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Introduction: Out-of-pocket expenditure (OOPE) constitutes a substantial portion of healthcare costs in India, accounting for 47.1% of the Total Health Expenditure in 2019–20. Despite a decline from previous years, OOPE remains a significant financial burden, contributing to catastrophic health expenditures and impoverishment for households.

Methods: A systematic review was conducted to analyze factors influencing out-of-pocket expenditures (OOPE) in India. The review adhered to predefined inclusion and exclusion criteria. Search terms were tailored to the syntax of each database to maximize retrieval, using combinations of keywords such as “out of pocket,” “India,” and “national survey.” A total of 702 citations were retrieved (PubMed: 185, Web of Science: 183, Scopus: 334), with 316 identified as duplicates. After title and abstract screening of 386 citations, 128 articles were subjected to full-text review, leading to the inclusion of 36 studies. A narrative synthesis and thematic analysis identified determinants of OOPE in the Indian healthcare context, with findings organized in tables and descriptive formats to address study heterogeneity and enhance interpretation.

Results: This systematic and rigorous methodology ensures a comprehensive and reliable understanding of the determinants of OOPE in the Indian healthcare context. Eleven themes emerged from the review: (1) source of care and disease/ condition, (2) place of residence, (3) economic status, (4) components of OOPE, (5) age, (6) gender, (7) strategies for coping with OOPE, (8) educational attainment, (9) OOPE and institutional deliveries, (11) health insurance.

Discussion: India’s heavy reliance on OOPE emphasizes healthcare gaps, necessitating reforms in public investment, insurance, primary care, and affordable access to ensure equity and financial protection. The lack of equitable healthcare financing instigates the challenges, leading to widespread reliance on distress financing methods.
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1 Introduction

Out of pocket expenditure (OOPE) on healthcare represents a significant challenge in India, affecting the financial stability and health outcomes of households, particularly among vulnerable populations. Achieving Universal Health Coverage (UHC) is a commonly recognized target of health systems worldwide to ensure that populations can access quality health services without financial hardship. Realizing equitable access to healthcare has necessitated a significant increase in global health expenditures. From 2000 to 2019, these expenditures have more than doubled, rising from US $4.2 trillion [constituting 8.3% of global gross domestic product (GDP)] to US $8.5 trillion (9.8% of global GDP). The distribution of global health spending along the income strata is still disparate, with high-income countries contributing roughly 80% of the aggregate, financed primarily by government spending (70%). In comparison, low-income countries have a strong dependence on external aid (29%) and OOPE (44%).

India’s total health expenditure for 2021–22 is estimated to be Rs. 9,04,461 crores (3.83% of GDP), with OOPE at 47.1% of total health expenditure from 69.4% in 2004–05 (Figure 1). Such a substantial decline in OOPE signifies improved accessibility and affordability of healthcare services by healthcare consumers. OOPE, or the direct payment incurred by the patient upon receiving any healthcare goods or services, is typical in countries with poor governmental commitments for healthcare service provision and the facilitation of risk pooling mechanisms. Moreover, public health spending is not solely dependent on the fiscal capacities of health systems. Prioritizing healthcare spending can be a policy-level issue (1, 2).
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FIGURE 1
 The breakdown for 2021–22.


In the Indian context, increasing Government Health Expenditure (GHE) to 3% of GDP would reduce OOPE to 30% of overall health expenditure (3, 4). Despite this, India’s public spending on healthcare has been relatively stagnant, from 0.84% of GDP in 2004–05 to 1.84% in 2021–22 (2). This expenditure level is significantly lower than the global average, with other low and low- and middle-income countries (LMICs) allocating approximately 6% of their GDP to public healthcare (5). On the contrary, government spending as a percentage of General Government Expenditure (GGE) depicts a rise from 3.94% in 2014–15 to 6.12% in 2021–22. GHE as a percentage of total health expenditure has also grown from 29% in 2014–15 to 48% in 2021–22. Counterintuitively, the total health expenditure as a share of GDP has decreased from 3.89% in 2014–15 to 3.83% in 2021–22. The total health expenditure per capita (Rs.) at current prices has increased from 3,826 in 2014–15 to 6,602 in 2021–22. The detailed expenditure has been reported in Table 1.



TABLE 1 Comparison of GHE in 2014–15 and 2021–22.
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India’s healthcare system is burdened by several critical shortcomings. These include uneven distribution of healthcare personnel, a weak foundation in primary healthcare, a vast and unregulated private sector, insufficient public health funding, fragmented health data systems, unsustainable rise in medication and technology costs due to irrational use, and inadequate governance and accountability mechanisms (6). While infrastructure has expanded considerably between 2005 and 2020, with increases in subcentres, primary health centers, and community health centers, the distribution of resources remains inequitable across states (7). However, the quality of care offered at public health facilities is often poor and uneven, with many facilities falling short of minimum standards, particularly in less developed states. The public sector’s inability to provide adequate primary care has resulted in a steady decrease in the use of public hospitalization services, especially among wealthier populations, leaving the poor heavily reliant on often substandard public health facilities (8).

Economic policies emphasizing growth since the early 1990s while fostering economic advancement have exacerbated socio-economic disparities in India, contributing to heightened health insecurity (9). The Indian healthcare landscape is characterized by a substantial, heterogeneous, and largely unregulated private sector, which has emerged as a consequence of the public sector’s limited reach. By 2014, private providers dominated both outpatient and inpatient care, particularly in urban areas. This trend is underscored by the private sector’s significant contribution to the increase in hospital beds between 2002 and 2010. Private practitioners have become the primary point of contact for various health concerns across rural and urban settings (10).

The Fairness of Financial Contribution (FFC) index is a measure used to evaluate equity in healthcare financing, with values ranging from zero to one. A perfect equity score of one indicates that all individuals pay the same proportion of their capacity to pay (CTP), while values below one signifies inequality in healthcare payments relative to CTP. The FFC index captures both horizontal and vertical inequities but has limitations in distinguishing between them when households with different CTPs contribute varying proportions of their income to healthcare (11).

In the Indian context, FFC index values for out-of-pocket payments have shown a declining trend from 1993–1994 (0.8851) to 2011–2012 (0.8512), indicating a deterioration in the fairness of healthcare financing and reduced protection for vulnerable populations against excessive out-of-pocket spending. This decline may be attributed to several factors, including the introduction of user charges in public facilities, rising costs of medicines and diagnostic tests, and increased hospitalization charges (Table 2). The healthcare payment structure in India appears to be moving toward lesser fairness in out-of-pocket payments, with low-income groups experiencing a sudden increase in healthcare expenditure between 2009 and 2012. However, it is important to note that while the FFC index provides insight into overall fairness trends, it cannot explicitly explain whether the observed changes are due to horizontal or vertical redistributive effects of health financing. This limitation underscores the need for complementary analyses to fully understand the dynamics of healthcare financing equity in India (12).



TABLE 2 Comparison of OOPE breakdown for 2014–2015 and 2021–22.
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Heavy reliance on OOPE as its share in CHE or THE places a significant financial burden on a country’s population, leading to higher Catastrophic Health Expenditures and poverty rates. Healthcare spending for approximately 90 million Indians has surpassed the “catastrophic” threshold. This condition is characterized by health expenditures exceeding 10% of household consumption, thereby jeopardizing the household’s ability to meet subsistence needs (13).

In 2021–22, Private Hospitals accounted for Rs. 2,12,948 crores (26.96% of CHE), and Government Hospitals accounted for Rs. 1,49,900 crores (18.99% of CHE) (2). An asymmetrical dependency on health financing strategies at the expense of prioritizing the delivery of high-quality and accessible healthcare undermines the bulk of efforts to manage OOPE. Investing in public healthcare infrastructure, promoting preventive measures, ensuring that financial mechanisms prioritize health outcomes rather than solely focusing on revenue generation, and adopting a patient-centered approach would prove more effective in containing high OOPE. This systematic literature review aims to inquire into the financial, administrative, and clinical dimensions of OOPE, unraveling the intricacies of India’s health financing landscape. By delving into the historical trends and the current state of OOPE in the country, the study aims to provide a nuanced understanding of the elements influencing the current scenario. The results of this review hope to foster a deeper understanding of the challenges and opportunities within India’s health financing landscape to pave the way for informed decision-making and evidence-based policy interventions that prioritize accessibility, quality, and financial sustainability in healthcare.



2 Methodology


2.1 Inclusion/exclusion criteria


2.1.1 Criteria for including studies in the review

1.  The study should be conducted in India.

This geographically focused approach allows for a targeted analysis of OOPE-specific to the Indian healthcare system and its unique socio-economic context.

2.  The study should be a secondary analysis of any rounds of either National Family Health Survey (NFHS) or National Sample Survey Office (NSSO).

These nationally representative surveys provide robust and comprehensive data on various health and demographic indicators in India, ensuring the generalizability of the findings. Furthermore, these two surveys are also among the data sources leveraged by the National Health Accounts (NHA) for officially capturing healthcare expenditures within the country. This alignment with the NHA’s established methodology strengthens the credibility and generalizability of the findings derived from studies employing these datasets.

3.  At least one of the study’s explicitly stated outcomes must be directly related to OOPE incurred by individuals or households in the Indian healthcare system. This focus on OOPE ensures the direct relevance of the study to the review’s central theme.



2.1.2 Criteria for excluding studies in the review

1. Any work other than original research articles like series, comments, letters, editorials, books, book chapters etc. were excluded.

2. Studies employing NSSO/NFHS data at the state or district level were excluded due to the focus on national-level analysis to ensure data comparability and facilitate the generation of findings applicable to the entire country.




2.2 Search methods for identification of studies

To comprehensively identify relevant studies, a systematic search strategy was employed across multiple electronic databases. The following databases were searched from their inception dates until February 23rd, 2024: PubMed, Scopus, and Web of Science. A predefined set of keywords was established before initiating the search process. The initial search was conducted in PubMed and subsequently replicated in the other two databases (Scopus and Web of Science) to ensure consistency.



2.3 Search strategy

Due to potential variations in search syntax across platforms, each database utilized a slightly modified search strategy. Details regarding the specific search strategies for each database is given below:


2.3.1 PubMed

((“out of pocket”[Title/Abstract]) AND (India)) AND (National Survey)

Search: ((out of pocket [Title/Abstract]) AND (India)) AND (National Survey).

“out of pocket”[Title/Abstract] AND (“india”[MeSH Terms] OR “india”[All Fields] OR “india s”[All Fields] OR “indias”[All Fields]) AND ((“ethnicity”[MeSH Terms] OR “ethnicity”[All Fields] OR “nationalities”[All Fields] OR “nationality”[All Fields] OR “federal government”[MeSH Terms] OR (“federal”[All Fields] AND “government”[All Fields]) OR “federal government”[All Fields] OR “national”[All Fields] OR “nation”[All Fields] OR “nation’s”[All Fields] OR “nationalism”[All Fields] OR “nationalisms”[All Fields] OR “nationalization”[All Fields] OR “nationalized”[All Fields] OR “nationally”[All Fields] OR “nationals”[All Fields] OR “nations”[All Fields] OR “nations’ s”[All Fields]) AND (“survey s”[All Fields] OR “surveyed”[All Fields] OR “surveying”[All Fields] OR “surveys and questionnaires”[MeSH Terms] OR (“surveys”[All Fields] AND “questionnaires”[All Fields]) OR “surveys and questionnaires”[All Fields] OR “survey”[All Fields] OR “surveys”[All Fields])).



2.3.2 Scopus

(ALL (out AND of AND pocket) AND TITLE-ABS-KEY (india AND national AND survey))



2.3.3 Web of science

(ALL = (Out of Pocket)) AND TS = (India AND National Survey)




2.4 Data collection

Result of search strategy was imported to Rayyan systematic review software. Duplicates were detected with the help of the software and manually removed.



2.5 Selection of studies

Following deduplication, unique citations were subjected to title and abstract screening. Eligible abstracts of all the relevant studies as per the inclusion criteria were included for full-text screening. The unique citations were exported to Microsoft Excel spreadsheet and relevant ones from these were included for analysis. Subsequently, only open-access or articles with full-text accessibility through institutional subscriptions were included for further analysis. Studies lacking such accessibility were excluded.



2.6 Data analysis

Given the heterogeneity of the data, a narrative synthesis approach was employed to address the research question when applicable. For studies with less comparable data, results were thematically synthesized and presented in tables.



2.7 Public and patient involvement

We did not involve public or patient during the process of this review.




3 Results

The literature search on electronic databases such as PubMed, Scopus, Web of Science generated 702 articles, out of which 316 were duplicates. After title and abstract screening of 386 citations, 128 were included for full-text screening, of which 36 articles were included for data synthesis. A total of 702 records were identified through database searches, including PubMed (n = 185), Scopus (n = 334), and Web of Science (n = 183). After removing 316 duplicate records, 386 records remained for screening. Of these, 258 records were screened for eligibility based on title and abstract. Subsequently, 386 reports were sought for full-text retrieval, and 79 were excluded after full-text review. Reasons for exclusion included fragmented studies (n = 28), no access to full text (n = 17), outcomes not relevant (n = 12), wrong publication type (n = 9), wrong survey (n = 8), and information being a repetition from other included literature (n = 5). Ultimately, 49 full-text articles were included in the final review based on the eligibility criteria.


3.1 Characteristics of included studies

The characteristics of the NSSO rounds employed in the selected studies are summarized in Table 3. Two of the 20 studies incorporated data from multiple NSSO rounds.



TABLE 3 NSSO rounds employed by the studies under review.
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This review identified 11 broad factors that influence OOPE in India:



3.2 Source of care and disease/condition

Eighteen of the 36 studies selected for review explicitly addressed OOPE for various disease conditions, as detailed in Table 4. OOPE for various disease conditions incurred by households and individuals was reported to be higher in association with private facilities than public facilities. Households in India seeking outpatient care from Informal Health Providers (IHP) primarily address infectious diseases (ID) (67%) compared to non-communicable diseases (NCD). The reliance on IHPs for receiving treatment is significantly higher in rural areas compared to urban areas (22%). Cough, cold, and fever constituted over 80% of ID consultations. Conversely, hypertension, diabetes, and musculoskeletal conditions formed roughly 60% of NCD consultations. Nearly all households incurred OOPE for these IHP services. Non-medical expenditures like travel were negligible, suggesting the localized nature of these consultations. However, direct medical expenses like consultation fees and medications comprised approximately 80% of OOPE, with diagnostic services incurring minimal expenditure (14–31).



TABLE 4 OOPE by disease/condition and service provider.
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A longitudinal analysis of household OOPE reveals a growing burden attributable to NCDs. The proportion of spending dedicated to NCDs increased from 31.6% in 1995–1996 to 47.3% in 2004, highlighting the escalating financial strain placed on households by these conditions. Furthermore, within the NCD category, OOPE was particularly high for hospitalizations and outpatient visits associated with cancer, heart disease, and injuries. Medications, diagnostic tests, and medical devices constituted nearly half of all out-of-pocket healthcare spending (32). Additionally, households with NCDs experience a greater burden of OOPE compared to those without (30).


3.2.1 OOPE and end-of-life care for deceased patients

The financial consequences of in-hospital mortality in terms of OOPE was examined, there was a significant rise in inpatient spending for deceased patients, particularly within the middle-aged demographic, and a decline with further advancement in age. This trend is likely attributable to the high costs associated with treating terminal illnesses, as evidenced by the prevalence of diagnoses related to neoplasms (cancers), the circulatory system (heart disease), the genitourinary system, and external causes of morbidity (accidents and injuries) among deceased inpatients. The mean inpatient expenditure for deceased patients increased by 94% between 2004–2005 and 2014–2015, compared to a 26% increase for survivors. This disparity is further amplified by the higher costs associated with private hospitals for deceased patients. In 2014–2015, the mean inpatient expenditure for deceased patients was nearly double that of survivors. Furthermore, controlling for other factors, inpatient spending for deceased patients continued to rise significantly over time, while the gap in out of pocket (OOP) inpatient costs between survivors and deceased patients widened (14, 18).




3.3 Place of residence

Eight studies included in this review investigated the association between place of residence and OOPE for NCDs as shown in Table 5. Urban residents reported higher out-of-pocket expenses for non-communicable diseases than rural residents, in terms of place of residence. In the rural sector, the total OOPE incurred at private facilities is approximately 1.5 to 2 times higher compared to public facilities. This disparity is even more pronounced in urban areas, where private facilities exhibit OOPE levels 2–4 times greater than public facilities.



TABLE 5 OOPE by disease/condition and place of residence.
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Rural–urban disparities are evident in the intensity of OOP health expenditure, measured as both a share of total consumption expenditure (TCE) and average per capita expenditure. The findings reveal that the rural population allocates a larger portion of their TCE toward healthcare, while urban areas experience higher average per capita expenditure on healthcare. This pro-rich bias in the intensity of OOPE, observed in both rural and urban settings, can likely be attributed to the principle that the financial burden of OOPE increases alongside an individual’s capacity to pay. Urban areas demonstrate a pattern where the burden of OOPE is concentrated on lower-income groups. In contrast, rural areas exhibit a pro-rich disparity, particularly at higher expenditure thresholds (33). In the context of inpatient care, economically disadvantaged urban residents exhibit a significantly higher concentration of distress financing methods compared to their rural counterparts. Conversely, for outpatient care, the incidence of such distress financing is more prevalent among the rural poor (18, 19, 21, 23–25, 29, 31, 34–36).



3.4 Economic status

Fourteen studies included in this review examined the influence of socioeconomic status on OOPE as detailed in Table 6. The influence of socioeconomic status on OOPE was examined, and the studies employed a stratification approach based on the five MPCE (Monthly Per Capita Expenditure) quintiles. This approach categorized the study population into five socioeconomic groups, with Q1 representing the lowest income group (poorest) and Q5 representing the highest income group (richest). The interaction between socioeconomic status and healthcare provider type on OOPE, the combined effects of socioeconomic status, type of healthcare provider, and place of residence on OOPE demonstrated a trend of higher relative OOPE (as a proportion of income) for individuals with higher socioeconomic status, revealing a progressive pattern. However, when examining the burden of OOPE as a proportion of income, the data suggests that the poorest quintile dedicates a larger share of their earnings to healthcare compared to the wealthiest quintiles (37). The cost of hospitalization due to childbirth also exhibits a substantial disparity between income quintiles, with the richest spending six times more than the poorest (38).



TABLE 6 OOPE by disease/condition and economic status.
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Poorer households’ resort to distress financing methods like borrowing compared to wealthier households, who rely more heavily on savings or income for healthcare expenses (8). Furthermore, a distinct rural–urban divide exists, with the incidence of distress financing being considerably higher among the rural poor compared to their urban counterparts (14, 15, 18, 19, 21, 23–25, 28–31, 34–36, 39, 40).



3.5 Components of OOPE

Twelve studies within this review disaggregated OOPE into their constituent components as shown in Table 7. The constituent components of OOPE were disaggregated, resulting in the categorization of OOPE as direct medical expenses (e.g., doctor’s fees, medication costs, diagnostic tests, bed charges) and indirect medical expenses (e.g., transportation costs associated with hospitalization or outpatient visits). OOPE components differed by healthcare provider type, age groups, the potential influence of place of residence. There is a significant increase in the proportion of the Indian population reporting any form of OOPE from approximately 60% during 1993–1994 to 80% in 2011–2012. The increase in OOPE, specifically for medicines, surpassed 70% during this timeframe. Data from 2011 to 2012 indicates that over 11 million (4%) Indian households incurred OOPE exceeding 25% of their total household expenditure. Among these, more than 4.4 million households incurred such payments solely for medication purchases. A lower threshold of 10% of total household expenditure reveals a more concerning scenario. An estimated 46 million households faced financial hardship due to healthcare costs, with 29 million households experiencing such hardship solely due to OOP payments for medicines. When considering non-food expenditure as a measure of basic living standards, a similar pattern emerges. In 2011–2012, a significant proportion of households incurred OOP payments for medicines, with such payments reaching as high as 40% of their non-food expenditure. The analysis reveals that average monthly OOP payments for medicines were consistently higher for outpatient care compared to inpatient care across key disease conditions. This disparity, coupled with a potentially higher frequency of outpatient visits compared to inpatient stays, may contribute to a higher incidence of financial hardship (41). Despite the mandate of free maternal services in public healthcare, OOPE for maternal care remains a significant burden too, primarily incurred for medications and diagnostic procedures (42). In public health centers, the largest proportion of OOPE (36%) was allocated to unspecified “other” categories, followed by medicine (26%), transportation, and hospital stay (13% each), and tests (11%). Conversely, private healthcare centers allocated the highest proportion of OOPE to hospital stays (34%), followed by medicine (19%), tests (16%), others (22%), and transportation (9%) (14, 18–20, 22, 23, 28–30, 34, 35, 39, 40, 43, 44).



TABLE 7 Components of OOPE.
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3.6 Age

Nine studies explored the relation between OOPE and age of patients as in Table 8. The relationship between OOPE and the age of patients was explored, a general upward trend in OOPE with increasing age was observed, and the association exhibited heterogeneity across studies.



TABLE 8 OOPE by disease/condition and age.
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Rising healthcare costs for the older adult population pose a significant challenge due to the projected increase in this demographic and the growing burden of chronic illnesses. This concern is amplified by the observation that OOPE per visit often approaches the total cost of treatment. This suggests potential limitations in health insurance as a financial buffer for healthcare needs. The substantial OOP burden can lead to catastrophic healthcare spending and exacerbate poverty, potentially trapping households in a financially precarious situation (16).

The treatment expenditures are demonstrably higher for individuals above 60 years old compared to younger age groups, regardless of income level. This trend can likely be attributed to the presence of multiple chronic conditions (comorbidities) among the older adult, leading to more frequent hospitalizations and longer stays. Additionally, older women tend to spend more on antenatal and postnatal care, while the overall cost of maternity care follows a non-linear pattern, increasing and then decreasing with age (14, 15, 18, 19, 21, 23–25, 29, 35, 36, 39, 40, 45).



3.7 Gender

Eight studies examined the association between gender OOPE, as presented in Table 9. The association between gender and OOPE suggested a potential gender disparity in OOPE, with males generally incurring higher costs compared to females. The deviated trend in terms of gender and OOPE suggests the need for further investigation into the factors influencing gender-based differences in healthcare spending.



TABLE 9 OOPE and gender.
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Disaggregation of OOPE for hospitalization reveals a gender disparity, with males incurring higher costs compared to females. A potential explanation for this discrepancy lies in the prevalence of distress financing (selling assets, borrowing money, or relying on contributions from relatives) for inpatient care in India. Approximately 60% of households resort to such measures, suggesting that financial decisions may prioritize the health of the primary breadwinner over female caregivers, as only 27% of Indian women participate in the formal workforce. This underrepresentation in paid employment, coupled with their role in caregiving, leads to an underestimation of the true cost of healthcare for women (15, 18, 19, 21, 23, 25, 26, 29, 40).



3.8 Strategies for coping with OOPE

Four studies investigated the financing mechanisms for OOPE as detailed in Table 10. Investigating the financing mechanisms for OOPE revealed that savings and income were most patients’ primary sources of OOPE financing. Financing healthcare in India displays a significant socioeconomic disparity. A large portion of the population, particularly those in rural areas and lower income quintiles, depend on savings and income to meet OOPE. Lower-income households and those residing in rural areas heavily rely on distress financing mechanisms like borrowing and selling assets. This reliance persists despite a slight decrease over time and disproportionately affects poorer households, trapping them in a cycle of poverty. The data also suggests a rural–urban divide, with rural populations resorting to borrowing at a much higher rate compared to urban areas. This reliance on distress financing is particularly evident for inpatient care compared to outpatient care, highlighting the greater financial burden associated with hospitalization while outpatient care is funded primarily through household savings and income (17, 24, 25, 31, 32, 35).



TABLE 10 Strategies for coping with OOPE.
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3.9 Educational attainment

One study identified a positive correlation between educational attainment and OOPE as given in Table 11. Individuals with higher education levels may incur greater healthcare costs, suggesting a positive correlation between educational attainment and OOPE (21). For many diseases, the costs tend to increase with higher education levels. For instance, the costs for heart disease rise significantly from no education (Rs. 21,922) to higher secondary education (Rs. 66,323). Some diseases show a more pronounced increase in costs with education than others. For example, cancer treatment costs escalate dramatically from Rs. 44,154 for no education to Rs. 93,083 for higher secondary education. In contrast, the increase for respiratory diseases is less steep, moving from Rs. 11,014 to Rs. 22,190 across education levels (21). NCDs generally have higher associated costs compared to communicable diseases. For instance, the costs for diabetes range from Rs. 11,952 for no education to Rs. 18,603 for higher secondary education, while diarrhea costs are lower across all education levels, peaking at Rs. 13,236 for higher secondary education. Individuals with higher education levels may incur higher out-of-pocket expenses, possibly due to access to more advanced treatments or a greater likelihood of seeking care for chronic conditions. Education levels significantly influence OOPE by affecting health literacy, access to care, management of chronic diseases, economic capacity, and the prioritization of preventive health measures. Individuals with higher education levels are often more informed about health issues, treatment options, and preventive measures. This knowledge can lead to better health-seeking behaviors, potentially resulting in higher expenses due to more frequent consultations and advanced treatments. Higher education may correlate with better access to healthcare resources, including private healthcare facilities, which can be more expensive. For instance, the data shows that costs for treatments like cancer are significantly higher in private settings compared to public ones. Educated individuals may be more likely to manage chronic diseases effectively, leading to higher expenditures on medications and regular check-ups. For example, the costs associated with diabetes and hypertension increase with education level, reflecting the ongoing management required for these conditions. This correlation underscores the importance of education in shaping health outcomes and financial burdens associated with healthcare (15, 19, 21, 24, 25, 28, 31, 35, 36, 39).



TABLE 11 OOPE and education level.
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3.10 OOPE and institutional deliveries

An investigation into the relationship between institutional delivery and OOPE revealed consistently lower OOPE for deliveries occurring in public hospitals compared to private facilities (Tables 12, 13). This finding held true even when considering Caesarean sections. Food and travel expenses constitute a larger proportion of total delivery costs in public healthcare facilities compared to private facilities. Specifically, these expenses account for 29.6% of normal delivery costs and 21.1% of caesarean delivery costs in public hospitals. In contrast, food and travel expenses represent a smaller proportion of total delivery costs in private healthcare settings, at 11.1 and 8.5% for normal and caesarean deliveries, respectively. Individuals relying solely on savings for the procedure incurred the lowest mean OOPE. Conversely, the mean OOPE was highest for those who financed the delivery through a combination of savings, asset sales, and borrowing. This suggests that utilizing multiple financing sources, particularly debt or asset liquidation, significantly increases the total financial burden associated with caesarean deliveries. Private sector hospitalizations were significantly more expensive than the public sector, with a ninefold difference in OOPE. Having a second or subsequent child generally results in lower maternity expenses. From 2004 to 2014, the mean OOPE for comprehensive maternal care (prenatal, natal, and postnatal) increased by 43% in public facilities and 84% in private facilities. Institutional delivery costs rose substantially, with private facilities showing a 76% increase. Educational attainment and economic status were positively correlated with higher OOPE (46). Post-National Rural Health Mission (NRHM), public facility OOPE for comprehensive maternal care increased by 32%, whereas private facility costs were 5.62 times higher than pre-NRHM public facility expenses. These findings underscore the persistent and widening economic burden of maternal healthcare in India, particularly in the private sector, despite the implementation of the NRHM (36, 38, 45, 47–51).



TABLE 12 Mean OOPE for institutional deliveries.
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TABLE 13 Average expenditure on maternal healthcare.
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3.11 Health insurance

The impact of health insurance on OOPE was explored in four studies, as detailed in Table 14.



TABLE 14 Average OOPE per hospitalization by type of insurance and facility.
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Health insurance appears to increase overall hospitalization rates (6.2 vs. 4.6% for insured vs. uninsured) but demonstrates limited effectiveness in reducing OOPE, particularly when seeking treatment at private facilities that are often preferred despite higher costs. Employer-sponsored insurance is more effective than government-funded schemes in mitigating the OOPE burden. This highlights potential shortcomings of the latter, such as a lack of cashless transactions and limited impact on private healthcare costs. While the stated objective of most government-funded insurance schemes is to facilitate cashless hospitalization rather than merely reducing OOPE, empirical evidence suggests a significant gap in service delivery. Only 2.8% of hospitalizations among insured individuals benefited from cashless services, compared to 1.5% among the uninsured population. Analysis of NFHS 4 and NFHS 5 data reveals a limited correlation between OOPE and health insurance coverage for caesarean sections in public health facilities. Substantial disparities in OOPE and insurance coverage exist within states. This variation may be attributed in part to the suboptimal performance of public financial health insurance (PFHI) schemes, characterized by delays in reimbursements and low claim settlement rates. Furthermore, economic disparities persist despite insurance coverage. Hospitalization rates increase with socioeconomic class, irrespective of insurance status. This suggests deeper issues within the public health system, potentially driving individuals toward private providers, even with high OOPE. The burden remains disproportionately high for low-income households, regardless of insurance status. Overall, the findings suggest that current health insurance models in India may require improvement to ensure broader financial protection and address existing socioeconomic inequalities in healthcare access.

Significant disparities exist in insurance claim reimbursement among Indian women for child delivery care. Factors such as age, education, urban residence, wealth, religion, household size, and location influence claim and reimbursement rates. Older, educated, urban, and wealthier women tend to have higher claim amounts but still face substantial shortfalls. Private healthcare providers offer significantly better reimbursement rates compared to public facilities. Despite claims, only 66% of the total amount was reimbursed, indicating a persistent financial burden on insured women (42, 51–56).




4 Discussion

This review examines the multifaceted nature of OOPE in the Indian healthcare system. It delves into the interplay between various socio-demographic factors and economic considerations that influence OOPE. These factors include: the source of healthcare (public vs. private) and the specific disease or condition being treated; place of residence (urban vs. rural); socioeconomic status; the breakdown of OOPE components (medications, diagnostics, etc.); age and gender of the patient; coping mechanisms employed to manage OOPE; educational attainment; the association between OOPE and institutional deliveries; and finally, the role of health insurance in mitigating OOPE. By analysing these interrelated elements, the review aims to provide a comprehensive understanding of the complex landscape of OOPE in India.

OOPE for NCD treatment has increased dramatically since the mid-1990s (32). A total 40–50% of these costs are financed through precarious measures like household borrowing and asset sales, highlighting the substantial financial vulnerability associated with NCDs. Hospitalization for NCDs poses a greater financial risk compared to communicable diseases. Households with NCD-related hospitalizations face a higher likelihood of catastrophic spending and impoverishment. Public hospitals show a trend of NCD-affected households incurring more than double the OOPE compared to non-NCD households (27). A significant portion of NCD-related expenses are attributed to essential elements like medications, diagnostics, and medical appliances. Medicines constitute a substantial portion of healthcare expenditures (both inpatient and outpatient care) across public and private facilities. The inadequate availability of free or subsidized essential drugs in public health facilities forces individuals to purchase medicines from open markets, leading to higher OOPE or forgone treatments. Affordability remains a critical issue, with a significant proportion of Indian households unable to afford necessary medications, particularly in rural areas and among lower-income groups. The situation is exacerbated by factors such as unaffordable prices, reliance on foreign-made drugs, and problematic alliances between doctors and foreign manufacturers. To address these challenges, the Indian government has initiated programs like the Pradhan Mantri Bhartiya Janaushadhi Pariyojana to provide access to affordable generic medicines. However, there is a pressing need to improve drug procurement and supply chain systems in public health facilities and to promote the adoption of generic medicines to reduce the financial burden of NCDs like diabetes on Indian households (26, 34, 57).

While higher-income households allocate a larger share of their expenditure to OOPE, lower-income households are more susceptible to falling below the poverty line due to even minor healthcare expenses. In cases of multimorbidity, the treatment of high-cost conditions such as cancer and cardiovascular diseases is often underfinanced, particularly in outpatient settings (40). This underfinancing may be due to budget constraints, utilization of lower-cost treatment options, or the severity of the condition leading to a shift toward home care. NCD-related hospitalization expenses in India are particularly catastrophic for the poorest quintile, with cancers, psychiatric and neurological disorders, and injuries being the most financially burdensome conditions, especially when care is sought in the private sector.

Private facilities generally entail much higher OOPE than public facilities, often 3–5 times greater than public facilities for both inpatient and outpatient care. This disparity is attributed to several factors, including better infrastructure, quality of services, and the use of advanced medical technology in private hospitals. Despite the higher costs, many individuals, especially those from higher socioeconomic groups, prefer private facilities due to perceived better quality and availability of services (17).

The public sector, while more equitable in terms of utilization among lower socioeconomic groups, faces challenges such as inadequate infrastructure at primary healthcare levels, concentration of specialized facilities in urban areas, and significant OOPE for drugs and diagnostics. These factors often lead to difficulties in accessing appropriate care, particularly for rare diseases and severe illnesses, resulting in individuals resorting to private care despite the financial burden (16, 20).

The private sector plays a crucial role in providing health services, especially for NCDs and cancer treatment. However, the profit-maximization nature of private healthcare and differential charging schemes often lead to catastrophic health expenditures for many households. This situation underscores the need for comprehensive healthcare reforms in India, including better regulation of the private sector, improvement of public healthcare infrastructure, and the development of more inclusive health insurance mechanisms to reduce the financial burden on households, particularly those from lower socioeconomic backgrounds (58).

The burden of OOPE is quite often disproportionately distributed among population subgroups, with households having multiple older adult members experiencing greater financial strain in both public and private settings, likely due to the prevalence of multiple health conditions among the older adult. Urban residents face higher OOPE compared to their rural counterparts, possibly due to elevated treatment costs in urban areas. This suggests that social factors significantly impact healthcare-seeking behavior and spending patterns. Household economic status was observed to have a direct correlation with OOPE in healthcare financing, reflecting the ability-to-pay principle (30).

This research highlights the significant financial burden imposed by CVDs on Indian households, particularly those of lower socioeconomic status. The economic impact of CVDs is multifaceted, manifesting in higher OOPE and reduced non-medical spending. Lower-income households are especially vulnerable, often resorting to borrowing and asset sales to cope with these financial pressures while also experiencing a more pronounced decline in workforce participation. A large proportion of individuals hospitalized for CVDs belong to the economically productive age group, potentially weakening household financial stability due to lost earnings. Concerning, the poorest quintile shows the lowest rates of hospitalization and outpatient care for CVDs, likely due to financial constraints rather than lower disease prevalence. This behavior may exacerbate existing health conditions and perpetuate the cycle of poverty. The research also found that the highest OOPE for both hospitalization and OPD care for CVDs occurred in the 0–14 years age group, possibly due to the need for specialized interventions for pediatric structural heart defects. While absolute OOPE is lower for poorer quintiles, the healthcare burden as a proportion of total consumption expenditure is higher for these groups compared to the richest quintile. These findings underscore the need for effective health insurance mechanisms and policies supporting employment opportunities and income security for low-income households to mitigate the economic hardship caused by CVDs in India (59).

Long treatment protocols including radiotherapy, chemotherapy, and sophisticated diagnostics are the primary reasons for expensive cancer care. These expenses are further accentuated by the poor geographical dispersion of cancer treatment facilities, forcing patients to incur travel and boarding expenses to seek care at specialist oncology facilities. The absence of prepayment and risk-pooling mechanisms further increases the financial burden. This research underscores the substantial financial burden associated with cancer treatment in India, attributing it primarily to lengthy treatment protocols, sophisticated diagnostics, and poor geographical distribution of cancer care facilities. Financial hardship is particularly acute among the poorest quintile, rural residents, and less educated individuals. The analysis emphasizes the need for targeted expenditure support schemes for cancer patients and highlights the importance of prevention and early screening initiatives. With 75% of patients diagnosed at advanced stages and 30–50% of cancers potentially preventable, integrating cancer screening protocols into primary health centers as part of the transition to comprehensive primary healthcare in the public sector would facilitate early detection, improvement of treatment outcomes, and ultimately reduce the cost of care for cancer patients in India (22, 23).

From an equity standpoint, this analysis reveals multifaceted disparities in healthcare financing and access in India. Significant vertical inequity with poorer quintiles bearing a disproportionately higher OOPE burden compared to wealthier segments, indicating a regressive financing system that fails to support the underprivileged adequately. Horizontal inequity is evident between public and private healthcare providers, with private facilities incurring substantially higher costs for patients, exacerbated by inadequacies in the public sector (15, 34). Gender disparities are also apparent, with males exhibiting higher OOPE, potentially due to prioritization of male breadwinners’ health needs in distress financing scenarios (40). Age-related inequities are observed, with individuals over 60 experiencing higher costs due to comorbidities and longer hospital stays. Insurance status plays a crucial role, with uninsured populations facing greater financial burdens, though limitations in coverage can still lead to OOPE for insured patients. The concentration of specialized treatments and surgical procedures in prominent hospitals imposes substantial time and financial burdens on patients, especially those from underserved areas. Geographical disparities are significant, with rural residents incurring higher OOPE due to limited access to quality local healthcare, underscoring the complex interplay of socioeconomic, demographic, and structural factors contributing to healthcare inequities in India (26).



5 Conclusion

In conclusion, the analysis of out-of-pocket expenditure (OOPE) in India’s healthcare system reveals a complex landscape characterized by significant inequities and challenges. The burden of non-communicable diseases (NCDs), particularly cardiovascular diseases and cancer, imposes substantial financial pressures on households, with the impact being disproportionately severe for those of lower socioeconomic status. The stark disparities between public and private healthcare sectors, both in terms of cost and perceived quality, further exacerbate these inequities. The concentration of specialized services and personnel in urban areas leaves rural populations at a distinct disadvantage, often forcing them to incur additional expenses for travel and accommodation. The high cost of medications, especially for chronic conditions like diabetes, emerges as a critical factor contributing to the overall financial burden. These findings underscore the urgent need for comprehensive healthcare reforms in India, including strengthening the public healthcare system, improving the regulation of the private sector, expanding insurance coverage, and enhancing the availability and affordability of essential medicines. Additionally, there is a pressing need for targeted interventions to address the specific challenges faced by vulnerable populations, including the older adult, rural residents, and lower socioeconomic groups. Ultimately, addressing these multifaceted challenges will require a concerted effort from policymakers, healthcare providers, and stakeholders to create a more equitable, accessible, and affordable healthcare system for all Indians.


5.1 Limitations

One of the key limitations of this study is the unavailability of comprehensive OOPE data for OPD services across several diseases. This data gap restricts the ability to make robust and convincing comparisons between public and private healthcare sectors. Additionally, due to the heterogeneous nature of the data, disease-specific analysis could not be consistently conducted across all conditions. The study aimed to provide an overarching view by presenting available OOPE data for both inpatient (IPD) and OPD services, in estimating indirect costs, only transportation expenses have been considered. Other components of indirect costs, such as accommodation, food, and informal payments were not included due to the lack of consistent data. Future research may benefit from author-wise analysis and categorization of diseases into broader groups to enhance clarity and comparability.
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Private 26585 31570 31,884 29636 38,013 . - - - -
Non-NCD
Public 5774 6,770 6,101 6188 6,399 = 5 . . N
Middle
cvp Poorest 40% 5,568 Richest 20% 17,431 N N . - -
40%9,203
(7 6lst round N
Middle
Diabetes Poorest 40% 4,152 Richest 20% 6,959 _ - N N -
40% 5,106
60th round 16,076 18,942 19374 26,666 42766 _ . . = =
NCD (5 71st round _ 19,002 20,441 25,002 31,337 56,966 _ - N N =
75th round 20771 25,135 20,608 24474 39472 - - - - -
Mental health Private 59,502 38,767 28316 26,633 35,036 1,094 815 6405 1,098 1483
R ©9) 75th round
disorders Public 12,798 5837 3785 6,280 9,591 609 709 757 234 5
cvp ©3) 75th round - 1478 2592 2773 3,09 5,285 933 1201 1456 1525 1622
Cancer 1) 75th round _ 3774 4442 4416 4826 7,571 2312 11,659 5383 9,777 10,395
Cancer 3 75th round _ 36,673 43,156 76,789 50,830 79,562 1,35,906
NCD ) 71st round Rural Private 19245 22,860 29610 43,129 591 519 676 833
Public 7,130 6,612 11,366 15,223 294 379 538 549
Utban  Private 29,607 28,923 43,826 69,239 565 934 807 1,080
Public 6,047 9,235 11,696 21479 186 417 465 524
Cancer (10 75th round _ 54763 96,798 79,751 77,802 1,18,700 _ - - = =
Cancer (19 7st round Private _ 48,083 48,857 92,169 95,422 _ - N N =
Public N 27,308 24,226 27,138 34,638 - - . - -
Diarthea ©n 7ist round - 5,805 4445 6,648 - - - - -
Fever 6815 8173 10246 = N . = B
Cataract 4,208 5823 18,514 = N . = =
Tuberculosis 12,304 9,407 21387 - = - - B
Respiratory 9,996 1,721 19,941 - N - " =
diseases
Asthma 8,650 9,060 23,396 - . . N -
Hypertension 9,665 12255 20079 . - - - -
Diabetes 9413 13,430 18,756 . N . - -
Jaundice 12,145 19,301 22920 . . . = E
13,238 15972 27,156 - = = - E
diseases
Neurological 14,236 15,722 27,843 = . = - "
diseases
Musculoskeletal 15,820 20,399 30454 _ = N - E
diseases
Genitourinary 16031 19,067 34771 - = = - -
diseases
Injuries 18,464 20,408 38959 = - . - N
Heart diseases 21,180 25,263 63,729 _ = N = e
Cancer 45,538 50,033 70,190 - - N N -
Al diseases 12391 15,777 30370 - N . - -
Communicable 7,784 9,598 16,180 - - - - -
diseases
NCDs 17,690 21,995 41976 - N . - =
Inpatient ) 520d round N 2420 3744 13,102 - - . - "
survivors
Inpatient 1,654 5,346 22415 - N N - E
decedents
Inpatient 60th round 9,921 13,242 23793 = - . = =
Inpatient 14,161 20,181 37,247 - = = - E
decedents
Inpatient 7st round 12063 15,165 28,884 N " N = =
survivors
Inpatient 29286 28032 70,886 = . . = =
decedents
Inpatient as) 60th round " 4563 6150 10,946 . = - - =
survivors
Inpatient 6,447 8,801 16424 - = - " =
decedents

*Median OOPE.
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