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ABSTRACT 

 

Background: With rise in NCDs leading to increased incidence of chronic kidney disease 

and advanced illness, the high social cost and cost to the health system is of major public 

health concern. In this study, the household-level health related expenditures for the past two 

years were examined to assess the financial burden and its associated economic 

consequences within the household of patients undergoing regular hemodialysis following 

renal failure owing to chronic kidney disease.  

Methods: A cross-sectional survey of 190 dialysis patients among four dialysis facilities was 

conducted to document the average monthly health-related out-of-pocket expenditure 

(OOPE), the proportion incurring catastrophic health expenditure and taking recourse to 

distress financing to finance the cost of hemodialysis and associated care. 

Results: All the elements of financial burden were prevalent across all socio-demographic 

strata. OOPE and catastrophic spending were more prevalent among low income class, 

among patients who were in the initial phase of dialysis, those using private health care 

facilities, and households of patients who did not have access to various financial support 

schemes of the government and other entities. Distress financing was high among those on 

dialysis for a longer period, and among males using public health facilities. The major modes 

of distress financing were mortgaging of assets and loans. 

Conclusion: In a scenario of rising disease burden and most patients incurring immense 

financial burden to undergo a maintenance procedure such as hemodialysis, there is an urgent 

need for more targeted financial support with an effective coverage; for prevention of the 

disease; and for curtailing the progression to a stage when hemodialysis becomes 

unavoidable.  
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1.1. Background  

 Chronic Kidney Disease is a growing public health concern in many developing 

countries due to its growing disease burden with the increase in non-communicable diseases,  

and the financial strain it poses on resource-drained health system. The significance of 

increase in kidney disease is seen by the fact that as per global health estimates in 2000, it 

was the 18
th

 leading cause of death globally which became the 12
th

 leading cause of mortality 

in 2015. This ascent indicates the increase in severity of the disease, not compensated for by 

the existing health systems. Hence the need arises to assess the economic burden imposed by 

treatment of such chronic debilitating health condition in order to come up with more 

sustainable treatment options and coping mechanisms. In this study, the household-level 

financial impact of the illness and its treatment is captured through assessment of out-of-

pocket expenditure incurred by the patient’s household and the proportion of households 

experiencing catastrophic spending and resorting to distress financing owing to expenditures 

related to seeking hemodialysis and associated health care.     

 

1.2. Disease Description and Course 

Chronic kidney disease (CKD) is a pathophysiologic process with multiple possible 

etiologies, resulting in the inexorable attrition of nephron number and function and 

frequently leading to end-stage renal disease (ESRD).  In turn, ESRD represents a clinical 

state or condition in which there has been an irreversible loss of endogenous renal function, 

of a degree sufficient to render the patient permanently dependent upon renal replacement 

Chapter 1.0.  

INTRODUCTION 
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therapy (dialysis or transplantation) in order to avoid life-threatening uremia (McGraw-Hill, 

2012).  In short, chronic kidney disease affects kidney function and it is usually said to be 

chronic when the duration exceeds 3 months. It is a precursor to ESRD, in which the kidney 

function is irreversibly affected and the patient would need Renal Replacement Therapy 

(RRT) to prevent setting in of multiple organ failure and consequently death.  

The stages of chronic kidney disease are determined by the glomerular filtration rate. 

Glomerular filtration is the process by which the kidneys filter the blood, removing excess wastes 

and fluids. Glomerular Filtration Rate (GFR) is a calculation that determines how well 

the blood is filtered by the kidneys. It is one way to measure kidney function. Glomerular 

filtration rate is usually calculated using a formula that includes a person's age, gender, race, and 

serum creatinine levels. A GFR under 60 mL/min/1.73 m² may indicate kidney disease 

(Healthwise Staff, 2014) . The stages range from 1-5 depending on the decreasing eGFR 

(effective GFR) (Arora, 2017) 

 Stage 1: Kidney damage with normal or increased GFR (>90 mL/min/1.73 m 
2
) 

 Stage 2: Mild reduction in GFR (60-89 mL/min/1.73 m 
2
) 

 Stage 3a: Moderate reduction in GFR (45-59 mL/min/1.73 m 
2
) 

 Stage 3b: Moderate reduction in GFR (30-44 mL/min/1.73 m 
2
) 

 Stage 4: Severe reduction in GFR (15-29 mL/min/1.73 m 
2
) 

 Stage 5: Kidney failure (GFR <15 mL/min/1.73 m 
2
 or dialysis)  

 The other measures of kidney function include albuminuria (excess protein in the 

urine), increasing serum creatinine concentration and decreased urine output. 

 

 

http://www.webmd.com/a-to-z-guides/tc/chronic-kidney-disease-topic-overview
http://www.webmd.com/urinary-incontinence-oab/picture-of-the-kidneys
http://www.webmd.com/heart/anatomy-picture-of-blood
http://www.webmd.com/a-to-z-guides/rm-quiz-blood-basics
http://www.webmd.com/a-to-z-guides/rm-quiz-kidneys
http://www.webmd.com/a-to-z-guides/creatinine-and-creatinine-clearance-blood-tests
http://www.webmd.com/a-to-z-guides/understanding-kidney-disease-basic-information
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1.3. Causes of Chronic Kidney Disease 

As per the first report from CKD registry, a voluntary organization that gather socio-

demographic and other data on patients undergoing treatment at various institutions for CKD 

from all regions of India, the common causes for chronic kidney disease include Diabetic 

Nephropathy (damage to your kidneys caused by diabetes. In severe cases it can lead to kidney 

failure) (31.3 percent), chronic kidney disease of Undetermined Etiology (16 percent), 

Chronic Glomerulonephritis (kidney disorder caused by slow, cumulative damage and 

scarring of the tiny blood filters in the kidneys) (13.8 percent) and Hypertensive 

Nephrosclerosis (clinical syndrome characterized by long-term essential hypertension, 

hypertensive retinopathy, left ventricular hypertrophy, minimal proteinuria, and progressive 

renal insufficiency) (12.9 percent). In Kerala, diabetic nephropathy was attributed to 59.7 

percent of dialysis patients at a prominent private institute.  (Lakshminarayana et al., 2017) 

 

1.4. Burden of The Disease 

 The prevalence of chronic kidney disease varies considerably among different 

countries but there is general consensus that the prevalence is increasing, possibly 

attributable to increased longevity and increasing load of predisposing non-communicable 

diseases.  

 With the incidence of end stage renal disease growing at a rate of 8 percent, far in 

excess of the population growth at 1.3 percent worldwide, the number of cases requiring 

RRT is most certain to increase. Only 15 percent of them receive any treatment and more 

than 80 percent of those receiving renal replacement therapy are in the affluent countries with 

large elderly population and with universal health coverage. With national level registries 
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lacking at present, we can only estimate the prevalence and incidence of the disease to the 

closest possible values. One of the most representative community-based study done in North 

India estimates the prevalence of stage-3 CKD at 0.79 percent with incidence at 169 pmp 

(Agarwal et al., 2005), though it is shown as high as 232 pmp as per another study (Modi and 

Jha, 2006).  According to the SEEK (Screening and Early Evaluation of Kidney disease) 

study conducted in India in 2013, the prevalence of CKD is as high as 17.2 percent with the 

major proportion in the stage 1,2  and 3, indicating a potential for progress to ESRD which 

would require RRT (Singh et al., 2013). However, being a camp-based study, the sample was 

criticized for not being a true representation of an Indian population. Yet it marks the concern 

ad demand among the public and need to aggregate more primary ground data.  Thus 

together it is evident that there is a rising need for an appropriate and timely screening and 

management of the susceptible population.  

In 2000, India had 31.7 million diabetic patients and the number that is expected to 

double by 2030 (Kher, 2002). Thus it is safe to predict a similar rise in diabetic complications 

in the country, chronic renal failure being one of the major complications of long standing 

diabetes. 

 Chronic kidney disease has a dual nature in that it has its etiology in diabetes and 

hypertension but at the same time its presence predisposes to cardiovascular disease (CVD) 

and also increases risk for all-cause mortality. Thus CKD is not an entity standing alone in 

the plethora of diseases.  

1.5. Management of Chronic Kidney Disease in India 

In chronic kidney disease, the treatment options include conservative management, 

and further for end stage disease, it includes Hemodialysis (in center or at home), peritoneal 
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dialysis, as either continuous ambulatory peritoneal dialysis (CAPD) or continuous cyclic 

peritoneal dialysis (CCPD) or renal transplantation. Dialysis is a mechanical process that 

performs the work of healthy kidneys. Hemodialysis uses a man-made membrane (dialyzer) to 

remove wastes and extra fluid from the blood. It also restores the proper electrolyte balance  in 

the blood (electrolytes)  (Healthwise Staff, 2015). The exchange is done through an artificially 

created arterio-venous fistula (A-V fistula) in the body, usually in the limbs. With continuous 

ambulatory peritoneal dialysis, the blood is always being filtered. The dialysis 

solution passes from a plastic bag through a catheter and into the abdomen. The dialysis 

solution is filled into the peritoneal space in the abdomen through a catheter. After several 

hours, the person using CAPD drains the solution back into a disposable bag and refills with 

fresh solution through the same catheter to begin the filtering process again (Kidney 

Research UK, 2013) . In continuous cyclic peritoneal dialysis, an automated cycler performs 

multiple exchanges of dialysate solution at night while the patient sleeps, allows it to dwell 

there and then drains it to a sterile bag that is emptied in the morning (Mayo Clinic Staff, 

2017). In India, the major RRT options include Hemodialysis for maintenance, CAPD and 

Renal transplant. Out of the 24610 patients under treatment for CKD as per the CKD registry 

2007, a hospital-based national registry, 76.9 percent are on conservative and palliative 

management, 17.9 percent on maintenance hemodialysis, 2.7 percent on CAPD and 2.5 

percent had Renal Transplant. The report also mentions that 59.4 percent among the stage 5 

CKD were not receiving any form of RRT. (Rajapurkar, 2007) 

India currently has 820+ nephrologists. Of these, 35.5 percent, 30 percent, 23 

percent, 9 percent and 2.5 percent are distributed in North, South, West, East and Central 

India, respectively. Overall, there are 710+ hemodialysis units. Within these hemodialysis 
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units there are 2,500+ dialysis stations, with an average number of stations per unit being 3 

(range 2–24). With an average number of dialyses per station being twice a day and the 

average number of dialyses being twice a week, we can reasonably calculate that nearly 

15,000 (7–8 percent of ESRD incidence) patients are being dialyzed at any one time by 

hemodialysis modality. Nearly 85 percent of these centers are privately run and perform both 

transplant-oriented dialysis as well as maintenance hemodialysis (MHD). As opposed to the 

private sector, the government sector cannot afford to provide MHD, and thus mainly 

operates RT-oriented hemodialysis facilities (Agarwal and Srivastava, 2009) 

 

1.6. Socio-Demographic and Economic Factors 

A number of modifiable and non-modifiable risk factors have been associated with 

the development and progression of kidney disease. Race, ethnicity, and genetics have major 

impacts on susceptibility to CKD. Of the modifiable factors for the initiation of CKD in the 

community, hypertension and diabetes are the most common while obesity, dyslipidemia, 

and smoking have also been implicated.  

Sex disaggregated data gives composition of male RRT recipients at 68.9 percent 

and females at 31.1 percent. (Schieppati and Remuzzi, 2005) . Kerala also showed a Male-

female ratio of 2:1 among dialysis patients (Lakshminarayana et al., 2017). 

The CKD 2
nd

 Annual Report shows the mean age of CKD patients at 48.3 +/- 16.6 

years (Rajapurkar, 2007). The risk of chronic kidney disease is bi-directionally affected by 

level of economic development. Poverty increases the risk of disorders that predispose 

chronic kidney disease to develop or progress, and worsens outcomes in those who already 

have chronic kidney disease (Jha et al., 2013) . Poor socio-economic status of the 
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neighborhood showed a 50 percent increase in risk associated with progressive kidney 

disease, though individual income and education did not indicate an association as a risk 

factor. (Merkin et al., 2007) in a U.S. cohort but in another study the risk increased with 

decrease in socio-economic status (Ward, 2008). End stage renal disease patient in India has 

been shown to be at a younger age group, poorer, and more likely to present with an 

advanced stage of renal disease (Rajapurkar et al., 2012). 

 

1.7. Economic Consequences of the Illness and Its Management 

The intrinsic goals of any health system involve three components: 1) To improve the 

health of the population 2) Responsiveness to Population and 3) Fairness in financial 

contributions. So as a derivative, an assumption of ‘fairness’ in the mode of payment for 

receiving health care, limiting the extent of expenditure from the patient household i.e. Out 

of Pocket Expenditure (OOPE) for health care should be part of any health system. However, 

in many countries, especially in the LMIC, a major share of health expenditure is the OOPE 

which could lead to catastrophic health expenditure (CHE) to the household. But the factors 

that predict the occurrence of CHE are dependent on the availability of  health services 

requiring payments, low capacity-to-pay and lack of any pre-payment/health insurance(Xu et 

al., 2003).  

Household out-of-pocket spending (OOPE) includes the direct outlays of households, 

including gratuities and in-kind payments made to health practitioners and to suppliers of 

pharmaceuticals, therapeutic appliances and other goods and services. This includes 

household direct payments to public and private providers of health care services, non-profit 
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institutions, and non-reimbursable cost sharing, such as deductibles, copayments and fee for 

services. 

Capacity To Pay (CTP) is a measure of disposable income once all basic survival 

needs are met. This can be constructed in multiple ways, depending on the definition of 

survival income (total expenditure minus subsistence needs, national poverty line, food 

expenditures, the World Bank’s international poverty line, etc.). 

Catastrophic health expenditure (CHE) is said to occur when health-related OOPE of 

a household or individual exceeds a certain threshold of total household income or ‘Capacity 

to Pay’. In practice, 5 percent, 10 percent, 15 percent and 20 percent threshold ratios of OOP 

to total income have been used for defining catastrophic spending; 10 percent, 20 percent, 30 

percent and 40 percent threshold ratio of OOP to ‘capacity to pay’ have also been used to 

define catastrophic spending. 

T= OOP on health during a specific period of a household, X= Total consumption 

expenditure of the household during the same period, Z is the threshold limit, 

 then catastrophic health expenditure occurs when  

    T/X > Z 

 

 As per Xu et al, the threshold (Z) of catastrophic spending has been agreed with 

general consensus upon 40 percent of household income or expenditure. (Xu et al., 2003) . 

In the Indian context, non-communicable diseases are on rise with 53 percent of all 

deaths in 2011 accounted for by them and various factors blend in to set stage for 

catastrophic spending and help spiral down into the medical poverty trap. In a systematic 

review of 64 studies on global impact of NCDs and its effect on impoverishment, diabetes 
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and cancer remained the most studied while Chronic Obstructive Pulmonary Disease 

(COPD) and Chronic Kidney Disease (CKD) are least represented. Very few studies have 

been done up till date in India regarding the economic burden imposed by such costly 

treatment modality, resulting in disastrous outcomes of various dimensions upon the patient 

as well as the household. 

The average cost of dialysis per session is estimated at Rs.1100 (Khanna, 2009) with 

a monthly average of Rs.120000 in private facility which is equivalent to 3000USD. This is a 

substantially smaller cost compared to the 60,000 USD spent in the U.S. but in spite of this 

comparatively low cost, RRT is beyond the reach of more than 90 percent of Indians 

(Khanna, 2009). As for peritoneal dialysis, in spite of its growing popularity, it continues to 

be the last resort. The best modality of renal replacement therapy may be Renal Transplant in 

that it is cheapest in the long run and provides better survival and also better quality of life. 

India has 172+ renal transplant centers, again mostly in the private sector, and about 3,500 

transplants are done annually. But in the absence of a well-organized cadaver donor 

programme (<2 percent) and the alternate major source being unrelated living donors(30-40 

percent), there is insufficiency in donors with ethical implications adding to the 

dilemma.(Sakhuja and Kohli, 2006) There is also a gender tilt with more donors being 

women and more recipients being men.  

A study in Chennai showed that the total median cost and also the two-year-

expenditure for dialysis (median expenditure of Rs.5,00,00) were significantly higher than 

those for renal transplantation (Median expenditure of Rs.3,45,000). It also showed that 

Patients on dialysis/ESRD were likely to spend more on hospitalizations than CKD patients 

without complications.(Satyavani et al., 2014) 
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The mean age at diagnosis of CKD is 48 years in India as compared to 52-63 years 

in developed countries (Sakhuja and Kohli, 2006). The effects of delay in detection and 

diagnosis of the condition and failure to institute timely strategies to delay progress to renal 

failure may lead to rise in the number of patients at younger age progressing to ESRD 

requiring renal replacement therapy are expected to rise (Kher, 2002). It also signifies the 

increased cost for a younger patient on dialysis due to the increased duration under treatment.  

According to a study, in India, less than 10 percent of patients who require RRT 

actually receive any treatment and out of the fraction receiving dialysis,  66 percent 

discontinue owing to cost of treatment or death (Sakhuja and Kohli, 2006). In most studies, 

one of the main determinants of provision and access to RRT is almost always the cost 

involved in terms of initial investment, maintenance, training, skilled personnel, subsidies on 

consumables and drugs etc. on the part of the provider and the added patient expenditure 

incurred by the patient and the household.  

McIntyre explains the economic consequences that are preceded by levels of 

perceived illness and the resulting treatment seeking behavior in the household which leads 

onto coping strategies, potentially resulting in poverty (Fig.1.). The paper also mentioned that 

greater is the economic burden, when poorer families incur OOPE in comparison to the 

higher-income counterparts. (McIntyre et al., 2006) 

Even globally the topics that are often overlooked are the assessment of coping 

strategies and inclusion of the marginalized and vulnerable people who do not seek health 

care(Jaspers et al., 2015). The latter may be out of scope of the current study given the 

limitation of the short duration and the small sample size. 
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Figure 1.1. Flow chart of key issues in economic consequences of illness 

 

1.8. Rationale for The Study 

 There is reciprocity in the relationships between CKD and the other chronic diseases 

like Diabetes, Hypertension, and Cardiovascular Disease, indicating the interplay between 

the etiology of all these diseases. The effect of one of these diseases upon the other and their 

impact on the patient’s wellbeing, physical and financial, render Chronic kidney disease, a 

core concern for any NCD programme planning. It is important to note that CKD/ESRD is 

not included in the Global NCD Action plan though it is a key determinant of the major NCD 

morbidity and mortality. 

 The central government policy towards RRT included an experimental phase of 

conducting hemodialysis with the internationally approved protocol-based approach through 

standalone units (Agarwal and Srivastava, 2009) 
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 In Kerala, the age standardized prevalence of diabetes among the age group 30-64 

years in an urban settlement in 1999, has found to be as high as 13.7 percent (Kutty et al., 

1999). This is an indicator for an existing high prevalence of non-communicable diseases in 

Kerala and which subsequently causes diabetes-related complications such as chronic kidney 

disease and end stage renal disease. 

 Ernakulam is one of the most developed districts in the state with 68.07 percent, 

living in urban region of the district according to 2011 Census data, providing advanced 

healthcare in the region and within access to most in Central Kerala. The population of the 

district is 3,282,388, constituting 9.83 percent of Kerala’s population and the urban 

metropolitan area of Kochi alone hold a population of 2,119,724. Thus the study conducted 

at Ernakulam district could efficiently capture the representation of the district and possibly 

be extended to the Central Kerala region.  

 

1.9. Objectives of the Study 

 The questions intended to address in this study are: 

1) What proportion of the population under dialysis encounters catastrophic health 

expenditure in pursuing this treatment modality? 

2) What are the various options resorted to by the households to finance the health-

related expenses associated with dialysis? 

3) What are the factors in play, both protective and deterrent, that may prevent or 

promote catastrophic health spending? 
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2.1. Study Setting  

 Participants were selected from hospital registries of four prominent dialysis centres 

in Ernakulam district including one public facility, two private run facilities and one 

peripheral standalone dialysis unit. All the patients attending the facilities were approached 

for participation on consent. All participants fulfilling the inclusion criterion and further 

restricted by the exclusion criterion were enlisted for the study.  

 

2.2. Study Design  

 The study design is an institution-based cross-sectional survey of the household of the 

patients undergoing dialysis, initiated within the last two years and had been on the 

procedure for at least a month preceding the date of interview. The survey was conducted 

using an interview schedule to capture the Monthly Total Household Expenditure, Monthly 

Health related OOPE including those of A-V fistula surgery, hospitalization and the subsidies 

received for healthcare within the last two years. Data on individual/household 

characteristics, out-patient and specialist consultations, impact on the household, type of 

financial support received to cover health expenditure and pre-existing debts were also 

collected. 
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2.3. Sample Size Estimation 

 Sample size (n) is determined by the formula 

  

 Z= Standard Normal Variate 

 S.D = Standard Deviation of catastrophic health expenditure as per the systemic 

review which defined financial catastrophe as  OOPE exceeding a certain proportion of 

household income  (Jaspers et al., 2015). 

 d = Absolute Precision 

  The sample size had been calculated to 234 subjects to obtain a result allowing for 5 

percent α-error and 5 percent precision with expected proportion of Health-related OOPE 

upon the Total Household Expenditure (effective income) mean being 80 percent with 

standard deviation of 39 percent. The response rate was expected to be high owing to the 

nature of the topic as it was of critical interest to the household wellbeing. (Vaishnavi and 

Dash, 2009) (Daivadanam et al., 2012). But since permission was not obtained from one of 

the proposed five institutions and the total number of possible participants from the 

remaining four centres amounted to only 200 in number, the sample included all the patients 

attending the facility given the inclusion and exclusion criteria. 

2.4. Sample selection  

 The following criteria were used to select the participants. 

  

 

2d
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Inclusion Criteria   

1. Men and Women above 25years of age residing in the district of Ernakulam. 

2. Initiated on dialysis within the last two years, having completed at least one month 

under hemodialysis.     

Exclusion Criteria 

1. Pregnant women 

2. Persons with co-morbidities other than diabetes and hypertension and its related 

complications requiring regular treatment and hospitalization. 

3. Deaths 

 

2.5. Ethical Clearance 

 Ethical clearance was obtained from Technical Advisory Committee and Institutional 

Ethics Committee. Permissions were also obtained from the four centres from where the 

patients were selected for the study. 

2.6. Data Collection 

  A total of 208 patients were selected from the four centres, out of which 190 

participants were finalized as 18 patients were excluded. These 18 patients included five who 

were not willing to participate, six who had changed the dialysis facility or were not traceable 

and seven who had expired preceding the survey. Thus 190 participants were interviewed 

using the questionnaire tool from June 20
th

 to August 31
st
 2017 by the principal investigator.  

 Data was collected only after informed consent was taken which included thorough 

clarification of the doubts that were expressed by the respondents. All the interviews were 

conducted within the premises of the dialysis centres. Care was taken to ensure utmost 
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privacy and confidentiality to the respondents. The expenditure details were validated using 

available bills which the respondent was asked to bring along and prescription list was 

obtained from the health records maintained by the health facilities. The prices of 

medications were also ascertained from the medical stores. 

2.7. Data Analysis 

 The assessment of financial burden was done through estimation of Average monthly 

health-related out-of-pocket expenditure, proportion of catastrophic health expenditure 

among the households and proportion who resorted to Distress financing for health 

expenditure and their association with the correlates.  

Analysis of the collected data was done as follows  

 

Figure 2. Framework for Data Analysis 

 

2.7.1. Average monthly health-related OOPE  

 It is calculated from the monthly expenditure on dialysis, routine medications, 

nephrology and other out-patient consultations and average monthly hospitalization 

Univariate Analysis 

• Description of Individual  and 
Household Characteristics. 

• Characteristics of the Illness 

• Consequences of Illness/Treatment 
upon the household 

• Estimation of the Outcome 
variables and their distribution 

Bivariate Analysis 

• Correlates of Average monthly 
health-related OOPE 

 

• Correlates of Catastrophic Health 
Expenditure  

 

• Correlates of Distress Financing 
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expenditures from which the average monthly subsidies were deducted. For bivariate 

analysis, three of the extreme values were excluded. 

 

2.7.2. Catastrophic Health Expenditure  

 It is said to occur when the level of out-of-pocket health expenditure exceeds a fixed 

proportion of household income or household’s Capacity To Pay. Hence in this study, CHE 

has been considered by both methods 

 Catastrophic spending is said to occur when the proportion of the monthly household health 

expenditure (OOPE) to the total household expenditure (THHE) exceeds 25 percent. 

                       OOPE/THHE > 0.25 

 Total Household Expenditure is taken, rather than the total household income as it 

gives a more accurate reflection of purchasing power (Xu et al., 2003) 

 Catastrophic spending is said to occur when the proportion of the monthly household health 

expenditure (OOPE) to the household’s Capacity to Pay (CTP) exceeds 40 percent 

                                  OOPE/CTP >0.4 

Capacity to Pay (CTP) is obtained by deducting Subsistence Expenditure (SE) from 

household expenditure. It can be calculated as follows: 

1. Generate the food expenditure share for each household by dividing the household’s food 

expenditure(FE) by its total expenditure (THHE) 

  FE / THHE 

2. Generate the equivalent household size for each household as   

  eqSize = (Household size)
0.56 
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3. Divide each household food expenditure by the equivalent household size to get equivalised 

food expenditures (eqFE) 

   eqFE= FE / eqSize 

4. Identify the food expenditure shares of total household expenditure that are at the 45
th

 and 

55
th

 percentile across the whole sample.  

5. Calculate the average of food expenditure in the 45
th

 to 55
th

 percentile range. This gives the 

subsistence expenditure per (equivalent) capita, which is also the poverty line (PL) 

  PL = ∑eqFE     ∑n   

6. Lastly, calculate the subsistence expenditure for each household (SE) as 

   SE = PL * eqSize 

 

The household's Capacity To Pay (CTP) 

 The household’s CTP is defined as the non-subsistence effective income of the 

household.  

Out-of-pocket health payments share of household capacity to pay (OOPE/CTP) 

 The burden of health payments is defined as the out-of-pocket payments as a 

percentage of a household’s capacity to pay. 

 OOPE / CTP 

 

 In the present study, CHE is being examined by both the methods discussed to obtain 

a more comprehensive and accurate assessment of the impact upon the patient household. 
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2.7.3. Distress Financing  

 It is said to occur when a household resorted to any of the following financing 

sources to finance the healthcare of the individual (Joe, 2015). 

i. Borrowing/Mortgaging of Assets/Land  

ii. Sale of Assets/Land.  

 Distress Financing helps to summarise the different modes of coping strategies used 

and can help differentiate between relatively high but affordable OOPE and relatively low 

but unaffordable health-related OOPE. It can also indicate indirect health spending. 

(McIntyre et al., 2006).  
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The survey was completed in 190 respondents. Section 3.1. below describes the 

socio-demographic characteristics of the respondents and their households, illness/treatment 

characteristics, consequences of the illness, modes of financial support, the expenditures both 

health related and otherwise, and the description of the elements of financial burden assessed. 

In Section 3.2. under various subsections, we examine the association of the elements of 

financial burden and the patient and illness characteristics and characteristics of the health 

facility in which dialysis is performed and the types of financial support received.  

 

3.1. DESCRIPTION OF PATIENT CHARACTERISTICS AND EXPENDITURES 

3.1.1 Individual and Household Characteristics 

 The number of dialysis patients from public facility was 68 (35.8 percent), from 

private facility were 102 (53.7 percent) and 20 (10.5 percent) from standalone unit. Most of 

the respondents were spouses to the patient (60.5 percent), the rest being self (11.1 percent) 

and others (28.4 percent). There were 135 male patients (71.1 percent) and 55 female patients 

(28.9 percent) in the study sample which is close to the M:F ratio of 70:30 obtained from the 

CKD registry (Rajapurkar et al., 2012).  The mean age of the group was 57.55 years ± 10.072 

years and majority (57.4 percent) of the patients belonged to the age group 50-65 years. As 

for place of residence, most from the public facility were from rural area (75 percent) while 

in private facility, it was 42.9 percent from rural and 52.1 percent from urban area and in 

standalone facilities, it was 55 percent rural and 45 percent urban residents. In the sample 

frame, six (3.2 percent) were illiterate, one being male and five female patients. Most patients 

Chapter 3.0.   

RESULTS 
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had had schooling till secondary school or lower (81.6 percent) and were unemployed (84.7 

percent) at the time of interview. One of the unemployed category was even a student and 

11.1 percent were retired employees. Majority (85.3 percent) of the households had family 

members who have had schooling till higher secondary education and beyond. A large 

proportion of dialysis patients had been under dialysis for more than 12 months at the public 

(70.6 percent) and standalone facility (75 percent).   

 A majority of the households (62.1 percent) had four members or less and the mean 

household size was 4.43 ±1.530.  

 

Table 3.1. Distribution of Patient/Household Characteristics 

Variable Frequency (%) 

Relationship to the patient  

Self 21 (11.1) 

Spouse 115 (60.5) 

Others 54 (28.4) 

Sex of the patient  

Male 135 (71.1) 

Female 55 (28.9) 

Age of the patient  

Below 50 years 45 (23.7) 

50-65 years 109 (57.4) 

Above 65 years 36 (18.9) 
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Variable Frequency (%) 

Place of Residence  

Rural 110 (57.9) 

Urban 80 (42.1) 

Educational Qualification of the patient  

Secondary School or lower 155 (81.6) 

Higher Secondary School or higher 35 (18.4) 

Occupation of the patient  

Unemployed 161 (84.7) 

Employed 29 (15.3) 

Size of the Household  

4 Members Or Less 118 (62.1) 

5 Members Or More 72 (37.9) 

Highest Educational Status in the Household  

Secondary School Or Less 28 (14.7) 

Higher Secondary Or More 162 (85.3) 

Total 190 (100.0) 

 

 

3.1.2. Characteristics of Illness/Treatment 

 A major proportion of patients were attending private facility (53.7 percent) and the 

rest were spread between public and standalone facilities. At private facility, the proportion 

of patients on dialysis since more than 12 months was 46.1 percent and the proportion of 
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patients under 12 months of dialysis was 53.9 percent. Out of 190, an alarming proportion of 

28.94 percent was started on dialysis at the time of diagnosis of chronic kidney disease which 

indicates the advanced stage of illness at the time of presentation. 

Table 3.2. Characteristics of Illness/Treatment 

Variable Frequency (%) 

Duration under dialysis  

12 months or less 80 (42.1) 

More than 12months 110 (57.9) 

Patients started on dialysis at time of diagnosis 55 (28.9) 

Type of dialysis facility  

Public facility 68 (35.8) 

Private facility 102 (53.7) 

Standalone facility 20 (10.5) 

Total 190 

 

 In the sample, the mean duration since diagnosis of chronic kidney disease had been 

38.1±33.4 months with mean age at diagnosis was 54.37±10.11 years and most had been on 

oral medication for a mean duration of 23.91 ±31.98 months until the start of dialysis 

treatment (Table 3.3.). The mean duration since the A-V fistula surgery had been 

15.40±13.580 months and they had been started on dialysis since 13.73±6.579 months. The 

reason for delay could be due to a few patients who had the A-V fistula surgery as an elective 

measure in case dialysis was warranted in the forthcoming days and was hence advised by 
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the treating nephrologists to perform the procedure with enough time for the fistula to 

mature. There were 37 patients who were advised to start on dialysis but had initiated on the 

treatment modality only at a later date. The mean gap between the initial advice and actually 

starting treatment was 9.1±15.28 months.  

 

Table 3.3. Timeline of illness and treatment milestones 

 Mean Std. Deviation 

Duration since diagnosis of CKD in months 38.10 33.391 

Mean age at diagnosis in years 54.37 10.11 

Duration between CKD and dialysis in months 23.91 31.98 

Duration since first A-V Fistula surgery in months 15.40 13.580 

Duration since start of dialysis in months 13.73 6.579 

Duration of gap between first advice and start of 

dialysis in months  
9.1 15.28 

 

 Among the 190 patients, 105 (55.3 percent) patients have had to change the facility 

since dialysis was started and within them, 15 (14.2 percent) had had to change more than 

one time. Among those who had had to change the facility, 90.5 percent were initiated on 

dialysis at a private facility and at the time of interview, only 19.0 percent were undergoing 

the procedure at private facility, whereas 81 percent of the patients were using public facility 

at the time of interview who had ever had to change facility. Among 88.6 percent, the reason 

for change of facility had been primarily owing to financial reasons and among the rest, it 

was due to non-financial reasons like poor health (2.9 percent), difficulty to obtain services at 

nearby facilities owing to waiting lists (2.9 percent), and non-availability of facilities for 

maintenance hemodialysis at the hospital of diagnosis (3.8 percent).  

 

 



 

25 
 

Table 3.4. Change of dialysis facility 

 

 

 

 

 

 

 

 

Table 3.5. Characteristics of change of facility 

 

 

 

Change of dialysis Facility Frequency Percent 

Did not change 85 44.7 

Changed 105 55.3 

Total 190 100 

 Frequency Percent 

Frequency of change of facility    

One time 90 85.7 

More than One time 15 14.2 

Reason for change of facility   

Health related reasons 3 2.9 

Inadequate facilities 4 3.8 

Difficulty to obtain services 3 2.9 

Financial reasons 93 88.6 

Others 2 1.9 

Total 105 100.0 
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Table 3.6. Distribution of patients among facilities initially used and in current Use 

 

 As per Table 3.7, it is evident that patients in the first year of dialysis are being 

concentrated in private facility, while those who had been on treatment longer than 12 

months are using both private and public facilities to almost same extent. 

Table 3.7. Distribution of duration under dialysis by type of facility 

Duration under 

dialysis 

Public facility (%) 

Private facility 

(%) 

Standalone facility 

(%) 

Duration less than 6 

months 

7 (20.59) 27 (79.4) 0 (0.0) 

Duration 6 to 12 

months 

13 (28.26) 28 (60.87) 5 (10.87) 

Duration more than 

12months 

48 (43.63) 47 (42.72) 15 (13.63) 

Total 68 102 20 

 

 

Frequency  

N=105 

Initial Facility Current Facility 

Public 

 (%) 
Private (%) 

Public/Standalone 

(%) 

Private 

(%) 

10 (9.5) 95 (90.5) 85 (81.0) 20 (19.0) 
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Table 3.8. Distance to dialysis facility and expenditure incurred for dialysis procedure  

 

 The mean distance to the dialysis facility from place of residence was 

14.93±10.362km.  

 When the need arose for hospital admissions for any illness since dialysis, 74.2 

percent had required hospital admissions. The mean number of admissions since dialysis was 

1.41±1.62 times and the total number of hospital admissions required in the last two years 

had been 267 among 190 patients. Of them, 68.9 percent have had hospitalizations between 

one to three admissions in the past two years and 4.7 percent had needed admissions more 

than three times. Among the 141 patients who were admitted ever for any illness, 98.5 

percent resorted to private facility for all the admissions and 1.5 percent alone used public 

facility for all hospital admissions. No patient had been admitted between public and private 

hospitals during the two years since dialysis. The reason for a large proportion seeking care 

in private-run hospitals, usually large multi-specialty centres was that the ESRD patients 

under dialysis could not be admitted to facilities were nephrologists and dialysis facilities 

were not available and was often referred to such higher centres for treatment.  

 

 

 

 
Mean Std. Deviation 

Distance to dialysis facility (in km) 14.93 10.36 
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Table 3.9. Number of hospital Admissions post-dialysis and type of facility used for 

admissions  

 Frequency Percent 

Number of admissions post-dialysis in the 

past two years 
  

No Admissions 50 26.3 

1-3 Admissions 131 68.9 

More than 3 Admissions 9 4.7 

Type of facility used for hospital admissions   

No Admission 49 25.8 

All Admissions Public 2 1.1 

All Admissions Private 139 73.2 

Reason for hospital admissions in last three 

admissions 
  

Worsening Symptoms 201 84.4 

Dialysis Related Conditions 11 4.62 

Transplant Related Treatment 5 2.1 

Other Illnesses 21 8.82 

Total 190 100.0 

 

 

3.1.3. Financial Subsidies from various sources 

 The Government of India as well as Government of Kerala have instituted social 

insurance schemes and other schemes that fully or partially cover costs of health care for 

patients from low-income groups. The schemes being utilized by the patients included 
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Karunya Benevolent Fund Scheme (11.6 percent), Employees’ State Insurance Corporation 

(ESI) scheme (6.8 percent), Rasthriya Swasthya Bima Yojna (RSBY) scheme (40.0 percent), 

and the standalone facility’s subsidy (10.5 percent). Others included medical insurances of 

various companies which constituted only 3.7 percent of all patients. The mean of subsidies 

received for dialysis was Rs.6431.34±4737.89. The mean of total subsidies received for all 

healthcare for the patient was Rs.7134.89±5484.18. Mean amount under each scheme were: 

Karunya Scheme (Rs.8499.31±1052.20.), ESI Scheme (Rs.11365.77±1591.65), RSBY 

Scheme (Rs.9045.66±3647.48) and subsidy from standalone unit (Rs.7957.06±1620.55). The 

divide of subsidy received for dialysis and for hospitalisations and other health-related 

services are given in Table 3.10. It was found that Karunya scheme, ESI scheme and the 

RSBY scheme were major contributors enabling access to otherwise unaffordable health 

expenditure. 
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Table 3.10. Characteristics of the types of financial support 

Type of financial 

support for dialysis per 

month 

 

 

Frequency (%) 

Subsidies obtained from the financial support 

Dialysis 

Admissions/Nephrolo

gist/Medicines 

Total 

Mean 

Std. 

Deviation 

Mean 

Std. 

Deviation 

Mean 

Std. 

Deviation 

No Scheme-

based Financial 

support 

52 

(27.4) 

285.63 984.59 631.67 2958.52 917.29 3058.48 

Karunya 

Scheme-State 

Owned 

22 

(11.6) 

8499.31 1052.20 436.76 1772.63 8936.07 2039.23 

ESI - Central 

Scheme 

13 

(6.8) 

11365.77 1591.65 3649.99 5494.37 15015.77 6218.79 

RSBY – 

Central Scheme 

76 

(40.0) 

9045.66 3647.48 180.67 869.76 9226.32 3834.52 

Subsidy from 

Charitable 

Trust 

20 

(10.5) 

7957.06 1620.55 1058.10 1029.27 9015.16 2123.22 

Others 7 (3.7) 3678.76 4044.23 1268.17 1542.45 4946.93 4862.16 

Total 

190 

(100) 

6431.34 4737.89 703.55 2419.06 7134.89 5484.18 
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3.1.4. Health related Expenditures  

 The health related expenditures included the dialysis related expenses, other 

hospitalisations, expenditure for routine medications, out-patient services, routine nephrology 

consultations. The hospital expenditure for undergoing dialysis for a month was 

Rs.13671.31±3846.04 and the hospital expenditure per session of dialysis was 

Rs.1612.45±428.04.  

 Routine nephrology consultation was taken up by189 patients (99.5 percent), except 

for one patient who was not consulting any nephrologists since the past few months. 

Consulting nephrologists were specialists from public sector, private sector and also 

individual clinics. The mean expenditure for nephrology consultation amounted to 

Rs.167.82±358.497. Only 16.3 percent of the patients had required out-patient services as 

most of the healthcare needs of the patient was being attended by the consulting nephrologist 

and the expenditure for the same constituted a mean of Rs.72.26±608.07. The expenditure for 

routine medications were similar across the types of facilities with a mean of 

Rs.2504.03±1580.09 and most of the medications for chronic kidney disease were not 

covered under any of the schemes. The total health-related expenditure for a dialysis patient 

was Rs.22523.00±12062.87. 

Table 3.11. Monthly Expenditure for Routine Mediations by type of Facility 

Monthly Expenditure for Routine Medicine Mean (Rs.) 
Std. Deviation 

(Rs.) 

Public Facility 2401.1672 1589.51524 

Private Facility 2661.3014 1707.59571 

Standalone Facility  2225.8180 687.11661 

Total 2504.03 1580.09 
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Table 3.12 Health-related expenditures  

 
Mean (Rs.) 

Std. Deviation 

(Rs.) 

Monthly Expenditure for dialysis 13671.31 3846.04 

Average monthly expenditure for hospital 

admissions 

4468.05 10018.66 

Average monthly expenditure for A-V fistula 

surgery 

1607.37 1722.72 

Monthly expenditure for out-patient services 72.26 608.07 

Monthly expenditure for Nephrologist 

consultation 
167.82 358.49 

Total health-related Expenditure  22523.00 12062.87 

 

3.1.5. Modes of Financing 

 The mean amount of total expenditure incurred per year for healthcare of the patient 

was Rs.112268.95±189521.83 with a large proportion being contributed from savings. Here 

we discuss the sources used by the households to finance the healthcare of the individual 

with reference to Table 3.13 and 3.14. Savings was a major source of financing resorted to by 

the households at 68.42 percent and 77.35 percent respectively with a mean of 

Rs.40989.47±67809.10 per year for dialysis and Rs.12261.58±30677.32 per year for other 

health-related expenditures. The other major sources include financing from financial 

assistance received (dialysis expenditure at 58.94 percent and other expenditure at 33.96 

percent). Mortgaging of assets had also been a major contributor to healthcare expenditures, 

where 27.36 percent resort to for dialysis expenditure and 21.69 percent resort to for other 

health-related expenditure.  
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 Apart from savings, sale of land, sale of assets and loans were being widely used to 

finance health care facility especially for dialysis care. 

 

Table 3.13. Types of sources resorted to finance the healthcare of the dialysis patient 

 

 

 

 

Financing 

sources 
Dialysis Admissions/Nephrologists/Medications 

 Frequency Percent Frequency Percent 

Savings 130 68.42 82 77.35 

Sale of assets 20 10.52 4 3.77 

Sale of land 9 4.73 2 1.88 

Loans 44 23.15 11 10.37 

Mortgage of 

asset 
52 27.36 23 21.69 

Mortgage of 

land 
4 2.10 2 1.88 

Financial 

assistance 

/gift 

112 58.94 36 33.96 

Others 1 0.052 0 0.0 

Total  372 100.0 160 100.0 



 

34 
 

Table 3.14. Distribution of finance received from various sources for treatment 

Financing 

Sources 

(Rs.) per 

year 

Dialysis ADM Total 

Mean 
Std. 

Deviation 
Mean 

Std. 

Deviatio

n 

Mean 
Std. 

Deviation 

Savings 40989.47 67809.09 12261.58 30677.32 53251.05 83075.79 

Sale of 

Assets 
11957.89 68985.68 584.21 5162.01 12542.11 69153.50 

Sale of 

Land 
14394.74 114313.12 421.05 4220.33 14815.79 114337.72 

Loans 11210.53 31803.93 1773.68 11932.63 12826.32 35040.51 

Mortgage of 

Asset 
7194.74 14913.47 5148.15 20786.89 12380.95 26574.12 

Mortgage of 

Land 
3947.37 29053.82 973.68 11161.36 4921.05 38395.31 

Assistance 

/Gift 
22711.05 43784.51 5852.63 16172.33 28563.68 49377.78 

Total 112268.95 189521.83 24565.79 48059.51 53251.05 83075.79 

 

3.2. ELEMENTS OF FINANCIAL BURDEN 

3.2.1. Average monthly health-related OOPE: It is the household’s average monthly out-

of-pocket expenditure incurred for the healthcare of the patient under dialysis including 

hospital expenditures, travel, medications and all health-related expenditures. The total 
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health-related expenditure for a dialysis patient was Rs.22523.00±12062.87 per month. From 

this variable, the average subsidy per month was reduced, the mean of subsidies received for 

healthcare of the patient being Rs.7134.89±5484.18. After accounting for the subsidies 

received, the mean monthly health-related OOPE in the sample was Rs.15414.96 ± 13778.98 

as it varied across a wide range between Rs.1171.30 and Rs.110882.77.  

Table 3.15. Summary of the health expenditure incurred and the subsidies received: 

 
Mean (Rs.) 

Std. Deviation 

(Rs.) 

Monthly expenditure for dialysis 13683.52 3870.226 

Monthly Subsidies for dialysis 6431.34 4737.89 

Monthly OOPE for dialysis 7239.97 6326.98 

Monthly Expenditure for other healthcare 11844.25 41204.38 

Monthly Subsidies for other healthcare  703.55 2419.05 

Monthly OOPE for other healthcare 11148.92 41167.94 

Total health-related Expenditure for a dialysis 

patient 
22523.00 12062.87 

Monthly Subsidies for a dialysis patient 7134.89 5484.18 

Monthly health related OOPE for a dialysis 

patient 
15414.96 13778.98 
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 From Table 3.16, it can be seen that in spite of the hospital expenditure for the 

dialysis procedure being more or less same throughout each type of facility, there is a vast 

difference in the mean OOPE spent by their users. Mean OOPE is the highest among users of 

private facility with a mean of Rs.21297.26±16385.91.  

 

Table 3.16. Distribution of expenditure and OOPE for dialysis across types of facility 

Per 

month 

(Rs.) 

Private Facility Public Facility Standalone Unit All Users 

Mean 

Std. 

Deviatio

n 

Mean 

Std. 

Deviatio

n 

Mean 

Std. 

Deviatio

n 

Mean 

Std. 

Deviatio

n 

Expenditu

re for 

dialysis  
14798.17 4419.14 12795.26 2845.74 11186.10 1218.87 13683.52 3870.23 

 OOPE 

per month  21297.26 16385.9 9096.91 4519.86 7778.98 4144.63 15414.96 13778.9 

 

 Once the mean health-related OOPE was captured, catastrophic spending was to be 

assessed. This required estimation of the total household expenditure and food expenditure, 

which was done and is described as follows. 

3.2.2. Catastrophic Health Expenditure 

Catastrophic Health Expenditure: OOPE as a fraction of THHE 

 To assess the total household expenditure, the non-health related expenses were 

captured (Annex 6.1) and the mean expenditure was obtained. The mean total household 
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non-health expenditure per year was Rs.126430.85±137910.73. Its monthly average was 

combined with the monthly health related expenditures to obtain the total household 

expenditure (THHE) per month. The mean monthly THHE was Rs.31510.76±46533.81. 

Catastrophic spending was said to have occurred if the mean OOPE exceeded 25% of the 

total household expenditure. 

 

Catastrophic health expenditure: OOPE as a fraction of Household’s CTP 

 The non-health expenditures had captured the food expenditure in the total household 

expenditure (Annex 6.1) and this was used to obtain the subsistence expenditure through the 

methods explained under Methodology. The mean subsistence expenditure was found to be 

Rs.5861.84±4475.03. The non-subsistence expenditure was taken to be the households’ 

Capacity To Pay with a mean of Rs.27511.13±46317.42 (Table 3.17). Here CHE is said to 

have occurred if OOPE exceeds 40% of the household’s Capacity to Pay. 

Table 3.17. Household Expenditure and Subsistence Expenditure 

 Mean Std. Deviation 

Monthly Subsistence Expenditure per 

(equivalent) capita 
5861.84 4475.03 

Household’s Capacity to Pay per month 27511.13 46317.42 

Total Household Expenditure per month
 

31510.76 46533.81 
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 Catastrophic health expenditure (OOPE/THHE>25 percent) gives a percentage of 

75.3 percent of the sample incurring catastrophic spending on health while considering at 

CHE (OOPE/CTP>40 percent) the percentage rises to 85.8 percent.  

Table 3.18. Distribution of Catastrophic Health Expenditure 

 
Frequency Percent 

CHE (OOPE/THHE >25%) 143 75.3 

CHE (OOPE/CTP> 40%) 163 85.8 

 

Table 3.19. Distribution of CHE and Socio-demographic characteristics 

Variable Total 

CHE (T/X >25%) CHE (>40%) 

Present 

(%) 

Absent 

(%) 

Present 

(%) 

Absent 

(%) 

Sex of the Patient      

Male 135 99 (73.3) 36 (26.6) 116 (85.9) 19 (14.07) 

Female 55 44 (80.0) 11 (20.0) 47 (85.45) 8 (14.5) 

Age of the patient      

25-50 years 45 36 (80.0) 9 (20.0) 38 (84.4) 7 (15.6) 

50-65 years 109 77 (70.7) 32 (29.3) 92 (84.4) 17 (15.6) 

More than 65 years 36 30 (83.3) 6 (16.7) 33 (91.67) 3 (8.3) 

Area of Residence       

Rural 110 85 (77.3) 25 (22.7) 98 (89.1) 12 (10.9) 

Urban 80 58 (72.5) 22 (27.5) 65 (81.2) 15 (18.8) 

Total 190 143 47 163 27 
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            At the 25% threshold, CHE was higher among the female patients (80.0 percent). 

There was a greater proportion incurring catastrophic spending in the households of patients 

aged more than 65 years by both thresholds (83.3 percent at 25% threshold and 91.67 percent 

at 40% threshold) (Table 3.19.) 

             As a proportion of the type of facility used for dialysis (Table 3.20.), users at private 

facility incurred higher CHE at both thresholds. The public facility abodes a similar picture 

as well. But at the standalone facility, at the 25 percent threshold, CHE incurred was 80 

percent and at 40 percent threshold, it was 95 percent. This gives an insight into the low 

effective income of the household and the proportion these households have to spare out of 

the income to finance the healthcare expenditure of the individual.   

Table 3.20. Distribution of CHE as a proportion among the type of facility used 

Distribution of 

CHE as a 

proportion within 

the type of 

Facility used 

N 

CHE 

(OOPE/THHE>25%) 

CHE 

(OOPE/CTP>40%) 

Frequency Percent Frequency Percent 

Private Facility 102 81 79.4 86 84.3 

Public Facility 68 46 67.6 58 85.3 

Standalone Facility 20 16 80.0 19 95.0 

Total  190 143 100.0 163 100.0 

 

               Distribution of catastrophic spending across varying duration under dialysis gave a 

pattern where the CHE was highest among the beginners, during the initial 6 months 

(CHE>25 percent at 94.1 percent and CHE>40 percent at 97.1 percent). The CHE appeared 

to be reducing with duration of time when considering the threshold of >25 percent but the 
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threshold of 40 percent showed no difference between groups of 6 to 12 months under 

dialysis and more than 12 months. This could be pointing at the absence of increase in 

Capacity to Pay even with passage of time, thus raising an issue of long-term 

impoverishment.  

 

Table 3.21. Distribution of CHE by duration under dialysis: 

Distribution of CHE 

by duration under 

dialysis 

N 

CHE 

(OOPE/THHE>25%) 

CHE 

(OOPE/CTP>40%) 

Frequency Percent Frequency Percent 

CHE for Duration <6 

months 

34 32 94.1 33 97.1 

CHE for Duration 6-12 

months 

46 34 73.9 38 82.6 

CHE for Duration >12 

months 

110 77 70.0 92 83.6 

Total 190 143 100.0 163 100.0 

 

3.2.3. Distress Financing: Out of the 190 households, 56.8 percent had resorted to distress 

financing, more evidently among the households of female patients (65.5 percent). 

Households of male patients experienced relatively lower distress financing (53.3 percent). 

The households of the patients who were employed resorted to DF more (69.0 percent) and 

more households with patients undergoing dialysis at public and standalone facilities were 
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resorting to DF than users of private facilities. Most households resorted to distress financing 

such as mortgaging or sale of assets and land and also to loans to finance healthcare. 

 

 

Table 3.22. Distribution of Distress financing  

Distribution of Distress 

Financing for Dialysis 
N Distress Financing No Distress Financing 

Sex of the patient    

Male (%) 135 72 (53.3) 63 (46.7) 

Female (%) 55 36 (65.5) 19 (34.5) 

Occupation of the patient    

Unemployed 161 88 (54.7) 73 (45.3) 

Employed 29 20 (69.0) 9 (31.0) 

Type of Facility    

Public Facility 68 43 (63.2) 25 (36.8) 

Private Facility 102 53 (52.0) 49 (48.0) 

Standalone Facility 20 12 (60.0) 8 (40.0) 

Total 190 108 (56.8) 82 (43.2) 

 

The distribution of distress financing across various financial resources resorted to are given 

in Table 3.23. The categories are not mutually exclusive as many patient households had 

resorted to more than one source for financing healthcare. Hence the denominator is the total 

number of times distress financing was resorted to during the past 2 years by 190 patient 
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households. Mortgaging of Assets is the most frequented mode of distress financing at 43.1 

percent of all modes, followed by borrowing of loans (32.0 percent).  

Table 3.23. Distribution of Financial sources resorted to for Distress Financing 

Distress Financing-Financial Sources Frequency (%) 

Loans 49 (32.0) 

Sale of Assets 23 (15.0) 

Sale of Land 11 (7.2) 

Mortgage of Assets 66 (43.1) 

Mortgage of Land 4 (2.6) 

Total 153 

 

3.3. CONSEQUENCES OF THE ILLNESS 

 The illness and the treatment modality can have varied impact upon the household. 

Here we describe the changes made at home and occupational impact upon the patient and 

the primary caregiver. The households may be required to make changes at home to 

accommodate the illness of the patient and his health needs. These would include dietary 

changes, change of residence, change of residence by another member of the household and 

use of aids to help ambulate and convenience the patient and improve quality of life.  

3.3.1. Changes at Home: In the sample population, only 21.58 percent had been able to 

make such changes at home. Considering across the income categories, a relatively larger 

proportion of the households who had not made changes at home belonged to the lower 

income class (<Rs.2500) (Table 3.24.). Table 3.25. gives the details pertaining to the types of 

changes made at home and the expenditures incurred for the same. 
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Table 3.24. Distribution of Changes at Home across Income class 

Changes at 

Home 

Distribution of Income 

Less than 

Rs.2500 

Rs.2500-

10000 

Rs.10000-

20000 

More than 

Rs.20000 
Total 

No changes 49 (32.9) 31 (20.8) 35 (23.5) 34 (22.8) 149 

Changes made 7 (17.1) 12 (29.3) 9 (22.0) 13 (31.7) 41 

Total 56 43 44 47 190 

 

 

Table 3.25. Types of Changes Made at Home and Their Expenditure 

 

 

3.3.2. Impact on Occupation: Of the patients, 24.7 percent had not been employed even 

before the start of dialysis, 39.5 percent had had to leave employment owing to dialysis and 

Changes at the Home Frequency Mean (Rs.) 
Std. Deviation 

(Rs.) 

Diet changes at home 40 889.50 482.26 

Change of residence by the 

patient 
1 500.00 0.00 

Aids 2 1375.00 883.88 

Total 43 213.05 462.14 
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only 25.3 percent were not affected professionally. A proportion of 7.9 percent of the patients 

were working but had to skip the job on the days of the dialysis, often with loss of wage. Of 

those who were initially unemployed, 42.6 percent belonged to monthly income group of 

more than Rs.20000. Similarly, the primary care giver (PCG) who mostly accompanied the 

patient during the session was also affected. Occupation of the PCG was not affected in 59.5 

percent of the patients, 11.6 percent were skipping work on session days and 11.1 percent 

encountered loss of job. In 4.7 percent of the patients, there was no caregiver accompanying 

the patient. 

Table 3.26. Consequences of illness on Patients’ Occupation 

Impact on the Patient’s Job Frequency Percent 

Initially Unemployed 47 24.7 

Not Affected 48 25.3 

Loss Of Job 76 39.5 

Change In Job 4 2.6 

Skipping Workdays 15 7.9 

Patient restarted employment after 

dialysis was started 
   

Yes 19 10.0 

No 76 40 

Not Applicable 95 50 

Total 190 100.0 
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Table3.27. Consequences of illness on Primary Caregivers’ Occupation 

Dialysis affecting the job of primary care giver Frequency Percent 

Initially Unemployed 20 10.5 

Not Affected 113 59.5 

Loss Of Job 21 11.1 

Change In Job 3 1.6 

Skipping Workdays 22 11.6 

Started Working 2 1.1 

No accompanying PCG 9 4.7 

Total 190 100.0 

 

3.4. FINANCIAL BURDEN AND ITS CORRELATES:  

3.4.1 Average Monthly Health related Expenditure (OOPE):  

 Health-related OOPE is the household’s average monthly out-of-pocket expenditure 

incurred for the healthcare of the patient under dialysis. Table 3.28 below gives details on the 

association of average monthly health-related OOPE with characteristics of the individual, 

the severity of the health condition and the nature of health care facility. 

 The health-related OOPE was significantly associated with patient’s individual 

characteristics like higher age group, current occupational status being unemployed and 

religion being Christian (p=0.046). The patient of more than 65 years of age experienced a 

higher OOPE (p=0.034), possibly owing to the increasing severity of illness and hence more 

number of hospital admissions. Employment status was significantly associated with OOPE 

as the unemployed strata incurred a higher mean of Rs.16788.36 ± 14454.62 compared to the 
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mean of Rs.7932.29 ± 4587.82 among the employed counterpart (p=0.000). This may be 

attributed to the severity of illness disabling the individual’s capacity to work. Also 

employment may have served as a financial security net by providing increased opportunities 

to access health benefit schemes and loans.  The mean OOPE was highest among the highest 

income group with Rs.19154.68±19041.78, but the next highest mean OOPE of 

Rs.17279.07±13203.69 was among the lowest income group of less than Rs.2500.  

 The mean of OOPE for dialysis patients using private facility were prominently 

higher at Rs.21297.26±16385.91 and was significantly associated with use of private facility 

(p<0.001). The mean OOPE at public/standalone facilities was much lower, amounting to 

Rs.8797.38±4448.91. There was no significant difference regarding expenditure for routine 

medicines between the two types of facility. 

The first year since initiation of dialysis was found to be the most expensive with a 

mean OOPE of Rs.20891.15±17398.21 (p<0.001) as it usually included expenditures for 

initial hospital admissions with worsening symptoms of CKD for which dialysis was then 

started and also for A-V fistula surgery. Increasing severity of CKD was found to lead to 

higher health-related OOPE Rs.16958.74±15109.29 (p=0.008) most likely owing to 

increasing number of hospital admissions and also increase in frequency of dialysis required. 

There was significant association of higher mean OOPE with increasing number of hospital 

admissions post-dialysis, especially among private users (p=0.027) 

 Presence of accessible scheme-based financial support is certainly a protective factor 

bringing down the OOPE significantly (p<0.001) in comparison to the patient households 
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who do not have any scheme-based financial support. The latter group in spite of benefitting 

from ad-hoc fee concessions given by health care providers, incur significantly higher OOPE. 

 

Table 3.28. Correlates of Average Monthly Health-related OOPE  

Variable N 

Average Health related OOPE  

Mean Std. Deviation Sig. 

Age of the patient    
 

Less than 65 years 151 14483.88 12247.71 

0.034* 

More than 65 years 36 19320.33 18618.83 

Religion of the Patient      

Hindu 86 14012.40 12292.11 

0.046** Muslim 37 13428.88 9312.77 

Christian 64 18447.86 17110.68 

Monthly Household Income      

Less than Rs.2500 56 17279.07 13203.69 

0.027** 

Rs.2500-10000 43 13101.84 10840.14 

Rs.10000-20000 42 11201.79 8054.77 

More than Rs.20000 46 19154.68 19041.78 

Occupational Status of the 

Patient 
    

Unemployed 158 16788.36 14454.62 

0.000* 

Employed 29 7932.29 4587.82 
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Variable N 

Average Health related OOPE 

Sig. 

Mean Std. Deviation 

Type of dialysis facility      

Public/Standalone Facility 88 8797.38 4448.91 

0.0000* 

Private Facility 99 21297.26 16385.91 

Duration under dialysis      

Less than 12 months 78 20891.15 17398.21 
0.000* 

More than 12 months 109 11496.22 8603.05 

Severity of Illness     

Less Severe 59 12065.75 9608.06 
0.008* 

Severe 128 16958.74 15109.29 

Distribution of Financial 

support 
    

No Scheme-based financial 

support 
51 28858.72 18005.04 

0.000* 

Scheme-based financial support 136 10373.55 6901.93 

Total 187 15414.96 13778.99  

*by Mann-Whitney’s Test            **by Kruskal-Wallis Test 

 

3.4.2 Catastrophic Health Expenditure (CHE): 

 Catastrophic spending is another measure used in the study to assess the financial 

burden incurred owing to the health related monthly OOPE. Catastrophic health spending 

observed in this study did not show significant variation along variables such as age, sex, 
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place of residence or with occupation of the patient. Here we calculate CHE through two 

methods. 

 CHE through health related monthly OOPE as a fraction of the Total Monthly 

Household Expenditure (>25 percent) and  

 CHE through Health related OOPE as a fraction of ‘Capacity To Pay’ (>40 percent) 

 

Table 3.29. Correlates of Catastrophic Health Expenditure: Patient characteristics  

*by Pearson’s Chi-square test        ** by One-way ANOVA test 

 

 

Variable  

CHE (T/X >25%) 

Sig. 

 

CHE (>40%) 

Total 

 
Sig. 

 Present 

(%) 

Absent 

(%) 

Present 

(%) 

Absent 

(%) 

Sex of the Patient        

Male 99 (73.3) 36 (26.6) 

0.334* 

116 (85.9) 19 (14.07) 135 

0.933* 

Female 44 (80.0) 11 (20.0) 47 (85.45) 8 (14.5) 55 

Age of the patient        

25-50 years 36 (80.0) 9 (20.0) 

0.217** 

38 (84.4) 7 (15.6) 45  

50-65 years 77 (70.7) 32 (29.3) 92 (84.4) 17 (15.6) 109 0.533** 

More than 65 years 30 (83.3) 6 (16.7)  33 (91.67) 3 (8.3) 36  

Area Of Residence         

Rural 85 (77.3) 25 (22.7) 

0.452* 

98 (89.1) 12 (10.9) 110 

0.144* 

Urban 58 (72.5) 22 (27.5) 65 (81.2) 15 (18.8) 80 

Total 143 47  163 27 190  
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Table 3.30. Correlates of Catastrophic Health Expenditure: Household Characteristics 

Variable 

CHE 

(OOPE/THHE >25%) 

Sig. 

CHE 

(OOPE/CTP>40%) 

Total Sig. 

Present 

(%) 

Absent 

(%) 

Present 

(%) 

Absent 

(%) 

Monthly household income groups 

Less than Rs.2500 50(89.3) 6 (10.7) 

0.004** 

50 (89.3) 6 (10.7) 56 

0.179** 

Rs.2500-10000 34 (79.1) 9 (20.9) 40 (93.0) 3 (7.0) 43 

Rs.10000-20000 26 (59.1) 18 (40.9) 36 (81.8) 8 (18.2) 44 

More than Rs.20000 14 (29.8) 33 (70.2) 37 (78.7) 10 (21.3) 47 

Type of dialysis facility currently used 

Public/Standalone 

Facility 

62(70.5) 26 (29.5) 

0.154* 

77 (87.5) 11 (12.5) 88 

0.531* 

Private Facility 81 (79.4) 21 (20.6) 86 (84.3) 16 (15.7) 102 

Distribution of duration since start of dialysis 

0-12 months 66 (82.5) 14 (17.5) 

0.049* 

71 (88.8) 9 (11.3) 80 

0.319* 

More than 12 months 77 (70.0) 33 (30.0) 92 (83.6) 18 (16.4) 110 

Distance to the dialysis facility (in km) 

Less than 10km 52 (65.8) 27 (34.2) 

0.036** 

64(81.1) 15(18.9) 79 

0.231** 10-20 km 59 (80.8) 14 (19.2) 64(87.7) 9(12.3) 73 

More than 20km 32 (84.2) 6 (15.8) 35(92.1) 3(7.9) 38 

Reason for change of dialysis facility 

Non-financial reasons 79(81.4) 18(18.56)  

0.044* 

 

83 (85.6) 14 (14.4) 97 

0.929* 

Financial reasons 64(68.8) 29(31.2) 80(86.0) 13 (14.0) 93 
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*by Pearson’s Chi-square test        ** by One-way ANOVA test 

Catastrophic Health Expenditure (OOPE/THHE>25%) and its correlates 

CHE as a fraction of OOPE and THHE with a threshold >25 percent was found to be 75.3 

percent among the sample. It is significantly associated with the households’ monthly 

income, proportion being highest among the lowest income group (p=0.004). This could be 

owing to equivalence observed between the OOPE between the highest and lowest income 

categories despite the smaller denominator among the lowest income group. Catastrophic 

spending was also found to be higher in proportion during the initial first year since initiation 

of dialysis (p=0.049) which was already indicated by the higher mean OOPE mentioned 

earlier. The association of increase in CHE during the first year of dialysis (p=0.049) 

corroborated the finding of comparison of means OOPE among users at varying duration 

since start of dialysis, done in the previous section.  

Variable 

CHE 

(OOPE/THHE >25%) 

Sig. 

CHE 

(OOPE/CTP>40%) 

Total Sig. 

Present 

(%) 

Absent 

(%) 

Present 

(%) 

Absent 

(%) 

Changes at home 

No Changes 115 (77.2) 34 (22.8) 

0.243* 

133 (89.3) 16 (10.7) 149 

0.009* 

Changes at Home 28 (68.3) 13 (31.7) 30 (73.2) 11 (26.8) 41 

Receipt of financial support 

No scheme-based 

financial support 

47 (90.4) 5 (9.6) 

0.003* 

48 (92.3) 4 (7.7) 52 

0.114* 

Scheme-based 

financial support 

96 (69.6) 42 (30.4) 

115 

(83.3) 

23 (16.7) 138 

Total  143 47  163 27 190  
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 There appears to be a linear trend of increasing proportion of CHE with increase in 

distance of residence from the dialysis facility (p=0.036). On stratified analysis of the 

variables at play across the strata of increasing distance to dialysis facility, it was found that 

among patients who had to travel for more than 20km to the facility, there was significant 

association between increasing OOPE and increasing severity of illness. This association 

may have arose owing to the need of the severely ill to travel greater distances as well as 

their need for more number of hospital admissions leading to increase in CHE and Mean 

OOPE.  

 Patients who are required to change the facility owing to non-financial reasons such 

as poor availability of services, long waiting list to access the nearby dialysis centre, health 

related reasons hindering use of standalone facility where constant specialist care may be 

lacking, they incurred higher proportion of CHE (p=0.044) compared to those who have had 

to change facility owing to financial reason alone. The latter group have more likely made 

changes to accommodate the expenditures for dialysis by changing to a more affordable 

facility.  

 The absence of scheme-based financial support is a major variable with significant 

association with CHE (p=0.003). In spite of receiving ad-hoc waivers and concessions from 

the healthcare providers or charitable organisations, the long-term, continuous care and 

frequent unexpected hospital expenditures are too high to cushion the fall into catastrophic 

spending.  
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Catastrophic Health Expenditure (OOPE/CTP>40%) and its correlates 

The CHE as a fraction of OOPE and CTP with a threshold of 40 percent and more 

was found to be 85.8 percent in the sample. Proportion of those experiencing CHE is 

significantly higher among those who could not make changes at home owing to the 

individual’s illness/treatment. The changes referred here are mainly dietary changes and in 

some cases, change of residence.  The reason for this could primarily be that this proportion 

belonged to the lower income category who, we already witnessed, incurred higher 

proportion of CHE. Owing to high health spending, only little money could be spared for the 

collateral needs of the sick individual which was often bypassed as other basic necessities of 

the entire household were prioritized.  

 

3.4.3 Distress Financing (DF) 

 It is defined as a household having to resort to financial sources such as borrowing/ 

mortgaging of assets/land or sale of asset/land for the purpose of financing the healthcare 

needs of the sick individual since start of dialysis within the past two years. Among those 

who were experiencing CHE, 59.5 percent resorted to DF during the last two years. 

Table 3.31. Distribution of CHE across proportion resorted to Distress financing 

Distribution of CHE 

(>40%) 

Distress Financing 
Total Sig. 

Present (%) Absent (%) 

CHE  97 (59.5) 66 (40.5) 163 

0.068 

No CHE  11 (40.7) 16 (59.3) 27 

Total 108 82 190  

using Pearson’s Chi-square test 
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Distress Financing: Comparison across the variables 

 People of different age group resorted to DF in a similar proportion, but there 

appeared to be a trend of decrease in DF with increase in age group(p=0.249). Employment 

status of the patient did not significantly affect distress financing. Households of patients 

who were under dialysis for more than 12months resorted to distress financing sources much 

more when compared to those who were on dialysis for less than 12months. Distress 

financing was also higher among patients who required three admissions or more in the last 

two years (p=0.083). 

 

Table 3.32. Distribution of Distress Financing across patient/household characteristics 

Variable N 
Distress Financing 

Sig. 
Present(%) Absent (%) 

Sex of the patient     

Male 135 72 (53.33) 63 (46.66) 

0.126* 

Female 55 36 (65.45) 19 (34.54) 

Age of the Patient      

25 to 50 years 45 27(60.0) 18 (40.0) 

0.249** 50 to 65 years 109 65 (59.6) 44 (40.4) 

More than 65 years 36 16 (44.4) 20 (55.6) 

Occupation of the patient     

Unemployed 161 88 (54.7) 73 (45.3) 
0.152* 

Employed 29 20 (69.0) 9 (31.0) 
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Variable N 
Distress Financing 

Sig. 
Present(%) Absent (%) 

Monthly household 

Income  
    

Less than Rs.2500 56 27 (48.2) 29 (51.8)  

Rs.2500-10000 43 27 (62.8) 16 (37.2) 0.428** 

Rs.10000-20000 44 25 (56.8) 19 (43.2)  

More than Rs.20000 47 29 (61.7) 18 (38.3)  

Variable N 
Distress Financing 

Sig. 
Present(%) Absent (%) 

Duration under dialysis     

Less than 12 months 80 38 (47.5) 42 (52.5) 
0.027* 

More than 12 months 110 70 (63.6) 40 (36.4) 

Type of dialysis facility     

Public/Standalone facility 88 55 (62.5) 33 (37.5) 

0.144* 

Private facility 102 53 (51.96) 49 (48.03) 

No. of hospitalisations in 

last 2 years 
    

2 admissions or less 159 86 (54.1) 73 (45.9) 
0.083* 

3 admissions or more 31 22 (71.0) 9 (29.0) 

Total 190 108 82  

*by Pearson’s Chi-square test        ** by One-way ANOVA test 
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Table 3.33. Distribution of Distress Financing among male patients across types of 

dialysis facilities:  

Male Patient 
Distress Financing 

N Sig. 
Present(%) Absent(%) 

Public/Standalone facility 40 (63.5) 23 (36.5) 63 

0.027 

Private Facility 32 (44.4) 40 (55.6) 72 

Total 72 63 135  

By Pearson’s Chi-square test 

 On further exploring distress financing through stratification by sex, association was 

found between DF and the type of facility used for dialysis. Among male patients, 

households using public or standalone facilities resorted to distress financing more frequently 

than those using private facilities (p=0.027). 
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4.1.1. Financial Burden of the Illness 

 The study captured the financial burden incurred by dialysis patients through the 

health-related expenditures from the pocket and its economic consequences on the household 

and their recourse to coping strategies. The study population reflected the characteristics of 

the patient population under dialysis throughout the country. As per the 2
nd

 report of CKD 

registry of 2006 which had 68.9 percent males and 31.1 percent females among the dialysis 

patients (Rajapurkar, 2007), the male: female ratio in this study was a close 71.1 percent of 

male patients and 28.9 percent female patients. This also confirmed the findings from another 

regional study done in Kerala (Lakshminarayana et al., 2017) where the male to female ratio 

was estimated at 2:1 and this study gave a close ratio of about 2.45:1. 

 The mean age of the patients on diagnosis  found from this study (54.37±10.11 years) 

was higher than the national estimate of 48.3±16.6 years (Rajapurkar, 2007).  

 The private facility was catering to 53.7 percent of the patients which reflects the 

scenario where most renal replacement therapy was being provided by the private sector, 

particularly for the initiation procedures such as A-V fistula surgery and hospitalisations for 

worsening symptoms and other ailments. In comparison to the data from Kerala Health 

Policy 2013, 70 percent of all health facilities and 60 percent of all hospital beds belong in 

the private sector (Government of Kerala, 2013). In this scenario investments in standalone 

units which cater only to the dialysis needs leaving the other healthcare needs at the hands of 

private sector may not pose a consolation to the patients and their households.  

Chapter 4.0.  

DISCUSSION 
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 The delay in diagnosis of advanced renal disease is another major concern that 

requires attention. Of the study sample, 28.94 percent were diagnosed only at the time of 

presentation, indicating the alarming load of progressive stage of the disease hidden in the 

population, in urgent need of attention. The time-lapse occurring between A-V fistula and 

start of dialysis is owing to the reason that under emergency situations when need arises to 

immediately begin dialysis to an end stage renal disease patient, the procedure is done 

through major blood vessels in the neck, when simultaneously the A-V fistula surgery would 

be performed in the limb. But this newly-created fistula required over a period of 2 months to 

mature in order to be able to perform the dialysis using this fistula. Therefore, the procedure 

would be done through the major blood vessels in the neck. The mean delay between first 

advice and start of dialysis of 9.1months may be because of reluctance on the side of the 

patient as initiation of dialysis is often perceived as a marker of a terminal stage of the 

illness. This aspect needs further exploration. 

 The cost per dialysis session was reported to be Rs.1100 and a monthly cost of 

Rs.12000 in private hospitals (Khanna, 2009), and the present study gives a figure of 

Rs.1612.45±428.03 per dialysis session and hospital expenditure for the dialysis procedure at 

Rs.13671.31±3846.04 in all facilities, which indicated a rise in the cost of the procedure. 

4.1.2. Elements of Financial Burden 

 The elements of financial burden considered in this study appeared to pervade evenly 

across all strata of individual characteristics such as age, sex, and place of residence of the 

patient. Yet mean OOPE and CHE appeared to be higher among the households of female 

patients, but the representation of women in this sample being small, may have rendered the 

association not significant and hence need more exploration. Similarly, a patient at more than 
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65 years of age seems predisposed to high CHE though without significant association which 

could be a limitation of this particular study. Yet the comparison of OOPE across the age 

groups showed significant rise with age. This could be an immense burden to cope with in 

the old-age and likely to seriously affect the quality of life of the household. Considering the 

per capita income in India at Rs103219 per year in 2016-17 (Ministry of Statistics & 

Programme Implementation, 2017), the obtained health-related OOPE of Rs.15414.96 per 

month extrapolated a yearly expense of Rs.184979.52, which is certain to affect the financial 

milieu of the household adversely even when more than one member of the household may 

be earning. And with 53.7 percent of the patients using the private sector for dialysis, where 

the mean average monthly health related OOPE was even higher at Rs.21297.26 (p<0.01), 

giving a yearly expenditure of Rs.255567.12 which could seriously impact on the financial 

situation of the household. 

  The high mean OOPE (Rs.17279.07) among the lowest income group combined with 

their propensity to high CHE (89.3 percent) and relatively low DF (48.2 percent) rendered 

them the most vulnerable (p=0.027). This could be inflicting an immense burden upon the 

finance of the lowest income households, a large proportion of which was likely to have 

experienced loss of job or in retirement. The share of household income being spared for 

healthcare needs would be very high cutting deep into the non-health expenditure of the 

household. The financial impact occurring across the income categories could be elicited 

from the catastrophic spending incurred among the categories. The CHE (OOPE/THHE>25 

percent) was highest among the lowest income group (89.3 percent) with monthly income 

less than Rs.2500, and the CHE showed a linear path of fall along categories of increasing 

monthly income(p=0.004). Catastrophic spending was also found to be significantly high 
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(90.09 percent) among the lower income group (p=0.039) and the proportion in the private 

facility rose to 93.75 percent of users in the lower income group incurring CHE (p=0.015).  

This low income group, as mentioned earlier, constituting the unemployed and retired 

employees, would be pushed deeper into poverty and its inadvertent consequences. The gross 

difference in mean OOPE between the unemployed category (Rs.16788.36) and the 

employed category (Rs.7932.29) (p<0.001) may be attributed to the severity of illness 

disabling the individual’s capacity to work. Also employment may have served as a financial 

security net by providing increased opportunities to access health benefits schemes and loans.  

 The mean OOPE was significantly high during the first year since initiation of 

dialysis (Rs.20891.15) (p<0.01) where the expenses included charges for A-V fistula surgery 

and also at the time if initiation onto dialysis, many were hospitalised with advanced chronic 

kidney disease, spending long duration at hospitals when the conservative management for 

kidney disease can no longer be warranted and RRT was required. The association of higher 

OOPE among the severely ill was comprehensible owing to the increased health expenditure 

arising from the need for frequent hospitalizations to intensive care units and cost of 

medications and service charges, together imposing unpredicted strain on the household’s 

finance. A similar pattern arose with increasing age where the severity of the illness and 

other comorbidities were taking a toll on the health of the patient. The CHE was also found 

to be higher among the beginners, within the first year of dialysis (82.5 percent) which falls 

with increase in duration under dialysis (p=0.049). This could be attributed the lowering of 

health-related OOPE beyond the initial months of dialysis, coupled with the ability of the 

household to acclimatize to the demanding financial condition by resorting to various coping 

mechanisms to finance the healthcare of the patient. 
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 As for the type of facility used for dialysis, the users at private facility incurred a high 

mean OOPE of Rs.21297.26 compared to the mean OOPE of users at public/standalone 

facility(Rs.8797.38) (p<0.001). The dialysis patients at public/standalone facility received 

treatment services and consumables at subsidized rates and also made use of available social 

insurance schemes to finance the treatment. But still, for 73.2% of the all hospital admissions 

were being done to private hospitals.  

 The catastrophic spending was seen to increase with distance to the dialysis facility 

from the place of residence (p=0.036), being least among those within 10km of distance 

(65.8 percent) and rising with increasing distance amounting to highest CHE of 84.2 percent 

in those farther than 20km. This increase may not only be attributed to the geographical 

distance alone but this association may also have arisen owing to the need of the severely ill 

to travel greater distances as well as their need for more frequent hospital admissions leading 

to increase in mean OOPE and CHE. 

 Though there was no significant difference among the patients who changed their 

initial facility in and those who did not, the patients who changed facility for non-financial 

reasons incurred higher CHE (81.44 percent) compared to those who changed for financial 

reasons (p=0.044). The latter group may have made changes to accommodate the 

expenditures for dialysis by changing to a more affordable facility and thus incurring less 

CHE (68.81 percent). 

 The monthly expenditure for routine medications was homogenous across the types 

of facility with a mean of Rs.2504.03 and this expenditure was only partially covered by the 

existing schemes, continuing to be a perpetual financial burden for the patient household.  
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 Catastrophic spending appears to be higher among those who had not make any 

changes at home (89.3 percent) to accommodate the patient (p=0.009). This may be due to 

the lowest income group constituting the category that had not made any home changes and 

thus contributing to the CHE (Table 3.24). 

 Distress financing indicates the households who resorted to financing sources like 

borrowing and selling to finance the healthcare. Catastrophic spending on health is a good 

measure to assess the financial strain upon the household and it mostly involves direct 

expenditures that were validated. But DF can give an insight into the indirect health spending 

incurred by the household and the actual value of distress financing resorted to may be better 

recollected than the health expenditure incurred over a period of time for multiple occasions. 

 The proportion of DF in the study was 56.8 percent and among those who incurred 

catastrophic health spending, 59.5 percent had resorted to distress financing to finance the 

healthcare when compared to the 40.7 percent among those who had not incurred CHE 

(p=0.068). Thus distress financing could be a marker for possibility of CHE, pushing the 

household into impoverishment. Distress financing is found to be significantly higher among 

those who were on dialysis for more than a year, a possible reason could be that the lower 

proportion of CHE which was observed with increasing duration under dialysis as 

households may be coping to the initial period of catastrophic spending by resorting to 

distress financing for the long-term treatment and care. It was also higher among patients 

who required 3 or more hospitalisations in the last 2 years(p=0.083) 

 On stratification by sex, there was significant rise in DF among male patients using 

public/standalone facility when compared to male patients using private facility (p=0.027). 
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The lack of significance among female may have arisen out of the small representation of 

female patients in the sample as indicated by the higher DF among all patients using 

public/standalone facilities (p=0.144). This may be attributed to the larger proportion of 

lower income group availing the services at the public/standalone facilities. Distress 

financing appeared to be a rebound phenomenon occurring as a consequence of the financial 

catastrophe incurred during the initial phase under dialysis. 

4.1.3. Modes of Financial Support 

 Presence of a financial support mechanism could potentially shift the mean OOPE 

down making the procedure much more affordable as seen by the lesser mean OOPE 

(Rs.10373.55) among those with any scheme-based financial support in comparison to those 

who did not have such support (Rs.28858.72) (p<0.001). But a considerable proportion seem 

to be left out, unable to avail the benefits of existing services. This markedly draws attention 

to the need for a more comprehensive financial support system within the reach and access of 

the public.  

 A proportion of 72.6 percent of the patients had access to any scheme-based financial 

support and incurred catastrophic spending much less (69.6 percent) compared to those who 

did not have any financial support (90.4 percent) (p=0.003). With the major schemes like 

Karunya scheme, ESI scheme and RSBY scheme, the beneficiary would receive more than 

Rs.96000 in a year for healthcare, while those who do not have access to any would be 

receiving less than Rs.3500. Also as pointed out earlier, the medications for the illness which 

is a major contributor to the out-of-pocket health expenditure is rarely covered by the said 

schemes. This indicates the need for more comprehensive financial schemes to those who are 

left uncovered.  
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4.2. Strengths of the study: 

 The previous studies conducted to assess the financial burden of the disease and 

treatment had covered aspects such as cost of dialysis to the facility as in a private set-up, to 

the individual/household and even to the state for providing these services in the public 

sector. In this study, objective was to explore the financial burden incurred at the household 

level. At the individual/household level, the regional studies previously conducted had been 

restricted to a single type of facility examining the cost and hospital expenditure incurred for 

dialysis in a single type of facility whereas this study included public, private and standalone 

facilities, thus enabling a more detailed analysis especially in terms of various factors at play 

within different types of facilities.  

 Also this study included the non-medical expenditures incurred by the patient’s 

household such as expenditure for travel, food and accommodation. We also examined 

various other aspects like impact on occupation of household members, changes made at 

home to accommodate the illness of the patient and status of household indebtedness. These 

reflect the financial consequences within the household owing to the financial expenditure 

incurred for treatment of the illness and care of the patient. 

4.3. Limitations of the Study: 

 The obtained sample size (N=190) fell short of the proposed size of 250 participants 

as one of the facilities could not be included owing to issues regarding approval. 

 With the proposed sample size of 250 participants, the intention had been to capture a 

more representative sample with better representation especially with regard to sex of the 

patient. The proportion of female patients being less in the sample hinders further analysis by 
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sex stratification and thus a more detailed picture of possible gender differences that could 

arise.  

4.4. Conclusion 

 With the steady increase in the incidence of chronic kidney disease and its major 

precursors such as NCDs, the long-term management of the upcoming disease burden may 

prove to be of catastrophic cost to the society and the health system. With 85.3 percent of the 

patient households incurring financial catastrophe due to out-of-pocket health spending, the 

imminent future which includes an aging population, rise of NCDs, and predominantly 

private healthcare setting in the state, could tip the scales drastically towards adversity. The 

existing financial support schemes are restricted in its utility and efficiency considering a 

healthcare system where the private sector caters to a vast majority especially for secondary 

and tertiary healthcare and are out of reach of the public. Almost 60 percent of households 

incurring CHE resorted to distress financing, the major modes being mortgaging of assets 

and loans. This spiraling trap can ensnare the household into impoverishment and push the 

household further below the poverty line.  

 

4.5. Policy Recommendations 

 The assessment of financial burden at the level of the patient household gives an 

insight into the poverty trap set in by the vast share of out-of-pocket expenditure incurred by 

the household and its consequent impact upon the household. The findings of the study could 

be used to identify the needs of the households of dialysis patients and also give direction to 

the possible areas in need of intervention and means to protect against catastrophic spending.  
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 The high mean OOPE and CHE among the low income groups indicate the pockets 

which existing financial schemes leave untouched rendering dialysis and associated 

healthcare an unsurpassable burden upon the entire household. With more than one-fourth of 

the patients not covered by any scheme-based financial support, the burden upon the 

household is immense. This calls attention to the dearth in coverage by the existing schemes 

itself. Also to be highlighted is the fact that expense for routine medication for CKD and 

comorbidities is substantial and this expenditure is often left out of the schemes. On the other 

hand, it cannot be said that access to a scheme-based financial support is by itself a protective 

factor for catastrophic spending as 70 percent of the sample did incur CHE in spite of 

coverage. Also social health insurance like tax-based systems may not always pose the 

conventional safety net intended, while prepayment mechanisms have shown to be far more 

effective in protecting against CHE (Xu et al., 2007). 

 A significant proportion of 28.9 percent of the patient were initiated on dialysis at the 

time of presentation when CKD was first diagnosed. This indicates the wide gap between 

onset of illness and presentation at the advanced stage of illness when renal replacement 

therapy is the only mode of treatment left, which in any of its form is an expensive option. 

Hence the need of the hour would be a timely screening to detect the medical condition in the 

window period itself, setting forth a course of timely diagnosis and treatment rendering the 

patient care less expensive. With the NCD epidemic on the rise and indications of increase in 

incidence of CKD, urgent measures are needed to prevent the high cost to the society and the 

health system through prevention of CKD as such and also its progression to ESRD. 

 Investments have been made in increasing publicly funded dialysis facilities. 

However, this study suggests that stand-alone dialysis facilities may not be the complete 
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solution as patients often seek hospitalization for worsening symptoms and out-patient care 

in private facilities. An evaluation of the effectiveness of stand-alone dialysis facilities would 

be timely. 

 The study suggests an under-representation of women in the population accessing 

dialysis although there is no evidence of such a differential in the incidence of CKD. Further 

studies are needed to examine the reasons for this gap. 

 All the findings from the study calls attention to the need for a strong effective 

financial security net and prevention and screening for chronic kidney disease lowering the 

incidence of the disease itself combined with evaluation of the existing system on aspects of 

efficiency and effectiveness. 

 It cannot be emphasized enough that this study has been a mere assessment of the 

financial burden posed to the household of a patient undergoing dialysis and the 

psychological and social stress that the household is exposed to is of utmost concern but at no 

means exclusive. Thus the need arises to further explore beyond the limitations in the present 

and previous studies on the issue of financial burden and to venture deeper into the concerns 

regarding the strain upon the individual, the society and the health system, deemed necessary 

by the chronic and terminal nature of the illness.  
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6.0. ANNEXURE I 

 

6.1. Non-Health Expenditure:  

 Non health expenditure was captured for the past one year considering house rent, food 

expenditures and non-food expenditures to calculate the Total household expenditure and also 

the Subsistence expenditure.  

 

Table 6.1. Non-Health Related Expenditure Incurred by The Households 

Household Non-Health related  Expenses for 

the past year 
Mean(Rs.) Std. Deviation(Rs.) 

House Rent per month 1139.93 5717.974 

Food Expenses per month 4489.74 3864.157 

Food Expenses per year (Special Occasions) 9476.32 89832.741 

Non-food Expenses per month 827.87 334.845 

Non-food Expenses per year 41820.79 45254.789 

Total Household Non-health related Expense 

per year 
126430.85 137910.732 
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AN ASSESSMENT OF OUT-OF-POCKET EXPENDITURE INCURRED 

BY DIALYSIS PATIENTS AND ITS IMPACT ON THEIR HOUSEHOLD 

FINANCE 

 

 

INTERVIEW SCHEDULE 

 

I.I II.GENERAL INFORMATION 

1  Respondent ID  

 

2  Hospital ID  

 

3 Date of Interview  

 

4 Name of the Patient :  

 

 

5 Name of Respondent and the relationship to 

the patient 

  

          ____________________ 

 

1. Self 

2. Parent 

3. Spouse 

4. Sibling 

5. Child 

6. Distant Relative 

7. Hired Help 

8. Others (specify) _______________ 
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6 Address:  

7 Contact no: (Residence / Office / Mobile)  

 

8 Place of Residence   

1. Rural  

2. Urban 

 

9  Age (of the patient): (in completed years)  

____ years 

 

10 Sex (of the patient)   

1. Male  

2. Female 

3. Transgender 

 

11 Religion of the patient 1. Hindu 

2. Muslim 

3. Christian 

4. Others (Specify) ______________ 

12  If female, are you/is the patient pregnant?  

1. Yes  

2. No 

 

13 When did you/the patient start on dialysis?  
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    __________years _________months 

 

  

II HOUSEHOLD/PATIENT CHARACTERISTICS: 

14 How many members are present in the house?  

 

15  

What is the highest educational qualification 

among the members in the household?  

 

 

1. No Schooling 

2. Class 1 to 4 

3. Class 5-8 

4. Class 9/10 

5. Class 11/12 

6. Degree/Diploma 

7. Post graduation & above 

 

16 What is the joint household monthly income? 

(in Rs.) 

 

1. Head of HH 

2. Patient (if different from  head of 

HH) 

3. Primary care giver 

4. Member 1 

5. Member 2 

6. Member 3 

7. Member 4 

 

 

 

> 

> 

 

> 

> 

> 

> 

> 
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8. Member 5 

9. Other Sources: 

  

Total Monthly Income 

 

 

> 

> 

 

> 

 

17 

 

What is the highest educational level attained 

by the patient?  

 

 

 

1. No Schooling 

2. Class 1 to 4 

3. Class 5-8 

4. Class 9/10 

5. Class 11/12 

6. Degree/Diploma 

7. Post graduation & above 

 

 

18 

 

What is the main occupation of the patient? 

   

 

 

 

1. Student 

2. Unemployed (Able to work) 

3. Unemployed (Unable to work) 

4. Salaried Employee 

5. Daily wage earner 

6. Self-employed 

7. Home-maker 

8. Retired 

9. Others (Specify) ________ 

 

III. IV. 

V.III VI.ILLNESS/TREATMENT DETAILS: 
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19 How long ago were you/the patient told that 

the patient has kidney disease? 

 

____years ____months 

 

20 What were the kinds of treatment you/the 

patient undergo before dialysis? 

 Y/N Duration 

1. Medications 

(Allopathic) 

2. Medications 

(AYUSH) 

3. Other Alternative 

therapy (specify) 

___________ 

 

  

VII.III. A VIII.Details Regarding A-V Fistula Surgery: 

21 How long ago was the fistula surgery done?    

 ____years _____months  

 

22 At what type of the facility was the 

operation done? 

 

 

1. Public Hospital 

2. Private Hospital 

3. Co-operative Hospital 

4. Charitable Hospital 

5. Others (Specify) _________________ 

 

23 How long did you/the patient stay at the 

hospital? 

 _______days ______months 

24 Attempt 1 Attempt 2 (if relevant) 
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What were the various expenditures related 

to the operation? (in Rs.) 

 

Hospitalization(Bed charges, Room charges, 

Nursing charges) 

Intervention 

Medications  

Investigations 

Doctors’ consultations 

Travel 

Food 

Lodging 

Hired Help 

Any informal payments 

 

Others (specify)________________ 

 

 

 

 

TOTAL 

 

 

 

> 

 

> 

> 

> 

> 

> 

> 

> 

> 

> 

> 

 

 

> 

 

> 

> 

> 

> 

> 

> 

> 

> 

> 

> 

  

III. B Details Regarding Dialysis 
  

25 Were any of the following suggested to 

you/the patient before advised to start 

dialysis? 

 

 

1. No  
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 2. Peritoneal Dialysis 

3. Kidney transplant 

4. Others (Specify) ___________ 

 

26 When were you/the patient first advised to 

start hemodialysis? 

 ___years ___months ago 

27 When did you/the patient actually start 

hemodialysis? 

___years ___months ago 

 

28 

 

At what type of facility did you/the patient 

initiate dialysis?  

 

 

1. Public Hospital 

2. Private Hospital 

3. Co-operative Hospital 

4. Standalone unit 

5. Others (specify) ___________________ 

 

29 Have you/the patient ever had to change the 

dialysis facility? (If no, go to Q.No.32 ) 

 

     1. Yes  

     2. No 

 

30 If yes, can you mention the type of facility 

used in order? 

 

1. Public hospital 

2. Private hospital 

3. Standalone unit 

4. Others (specify) 

 

Facility 1 Facility 2 Facility 3 Facility 4 

 

 

  

 

_________ 

 

 

  

 

_________ 

 

 

 

  

_________ 

 

 

  

 

_________ 

31 Can you mention the reason for change from 

among the following? 

 

 

1. Health-related reasons 
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2. Lack of referral services 

 

3. Lack of availability of the facility  

 

4. Owing to cost of session  

 

5. Others (Specify) ______________ 

 

32 Have you/the patient ever had to skip a 

session or more in the last month? (If no, go 

to Q.No.34) 

 

     1. Yes  

     2. No 

 

33 If yes, can you mention the reason/s for 

which the session/s were skipped?   

 

1. Distance from residence  

2. Unavailability of date at facility 

3. Public holiday/harthal 

4. Cost of session 

5. Others (Specify) _______________ 

 

34 How far is the current dialysis facility from 

your residence?   

 

 

 _____kilometers 

35 Week 1 

(Immediate 

past week) 

Week 2 Week 3 Week 4 
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What were the various expenditures related 

to the dialysis session during the past 4 

weeks (in rupees)? 

 

1. Service charges 

2. Consumables 

3. Medications 

4. Investigations 

5. Doctor’s 

Consultation(Routine) 

6. Doctor’s Consultation 

(Emergency) 

7. Travel 

8. Food  

9. Lodging 

10. Hired help 

11. Informal payments 

12. Others(Specify) 

__________________ 

TOTAL 

 

> 

> 

> 

> 

> 

 

> 

 

> 

> 

> 

> 

> 

> 

 

 

> 

> 

> 

> 

> 

 

> 

 

> 

> 

> 

> 

> 

> 

 

> 

> 

> 

> 

> 

 

> 

 

> 

> 

> 

> 

> 

> 

 

> 

> 

> 

> 

> 

 

> 

 

> 

> 

> 

> 

> 

> 

IX.III. C X.Details Regarding Other Hospitalization/s : 

36 Have you/the patient been admitted to a hospital 

since starting dialysis?   (If No, go to Q.No.40) 

 

     1. Yes  

     2. No 

 

37 If yes, how many times have you/the patient 

been hospitalized in the past 1 year? 

 

38 Answer the following for the most recent 

episode 

Type of 

facility 

Reason Duration of 

stay 
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1. Public Hospital 

2.  Private Hospital 

3. Co-operative Hospital 

4. ESIS 

5. Others (Specify) __________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

39 What were the various expenditures incurred 

during the last episode (in Rs.)?  

   

Hospitalization charges 

Medications  

Interventions/Procedures 

Investigations  

Doctors’ consultations  

Travel,  

Food 

Lodging 

Hired help 

Any informal payments 

Others (specify) ___________________  

 

TOTAL  

 

 

 

> 

> 

> 

> 

> 

> 

> 

> 
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XI.III.D XII.Details regarding Routine Follow- Up 

XIII.40 
Do you/the patient visit the treating nephrologist 

for follow-up? (If no, go to Q.No.43) 

 

     1. Yes  

     2. No 

 

XIV.41 
At what type of facility did you/the patient go for 

follow up in the past 1 month? 

 

 

1. Public Hospital 

2. Private Hospital 

3. Co-operative Hospital 

4. Private practitioner/clinic 

5. Others(specify) ___________________ 

 

XV.42 

What are the various expenditures 

incurred related to the routine follow-

up in the past 1 month? 

1.Doctor’s Consultation fees 

2. Medications 

3. Travel 

4. Food 

5. Hired help 

TOTAL 

Visit 1 Visit 2 Visit 3 

 

> 

> 

> 

> 

> 

 

> 

> 

> 

> 

> 

 

> 

> 

> 

> 

> 

XVI.III. E XVII.Details regarding the Medications: 

43  Are you/the patient on any regular 

medication for kidney disease or any other 

health conditions? (If no, skip to Q.No.45) 

 

     1. Yes  

     2. No 

 

44 Name of medications taken regularly: 

S.No Name of Medication (Obtained from Prescriptions) Cost of Medication for 

one month (Ascertained 

from pharmacy) 
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1.   

2.   

3.   

4.   

5.   

6.   

7.   

8.   

9.   

10.    

11.    

12.    

13.    

14.    

15.    

  TOTAL  

XVIII.III. F XIX.Details Regarding Out-Patient Consultations 

 45 

Did you/the patient attend any out-patient facility 

(other than routine nephrology consultation) such 

as laboratory, clinic, etc in the last 1 month? (if 

no, skip to Q.No 48) 

 

     1. Yes  

     2. No 

 

XX.46 For what illnesses were the last visit made? 

1. Common illnesses/injury  

2. Other co-morbidities 

3. Health check-up 

4. Investigations 

5. Others (specify) ________ 
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XXI.47 

 

What are the expenditres during the ouptatient 

visits? (in Rs.) 

 

Doctor’s consultation 

Investigations 

Procedure 

Medications 

Hired help 

Others(Specify) ______________ 

 

TOTAL 

Visit 1 Visit 2 Visit 3 Visit4 

 

 

 

 

> 

> 

> 

> 

> 

> 

 

> 

 

 

 

 

> 

> 

> 

> 

> 

> 

 

> 

 

 

 

 

> 

> 

> 

> 

> 

> 

 

> 

 

 

 

 

> 

> 

> 

> 

> 

> 

 

> 

 XXII. 

XXIII.IV XXIV.NON-HOSPITALIZATION RELATED EXPENDITURES: 

48 Changes Expenses 
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What are the changes you/the patient has 

had to make in the household following the 

start of dialysis? 

1.Extra domestic help 

2.Employment of Home nurse  

3.Change in Diet 

4.Change of residence of the 

patient 

5.Change of household 

member’s residence 

6.Purchase of any support 

devices 

Others (specify) 

_________________ 

 

TOTAL 

 

XXV. XXVI. 

XXVII.V XXVIII.EXPENDITURE RELATED TO WORK/INCOME LOSS: 

 

49 

 

Patient: In the last 1 year, was your/the 

patient’s job affected since starting on 

dialysis? 

 

 

1. Not affected 

2. Loss of job 

3. Change of job 

4. Promotion denied 

5. Relocated  

6. Others (specify) __________ 

 

 

50 

 

Patient: If yes, what was the loss in income 

for the last 1 year? 

 

Rs.  
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51 

 

Patient: Have you/the patient resumed work 

after starting on dialysis? (If no, go to 

Q.No.54) 

 

     1. Yes  

     2. No 

 

 

52 

Patient: What is the total no. of days lost 

(without wages) 

 

During hospitalizations including medical 

leave in the last 1 year 

 

During dialysis sessions in the last month? 

 

  

 

53 

 

Patient: What would be the wages lost per 

day (in Rs.) 

 

 

Rs. 

 

54 

 

Was the primary care giver’s job affected 

since starting on dialysis? (if no, go to Q. 

No. 59) 

 

 

7. Not affected 

8. Loss of job 

9. Change of job 

10. Promotion denied 

11. Relocated  

12. Others (specify) __________ 

 

 

 

 

 

 

 

 

 



xvii 
 

 

 

55 

Primary care giver: What was the loss in 

income for the last year? 

 

Rs. 

 

 

57 

Primary care giver: What is the total no. of 

days lost (without wages) 

 

During hospitalizations including medical 

leave in the last 1 year  

 

During dialysis sessions in the last month? 

 

 

 

 

58 

 

Primary care giver: Wages lost per day  

 

 

Rs. 

 

59 

Any other HH member/s: Total loss of 

income in the last year 

 

Rs.   

XXIX. XXX. 

XXXI.V XXXII.HEALTH FINANCING MECHANISMS: 

 

60 

Was the dialysis session covered by any 

kind of health security? 

1. Subsidy given by hospital 

2. Self / HH provided health 

insurance 

3. Social insurance schemes 

4. Others (specify) 

___________ 

 

TOTAL  

Yes/No Amount 
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61 

How were the dialysis sessions covered in 

the past 1 year?  

 

1.Savings 

2.Sale of assets 

3.Unsecured loans 

4.Mortgage of assets 

5.Mortgage of land 

6.Assistance / gift 

7.Others(specify) 

______________ 

 

TOTAL 

 

 

 

 

 

 

62 

Was the hospitalizations/consultations 

covered by any kind of health security? 

 

1. Subsidy given by hospital 

2. Self / HH provided health 

insurance 

3. Social insurance schemes 

4. Others (specify) 

___________ 

 

TOTAL 

Yes/No Amount 
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63 

How were the hospitalizations/consultations 

financed in the past 1 year?  

 

1. Savings 

2. Sale of assets 

3. Unsecured loans 

4. Mortgage of 

assets 

5. Mortgage of land 

6. Assistance / gift 

7. Others(specify) 

______________ 

 

TOTAL 

 

 

 

 

> 

> 

> 

> 

> 

> 

> 

 

XXXIII. XXXIV. 

XXXV.VI XXXVI.HOUSEHOLD EXPENDITURE : 

64 

 

Expenditure per month: 

 

Provisions + Ration (PDS)  

Vegetables + Fish, meat, eggs and milk 

Baked items + Outside food 

Others (specify)_____________________ 
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65 Food Exp (special occasions) past one 

year: 

 

Festivals / Religious ceremonies 

Parties / Eating out  

Others (specify)_____________________ 

 

 

66 Non-Food Expenditure per month 

 

Household consumables 

→ Petrol / travel 

→ Newspaper / Magazines 

→ Gas/firewood/kerosene 

→ Others 

(specify)_____________________ 

 

 

67  Non-Food Expenditure in last one year 

 

Clothing + Footwear 

Expenses related to children (if any) 

Social & Religious events 

Utility bills  

HH maintenance (incl. service wages, 

purchases) 

Agriculture / Livestock 

Tax / insurance premiums / Loan EMIs 
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Health expenses related to other HH 

members 

Miscellaneous (incl. litigation) 

Others (specify)___________________ 

 

 

 

 

 

 

 Total   

 XXXVII. 

XXXVIII.VII XXXIX.HOUSEHOLD DEBT : 

68  Can you please specify the total HH 

borrowings /amounts raised through 

following means (other than those 

mentioned earlier for treatment financing) 

 

1. Sale of assets 

2. Unsecured loans 

3. Mortgage of assets 

4. Mortgage of land 

5. Assistance / gift 

6. Others (specify)_________ 

 

 

TOTAL 
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RESEARCH SUBJECT INFORMATION SHEET 

 

This study is being carried out as part of the course requirement for post-graduate 

studies (Master of Public Health) in Achutha Menon Center for Health Science Studies, Sree 

Chitra Tirunal Institute for Medical Sciences and Technology, Trivandrum which I am currently 

undertaking. This consent form may contain words that you do not understand. Please ask me if 

any words or information is not clearly understood by you. 

 

Purpose of the Study: 

There is a continuing increase in the number of chronic kidney disease patients requiring 

dialysis to prolong their lives with quality. But the financial burden to undergo the long-term 

process of Maintenance hemodialysis may cause serious impact upon the household’s financial 

status. Hence assessing the extent of such health-related expenses and its impact upon the 

household holds good potential to understand the plight of those in growing need of the service 

and thus, the burden upon the society. 

A survey is being undertaken to estimate the health-related expenses with respect to 

treatment and management of the dialysis patient and the households’ monthly expenses to 

assess the financial impact. Your household has been chosen through random selection from a 

list of persons undergoing dialysis at 6 selected hospitals/dialysis units in Ernakulam district 

including the facility where you/the patient is undergoing dialysis. A total of 250 participants 

will be included and interviewed as part of this study.  

Procedure  

The survey would take approximately 30 - 45 minutes of your valuable time. You will 

be asked questions in private. These will pertain to details about your household members, 

your/the person’s illness especially regarding dialysis sessions in the past month, hospitalizations 

in the past 1year. You will be asked questions on the expenses that you incurred both, during the 

dialysis and fistula operation and any other hospitalization you have had in the past 1 year and 

also details as to how you/the patient financed the treatment. You will also be asked questions 

regarding your average income and general household expenses over the past one year to serve 

as a comparison. This collected data will be used for research purposes only. I may contact you 

again if the collected information was found to be incomplete. 

 

Risks and Discomforts 

Participation in this study imposes no risk to your health. However you would be asked questions 

which you may find personal in nature. 
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Benefits 

There may not be any direct benefit for you from this study. The information collected from you 

and from other participants will help in assessing the financial burden that these diseases impose 

on our households and I hope this will influence the government policy. 

 

Confidentiality 

You will be interviewed in private. All information related to you will be kept confidential and at 

no stage will your identity be revealed. A respondent identification number will be assigned to 

each participant that will help in maintaining the confidentiality of the data collected. Access to 

this number will be restricted to those analyzing the data only. 

 

Contact Information 

If you have any research related questions or you would like to verify my credentials, you may 

contact me or a member of our institute’s Ethics Committee  

 

 

 

 

 

 

 

 

 

 

 

Voluntary Participation 

Your participation in this study is purely voluntary which means you can decide whether to 

participate in the study or not. If at any stage you wish to discontinue, you are free to do so 

without any adverse consequences. 

 

 

 

 

 

 

 

 

 

 

Dr.Mala Ramanathan 

Member Secretary,  AMCHSS, 

SCTIMST, Trivandrum 

0471 -2524234 

mala@sctimst.ac.in 

 

Lekshmi Bala V 

MPH Scholar 

AMCHSS, Trivandrum 

9562036580 

lekshmi_bala@sctimst.ac.in 

 

mailto:mala@sctimst.ac.in
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Respondent ID: ______________ 

 

 

AN ASSESSMENT OF OUT-OF-POCKET EXPENDITURE INCURRED BY DIALYSIS 

PATIENTS AND ITS IMPACT ON THEIR HOUSEHOLD FINANCE 

 

CONSENT FORM 

 

I have read / been read out the information in the information sheet. The nature of the study 

and my involvement has been explained and all my questions have been answered satisfactorily. By 

signing this consent form, I indicate that I understand what will be expected from me and that I am 

willing to participate in this study. I know that I can withdraw at any time. I have been informed who 

should be contacted if the need arises. 

 

Respondent’s Name: 

 

Place: 

 

Date: 

 

Interviewer’s Name: 

 

Respondent’s Signature / 

Thumb Impression 



Scanned by CamScanner  

 

 



Scanned by CamScanner  
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