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Executive Summary

In Bangladesh district and medical college hospitals have mobilised resources through the
mechanism of user fees since 1993. This extensive experience is available for health sector policy-
makers to draw upon in deciding how best to improve the financing ot health services in the country.
Not only does the experience already existing in Bangladesh hospitals suggest that some revenue
sources are more efficient than others. it also points to crucial questions about equity and fairness in
the collection, administration, and use of hospital user fees.

This paper draws upon the research of the Health Economics Unit [HEU] Resource Mobilisation
Pilot Programme to summarise the user fee experience of Government of Bangladesh district and
medical college hospitals. By relating the main issues arising from that period of experience with
broader health economics concepts. the paper sets forth a body of recommendations about the limits
and potential of user fees in Bangladesh.

A brief summary of the paper is outlined below.
What has been the GOB experience with User Fees?

The HEU proposal for a Resource Mobilisation Pilot Programme was accepted and modified by the
Puris Consultative Conference in September. 1995. That research effort called for an economic
assessment of increased user fee charges at district and medical college hospitals of the GOB. In
particular. the concern of the Consultative Conference was two-fold:

e On the one hand. a concern for the well being of the very poorest of the poor whose overall
access to medical care could be compromised by user fees that increased above tolerable limits;

e On the other hand. a recognition that additional resources must be mobilised to pay for health
services in Bangladesh. whether through user charges or other methods of cost-recovery.

Because the Consultative Conference chose to focus attention upon Bangladesh hospitals and not
upon «ll levels of service. the HEU focused its baseline efforts upon district and medical college
hospitals, roughly the second and third-level public hospital services of the country. Given the
further constraint of the political activities in late 19935 and early 1996, the HEU decided to begin
collecting baseline intormation in the Dhaka Division but outside of Dhaka City itself.

Lsor tees at Disorict and Medical College Hospitals

The syvstem of user fee collections put into place in 1993 was examined carefully through a field site
survey at five Dhaka Division district hospitals:

e Jamalpur District Hospital

o Kishorganj District Hospital
e Netrokona District Hospital
o Sherpur District Hospital

e Tangail District Hospital

In addition. the HEU conducted a detailed baseline costing and revenue analysis of the Mymensingh
Medical College Hospital [MMCH! Since MMCH lies at an average distance of 90 kilometres from
the five district hospitals, it is the most likely third-level referral centre for these facilities.
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The special interests of the HEU field survey were the following:

e To describe the component-wise fee rates present in the existing GOB system:

e To estimate average annual collections for user fee components at district and medical college
hospitals;

e To relate these collections to overall expenditures and to per-unit amounts:

e To indicate the impact of exemptions on overall collections:

¢ To link revenue amounts to specific operational hospital expenses to identify areas where
expenditures could appreciably improve hospital quality:

Consumer Surplus

These estimates allowed the HEU to consider the topic of consumer surplus. In simplest terms and
for user fees, this concept concerns amounts of revenue that. given the ability and willingness-to-pay
of a population, passes uncollected. In this regard. the HEU report examines whether some groups
who are willing-to-pay and able-to-pay more for GOB hospital services are not being asked to pay
more and, as a result. are reaping exceptional benefits.

Senstitivity/Scenario Analysis

Once the experience with user fees is summarised. the paper presents a senstitivity analysis and
scenario analysis of what might result for revenue collections were user fee rates increased. The
analysis proceeded under the assumption that varying numbers of patients would be exempted from
payment but focused attention on the revenue available at a 100 percent collection rate in order to
capture the limits of collection. The scenario estimate also made use of hypothetical price elasticities
of demand. These numerical estimates of the senstitivity of demand for services by patients. given
changes in price, allowed the simulation to model percentages of decline in quantity demanded for a
given percentage increase in price or. in this case. user fees.

Among the results of the scenario analysis are the following:

o Some areas. particularly outpatient services, will yield larger overall revenues for the system than
in-patient fees.

e Outpatient services. however. may discourage specific types of patients from attending GOB
hospitals--a positive if they decide to stay closer to home at Thana Health Complexes. e.g.. buta
negative it they simply leave the allopathy system.

e I'ser fees revenues could be appreciably increased by reducing exemptions and by a 10-20
percent increase in selected user tee rates.

Perceptions of Quuality and User Fees

[he HEU conducted a non-random. non-generalizable “rapid survey™ of former patients at the
NMMCH facility to determine their views of quality and ability/willingness-to-pay issues. The results
of the discriminant analysis that accompanied this rapid survey showed that quality and probably
price elasticity of demand for services at GOB hospitals may be appreciably atfected by “unotticial”
charges to patients.

[Uis suggested that the HEU and other researchers use the hy potheses of the rapid survey to
investigate the impact of user fees on quality perceptions, given the additional impact of “unotticial™
charges.
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Inequalities and a “Self-Selection” approach to User Fees

Since inequalities are imposed by prices and price increases. the HEU has investigated the issue of
“inequality” imposed on various income and educational groups in Bangladesh. In particular, the
paper looks at the issue of consumer surplus to determine whether subsidies might now being passed
upward rather than downward.

As amethod for limiting the effect of user fees on the poor and ensuring that revenue is raised from
those most able to pay. the HEU has studied a “self-selection” method for collecting user fees. This
method. described fully in HEU Research Note No. 6 (User Fees. Self-selection and the Poor in
Bangladesh) is summarised in the context of inequality and fairness issues in the present paper.

Conclusions and Recommendations

This report on user fees at district and medical college hospitals consists of a multi-sided and
empirical treatment of userfees in Bangladesh. Major subjects covered in the report include:

I. A discussion of the history and evolution of the HEU"s Resource Mobilization Pilot Programme
research effort after the Puris Consultative Conference in 19935,

2. A presentation of the official structure of user fees operated by the Ministry of Health and Family
Weltare at its district and medical college hospitals.

[US]

A summary of current revenue collections for user fees at GOB hospitals accompanied by a
description of the exemption system presently in use at these facilities.

4. A sensitivity analysis of various user fee collection scenarios at district and medical college
hospitals in Bangladesh. one emphasizing price elasticities of demand estimates for “official™
user charges.

3. Avreport on a non-generalizable. non-randomized rapid survey of former inpatients at the
Mymensingh Medical College Hospital to determine their perceptions of quality and
willingness/abilitv-to-pay for services at the hospital.

6. A discussion of inequality issues that affect the collection ot user fees at Bangladesh hospitals.
one which emphasizes the potential of self-selection approaches to equity and access questions.

What ts most evident from the report are two main points:

e Muanagement of Uscer Fees. The importance ot careful management of user fee collection
cannot be over-stated. Fund uses muse be caretully targeted to focus upon operating costs that
could vield evident quality improvements for consumers and for those attempting to provide
protessional health care at the hospitals of Bangladesh

e Userfee levels and Inequalities. As user fee collections are increased at public hospitals in
Bangladesh, care should be given to the reduction of “unotticial” charues and other forms of’
mequality that may undermine attempts to raise quality while protecting the interests of the ven
poor.

In view of these main pomts. the report provides the following recommendations for consideration by
policy-makers.

4
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Recommendations

In the develoopment of a full resource mobilization etfort, policy-makers in the health sector of
Bangladesh must bear in mind the need to examine the tinancial dynamics of cost-recovery efforts.
As this paper shows, specific approaches to resource mobilization may have multiple impacts, many
of which interact with other features of health care provision.

[f equitable user fee collections are to take place at Bangladesh hospitals, then it is recommended that
the following points be taken into account:

I. User fee impact must be studied closely to determine “price elasticity of demand™ estimates which
take into account “unofticial™ charges as well as official ones. These “elasticity” estimates should
then be used to reduce system leakage where it exists and can be controlled.

[

User fees implementation schemes should anticipate the fullest absorption of consumer surplus in
a manner that clearly benefits the most vulnerable elements of the population.

. Quality features should be linked with ability-to-pay and willingness-to-pay information so that
user fees can be collected in a dynamic manner. i.e.. one that anticipates the multiple perceptions
of quality possible across income groups and between professionals and the general public.

(O8]

4. User fee collections should be maximized by application in the outpatient area of hospitals if it is
clear that the poor will not be damaged in the process. In short. icreased user fee collections
should be considered in connection with an improved referral system.

5. Where a reasonable split can be attained between hotel or food services at a facility and medical
or professional areas of judgment. user fees should be applied through the mechanism of self-
selection.
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Section A: Introduction

This report summarises initial Health Economics Unit field research findings about current user fee
collections at district hospitals and medical college hospitals in Bangladesh. These revenue aspects
of resource mobilisation are drawn from the HEU Pilor Programme for Resource Mobilisation
through User Fees in the Ministry of Health and Family Welfare (Research Note No. 3. August,
1995).

The report pursues multiple objectives. including:

An initial discussion of the approach to user fees presently utilised by district hospitals and
medical college hospitals of the GOB.

e A body of summary figures reflecting the current levels of user fees collections at these GOB
hospitals

e Projections of likely user fee collection amounts at these facilities under various scenarios

e A review of issues concerning increased user fee collections and the poor, including some
comments upon the self-selection approach to resource mobilisation

¢ And a statement of modifications required for further HEU research under its Resource
Mobilisation Pilot Programme.

Because of their close relationship with issues of quality and ability-to-pay/willingness-to-pay. the
report provides some insight into the possible effect of price increases for district hospital and
medical college hospital services. The issues that emerge from a preliminary review of findings in
this area. coupled with priorities of the Government of Bangladesh [GOB] and the Paris Consultative
Conference of 1995, suggest a set of new and Bangladesh-specific hypotheses concerning resource
mobilisation in the country. It is anticipated that the HEU will pursue these issues further through its
Resource Mobilisation Pilot Programme.
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Section B: HEU Resource Mobilisation Pilot Programme Research

Initial HEU Resource Mobilisation Pilot Programme Aims

The original Resource Mobilisation Pilot Programme of the HEU (Research Note No. 3 August,
1995) envisioned a multi-stage research programme designed to assess resource mobilisation at all
GOB health service levels. At the time. little was known about the variety of approaches being used
for resource mobilisation or the absolute amounts of revenue generated by these activities.
Anecdotal information existed about NGO programs. Rigorous research was focused upon the work
of the Rural and Urban Extension programmes of the International Centre for Diarrhoeal Research,
Bangladesh and work concerning sustainability of family planning services' conducted among NGO
“Cooperating Agencies” in Bangladesh.

The HEU programme was intended to consist of a baseline study of households designed to capture
basic information in key sites for use in a social experiment concerning user fees. Once baseline
estimates were derived. additional user fees were to be implemented according to significantly
different timetables so that prices could change in one area prior to their being changed in others.
The areas would be geographically disparate so that migration between districts would be unlikely.

As additional user fees were phased-in. willingness-to-pay estimates would be derived for a range of
health and population services or service baskets. Ultimately, this work would aim at developing
price elasticities for the services so that the household effect of price increases at specific facility
tvpes could be estimated. The value of having such estimates would lie in the ability to use utility
functions to predict the effect of increased user fees upon various income groups in Bangladesh.
especially the poorest of the poor.

Effect of the Paris Consultative Conference

The Paris Consultative Conference. in addition to approving the HEU Resource Mobilisation Pilot
Programme. brought about a significant narrowing of the scope of the HEU research concerning user
fees. Although the HEU proposal called for a study of «// levels of health service provision. the
Paris Consultative Conference aide-memoire called for an emphasis upon cost-recovery through user
fees at district hospitals and medical college hospitals, not all service levels. The HEU approach
accepted by the Conference was to retain its concern for the impact of user fees through the study of
price elasticities of demand. but the restriction in scope meant that conceptualisation for the Resource
Mohilisaron Pilot Procramme needed to be reviewed carefully.

In particular. the HEU research had to deal with the fact that patients at district hospitals and medical
college hospitals frequently come for services hopimg never to return. Unlike questions of
willingness-to-pay focused on routine or self-correcting health conditions for which primary care
services might be sought. district hospital and especially medical college hospital services presented
immediate challenges to the assumptions of standard willingness-to-pay surveys. How. tor example.
might a patient meaningtully be asked to imagine their willingness to pay for a gall bladder surgery
or a C-section or a hernia repair it they have had not experience with such hospital-based procedures.
Faven the hospital treatment of tuberculosis or hepatitis might pose questions to which a patient would
have no experience-base upon which to draw.

Further complexities arise from the considerable difference between pre-hospitalisation and posi-
hospitalisation views of the relationship between hospital expenses and hospital service quality.

" Janowitz. 1996

[§%]
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What might seem like a reasonable trade-off between quality and hospitalisation costs may look
different once the hospitalisation is completed. Finally. case severity may have a great impact upon
willingness-to-pay estimates: even after hospitalisation experience is statistically controlled,
moderate cases of acute respiratory infection may lead to quite ditferent cost outlooks from those
who undergo emergency C-sections after protracted labour.

Since the Resource Mobilisation Pilot Programme planned to develop household survey price

elasticity estimates for its study population, the eftect of changes in scope mandated at the Paris
Conference led to a reassessment of study priorities. Supported by arguments developed among
international research institutes™ . the HEU decided that ability-to-pay should receive a higher
priority in the Pilot Programme. In effect, the decision was taken to recognise that ability-to-pay.
especially for catastrophic illnesses’, must be treated very seriously when user fees at district and
medical hospital services were at issue.

Effect of Extraordinary Political Activity in Bangladesh

Prior to political developments taking place in Bangladesh from December, 1995 to April, 1996. it
was assumed that a country-wide collection of data. involving multiple districts of the country, could
be carried out to estimate the effect of price increases [user fees] on target population of the HEU
Pilot Programme. By early January, 1996 it became evident that access to data would be impaired
bv political developments in Bangladesh and that a focused, efficient approach would be required to
studying user fee collection.

Such a strategy would emphasise user fee revenues collected in a single, accessible division--the
Dhaka Division. The design took political activity into account by focusing on a geographical area
that could be reached on “clear™ davs in the course of a single day while allowing for return in the
evening. The further decision was taken to exclude Dhaka City and its hospitals from the study. Not
only was travel within Dhaka City frequently more hazardous than to other area in the Dhaka
Division. it was also the case that Dhaka Medical College Hospital was thought to be a likely target
for interruptions of service and inaccessibility in the early months of 1996--a fact later borne out.
Further. service areas in some parts ot the Dhaka Division--especially the geographical vicinity of the
Mymensingh Medical College Hospital and the district hospitals that surround it--lay at a sufficient
distance from Dhaka City to lend integrity to travel patterns pursued by patients--again, a fact that
would be borne out by medical and cashier’s office records. Finally. by excluding Dhaka City, the
study would provide information of direct relevance to other parts of Bangladesh not significantly
influenced by the reterral pull of large urban areas and their specitic burdens of disease--a
circumstance shared by many areas ot the country.

Finally and at least in part because of accessibility limitations. it was thought that. where possible.
issues relevant to management uses of user tee revenues were to be considered during the assessment
of hospital user fee collection and tee utilisation patterns. Not only could a greater understanding of
revenue-and-expense relationships at district and medical college hospitals be obtained by intensive.
facility -based study during the period of political activity in Bangladesh. 1t was thought as well that
evaluation of hospital unit costs. if they could be developed, would provide an important
understanding of user fee collections. since the overall hospital expenditure patterns and their
efficiency might have great significance tor expected resource mobilisation at district and medical
collese hospitals. Indecd. manazement issues and user fee approaches to resource mobilisation have
been shown consistenthy to be linked i the mternational literature on the suh)u.t ,

* Junowitz, 1994
" McGreevey, etal, 1990
' Creese. 1991
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college hospitals. Indeed. management issues and user fec approaches to resource mobilisation have
been shown consistently to be linked in the international literature on the subjeut

' Creese, 1991
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Section C: Design Modifications for the HEU Pilot Programme

Implementation of the HEU Resource Mobilisation Pilot Programme

Baseline data collection began in early December. 1995 with a field survey of one medical college
hospital. Mymensingh Medical College Hospital. and selected district hospitals within Dhaka
Division. The district hospitals chosen included the following:

Jamalpur District Hospital
Kishorganj District Hospital
Netrokona District Hospital
Sherpur District Hospital
Tangail District Hospital

These district hospitals lie roughly within an 90 km. average radius of Mymensingh town, the site of
Mymensingh Medical College Hospital. The district hospitals varied in their distance from the
medical college hospital, with Tangail District Hospital lying roughly 100 km. away and Netrokona
District Hospital at only 32 kms distance. The district hospitals involved varied in bed size, staff
composition, and utilisation characteristics. Table 1 presents the staffing pattern and basic statistical
information for the district hospitals in the HEU baseline field survey.

Table 1: Existing Staffing Pattern for 5 District Hospitals, May-June, 1995

Name of the Post Tangail Jamalpur | Kishoreganj | Netrokona | Sherpur
I | Professional Staff
1. | Senior Consultant 3 2 1 5
2. | Junior Consultant 2 | 2 2
3. | Resident Medical Officer 1 1 1 1
4. | Medical Officer 4 5 1 4 4
3. | Radiologist 1 | | 1 1
- 6. | Pathologist 1 1 1 1 1
© 7.1 Anaesthetist 1
. 8. | Dental Surgeon 1 1 1 1
9 | Deputy Nursing | |
Superintendent
10. | Nursing Supervisor 4 4 ‘[ 2 2
1.1 Senior Staft Nurse ; 23 ; 23 I3 | I3 13
127 Assistant Nurse Nurse | 6 o S 3 N
. I | Administrative/Clerical B ' 3 f 4 ? 3 2
. i ! |
| Staff ! [ |
{ 11 | Technicians 7 | 7 ; 3 | 3 4
a ': |
1V | Other Hospital Staft 43 42 i 21 l 23 19
"V | Hospital Statistical | | i
! Information | | :
o | Bed Capacity 1 oo DI 000 50 50
2| Toal Out-Patient Visits 1 3344 | 44370 ! 38151 ¢ 29313 39.398
30 | Total in patient C 1025 | 8973 BRCEI C 8549 6.139
Admissions " ! |
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The field survey of hospital revenues included interviews with Surgeons General in the hospital
district headquarters. These interviews sought to capture varying viewpoints about user fee
collection methods, the targeted use of exemptions. and. for some. thoughts about how decentralised
user fee collections could be utilised at the facility level.

Along with field survey. an HEU revenue survey collected information from the Finance Section of
the Directorate General for Health Services [DGHS]. This information covered fifty-five district
hospitals and eight medical college hospitals. The DGHS data also included revenue amounts

officially reported as collections from the tive district hospitals of the field survey. The value of
collecting the DGHS data was twofold:

I. To specify the amount reported for user fee collections during the study period at virtually all
secondary and tertiary hospitals in Bangladesh:

2. To provide a source document for spotting variations from reported annual user fee collections
amounts found in cashier registers of the five district hospitals.

The initial HEU survey showed that the GOB has for some time had in place an extensive user fee
collection system for its district and medical college hospitals. Instituted according to circulars
promulgated from the Directorate General of Health Services in 1993, medical college and district
hospitals are allowed to levy user fees for selected components of hospital services. Hospital
directors are responsible for implementing these regulations at medical college hospitals while Civil
Surgeons in each District implement the regulations for district hospitals.

The field survey also showed that. except for the device of out-door patient tickets and in-patient
admission fees, the GOB user fee system relies extensively upon the method of self-selection (fn--
User Fees, Self-Selection and the Poor in Bangladesh, HEU Research Note No. 5; May, 1996). The
self-selection approach adopted by the GOB for collecting user fees meant that major components of
the total revenue collected at district and medical college hospitals resulted from the consumers
choice to pay for better horel services. Although the GOB self-selection system has some unusual
design features and idiosyncrasies. there is some evidence that it was designed at least in partas a
progressive cross-subsidy for poorer patients. A self-selection approach, such as the one already
used by the GOB. represents a reasonably non-punitive model for collecting additional revenues to
operate and improve health sector services.

The GOB self-selection approach also seeks to absorb “available™ but uncollected funds. It taps what
cconomists refer to as consumer surplus . These “surplus™ funds consist of expenditures that
hospital patients (consumers: would be willing to make but are not required to make under existing
arranaements. In ettect. the current price per visit at Bangladesh district and medical college
hospitals 1s below what some consumers w ould be able and willing to pay--given. that is. the existing
quantity of their health care visits and the existing supply and demand curves for GOB hospital
cervices, Below ths article returns to the GOB's self-selection approach to asei fees to consider its
ability to reduce the ability of various income groups to tap the consumer surplus available due to
Lubsidies at Bancladesh hospitals. Successtul abserption of consumer surplus is but one of the

issues implicated in the use of self-selection approach to collecting user fees at Bangladesh hospitals.

Finally the field survey provided msizhtmto the magnitude of user fee revenues and the s ariable
mtensity of their use. Generally speakmz user fee collections vencrated during the fiscal year
1093203 sugeest that white absolute revenue amounts appear laree. user fee coliections still

represent only asmall proportion ot total hospital expenditures. Tn fact s much more important to

' Griftin, 1992
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consider hospital user fee revenues relative to component-wise facility expenditures. There, a quite
different story is revealed.

To see how quality enhancement uses of funds might attect the acceptability of higher user fee rates.
a series of sensitivity analvses have been performed on the 1994-1995 revenue streams to provide a
picture of resource mobilisation under various alternative assumptions. These scenario analyses
made use of assumptions about how perceptions of quality interact with attempts to absorb available
consumer surplus through user fees at Bangladesh hospitals. In this regard the report presents
information derived from a Julv. 1996 rapid survey of sixty former patients treated at the Mymensing
Medical College Hospital during the 1994-1995 fiscal year. The hypotheses developed from this
rapid survey contain potentially important policy-relevant information about how price increases may
affect the health-seeking behaviour of patients from various income, education, and medical
categories.

Not surprisingly. the question of user fee impact upon the poor is of special concern for this initial
report. International research provides some areas of consensus regarding the broad outlines of user
fee impact in primary health care”. The literature. as might be expected of “willingness-to-pay”
household surveys, is less clear concerning the impact of user fees upon the poor in the case of
hospital-based services. In this regard. four issues are highlighted for consideration in the interim
report:

I. Questions about the differential impact of subsidies and the proper conditions for the successful
operation of selt-selection approaches.

2. The impact of exemption patterns for hospital user fees in a “tree care” system.

(S}

The value of user fee collections in expanding service supply and improving quality once
additional consumer surplus is absorbed at Banzladesh hospitals--i.e. “rationing’ issues.

1 Willingness-to-pay and ability-to-pay issues apparent in the collection of user fees at district and
medical college hospitals in the country.

These four issues. taken together with the initial findings of the HEU study have led to modification
of the initial pilot programme. While the basic aims of the HEU study remain intact. the study has
determined that a longitudinal. social experiment model such as the one’. in Indonesia. is
questionable for Bangladesh. Instead. the study has shifted ground toward a retrospective analysis of
patient records from aerual patients coupled with a limited prospective cohort study of hospital-based
patients in order o assess the price effects of additional user tees upon Bangladesh houscholds.

O

Indrajava. 1993 and Kutzin, 1993
Gertler ¢z al, 1990
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Section D: The User Fee System at Bangladesh Hospitals

Sources for Hospital User Fees

Sources of user fees collected at district and medical college hospitals in Bangladesh are collected
according to a pattern established by the Secretary of the Ministry of Health and Family Welfare
[MOHFW] through general circulars issued by the Ministry of Finance [MOF]. The circular issued
by the MOF in 1993 fixed the structure for current user fee collections, ensuring that the DGHS
would implement these circulars in keeping with the operational requirements of the MOHFW and
other related features of Government regulations. User fee rates charged for the services mentioned
above are fixed by the MOF. Acting under circulars issued by the MOF through the MOHFW and
the DGHS, Civil Surgeons determine the functions for which variable user fees are to be collected.

District Hospital User Fees
At district hospitals. user fees revenues are collected for the following:

Fixed User Fee Charges

Outdoor Tickets--required for the receipt of outpatient services.
Indoor Admission Fees--required for the receipt of inpatient services.

Variable User Fee Charges
Surgery Fees
Ambulance Fees
X-ray Fees
ECG Fees
Radiotherapy Fees
Blood Bank Charges
Miscellaneous Collections

In addition to these fee items. paying beds and cubins are an active source of revenue for district
hospitals. It is important to note that there are two categories of district hospitals:

I 30 bed hospitals--in which there are no “payvinz beds™ or “cabins

-

2100 bed hospitals--where either paving beds or cabins or both were found.

According to the official 1982 MOHFW circular establishing these arrangements. the number of
il

paving beds at the district hospital should represent 20 percent of the total bed capacity at the facility.

Some inconsistencics appear to exist in the implementation of these rules. It was found that one of
the 100 bed district hospitals in the initial HEU survey charges one category of patients--the “cabin
patients --tor surzery - This fact iy important since cabin patients at district hospitals are supposed to
pav o/l service charzes. Further: amony the three 30 bed district hospitals in the initial HEU survey.
onlv one district hospiial collects user fees for Neravs

Meodical College Hospirals

At medical college hospitals in Bancladesh. the separate items for which user fee revenues are
collected include:
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Fixed r Fee Charge
Outdoor Tickets--required for the receipt of outpatient services.
Indoor Admission Fees--required for the receipt of indoor services.

Variable User Fee Charges
Surgery Fees
Ambulance Fees
X-ray Fees
ECG Fees
Radiotherapy Fees
Fees for Pathological Tests
Miscellaneous Collections

Paying bed and cabins are the most active sources of revenue for the medical college hospitals.
Cabins amount to semi-private rooms (two-bedded wards). Paying beds are beds that provide the
patient with assurance that a bed. not the hospital floor. will be available during the stay. Seat rents
are treated here as the sum total of paying bed and cabin charges at a facility. Food charges are
included with the “seat rent” charge. In September 1982 the MOHFW issued a circular stating that
all medical college hospitals, except Dhaka and Chittagong medical college hospitals must have 30
percent of their total beds as paying beds. For Dhaka and Chittagong the number of paying beds is
40 percent of the total sanctioned beds.

Exemptions from User fees at District and Medical College Hospitals

Important exemptions appear to be allowed at both district hospitals and medical college hospitals.
Exemption Procedures are used for the fixed fees and applied to those deemed unable to pay. This
exemption decision is made by the Resident Physician or Resident Surgeon or Emergency Medical
Officer. In addition to the clearly unable to pay. i.e.. the poor, civil servants. physicians and nursing
students. and hospital employees are fully subsidised for the use of cabins and paying beds at medical
college hospitals and district hospitals. Nevertheless. these additional groups who qualify for
exemptions must pav outdoor tickets. admission fees and food charges. Aside from its impact upon
absolute amounts of revenue collected. this exemption pattern is important because of its Jink with
the absorption of consumer surplus discussed below in Sections G and H.

Uses of User Fees

In terms of their application. tses of user fee revenues are quite directand simple. At present. user
ce collections are deposited directly nto the ¢ ;cnu al revenue aceounts of the GOB treasury. This
\mpm;uh merits further investization since it effectively removes focal control of user fees from the

hands ot local authorites.

[he issue of a decentralised and discretionary use of user fee revenues was raised during discussions
with Civil Surzeons and other admmistrators at hospitals within the Dhaka Diviston. Some of them
Contended that if user fee reventes could be retained at the hospital facility. then it would be possible
for the hospital authority o use those funds for improving hospizal services. For instance.
administrators suggested that these tunds would enable them to buy furniture. supplies and other
items on a priority basis. However: some held the view that retention ot user fee revenues might
create security problems tor the hospital authorities They feared that “Mastans™ who now make
claims against hospitals through false admission certiticates and demands for free treatment and free
medicine would attempt to collect tolls from hospital administration. Obviously. this would hinder
the smooth running ol the hospital

9
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International literature is equivocal on the issue of decentralised and discretionary use of user fee
revenues. While in the abstract it seems eminently rational to promote local control of user fee
funds® urges caution unless accounting and fund management systems are well developed and
cuidelines are carefully drawn for local community management of funds. As the analysis in Section
G will suggest, simplistic expectations about decentralised fund management must also take into
account the complex meaning of quality improvement at Bangladesh hospitals. The preferences of
patients and professional quality requirements are not always in agreement and preferences point to
multiple, if not potentially conflicting. views of how best to make use of user fees.

“luezin, 1oos
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Section E: Current Revenue Collections at Bangladesh Hospitals

District Hospitals Current User Fee Rates and Collections

Although the MOF circular regarding current user fees was issued in 1993, it became officially
effective in July, 1994. Current rates of user fees are 10 percent more than the previous rates. The
current official rates for various services are as follows:

Fixed User Fee Charges
Outdoor Tickets--required for the receipt of outpatient services and
amounting to a charge of 2.2 Taka.
Indoor Admission Fees--required tor the receipt of indoor services
and amounting to a charge of 3.3 Taka.

Variable User Fee Charges
Surgery Fees -- Taka 330 for Major and Taka 250 for Minor surgeries
Ambulance Fees -- Taka 6 per Kilometre
X-ray Fees -- Taka 44 - Taka 53 according to size of the film
ECG Fees -- Taka 66
Radiotherapy Fees
Blood Bank Charges
Miscellaneous Collections

In addition to these revenue sources. paving beds and cabins (seat rents) are an important source of’
revenue for district hospitals.

Paving Bed -- Taka 33.30 (including food charges)
Cabins -- Taka 129 and Taka 140 (including food charges).

Medical College Hospital Current User Fee Rates and Collections

At medical cotlege hospitals. the items ror which user tee revenues are collected and their official
rates are as follows:

Finved User Fee Charaes

Owidoor Tickers--required ror the receipt of outpatient services and
amounting to a charge of Taka 3.5,

[ndioor Adnussion [ees--required for the receipt of indoor services
and amounting to a charge of Taka 3.5,

Variable User Fee Charges
Surgery Fees -- Taka 330 (Muyjor) and Taka 230 (Minor)
Ambulance Fees -- Taka 6 per Kilometre
X-ray Fees -- Taka 42- Taka 55 for different sizes of X-ray films
FCG Fees -- Taka 66
Fees for Patholooical Investigations

Radiotherapy Fees
Miscellaneous Collections
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Rent from paving beds and cabins (seat rents) is an especially important source of revenue for the
medical college hospitals.

Paving Bed Rent-- Taka 53.50 (including food charges)

Cabin Rent -- Taka 118, Taka 129. Taka 140 (including tood charges)

[Note: cabin rent varies according to room size and number of beds in the
room--as well as by specitic speciality (obs/gynae) at Dhaka Medical College
Hospital]

Field Survey Findings for Five District Hospitals

No uniform pattern was found in the district hospitals of the survey regarding collection of paying
bed and cabin rents (including food charges). One of the five district hospitals surveved collects
these rents without tood charges. provided that the patient does not take hospital food. On the other
hand. the other four hospitals collect seat rents with food charges. regardless of whether the patient
takes hospital tood.

At the five district hospitals surveyed. the total revenue generated from user tees (i.c. excluding
revenue generated from auction. schedule sale etc.) is Taka 1.76 million (Table 2). Component-wise
revenue analvsis shows that service charges and rents for paying beds and cabins (Seat Rents) are the
1w o most important sources of revenue. These sources generate 31 percent and 26 percent of totul
wuser fees revenue respectively ar the factiities. Service charges include: charges for surgery. x-ray.
ECG. Ultrasonogram. pathological tests. oxyegen. ete.. and ambulance rent.

Frold Suivey Findings tor Nvimensingin Medical Collece Hospital

A detailed revenue survey was carried out in Mymensingh Medical Colleze Hospital (MMCTH)--one
of the government medical college hospitals in Bangladesh--as part of the attempt to determine unit
costs at the facility. In the 1994-93 fiscal vear. MMCH carned Taka 5 million from user fees.
Component wise revenue analysis shows that sear rents are the grearest source of revenue i MMCT:
renros ot TO perceni of tofal user ree revenne. About 18 percent of revenue comes from outdoer
Lehet fees wiile ondy S percent is collected as admission tees. [ nlike districs ospiials. (ess reveni

comes provn service charges at MMCH 7 percentr and more of 11 from hoted services (Table 2y,

Table 2: Field Survey: Total Revenue by Major Sources in Mymensingh Medical College
Hospital MMCH) and 3 District Hospitals (DHs) Surveyed

~ourees of Revenue MNCH | S Dis
5 Outdoer cOPDY Ticket Fees 12924 1 272092
S Admission Fees 138420 | 143.840
¢ Seat Rent ! 2041127 { 451575
drServiee Charges » 202,569 | 388.633
o) Other Charges 389345 16,533
CToran User FEC REVENTE (a-bre-d) 3.048.046 | 1.730.766
34375391 i 1.773.200

TOTAL REVENUE (a=b=c—d=c¢)

DGHS Information for 55 District Hospitals and 8§ Medical Colleges

Revenue information for 33 district hospitals turnished by the DGHS shows that Taka 1543 million
acerued as revenue from user fees in district hospitals. This represents ahonr 12 percent ot averaoe
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annual total expenditure for these 55 hospitals. Revenue information for the other medical college
hospitals was collected from the Finance Section of the DGHS. Total user fee revenue (i.e. excluding
revenue generated from auction. schedule sale etc.) collected from the eight medical college hospitals
amounts to Taka 20 million. This figure represents roughly 3 percent of the average annual total
expenditure (Taka 716.34 million) incurred by them. Seat rents of cabins and paying beds are the
leading revenue earner (63 percent) for MCHs. Income from outdoor ticket fees is the second highest

source of income for MCHs (19 percent).

Table 3: Total Revenue by Major Sources in 8 Medical College Hospitals and 35 District

Hospitals (1994-95)

Sources ot Revenue

8 MCHs (3150 Beds)

|

55 DHs (3650 Beds)

I
a) Outdoor (OPD) Ticket Fees |
I

i 3.745.691 2.287.043
' b) Admission Fees 921.387 1.245.950

¢) Seat Rent | 12.683.722 4.975.172
i d) Service Charges | 286.3328 6.919.834
o) Other Charges | 210.8436 217.192
. TotAL USER FEE REVENUE (a~b~c=d) | 2.021.4128 15.427.998
- TOTAL REVENUE (a~b+c+d~e) ! 22322584 | 13,645,190

Graphs T and 2 summarise revenue source components tor the district hospitals of the DGHS field

survey tound in Table 3.

Service charges constitute the dominant source of use fee income (4

percent). tollowed by income from payving beds and cabins (32 percent).

Graph 1: Revenue by Major Sources by 55 District

Hospitals

tnher Charae Pavine Bed
and
Cabm Rents

390
2%

Outdoor

ket Fees

130
» HA

Per Unit Revenues

Graph 2: Revenue by Major Sources by 8
Medical College Hospitals

Other Prsing Be s
\cnussion Charges A
oo 9%, Cabin Rents
Fees

3

Outdoor
[eket Fees

1m0
i o

Fable 4 provides a comparison between medical college hospitals and district hospitals on the basis
ofaverage revenue estimates per ted. Table 4 and Table 5 also include information on utilisation

rate of beds at medical eotlece !

Ceoan disiriet hospitaty
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Table 4: Per Bed Information about MCHs and DHs (1994-95)

ltems MMCH 5 DHs MCHs 55 DHs

Surveved

Admission Fees 244 411 179 341

Payving Bed & Cabin Rents 3.294 1.290 2,463 1,363

Service Charges | 516 2.339 356 1.896
TOTAL USER FEE REVENUE | 4.689 5.019 3.925 4.227

ToTAL REVENUE | 5.288 5.067 4.334 4,286
TOTAL RECURRENT EXPENDITURE i 139.096 335.667

Total user fee revenue per bed tends to be higher in district hospitals (Taka 4227) than in medical
college hospitals (Taka 3925).  When considering only the district hospitals in the HEU field survey.

a similar picture emerges.

Table 5: Fixed User Fees per Patient (1994-95)

; MMCH 5 DHs 8§ MCHs 55 DHs 55 DHs
Surveved
+ Total Number ot Outdoor (OPD) Patients 242797 | 206.655 1 2946936 | 2.716.671 | 2.716.671
“Total Number of Admitted Patients 41.382 418191 2635.860 | 347.229 347.229
a Tuka per patient
- Outdoor Tieket Fees per OPD Patient 224 P31 .27 0.84 0.8
+ Ofticial Rate for Outdoor Ticket Fees ! 3.50 1 220 350 2.20 220
Admission Fees per Admitted Patient 3.83 1 S 3470 3591 )
Ofticial Rate tor Admission Fees 3.30 330 350 3.30 20
Lxemprion from User Fee Collections
fotabamoeunts collected tor both outdoor tieket user fees and admission tickets appear to be

“undercoliccted” Tamounts collected rali Aefow collection amounts predicted by using a

stratghtforward compurtational approach to estimating exected revenues). Table 6 shows that both

medical colleze hospitals and disteict hospitals colleet. on average. oniy 38 percent of the rees

otficiathy aliowed under prevaiime ~utdoor ticket ratest Taka 3.3,

Table 6: Estimated Percentage of Exempted Patients in Medical College Hospitals and District

Hospitals (1994-93)

NNICEH 3 DHs Surveved | 8 MCHs ; 35 DHs ;
tOutdeor Ticket Fees ' 20 0 % ol % CRIEET
P Admission Fees " RV -4 w V70 | S99,

In-patient admissions are similarly “undercollected.”™ Medical colleve hospitals collected Taka 3 47
! ) g !

mthe torm of m-patient admission tees per admitted patient. This figure represents about 63 percent

f .

NI Rt

of the rees which could be coliecte

admissions at the hospital,

en official admission fee raves (Taka 3.5) and the number of
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What can explain the collection rates at the facilities” Two explanations seem plausible:

I. Fixed user fees may be collected at lower rates than the officially allowed rates:

2. Some patients do not pay fees because they receive exemptions.

Discussions with hospital staff contirm the second explanation. Administrators in the field site
survey indicated that patients are officially required to either pav the full official amount of fixed

user tee charges or to pay nothing atall. This would tend to suggest that exemptions account for
“undercollections.”

A different picture emerges for district hospital in-patient admission fees. In district hospitals. the
admission fee actually collected per admitted patient is Taka 3.39. This amount is actually higher
than the official ~allowable™ rate for admission fees (Taka 3.3). An explanation for this peculiarity
suggested by the field site surveys is that district hospitals do not follow a uniform pattern for
reporting their revenue information to the DGHS. Income from user fees collected from patients who
received outdoor treatment in emergency department along with emergency admission fees might
have been included in the revenue from admission fees. This reporting pattern. coupled with other
reporting problems. could account tor the “overcollection.”™ Another possible explanation was
suggested by a recent HEU site visit to the Manikeanj District Hospital. There, the District Health
Committee decided to charge patients according to “round numbers.” rather than charging partial
Taka amounts. As aresult. admissicn tickets or fees rose from 3.325 per patient to 5.0 per patient.
effective i late 1993, These changes away from formal procedures. it widespread. could also
account ror DGHS collection tetals exceeding what would be expected by a straightforward
utthization-tee rate computation of expected collections.

Table o suggests that a large number of patients are exempted from paving rixed user fee charges in
poth district and medical college hospitals. However. these hospitals do not report the actual number

afexemnted patents o the DGHS.

inorder o nrovide an estmate or exempuons ror this e

aumier of exempted pauents was
computed by appiving the roliowmy tormulac:

F=A- (RO

Foothe nomber of exempted patient

A e totad number of either mpatients admitted or of cutdoor patients

R tead revenue cotlecred trom erther admission tees or outdoor tichet tees

O - orricial rate for admission rees or outdoor ticket rees

R'O= the nnmber ot either admitted or outdoor patients who pard respectiv e fees
b t

Phen [ then expressed as a percentage o' A

Computations for the five district hospitals iy the field site survey show that roughly 40 percent of
the outdoor patients may not have pard tor outdoor tickets. Generalised to the 35 district hospitals.
about 62 percent of the outdoor patients appear to have been exempted tfrom outdoor ticket fees.
Given the high proportions myolved. the matter of exemptions appears to warrant a more careful
mvestigation.

fn



Hospital User Fees in Bangladesh : Quality and Ability-to-Pa HEU, MOHFW

Using the estimated figure method formulated above predicts that for MMCH about 30 percent of the
admitted inpatients and 41 percent of the outdoor patients did not pay their respective fees. The
corresponding figures for the eight other medical college hospitals would be 37 percent for inpatient
admissions and 61 percent for outdoor patients.

The HEU field site survey showed that civil servants. students. and hospital emplovees are exempted
from payment for the use of cabins and paying beds at MMCH. However. they are required to payv
for food. inpatient admission fees. and outdoor ticket fees. Although only impoverished patients arc
fullv exempted from pavment of fees. it is normal practice tor GOB staff. hospital emplovees and
their relatives not to pay outdoor ticket fees or admission fees.

Specific “Use-of-fee’ Issues Concerning User Fee Revenue

Retention of revenue at hospitals could be used for the improvement of service quality at the hospital.
Three areas may be logical targets tor the use of user fee-based financial incentives for making
qualitv-ot-service improvements. These are:

I. The appiication of user fees to emplovee salaries and allowances in order to provide productivity
incentives:

2. The use of fee collections to improve the quality of tood provided for patients:

The use of fee collections to provide medical and surgical materials and supplies or to maintain
existng equipment.

On average. the total user fee revenue generated at medical college hospitals is only 3 percent of the
rotal average annual expenditures. less than USS.01 per cupita. For district hospitals the comparable
amount represents 12 percent of total average annual hospital expenditures. As Table 7 shows. both
district hospitals and medical collece hospitals spend the Tarzest amount oi their aliocated revenucs
anemplovee salaries and allowances. In MCHs about ot one-tourth of the expenditure was spent »n

i

Ddtient food.

Table 7: Expenditure Items as Percentage of Total Annual Recurrent (Non-capital)
Expenditure

Expenduure ftems Percentage of Total Annual Recurrent Expenditure
MOCH S ; DHs
Sabaries o Allewances 1y | 6,
[riet tor Patients D3 ‘ S 0
Medical o Surgical Requisites and 8% ; 107

Equipment

Collections and Targered Uses of Funds

O the surtace. total revenue as a percentace of total non-capital annual recurrent expenditures s not
astenificant amount--roughly 3 percent. Retention of user fee revenues at Bangladesh hospitals
would not appear. on these terms. o bring desired improvements i the quahity of services at these

facilities. But total annual user fee revenues are significant when expressed as a percentage of
outlavs tor individual expenditure items.
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Table 8: Total Revenue as Percentage of Expenditure on Expenditure Items

Expenditure [tems Total Revenue as
Percentage of Expenditure on Respective Expenditure Item
MCH DH
Salaries & Allowances 6% 16 %
Diet tor Patients 13 % 149 %
Medical & Surgical Requisites and 41 % 118 %

Equipment

Table 8 reveals that in district hospitals. total user fee revenues is 149 percent of the annual
expenditure tor patient food at district hospitals--food being 10 percent of total annual expenditures
at the hospitals. If total annual user tee revenues were retained at a hospital and spent to improve
patient diet. food quality might be improved significantly.

Discussions with Dhaka Division Civil Surgeons and other hospital administrators during the HEU
site survey. revealed that funds allocated to medical and surgical supplies. equipment. and
maintenance were routinely viewed as inadequate. In the absence of these “facilities.” the delivery of
quality services was seen as practically an impossibility. If additional amounts of money earned

from user fees were spent on medical and surgical supplies and equipment. the quality of hospital
services could be improved. perhaps substantially. The figures in Table 8 show that district hospitals
could especiallv benetit from expenditure of user fee revenues for “facilities™ deemed essential by
health protessionals.

Finally. it is worth considering whether incentives in the form of “production bonuses™ drawn from
user fees could have a similar impact upon staft service quality. In this instance the tigures of Table
S are again suggestive since they show that user fee revenues represent even a substantial portion ot
the largest category of hospital annual expenditures--staft salaries. Whether carerully targeted
nroduction incentives would lead 1o quality improvements deserves study on its own. but 1t is ciear

Shat user rees do provide revenues tor such an approach.
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Section F: A Sensitivity Analysis of User Fee Collections

Rationale and Methodology for the Analysis

Doubtless. Bangladesh needs additional resources to improve its health care system. Tapping of
additional government funds is not possible for its severe resource constraints. [t can seek optimum
utilisation of existing facilities and to reducing system leakage. [t it seeks to emphasise resource
mobilisation and to raise user fees. decisions about /10w to proceed must anticipate equity issues and
an analvsis of price elasticity of demand. The importance of the latter. of course. is also related to
equity. since it provides estimates of how user fees affect the poor. In this report a sensitivity
analysis has been developed to arrive at likely projection scenarios related to these issues.

Annual revenues and utilisation data on medical college hospitals and district hospitals for the fiscal
vear 19941993 were collected from the Directorate General of Health Services (DGHS). Eight
medical college hospitals and fifty five district hospitals were included in this analysis.

Price Elasticity of Demand

Projections of future revenue generation were derived by changing key variables at different
hypothetical level of price elasticity of demand--ranging from zerc. 0.1 and 0.2, In general. it was
assumed that the demand tor services was relatively price “inelastic.” such that. to a point. consumers
will not be as elastic as. sav. primary care services since for C-sections and other similar procedures
it is unlikely that subsvitutes for the service can be tournd or be percerved as available. Given this
assumption. which itself must be tested in Bangladesh. the effect on revenue has shown from two
difrerent viewpoints:

Percentage increases i total revenue:
Absolute increases in total revenue.

Projections were made tor 60 district hospitais and 17 medicai coiieze hospitals based on the
intormation collected from the DGHS.

Fovenue Projection VMethods

\rnual revenues and utilisation data on Medical Colleze Hospitals and District Hospitals for 1994403
were cotlected from the Directorate General of Health Services (DGHS - Lighe Medical colleac
hospitals and Gty fve district hospitals were included m this analysis,

Fire mmpact on revenue generation with the changes ot revenue associated key variables are analysed
on different fevel of hvpothetical level of elasticity at zero and at 0.1 and 0.2, The effect on revenue
s shown trom two different viewpoimnts: (1) percentage inerease m total revenue: and (2) absolute
merease i total revenue. Projections were made for 00 district hospitals and 11 medical college
hospitals based on collected information.

For estmating projected revenue trom hospitals a number of assumptions were made. Farseo it was
assumed that increased prices tor ditterent services will aftect onfy the number of patients who pay
tees and charges: the impact on the number of patients who get exemptions are not considered.
Second. 1o estimate the number of patients who paid user fees. total revenue was divided by the
number of patients attending during the year. The rates are known and therefore the number off
people paving user fee could pe assessed i asstraightforward manner - The differences of actual

IS
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number of patients attending during the year and this estimated number of patients who actually paid
user fees are considered as number of exempted patients. Fourth, information on utilisation of
medical services (number of beds. indoor patients and outdoor patients) of MCHs were not available
for all the months in 1994-95. Hence, rate of utilisation is considered uniform throughout the year.
Fifth, although rates between paying bed and cabin rents are different. for simplicity and lack of
enough information. they were assumed to be equal. Hospitals reporting on sources ot revenue tend
to lump cabin and paying bed income.

Results of the Sensitivity Analysis of User Fees

The revenue study reveals that a considerable amount of current user fee revenue remained
uncollecred due to exemptions. Exemptions are made not only for the impoverished patients but also
made for the civil servants. hospital emplovees. and their relatives--many of whom can aftord to pay.

According to Table 9. it is possible to enhance total revenue by 29 percent and 23 percent it
exemptions of outdoor and admission tees are totally abolished at medical college hospitals and
district hospitals. respectively. However. complete abolition of exemptions is not possible on equity
cround and perhaps not feasible on political grounds. Findings from the HEU revenue field survey
showed that. i addition to impoverished peopie. a larze number ot indoor and cutdoor patients get
exemptions. Hence. by reducing the number of exempted patients total revenue can be raised
significantly.

Table 9: Increase in Total Revenue Proportions [Amounts are shown in percentage increases at
each level of assumed price elasticity]

- ASSUMPTIONS: MCH D! MOCH 0 DHO o NMCH - DH

in Ysage E=0 ben E=0 0 E=10 0 E=20  E=.20

P10 INCREASE IN OUTDOOR ' .68 Lo [ET A 130 R =
FEES

200 INCREASE N U THOOR RURE a2 s s .37 AN .

LT, INCREASE DN INDOOR FEE - tONG a7 AR IR BoZ

207 INCREASE IN INDOOR FEES .85 R A P40 0.63 -

1% PNCREASE N PAVING BED 197 2 N . R S
CHARGE ‘

D207 INCREASE IN P AYING BED R R S AT R 300 V1Y

CHARGE

TOT e INCREASE I vy g AR N S A L AR
AW OABIN CHARG

20 I OREANE PN B RS foan ALY AL NS BN
VD CABIN CHARU : ‘

N ENEMPTION ON R R

ADMINISTRA FTON & OF Doy

TICKE]

Revenue abso will increase considerablv i pavinyg bed and cabins toes were mereased by 20 percent
At difterent levels of price elasticiny. revenue would merease by around To percent in medical coliege
hospuals and by more than S percent in district hospitals. Ttis inperiant wonote that as per GOB

regulations at district hospitals. 20 percent of authorised beds are ¢ re “paving beds.” while at
medical college hospitals 1t1s 30 percent. s aresulte the total numter

AU paving beds in medical

Y
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college hospitals is much higher than that in district hospitals. Then, medical college hospitals can
contribute more to the overall revenue stream.

[n both medical college hospitals and district hospitals. the effect of admission fees on total revenue
1 less pronounced than are outdoor fees. Although the official rate of admission fees is higher than
that of outdoor ticket fees, the number of outdoor patients is larger than the number of admitted
patients in both types of hospitals. Consequently, revenue from outdoor fees exceeds revenue from
admission fees. Increasing only adimission fees would have a limited impact on total revenue from

Medical college hospitals and district hospitals when compared with the effect of raising outdoor
ticket fees.

Table 10 shows an absolute increase in total revenue for both medical college hospitals and district
hospitals. Revenue from medical college hospitals increases about ten times in absolute amount as
compared with district hospitals. it prices of outdoor fees and paying bed charges are raised.
Revenue increases about seventeen times more in medical college hospitals than in district hospitals
when paving bed rents are increased along with cabin rents.

Table 10: Increase in total revenues for all hospitals

| ASSUMPTIONS I MCH DH MCH DH MCH DH |
? in Taku | E=0 E=0 - =.10 E=.10 E=.20 E=.20 |
10 [NCREASE INOUTDOOR | 313.033 249496 438579 1 222,021 401.723 1 1.940.60 {
C % FEES 1 7!
- 29 [NCREASE INOUTDOOR 0 1.030.063 1 198.99] 006,437 0 4391121 782849 | 379233
10 INCREASE IN INDOOR Co 120,691 13399220 112735 120970 | 98.819 1 106.010
g FEEN i ; | i !
20 [NCREASE IN INDOOR C233381 0 ZTIS4d . 22297610 2302220 192570 1 206.601
Yy N 1: | 5 ! : ‘
B3 INCREASE DN PAYING ©on03II23 0 338576 FRSL6HA9 T 3TO4RS 4720740 27908y

B OHARGE

~ {

b ENCTREANE N PAYING

B CHARGH

P2I0AG 0 TITUIRD L0693 s 631094 0 919939

1D
)
J
J

P INUREASE IN PAYING LTH012 TSI T46 ] L3200 483,043 15360329 | 5
’ SEOAND CABIN CHARGE | : : § :

Y P CREASE IN PAYING COAASS024 T 1083492 T 300961 T O3S 233 0 26030808 1 §24.074
! BEDOAND CABIN CHARGE | ‘ ‘
TN O TNO6Ti8T 3015280

VORI IS T Ao N0 ThOoR

"Noexenmption to the patients” scenario reveals that an additional revenue of Taka 9 million and
Taka 4 miliien s possible 1o generate tor Medical college hospitals and district hospitals
respectively. This mcerease mrevenue is much larger than revenue increases that would result from a
reasonable inerease m user fees.

20
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Section G: Perceived Benefits of Hospital User Fees

A Rapid Survey of Patient Perceptions

The severe constraints on resources in Banglad.sh make the generation ot additional user fees
attractive to the GOB. But use of existing user :ees to improve quality may be essential as well. if
the consumer is to pay a larger share of the co - ~. The Paris Consultative Conference documents, tor
cxample. expressed the view that patients will »ay for quality. but may not pay more for low quality.
[t user fees are merely raised, then service uti:sation might fall where it is low already and increase
where 1t 1s already too high. Further. the issic of fairness and equity associated with user fees
becomes magnified as prices for hospital care rises.

To address some of these questions. the F- . through Data International of Dhaka. conducted a
rapid survev of former patients to detern . the following:

. What may be the effectiveness of = vailing pricing mechanisms [user tees] for district and
medical college hospitals if inco zroups other than the very poor are the actual benefticiaries of
user fec collections?

2. What patient perceptions ot ity and auality improvements are most likelv to atfect the
demany evenue) and supply ccost) fun aons in the case of Bangladesh hospitals?

varvev fove and Survey Vethod

The raprd o v tocused on both 7 Jness-to-pay™ and “abilitv-to-pay™ concerns ot patients

admitted 00 Mymensmeh Nodical o eg e Hospital [MMCH] in the past. The study sought o

0aIn Impress Ms from these catents m erder 1o generate hvpotheses for detailed analvsis. not to

rovide ¢ Tive answe

aaalt D27 rormer pauents of MMCH drawn rrom the medicine and surzery
Sdmis s senaree records of the hospital. The 123 were nor drawn as a random. representative
SETANNEE S wsoorhospial service wards. The mterviews from the list were chosen at random.
SNV Cen J qucslionn'nrf‘ ere drawn from households visited in the rapid survev. Incomplete
vhinooyr ' h‘osscs, ;xn swhe had moved. and unwillingness to participate accounted for the
- from among !u ortgmal hstor 127

Viomters e ethod wsine the questionnaire presented o Appendix AL was conducted i patiens
Mate- male team went o the homes and conducted the mterviews i Bengali Tn mane

cases. patient. wd spouse e other stenicant figures i the households collaborated in providing the

assessments a-sed torm the interviews

Bascd solehy onrespondent answers, the personal characteristics of rapid survey participants are
shown i Tabie T The averace reported age 15 33 vears. The "medical™ patients are considerably
older on averaze than the “surgery 7 patients. Average monthly income reported by respondents is
Taka 12000 fioure shewed by 3 persons reporting monthly incomes of Taka 40.000. 50.000. and
SO0 l:\ en nough this distribution reters vy tamihy income. the reported incomes separate the
SUrvey respononts from ropeeed Bangladeshs tamily incomes. Table 12 shows reported complication
rates and Tabic 15 indicates reporied visit patterns for the patients prior to their admission to
Mymensingh Medical College Hospual,

1o
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Table 11: Personal characteristics of respondents
Reason for admission
Medical Surgical Overall
Treatment (n=32) | Treatment (n=28) (N=60)
Age 40.03 29.64 35.18
Years of schooling 10.32 12.71 11.56
No. of tamily members 6.44 7.68 7.02
No. of earning members in household 1.63 243 2.00
FOTAL MONTHLY INCOME OF HOUSEHOLD 3.459.38 15.851.85 11.842.37

Note: The figures reflect mean values

Table 13 shows that a clear majority--70 percent--of the patients were reported being admitted to
MMCH atter referral and advice by a physician. Some--roughly. 23 percent--sought admission
without consulting a doctor. When asked it they had sought health services at any other medical
facility or location other than MMCH. 16 percent had visited a Thana Health Complex [THC].

About i1 percent had sought MMCH assistance before seeking any other preliminary assessments of
their health conditions.

Table 12: Complications after surgery/treatment by patient type

Complications since the surgery treatment | Overall |

Yes No | 1 ‘

Reason admission at MMCH: | ( | g
Medical Treatment | 1839 12 35.0% 152 | 33.39%
Surgical Treatment N 8.3° 23 1 538.3% 1 28 [ 46.7%
COVERALL P16 126,70 44 P73.3% 160 I 100.0%

Fable T4 also shows that 68 percent of those 1 the rapid survey mdicated that they pursued routine

admission procedures whiie 22 percent were accepted because a phvsician recommended them o do
sontable To summarizes reported problems encountered during the admission process.

Table 13: Visitation at health centres prior to MMCH admission

Reasons for admission Overall

Medical Treatment | Surzieal Treaument

[hana health 2 430 N RIS ‘ 7 P15 00,
Ccomples f ' i
' Private clinie i 2 68 3 I 2.3 : | 4.3%
MMedical doctor T T T U R B 29 63.9%
L Other 3 [ ! 5 B 11.4%
TOVERAL G ST KN 100.0%

Descriptive Findings

Patrents surveved were asked a series of questions regarding their abilitv-to-pay.
pay. paviments made officially at the hospital. and about “unofficial™ pavments.
collected about the sources of funds used o pay for hospital costs,

alal

their willingness-to-
Information was also
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About 20% of the respondents succeeded in making pavments trom their existing savings, while 23%
managed to pay their bills from their current income (Table 15). A number of the patients (18%)
relied on current income and savings to meet the expenses: 13% patients combined current income
with borrowing. Distress sale, according to this survey. is not very common to meet medical
expenses. Though financing the hospital stay was difficult. Table 16 shows that about 96% of the
rapid survev participants indicated no difficulties in gaining admission to MMCH.

Table 14: Alternate admission arrangements at MMCH

| What were the reasons tor vour admission Overall
Medical Treatment l Surgical Treatment

Normal hospital procedure | 24 40.0% 17 28.3% 41 68.3%
Emplovee ot the hospital after I 1.7% | 1.7%
paving tips
Doctors recommendation ; 0 10.0% ! O 1 150% I3 25.0%
consultation : | , : “

' Relative triend working in 20 535% I 1.7% 301 5.0%

INIMCH % ‘;

C OVERALL | 32 333% 28 1 46.7% 1 60 | 100.0%

One major reason for this fnding is the sampling bias. The respondents are from an urban area. and
the poor have very little assets to sacrifice. Of those who borrowed to meet their medical expenses.
HO% , are contident that they will be able to repay their ioans trom present and expected future mcome
(Table 180, It appears that the majority of the patients reportediy ad no a priori budget amounts set
aside witen it came time to seek treatment at MMCH. However. those who pursue surgical treatment
tend to have a better estimate of the expected expenditures than do the "medicine” patients.

Table 13: Sources of pavment of expenses for treatment at MMCH

Reasons ror admisstons Overail
e con ered expenses ot the Vedieal Treatment o Suruieal Treatment
hospitel for vour treatment
Current self income 6 10 S P3.3% 4 255
Cash saving N 8.3 LT P2 20.0%
Borrowved trom relative & friends 2 RERE o AR
Denatien from relatve & iriends : S 3 .07
Sold assets B i R
Current meome and savings E . : AR I 1837
Current meome and borroswing - AR S 07 S 1535%
T Other sourees : S0 6 T00%, | 9 o150,
CINVIRALL 22 RRVELET N e Ty 6L | 100.0%
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Table 16: Problems encountered in getting admission at MIMCH

Did you face any problems in getting Overall
admission
Yes No
Normal hospital procedure | 1.7% 40 66.7% 41 68.3%
Emplovee of the hospital atter | 1.7% I 1.7%
paving tps
Doctors recommendation ¢ 13 25.0% 135 25.0%
consultation
Relative/friend working in I 1.7% 2 3.3% 3 5.0%
MMCH
OVERALL | 2 3.3% 38 96.7% 60 | 100.0%

Patients also were asked to recall the official and unoftticial expenses borne by them. Official
expenses are those for which receipts were provided by MMCH. and the money went to its revenue
account. Unotficial expenses mcluded medicine purchased directly or through a hospital staff. tips.
bribes. and other gratuities which may have been made voluntarily or under duress or threat. Itis
alleged that delays or inability to make the unofficial payments could contribute to delays in surgical
or medical treatments. pre or post operative care. and even such privileges as allowing relatives to
visit bevond official allowable hours.

According to Table 17, all patients reportedly made significant “unofficial” pavments. The average
expense a patient incurs for services is Taka 3.000 of which Taka 337 goes for unotficial pavment:
for medicine they pay Taka 3.733. As such. the share of unofticial payment to total pavment is 83%.
Table |7 also shows that the poor patient who opts to stay in a non-paving bed or sleeps on the floor
mayv pay a much higher amount as a percentage of his total bill. For instance. the total bill for a
person sleeping on the floor 1s Taka 201920 with Taka 38 being paid 1o MMCH.

Table 17: »Unofticial™ pavments responses

INCOME GROUP OVERALL
Medical Treatment - 1N 30000r 0 TRO30001- 0 TR, 10000 or
| Less | 10000 | More |
Fow much moneyv did vou [28.56 243500 07000 T
officially payv o MMCH
Hlow much money did vou 270000 36373 24006 R
unothicndls pavar MMOH
How much money didveupa ooy Ndvol AR 203000 PNOG T
cmedieme ;
¢ Total costor reatment 0T 322147 5007.00 2363.80
v Surgical Treatment
F How much money did vou H06.00 73208 [362.53 1030.07
L officially pav to MMCH ';
P How much money did yvou ! 235.00 6-43.04 912.67 | 77700
Cunotiicially pay at MM | ,
P How much money did you pay 1oy 6300.00 1013.04 6335535 3730.00
medicine i 1
Fotal cost ot treatment 0841.00 | 5989.43 8008.33 | T587.04 |
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OVERALL
How much money did you 126.50 443.78 1198.50 041.65
officially pay to MMCH
How much money did you 266.82 477.78 744.50 536.86
unotficially pay at MMCH
How much money did you pay tor 1512.50 53436.54 5437.50 373475
medicine
Total cost of treatment 181345 | 4392.54 3780.50 5004.19

Graph 3 shows that people belonging to a lower income group, i.e. those earning less than Taka
5.000 per month pays a higher percentage in the form of unofticial payments compared to the rich.
This finding suggest that the poor are more vulnerable in protecting their consumer surplus than are

the non-poor.

Graph 3: Ratio of Unofficial Payment to Total Payment Made by Different Income Groups

O Medical

@ Surgical

O OQverall

Group1

Income Group = Monthly Income
Group 1 = Taka 5.000 or Less

Group 2 = Taka 5.001 to Taka 10.000
Group > = Taka 10.000 or More

U notiicial payment reports were anaiyvsed further by studying socio-cconomic etfects and their

impact upon Tunotticial pavments.” In eftect the study asked.

Were the very poor in the study more likely 1o report high
v ame other socto-econonic group”’

‘o

“unofticial pavments”
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Regression Analysis of Unofficial Puvments in addition to User Fees

A regression analysis of the data regarding unofficial payments was carried out using the following

model:
Y = (X1, X2. X3. X4, X3)
where:

Y = Unofficial pavment as a percentage of total payment
X1 = ecarsof schooling

X2 = total monthly income

X3 = firsttime at MMCH (Yes = 1: No = 2)

X4 = npeof patient (Medical = 12 Surgical = 2)

NS = clectricity used in homestead (Yes = 12 No =2)

The results are summarised as:

Y= 13-, 003X1+ 007X2 - 009X3 -
(1.8) (1.5) (0.7) (0.3)

a -
R-= 20

=42

“values m parentheses are the t-values
“# signiticant at 93", confidence feve!

Regression estimates suzgest that houscholds with no electrs

- have a hizher propensiny to make unotficial paviments. AR

cower education and those who wvere suroery patents at MA]

erms ot unofficial pavments.

O4X4 - J2X5
(1.7) (2.3)=*

Sity - presumaniy the poorer housenolds

fough not highiv siznitcant those wis

Ty e Yo oevan ey b T R ST EE] '
Croare NRely i pay aatgper amount o

Table Is provides o breakdown of expenses reportediyv mncurred by suraical and medical patents

Table 18: Sources of repayvment of medical treatment foans

) - c -
Reasons tora

dmissions Onveraly

Mode orra g back the mones Madieal Treatment

Dorrow ed

Surareal Trearment

Cash savinz B 4387 AR T A S
Saving on toud 1 Lo 03 P o5
CSelling assets | A N S T I R SRR
" Other | R Pl 630 | 3189,
COVERAL 9o Se3% B R S fo 1 1on.ov.

Liiseriminant Anaivsis

Quality of services were also assessed mthe rapid survey. Each respondent was asked to rank the

quality ot service provided by various hospual statt includi

rank the fevel of cleantiness and on the tod served Aecor

26

ng the doctors, Thev were also asked o

fine to Tabie T avalys recerve the Thv e
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ranking from the patients, tollowed by quality of food. The respondents have relatively favourable
impressions about the professors and the resident physicians.

Table 19: Perceived quality of services and providers at MMCH

Source Excellent Good Average Poor Don't OVERALL MEAN
know
Quality of service provided 0 30 I3 5 4 60 232
by protessor
Row %4 10.0% 30.0% 25.0% 3.3% 6.7% 100.0%
Quality of service provided 2 38 14 0 60 2.40
by doctors
Row g 3.3% P 63.3% 23.3% 10.0% 100.0%
Quality or service provided ! 4 33 10 3 | 60 237
by interns !
Row 2 6.7% . 38.3% 20.7% 3.3% 100.0%0
Quality of service provided | P 2 23 4 | 60 1 283
by nurses ? ! l i i ' |
| Row % LT 136.7% 38.3% | 235% 100.0%
| Quality of service provided | 0 16 2 17 60 3.82
L byviward boy ! ; |
Row % | R T I E N P g et )0.0°
Qualine of service provided 3 i 12 | 38 i - i 0U - 382
Dy avahs ; ", ; : ;
Row "¢ ‘ 00, 2007 C 3%y ST ¢ 100.0%
~Quahty of service provided - i a4 1 ‘ : 60 320
by administration ‘
Row 2, : ST R0, AT, L0007
Cleaniiness of the hospiad ; ‘ 3 I | 30 ! O RF
Row 0 ; 33 P30 n0.0", 100.0%
Ouahit ot ood provided by ‘ -+ ‘ o 2 = 60 RN
SR R RIAT S 3y 100.0%0
AR 05 Ioud provided ; an 2 : 60 R
nusnId
Row 7 RN AN ISR R S iN0.0Y
Sootcn Mean S eshied micanswerent Baeclionts o Good 20 Averace S Poor -4 o't Know =t

DN Qttemnt te predict cnaradteristics HIGEG

atient perceptions of MNMOH < seroicess cach respondent

AT oo Toried mto e Vpes threo

sooinngue usad todentn variables that are mmpertant bordistnomshing among tho or more groups

basermnant anabvsts Disenminant analyvsis s aostaustiead
vaeveiop procedures tor pudmm_’ arovp membership for new cases where group membership s
nined. Inthis tvpe ofanabsis. linear combinations of the independent or predictor variables

co tormed and serve as the basis for classiving cases mio one ot the groups.

Descriptive statistios and unvariate tests of significance provide basic information about the
mtormation about distnibution of the varables withm the groups and help to identify some
ditferences amone the groups. Howevers in discrimmant analvsis and other multivariate statistical
procedure emphasts s placed on analysing the varables wozether, not one at a time. More
rechinreativ . modiserimmant analysis a hinear combination ot the independent variables is formed and
then used as the basis tor assigning cases (here, persons) to eroups. In discriminant analysis, the
werzhtines also are estimated so that the analvsis results in the “best™ or “optimum’™ separation
between the aroups.
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The percentage of cases classified correctly is one good indicator of the effectiveness of the
discriminant tunction. Another indicator of effectiveness of the tunction is the actual discriminant
scores in the groups. A “good™ discriminant function is one that has much between-groups
variability when compared to within-groups variability.

In the case of the user fee rapid survey. the criteria of a “good™ discriminant analysis were met. Since
the group mean (centroid) for those who are relatively less satisfied with the quality of treatment
(.910) than the more content group (-.399), higher discriminant function values increase the
probability that the respondent is a member of the less satisfied group. The model presented
correctly classitied 80% of the respondents.

Those with a weighted average of less than 2 (excellent = 11 poor = 4) were grouped into the group
finding quality to be ~acceptable™ as against those whose average was 2 or greater and who fell into
the group called “unacceptable.”™ Since a number of patients expressed inability to assess the quality
of professors and resident doctors. the composite score was calculated by dropping the rating for
these two categories.

Using the two distinet groups as a dichotomous dependent variable. a nonparametric model was titted
to test whether there are discernible differences between the two categories--those viewing quality as
“acceptable™ and those viewing it as “unacceptable.”

\More specifically the following model was tested:

SQ2 = HVO0TVOTL V070 V063, V060D, V077 VO6S. V041, VO41 A,
where:
SQ2 = Quality of service. ( |=acceptable: 2=unacceptable)
Vo7 = Duration of stay in the hospital
Vo1l = Airstume admission at MMCH (Yes=1: No=2)
VO70 = Monthly income of household
V63 = Years of schoolmg
V6l = Aue
NVOTT = House with electricny thves=1: No=2)
VoS = Number of earning member
VO4) o = Total amount paid officiatly 1o MNMCH
Vo4l = Total amount paud unorticially tor services at MNMCE

VO4TA = Totab amount pard unottically for medicine at MMIOH

Phe testing of this ceneral madel throuzy o Driserimmant Analssis. The main features of this analvsis
mdicated that those who have favourable gualiny impressions about MMCH made fower oflicial
pavments ( Taka 347 as compared to Taka 903 ) and had lower length of stav in the hospial. An
examination of the statistical tests known as "Wilk's Lambda (U-Statistic)” and “Univariate F-ratio”
suggest that durarion of stay s the strongest diserimimating factor between the group viewing qualin
as Tacceptable™ and the group viewing it as “unacceptable.” After duration of stayv came whether s
was the patient’'s tirsevisit o NVCHY

A number of other sub-models were tested by varving the number of independent variables. One
sub-model used cleaniness as the only dependent varable. The findings suggest that the model
presented above is quite robust, as the discriminating power ot each of variables remained stable.

2R
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The findings from the discriminant analysis suggest that factors affecting perceptions on quality are

complex. and cannot be standardised. A series of hypotheses for future research emerge from the
study:

. Rent Seeking. It is important to know whether low official prices at public hospitals contribute
to rent sceking activities and whether new revenues from user fees can be used to curb rent
seeking if it exists on a widespread basis among hospital employees.

2. Unofficial Payments. The rapid survev encourages investigation of whether “unofficial”
pavments may cancel or override the benefits from well-spent user fees. If the poor are to benefit
from service quality improvements or other uses of “new” revenues. then the proportions they
mayv payv in “unofficial” payments must not eclipse the gains from user fees.

3. Perceptions of Quality. Perceptions of quality are complex. according to the rapid survey. To
promote the hope that user fees can be used to improve quality at hospitals without a careful
understanding of how quality 1s perceived. is to act without essential information.

1. Patient Payments. Attempts to assess the effect of increased user fees at Bangladesh hospitals
without an assessment of how all pavments and payvment sources affect the patient’s view of
prices are probably flawed. Price elasticity of demand studies related to user tees must take all
patient payments into account and look deeply into sources for patient payvments as well.

Theoretical Issues in the Rapid Survey

Rapid survev results are non-random and non-generalizable findings. But thev do point to new
hvpotheses to be tested systematically and to theoretical matters of importance to the collection of
user fees at Bangladesh hospitals. Theoretical approaches to assessing the effectiveness of the
prevailing price mechanism at GOB hospitals for resource mobilisation must be assessed along with

approaches to determining how auality improvements will affect the consumer demand (revenue) and
supply (cost) function,

Vecrocconomics. Qualiny Perceptions. and User Fees

standard microeconomic utility maximisation theories is a useful too! in explaining the household
member’s decision to select health care from a particular facility (or even to opt to forgo it). Treating
health care as a consumer 1tem. allocation of a household's budget (that includes dissavings) is
mitluenced by refanive prices and the corresponding utiliny derived from cach of the commodities and
services mncluded m the basket of health services.

More specitically s deciding whether to seek medical care ata particular hospital, individuals and
therr tamilies assess the expected benefits and the estimated costs. The attractiveness of the facilin
is dependent on the relative expected costs (expenditures) compared to alternate medica! tacilities
that arca as well as neighbouring Thanas and districts. including for some household s services in
Dhaka. Aside from direct medical coszs. travel costs (direct and time cost) also are factors in
household decision-making. In terms of benefirs, houscholds generally compare the quality of
service from the private chinics of Mymensingh, alternate district hospitals. and also those in Dhaka
city. Both the expected costs and expected benefits also are influenced by the type of disease or
injury. the severity of the case, and. correspondingly. the availability and perceived quality of
medical tacilities among the alternate facilities.

29
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Disease and Information Effects

Because the nature and type of disease are likely to play an important role in the selection process of
amedical centre, price factors are assessed in a context. In the case of an emergency. distance may
play a major determining factor. while in the event of a complicated procedure. requiring specialis.ed
treatment. a comprehensive medical college hospital is likely to be sought over smaller clinics--
regardless of prices [user fees]. i

Personal contacts and familiarity with physicians, hospital staft also are likely to influence in
selecting a health facility and, in turn. the operation of price change through user fees. Unlike the
private sector. in a government operated hospital. which is highly subsidised. there is greater
autonomy of preferential treatment which hospital personnel can bestow.

The level of information about estimated costs and the expected quality of treatment will vary trom
patient to patient. Those who do not have previous experience with the hospital (or any hospital. for
that matter) and with its treatment procedures are especially ill-informed. This is further accentuated
in the case of emergency patients who may be forced to access the nearest medical facility without
focusing on budgetary constraints. In general. a households' knowledge of costs for services at
public. subsidised hospital is likely to be more vague than their knowledge of private Bangladesh
clinics.

“Unofficial ™ Costs

Althouch the official costs--which are charged to the patient. accounted ror. and entered into hospital
revenue accounts--may be known to patients. various expenses are incurred during hospitalisation
which mayv not be anticipated or understood. Itis alleged in news accounts that patients are told that
druos are not available or that support personnel coercing them to buy those drugs through them in
the private market. Presumably. medicines are to be purchased and support service personnel are t
be regularhy tipped to ensure umely treatment. Moreover. medications. supplies. and even mimor et
essential surcical items (e.w.. catgut) may run out at the tacility so that a “facilitator” may be needed
1o buy commodities for the patient on the open market.

fhe subsidy at GOB hospitals is supposedhy highest tor the poor who otficially pay the hospital no
more than the admission charces. The discriminant analvsis of the rapid survey raises questions
about whether. indeed. the subsidies targeted towards the poor mecet the objective. In rapid survey
responses. the poor and the non-poor alike pay the same “unofticial” charges. thus necating the eftect
orexemption from “ofticial” charges. /7 the relatively wetl-to-do prove to be the prime beneticiaries
of subsidies intended for the poor. it may be wise to reconsider further icreases in user tees. This
question should be raised trom resource mobihisation grounds as well from rarness arounds and
terms of concern for equality of access. Finallve issues on qualitative mmprovements i the services
are addressed.

A good place to begin the analysis of these issues 15 with microcconomics. A simplified demand and
supply for services mode! tor a publichy owned hospital is presented below to highlight the economic
implications of the prevathing subsidies,

According to Graph 4 the vovernment-reculated price 1s setat P1and the quantity demanded 15 Q1
For simplicity purposes it is assumed that their is no excess demand at P1 price [taking mto account
simplitving assumptions tor purposes ot presentation]. While the demand curve is downward
sloping, the supply curve ithe short run is assumed to be totally inclastic.



Hospital User Fees in Bangladesh : Quality and Ability-to-Pay HEU, MOHFW

Graph 4: Consumer Surplus

Price A A

S The consumer surplus -- the
B

difference between what a
consumer is willing and able to
pay and what he actually pays --
is the shaded area BP, C in the
araph. It is apparent that the
lower the government set price,
the bigger will be the consumer
surplus enjoyed by the

p consumers. [t is hypothesised
(o] . .
= D that various actors are involved
: » In trying to extract much‘ofthe
Q¢ . consumer surplus. The fact that
2 Quantity

patients cannot switch to another
service provider. as would be the case for many consumer goods or services in a competitive market.

encourages many to partake of the excess benefit. Recall that in the rapid survey. the clear majority
of patients came to MMCH on the basis of doctor reterrals. Individuals and groups providing the
services have greater access to such opportunities. although various middle men located outside the
medical facility may also zet involved. If such phenomena exists. real costs are incurred by the
various actors in trving enjoy part of the consumer surplus. Hospital staff would be compromising
on their responsibilities. and consequently on the quality of service. if thev seek to cater to those who
patents who voluntarily or under duress make pavments to these agents to seek services which
supposedly are free and readily available.

Graph 5: Net Welfare Gain to Society

Graph 5 shows the actual cost
L Sz curve (supply curvern 820 o1
cres providing medical services. with
the shaded area. P, AMC
retlecting the fevel of subsidy.
The net welfare gain to the
vociefy 15 equal to the difference
between the consumer surplius
area and the cost o subsidy arca.

oL ABK - RMO 1o

understood that ¢ priord it cannet

be assumed that. as a whole.

. cains or looses are due to the

. presence of the medical faciliny

.
3 ond

However it is imperative to
Qu Quantity achnowledge that the absence of
this service institution can totaliy
deprive certam mdividuals or arowres from seekmg assistance from any alternate substitutes either
because of price constraints or because ot distance.

Graph 6 retlects a shitt in the supply curve from S2 to S30 which can result from improvements in
utilisatien of resources. Ttis cenerabised thatif rent seeking activities emanating from the presence
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of high consumer surplus can be curtailed, resources can be diverted towards attending to the needs
of the customers (patients).

Graph 6: Reduction and Consumer Surplus

As a consequence, the size of the
subsidy would diminish and
society in general benefit. In
Graph 6. the surplus reduces
from the area shown as P, AMC
to P, NCR. By increasing the
price. preferably discriminating
against those who are further on
the top of the demand curve. two
socially desirable goals are met.
First. unproductive rent seeking
activities are minimised. Second.
there is an increase in revenue
cenerated. Nevertheless. the
biggest challenge in adopting
such a strategy is to ensure that
> the patients are no worse oft
either in terms ot the total
unofficial pavments they have to
make or that the quahity ot services are not compromised further. Fmally. a satety net tor the ven
poor. who indeed would not be able to access the medical facilities at higher user tees. should be
developed. Itis argued that the prevailing exemption svstem thought to serve as a safeguard of the
extremely poor from the impact of price increase through user fees. mayv be misused by those who
can artord to payv.

Price 4 St A

00 Quantity
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Section H: User Fees, Inequality and the Poor

Inequalities and User Fees

The previous section raised multiple questions about the conditions under which user fees can fairly
and efficiently be utilised at Bangladesh hospitals. Certainly. if patient perceptions are as they
appear to be in the HEU rapid survey. then much remains to be done to ensure that user fee increases
do not turther worsen the reported quality perceptions of the population. Since many questions
concerning income groups--especially the poorest of the poor--are of concern. it is important that
equiny issues be addressed in the collection of user fees. Presently. user fees are collected against all
those seeking hospital services. unless the patient is exempted from pavment.

The pattern of user fee exemptions discussed above and the potential within the current arrangement
for discriminatory management of the collection process or for an inequitable disbursement of user
fee collections raises questions concerning inequalin: at GOB facilities. Are civil servants. student
physicians and nurses. and hospital emplovees. for example. granted. in fact. a subsidv of greater
value than the one granted to the poor? Further. what form of fairness can be said to underlay a
svstem that collects user fees and them used for non-health uses covered in the general revenues of

the Treasury? In simplest terms. does the user fee system raise pressing questions of equity for the
Bangladesh health sector?

Economists Heilbroner and Thurow suzzest that inequality may be justified when:
- Reason I: [fevervone has a fair chance to get ahead:

2. Reason 2: When it is the outcome of individual preferences:

Reason 3: When 1t cleariv refiects merit

- Reason 4: When we are convinced that inequality 15 tor the common cood.

Fhe justitication for stratified inequality i the incidence ot user fees at Bangladesh district and
medical college hospitals must be inferred. but it is likelv that student physicians. nurses. and
hospital emplovees are exempted in accordance with Reason 5. while civil servants are exempted o
the basis of a combination of Reasons 2 and 5. Tt is Likely that the poor are exempied larcelv
according to some version of Reason 3 and L batio s hard woosan for exempred “middie” income

SO

In general, 1t s important to see thato i the end user tees and most cost-reconvery schemes either add
.

o or even create inequalities. The critical issue. from a standpomt of economics. is 1o find a balance
penveen inequalities and social benefits. As Douglas Rae has expressed the matter:

Imbalance Rule: We should pursue equality until it begins to lurt those it should help
most--those who are least advantaged by existing inequualities. Another (complementary)

interpretation is to say that sociery should let inequalitios stand hut only if they are advantageous
to their victims.

The Imbalance Rule is largely dernved trom Reason + from the Heilbroner Thorow list.
Nevertheless, user fees collections. tund management control svstems. and user fee exemption

)
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schemes must be examined for equity reasons as well as feasibility. Inequality concerns must be
integrated into any full-scale policy favouring widely expanded and energetically collected user fees.

User fees must be applied fairly, even under the aegis of the Imbalance Rule. The discussion of the
rapid survey data showed that, from a health economics standpoint, user fees appear to consumers to
be applied in such a way that some benefit greatly from health service access because those services
are comparatively under-priced. These persons taking a great portion of the consumer surplus may
be the most likely groups who should be asked to pay more.

Consumer Surplus and the Self-Selection Approach to User Fees

Absorbing “Consumer Surplus ™

Griffin'" has argued that. depending upon the actual nature of demand and supply curves for health
services as well as their inital price. price increases levied in the form of additional user charges can
result in a reduction of the amounts that consumers are willing to pay for health care but do not pay.
By a reduction in consumer surplus. both price charged (and, hence, user tee revenues coliected) and
services (outputs) made available to consumers increase. In brief. then. user fees that reduce
consumer surplus can make the few persons who have benefited from their relatively privileged
access to scarce health services worse off. But at the same time. the entire lot of consumers are likely
to gain--particularly if the quality and quantity of services are increased as the consumer surplus is
reduced. In this sense. user fees may reduce welfare and utility for the few and vet provide overall
benetit ot the many.

But. as noted revarding inequadiries. user tees. may have a detrimental effect on the poor since. as
prices rise. some are willing but unabie to pay the user rees involved. User tees can result in denied
access tor the poer. The eritical question becomes:

rconsumer surplus is 1o be absorbed by raising health care prices through user

“eesowhat should be done to protect the poor?”
This gqueston involve two other concerns:
Fiow can policy-makers devise a scheme that successtully tareets or exempts the poor?
What s the mostetficient wan 1o o abont absorbine consumer surpius’

[N RV ERCATEN /..’/"J-,’[{l."_L_’ i Bxemorn

Unfortunately . exemption schemes otten miss the intended beneficiaries while being costly to
admmister. Reaching the poor throuch pubhic policy is nota simple process of aiming at a target.
Fargeting the poor can run into three dirterent sets of problems -

Technieal teastbiliny ot accuracy in wreeting,
Apphecation of exemption scheme

v The abiliny ot the poor to make v ot their exemptions

Under such circumstances. self-selecrion allied 10 user-fees has emerced in Banuladesh as a possible
way forward.
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Self-Selection und Consumer Surplus

What exactly is self-selection in this context? Rather than attempting to determine rich and poor by
using some agreed definition it may well be simpler and less costly to let people identify themselves.
Given the problems of direct intervention. as embodied by targeting and exemption enforcement, it
may be easier to use the market. where possible. in this self-selection process.

Peopleridentify themselves as rich or poor when it is in their own interest to do so. Most generally.
this requires that the market associated with health care is segmented and that patients or consumers
be free to choose whichever section of the market is most suited to them. Hence by infusing the
market for health care with certain incentives patients will reveal their wealth through their
purchasing decisions. Ideally. the rich will choose an option commensurate with their budget and the
poor will do likewise. Under the right circumstances self-selection can succeed where exemption
schemes have apparently failed or perhaps more realistically. selt-selection will prove less inaccurate
or more cost-effective at targeting than other schemes and collecting consumer surplus. Thus self-
selection may make the application of user fees viable and in some senses “equitable™ in instances
where the benetits might otherwise have been outweighed by the costs.

Yet. would selt-selection avoid all of the problems associated with targeting? Certainly, it avoids
some problems. The beauty of a self-selection approach is. that it proposes a relatively simple
alternative to potentially complex and costly targeting schemes. which are frequently flawed.
Nevertheless. self-selection may court disaster. Where there is a lack ot information

about marKet options and a srigme associated with certain health care purchasing decisions.
maccurate and expensive targeting can result. This result. in turn. can underminine attempts to
mcerease both price and service output through targeted user fee collections.

T examine the appropriate conditions for user fee collection. it is useful to consider district hospitaf
and medical college hospital user fee approaches. District hospitals and medical college hospitals in
Banzladesh are characterised by excess demand. being nearly always rull beyvond capacity. This is
sartiy due o the perceived ratlure of Thana Health Complexes [THCsj--the next level of health care
e oy the GOB health infrastructure--to meet patient needs--and also partly due to medicalis -
manpropriate referrals from THCs. For medical college hospitals excess demand also reflects a
wadespread. popular conviction that these racilities are the ones 10 go to with serious or catastrophic
health problems. These perceptions reintorce in the mind of the patient the notion that district and
meaical cotleze hospitals can meet needs. whereas THCs cannot. Serioushy tff patients are more
ety e raes the THCs and oo divect w0 the district or medieal cotlese hospital in the future.

oo the patient arrives at these hospitads he s faced with a choiee concernimg tee pavment. He

St bevond iaed rees, the market has been difrerentiated into o pavirg and a non-paving

v Non-paimg patients, as was shown above, actualiy pay a variety of official and unofticial
Jharzes tor inpatient admission and may pay other charges. but their stay on the ward and
consultatons with and care from medical statt are tree. The hospital market presented to consumers
can be divided into horel service choiees and professional quality of care choices.

The cconomic theory ot this sttwation is summarised in Graph 7. Here the demand curve for health s
S, by DDT This detadls the amount o health care which s demanded at a given price. The lower
o price of the health care the more demand there will bes The limited supply at the hospital is
reriected by the kinked supply curve SST Currently. the market is stratified into two sections: a small
sumber of paving patients (Q1) who pay a relatively high price (P1) for their health care while being
cvempted from payments they are m all likelihood willing and able to make and a large number of

%)
i
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non-paying patients (Q2) who pay nominal fees (P2) for their health care. P2 is below the market
clearing rate Px, which leads to a waiting list (Q2-Qx).

Graph 7: Supply and Demand at the District Hospital

It is especially important to note
that in the graph both sets of
patients are exposed to the same
basket of health care services
through their admission but
purchase different horel services.
(See. HEU, User Fees, Self-
Selection, and the Poor in
Bangladesh HEU: August,
1996 for a tull discussion of self-
selection and user fees).

»| Now it is possible that there is

[ 0l Oy 02 Qt some overlap between these
hotel services and the health care
received by the paving patient. through additional mental well-being and better nutrition.
Nevertheless. the patient’s decision m the market s largely restricted to his consumption of non-
health goods. where there is less chance of marser failure because of better information. The patient
decides which service to take on the basis of whether he considers his money well spent on the
private cabin. His decision. it is hoped. is based on the income and wealth of his household. The two-
tier market m the district hespital allows the authorities to extract additional revenue. or consumer
surplus. while patients self-select whether theyv are rich or poor.

The patent chooses his market optien on the basis of the utthiny he will derive from non-health goods
m refation wo therr cost. Tits leaves aside perceptions of the quaiity of health care being oftered. We

can state this more tormaliy beiow. The pattent seeking admission to the district hospital will choose
the paving option where:

U MCL) - UFMC2)y - U P - P2y 1
Where U s the patient < anlbin
s o huncuien o
gt N . L T T PR VRN DU R It he mat e Nen Pay )
are the nen-medicall hoter coods recenved by the pauent when paving Pl

MUTMC 2 wre the medical care recenved under the respective market options
Pand P2 are the prices assoctated with the paving and nen-payving options

I U (MO = U (MC2) 2
Then the patent witl choose the paving opton. as long as
Ut (E) = Uf(P1-P2) 3
The decision will be made on the basts of the patient maximising utility subject to a budget

constramt. As equation 3 shows. the eritical feature will be the valuation of E in relation to the
difference between PHand P2 and notonamore problematic evaluation of MC1 and MC2. Hence the
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successful application of self-selection, in this instance, appears to depend upon limiting the
consumer's evaluation to non-health matters.

There are various assumptions which underpin the success. Namely. that there is sufficient
information about E given to all patients and that they perceive MC1 to be equal to MC2 (even if this
is not the opinion of the medical officers). It might be assumed that the best way of equating MCl
with MC2 in the mind of the patient would be to make the medical services equivalent. but this is. in
itselt. not sutficient. The patient azain needs information to make a rational market decision. If MCl
does not equal MC2 then the patient is faced with information and learning barriers about the good he
is to consume which may undermine a medically appropriate market result.

Flence. under the right market conditions. there is no reason why there should be a failure of the self-
selection process. The two-tier market choice faced is based on the consumption of non-health goods.
Furthermore. the choice concerns goods which are largely private in their conferral of utility. Hence.
neither is there an information barrier associated with the purchasing decision nor are there
externalities from the decision. Even in an emergency there is nothing to gain. from a medical
perspective. by choosing the more expensive service (and neither has any other patient). [f this is
known to the individual then he will choose the option which is perceived as commensurate with the
resources of his household. Even where the patient is not able to make the decision. i.e. he is too ill.
the patient’s agent will be making a decision on the basis of the non-health market. where there are
fewer information problems. Regulators are also able to rest assured that the patients” consumption of
goods is not public in any way. Hence. the following generalisation may be tollowed to determine
the judicious application of self-selection in development contexts:

General Application Rule: where the patients’ decision is restricted to non-health
matters and has no external medical impact on others then self-selection would seem to be a
viable option for protecting the poor.

This general proposition about self-selection has been qualified in several important wavs in the HEU
Researci Nore Noo 3, User Fees. Self-Selection. and the Poor in Bangladesh HEU: August. 1996,
Fhe most straighttorward clarifications concerns difticulties that are encountersd wien attempting to
seureuate aealth maners and non-healtio marters - But such problems are laruzely operational ones

rooted 1 the effect of perceprion on health status and patient’s recovery. It is probabiv wise to feave
these concerns to practitioners.

nY

More fundamental questions about how to apply the general principle nclude the requirement that
Cross-sutsidios oF colfection from those best able-to-pay and support for those least-able-te pay
Thoae otinements have been collected nto a setotapphications crieria for the use 1 the selis

1

celection concept tor user tee collections,

Fhe study of seli=selection raises numerous interesting questions about user fees. mcfuding some of
the Larger questions about whar consumers think they are consuminge and w/ar providers think they
are providme. [naddition, the work forees to some extent a re-examination of the underlyving
wosumptions about mequaline involved in the application of user tees through selt-selection and price
drserimination methods.

Inequality and the Management of User fee Funds

[0\ orld Health Oreanisation publications . the management ot user tee funds has been highlighted
s crucial for fairness. 11 decentralised uses of funds are to take place. they must be managed capably

tog
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and through adequate banking and accounting practices. If the potential for local quality
improvement is undermined, then. in much the same way that defective targetir.g can undermine user

fee collections. the perception of the population that fairness is not involved in the generation of user
fees will undermine quality perceptions.

A final management issue concerns the use of scarce resources to meet professional needs vs. the
meeting of felt needs'*. It is not easy to decide that professional judgement should come before
public demand. Nevertheless. if perceptions of quality at a facility rise or fall on the extent to which
antibiotics are dispensed and even over-prescribed. then protessional judgement that equipment
maintenance and operational supply provision may have to be chosen first--however unpopular the
choice.

Even though management of user fees is not thought ot first as an area where inequality issues must
be addressed. 1t 1s very important that such issues be considered with care. It user tees and fairness
are to be linked with the management of consumer surplus. then such matters as the use ot user fees
to curb “unofficial” charges or to ensure that those in greatest need are not hurt by inequalities in
fund collection must be given most serious consideration.

Pcer and Kohmosworth 1G85
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Section |I: Conclusions and Recommendations

This report on user fees at district and medical college hospitals consists of a multi-sided and
empirical treatment of user fees in Bangladesh. Major subjects cevered in the report include:

. A discussion ot the history and evolution of the HEU's Resource Mobilisation Pilot Programme
research etfort atter the Paris Consultative Conference in 1993,

1o

A presentation of the official structure of user fees operated by the Ministry of Health and Family
Welfare at its district and medical college hospitals.

3. A summary of current revenue collections for user fees at GOB hospitals accompanied by a
deseription of the exemption svstem presently in use at these facilities.

4. A sensitivity analysis of various user fee collection scenarios at district and medical college
hospitals in Bangladesh. one emphasising price elasticities of demand estimates tor “otficial™
user charges.

I

A reporton a rapid survey of former inpatients at the Mymensingh Medical Colleze Hospital to
derermine their perceptions of quality and willingness/ability-to-pay for services at the hospital.

6. A discussion of mequaiity issues that affect the collection of user fees at Bangiadesh hospitals.
one winch emphasises the potential of self-selection approacnes to equity and access questions

What 1s most evident from the report are two main points:

e Management of User Fees. The importance of careful management ot user tee coilection

1CT o

cannot be over-stated. Fund uses musr be caretully targeted 1o focus upon operatng costs that

could vield evident quality improvements for consumers wid tor those attempuing o provide
aroressional health care atthe hospitals or Bangladesh.

e Uscer fee levels and Inequalities. As user fee coliections are mcreased at public hospitals in
Banciadesh. care should be given to the reduction ot “unofticial” charges and other forms off
meanaliny that may undermine attempts to raise qualiny while protecuing the mrerests of the ven

VRIS

Foovrews o these main poimts. the report provides the feliowime recommendations & consideration AN

Voo -
DOV - ARS S,

Recommendations

I the development ot a tull resource mobilisation effort. policv-makers in the health sector of
Bangladesh must bear in mind the need to examine the tinancial dynamics ot cost-recovery eftorts.
As this paper showsspectric approaches to resource mobilisation mayv have muluple impacts. many

i

ctwhich mteract with other features of health care provision.

[ equitable user fee collections are o take place at Bangladesh hospitals, then it 1s recommended that
the tollowing points be taken into account:
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1o

w2

User fee impact must be studied closely to determine “price elasticity of demand™ estimates which
take into account “unotficial™ charges as well as official ones. These “elasticity™ estimates should
then be used to reduce system leakage where it exists and can be controlled.

User fees implementation schemes should anticipate the fullest absorption of consumer surplus in
a manner that clearly benefits the most vulnerable elements of the population.

Quality features should be linked with ability-to-pay and willingness-to-pay information so that
user fees can be collected in a dynamic manner. i.e.. one that anticipates the multiple perceptions
of quality possible across income groups and between professionals and the general public.

User fee collections should be maximised by application in the outpatient area of hospitals if it is
clear that the poor will not be damaged in the process.

Where a reasonable split can be attained between hotel or food services at a facility and medical

or protessional areas of judgement. user fees should be applied through the mechanism of selt-
selection.

These recommendations concern both equity and financial erficiency. The collection of user tees
must strike a reasoned balance between the two.
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Appendix I

Questionnaire

Introduction

l.

3]

6.

8.

. Period of stay at MMCH: From To

Name:

Address:

. Total number of days at MMCH:

. (a) What were the reasons for your admission at MMCH:

(1) Medical Treatment

(1) Surgical Treatment

(1ii)Others (specify)
(b) What was the disease?

(c) Any complications since the surgery/treatment at MMCH? Yes/No

. Was it the first time you got admitted at MMCH? Yes/No

Aside from this visit, how many times have you been to this hospital as a patient

Why did you chose to seek treatment at MMCH?
(1) Referred by a doctor
(ii) Recommended by friends/Relatives
(iii) Relatives/friend working in the hospital
(iv) On my own
(v) Other (specify)

Prior to going to MMCH, did you visit any thana health complex 5
private clinic ; medical doctor ; others

If Yes, how many times

9. How was your admission arranged?

a. Normal hospital procedure

b. Through someone/employee of the hospital, after paying tips -
c. Doctors recommendation/consultatiion

d. With the help of doctors working in the hospital

. Relatives/friend working in the hospital

. Other (specify)

e

10. Did you face any problems in getting admission in MMCH? Yes/No

1f yes, what types of problem?



11. How long did you had to wait to be examined by a doctor, after your admission
at MMCH? hours minutes

12. How long did you had to wait for treatment, after your admission
at MMCH? hours minutes

13. Do you think the duration of your stay at MMCH was:
a. Longer than necessary
b. Shorter than necessary
c. Adequate
d. Don't know
If the answer is (a) or (b) ask for the reason:

14. Where did you stay at MMCH for treatment?
a. cabin  b. paying bed c. non-paving bed d. floor e. veranda

15. Did vou face any problems in getting a bed or a cabin? Yes/No
If Yes. what type?

16. Please rank the following services provided by the hospital:

Excellent Good Average Poor  Don't Know
Quality of service provided by

professor [] []
doctors [] []
interns [1 []
NUTSES [1] []
ward boy [1 []
aya [1] []
administration [ ] []
Cleanliness of the hospital [1 []
Quality of food [1 (1
Quantity of food [] []

(
[
(
[
[
(
[
(
[
[
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]
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]

17. Did you purchese medicine from when you stayed at the hospital? Yes/No
If ves, what percent of total medicine/supplics expense? Yo

o e e et e et e e e



Willingness to Pay:

18. Who covered expenses of the hospital your treatment:
a. Myself from current income
. Myself from cash savings
. Myself by cash borrowing from friends/relatives
. Myself by cash borrowing from money lenders
. Donation from friends/relatives
Sold assets
. Others (specify)

o A0 o

ua ™

If borrowed, then how are you going to pay back:
a. From cash saving
b. Borrowing from past creditor individuals
¢. Borrowing from past/current institutions )e.g. Grameen, cooperatives)
d. Savings on food (less # of meals, quantity, quality)
e. Compromising on children’s education
f. Selling assets
g. Others (specify)

19. How much money did you pay while you were in the hospital ? Officially Unofficially

Did the cost of treatment exceed vour budget limit? a. Yes b.No c. Did not have any limit
If yes, how much more % and If no, how much less %

0. Having received treatment from MMCH, do you think in future you will seek treatment from MMCE agadr”
Forself [ |, For relatives [ ]
If not, why not:

If Yes, why:

71, List 3 areas you would like to see improvements at MMCH?

If improvements were made would you like to pay more? yes/no, If yes, how much

b.
If improvements were made would you like to pay more? yes/no, If yes, how much

c.
If improvements were made would you like to pay more? yes/no. If yes, how much

22. How would you rank the hospital's treatment compared to:
Excellent Good Average Poor  Don't Know

Private Clinic [ 1 [] [ ] [1 [ ]
Thana Health Complex [ 1 [ [ 1 [] [ 1

[89]
w

_ If the cost is same in Govt. hospital/Clinic ect. then where would you go for treatment?



a. Govt. hospital ~ b. Private Clinic  c. Dhaka  d. Others

Personal Information
24, Age:
25. Religion:

26. Marital Status:
a. Married b. Unmarried c¢. Divorced d. Widowed e. Others

27. Education:

28. Occupation of Self:

29. Occupation of Household Head:

30. Relation of Household head:

31. No. of people living in Household :
32. No. of earning member in the Household:

33. Source of Income of Household
a. Service b. Business c¢. Agriculture  d. Others

34. Total monthly income (all source):

35. Total monthly expenditure of Household:

a. Housing \month
b. Education \month
c. Medical care \month
d. Food \month
e. Others \month

36. Housing Ownership
a. Own housing
b. Rented
c. Shared
d. None

37. House with electricity: Yes/No

38. Water supply (Drinking water)
a. Central supply  b. Tubewell c¢. Well  d. Pond or river  e. Others



