Third:  How much money is spent on different health services in absolute
1D

Fotirth: -~ What are the determinants of household healtl; expenditure in

Jordan?

Significance of the Study:

The significance of the study lies in the following :-
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+ Understanding the way in which the population pays for health services
is considered to be an essential prerequisite for the formulation of actial
ot proposed public policies, e.g. health insurance. It is essential for
allocation of limited and scarce resources, according to the actual need of

population.

s It helps in reformation of health insurance plans, and deterinining the

priotities of health insurance.

s Itis essential for financing health services, and determining the amount of

thoney needed for heallh care.

Objective of the Study’

This study is coirceined with four fundamental objectives:

I, To study the types of health services used by Jordatiian households.

2. To fid the proportion of expenditure on health from ovetall
expeiiditure.

3. To find the amouril of motiey spetit on different health services

4. To study the delermiriatits of houisehold health expetiditures in Jordan.

Hypotheses Forinulation:

Hypotheses No. 11 There is no relationship between the age of the head of

hotisehold and the propottion of heallh expenditure out

of overall expendititie.

Hypotheses No.2:  There is no relationship between houschold size and

the propottion of heafth expenditure out of overall

expendilure.
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Hypotlieses No. 3:

Hypotheses No 4:

Hypotheses No.5:

Hypotheses No.6:

Hypotheses No.7:

Hypolheses No.8:

Hypotlieses Ng.9:

Thete is tio telationship between iuimber of children
less {hain five years in the liousehold and the
proportion of healih expenditure out of overall

expetiditure.

There is no relationship between inumber of household
metnbers 65 years ahd over, and the proportion of

health expenditure out of overall expenditure.

There is no relatiotiship between sex of the head of -

household, and the proportion of health expenditure

out of overall expenditure.

There is no relationship between education of the head
of household and the proportion of health expenditure

onit of overall expenditure.

Thete 1s no relationship between work sector of the
head of household and the proportion of heltl

expendilure oitt of overall expenditure,

There is fio relatiohship belween annual household

income aind the ptoportion of health expendituie out

of ovetall expetidittite.

Thete is o telationship between household residency
and the proportion of health expenditiite out of overall

expenditure.
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Data Souice Lititations

The current study utilizes data drawn from a household survey
covetitig a national samnple of households in Jordan, "Household
Expenditures and Income Survey” [HEIS], conducted by the Department of
Statistics in Jordan in 1992, |

There are significant limitations in this survey data, since the 1992
lisusehold expenditure and income survey was not designed to study the
détenminants of household health expenditute in Jordan. It lacks the

followitig information: Fitst, {he need of houseliold for health services, for

exaitiple the presence of a handicapped or chronically ill member in 2

hiduseliold is associated with a higher expenditure on health per household;

Sétond, whether the household is covered by any type of health insuratice,

békause this lias a great effect on health expenditure. The above mentioned

poilits are consideted 1o be shortcomitigs of this study.

The Maih Assutiptions of the Study:

Throughouit the study a number of implicit and explicit assutipiiotis

have beeii imade. The following is a sumndry of the most important of these
a8Suinptioits:

1. The ctirrent study utilizes secondary data collected by the Department
of Statistics. Therefore it is assumed that the data collected sectred
several criteria for quality such as validity and reliability of the
infotmation, since the Depaitinent of Statistics has had extensive prior

experience in conducting such surveys.

2. 1t is asstumed that the need for health services is reflected by number of

household members, number of children less than five years, and
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fiimber of household members 65 years and over, since the extremes in

age are periods of vuliierability secondary to immature or aged copirig

mechanisms.

It is dssuined that health insurance coverage is reflected by work sector
of the head of hotisehold, and that heads of households working in
public sectors are more likely to be covered by a health insurance plan

than heads of household working in the private sector.

It is assumed that availability and accessibility of health services is -

reflected by household residency, since it is expected that health

services are concenfrated in urban rather rural areas.
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Chapter Two

Methodalogy

Satiiple Design and Population Study:

The cutrent study utilizes data drawn from a household stirvey
Covering a tialional sample of households in Jordan "Hoisehoid
Expenditures and.Incoine Sutvey" [HEIS] conducted by the Departmerit of
Statistic ini 1992.

Hotischolds were selected using a stratified random sample to
produce stalistically unbiased estimates that are represenlative for the
overall populalion i Jordan. The sampling specification required the
selection of 8000 households distributed in differeiit geographic location (ie.
to all Goverriorates) and to different urban aind rural residency. The frame
used was the most updated list of households available to the Deparimierit of

Statistic at the time of tlie survey.[4]

The uitit of analysis wlhicli was consideted is the houseliold
expendittite on health, since household expendilure is the most appropriate
ttiit of atialysis for stiidies o tlie consuitiptioni decisions, and these
decisions dre niade at the hotisehold level, and are delermitied by

chiatactetistics of {lic household rathier than the itdividual [5]

Dita Collection Instrutteiit:

HEIS wads a fotir-rotiids fiousehold  interview siivey usiiig a

structtited quiestiontiaire. Tlie quiestiofifiaire incltided four sectiois:

a.  Thousehiold chardcteristics;
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b.  hotiselold itieibers' cliaractetistics;
c. ilicome;
d.  expenditures on food, tobacco, and beverages, and on other

setvices and commodities (iiicluding health expenditures).

Each round of fousehold interviews was of a three month duration,

the questionnaire was distributed at the beginiirig of each round, hefice

réduced recalls. | 45505 7

Quality of Data

¢+ The data secured several critetia for quality. The distribution of the
population samiple in the survey, broketi down by their resideice
(urbaw/tiiral) and Govertiorates iiatched the population characteristics
provided from updates of the latest census conducted, The sampling
specification required the selection of 8000 hotisehold distributed to

different geogtaphic localiotis (i.e. to all Govertiorales and to differerit

tirban atid rural resideticy),

i The Depattivient of Stalislics has liad extetisive ptior experietice it
cohditclitig houseliold intetview sutveys thirotigh collaboration willi the
Ecottormic and Socidl Comitittee for Western Asia (ESCWA). Heiice
individuals or limited resource institutions are ilicapable of ttitiiitg 4
sittiilar stuidy. |

¢ Data was collected fot oie yeat so it is a longittidinal survey to ovetcofiie

atiy seasottal varialioii that coiild ilicrease of decredse expendituies.
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¢ Findlly the dala was subject to editing at several stages, includitig field
editing, and ediliig by data processing staff usiig progratiis whicli clieck

fot ititeriial cotisistency.

Neverilicless, {here teinaifi sotiie dspects of the data where tlie
passibility of deliberate tnisteporlitiy of informatioti is expected. 1t
partictilat we expect (hat there inay be serious uiidetteportitig of incotiie
owitg to tintedlislic fedts that this data might be used by the Tax
Départtheiit.

Statistical Aalysis

The statistical techuiquies that are going to be iised dre:

1 Desctiplive statistic such as frequencies, meatis, standard deviation
ahd propottion of anhual household health expenditute.

2. Cortelation between independeit and dependent variables.

3. Differences belweei pioportions to test the null hypotheses.

4. Regiession analysis 1o control for the covariates.

Viriables @and Measiiretietits

t. Expeiiditures on the followihg health services:

1.1 Medicines:

Any kind of drug ot tedical preparatioit prescribed or not

presctibed by physician.

1.2 Hospital Expenses:

Expeitses for 4ty service comiected with hospital.

1.3 Physiciati Fees

Expetises fot atiy cotitact with 4 doctot of tiediciiie.
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1.4 Dental Fees
Expenses for any visit to a dentist, dental surgeon, or any

person for dental care.
1.5 Laboratory Test and X-ray Expenses.

1.6  Miscellancous and other éxpenses including:
- Expenses for eye glasses and contact lenses
- Expenses for midwives
- Fees for treatment abroad
- Purchases of wheel chairs, crutches, corrective shoes,

syringes, needles and other similar items,

2. Proportion of Health Expenditure out of all Overall Expenditures
Total Health Expenditure
= X 100%

Total Expenditure

3. Amount of J.D, Spent |
The total amount of Jordaniari Dinar spent on all health services, by
all members of househoid in 1992,(US $1.00 = J.D. 0.66 July 1992)

Independent Variables and their Operational Definition:
1.  Demographic Structure
1.1 Age of the head of household: This refers to the age of the lzead

of household at the time he/she teceived the questionnaire
without  including fractions of months. It includes the following
categories:

- 'less than 35 years

- 35 years-44 years
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- 45 years-54 years

- 55 yeats atid over

1.2 Nuilbet of Household Members (Household size)
Nuinbet of individials related by (blood, matriage, or adoption)
residing in the same sample housing. Unrelated individuals
residing in tlie same sample housing unit were treated as a
member in the household, it includes the following categories:-
- siiall household size (1 to 5 mebers)
- medium household size (6 to 10 members)

- large household size (imore thah 10 tmembers)
1.3 Nuinber of childreir below five years.
1.4 Nitinber of liousehold inembers 65 yeats and older.

1.5 Sex of the Wedd of hotiseliold.

Social Striicture

2.1 Edication of the head of liousetiold
It inchides tlie followitig categoties:
- Hliterate
- Redd and wrile, elementary
- Preparatory, secoitddry
- College, tihiveisity
2.2 Work sector of tlie head of hoitsehold
It was categotized inlo two:
[. Privale Sector
2. Public Sectot, which incliide the following:-
- Govetnment (central, local)

- Senti govettititental, dhd public authority.
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- Joint ventures (private aid public sector),
- Governtiteint commiodities and services.

- olher public sectors.

3. Enabling Factots:

3.1 Family

3.2

Aiitittal Tainily ificothe in J.D.
The income recorded was the total of all iticome received by ail
family metnbers diring 1992, inconte from all sources was

included, wages, salaties, rents from propeity and help fromi

telatives.

Quatlile categorization of iticome was done:
- less thaii 1725 1.D
- 1725 1.D - 2889 1.D
-28901.D-48391D
- 4840 1.0 - atid above

Cotriimitihity:

Household residency dccotditig to titbaii, tiral areas.

Utbari areds: hotiseholds located in places of 5000 inhabitatits of
triore.

Rutal areas: households located iti places of less than 5000
habitants.
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Chipter Tliree

Literatuire Review

The titajor part of this review will conceiittite on related work
coficetiiifig tiealth expetiditure in diffeterit couitities sifice similar studies
doti¢ in Jordan dre lirtited. Sariiawi and Jaghber (1990) iiiterpreted the
rElationship between lisaith expefiditite aiid otlet varisbles. On 4 sutvey
doile by ilie Departitient of Statistics iti Jordan fot the yedr 1986 the

following restilts were obtairied.

It tural ateas, the average atiiivial healt'h‘ expefidititre was 5.5 1.D per
capita, ie. 1.4% of totdl expeiiditiire, while it tirbati areds, it was 11.3 D,
i.e. 1.9% of total expenditiite [6]. It was dlso fourid that the average aniiital
liouseliold health expetiditure was inversely related to the inimbet of
hotiseliold tnenibets. The expenditure ot liealth vaties accorditig to
gecupatioii, those workitig i service sectors spent more oit healili setvices
thian those working in agricultute and ifidustry. i 4 hotisehold where tie
hotisehold head was of higher education, health expenditire was more than

those of lower edticatioti.[6]
Tlie above meittioited study diffets from this stitdy in that:-

.1t utilized data drawn by the Depariment of Statistics in Jordan

"Hotiseliold Expenditures and Income Survey" for the year 1986.

2.1t did hot include the ilidependent variables that were analyzed in this
study such as age, woik sector ofthe head of household, (income,

nimber of childfen less than five years, tiinber of household

members 65 years and ovet).
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3- It did not investigate the type of healtli setvices consuined, and the

ariount of thotiey speit ol diffetenit health categoties ih absolute 1.D.

4- It was just an interptetation and mainly depetided o descriptive
statistics, i.e. neither coitelatioti atialysis nor difference between

propottiotss, or regression dhalysis were dofie.

A tecent afialysis of healtli expetiditures iti New Zealand cariied ot
by Detliti ahd Richardsoti in 1993 coticetitrated oit the total expenditure ot
hiealth telaled to the hatiotial iiicomne. It also provided sotiie inforimatioit ot
whether health services ate equally distributed itrespective of ificoine. Dita

wa obtditied thitoughi a household suivey [5].

It was found that "Speriding on healih care is ttiequally distribitted
actbiss iicome groups, in particular, the highest incotne households spend six

litites ds mclt ori dental care as the lowest income household" [5:127}

The reasoti for this unequal disttibution lies in the fact that dental cate

expeiiditutes are financed ldrgely through out of pocket paymient [5]

"The relative equality of spendinig ot general practitioners probably
alsd reflects the greater imperative to seeking medical tather than dental cate

giveti that:

1. The consequence of postponiig or dvoidiig dental treatment carry
little tisk of fatality.

2. In contrast to the hatire of many medical problems, dental illiress

rately intitides normal tole obligation”. [5:126]
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The analysis of health expenditure in New Zealand differs fromt this
study in that it was interided to analyze the total health expenditure related to
the national income atid did not analyze the effect of oiher independent
vatiables ofi lealth expenditure stich as age, sex, educatioin, work sector of

the hedd of hotisehold, hotisehold size, incoime, tesidence etc...

It the Uriled States, Feldstein (1968) estiitiated the cotrelation
Between the depetideiit variables, whicli included (gtoss miedical care

ekpenditures, lospilal expenditures, dental expetiditutes, drtg experidittires,

aid pliysician fees), and the iiidepeiidetit variables which iticlisded (theati -

fatily incoine, dge of the liead of the lioiisetiold, fitities with fifeitibets less
than five yedts, aiid fiote than 65 vears, and ediicatiori of tlie head of
houtseliold) [7]. The followitig restilts wete obtaitied:

(1) Mean family incofite variable had positive cottelation iti alinost 4ll of

the depeitdent variables except with hospital expenditiires.

(2) The education vatiable had 4 positive effect except whier pliysicidn

visits was tlie depetideiit vatiable.

(3)  The deinographic vatiables (age of the liead of liousehold, fainilies
witli inieinbers less tliah five years, and thore thah 65 years) had no

effect iii all the dependent variables. [7]

Feldstein et al (1970) studied the effect of age of the head of hotise-
liold and sex of patient on the expenditure for health care. Results obtained
showed that age of the head of the household did not show 1o be statistically

sighificant, but it is the sex of the patient that is relevant.[7]
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In the U.S.A., Newman and Anderson (1972) showed that the use of
dental services was much higher for the upper income groups, and it was
suggested that dental care is viewed by society as much less necessary than

other services.[8]
~ The National Center for Health Services Research in the United
States reviewed the expenses for medicines prescribed in ambulatory care in

1982.[9] and the following results were obtained:

1.  Average annual expenses were highest for persons 635 years or over at

$93/person/year. The least was $20/person/year for those 18 years or

below.

2.  Females had higher mean annual expenses for prescribed medicine
($50)/year than males $41/year.

3. Those in families with low income and low educational levels had

mean annual prescribed medicine expenses above the population

ko

mean of ($46/person). They were $57 for those with incomes less

than $12,000, and $65 for those in families whose head had less than

9 years of education.

4.  Those not in the labor force had much higher annual prescribed
medicines ($71) than -others ($35 for the employed and $39 for the

unemployed).

This may indicate that those who were in the labor force were more
likely to be healthier and more likely to be insured than the unemployed or

those not participating in the labor force.
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The National Center for Health Services Research in the United
States reviewed personal health services expenditures in 1982 with different
population characteristics (age, sex, income, education)[10]. It showed that
the expense per person varied by most of these characteristics. The range
was widest among age groups, those aged less than ﬁ\-re years had out-of-
pocket expenses of $97 compared to $326 for those 65 years and older.
Females spent $230 on average compared to $175 for males. Lowest
income groups. spent on average $ 241/year while those in the higher family
income were just below $200. The average out of pocket expenses for the

total population was $205.

| The Center also reviewed the distribution’ of total out of pocket
“expenses among various types of health services for the entire population in
1982.[11] The results showed that the ambulatory physician care accounted
for almost one third of all personal health care expenditures for children
under five years, only one sixth of all expenses for persons above 55, and

one fourth for the least educated.

Expenses for dental services represented as mucli as one third of all
health care expenditurés for the 6 to 18 yearé age group. This type of
expense increased by income arid education. Households headed by females
tended to have lower levels of expenditures ($250) than families headed by
males ($325).[7]

The above mentioned studies which were carried out in the U.S.A.

differ from this study in that:-

1. As US.Aisconsideredtobea developed country and "the pattern of

health expenditure would appear to fit into a spectrum reflecting,
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economic, socio-political, philosophical, and socio-cultural attitudes

toward health" [12:39], the above studies cannot be applied to Jordan.

2. Intemational comparisons are difficult and need careful interpretatton,
because absolute comparison expressed in an international currency,
usually US dollars, in a fixed year can be radically affected by

exchange rate fluctuations and inflation rates.[13]

3. In addition, the relative pilrchasing power of a given expenditure for
health service inputs also varies beween countries, because a country
which spends more on health services is not necessarily providing
more or better inputs, as the extra expenditure may partly or wholly

be caused by higher prices.[13]

Concepts and Theoretical Orieﬁtatidn

For the appreciation of the nature of this study, and the questions it
sought to answer, it is essential to look at and understand a few concepts
related to the utilization of health services, needs and demand for health

service, and the special characteristics of health services.

ilization of Heal ervi

The utilization of health services is an interaction between conswners -

and providers, and it is influenced by sociocultural, organizational,

consumer-related, and provider related factors, as shown m figure [1].

Socig-cultural

Sociocultural factors affectinig -utilization of health services can be

divided into two categories:
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Sociocultural faclors'affecting utilization of health services can be

divided into {wo categories:

a. Socio-demographic factors include age, sex, race , marital status and

socio-economic status (education, occupation, income).

b.  Psychological factors: Researchers have long been aware that
persons perceive illness symptoms differently, and therefore persons
behave differently in seeking care according to their perceptions. In
addition’ to illness perception, attitudes or beliefs about medical care,

physicians and diseases influence utilization.[14]

Several sociological' studies have looked at the patterns of health
services utilization by different sub-groups of society. Zola (1966)
compared the presenting symptoms of Italian and Irish patients in the out-
patient clinics in Boston hospital. He reported very different scts of
complaints, (more eye, ear, nose, and throat, complaints from the Irish) and

more pain experienced by Italians. [14]

Center of Thesis Deposit
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Figure (1) Determinants of Health Services Utilization

sociocultural Faclors
- Sociodemographic
- Sociopsychological -

Organizational Factors

Consumer - Provider Interaction

b

Need
Percei vcd Evaluated
Consumer Provider

Factors Factors

%  Ulilization &
Fd

Source: G.E Alan Dever : Epidemiology in Health Services Manageinent,
Aspen Publication, Rockville Maryland, 1984 pp(212)
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Organizational Factfors

This involves the availability of resources, geographic and social

accessibility, characteristic of the structure, and process of delivery of care.

1.

Availabihty of Resources: refers to the volume, and type of existing

resources compared to that required to meet population needs.

Geographical Accessibility: is the relationship between the Jocation of

supply and location of clients (off need)[14]

Social Accessability: refers to the other non-spatial and non-temporal
characteristics of resources that may facilitate or obstruct use of
services. Social accessibility may be divided into two dimensions:
acceptability and affordability. The former refers to psychological,
social, and cultural factors, while the latter refers to €CoNomic

factors | 14]

b

Characteristic of Care Structure and Process: the way services are

delivered may have an impact on utilization. The mode of remuneration
of physicians, (fee for service, or others) bring about different patterns

of utilization.[14]

Consumer Related Factors

Many characteristics and attributes of consumers [clicnts or patients]

are related to utilization. The illness level 6r need for health care is one.

Others include mobility status, chronic activity limitation status and

disability days, financial ability, and insurance coverage.

All Rights Reserved - Library of University of Jordan - Center of -Thesis Déposit



24

Provider Related Factors: |

These factors can be divided into two groups:
a. economic characteristic

b. provider characteristic.

Economic Characteristic:

The traditional interaction between supply and demand does not hold
true in the medical market. On the contrary, the alternative "demand-
shift" or inducement hypotheses states that medical practitioners have

the ability to generate demand for their services because supply creates
demand.[14]

One of the first studies to suggest such an hypotheses was carried out
in (1972) by Fuchs and Kramer. This study reported that supply
factors, technology, and number of physicians appear to have decisive
importance in utilization of, and expenditures for doctors services. It
states that medical praciitioners have the ability to generate demand for

their services, while consumers are not really aware of their health

service needs, and are are not able to evaluate which provider may .

offer better care., Furthermore, consumers are unable to make rational

decisions to utilize services.[14]

ider Characteristi
Physicians behavior in generating utilization of services has been
related to their degree of specialization, their medical school, their
hospital of resideﬁcy, and finally to other factors such as auxiliary

health personnel, equipment and technology, and innovation .[14]
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Special Characteristics of Health Services
There are special characteristics of health services that affect health

services utilization. These are;

a. The Role of Physician: A special characteristic of health services
involves the role of the phystcian who operates on both sides, (supplier
and demander). It is the physician who provides the consumer directly
with services, and determines the service needed from other suppliers -
hospitals, suppliers of drugs and medicines, number of days spent at

hospital, etc. [15]

b. Consumer Ignorance; Consumers are less informed about medical
services than about anything else they buy.. They can shop around and
compare goods and services they wish to buy but thére is no objective
information available concerning the quality of health services. Also the
prices; quantities, and qualities of medical services are undisclosed to

most consumers.[15]

c¢. Unpredictability of Illness: Individuals and families, through careful
budgeting, may plan what goods and services they will buy, and how
much they will save. Some medical and health services can be planned
for in this way, and others cannot. A family may plan to fulfill
predictable medical and  health needs such as physical examination or
iinmunization slléls, but .it is difficult to plan for illnesses or
accidents.[15]

d. A "Right" to Good Health. Most people regard good health as a
"right". They believe that a sick p'erson should have access to medical

services regardless of income. The basic idea that health services are
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essential needs and people have a right to receive them, is in direct
conflict with the idea that prices should be the sole determinant of the

distribution of health care services.[15]

Spill—ovef Benefits: Benefits that flow to the specific users of goods
and services are called direct benefits. As people use the goods and
services there may be indirect or social spill-over benefits to other
individuals. The best illustration of social spill-over benefits in health
services involves communicable diseases, the use of medical services
to recover from a disease that is contagious directly benefits the user
of the service and indirectly benefits others.[3] However, benefits from
many medical services flow only to the individual users of these
services, for example a heart or kidnéy transplant benefits primanly the

individual receiving the transplant.[3]

Nature of Demand: The most.obvious distinguishing characteristic of
an individual's demand for medical services is that it is not steady in
origin, but irregular and unpredictable. Medical services, apart from
preventive, afford satisfaction only in the event of illness. In addition,
the demand for medical services is associated with considerable
probability, there is some risk of death, and a more considerable risk of

impairment of full functioning.[15]

'fraditionally, demand studies have grouped factors affecting demmand

into; taste; price; income

Taste: The primary determinants of an individual's demand for lealth
care is the status of his health. For example, an individual's myopia

(short-sightedness) may generate a demand for eye glasses, other
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determinants of an individual fastes may include his education, as it
makes consumers more ‘aware of the utility and limitations of health
care, also family size, marital status, aﬁd the tastes of others such as his
doctor or hospital administrator may affect his demand for health.[16]
Also health services include components which may have many
substitutes, for example inpatient hospital care includes hotel type and
other general nursing services that can be ﬁrovided through suitable
care at home. This point was supported by a study cited by Fuchs
(1972) showing that tlfose living alone tend to stay hospitalized longer

than those living with relatives.[16]

Price: The study of price elasticity of demand for health care has two

components:

a. nominal price charged which is measured by the amount of out-of-

pocket expenses; and

b. the value of the consumer's time; if a person is self employed, the
cost of his time while hospitalized or seeking care may be a more
important factor in deciding'how long to stay in the hospital than is

the total hospital charge paid mostly by third party.[10]

Income: Studies of income elasticities of demand face more problems
than do those of price elasticity of demand, and a serious source of
bias exists owing to the correlation between ones income and cost of
ones time, ie. high income reflects a higher cost of time of
hospitalization because of a higher foregone income during -

hospitalization.[16]
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Consumer Demand for Ilealth Services

Consumer demand (or health services can be classiflied by order of

urgency and hence the priorily in which medical care has been sought.

. Demand arising [rom any serious emergency situalion where dealh is

(he alternative.

2. Demand flor treatiment of not so serious conditions, such as acute illness
where life is not thrcatened or a chronic illiness where management of

the problem is needed.

3. Demand for scrvices for early delection ol developing medical

problems.|7]

Using a chatl whose verlical axis income [y} and whose horizontal

axis measures (he quantity of (hese services demanded (Q):

I The demand curve for life sustaining healih services as a function of

mcome.

Fipure (1) Congthner Demand for Life-Sustaining Ileatth Services s a Function of Income.

1)

[ aw

+

Source: Lewis E, Weeks, Berman: Economics fn Mealth Care, Aspen Systems Corporation,
Gevmantown Maryland, 1977,

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



29

The demand curve DD reflects relétive]y slight effect of income on the
demand for services to treat emergency/services iliness as shown in Figure
[1], i.e. Level of income may not play a major role in the quantity of such
services demanded, except in the sense that the higher ones income the
greater maybe ones access to the institution and personnel producing such
services, so such demand is not usually a direct function of individual

income.[7]

[i. Income and Demand for Curative Services

The demand for curative services to treat problems that are not life

threatening. A set of relationships based on two points can be seen:

1. The superior nature of medical services vis-a-vis most other goods and

services.

2. The fact that with higher incomes, the marginal utility of other goods or
services which might have been very high when incomes were low,
now diminishes rapidly and medical services yield higher u.tilily, also

| the linkage between education and income level to be very strong,
Hence other factors explaming the increased demand for services to
alleviate these acute but not death inducing illness may be related to a
different set of values or to the possession of more information which

leads to greater rationality in the allocation of one's income.[7]

Consumer demand for “health services to alleviate minor health

problems as a function of income is well illustrated in Figure (11):
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Figure (I1) : Constmer Demand far Iealih Services to Allevinle Minor
Problems ns a Function of lncome
Mrh ‘

Lyu 3]

Source: Lewis F, Weelts, Berman: Economics in Ilcalth Care, Aspen Systems Corporation,

Germantown Maryland, 1977,

1. Income and Demand_ for Preventive Services

The total quantity ol such services demanded (o be low al all income
levels (The curve is close to the vertical axis) as shown in Iigure (1.

Flgusre (111):  Consvmer Demaml for Peventive Tlealth Services as n Funclion of Income

Nigh

lLaw q -

Snurce: Lewis E, Weehs, Berman: Econgmies in Health Care, Aspen Systems Corporation,
Germantowa, Marylamnd, 1977, '

The reason is found in the very uncertain knowledge that the consumer
possesses about the value of such services from a medical viewpoint and
accordingly their dollar value, for example, spending $100 on a series of
fests that are interpreted by the physician as indicating that the patient is in
good health may merely confirm what (he person already believed 1o be true.

For those on ligher incomes, $100 may seem to be a small price to pay for

such assurance.[7)
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Liffect _of Price on lhc_l)_cz_ AN

[ or ealth Service:

1
I. Price and Demand for Life Suslaining Services,
Figure [1V] shows that the quantily demanded is relatively inscnsitive
to the price of the service, the reason is thal these services are generally not

consumed under what might be called "pleasant ciccumstances” | 7]

Figure ( IV ): Cousumer Dewand for Life-Sustaintug Health Scevlces as o Function of Price

Nigh
14

|

"

S S

P o T —

Smeree: Lewis F, Weeks, Berman: Egonomics in Health Care, Aspen qnlrnn Corporation,
Germantown Maryland, 1977,

It Price.and Demand lor Other Curalive Services
‘the lowering of price results in a substantial increase in demand as

shown in Figure [V]. Several explanations for this can be offered.

Fipure (V }:Concumer Pemand for Health Services to Allviale
Minor Health Problems ns 0 Fanction of Price

Migh

Loy o

Source: Imu is F, Wecelis, Berman: Economics in Health C:Ill:. Aspen Systems Corporation,
Germandown, Maryland, 1977,

2. A lower price makes a given service more aflractive vis-a-vis other

allernative  purchases such as home remedies, non-professional advice,

efc,
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b. Insurance may lower the price of a given service literally to zero which

removes any economic barrier,
¢.  Lowering the price makes the service available (o a broader market.[7]

I11. Price and Demand for Preventive Services

Figure (V1): Consumer Demand for Preventive Iealth Services as a Functlon of Price

iflgh

“xh-

1rrwr n

Source: Lewis E, Weeks, lerman: Economics in Health Care, Aspen Sysiems Corporation,
Germantown, Maryland, 1977,

As shown in Figure [VI], the segment of demand DD curve indicates
that few consumers buy these services at high prices, and only a somewhat
farger number buy these services. To shift the demand for these services
cven further to the right to increase lotal consumption as represented by the
DD segment of the demand curve would require a substantial educational
cffort and improvements in tcchniques of practice to reduce the uncertainty

attached 1o the value of such services.[7]

International Health Expenditure
To compare health expenditure intcrnationally one has to consider

both public and private expenditures, also national health expenditures

related to GDP,
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Table "(3.1) classiflies health expenditures in 1990 for countries

according to demographic region and economy.

World spending on health totaled around $1,702,455 million or 8% of
global income, Sub-Saharan Africa $12,080 million or 4.5% of global
income, Middle East region $38,961 million or '4.1% of GDP, formerly
Socialist Economies (FSE) and Established Market Economies (EME)
$1,532,340 miilion or 8.7% of Global income.[3]

The total annual health spending ranged from less than $10 per capita
in several Africa and Asian countries, Somalia $8 per capita, 1.5% of GDP,
Sudan $12 per capita, 3.3% of GDP, to more than $2,700 in USA, 12.7% of
GDP.[3}

There was considerable variation within regions. In the Middle East
region, Egypt spends $18 per capita , 2.6% of GDP, Saudi Arabia $322 per
capita, 4.8% of GDP, and Jordan $48 per capita, 3.8% of GDP.[3]

Hence the share of GDP devoted to health tends to rise with income.
Rich countries differ from poor ones even more in health expenditure than in

income.[3]
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Table (3.1) Health Expenditure for Different Countries

Tolal Health Expendilures
[Official Exchanga Rate U.S doltars]

Heallh Expenditures as a Peicenlage ol GDP

. Demographlc and £ Millions: “"Per Caplta'ﬁ* .. Totdl & - |Public Seclor Private Sector
;-.-wnﬁEconomy 1990 . : : “1990 . 1990 . 1990 . .
- 5ub-Sahran Africa; 12,080 45 25 2.0
300 12 33 05 28
Somalla 60 8 15 09 0.6
- Indla 17,740 21 6.0 13 47
China. T r T e 12,069 1 35 X 14
Other nsm and IsIands 41,752 61 45 18 27
. Latin Arnerica ' 46,660 105 4.0 2.4 1.6
- Mlddle Easl 38,961 77 . 4.1 2.4 1.7
Egypl . 921 18 26 0 16
, i
Jordan 149 48 38 18 20
Syria - 283 23 21 04 16
SaudiArabia . .1y | 4764 33 28 X 17
T O 2301 494 a2 21 X
- Formerly Socia![s! 49,143 142 s 25 1.0
Ecnomles’.. . .
of Europe [FSE]
TEstablished mar'uet 1,483,196 - 1.860 9.2 56 35
Economies [EME] ..
France g {:*'_:\ : 105,467 1,869 89 66 23
T R v
USA- . - . 690,667 2,763 12.7 56 i0
Japan 189,930 1,538 6.5 48 16
Switzerland 16,916 2,520 75 5.1 2.4
-FSE and EME 1,532,340 1,340 8,_7 5.4 34
- Demographlcally -. 170115 4 47 23 25
developing group. . - .
WOI’Id L 1,702,455 n 8.0 49 3.2

Source: World Bank, World Dcvelnpmcnt Report 1993 Investing in Health, Oxford University,

1993, PP(210,211).
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The sheer size of the expenditures on health shown in Table [3.2),
makes it crilical to understand the impact of government policies on people's
health. But govemnments profoundly influence health in less direct ways,
through their policies toward education, water supply, sanitation and other
important sectors for health, as well as through regulation of health system,

health providers and insurers.{3]

Governments further affect health by their impact on household
income and educational levelé, by financing, public health services and by

providing care directly. {3]

Tabte (3.2): Global Health Expenditure, 1990

Total Health  Health | Percentage Per Capita
Percenlaga Expendilure  Expendiiure of GOP Heatih
of World [billions of @8 Percamage Spent on Expenditure

Damographle Region Population dollais] of World Total Heallh [dolars]
Eslablished markst economics 15 1,482 87 9.2 1,860
Formerly soclatisi economlas ? 49 3 3.6 142
of Europe
Lelin America 8 47 3 4.0 105
Middle East 10 39 . 2z 4.1 77
Otihar Asla and izlands 13 42 2 45 61
India 18 18 1 6.0 21
China 22 13 1 3.5 11
Sub-Ssharan Africa 10 12 1 4.5 24
Demographically develaping

couniries i I 170 10 4.7 41
Wostd 100 1,702 100 8.0 329

Source: World Banl, World Development Report 1993 Investing in Health, Oxford 1Tniversity, 1993 PP(52)

There are huge differences in health status among populations. For
example, life expectancy ranges from forty years or less in some countries of
sub-Saharau Africa to seventy five or more in the established market

economies. [3]

In sub-Saharan Africa half of all_deatlis occur under age five, in the

established market economies half occur after age seventy four. Child
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mortality rates exceed 200 per 1000 in several African countries, but are

below 20 in the richest countries.[3]

These factors help to explain the huge differences. The first is human
behavior, both health and the capacity to improve health are related to
income and education, and the changes in behavior that wealth and
education bring. The Second factor is the amount and effectiveness of
expenditure in the health system. The third factor is the range of diseases

present, this is determined largely by environmental and economic factors.

Effective health policy takes account of different disease prevalences

but is not simply determined by them.[3]

Differences in health. spending are an obvious starting point in the

search for an explanation of differences in health.

Many countries spend too much on sophisticated hospital services of
low cost effectiveness, and too little on essential public health and clinical
services. The share of public expenditures for health absorbed by tertiary
and secondary care hospitals for exafnple is as high as 70 to 75 percent in

Jordan and Venezuela {3}

Tertiary care hospitals alone may consume 30 to 50 percent of the
health budget. In Brazil 64 percent of public health spending in 1965 was for
preventive and public health activities, but by the mid-1980s the share had
dropped to 15 percent and hospitals absorbed fully 70 percent of
expenditure.[3]
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The resulting weakness of primary care network leads patients to seek
care in hospitals; up to 80 % of cases crowding hospital emergency rooms

could be treated as effectively but more cheaply at the primary level.[3]

Spending on health services is becoming a subject of major concern
for all govemnments, because the bulk of money in health care goes to a
small proportion of the population, i.e. for those who are seriously ill.[7]
For example in the United States 30 percent of health expenditure is spent

on people in their last 60 days of life.[17]

A study done in the U.S.A.tracing trends in health spending from
1928 to 1980, Table (3.3), shows that health expenditures are concentrated
among the top 1 percent of those spending money for health care. [17]. In a
study update, Merck and Monfiet found that trend toward concentration has
increased. In 1987 the top 1 percent of spenders accounted for 30 percent of
health spending, and nearly half of the top spenders in 19;37 were
elderly.[17] In contrast the bottom half of the population, in terms of

spending, accounted for only 3 percent of total spending.[17]

Table (3.3) Distribution of Health Expenditures for the U.S, Population, by Magnitude of
Expenditures, Sclected Years, 1928 - 1987

Percent of U.S. Population

Ranked by Expenditure 1928 1963 1970 1977 1980 | 1987
Top 1 percent - 17% 26% 27% 29% | 30%
Top 2 percent - - 35 38 39 41
Top 5 percent 52% 43 50 55 55 58
Top 10 percent - 59 66 70 70 72
Top 30 percent 93 - 88 90 90 a1
Top 50 percent - 93 96 97 96 97
Bottom 50 percent - 5 4 3 4 3
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It was found that even in the richest countries, not all health needs of
the population can be met due to increased expectation by the population,
and the rapid progress in health care technology. This was accompanied by a
significant increase in health sector spending and it is more evident in

countries with limited resources.[12]

Patterns of héalth expenditure in developing countries mainly depend
on governments which accept major responsibility for the health of their
citizens, and health care is accepted as a basic human right. At the same
time, they share the cost of health care with national, local, and foreign

agencies.[12]

Figure (2) shows the national health expenditures in U.S.A in selected
years from 1965, (tlus was the year that Congress passed laws establishing
the Medicare and Medicaid Programs) to th;a year 2000. Data shown for the
years 1990, 1995, and 2000 are projected data. This projected data indicates
that national health expenditures will top the $1 trillion mark in the late

1990s, reaching $1.5 trillion in the year 2000.[15]
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Figure (2): National Health Expenditure in Selected Years 1965 to 2000
[Projected 1990, 1995, and 2000)
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Source:  Sharp, Register, Lefiwich: Economics of Social Issues, Ninth Edition, IRWIN, Boston,
1990, PP 2346,

Expenditures on health have grown faster over many decades than the
Gross National Product (GNP), and are projected to continue to outpace the
growth in the overall economy, as shown in Figure (3). Between 1965 and
1990 national health expenditures, as a percent of the GNP, increased from
5.9 percent to 12 percenf. It is projected that these expenditures will
represent 15 percent of the total value of final goods and services produced

in this country in the year 2000.[15]
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Figure (3): National Health Expenditure as a Percentage of the GNP in Selected
Years, "1965-2000 (Projected in 1990, 1995 and 2000) in U.S.A,

Percent

3
+] } } + I } I {
1965 1970 1875 1980 1985 1990 1985 2000

Source: Sharp, Register, Leftwich: Econgmics of Secial Issues, Ninth Edition, IRWIN,
Boston, 1990, p.p 237,

The three main components of the increase in health care expenditure

are prices, population, and changes in use and/or services.[14]

It has been calculated that for the period 1965-1980 price increases
accounted for 58 percent of the growth in health care expenditure,
population growth 9 percent and increased health care consumption, 33

percent, [14]

This phenomenon of rising health expenditures has been occurring in
virtually all of the Western World and in developing countries, where it is

less evaluated.[14]

An important factor in explaining the rapid growth in health care costs

in United States is that physicians and hospitals are paid predominantly on a

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



4]

fee-for-service basis. Countries experiencing moderate spending growth
[Canada and Japan] also use fee-for-service for outpatient physician service,
but have devised other ways of controlling expenditures: a unifonn fee
structure and aggressive peer review of doctors spending patterns i." Japan,

and fixed overall budgets for hos;ﬁitals in Canada.[3] Countries with Jow

levels of spending (United Kingdom) or low recent growth of costs

(Denmark, Germany, and Sweden) set overall limits on payments to both
doctors and hospitals.[3] The method of limiting payments to doctors varies
widely, Capitation (per pafient under ‘continuous care) in Britain, fee for
service in Germany, and salaries in Sweden. In Germany as a means of
controlling expenditure, fees for ﬁrdviders are reduced if the volume of

services exceeds the anticipated level.[3]

Health Services in Jordan

There are many sectors in Jordan that provide health service to

population and the level of services differ from one sector to another.
Sectors that provide health services can be classified as:

1. Public Sector which includes:
a. Ministry of Health
Provides all types of services, prevention, primary,

secondary tertiary, and long term services.

b. Royal Medical Services
Provides some preventive services but emphasizes mainly

on primary, secondary, tertiary, and long term services.
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¢. Jordan University Hospital
An educational hospital providing services from primary

up to long term services.

d. Social Security Corporation (SSC)
The SSC finances retirement pensions and medical
expenses' created by work injuries and is considering

increasing its range of health coverage.

2. International Sector

United Nations for Relief and Works Agency (UNRWA) -

provides services for Palestinian refugees in Jordan, and
emphasizes mainly on prevention and primary health services.
4
3. Private Sector - o
Partially provides preventioif services but mainly emphasizes
on primary, secondary, and highly spectalized and sophisticated

SCIvices.

Figurc [4] clearly illustrates all the above mentioned sectors and the

type of services provided.[6]
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Figure [4] : The level of Health Service Provided by Different Health Sectors in Jordan

Long term —
services

Terliary care—]

Secondary care—

Primary care—]|

Preventive care—

Ministry Royal Jordan UNRWA Social Privaic
of Health Medical University Security Sector
Service Hospital Corporation

Source: Samawei, Jaghbeer, "Health Status in Jordan”, Higher Council for Science and
Technology, Amman, 19%0,[P.P 102]

Overview of The Health System and Healtll_E_xpenditlure in Jordan
During the ﬁast 25 years, health indicators in Jordan have improved

significantly: life expectancy at birth increased from 49 years in 1965 to 66

years in 1991, and infant mortality fell from 114 to 37 per 1,000 live births

during the same period, and maternal mortality was 40 per 100,000 births

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



44

which is considered to be low for a country with a high total fertility
rate.[18]

In 1991, the share of health expenditures in GDP was about 9 percent.
The private sector provides a lngh and rising share of health care (40% of
initial patient contact in primary health care, and over 50% of specialized

ambulatory care).[18]

As shown in Table (3.4) more than half the doctors (general and
specialists) are in the private sector. The public sector has more hospital

beds, while most pharmacists and dentists are private.[18]

" Table 3.4: Number of Health Specialists Hospitals and Beds in both the
Public and Private Scctors (1991)

1636 | 2629

1254 876
335 1142

220 2000

462 163

1884 542

3859 324

tz : 28 28
No‘ofbeds_ 1 4282 1596

Note: Doctors in the Private Sector include unemployed or returnees. The public sector includes
Ministry of Health, Royal Medical Services and Jordan University Hospital.

Source:- The World Bank, Health Management Projeet, Hashemite Kingdom of Jordan
Unpublished Repart, 1993,

The Ministry of Health operates an extensive primary health care
network with about one health center per 6000 people, and an average 30
minute travel time to the nearesi clinic. This is high density by international
standards.[18]
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As shown in Table (3.5 ) the distribution of Ministry of Health beds
and doctors is uneven across Governorates. The number of health specialists
per 10,000 people varies from 5 in Amman to 27 in Karak, while the number
of hospital beds per 10,000 people varies from 3.8 in Ammanto 7.5 in
Balqga.[18] '

Table 3.5; Ministry of Health Beds and Speciatists in 1991

Tl el T e e
(5) (1.2) .
(6) (1) (15) (4)
(17) (2.3) (1.1) (8)
@) (1.1) (06) (6)
(23) (3.3) {1.5) (5)
(27) (3.3) (0.3) (6)
(23) (2.7) (1.6) (@)
(14) (17) (0.6) (6)

Notes:« Health specialists include general practitioners, specialists, dentists, nurses, health
assistants, pharmacists, nuritionists, etc.

Source:- The World Bank, Health Management Projcct, Hashemite Kingdom of Jordan
Unpublished Repord, 1993,
This can partly be explained by the concentration of the private sector
in Amman, Zarka, and Irbid which have the lowest per capita supply of

public health care.

The private and public sectors are geographically complementary. The
private sector is stronger in major cities, while the public sector serves more

rural areas.[18]
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Health Care Financing:

Although most costs are financed by government spending, and
patients' fees, there are four systems of soéial protection involving health
insurance. They differ widely and cover populations of unequal size or

incomes.

The Social Security Corporation (SSC) is financed by taxes on private
formal sector employment. Contributions are made both by enterprises (10%

of pay) and by employers (5% of pay).

Large private companies also provide supplementary health

insurance.[18§]

There is no public health insurance as such, but the term is used by
the Ministry of Health, and Defense to describe funds for civil servants and

military personnel and their dependents.{18]

The military provides free health caré in Royal Medical Services
(RMS) facilities in return for a premium paid by all military personnel,
amounting to 1.1% of the basic salary with a ceiling contribution of 1.5 J.D
per month. These payments provide about 14% of the budget (about 3
million J.D. per year). This provides free access to RMS and use of Primary
Health Care (PHC) at heavily 31lﬁsidized fees.[18]

Civilian insurance covers eligible civil servants, and provides free
treatment in MOH hospitals, and lower fees in PHC. Premiums are 2% of
the basic salary with a ceiling of 8 J.D. per month. Premium total is about 5
million J.D yearly.[18]
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Houscholds identified as poor by the Ministry of Social Development,
those who hold an indigent card, disabled patients, and blood donors (with

an appropriate card) receive the same benefits as civil servants.
All other households have access to the primary health care centers
and are charged subsidized fees, which are higher than those of the military

or civil servants.

Government Health Spending

Health care in Jordan 1s among the bést in the Middle East but has
been achieved with a costly health system. Public and private spending on
health care increased from 6% of GDP in 1979 to about 9% in 1991, with
public expenditures rising from 3.1% of GDP in 1979 to 3.7% of GDP in
1991.[18] '

Trends. Between 1985 and 1990, the share of government spending on

health rose from 3.8% to above 5%. This is higher than most countries of the

region with the exception of Tunisia and Iran (Table 3.6 )

Table 3.6 Government Expenditures on Health {% of Total Expenditures)

87+ 11988 1989 | 1990 .

24 2.8 --=
7.1 8.3 7.6
4.1 5.8 5.0
1.3 1.3 1.9

3.6 3.9 3.7

6.3 . 6.1 6.1

Source:- The World Bank, Health Management Projcct, Hashemite ](mgdom of Jordan
Unprublished Document, 1993, '
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Table ( 3.7 ) shows MOH expenditures in 1992, An increasing share
was allocated to hospitals, which now consume more than 50% of current
expenditures and 80% of capital expenditures. This has shifted resources
from primary health care centers which account for 34% of current

expenditures and 19% of capital expenditures.[18]

Table 3.7: Ministry of Health Budget, 1992, (Thousarids of JD)

Mol ] N d| G C bt e,

‘Sala 1,904 15,607 | 14,950 [ 32,461
- | 838 602 830 | 2,270
Utilit 829 1,770 115,375 | 17,974
3,571 17,979 130,896 | 52,446
Ca Ui 80 3,495 [14,536  |18,111
Total expénditureés” [ 3,651 21,474 45,432 | 70,577

Source:- The World Bank, Health Management Project, Hashemite Kingdom of Jordan
Unpublished Report 1993, ‘

Costs: The cost per day of hospitalization is higher in MOH facilities than
in the private sector, suggesting that the government could save money by
purchasing, instead of producing directly, health services.[18] MOH primary
care per patient costs are high. The crude average cost per PHC contact is 3
JD, and this figure is higher than the fees (1.0-2.0 J.D) foravisittoa

private general practitioner where medical incomes are higher.[18]

Revenue:  Cost recovery is weak. It consists of insurance premiums from
public employees (4.1 Imi]lic'm JD in 1991), and fees (5.5 million J.D in
1991). About 80% of the estimated 70 million J.D public costs in 1991 came
directly from the budget. Cost recovery totaled 3.9 million J.DD in hospitals
and 1.6 million J.D in primary care for that year.[18]
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Charges_and Collection: The charges and collection rates are low in MOH
facilities. PHC collect on average about 50-80 J.D per day. Hospital fees

have not been raised for years. The fee structure is rudimentary: surgical
procedures have three prices for minor, medium, and major surgery, and

many procedure are priced below cost. -

Patients without public insurance pay fees, but charges are nominal: a
delivery costs 12 J.D in MOH hospitél against aboutl 75 J.D in a private
facility. A visit to a specialized doctor (if not free) costs 1.5 J.D in a MOH
out-patient unit, compared to 6 J.D in the Jordan University Hospital (JUH).
Fee arrangciments are not always clear, for instance the relationship between
the civilian health insurance and JUH is based on a contract rather than on a

fee-for-service basis.[18]

Access: The present user fees create several classes leading to inefficiency
and inequily. Multiple coverage is common, and many patients are eutitled
to be treated at MOH, JUH, and/or RMS hospitals. On the other hand many
have no coverage and have to pay the full price of health services while
living close to the poverty line. Some low-wage government employees are

not classified as civil servants and are not eligible for preferential fees.

There are two biases in the provision of public heal(h care: The first
relates to (he uneven use of hospital services compared to PHC, out-patient
departments are overcrowded with self-referred clients, leading to a high

out-patient visit ratio of 300 per 1000 population per ycar.[18]

Patients' preferences for hospitals over PHCs reflect a widely held
belief that hospitals are better than primary care facilities and a concem

about the quality of PHC staff. This is reflecicd in continuing patient
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Patients’ preferences for hospitals over PHCs reflect a widely held
belief that hospitals are better than primary care facilities and a concern
about the quality of PHC staff. This is reflected in continuing patient
preference for hospital based primary care even allowing for the traveling to,
and waiting at, heavily 'ovefcrowded out-patiellf departments. At the same
time many PHC centers are underutilized, about 60% of PHC doctors see

fewer than 15 patients a day.

The Second bias is the fee structure which encourages military
personnel and dependents to use the system. Table (3.8) shows the
distribution of patients in PHCs by insurance scheme. Military personnel and
dependents account for about half of the visits, though they are only about
30 percent of the population. Insured civil servants (6 percent) and their

dependents (19 percentaccount for a fourth of visits.

The poor (with a health card) account for 2.7 percent of visits. Finally,
25 percent of visits are made by paying patients. These are probably from

the less prosperous non-insured.[18]

Table 3.8 Source of Payment for Primary Care, 1991,

" Percent
2 620 038 47
336,437 6
1,067,539 19
1,405,872 . 25
149,428 3

Source:- The World Bank, 1lealth Management Project, Hashemite Kingdom of Jordan
Unpublished Report, 1993,

Expenditures on health care can be studied from two points of view,

consumer and provider.
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Royal Military Services
Jordan University Hospital
UNRWA

Private Sector

Others (voluntary, charity, etc.....)

By finding the health budgets of all these sectors, we can determine the

total expenditure on health care, and get the expenditure/capita.

Such a macro level formulation is usefu! to determine

expenditure/capita, while much of the expenditure is not directly rclated
to health services and health care, but goes to planning administration,
environmental health services, training etc...... i.e.l not immediately
providing health services. Also there is no guarantee that all that is
spent on health services, such as drugs, would reaqh the consumer as
some of it is expected to be discarded. Furthermore what is on the
books as samples are being sold in the market. Hence such expenditure
would take an average cstilﬁate that cannot be correllated with

household or individual characteristics.

2. On the other. hand analysis of health expenditure depending on
household surveys as source of information would allow more accurate
correlation between household health expenditure versus other
variables (family paitem, socio-economic status, geographic location,

and insurance coverage).

Methods of Paying Health Providers:

1. Self-pay or out-of-pocket expenditure ‘means that the consumer pays

for services rather than an insurance or third party payer.
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Cost-based reimbursement
A cost-based system reimburses the prowvider for the cost of services
rendercd such as a day of patient stay, diagnostic tests performed or a

special service.

Fixed payment
a. Prospective revenue.
It is called prospective because a fixed amount of revenue

determined by certain criteria is reccived by providers.

b. Prospective diagnosis-related groups.
A prospective [fixed predetermined] amount based on patient

diagnosis.

Charges .
This form of provider payment is charges, or percentage of

charges.[19]
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Data Analysis

Study Popuiation Characteristics:

This study builds on a national survey that was designed to collect

53

data from 8000 housgho]ds. The respondent households were 7618

distributed in all Governorates (95.2% response rate). The sample size in

each governerate was proportionate to population distribution from different

regions of the country. Table (4.1) shows the sample size in Amman as

(3092), representing 40 percent of the study population, the Governorates of

Irbid and Zarka made 25 percent and 17 percent of the study population,

respectively. The Governorates of Balka, Mafraq, Karak, Ma'an, and

Tafeeleh, which are less populated, made about 18 percent of the total study

population. This sample matched with the actual population distribution, as

estimated by Department of Statistics for the yeér 1992.

The Study Population Distribution_as

Tahle (4.1}
mpared

Estimated Population by Governerates of

Jordan (Jordan Houschold Expenditure and Income Survey 1992) JHEIS
e ST L Percent Estimated Percentage
Sample -| Distribution of | Population | Distribution of
Size - the Study for the Jordan
o i Households by | Year 1992 | Population by
norates | . ... | Governorates
| tieez
ORI e % B
mim 1625000 40.5
979000 24.4
622000 16.5
......... 245000 6.1
160000 4.0
169000 4.2
148000 3.7
2¢le 64000 1.6
Jordan: 4012000 100.0
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1. Age of the Head of Household

Age of the head of households was divided into four groups, less than
35 years, 35-44 years, 45-54 years, 55 and over. The frequency and
percentages of each categdry are presented in Table (4.2).

Table (4.2)

Percent Distribution of the Age of the Heads of Households by Governorates of Jordan,
(JHEIS 1992)

uehcy | “Percent -

2056 27.0

j6an 1801 23.6
Sayears i 1715 22,5
Sger 2046 26.9
7618 100

2. Number of Household Members

The number of household members was grouped into (hree categories:

small size (1 to 5 members), medium size (6-10 members), large size (more

than 10 members).

The hiéhest proportion of household size of the study population was

medium (47.8%), the lowest proportion was the large household (14.1%).

As shown in Table (4.3), the highest proportion of small household
size was in Amman, Ma'an, and Tafeeleh which was around (42.2%), the

lowest proportion was in Mafraq (25.6%).

The highest proportion of medium household size was in Zarka

(52.6%), and the lowest proportion was in Tafeeleh (42.3%).
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The highest proportion of large household size was in Mafraq

(25.3%), and the lowest proportlon was in Ma'an (9.0%).

Table (4 3
Percent Distribution of Number of Household Members by Governorates,
(JHEIS 1992)

: . Medlum H \ -

i

;’_: Members)

11.3

16.7

14.1

17.9

25.3

15.7

9.0

15.4

14.1

3. Household Age Composition;

Structure of the household with regard to age was constdered relevant

to utilization of health services, hence two age groups were considered,
those below five years, and those above 65 years as these groups are

considered to be major users of health services.

As shown in Table [4.4]; 59% of the households i Jordan have
children less than five years, with the highest proportion (72%) in Mafraq

and the lowest was in Amman (56%).

While 16% of the households have members older than 65 years, the
highest proportion was 20% in Balka and Mafraq, and the lowest proportion

in Amman and Zarka 14% and 13%, respectively.
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56

Percent Distribetion of Houschold Members with Children Less than Five Years and Adults 65

Years and Older_by Governorates (JHEIS 1992)

% HoUsehslds | % Households with
th-Children | Members 65 years
elow.§.years . Or over

56 14

58 18

61 13

59 20

72 20

59 18

67 18

61 15

59 16

Table (4.5) shows the percentage distribution of households with or

without children below five years, and with or without members 65 years

and over in Jordan. The percentage of households that do not have members

65 years and over was 84.4%. The percentage of population that do not have

children less than five years was 41.9%.

Tahle (4.5)

Percent Distribution of Household With or Without Children Below Five Years and With or

Without Members 65 Years and Over in Jordan, (JHEIS 1992)

Wore than 65 years oo b +{7} Sub total
2.8 41.9
0.4 42 1
0.3 15.4
0.1 1.0
3.6 100.4
{roundup effect)
n=7618

() Only 5 households had 3 individuals with age = €5
and 231 households had 2 individuals = 65

() Only 16,6, and 2 households had 6,7, 8 individuals below fi\(e years of age

respectively
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4, f the Head_of Househol
About 92% of the households were headed by "inales”. Variation
between Governorates ranged from 99% in Tafeeleh to 91% in Aminan,

Irbid, and Balka. Table [4.6] shows these variations.

Table (4.6)
Percent Distribution of the Female Headed Houschold by Goyernorates
(JHEIS 19_92!

TR -Péfcentage of Heads
- ?ifNo < - of Households(Female)
3092 9 %
1888 9 %
1299 __ 8%
420 9 %
285 6 %
281 8%
553 5%
130 1%
7618 | 8%

5.  Education of the Head of Household

Level of education of the heads of households were grouped into four
categories: "illiterate”, "read and write - elementary”, "preparatory and
secondary”, and lastly "college and university". This breakdown separates
those who received no education, basic mandatory education, and those who

received more.

As shown in Table (4.7), around 23% of heads of households were
illiterate, Balka and Mafraq had tile highest rates of illiteracy with 41.3%
and 43.4%, respectively. While Amman and Zarka had the lowest illiteracy
rates of with 17.5% and 18.1%, respectively. The highest rate of higher
education (college and university) of the heads of households was seeu in

Amman 26.8%, and least was in Mafraq (9.5%).
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" Tahle 4.7)
Percent Distribution of the Ileads of Households by Level of Education by Governorales
(JHEIS 1992)

& Head of Household. -
' Preperatory | College
‘Sécondary | University
35.9 26.8
33.0 19.4
38.6 17.6
33.8 10.7
24.0 9.5
31.1 10.1
D 38.2 14.0
Tafeeleh. | 130 30.0 17.3 39.1 13.6
Jordan | 7618| - 229 21.4 35.1 20.7

6. Work Sectors of the Head of Household

Work Sectors of the head of household were grouped into two:
private and public, this breakdown reflects the differences in health

insurance coverage between private and public sector.

Number of heads of households that were included were only 5392,
the other 2226 heads of households were excluded and consisted of 42
heads of households working in non-profit institutions and 8 heads of
households working in domestic services, as we are not sure of the type of
health insurance coverage. The other 2176 heads of households (28.6% of
the study population) include those who were unemployed, housewives,
students, disabled, and those who had income (from bonds, shares, help
from relations or from other sources), since we expect that they are not

covered by any type of health insurance plan.
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Table (4.8) shows that 59.6% of heads.of households worked in the
private sector while 40.4% worked in public sector. The highest proportion
of heads of households working in the private sector (71 .0%) was in Amman
with lowest (22.8%) in Tafeeleh. |

_ Table (4.8)
Percent Distribution of Houscholds by Sector of Work by Governorates

(JHEIS 1992)

S Now | Private | Publi¢

2192 71.0 29.0

1339 49.6 50.4

916 61.4 38.7

288 58.0 42.0

202 50.0 50.0

183 36.1 63.9

Ma'ar 171 43.9 56.1

Tatééieh 101 22.8 77.2

Total'- 5392 59.6 40.4
7. Household Income

Quartile categorization of the household income was used, and the
breakdown of the incomie levels of the households studied in the eight

Governorates of Jordan is shown in Table (4.9).

The highest propoﬂionsofthe households in the first quartile were in
Mafraq and Tafeeleh (41.1% and 40.0%), respectively, with the lowest in
Zarka (21.7%) when both were compared to the national quartiles
breakdown. The liighest proportion of the households in the upper quartile

was in Amman (30.6%) and the lowest was in Karak (8.5%).
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Table (4.9)
Percent ngggnhumn of _Houscholds by Level of Income by Governorates
HEIS 1992

:_'sehold Income e
wd Third"" Fourth
tile Quartlle Quartile -

8. HQ_us,éhgld Residency
Household residency was studied according to urban and rural areas.
As shown in Table (4.10), (79.3%) of the study population lived in urban

areas, with (20.7%) in rural areas.

The highest proportion of households who lived in urban areas
(94.0%) was in Zarka, the lowest (28.5%) was in Karak.
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Table (4.10) .
Percent Distribution of Houschol rhan/Rural Residency by Governorates
JHEIS 1992

Urban .. |... Rural
90.1 10.0
72.0 28.0
94.0 6.2
65.2 34.8
' 30.9 69.1
28.5 71.5
61.0 39.0
77.7 22.3
79.3 20.7

Household Expenditures and Income

Table (4.11) shows the average annual expenditures on "food,
beverage and tobacco" and "other commodities and services". The latter
includes (health, clothing, fumiture, trauspdrtalion, gducalion etc...).
Expenditures in absolute J.D per household and the average annual income
in absolute J.D. per household are shown in the same table. The average
annual total expenditure per llollseilold was 4284.53, and this exceeds
average amnual income per household by 62.2 J.D. There were 35
households, (around 0.5%) of the sample studied who reported total

expenditures equal to zero.
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62

Average Annual Income_ and Expgng.ilums (Food, Health, and Other Expenditures), in Absolute

J. D, per Houschold in Jordan, JHEIS 1992

‘I s.D. | Minimurn | Maximum:
1203.7| 0 14429.00
2853.6 0 63602.00

2700 0 12600.00
3636.9 0 78031.00
90935 | 0 439134.00

* 35 households reported total expenditure equal zero.

Types of Health Services Consumed

The average annual health expenditure per household was 95.8 J.D

with a standard deviation of 270.

In this study expenditures on health care are divided into categories:

medicine, dentist, physician, hospital, Xray ‘and laboratory, and others

including expenses for eye glasses, contact lenses, midwives, fees for

treatment abroad, purchases of wheel chairs, cruiches corrective shoes,

syringes, needles, etc.

Table (4.12) shows that the proportion of the population that had no

direct expeuse for health services range between 15.1% for medicine up to

92.7% for other services. Alinost 12.8 percent of the study population (975

households) did not spend on any type of lealth service.
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nt of Mone nt on Health i zovernerafes
Tables (4.13 and 4.14) show the distribulion of the average annual
health expenditure among various types of health services for the study

population.

Medicine and hospital expenditure accounted for 73.7% of the total
expenditure (34.5 JD), (36.1 JD). However, physician services accounted
for 13.0% (12.5 JD) of the total health expenditures. Dental services
accounted for 5.2% (5.0 J.D) and the expendiu-lre for "Xray and laboratory
test", and other expendilufes were 4.2% and 4.0% of the total health

expenditures (3.98 J.D, 3.76 J.D), respectively.
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The average annual health expenditure per household for Amman and
Zarka was the highest among all governorates with 135.1 I.D and 115.2 J.D
respectively. The least average health expenditure per household were
accounted for in Tafeeleh with 39.5 J.D and Karak 30.5 J.D. Irbid and
Ma'an were identical in pattern making an average of 55.0 J.D per
household yearly, while Balka and Mafraq were identical in pattern making

around 47.0 J.D yearly.

The highest average annual expenditure per household on "medicines"
was in Zarka 47.7 J.D, and the lowest was in Balka 13.6 J.D. The average
annual expenditure on "Dentistry” was highest in Amman and Zarka, 6.7 1.D
and 5.3 J.D respectively, the lowest was in Karak with 0.5 J.D yearly.
Amman and Zarka had thé highest annual average cxpenditure per
household on "Physician Services" with 15.7 J.D and 17.0 J.D respectively,
and Balka had the least with 5.7 J.D. The average annual "Hospital
Expenses” per household were the highest in Amman with 60.0 J.D, and the
lowest in Karak with 3.1 J.D yearly. The average annual household
expenses on "X-ray and Laboratory Test" were the highest in Amman and
Zarka with 5.8 J.D and 5.5 J.D respectively, and the lowest in Karak with
0.64 JD. The average on "Other Miscellaneous" expenditures per
household were highest in Balka with 5.2 J.D, and the lowest in Karak with
0.38 I.D. |

Proportion of Health Expenditure -to Total Expenditure by
Governerates

Table (4.15) shows the- proportion of the household health
expenditure to total expenditure in Jordan at 2.3%. The highest proportion
was in Zarka, and Amman, 3.0% and 2.8% respectively, while the lowest

was in Karak with 1.1%.
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Proportion of Health Expenditure to Total Income by Governgrates

The average annual income per household in Jordan for the study
population was 4222.5 1.D. as shown in Table (4.16). The highest avcrage
annual income per household among different Governorates was in Amman
with 5124.9 ].D, followed by Balka and Zarka with 3889.2 J.I> and 3830.5
J.D, respectively. The lowest average annual income per household was in

Karak 2558.8 J.D.

The proportion of health expenditure to total income of the household
was 3.8%. The highest proportion of health expenditure to total income was
in Amman and Zarka with 5.1% and 4.4% respectively, and the lowest in
Karak and Ma'an with 1.6% each.
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Proportion Of Heath Expenditure Qut Of Overall Expenditure _for

Each Of the Following Independent Variables

1.

Age of Head of Household and Proportion of Health Expenditure

The proportion of health expenditure to total expenditure of the

household changed with the age category of the head of the household.
Table (4.17) shows that the highest proportion of health expenditure
was 2.8% when the age of the head of thé household was 55 years or
over, and the lowest was 1.9% when the age of the head of household

was between 45-54 years.

On the other hand, the average annual household health expenditure
was highest, (117.0) J.D., when the head of household was 55 years
and over, and  the lowest (78.2) J.D. when the head of household was
less than 35 years, This may reflect that family heads with older age
groups are more likely to incur the high expenditures for health services

typical of the elderly..

Table (4.17)

Houschold, JHEIS 1992

r i H hgl 1 h'Exncnditure out_of all Expenditure by Age Group of the Head of

sLiével'ofAge. “. Proportion of
fihe | Expenditure on
‘Household J.B) Health (%)
2056 3245.3 2.5
1801 4320.6 2.0
1715 5236.6 ' 1.9
2046 4499.0 2.8
] 7618 | 42845 2.3

2,

Number of Houselold Members and Proportion of [ealth
Expenditure

Table (4.18) shows the effect of number of household members on

the proportion of health expenditure out of total expenditure of the
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household. On average, it shows a negative association. The

proportion of health expenditure was 2.8%

when number of

household members was small (1-5 members), 2.1% when number

of household members was medium (6-10 members), and 1.8%

when number of household members was iarge (more than 10

members).

Health expenditure in absolute J.D was in parallcl with the

propottion of health expenditure out of overall expenditure. The

highest was (98.7) J.D. when number of household members was

small (1-5 members), and lowest (89.0) J.D. when number of

household members was large (inore than 10 members). This could

be due to less attention being available to the individual, or there

might be underutilization in health services because these

households have many other committments.

. "Table (4.18)

ion of H hold Health Expenditu

f Overall Expenditure by Number

of Mguschold Memlers, JHEIS 1992

-Expenditure

Proportion of
Expenditure on

,,,,,,,,, {J.D) Health (%)
3553.5 ‘ 2.8
4629.5 2.1
5089.8 1.8
4284.5 2.3

Number of Household Members below Five Years and the Pronomon

of Health Expenditure:-

Table (4.19) shows the proportion of health expenditure to the total

expenditure of the household in relation to the number of children

below five years in the household.

eposit

- Center of ThesisD
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This proportion decreased on average, as the number of children less
- than five years increased, it was 2.5% when there was no children less
than five years, and decreased to 2.0% when there was four children
below five years. This is in parallel with the total health expenditure in
absolutc J.D. The highest was (108.2) J.D. when there was no member
in the houschold less than five years, the lowest (67.6) J.D. when there
was four children in the household less than five years. This could be
explained in the experienée that the parents accquire in taking care of
their children without having to rely on health services as much.
Table (4.19)

Proportion of Household Health Expenditure out of all Expenditure by Number of Houschold.
Members [ess than Five Years, JHEIS 1992

Hoiisehold |: Proportion of
4 xpenditus Expenditure
(J:D] on Health (%) .
2.5
2.2
2.2
2.1
2.0
2.8
2.3

( * ) only 16, 6, and 2 households had 6, 7, and 8 individuals below live years,
respectively “

4.  Number of Household Members 65 years or Over and Proportion of
Health Expenditure:

The proportion of health expenditure to total expenditure increase, as
the number of household members 65 years and over increased. As
shown in Table (4.20), the proportion of health expenditure was 2.2%
of the total expenditure when there was no meniber in the household 65
years and over, and increased to 3.6% when there were two or more

members in the household 65 years and over. On the other hand health
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expenditure in absolute J.D. was in parallel with the proportion of
health expenditure, the highest was (145.0) J.D. when there was two or
more members in t‘he‘ household 65 years and over, the lowest (91.4)
J.D. when there was no member in the houseliold 65 years and over.
This is expected since these groups are more susceptible to chronic
diseases and the elderl.y will become more ill and thus require extensive

health services.

Table (4.20)

Proportion ¢f louschold Health Expenditure out of Qverall Expenditureg by Number of Houschold
Membeis 65 and Over, JHEIS 1992

.Total Propottion of
~Expéenditure | Expenditure on
© (D) Health (%)
4323.8 2.2
4163.7 3.0
3701.1 3.6
4284.5 2.3

{ ® ) Only 5 houscholds had 3 individuals with age 2 65, and 231 houscholds
had 2 individwals = 65 years.

Table (4.21) shows the combined effect of the number of household
members who were 65 yea'rs'and over, and the number of children less than
five years in the same household on the proportion of health expenditure to

the total expenditure.

The eflect of household members 65 years and over on the proportion
of household health expenditure is more apparent than the effect of children
less than five years. The highest proportion was 4.1% when there was one
child less than five years, and two or more members 65 years and over. The
lowest was 1.8% when there was 4 children less than five years, and no

member in the household 65 years and over.
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76

he Head of Househ nd Proportion of Health Expenditure:
Table (4.22) shows that the proportion of health expenditure to total
expenditure for households headed by males was 2.3%, while it was it
was 2.9% for those headed by females. This could be explained by the
lower total expenditures by households headed by females. So
households headed By females were more likely to spend

proportionally more on health services than those headed by males.

Health expenditures in absolute J.D ‘is not in parallel with the
proportion of health expenditure to total expenditure. It was (97.5) 1.D.
for households headed by males, and (74.3) 1.1, for those headed by
females. This could be explained by the fact that males received a
higher level of education, and higher level of income could increase the
accessibility to health services.

. Table (4.22)

Proportion of Household Health Expenditure out of all Expenditure by Sex of the Head of

Houschold, JHEES 1992

*Eg "énditure on.
o :Health (%)

6980 43672 | 2.3

638 3380.1 2.9

7618 4284.5 2.3

Education of the Head of Household and Proportion of Health
Expenditure

Table (4.23) shows the effect of level of education of the head of the
household on the proﬁortion of health expenditure to total expenditure.
On average it showed a negative association. The proportion of health
expenditure was 2.5% for hOIllS‘Bll(l)ldS headed by "illiterates” and 2.4%

for households headed by heads who either "read & write” or had
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"elementary education". While for the households headed by heads
with "preparatory and secondary” education the proportion of
household health expenditure out of all expenditure was 2.3%. For
households headed by those with high education level, "college and
university"”, the proportion of health expenditure to total expenditure
was the lowest with 2.0%. This could be explained by heads who got
higher level of education enjoy other enhancing advantages, better
domestic hygiene personal habits and life style and often manage to

reduce the damage that poverty does to health.

However,'hea!!h_ expénditure in absolute J.D was not in parallel with
the proportion of health expenditure out of overall expenditure. On
average, the least health expenditure was for houscholds headed by
those who were ‘illiterate", (66.5) 1D., and the highest health
expenditure was (109.4), J.D., for households who had heads with
"preparatory, secondary" education.

Table (4.23)

Proportion of Houschold Health Expenditure out of Overald Expenditiere by Level of Education of

the Ilead of Houschold, JUEIS 1992

“Tove 5h O ther s ST Total Proportion of
Hea Expenditure .| Experiditure on
(J-D) .- Health(%) L

3101.0 2.5

4056.5 2.4

4573.3 2.3

5555.9 2.0

4284.5 2.3

Work_Sector _of Head of Household and the Propottion of Health

Expenditure:
Table (4.24) shows the proportion of health expenditure to total

expenditure for houscholds according to work sector of head of
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household. Those whose head worked in the private sector were

(2.6%), and (1.6%) when the head worked in the public sector.

Health expenditure in absolute J.D is in parallel with the proportion of
health expenditure to total expenditure. It was (119.1) J.D. when heads
of households worked in the private sector and (54.7) I.D. when heads
of households worked in the public sector. This could be explained in
the difference and the extent in health insurance plans provided by the

public and private sectors.

Table (4.24)
Proportion of Houschold Health Expenditare out of Overall Expenditure by Work Sector
of the Head of Houschold (JIEIS 1992)

.. Totali- . | . Proportion of
Expénditure | Expenditure'on
Gils @D)E . s Health (%) .
3214 4593.4 2.6
Public! | 2178 3754.3 1.6
_Total.:: ] 5392] © 4254.4 2.2

8.  Household Income and the Proportion of Health Expenditure:

The effect of household income on the proportion of health expenditure
to total expenditure of the household is shown in Table (4.25). Quartile
categorization of annual household income was done. There wasa
negative association between the level of annual income per household
and the proportion of expenditure on health. The lowest income group
of households, 1.e. the first quartile, spent 2.9% on health out of their
total expenditure, while households with the highest income quartile
spent 2.0% on health out of their total expenditure. This could be

explained that the benefit of health insurance are less likely to be
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enjoyed by lower income households for which low income imposes a

barrier both to seeking care and to purchasing private care.

This is not in parallel with the total health expenditure in absolute J.D.
The highest health expenditure in absolute J.D. was(151.9)J.D. in
households with the highest income quartile group, while the lowest
expenditure in absolute J.D, was (63.3) J.D. in households with the

lowest income quartile groﬁp. |
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) Table (4.25)
Proporiion of Houschold Health Expenditure out of Qverall Expenditure by Income Group of the
Houschold, JHEILS 1992

‘ ey "'ﬁf?PrdpprtiOn of
 Expenditure on
i [ Health (%) %,

<1725 . 2.9

1725-2889 1898 3193.9 24

2890-4839 1909 4365.3 2.1

4839 and 1903 7352.6 2.0
above

7618 4284.5 2.3

9. Urbai/Rural Residency of the Household and the PeroLtion. of

Health Expenditure

Table (4.26) shows the proportion of health expenditure to total

expenditure according to urban and rural residency.

Houscholds in urban areas spent proportionally more on health services

(2.6%) than households in rural areas (1.5%).

Health expenditiires in absolute J.D is in parallel with the proportion of
health expenditure to total expenditure. It was 108.2 J.D for households
in urban areas, and 47.2 for households in rural areas. This could be
explained that households in rural areas might use cheaper public health
centers than those who lived in urban areas who tend to use more

expensive private health centers.
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“Table (4.26)
Proportion of Houschold Health Expenditure out of Overall Expenditure by Urban and Rural
Residency (JHEIS 1992)

;. Proportion of -
¢:Expenditure on™
ey Heéltﬁfy(%),'.l‘., ¥

Expenditure.

rb 2.6
Rural, 1576 3537.9 1.5
‘Total: 7618 4284.5 2.3

Health Expenditure in Absolute J.D, for Each Selected Health
Category Variables

1. eof d 1sehold and Health Expenditure in Absolute J. D,

The total health expenditure in absolute J.D increased as the age of the
head of household increased. Table (4.27) shows that household
health expenditure was (78.2) J.D. when the age of the head of the
household was less than 35 y/ears, and it increased to (117.0) J.D.

when the head of the household was 55 years and over.
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The proportion of medicine expenditure out of total household health
expenditure was the highest, 37.6% (29.4) J.D. when age of (he head of
houschold was less than 35 years, the lowest was 33.8% (34.3) 1.D.

when the age of the head of household was 45-54 years.

The proportion of dentist expenditure out of total household health
expenditure was the highest, 7.5% (7.6) J.D., when the age of the head
of household was 45-54 years, the lowest 3.1% (2.4) ].D. when the

age of the head of hiousehold was less than 35 years.

The proportion of physician expenditure out of total household health
expenditure was the highest, 15.9% (12.4) J.D., when the age of (he
head of household was less than 35 years, the lowest was 11.2% (13.1)

J.D. when the age of the head of household was 55 years and older.

The proportion of hospital expenditure out of total household health
expenditure was the highest, 40.2% (40.8) J.D., when the age of the
head of household was 45-54 years, the lowest was 35.7% (27.9) J.D.

when the age of the head of household was less than 35 years.

The proportion of expenditure on (X-ray and laboratory tests) out of
total household health expenditure was the highest, 5.0% (3.9) J.D,,
when the age of the head of household was less than 35 years, the
lowest was 3.8% (4.4) J.D when the age of the head of household was

55 years and over.

The proportion of expenditure on "other miscellaneous” out of total
household health expenditure was the highest, 4.8% (5.6) J.D., when

the age of the head of household was 55 years and over, the lowest was
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3.1% (2.4) J.D. when the age of the head of household was less than 35

years.

Number_of Household _Members and Health Expenditure in_ Absolute
LD,

The effect of number of household members on health expenditure is

shown in Table (4.28). On average there is an inverse association
between number of household members and household lealth

expenditure in absolute J.D.

Health expenditure was (98.7) J.D. when number ol household
members was small (1-5 memlbers) and (89.0) J.D. when number of

household members was large (imore than 10 members).

The proportion of medicine expenditure out of total household health
expenditure was the highest 37.5% (33.4) J.D. when number of
household members was large (more than 10 members), the lowest
35.7% (35.2) J.D. when number of household members was small (1 to

5 members).

The proportion of dental expenditure out of total household health
expenditure was 5.9% (5.6} J.D. for medium household size, and 5.8%
(5.2) 1.D. for large household size, the lowest proportion was 4.1%

(4.0) J.D. for small llotléellold size.

The proportion of physician expenditure out of total household health
expenditure was the highest 14.0% (12.5) J.D. for large household size
(more than 10 members). The lowest proportion 12.5% (12.3) J.D. for

small houschold size.
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The proportion of hospital expénditilre out of total household health
expenditure was the highest 41.0% (40.4) J.D. {or small household
size, the lowest 33.7% (30.0) J.D. for large household size.

The proportion of "Xray and laboratory test" expenditure was the
highest (5.4%) (4.8) 1.D. for large household size, the lowest 3.9%
(3.8) J.D. for small household size.

The proportion of "other miscetlancous” health expenditure out of total
household health expeﬁditure was highest (4.5%) (4.3) 1.D. {or medium

household size. The lowest was 3.2% (3.2) J.D. for small household

SIZE.
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| mber low fiv rs of 1 xpenditure

in Absolute I.D,
The effect of the number of houschold members who were less than
five years of age at the time of the interview on household health

expenditure in absolute J.D. is shown in Table (4.29).

The total houschold health expenditure in absolute J.D was (108.2)
J.D. when there was no children under five years old, dropped to (67.6)
J.D. when there was four children under five, and it was (143) J.D. for

houseliolds that had five or more members below five years .

The proportion of medicine expenditure out of total household health
expenditure was the highest, 41.9% (28.3) 1.D., when household
contained four children less than five years of age. The lowest was

32.0% (30.7) J.D. when there was one child in the household less than

five years .

The proportion of dental expenditure out of total household health
expenditure was the highest, 5.6% (6.1) 1.D., when there was no
children in the household less than five years . The lowest was 4.0%
(5.7) 1.D. when there was more than five children in the household less

than five years .

The proportion of pliysician expenditure out of total household health
expenditure was -the highest, 16.6% (11.2) J.D., when there was four
children in the household less than five years . The lowest was 11.2%
(12.1) J.D. when there was no children in the household less than five

years .

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



38

The proportion of hospital expenditure out of total household health

expenditure was the highest, 40.9% (39.2) J.D., when there was one

child in the household less than five years .The lowest was 27.2%
(18.4) J.D when there was four children in the household less than five

years .

The proportion of "Xray and laboratory test" expenditure out of total
household health expenditure was the highest, 7.4% (5.0) J.D., when
there was four children in the household less than five years . The
lowest was 2.9% (2.2) J.D. when there was 3 clildren in the household

less than five years .

The proportion of expenditure on "other miscellaneous” out of total
household health expel.lditure was the highest 5.0% (4.2) J.D. when
there was two children inl the household less than five years . The
lowest was 2.2% (1.5) J.D. when there was 4 children in the

household less than five years .
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4. BHousehold Members 65 Years_and Over and Health Expenditure in

Absolute J.D,

The effect of the number of household members who were 65 years

and over at the time of the interview on household health expenditure in

absolute J.D. is shown in Table (4.30).

On average, there is a positive association between household health
expenditure and the number of household members that were 65 years

and over,

Health expenditure of the studied households was (145.0) 1.D. when
there was two or more members aged 65 years and over, and il was
(91.4) 1.D. when there were no members in the household aged 65

years and over.

The proportion of medicine expenditure out of total household health
expenditure was the highest, 38.1% (42.4) J.D. on average, when there
was one member in the houshold 05 years and over, the lowest was
34.5% (50.0) J.D. on average when there was more than two members

in the houschold 65 years and over.

The proportion of dental expenditure out of total household health
expenditure was the highest, 5.4% (4.9) J.D., on average when there
was no member in the household 65 years and overe. The lowest was
2.1% (3.0) J.D. on average when there was two or more members in

the household 65 years and over.

The proportion of physician expenditure out of total household health

expenditure was the highest, 13.2% (12.1) J.D., when there was no
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menmber in the household 65 yéars and over, the lowest was 10.3%
(15.0) 1.D. when there was two or more members in the household 65

years and over.

The proportion on hospital expenditure out of total household health
expenditure was the highest, 47.2% (68.5) J.D., when there was two or

more members in- the household 65 years and over, the lowest 36.5%

(40.6) J.D. when there was one member in the household 65 years and.

over.,

The proportion on "Xray and laboratory test” expenditure out of total
household health expenditure was the highest, 4.3% (3.9) J.D., when
there was no member in the household 65 years and older, the lowest
was 3.3% (4.8) 1.D. when there was two or more members in the

household 65 years and over.

The proportion of expenditure on “other miscellaneous” out of total
household health expenditure was the highest, 4.1% (3.7) J.D., when
there was no member in the houshold 65 years and older, the lowest
was 2.6% (3.8) 1.D. when there was two or more members in the

household 65 years and over.
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Sex of the Head of Household and Health Expenditure in Absolute J .DJ-

The effect of sex of the head of the household_on the household healtl

expenditure in absolute J.D is shown in Table (4.31).

Households headed by a male spent (97.5) J.D. on health annually,
while those headed by females spent (74.3) J.D. on health annually.

The proportion of medicine expenditure out of total household health
expenditure  was 44.4% (33.0) J.D. when the household is headed by a
female and it was 35.5% (34.6) 1.D. when the houseliold was headed

by a male.

The proportion of dental expenditure out of total household health
expenditure was 5.2% (5.1) J.D. when the household was headed by a

male, and 4.0% (3.0) J.D. when the household was headed by a female.

The proportion of physician expenditure out of total hiousehold health
expenditure was 14.0% (10.4) I.D. when the household was headed by
a female, and 13.0% (12.7) J.D. when the household was headed by a

male.

The proportion of hospital expenditure out of total household health
expenditure was 38.3% (37.3) J.D. when the household was headed by
a malc and 31.6% (23.5) J.D. when the houschold was headed by a

female.

The proportion of "Xray and laboratory test” expenditure out of total

household health expenditure was 4.2% whether headed by a male or a

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



94

female, (but it was (4.1) J.D. for households headed by males, and

(3.1) J.D. for households headed by females).

The proportion of expenditure on "other miscellaneous” out of total
household health expenditure was 4.1% (4.0) J.D. when the household
was headed by a male and 2.3% (1.7) J.D. when the houschold was

headed by a female.
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Education._of the Head of Household and Health Expenditure_in
Absolute 1.D,

The total health expeﬁdilure in al;;soltlte J1.D increased with the higher
level of education of the head of the household. As shown in Table
(4.32) it was (66.3) JD. when the head of household was illiterate, and
(109.4) 1.D., (106.6) J.D. when head of household had (preparatory -

secondary) degree, and (college - university) degree, respectively.

The proportion of medicine expenditure out of total household heaith
expenditure was the highest, 40.8% (27.1) J.D., when the head of
household was illiterdte. The lowest was 32.5% (35.6) J.D. when the

head ol household had "preparatory - secondary” education.

The proportion of dental expenditure out of total household health
expenditure was the highest, 6.9% (7.4) J.D., when the head of
household had "College - University” education. The lowest was 3.5%

(2.3) ].D. when the head of household was illiterate.

The propoﬂion of physician expenditure out of total household health
expenditure was the highest, 15.2% (10.1) J.D., when the head of
household was illiterate. The lowest was 12.1% (13.2) J.DD. when the

liead of household had "preparatory - secondary” education.

The proportion of hospital expenditure out of total household health
expenditures was the highest, 42.7% (46.7) J.D., when the head of
household had "preparatory - secondary” education, the lowest was

33.5% (22.3) J.D. when the head of household was illiterate.

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



97

The proportion of "Xray and laboratory test” expenditure out of total
household health expenditure was the highest, 5.3% (5.0) 1.D., when
the head of household had "college -~ university" education. The lowest
was 3.6% (3.4) J.D. when the head of household "read and write and

had elementary” education.

The proportion of expenditure on "other miscellancous” out of total
household health expenditure was the highest, 4.9% (4.6) J.D., when
the head of household "read and write and had elementary" education,
the lowest was 3.3% (2.2) J.D. when the head of household was

iiliterate.,
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Work_Sector_of the Head of Household and_ Health Expenditure in
Absolute J.D,

The effect of work sector of the head of household (private, or public)

is shown in Table (4.33).

The average annual lhousehold health expenditure was (119.1) J.D.
when head of household worked in the piivate sector, and (54.7) J.D.

when head of household worked in the public sector.

The proportion of medicine expenditure out of total houseliold health
expenditure was 32.0% (38.1) J.D. when head of household worked in
the private sector, and 44.2% (24.2) J.D. when head of household

workced in the public sector.

The proportion of dental expenditure out of total household expenditure
was 5.0% (6.0) 1.D. when head of household worked in (he private
sector, and 5.9% (3.2) J.D. when head of household worked in the

public secior.

The proportion of physician expenditure out of total liousehold health
expenditure was 12.3% (14.6) J.D. when head of household worked in
the private sector, and 16.0% (8.8) 1.D. when hecad of household

worked m the public sector.

The proportion of hospital expenditure out of total household health
expenditure was 43.7% (52.0) 1.D. when head of household worked in
the private sector, and 25.6% (14.0) J.D. when head of household

worked in the public sector.
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The proportion of "Xray and laboratory test" expenditure out of total
household health expenditure was 4.6% (5.5) J.D. when head of
household worked in the private sector, and 3.1% (1.7) J.D. when head

of houschold worked in the public sector.

The proportion of "other ‘miscellaneous” expenditure out of total
household health expenditure was 2.7% (3.2) J.ID. when head of
household worked in the private sector and 6.0% (3.3) J.D. when head

of houschold worked in the public sector.

Xy
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Houselhold Tncome and Health Expenditure in Absolute J.D,

The effect of annual household income on total health expenditure by

the houschold in absolute J.D is shown in Table (4.34).

Houseliolds with higher income were generally associated with higher
expenditure on health. The first quartile households had an average
total health expenditure of (63.3) J.D. per household, and it increased

to (151.9) J.D. per household for the fourth quartile group.

The proportion of medicine expenditure out of total household health
expenditure was the highest, 40.3% (36.3) J.D., wheu the household
income was in the third 'quartile group, the lowest was 31.5% (47.9)

J.D. when the household income was in the fourth quartile.

The proportion of dental expenditure out of total household health
expenditure was the highest 7.1% (10.8) J.D. when the household
income was in the fourth quartile. The lowest was 2.8% (1.8) J.D. on

average when the household income was in the [irst quartile.

The proportion of physician expenditure out of total household health

expenditure was the highest, around 15% on average, when the
household income was in the second and third quartile group. 1t was
(11.3) I.D. on average for the second quartile group, and (13.4) J.D.
for the third quartile group. The lowest was i1.0% (16.7) J.D. when

the household income was in the Ifourth quartile.

The proportion of hospital expenditure out of total household health

expenditure was the highest, 43.1% (65.5) J.D., when the household
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income was in the fourth quartile group, the lowest was 31.4% (28.3)

J.D. when the houschold income was in the third quartile.

The proportion of "Xray and laboratory test” expenditure out of (otal
household health expenditure was the highest 4.4% (2.8) J.D. when the
household income was in the {irst quartile group, and the lowest was
4,1% when the hoﬁsehold income was in the third and fourth quartiie.
It was (6.3) J.D. when thie household income was in the fourth quartile
group and (3.7) 1.D. 'wllen the household income was in the third

quartile group.

The proportion of expenditure on "other miscellaneous” out of total
household health expenditure was the highest. 5.2% (4.0) J.D., when
the household income was in the second quartile. The lowest was

3.2% (4.9) 1.D. when the household income was in the fourth quartile.

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



115008 SISy JO JBs) - uepior Jo AisiBAlUN JO AseiqiT - peABSSY SDIY |1V

104

%0700} %0Y %Y |%LLE  |%0°Cl %2’ %0°9¢

8'G6 8'¢ 0¥ L'9¢ ¥4} 0'S G've

%0001 %C'C 1%LV 1%ietr (%0t %l "L %S°L¢

6'1G1 6t €9 G'G9 .9t 801 6 LY

%2 001} %P o\:.v %Y LE  |%6'VL %V’ %€ 0Y

0'06 . €8¢ yel R 2 . leog

%E 001 %V'€S %SVl %0°¢ %0"0Y

V2. 8'G¢ el ez 6 0¢

%c 00} %¥ €l %8°C %2 9¢

. m _‘ . e

weat 210 IO Aeax: ||eNdSOH | UE dl-ysnuaq i[/audIpaN:| - ON: | §0/oW0: -dnoib ajnuend

(2661 SITHS) PIOYISNOH JO W0 JO [24] Aq ‘amIpuadxy qiesH
[E10L 30 N0 SILIOEAIE)) GILIH 1L U0 arnppuadxg eIy Jo adeyaasaad 2y} pue A1032)8) YIUOH PIINRS YIEY I0] ‘('L AN|OSqY Ut dampuadxF YIeoH
(re'1) 21qEL




105

Household Resideﬁcy and Health Expenditure in Absolute J.D.

The eflect of household restdency (urban and rural) is shown in Table

(4.35). Health expenditure in urban areas was (108.2) J.D. and 47.2

J.D. in rural areas.

The proportion of medicine expenditure out of total household health
expenditure was 35.4% (38.3) J.D. when households were in urban

areas, and 42.0% (19.8) J.DD. when households were in rural areas.

The proportion of dental expenditure out of total household health

expenditure was 5.2% (5.6) J.D. for houséholds in urban areas, and

5.1% (2.4) ).D. for households in rural areas.

The propottion of physician expenditure out of total household health
expenditure was 12.4% (13.4) 1.D. when households were in urban

areas, and 18.9% (8.9) 1.D. when households were in rural areas.

The proportion of hospital expendifure out of total houschold health
expendillirc was 38.8% (42.0) J.D. when households were in urban

areas, and 28.8% (13.6) J.D. when houscholds were in rural areas.

The proportion of "Xray and laboratory test" out of total household
health expenditure was 4.3% (4.7) J.D. when households were in urban

areas, and 3.0% (1.4) J.D. when'households were in rural areas.

The proportion of expenditure on "other miscellaneous” out of total
household health expenditure was 4.1% (4.4) J.DD. when houscholds
were in urban areas, and 2.8% (1.3) J.D. when households were in

rural areas.
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Hypotheses Testing

Hypotheses testing was accomplished by testing the alternative
against the null hypotheses lhroughf (1) examining the dilTerence between
the two proportions usimg a z test, and (II) Regression analysis to control for

other variables at 0.05 significant level or better.

() Examining the difference between proportions the following resuits

ere ined:

1. There was no significant statistical difference between the age groups.

of the head of household, and the proportion of health expenditure to

total expenditure p=0.07.

2. There was a significant statistical difference between (small and large)
household size groups; and the proportion of health expenditure to

total expenditure p=0.05 .

3. There was no significant statistical difference between (number of
children less than five years) groups, and he proportion of health

expenditure to total expenditure p=0.70

4. There was no significant statistical difference between (number of
household members 65 years and over) groups, and the proportion of

health cxpenditure to total expenditure p=0.25

S.  There was no significant statistical difference between sex of the head
of household, and the proportion of health expenditure to total

expenditure p=0.38.
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There was no significant statistical difference between dillerent

education groups of the head of household, and the proportion of

health expenditure to total expenditure p;=0.37.

There was a significant statistical difference between certain work
sectors of the head ‘of household, and the proportion of health

expenditure to total expenditure p=0.01.

There was no significant statistical difterence between houschold
income group and the proportion of health expenditure to total

expenditure p=0.07.

There was a significant statistical difference between household
residence and the proportion of health expenditure to total expenditure
p=0.003.

Correlation Analysis:

The correlation matrix is concerned with measuring the strength of

association between variables. When we compute measures of correlation

from a set of data we are interested in the degree of the correlation between

variables, and the bivariate analysis is the first step toward understanding the

nature of the relationships among variables.[20]

The (Pearson) correlation coeflicient (r) gives an estimate of the

variation that is explailled by the regression line, It takes values between -1

and 1. The level of significance thatis going to be considered is 0.05 or

better.[20]
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Table (4.36) summarizes the relevant results of the correlation
analysis. It presents the wvalues of correlation cocflicient (r) and the
significance level (p) for the cpne]ation between the proportion of health
expenditure to total expenditure and dtller independent variables.

Table (4.36)

Correlation Cocfficient, and the Significance Level of the Proportion of Heal(h Expendifure to
Total Expenditure (as Dependent Variable) on each of the Selected Independent Variable,

Name of the Correlation Level of
Independent Variable Coefficient {r) Significance

Work sector of the o -0.13903 _ 0.0001
head of household
Household residency -0.10923 0.0001
according to
urban,rural areas
Household size group -0.09263 0.0001
Income group of the -0.08414 0.0001
household
Number of household ' 0.08393 _ 0.0001
members 65 years and :
over
Sex of the head of 0.04347 0.0002
household
Education group of the -0.03460 0.0026
head of household
Number of children -0.03441 0.0027
less than five years |
Age group of the head 0.02516 , 0.0284
of household

The results are presented in descending order of the absolute value of
(1) to facilitate the interpretation between the dependent variable and each of
independent variables. The results of correlation matrix appear in full text in

Appendix (1).

From Table (4.36) it is clear that (here are {ew correlation models

whose (1) values are positive, which indicates a positive correlation of the

All _Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



110

independent variable with the proportion of health expenditure to total

expenditure. These variables are:- (number of household members 65 years-

and over, sex of the head of household, age group of the head of household).
The (r) value ranges between (0.08393 and 0.02516) and their relationship
are statistically significant at 0.05 level. Other correlation whose (1) values
are negative which indicate an inverse correiation of the independent
variable with the proporlioﬁ of health expenditure to fotal expenditure.
These variables are: (work sector of the head of household, houschold
residency according io urban rural areas, household size group, income
group of the household, education group of the head of household, number
of children less than five years). The (r) value ranges between (-0.13903 and

-0.03441), and their relationship are statistically signiticant.

Multiple Regression Analysis

A multiple regression analysis was used incorporating the dependent
variable (proportion of health expenditure to total expenditure) and the other

independent variables.

The regression model takes the lollowing form:-

y=a+Blxl +P2x2+ e, +e

This analysis enables us to ascertain the proportion of the variation in
the dependent that is accounted for by our set of independent variables.{20].
The technique that has been used is forward stepwise regression. The full

text of statistics of this regression is found in Appendix (1).

The following equation represents the best {it model that has resulted

from that regression:
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proportion ¢f health Parameter

expenditure out of all = cstimiale

Variable

cxpenditure
0.07435218
-0.01013163
-0.00896915
-0.00336572
-0.00153024
-0.01223887

-0.00185731

0.00468566

-0.00058594

intercept

work sector of the head
of housechold
Household residency
Houschold size group
Houschold income
group

Sex of the  head of

household

Age grOtlp of the

head of household
Number of houschotd
members 65 years and
over

Education group of

the head of houschold

+E

11

Refrence group

private sector

urban arcas

smull houschold size

first quartile group

Male

lcss than 35 years

None(there is no member

in the houschold 65 years

and older

Illiterate

Error

Of the nine independent variables used to explain the dependent

variable (proportion of health expenditure to total expenditure) all of them

are found to have siguificant effects at 0.05 level or better, except for the

number of household members less than five ycars of age group, and

education group of the head of household while in the bivariate analysis the

following variables were not slatistically significant at 0.05 level. These

include:-
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- Age group of the head of household

- Number of children less than five years

- Number of household members 65 years and over
- Sex of the head of household

- Education group of the head of household

- Income group of the head of household

The stepwise forward regression pfcked the work sector of the head

of houschold as the first in the model. This indicates that it is the most
important single determinant among other variables that were studied in
explaining the difference in proportion of health expenditure out of overall
expenditure.  Also it shows a negative association with the dependent
variable (similar finding from the bivariate analysis), the beta coefficient of
this variable is -0.0101 which indicate that going from private to public
sector reduces the proportion of health expenditure to tutal expenditure by

1.01% and it was statistically significant p=0.0001.

The second important variable in explaining the diflerence in
proportion of health expenditure out of overall expenditure 1s the household
residency according to urban/rural areas. It shows a ncpative association
with the dependent variable, which is similar to the bivariate analysis. The
beta coeflicicnt of this variable is -0.0090, which indicates that going {rom
urban to rural areas, the proportion of health expenditure to total expenditure

decreases by 0.90%, and it was statistically significant p=0.0001.

The (hird important variable in explaining the diffcrence in proportion

of health expenditure out of overall expenditure is houschold size group. It

shows a negative association with the dependent variable, which is similar to
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ihe bivariatc analysis. The bela coefficient of this variable is -0.0034 which
indicates that changing household size from small to medium decreases the
proportion of health expenditure out of overall expenditure by 0.34%, and it

was statistically significant p=0.0001.

The fourth impdrtant variable in explaining the difference in
proportion of heallh expenditure out of overall expenditure is income group
of the household. There is a negative association with the dependent
variable, which is similar to the bivariate analysis. The beta coefficient of
this variable is -0.0015 which indicates that, moving from the one income
quartile group to the next higher income quartile group, the proportion of
health expenditure out of overall expenditure decreases by 0.15%, and it

was statistically significant p=0.0001.

The [ifth important variable in explaining the difference in proportion

of health cxpenditure out of overall expenditure is the sex of the head of

househoid. There is a negative association with the dependent variable,
while in the bivariatc analysis (it was a positive association but it was not
statistically significant). The beta coelficient of this variable is  -0.0122,
i.e. if the household was headed by a female, the proportion of health
expenditurc out of overall expenditure will decrease by 1.22%, and it was

statistically signtficant p=0.0050.

The next important variable after sex of the lead of household in
explaining the difference in proportion of health expenditure out of overall

expenditure is age group of the head of household. It shows a negative

association with the dependent variable which is similar to the bivariate

analysis, the beta cocfficient is -0.0019, i.e. addition of an age group of the
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head of household decreases the proportion of health expenditure out of

overall expenditure by 0.19% and it was statistically significant p=0.0113.

Next in importance after age group of the head of household is-

number of household members 65 years and over. There is a posilive
association between number of househiold members 65 years and over and
the proportion of health expenditure which is similar to the bivariate
analysis. The beta coefficient of this variable.is 0.0047 i.e. an increase in
household by one member .65 years and over, the proportion of health
expenditure out of overall expenditure will increase by 0.47% and it was

statistically significant p=0.0022.

The lcast important variable in explaining the difference in proportion
of health expenditure out of overall expenditure is the education_group of the

head of household. There -is a negative association with the dependent

variable which is sinular to the bivariate analysis. The beta coeflicient of this
variable is -0.0006, that is, going from one level of education group to the
next higher one, the proportion of health expenditure out of overall
expenditure decreases by 0.06%, but it was not statistically significant
p=0.3488.

The number of children less than five years of age was omitled from
the regression model, p > 0.50. This indicates that this variable is not
important in explaining the variance in the proportion of health ekpendilure,
which is similar to the bivariate analysis, p=0.70, and this is against the
expectation that increasing the- number of children 1s associaled with more

expenditures on health,
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The overall regression equation is able to account for about 0.04 of
the variance in the dependent variable (R2 of the model 1s 0.0417). In other
words, all the variables that were analyzed in this study were able to account
for about 4% of the variation in proportion of health expenditure out of
overall expenditure, i.e. this model was not able to explain 96% of the
variation in proportion of health expenditure out of overall expenditure,
indicating that other variables should be incorporated in the model. This

remains to be investigaled by a separate research.
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Discussion

At the start of this discussion, it is worthwhile to point out and
concentrate on reviewing thc available literature on the effect of
demographic, social, and enabling factors that influence expend'iture on

health services.

1. Age of the Head of Household

Most studies have concentrated on the effect of the age of the patient
rather than the age of the head of household because these studies were

studying the individual factor and not household factor.

Feldstein et al (1962) found that age of the head of household was not a

statistically significant variable in household health expenditure, but it

is the age of patient that is relavant.[7]

In the present study population, the total heaith expenditure increased
with the older age of the head of houseliold, this may reflect that family
heads with older age- groups are more likely to incur the high

expenditures for health services typical of the elderly.

The proportion of expenditure on health decreased with the older age
group of the head of household, except when the head of household
was "55 years and 6ver", the proportion on health expenditure was the
highest, and this could be explained by the lower total expenditure of

households whose head was 55 years and over.

The proportionate of expenditures on “physician”, and "Xray and
laboratory test” decreased with the age of the hiead of household, but it

seems (hat the age of the head of household had no major effect on the
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proportion of expenditure on "medicine”, "dentist”, "hospital”, and

"other miscellancous expenditures”.

Household Size:

An individual's use of care will be affected by the kind of family of

which he is a member.[21]

Pauly (1979) found that individuals who live alonc use more health care
than others. In atwo person family, one individual can produce care
for the other that would otherwise have to be sought from a medical

care system.[21]

Buck et al (1959) found that there was an association betwcen smaller
family size, and more consultaion in children. This could be explained
on the basis that relatively more attention is available to the individual

child in these families.[21]

Bruce et al (1968) found-that children from upper social class families
and from smaller families tended to consult relatively more often than

other children.[21]

In our study population, it was found that total health expenditure in
absolute J.D. decreased as the number of household members
increased, and this is in parallel with the proportion of health
expenditure to total expenditures. The proportion of expenditures on
"medicine”, "physician”, and "Xray and laboratory tesl" increased Wil-h
the increase in household size, while the propostion of hospital
expenditures decreased as the number of houschold size increased.

However, it secms that household size had no major effect on the
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proportion of expenditure on "dentist" and "other miscellaneous”
expenditures. This could be explained by: first: since there is a positive
association between houschold size and number of children less than
five years (r=0.3 p=0.0001), and as discussed a. earlier, less attention
is available to the individual child in these families, b. or there might be
underutilization in lealth services, because these households have
many other committments in the household. Second: in large families
one individual can produce care for the other, that would otherwise
have to be sought from medical care system. Third: since there is a
negative association between household size, and the education level of
the head of household (=-0.2 p=0.0001), so these households are less
likely to have the opportunity to be exposed to, to expose themselves
to, and to be inﬂuenccd‘by health information and health services

programs.

Number of Household Members who were less than {ive years and 65
years and over at the Time of Interview:

The exiremes in age are periods of vulnerability secondary to immature
or aged coping mechanism. The younger ages bear the weight ofill

lealth from congenital causes.[22]

Anderson (1977) portrays the change in utilization with age; he found
that, with the exception of dental use, thal use was higher al the

extremes of life, and was lower in youth and young adulthood. {22]

Rous and Shapiro (1981) found (hat use of health services is positively

correlated with age, and the increased use of scrvices by elderly.[22]
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A study on family health done by Picken and Ireland (1968) showed
that increasing the number of children is associated with less
expenditure on health per household, and this could be explained on the
basis that relatively less attention is available to the individual child in

these families.[2]]

Number_of Children less than five years of ag@

In our study, as the number of children less than five years of age
increase from zero to four children, both the total hicalth expenditure
and the pi‘bportion of health expenditure to total expenditure decreased.
These findings are contrary to the notion that children less than five

years use more preventive and primary health care.

The number of children less than five years of age had no major cffect
on the proportion of expenditure on "medicine”, "dentist", “physician®,
"hospital”,"Xray and laboratory test”, and "other miscellaneous”

expenditures.

These findings could be explained that, first: less attention is available
to the individual child in these families; second: there is under-

utilization in healih service, because these households have many other

commitments such as food, shelter etc.; third: it can also reflect the
experience that parents acquire in taking care of their children as their
number grows without having to rely on health services as much. But
as the number of childrén less than five years increase to five children

and more, both the total health expenditure and the proportion of health

expenditure to total expenditure had increased. This might be explained.

in that: since the number of family members in the houscholds who

have five or more children under five years of age ranges between (12
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members and 28 members) in each household so it is expected that
these households consist of extended families, and the increase
health expenditure is due to the increase of houseliold meinbers who

were clderly.

Number of Houschold Members who were 65 Years and Over

In our study population, household health expenditure in absolute J.D
and in proportion to total expenditure increased as the number of
houschold members (65 yeal‘s and over) increased. This is to be
expected as these groups are more susceptible to chronic diseases, and

as the elderly become more ill they require extensive health services.

The proportion of expenditure on "dentist”, "physician", "Xray and
Jaboratory test” and "other miscellaneous" decreased, as (he number of
household members 65 years or over increased. However, it seems that
there is no major effect on the proportion of expenditure on "medicine",
and "hospital" and this is contrary to our expectation that household
members 65 years and over use more mmedicine and hospital services,

and thus have higher expenditure.

Sex of the Head of Ho'usehold

Most studies were done on the effect of sex ol the person on health
services utilization and expenditure but few were done on the effect of

sex of the head of household on household expenditures.

Nathanson (1977) reviewed the effect of sex on health service
utilization in developed countries where women have lower mortality

than men. It was found that women consume more physician visits than
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men including preventive care, and have higher rates of hospitalization,

surgery, and total health expenditures.[22]

Harris (1975) found. in his study that women perceive themselves less
healthy than men at every age of life and he noted that it is difficult to
understand women's greater use of services unless it is presumed that

their increased use is responsible for their reduced mortality.[22]

In our study, the total hcalth expenditure in absolute J.D, was higher
when the head of household was male. This could be explained by
males having a higher leve! of education and higher level of income that

could increase the accessibility to health services.

The proportion of health expenditure to total expenditures was higher
for houscholds headed by females, this could be explained by (he lower

total expenditures by househcﬂds headed by females.

Houseliolds headed by females spent proportionately more on
"medicine” and "physician" while households headed by males spent
proportionately more on "dentist", "hospital’, and “other miscellaneous”
expenditure, However, it seems that sex of the head of household had
no major eflfect on the proportion of expenditure on "Xray and

laboratory test".

Education of the Head of Household

Health-related and health oriented behaviors are primarily a function of
valued life styles, and education is a major factor in the development of

such bechaviors.
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The dynamics which link education and health are inultiple. In the first
instance, education is aproceés that increases the level of information
about factors related to those desirable states. It does so directly
through what is talught, and through the ﬁcquisition of skills which
enable the person to be both more sensitive and more alert to relevant
information. He is mc;re influenced because he is more accepting of the
claims of science in matters affecting day to day life. The more
educated a person is the more likely he is to have the opportunity to be
exposed, and to expose himself to, and be inlluenced by heallh

information.[7]

Groomsman (1971) has suggested that education may enhance the
"efficiency” with which the family produces health, hence it would use

less medical care.[23]

In our study population, the total heaith expenditure in absolute J.D
increase with the level of education of the head of household. This
could be explained that members with a head of higher level of
education would incrcase their ability to bencfit from health

information and to. make good use of health services, also it increases
their access to a higher level of income. But the proportion of health
expenditure to total expenditure decreased Iwith increasing the level of
education of the head of llousehbld and this could be explained that
first: they enjoy other enhancing advantages; better domestic hygiene,
personal habits and life style, better food, and often manage to reduce
the damage that poverty does to health, This mcans they tend to live
healthier lives thus minimizing the proportion of health expenditures to
total expenditure. Sccond: other factofs that might minimize the

proportion of health expenditure to total expenditures, is that heads
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with higher level of education are more likely to be covered by health
insurance and thus minimize health expenditure in proportion to total

expenditure.  Third: it could be partially explained by the increase in

household expenditure with higher levels of education of the head of

household.

The proportion of expenditure on dental care increased with the level of
education of the Lead of household, but it seems that education level of
the head of household had no major effect on the proportion of
expenditure on "medicine”, "physician”, "hospital”, "Xray and

laboratory test", and "other miscellaneous” expenditure.

Work Scctor of the Head of Household

Studying the effect of work sector of the head of household might
reflect the differences in health insurance coverage between public and

private sectors.

Many studies on national samples have shown a posilive association

between the use of health services and the status of being insurcd.

Shorte! (1975) found that number of physician visits increase with the
presence of any type of health insurance (medicaid, private insurance,
medicare).[22] Rafterty (1975) found that the average length of stay in
hospital adinission increased with the presence of medicare and
medicaid. Henely's (1979) found that there was an inverse rclationship
between the number of visits, and the extent to which the patients’

payment method represented an out of pocket expenses.[22]
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Steffie ct al (1988) studied the patterns of receipt of preventive services
with particular atlention to health insurance coverage and he found that
lack of health insurance was the strongest and most consistent predictor

of inadequate screening.{24]

In our study population it was found that both the total health
expenditure in absolute J.D., and the proportion of health expenditure
to total expenditure was higher for households whose head worked in
the privéte sector. Also heads of households who worked in the public
sector spent proportionately more on "medicine", "dentist”, "physician”
and "other miscellaneous services", while heads of households who
worked in the private sector spent proportionately more on "hospital”,
and "Xray and laboratory test". But in all the selected health calegories
heads of households in private seclor have higher (expenditures in

absolute 1.D.), than heads of houscholds in the public sector.

This could be explained. in the difference and the extent in heallh
insurance plans provided by the public or private sector, Employees
working for private organizations that offered some form of health
insurance plan had varying shares of the premium burden as these
differcd considerably depending on the size of the firm. Large firms
were more likely to offer heallh insurance plans to their employecs and
a greater share of the premium cost. Small firms were less likely to be
eligible for health insurance plans that were offered on the job.[10] So
the amount of coverage that each household had greatly affected
household health expenditure, because overall third parly payment from

any source makes care inore accessible.
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Income of the Houszhold

A research was done in New Zealand (1993) to study the effect of

income on health expenditure, and it was found that "low income which
is usually associated with low socio economic status is strongly
associated with ill health. This is partly because some people who
would otherwise be healthy are sick becatise they are poor, and also

others are poor as a result of ill health".[5:128]

Also it was found that as income increases expenditure on health care
services increases. However, this trend is more apparent for

expenditure on dental care than for any other category of health care.
The highest income group spent 6.4 times the amount spent by the
lowest income group. This could be explained in that; a. private dental
care expenditures are financed largely through out of pocket payments,
and the absence of wide spread comprehensive dental care insurance
plans, meaning that private dental care expenditure are more unequally
distributed than other forms of health and medical care |5], b. The role
of gencral praclitioners as gatckeepers to secondary health services
may contribute to the greater equality of private expenditures for this

item.[5)

Grossman (1972) shed light on the effect of income on health, either
positively or negatively. Positively by increasing consumption of good
housing and good food that improve health, and increase income may
not affect health directly but may improve the efficiency by which
health is produced, education is the prime example. Negatively, higher
income may induce people to buy more "bads” such as liquor or even

bad habits, such as reduced physical exercise.[23]

All Rights Reserved - Library of University of Jordan - Center of Thesis Deposit



126

In our population study, it was found that high income housebolds
spent substantially more on health care than do low income households.
This might be explained, that higher income group are more accessible
to health services than the lower income group, who might not alford to
buy these health services. Also, high income groups arc associated with
a head of household with higher level of education, and as mentioned
earlier, the household with an educated head is more likely to have the
opportunity to be exposed, and to expose himself to health mformation,

and accepting claims of science in matters affecting health.

The proportion of health expenditure to total expenditure is inversely
related to the level of income, this could be explained that: first: high
income households are associated with a head of higher level of
education, thus, he would be more efficient in utihzation of health
services, second: the benefits of health insurance are less likely to be
enjoyed by lower income households for which low income mmposes a
barrier both to sceking care and to purchasing private care, third: high
income is usually associated wiilh high socio-economic status and thus
enjoy other health enllancing advantages, better domestic hygiene,
better nulrilionlwhich reduce the risk of infection and other diseases,
and so these factors may lower their current demand for health care,
tlius minimizing the proporlionate of expenditure on health, fourth: or it
could be explained by the increase in household expenditure with

higher levels of income of the household.

The proportion of expenditure on dental care increased with increasing

household level of income, but it seems that the level of income had no
major effect on the proportion of expenditure on "medicine”,

"physician”,  "hospital', "Xray and laboratory” and “other
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miscellaneous”. This could be explained that dental care services are
unequally distributed across income groups, because it is largely

financed through. out-of-pocket payment; also it could reflect the

greater imperative to seek medical rather than dental care, since dental

illness rarely intrude normal role obligation, and carry little risk of
fatality.[S] |

Household Residency according to Urban/Rural Areas

Studying the effect of houschold residency according to urban/rural

arecas is used as a proxy for the availability and accessibility of health
services, since hospitals, physicians, and other health services tend to
cluster in urban areas. Also household income, and education of the
head of household, increases in step with movement from rural to urban

areas.[25]

Distance to health facilities limits people's willingness and ability to
seek care particularly when transport is limited. There is a heavy urban
bias in the distribution of health facilities. Large citics are much better
served by both private and public health infrastructure than would be
expected from their roles of serving rural populations and providing

referral services for the surrounding population.[1]

A number of surveys showed that low income households living in rural

areas have to travel considerable distances to reach the first Jevel of

referral services, usually -a primary health care center or a doctor's

office | 1]

Household surveys from sub-Saharan Africa and Latin America

demonstrate that those in urban areas seck and obtain medical care
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more often than those in rural areas. In Cote' d'Ivoire in mid-1930's an
urban household was nearly twice as likely to seek care as a rural

household (60 versus 36 percent){1]

So rural areas may find difficulties in using health services, because of

problems such as inability to pay, and lack of transportation.[25]

Urban integration is associated with a higher level of utilization, better
information on health facilities for the public could in turn facilitate

access (o medical care.[25]

Mclafferty (1982) has shown that the structure of wrban areasisa

significant factor in determining inequities in access to services.[25]

A study done by Wilbert et al (1988) found distance alone may have an
important influence on accessibilily, since different subgroups of the

population live at varying distances from sources of health care.[25]

In our study population it was found that the total household health
expenditure in absolute J.D. was higher when the household lived in
urban areas, and this is in parallel with the proportion of health
expenditure to  total expéndilure. Households who lived in urban areas
spent proportionately more on "dentist", "hospitals”, "Xray and
laboratory tests”, and "other miscellanecus” expenditures. While
houscholds who lived in rural areas spent proportionalely more on

"medicine”, and "physician”.

This could be explained that: First: health services distribution may not

be homogeneously dispersed throughout the counlry;, so the rural
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person may use fewer services and less frequently than his urban
counterpart because of the longer distance he must travel to reach a
health service. Second: houscholds who live in rural areas might use
cheaper public health centers than those who live in urban areas where

the tendency is o to use more expensive private health centers. Third:

urban areas, which are usually densly populated, have higher household -

health expendilure than rural areas which are less populated. This might
be because urban households are more susceptible to different health
hazards such as car accidents and air pollution which might increase
health expenditures. Fourth: other interveniﬁg lactors like education of
the head of household,- income; houschold size, health insurance elc.
might affect household health expenditures according to urban/rural

dAlreas.
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Chapter Five

Conclusion and Recommendation

Conclusion

This study has analyzed some of the factors that appear to affect

household health expenditures in Jordan. These factors include demographic,

social and enabling factors. The study found that:

First:

Second:

Third:

Fourth:

Almost 12.8% of the study population did not expend on any type
of health service and the proportion of the population that had no
direct expense for health service range belween 15.1% for

medicine up to 92.7% for "other miscellaneous” services.

The proportion of health expenditure out of overall expenditure for

the Jordanian household was 2.3%.

The average annual household health expenditure was 95.8

Jordanian Dinar.

‘The resulls oblained from differences between proportions using a

7z test showed that the following variables are statistically

significant willi a negative association:-

I. FHouschold size P=0.05.

2. Work sector of the head of household P=0.01.

3. Household residency accordihg {o urban,rural areas
P=0.003.
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While the regression anal).fsis where the other covariates are controlled,
the following variables showed to be statistically significant with a ncgative
association except for (the number of household members 65 years and over
was a positive association) and they are presented according to their relative
importance in descending order:-

1.  Work sector of the head of household p=0.0001.

Household _.resid'ency according to urban,rural areas P=0.0001.

Household size group P=0.0001.

2

3

4, Household income group P=0.0001.

5. Sex of the head of household P=0.005.

6 Age group of the head of household P=0.0113.
7

Number of household members 65 years and over P=0.0022 .

The regression equation was able to account for about 0.04 of the
variance in the dependent variable (R2 of the mode] was 0.0417), indicating
that other variables should be incorporated in the model, and this remain to be

investigated by a separate research.
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Recommendations

Several areas need further research in order to have a better picture of

the factors that determine household health expenditure in Jordan.

First:

Second:

Third:

The data that will be collected by Departiment of Statistic in it's_
"Household Expenditure and Income Survey" lor the year 1998,
should have information about the need of each household for
health services, i.e. the presence of a handicapped, chronic disease
member in  the houschold, efc.....also it should collect information
about the type of health insurance plan that is offered if available,

its type (premium, deductable, copayment, etc.).

Since need for medical care is expected to be the major
determinant of use of health care services, so further studies
should include need to be accounted for any serious altempt {o

explain expenditure on health services.

Furt‘her research needs io explore the characteristic of the
population who do not use any type of health services (did not
have any expenditure on health services) which made 12.8% of the
study population that was nationally represented (i.e. 975
households of the study populationy so further research need to

address such a group, and try to offset the reasons for nonuse.

Other recommendations for health planners:-

Changing people is much more difficult than to change their

environmeni (though the latter may itsell represent no simple task) therefore

cfforts to increase public tesponse should always aim at minimizing the
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barriers to aclion, increasing the opportunities to act (which will increase
perceived benefits, and providing cues to trigger responses) cxample of

important environmental fcatures that could be modified with good effect:-

a. To provide valuc for money by ensuring that public resources go first to
cost eflective preventive health and essential clinical services as
overspending on tertiary care cannot adequately finance more cost

effective care, and canot be equitably distributed.

b. Decentralization of government health service in rural areas and to avoid
any misallocation ‘and inequity that are caused by mistakes in deciding

where and what facilities to build.

c. Extension of insurance: government policy should extend insurance
coverage to the rest of the population, including the sclf-employed, the
elderly, the poor, large hiouschold size, depehdents of female employecs,
lower socio-economic élass, and expand the content of the available

package of care.
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Correlation Matrix
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Table (2)
The SAS Systemn

Summary of forward Sclection Procedure for Dependent Variable
{(Proportion of expenditure on health)

Step Variable Parameter Partinl  Model F Prob>F
Estimate R**2  R**2
Intercepl 0.07435218
l WS -0.01013163 0.0193 0.0193  105.6207 0.0001
2 UR -0.00896915 0.0087 0.0280 48.0006 0.0001
3 NOT4 -0.00336572 0.0064 0.0345 35.6742 0.000]
4 INCOMEGP  -0.00153024 0.0028 00373 15.5583 0.0001
3 SEX -0.01223887 0.0014 0.0387 7.9011 (.0050
6 AGEGP -0.00185731 0.0012 0.0398 0.4206 0.0113
7 MORGS 0.00468366 0.0017 0.0415 94239 0.0022
8 EDUGP -0.00058394 00002 0.0417 0.8778 (.3488
Abbreviations
TXP = Proportion of expenditure on health

HEXPN Total health expenditure

EXPN - Total expenditure

AGEGP Age group of the head of household

SEX Sex of the head of household

EDUGP Education group of the head of household

INCOMGP Income group of the household

LESS Number of children less than five years in the household
MOREGS Nimber of household members 65 years and over

UR Ho_usehold residency according to urban/rural areas
NOII Number of hbuséhb]d members (houschold size group)

WS

Work sector of the head of houschold
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