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Introduction: One of the main objectives of health systems is providing financial protection 
against out-of-pocket (OOP) health expenditures. According to the 2011 report by the World 
Health Organization in the Eastern Mediterranean Regional Office (EMRO), a huge portion 
of health service in Iran is paid OOP, which is around 58% of the total health system 
expenditure. Furthermore, all over the world, around 25 million households (100 million 
people) are trapped in poverty as a result of paying health service costs. Therefore, this 
research was aimed at investigating the OOP and exposure of households with catastrophic 
health expenditures (CHE) following the implementation of a health transformation plan in 
Tabriz, Iran.
Methods: A descriptive-analytic study was conducted on a cross-sectional basis. The 
sample included 400 households, who were interviewed using the World Health Survey 
questionnaire, and then OOP payment and exposure of households to CHE were estimated, 
and the effective factors on OOP payment and the determinants of CHE were analyzed using 
a regression model.
Results: After implementing the health transformation plan, the average share of house
holds’ OOP payments, toward their ability to pay was 13.2%. In addition, 11.25% of the 
households were exposed to CHE in Tabriz. The key determinants of OOP were income, 
dental services, pharmaceuticals, radiology, and physiotherapy. The factors affecting CHE 
were income, insurance status, marital status, dental services, pharmacy, physiotherapy, and 
radiological services.
Conclusion: Based on the results of the current study and compared to similar research 
conducted prior to this plan, it is obvious that the transformation plan was able to achieve 
its goal in “reducing OOP payments”. However, health services such as dental, pharmacy, 
physiotherapy, and radiology would increase the likelihood of facing OOP payments. 
These variables should be considered by health policy-makers in order to review and 
revise the content of recent reform to provide financial protection against OOP for 
people.
Keywords: out-of-pocket payments, OOP, households, catastrophic health expenditures, 
CHE, health transformation plan, Iran

Introduction
Costs are imposed on health systems and people due to economic crises, lack of 
health system resources, new medical technologies, and catastrophic health 
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expenditure  (CHE).1 According to the information col
lected from 89 countries, direct out-of-pocket (OOP) pay
ments for health services has moved individuals to the 
extent of financial disaster and poverty. It is estimated 
that in these countries, up to 10% of the population suffer 
from health-related financial disasters each year, that 
pushes them around 4% below the poverty line. Based 
on the data covering 90% of the world’s population, each 
year, 100 million people are pushed below the poverty line 
as a result of using health services and OOP payments.1,2 

In addition, according to the 2011 World Health 
Organization (WHO) report on Eastern Mediterranean 
Regional Office (EMRO), the share of OOP payment for 
the total health sector expenditure was 58%.3 Thus, one of 
the main goals of policymakers and health planners in 
each country is to provide people with financial security 
against diseases that contribute to the direct contribution of 
OOP payments.4 Therefore, many people are forced not to 
seek or use health services due to their financial condi
tions. As a result, people suffer from illness and lose their 
job, which moves them toward poverty.1 According to 
WHO, about 25 million households (100 million indivi
duals) worldwide are trapped in poverty as the result of 
such financial problems.5

Based on a study conducted in nine countries in 
Southeast Asia, at least 30% of health financing has been 
through OOP payment.6 Hence, the WHO has emphasized 
the protection of households against health-care expendi
ture. In this regard, equity in the financing of households is 
the main goal of health systems. In the context of equity, 
the WHO has put forward the Fair Financial Contribution 
Index (FFC), which measures fairness in the distribution 
of financial burdens for health-care costs in communities. 
OOP payments are the costs of receiving health-care ser
vices, typically at the place of service.7 Some households 
are forced to sell assets and borrow money from people to 
receive care services, which results in facing CHE and 
weakening the economy of households, which highlight 
the importance of paying attention to OOP payments. It 
has been estimated that 150 million people worldwide pay 
through OOP, which increases their CHE. Therefore, based 
on the reports, about 100 million people are at the risk of 
poverty.1

In Bangladesh, around five million people are under 
the poverty line due to OOP payments for health care. In 
addition, according to the statistical reports for India and 
China, 37 and 32 million people, respectively, are under 
the poverty line due to OOP payment.8 OOP payment is 

the main payment method for health care in most low and 
middle-income countries.9,10 This includes 63% of all 
health care costs in Bangladesh, where increasing the 
OOP payment exposes the households to CHE.11 The 
WHO recognizes households facing CHE when the house
hold’s OOP expenditure on health is equal to or higher 
than 40% of the household’s capacity to pay.12,13 The 
Health Transformation Plan (HTP) incorporates the rules 
and regulations related to the program “reducing the pay
ment of hospitalized patients in hospitals affiliated with the 
Ministry of Health and Medical Education”. These rules 
have been drafted as program packages for the transforma
tion of the health system in May 2014. The plan was 
designed to reduce direct payments of hospitalized patients 
eligible for basic health insurance to 10% of the total costs 
of admission to hospitals affiliated with the Ministry of 
Health and Medical Education. Moreover, it aims at pre
venting patients from leaving hospitals for purchasing 
drugs, equipment, medical consumables, and diagnostic 
services.14

Household’s ability to pay refers to the situation where 
the household’s income is higher than their livelihoods. 
The difference between the total household’s gross expen
diture and expenditure for the minimum livelihood indi
cates their payment capacity. In the case of households 
whose food costs are lower than the minimum subsistence 
level, the payment capacity is equal to the gross margin 
minus the food costs.15

Therefore, the financial protection of families from 
such payments, and consequently their interaction with 
poverty, is one of the supreme goals of health systems 
around the world. WHO is calling for global health cover
age by providing access to health care through reducing 
OOP payments for health-care services to decrease liveli
hood costs.11,16

Today, the lack of financial protection in health is 
considered a disease for health systems. The clearest indi
cation is that households suffer not only from the burden 
of disease, but also from the burden of economic poverty. 
In other words, they suffer from CHE and poverty caused 
by health financing. Therefore, early detection by health 
policy makers and legislation of novel preventive rules in 
the payment process can have a positive effect on the 
financial protection of individuals.17 Consequently, the 
present study aims to investigate the amount of OOP 
payments and exposure of households to CHE and its 
effective factors after the implementation of the health 
transformation plan in Tabriz. The results of this study 
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can be applied by identifying the amount of OOP payment 
and CHE of households, as well as minimizing the costs 
involved.

Materials and Methods
A descriptive-analytic study was conducted on a cross- 
sectional basis in Tabriz, Iran in April 2017. Regarding 
the nature of the current study, a Morgan table was used 
for determining the sample size. Taking into consideration 
a very large statistical society, with a confidence level of 
95% and a marginal error of 5%, the minimum sample size 
was determined as 400 households. Generally, a total of 
1197 individuals were interviewed from the households.

n ¼
z2pq
d2

1þ 1
N

z2pq
d2 � 1
h i

The sampling process was done through cluster analysis, 
which included 10 regions of Tabriz, divided into five 
regions geographically (north, south, east, west, and cen
ter). From each geographic region, districts were randomly 
selected and each district was sampled in proportion to the 
population of that area.

Households were interviewed using a questionnaire. In 
the case of household’s avoidance to take part in the inter
view after three attempts, another household was 
substituted.

Data Collection Tools
World Health Survey (WHS) questionnaire was used for 
the purpose of collecting data for the current study. The 
questionnaire was developed in 2003 to evaluate the per
formance of health systems based on three goals set by the 
WHO. The validity and reliability of the questionnaire in 
native language have been confirmed in a study by Kavosi 
et al.18

The questionnaire consists of two parts:

1. Sociodemographic questions of household members 
and household heads.

2. The health needs of household members, health 
insurance status, wealth and income status, and a 
question about household’s expenditures during the 
previous month.

The questionnaires were completed after receiving the 
informed consent from household’s head and assuring 
him/her of the confidentiality of the research information 

by the researchers. After completing the data collection 
process, the data were analyzed using the Stata Statistical 
Software 14 for Windows.

Data Analysis
Using the questionnaire, the required data about the house
holds’ situations were collected. The next step, focused on 
the household’s expenditures (as an indicator of income 
detected) and then food expenses (as a minimum survival 
cost). Afterward, the household’s capacity to pay (CTP) 
was calculated and the household OOP payment rate was 
determined by calculating direct medical and direct non- 
medical costs. Finally, CHE was calculated as below:

CHE ¼
OOP
CTP

� 0:4 

OOP ¼ OutOf Pocket 

CTP ¼ CapacityToPay 

For determining the effective factors on OOP and expo
sure to CHE, ordinary least squares regression (OLS) and 
logistic regression (LR) were performed, respectively. 
Finally, STATA 14 software was used to analyze the 
data. The general form of this regression is as follows:

PT Y¼1½ � ¼
exp xβð Þ

1þ exp xβð Þ

Then the Gini coefficient was applied to determine the dis
tribution of CHE among different income deciles. The Gini 
coefficient was calculated from the Lorenz curve as follows:

G ¼ 1þ
1
n

∑
n

i¼1
Yi þ Yi� 1ð Þ

� �

G ¼ Ginicoefficient 

Yi ¼ Cumulativepercentageof householdsoutof pocket 

n ¼ Numberof incomegroups 

Results
According to the data from the questionnaire, 373 (93.25%) 
household heads were male and 27 (6.75%) were female. 
Also, 253 (31.75%) individuals from households were males 
and the remaining 544 (68.25%) were female.

The age of household heads varied in the range of 25–89 
years old. Regarding the level of education, the highest 
frequency of education was school level including 242 
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individuals (30.26%) and the lowest frequency was attribu
ted to people with a doctoral level degree. Regarding the 
insurance coverage, 97% of the households benefited from 
insurance. A large portion of health-care expenditure (92%) 
was provided from household active incomes. The second 
largest source of health-care expenditure was from house
hold savings (37%). Considering the amount of income, the 
highest income was about $342–685 per month which 
included 42.5% of the households and the lowest, which 
was about $1.371–1.714, included nine households 
(Table 1).

Determining the Amount of OOP 
Payment of Households
The average share of OOP payments of households is 
about 13.2% of their income, the lowest of which is 0% 
and the highest share is 233.33% (SD: 26.9 ). The average 

capacity to pay among households is $483.3, with the 
lowest being about −$861.1 and the highest as $4500 
(SD: 18.3 ). The negative amount of payment for some 
households indicates that the cost of food is higher than 
household’s income, and households are forced to sell 
home furniture or borrow money from relatives and others 
to provide a minimum amount of livelihood (Table 2).

The average monthly OOP payment of households was 
$771 per month. Figure 1 indicates the share of OOP 
among households for different services.

It is noteworthy that, among the households, 11.25% 
have been exposed to CHE.

The results of estimating the factors affecting OOP 
payment are reported in Table 3.

Among all the effective factors, income, dental ser
vices, pharmaceuticals, radiology, and physiotherapy indi
cate a positive and significant effect on OOP payment. The 

Table 1 Frequency Distribution of Households/Individual Characteristics

Variables Household 
Heads

Household 
Members

According to the Head of the Household

N (%) N (%)  Variables Number 
(Percent)

Gender Male 373 (93.25) 253 (31.75) Insurance status Insured 388 (97)
Female 27 (6.75) 544 (68.25) Uninsured 12 (3)

Age 20–30 22 (5.5) 205 (25.7) Kind of insurance Social Security 257 (66.25)
30–40 89 (22.25) 118 (14.8) Health Service 78 (20.1)

40–50 73 (20.75) 89 (11.1) Health 22 (5.67)

50–60 106 (26.5) 96 (12) Armed forces 31 (7.98)
60–70 66 (16.5) 29 (3.6) Type of insurance 

base

Basic insurance 328 (84.53)
Above 70 34 (8.5) 21 (2.6) Complementary insurance 60 (15.46)

Marital status Single 9 (2.25) 384 (48.1) How to provide 

health-care costs

Current income 370 (92.5)
Married 352 (88) 396 (49.6) Saving 149 (37.25)
Widow 33 (8.25) 14 (1.8) Health insurance 2 (0.5)

Divorced 6 (1.5) 3 (0.4) Sale of home appliances, 

jewelry

8 (2)

Education illiterate 24 (6) 132 (16.56) Borrowing from friends 

and family

33 (8.25)

Under the diploma 83 (20.75) 242 (30.36) Borrowing from strangers 2 (0.5)

Diploma 136 (34) 200 (25.09) Other methods 2 (0.5)

Associate Degree 14 (3.5) 21 (2.63) Income 1–12 93 (23.25)
Bachelor 93 (23.25) 165 (20.70) 12–24 170 (42.5)

MA 35 (8.75) 27 (3.38) 24–36 76 (19)

Doctorate 15 (3.75) 10 (1.25) 36–48 27 (6.75)

Employment 

status

Working in the health 

system

44 (11) 81 (10.17) 48–60 9 (2.25)

Not working in the health 

system

356 (89) 716 (89.83) Above 60 25 (6.25)
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findings suggest that an increase in each of these variables, 
will raise the amount of OOP payment.

Moreover, the results of estimating the factors affecting 
CHE are reported in Table 4.

Income, insurance status, marital status, dental services, 
pharmacy, and physiotherapy at the level of 1% and radi
ological services at the level of 5% are statistically signifi
cant. The standard goodness of fit of McFadden's R2 is 40%.

According to Table 4, the age variable has a negative 
coefficient, indicating that the probability of facing CHE 
for the head of household especially at higher ages is low. 
Furthermore, age as a variable is not statistically signifi
cant. Insurance coverage is another important variable in 
dealing with CHE. This negative sign suggests that as the 
probability of insurance coverage goes up, the possibility 
of facing CHE decreases. It also indicates that the model 
expresses a significant estimation model within a 99% 
interval. The final effect suggests that by insuring house
holds, the likelihood of exposure to CHE is reduced by 
−0.1%. Such a small coefficient indicates the inefficiency 
of the insurance system in preventing CHE.

According to Table 4, income, as a measure of eco
nomic inequality, has a negative significant effect on the 
probability of CHE at a 99% confidence level.

The single (code 0) and married (code 1) were found 
positive and significant (at 99% level). Therefore, it is clear 
that the probability of facing CHE for households with 

married parents was higher than that of single-headed house
holds. This suggests that the likelihood of exposure to CHE 
would be as high as 0.16% for married individuals.

People under care (ie, those with disabilities, children, 
and the elderly) are considered as groups with high prob
ability of CHE. The presence of any individual from this 
group in the household increases the possibility of CHE. 
Although not statistically significant, the positive effect of 
the presence of individuals from such vulnerable groups 
calls for a need to provide attention and support for pre
venting CHE in the households.

The distribution of households in terms of CHE at 
different income deciles was studied carefully. Figure 2 
shows the percentage of households exposed to CHE in 

Table 2 Average Share of the OOP Payment of the Household

Variables Mean Lower Upper SD

CTP ($) 483.3 −861.1 4500 508.3
OOP/CTP (%) 13.2 0 233.33 26.9

Figure 1 The share of household OOP payment in different services.

Table 3 Factors Influencing the OOP Payments

Variables Coefficient Statistics 

t

p- 

value

Education −177,443* −1.71 0.08

Income 0.028*** 3.73 0.000

Dentist services 0.89*** 10.93 0.000

Pharmaceutical services 2.30*** 10.47 0.002

Radiology services 0.93*** 2.94 0.003

Physiology services 1.21*** 3.94 0.000

The presence of people under care 314,017.6 0.67 0.5

Marital status 219,017.3 0.24 0.81

Covered by insurance −949,737.5 −1.45 0.148

Gender 1,429,089* 1.73 0.085

Size of the household −214,334.3 1.20 0.229

Width from origin 695,292 0.64 0.52

Notes: ***, * are significant at 1, 10%, respectively, F=33.33, R2=0.48.

Table 4 The Effective Factors on the CHE

Variables Coefficient Statistics 

z

Marginal 

Effect

p- 

value

Family size −0.058 −0.25 −0.0019 0.8

Income −7.87e-8*** −3.88 −2.64e-9*** 0.000

Insurance status −1.68*** −2.39 –0.1* 0.017

Gender −0.73 −1.04 −0.019 0.301

Education −0.12 −0.72 −0.040 0.47

Marital status 2.52*** 4.98 −0.002 0.000

Age −0.06 −0.35 0.16*** 0.72

The presence of people 

under care

0.67 0.79 0.017 0.431

Dental services 6.68e-7*** 5.12 2.25e-8*** 0.000

Pharmaceutical 

services

1.64e-6*** 4.25 5.51e-8*** 0.000

Radiology services 1.18e-6** 2.20 3.96e-8*** 0.028

Physiotherapy services 9.14e-7*** 2.86 3.07e-8*** 0.004

Width from origin −1.22 −0.9 0.366

Notes: ***, **, and * are significant at 1, 5, and 10%, respectively, McFadden’s 
R2=0.4, maximum likelihood R2=0.24, AIC=0.48, LR chi-squared=114.04, p=0.000, 
pseudo R2=0.4, model prediction percentage=93.25%.
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each income decile. Households in the first income decile 
(the poorest group) were exposed to CHE (28 households) 
most frequently. In the other words, families in a higher 
decile had a lower probability of facing CHE.

The Gini coefficient for OOP among households was 
0.58, indicating that the gap among the households in 
terms of the distribution of OOP was considerably high 
during the study period. Lorenz curves related to the dis
tribution of OOP in Tabriz are shown in Figure 3. As 
presented in the diagram, the gap between the curve and 
the line of equality is high, which indicates a high degree 
of inequality in the distribution of OOP among the house
holds of Tabriz during the study period.

Discussion
The purpose of the current study was to determine the 
amount of OOP payment and exposure of households to 
CHE and its effective factors after implementing the health 
system transformation plan in Tabriz.

The OOP payment of households was estimated as 
13.2% of their incomes. In the study of Mehralhassani et 
al, the total health expenditure and OOP payments in 
Iran’s provinces were estimated and found that OOP pay
ments in East Azarbaijan were 48.72% during 2014.19

According to the WHO, the percentage of health expen
diture in Iran was estimated at 5.6% of GDP. Meanwhile, 
private spending was 56.6% of total health expenditure and 
the total OOP payment was 96.6% of the total private 
expenditures. This indicates that almost 100% of private 
health expenditure was paid by households themselves.20 

The high share of households’ OOP payments has long 
been a serious challenge for the country. The implementa
tion of the health care transformation plans on “reducing the 

amount of OOP payment” and the actions taken in this area 
has considerably decreased such costs. Mohamadi and 
Zaraei studied the effect of the health system transformation 
plan on payment contribution of health insurers at Ilam 
University Hospitals during 2010 and 2011. According to 
their findings, the final contribution paid by health insurers 
to public hospitals in December 2011 decreased by about 
5.10% compared to the same period in the previous year.21

The results showed that after the implementation of the 
health transformation plan, 11.25% of the households were 
exposed to CHE. Compared to the internal statistics before 
implementing the health transformation plan, studies such 
as Panahi et al had revealed that the proportion of house
hold exposure to CHE was estimated to be 30% in 
Tabriz.22

According to the estimated Gini coefficient (0.58), the 
distribution of health-care costs for households in Tabriz 
was relatively undesirable. Inequality, in particular, is 
linked to the welfare and well-being of social strata such 
as access to health. It increases the pressure from the 
burden of consumption expenditure on households and 
affects their health in an undesirable manner.

Based on the findings of Dehghan et al, most hospital 
managers believed that as one of the seven guidelines of 
the health transformation plan; the implementation of 
reducing OOP payment was more successful and effective 
and contributed to the promotion of the health system 
compared to the other five guidelines.23

In a study by Semnani in 2002, the share of peoples’ 
OOP payment was estimated to be 57%. His findings 
revealed that households with low income spend 40% of 
their income on health care, whereas affluent households 
spend 9% of their income on health-care services.24 In the 

Figure 2 The distribution of CHE in different income decile of households.
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study of Barati et al, the share of people in health spending 
has steadily increased over the years 1996 to 2006 in 
Kerman.25 Comparing the results, it is clear that the health 
transformation plan has had a positive effect on reducing 
the cost of OOP payment. In another study in Asian 
countries, it was concluded that in developing countries, 
households with a fair economic situation spend a high 
proportion of their incomes on health expenditures.26 

Somkotra et al reported that in Thailand CHE was passed 
from the poor families to the wealthy ones due to the 
implementation of public insurance coverage. Their find
ings can be justified based on the fact that that the poor use 
public health services and wealthy households use the 
private sector;27 however, their findings are not in agree
ment with the those of the current study. In another study 
in Thailand, the implementation of public health insurance 
has led to the reduction of CHE in households.28 

Compared to the results of the current study, it is clear 
that even after implementing the health system transfor
mation plan in Tabriz, the insurance coverage has not been 
effective in reducing health costs. In a 2000 survey by the 
WHO among eight developing countries, it was found that 
households in these countries did not pay more than 25% 
of their health costs.29

In the present study, insurance coverage indicated a nega
tive, but not significant, effect on OOP payment costs. It is 
suggested that during the study years, insurance coverage was 
not successful in providing the necessary support for house
holds in confronting medical costs. This means that OOP 
payment health and treatment are still subject to social and 
economic inequalities of households and insurance coverage 
has not been effective in reducing such an association. Some 

researchers, such as Galárraga et al30 and Sparrow et al,31 

regard the ethical risks of insurance as one of the factors that 
increase the cost of OOP payment. They recommend that 
insurance should only cover the vulnerable and poor popula
tion as a support. Others, such as Merlis et al32 and Xu et al,33 

declare that insurance is a cause of reducing the OOP payment.
The results of this study were in agreement with those of 

Jung and Liu Streeter34 and some other similar authors,35,36 

who reported that income had a positive effect on the cost of 
OOP payment.

The results of the current study also showed that the 
explanatory variable of household size negatively affected 
CHE. Moreover, based on these results, increasing the mem
bers of the household resulted in an increase in the number of 
employed members and thus decreased the possibility of 
facing CHE. The results obtained regarding the effect of the 
household member as an explanatory variable on the prob
ability of CHE in the current study are in good agreement 
with the results of a similar study by Moghadam et al. The 
results of his research indicated that with increasing a house
holds’ members, the likelihood of exposure to CHE of health 
and other catastrophes decreased. Households with one or 
two members were more exposed to CHE than households 
with members between three and five or more than six 
members;37 which is in line with the results of the present 
study. Meanwhile, the results of a study in Turkey by Yardim 
et al showed that an increase in the members of the household 
by one individual resulted in an increase in expenses by 2% 
and an increase in the probability of facing CHE for health 
services of 4.0%.38 It is clear that these findings are not 
consistent with the results of the present study.

The findings from the current study showed that, in 
female-headed households, the likelihood of CHE was 
high. In a study conducted in Gujarat, Ranson concluded 
that female-headed households had more health-care costs 
due to their lower income levels. He also found a mean
ingful positive correlation with a coefficient of 1.5 
between the female head of the household and the possi
bility of CHE;39 which is also in line with our results.

The presence of member with a health problem in a 
household was another variable that showed a positive 
relationship with the probability of CHE. Certainly, in 
such a household, expenses were high and the capacity 
to pay was low, which increased the possibility of con
fronting CHE. This result is also in line with the findings 
of Su et al,6 who reported that with an increase in the 
number of patient members of the household, the like
lihood of exposure to CHE in health care would increase.

Figure 3 Lorenz curve for distribution of OOP.
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Galárraga et al also concluded that households with 
members suffering from diabetes, hypertension, and gas
tritis were more likely to be exposed to CHE even with an 
insurance coverage.30 It is suggested that adding a patient 
or a disabled member to a household increased the like
lihood of confronting CHE in health services by 3%.40 The 
results of these studies are also in agreement with findings 
of the current research.

According to the research findings, the Gini coefficient 
for health expenditure among households of Tabriz was 0.58. 
In a study on rural and urban households in Tehran, 
Ghaedamini et al concluded that the inequality in health 
expenditure was severe based on the Gini coefficient for the 
period between 1989 and 2006 (between 0.6 and 0.8).41 In a 
study of Hadian et al, the Gini coefficient for health expen
diture among rural households was 13% in 1998 and 0.13 in 
2009. For urban households, the Gini coefficient for health- 
care expenditures was equal to 0.18 and 0.14 between 1998 
and 2009, respectively.42

Conclusion
The health system transformation plan has been implemented 
with an emphasis on meeting the health needs of people. 
Based on the results of current study and compared to similar 
studies conducted before the health transformation plan, it is 
suggested that the plan has been able to achieve its goal in 
“reducing the amount of people OOP payments”.

These changes were mainly contributed by patients 
with specific treatment demands, who were dissatisfied 
with the continuation of treatment before the implementa
tion of the plan due to the high levels of OOP payment, 
However, by implementing the transformation plan and 
reducing the amount of franchise, they have been pursuing 
their treatment. Considering the high inequality in the 
distribution of CHE among the households of Tabriz in 
the study period and the large gap between the curve and 
the equality line, it is noteworthy that the reduction of this 
amount would have desirable affects and might be a great 
achievement for human development. Today, governments 
have put the principle of social justice at the top of their 
agenda and have focused on its attainment at macro level 
on equality and the reduction of regional disparities, focus
ing on infrastructure affairs such as health and education. 
Finally, according to other studies conducted at the coun
try level, it has been concluded that CHE in health-care 
services has decreased at the household level, indicating a 
desirable performance of the health transformation plan in 

achieving its main goal of reducing OOP payments and 
protecting households against health payments.
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