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Abstract
Background
The present study aimed to examine the impact of socioeconomic, demographic, and health status-related factors on out-of-pocket expenditure on health care for children.

Methods
Data were obtained from a birth cohort study conducted in the city of Pelotas, state of Rio Grande do Sul (RS), southern Brazil, in 2004. The final sample is a result of adjusts made in order to keep in the analysis only those that attended to 3 follow-ups (at 12, 24 and 48 months of age). Estimates were carried out using the Panel Data Tobit Model with random effects.

Results
The study showed that expenditure on medicines was 20 % less likely in those considered healthy children by their mothers and, if there was any expenditure with healthy children, the expected expenditure was reduced by 58 %. A 1 % increase in household income increased the expected expenditure on medicines by 16 %, and by 23 % in children with private health insurance coverage.

Conclusions
All types of health care expenditures examined were higher for children covered by private health insurance. Although total health care expenditure was higher for children of better-off families, it represented a lower share of these families’ income evidencing income inequality in health care expenditures.
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Background
The study of determinants of health care expenditure has gained momentum since the 1970s with significant increases in health care expenditure as a percent of gross domestic product (GDP) among developed countries [1, 2].
According to the World Health Organization (WHO) Brazil’s health care expenditure accounted for 9 % of GDP in 2009, with only 45.7 % government-paid care costs. Contrasting data from the Brazilian Ministry of Health in 2003 showed that nearly 75 % of the Brazilian population relied on public health care [3].
Health care expenditures in Brazil are mostly on medicine and monthly premium payments of private health plans [4]. Although total health care costs in better-off families are higher, they represent a smaller share of these families’ income evidencing the regressive nature of family health expenditure [5]. Family health expenditure is much higher in families with children and elderly members [6]. Education level of the head of the family and per capita family income are key determinants of both the probability of health care expenditure and the amount spent [7].
International studies have shown that health care expenditure is sensitive to family income [7–11], and this correlation is even stronger in low-income families with no health insurance [9]. Factors such as income, education level, and being employed status negatively affect the probability of hospital care expenditure but this probability increases when there are in the family children under one, smokers, and members with any chronic condition [12].
Health care expenditure for children has been little explored in Brazil to date. Studies in US children have shown that 8 % of total expenditure whit them is health-related [13].
The present study aimed to examine the determinants of private expenditure on health care for children and to assess socioeconomic, anthropometric, and demographic factors associated.

Methods
This study was based on data from the 2004 Pelotas Birth Cohort conducted by the Center for Epidemiologic Research at the Federal University of Pelotas, southern Brazil. This cohort enrolled live births in the city of Pelotas and a neighboring area of Jardim América district in the municipality of Capão do Leão in 2004. Pelotas had 328,275 inhabitants with a per capita GDP of BRL 10,734.00 according to the 2010 Population Census (IBGE, Brazilian institute of geography and statistics).
Of 4263 live births in the urban area in 2004, 4231 were included in the perinatal cohort study. Mothers were invited to participate and those who agreed were interviewed using a questionnaire and their children underwent newborn evaluation including measures of length, chest, and abdominal circumference [14].
Children have been followed up at six different points in time; first at baseline when a perinatal interview was conducted, then at 3, 12, 24, and 48 months, and 6–7 years of age. However, this analysis was based only on data from the 12-, 24-, and 48-month follow-up including 94 %, 93 %, and 92 % of the initial cohort, respectively, totaling 3799 children [15]. After adjustments for balanced panel data there remained a total of 2436 observations (children).
Estimates were carried out using the Panel Data Tobit Model with random effects. This choice was made because the analysis of expenditures particularly includes individuals with no expenditure on health care, and the sample comprises a combination of strictly positive and zero values. In this scenario simple estimation with the use of the Ordinary Least Squares (OLS) method cannot generate consistent parameter estimates because the censored sample is not representative of the population. Yet, a random effects model was used as a fixed effects model may produce inconsistent estimators in analyses where individual effects are not uniform [16]. A multilevel model analysis was performed and 2436 observations from the three follow-ups were included in a single data structure.
The panel analysis allows to controlling for individual heterogeneity and detecting and measuring more accurately external effects, making it more suitable to the study of adjustment dynamics [17].
The model results were analyzed in two different ways; first, the marginal effect of independent variables on the probability of expenditure was interpreted based on the individual impact of each variable while controlling for all other variables; second, the marginal effect of these independent variables was individually measured against the expected expenditure.
Monetary variables using logarithms were used for estimates following a theoretical assumption where results are interpreted in terms of elasticity [18].
As dependent variables, five types of health care expenditures, in the 30 days previous to the interview, were explored: expenditure on medicines; medical care expenditure; expenditure on laboratory tests and x-rays; other health-related expenditure; and private health insurance expenditure (monthly premiums). Since ‘other health-related expenditure’ was almost negligible it was excluded from the analysis.
The independent variables included children characteristics such as current weight and birth weight (standardized by mean deviation), number of hospitalizations after delivery, child health status reported by the mother (children were considered healthy when they reported either “good,” “very good,” or “excellent” health), and having private health insurance; household characteristics such as number of people living in the household, family income (the natural log of the sum of incomes of all household members); head of household (father or mother); maternal characteristics including age (with a quadratic term to accommodate for possible nonlinear changes); maternal self-reported health status (healthy when they reported either “good,” “very good,” or “excellent”), and maternal level of education at the time of the child birth.
The study protocol of the 2004 Pelotas birth cohort was approved by the Medical Ethics Committee of the Federal University of Pelotas, affiliated with the Brazilian Federal Medical Council.

Results
There were a high proportion of families with no expenditure on health care making average expenditure conditional on positive values significantly higher than average direct expenditure. It reflects more accurately average expenditure on purchased services and products. The proportion of families with no expenditure on health care for children was 34.48 % at 12 months, 37.19 % at 24 months, and 39.86 % at 48 months of follow-up.
Table 1 shows that expenditure on medicines was the most common type of expenditure at the three follow-ups (48.15 % at 12 months, 45.20 % at 24 months, and 40.89 % at 48 months), followed by private health insurance expenditure. The latter was higher for older children (24.75 % at 12 months, 26.31 % at 24 months, and 27.34 % at 48 months). Medical care expenditure was higher for younger children (13.17 % at 12 months, 8.54 % at 24 months, and 7,72 % at 48 months).Table 1Average expenditure (BRLa), percentage of families with expenditure and average conditional expenditure (BRL) for five types of health care expenditure for children. The 2004 Pelotas Birth Cohort. Pelotas, Brazil


	Variable
	Follow-up (months)
	Average expenditure (BRL) E(x)
	% families with expenditure
	Average conditional expenditure (BRL)

	
                            N = 2436
	
                            N = 2436
	E(x) | x > 0

	Expenditure on medicines
	 	 	 
	 	12
	18.18
	48.15 %
	37.75 (N = 1173)

	24
	16.54
	45.20 %
	36.59 (N = 1101)

	48
	14.47
	40.89 %
	35.39 (N = 996)

	Medical care expenditure
	 	 	 
	 	12
	4.85
	13.17 %
	36.80 (N = 321)

	24
	3.36
	8.54 %
	39.35 (N = 208)

	48
	3.18
	7.72 %
	41.20 (N = 188)

	Expenditure on laboratory tests and x-rays
	 	 
	 	12
	1.37
	4.43 %
	30.90 (N = 108)

	24
	0.97
	2.63 %
	36.92 (N = 64)

	48
	0.77
	3.08 %
	25.01 (N = 75)

	Other health-related expenditure
	 	 	 
	 	12
	0.30
	0.33 %
	91.35 (N = 8)

	24
	0.46
	0.29 %
	160.08 (N = 7)

	48
	0.86
	0.94 %
	91.08 (N = 23)

	Private health insurance expenditure
	 	 	 
	 	12
	17.63
	24.75 %
	71.22 (N = 603)

	24
	17.25
	26.31 %
	65.55 (N = 641)

	48
	17.32
	27.34 %
	63.35 (N = 666)



                      aBRL = Brazilian real. Exchange rate: 1.00 USD = 2.40 BRL (December 2008)



              
The mean incomes in each follow-up (whole sample, 1st decile, 10th decile) are, respectively, in BRL: 12 months (1,121.62, 179.27, 4,401.45); 24 months (1,248.29, 191.28, 4,976.89); 48 months (1,468.27, 277.23, 5,677.82) (Additional file 1).
Figure 1 shows average health care expenditure stratified by household income deciles. At the 12-month follow-up, average expenditure increased with household income (except for expenditure on laboratory tests and x-rays that was almost insignificant). This same trend was seen at 24 and 48 months of follow-up.[image: A12939_2015_180_Fig1_HTML.gif]
Fig. 1Average expenditure on health care for children by household income decile at 12, 24, and 48 months of follow-up. The 2004 Pelotas Birth Cohort. Pelotas, Brazil (N = 2436)




              
Expenditure on medicines trend (Fig. 2) indicates that expenditure increases with household income deciles and decreases with child’s growth, i.e., average expenditure was higher for younger children. Higher medical care expenditure was seen at the 12-month than 24- and 48-month follow-up. It was also higher in upper income deciles at the three follow-ups analyzed. Expenditure on laboratory tests and x-rays did not show any significant differences across income deciles while private health insurance expenditure though inconsistent was higher in upper income deciles at the three follow-ups.[image: A12939_2015_180_Fig2_HTML.gif]
Fig. 2Trends of average expenditure on health care for children by household income deciles and type of expenditure at 12, 24 and 48 months of follow-up. The 2004 Pelotas Birth Cohort. Pelotas, Brazil (N = 2436)




              
Figure 3 illustrates health care expenditure on families as a percentage of income. At the three follow-ups a large share of family income was spent on health care for children in a high proportion of families in lower income deciles. At the 12-month follow-up, nearly 34 % of poor families spent 15 % or more of their income on health care (Fig. 3d). At the 48-month follow-up a lower share of families’ income was spent on health care compared to the two previous follow-ups. The average proportion of families expending 15 % or more of their income on health care was 10.88 % at 12 months, 10.10 % at 24 months, and 6.28 % at 48 months of follow-up. It was also found a larger proportion of families with no health care expenditure among the poor (Fig. 3a).[image: A12939_2015_180_Fig3_HTML.gif]
Fig. 3Percentage of families with no expenditure (0 %) a, expenditure 5 % or more b, 10 % or more c, and 15 % or more d on health care for their children. The 2004 Pelotas Birth Cohort. Pelotas, Brazil (N = 2436)




              
Table 2 presents estimate results showing the effect of independent variables on the probability of health care expenditure. As for expenditure on medicines, almost all variables showed significant marginal effects at the level of 1 % in the analysis, and being a ‘healthy’ mother was significant at the level of 5 %. Being a ‘healthy’ child reduced by almost 20 % the probability of any expenditure on medicines while having private health insurance increased it by almost 8 %. A 1 % increase in household income increased by 5 % the probability of any health care expenditure for children.Table 2Marginal effect of independent variables on the probability of expenditure on health care for children (N = 7308). The 2004 Pelotas Birth Cohort. Pelotas, Brazil


	 	Marginal effect – Probability
	 
	 	Medicine
	Medical care
	Laboratory tests and x-rays
	Private health insurance

	Family income
	0.0551a
                          
	0.0120b
                          
	−0.0014 +
	0.0047 +

	Maternal education (at child’s birth)
	0.0136a
                          
	0.0034b
                          
	0.0006 +
	0.0057b
                          

	Number of hospital visits
	0.0490a
                          
	- 0.0050 +
	0.0008 +
	0.0073 +

	Number of people living in the household
	−0.0201a
                          
	−0.0055b
                          
	−0.0010 +
	−0.0001 +

	Maternal age
	0.0189a
                          
	0.0014 +
	−0.0048b
                          
	0.0060 +

	Squared maternal age
	−0.0003a
                          
	−0.0001 +
	0.0001b
                          
	−0.0001 +

	Child’s weight
	−0.0078a
                          
	−0.0042a
                          
	−0.0008 +
	0.0020a
                          

	Head of household – father
	−0.0111 +
	0.0122 +
	0.0106 +
	−0.0183 +

	Head of household – mother
	−0.0393c
                          
	−0.0020 +
	0.0110 +
	0.0057+

	Private health insurance
	0.0791a
                          
	0.0207b
                          
	0.0095c
                          
	-

	Healthy mother
	−0.0292b
                          
	−0.0121 +
	−0.0099c
                          
	−0.0135 +

	Healthy child
	−0.1972a
                          
	−0.0239c
                          
	−0.0029 +
	−0.0051 +

	Birth weight (standardized)
	0.0105c
                          
	−0.0011 +
	−0.0010 +
	0.0091 +


Total of 7308 observations; 2436 observations over the three follow-ups examined (2436 × 3)
Significance achieved with a z-test

                      aIndicates significance at 1 %; bat 5 %; cat 10 %; and + indicates the variable is not significant even at 10 %



              
A major variable associated with medical care expenditure was the child’s weight. However, despite being significant this variable produced less than 1 % increase in the probability of expenditure. Having private health insurance showed a significant marginal effect at the level of 5 % on the probability of medical care expenditure. A 1 % increase in family income increased the probability of expenditure by only 1 %.
Table 3 shows that the marginal effect of independent variables on the expected expenditure was conditional on positive values, i.e., when there was actually any expenditure. A 1 % increase in household income increased the expected expenditure on medicines by 16 %. Having private health insurance had a marked effect as it increased the expected expenditure on medicines by approximately 23 % and medical care expenditure by 12 %. And being a ‘healthy’ child reduced the expected expenditure on medicines by approximately 58 %.Table 3Marginal effect of independent variables on the expected expenditure conditional on positive values (N = 7308). The 2004 Pelotas Birth Cohort. Pelotas, Brazil


	 	Marginal effect – Expected conditional expenditure
	 
	 	Medicine
	Medical care
	Laboratory tests and x-rays
	Private health insurance

	Family income
	0.1618a
                          
	0.0702b
                          
	−0.0164 +
	0.0187 +

	Maternal education (at child’s birth)
	0.0399a
                          
	0.0200b
                          
	0.0071 +
	0.0228b
                          

	Number of hospital visits
	0.1439a
                          
	−0.0291 +
	0.0094 +
	0.0292 +

	Number of people living in the household
	−0.0590a
                          
	−0.0320b
                          
	−0.0107 +
	−0.0001 +

	Maternal age
	0.0554a
                          
	0.0085 +
	−0.0539b
                          
	0.0243 +

	Squared maternal age
	−0.0009a
                          
	−0.0001 +
	0.0009b
                          
	−0.0004 +

	Child’s weight
	−0.0228a
                          
	−0.0243a
                          
	−0.0090 +
	0.0079a
                          

	Head of household – father
	−0.0327 +
	0.0714 +
	0.1201 +
	−0.0737 +

	Head of household – mother
	−0.1154c
                          
	−0.0116 +
	0.1252 +
	0.0228 +

	Private health insurance
	0.2322a
                          
	0.1206b
                          
	0.1072c
                          
	-

	Healthy mother
	−0.0856b
                          
	−0.0706 +
	−0.1122c
                          
	−0.0542 +

	Healthy child
	−0.5785a
                          
	−0.1393c
                          
	−0.0329 +
	−0.0206 +

	Birth weight (standardized)
	0.0309c
                          
	−0.0064 +
	−0.0116 +
	0.0366 +


Total of 7308 observations; 2436 observations over the three follow-ups examined (2436 × 3)
Significance achieved with a z-test

                      aIndicates significance at 1 %; bat 5 %; cat 10 %; and + indicates the variable is not significant even at 10 %



              

Discussion
Despite extensive literature on child health, few studies, both international and national, have focused on determinants of health care expenditure for children under five years of age [19, 20].
The finding that expenditure on medicines was the most common type of expenditure (found in more than 40 % of the families) at the three follow-ups analyzed is corroborated by previous studies [7, 20] with similar results. Yet, this study found a health care expenditure trend inversely proportional to the child’s growth. This finding is also explained by the fact that medicine use prevalence is also inversely proportional to child’s growth during early childhood [21].
Expenditure on medicines showed to be more sensitive to different income levels: it was four times higher at 12 and 24 months and 8 times higher at 48 months follow-up in upper than lower income deciles, but income varied 24, 25 and 20 times between deciles in the three follow-ups, respectively. This finding contrasts with earlier results showing that expenditure on medicines was inelastic to income changes [7].
Medical care expenditure is higher for younger children, which is perfectly justified since children at this stage of life require more medical care. This finding is consistent with that of an earlier study [22] that showed a trend of higher expenditure for younger children. The large number of families with no expenditure on health care – mostly for all types of expenditure – resulted in a significantly higher average expenditure conditional on positive values than the average expenditure estimated based on both families with expenditure and no expenditure. For medical care expenditure in particular there was found an inverse relationship between simple average and conditional average expenditure: the former decreased as the latter increased with child’s growth. In fact, the incidence of expenditure on health care is reduced as a child grows, and thus the denominator (number of families with any expenditure on health care) decreases making the average conditional expenditure higher.
The impact of income elasticity was more pronounced on expenditure on medicines. This is a concerning finding because medicines are purchased as they are necessary. It may suggest that poor families cannot afford to meet their children’s needs on health care. However, these families may have access to medicine provided through the public health care system [23].
Another major finding in this study is inequality among income deciles. At the 48-month follow-up, 7.79 % of children in the lower decile had private health insurance coverage compared to 82.50 % in the upper decile. It is consistent with other Brazilian study reporting health care expenditure is mostly on medicine among low-income families whereas it is mostly on monthly premiums for private health insurance among better-off families [4]. Thus, in case of need for care, better-off families can seek private care while the poor may get only public health care.
It is of note that maternal education is the second major variable, behind child’s weight, affecting private health insurance expenditure. Private health insurance expenditure is a precautionary one as a child needs to be insured to receive care when needed. Better educated mothers are more likely to safeguard the health of their children [24], and to ensure they will be able to afford care in the event of a serious health problem and/or increased health care needs. However, the effect on the probability of expenditure is low.
The study also found that families in lower income deciles pay a larger share of their incomes toward health care for children than do families in higher ones, a finding that is corroborated in the literature regarding expenditure on health care [25] and medicines [23], and condition-related expenditure [26]. At the 48-month follow-up, a smaller proportion of families spent a substantial amount of their income on health care, which can be explained by either a marked increase in real wages during the study period or actually less expenditure as a child grows. Regarding health catastrophic expenditure for children only, the average percentage of families that spent 15 % or more of their income on child health care was 10.88 % at 12 months, 10.10 % at 24 months, and 6.28 % at 48 months of follow-up. However, this analysis may vary depending on the definition of catastrophic health expenditure used in studies. Catastrophic health expenditure is defined as expenditure in excess of 40 % of the household’s capacity to pay (household non-subsistence effective income) [27], or the percentage of total income spent on care above a certain threshold (10 %, 15 %, or 20 %) [28]. It is noteworthy that a high proportion of families were expending more than 15 % of their income on health care for their children.
Our study has some limitations. First, the child health status reported by the mother is not an objective measure of health. Because that measure depends on the mother’s perception, it is assumed that she comprehends the categories of response as she reports on the child health, therefore there are no measurement errors. However, the subjective measures are not perfect and there may be a difference between what the mother perceives to be the child health and the actual child health. This difference may be due to variations in mother’s culture, knowledge, beliefs and information. One way of minimizing this limitation in the present study was the use of objective measures such as the current weight of the child and the birth weight.
Second, a factor not addressed in our analysis is the possible reverse causality between out-of-pocket expenditure on health care for children and child health. The child health status can affect the expenses incurred for the health care for children, requiring medicines, medical care, laboratory tests and X-rays, private health insurance, and other health-related expenditure, which is what was analyzed in this study. At the same time, the expenses paid for health care for child may also affect the child health status. It is hoped that along with money spent on medicines, medical care, laboratory tests and X-rays, private health insurance, and other health-related expenditure, one can anticipate and avoid a worsening of the child health status. In this sense, we would have a relationship of causality in both directions: health expenditures affecting health, and health affecting health expenditures.

Conclusions
The study results showed that the probability of expenditure on medicines for children was strongly affected by family socioeconomic characteristics, as well as maternal education level (at the child’s birth), and evidently by the child’s health status. Expenditure on medicines was almost 20 % less likely in those considered ‘healthy’ children and almost 8 % more likely in those with private health insurance coverage. Our results agree with those found in the literature [7] showing that health care expenditure is more likely among families with higher per capita income and higher education level of the head of household.
In the light of that, public policies should be developed and implemented to ensure proper functioning of public health services so that low-income children can get any medical care they need without imposing further financial burden on their families. It allows these families to allocate their budget to other important aspects of their children’s life, such as food, education, leisure time, without compromising their health care.

Acknowledgements
This article is based on data from the study “Pelotas birth cohort, 2004” conducted by Postgraduate Program in Epidemiology at Universidade Federal de Pelotas. The 2004 birth cohort study is currently supported by the Wellcome Trust Initiative entitled Major Awards for Latin America on Health Consequences of Population Change. Previous phases of the study were supported by the World Health Organization, National Support Program for Centers of Excellence (PRONEX), the Brazilian National Research Council (CNPq), the Brazilian Ministry of Health, and the Children’s Mission.

References
1.
Chernew M, Newhouse J. Health care spending growth. In: Pauly MV, McGuire T, Barros PP, editors. Handbook of Health Economics. Elsiever; 2012.

2.
Newhouse JP. Medical care costs: how much welfare loss? J Econ Perspect. 1992;6(3):3–21.PubMedCrossRef

3.
Brasil Ministério da Saúde. Avaliação econômica em saúde: desafios para gestão no Sistema Único de Saúde in Ministério da Saúde, Secretaria-Executiva, Área de Economia da Saúde e Desenvolvimento. Brasília: Editora do Ministério da Saúde; 2008.

4.
Silveira FG, Osorio RG, Piola SF. Os gastos das famílias com saúde. Ciência e Saúde Coletiva. 2002;7(4):719–31.CrossRef

5.
Medici AC. Family expenditure on health in Brazil:some indirect evidence of the regressive nature of public expenditure in health. Soc Dev Div. 2003;129.

6.
Alves D. Gastos com saúde: uma análise por domicílios para a cidade de São Paulo. Pesquisa e Planejamento Econômico. 2001;31(3):479–93. Pesquisa e Planejamento Econômico, 2001. 31: p. 479–93.

7.
Andrade MV, Lisboa MB. Determinantes dos gastos pessoais privados com saúde no Brasil. In: Livro do IPEA. Cedeplar: Universidade Federal de Minas Gerais; 2002.

8.
Musgrove P. Family health care spending in Latin America. J Health Econ. 1983;2(3):245–57.PubMedCrossRef

9.
Parker SW, Wong R. Household income and health care expenditures in Mexico. Health Policy. 1997;40(3):237–55.PubMedCrossRef

10.
Rous JJ, Hotchkiss DR. Estimation of the determinants of household health care expenditures in Nepal with controls for endogenous illness and provider choice. Health Econ. 2003;12(6):431–51.PubMedCrossRef

11.
Muhammad Malik A, Azam Syed SI. Socio-economic determinants of household out-of-pocket payments on healthcare in Pakistan. Int J Equity Health. 2012;11:51.PubMedCentralPubMedCrossRef

12.
Angulo AM et al. An analysis of health expenditure on a microdata population basis. Economic Modelling. 2011;28(1–2):169–80.CrossRef

13.
Lino M. Expenditures on Children by Families, 2010; in U.S. Department of Agriculture, Center for Nutrition Policy and Promotion. Miscellaneous Publication No. 1528-2010.

14.
Barros AJD et al. Coorte de nascimentos de Pelotas, 2004: metodologia e descrição. Revista de Saúde Pública. 2006;40:402–13.PubMedCrossRef

15.
Santos IS, et al. Cohort profile: the 2004 Pelotas (Brazil) Birth Cohort study. Int J Epidemiol. 2010.

16.
Maddala GS. Limited-dependent and qualitative variables in econometrics. Econometric Soc Monogr. 1985.

17.
Baltagi BH. Econometric analysis of panel data. 5th ed. Chichester: Wiley; 2013.

18.
Cameron AC, Trivedi PK. Microeconometrics using stata. College Station, Texas: Stata Press; 2010.

19.
Manzi F et al. Out-of-pocket payments for under-five health care in rural southern Tanzania. Health Policy Plan. 2005;20 Suppl 1:i85–93.PubMedCrossRef

20.
Nabyonga Orem J et al. Health care seeking patterns and determinants of out-of-pocket expenditure for malaria for the children under-five in Uganda. Malar J. 2013;12:175.PubMedCentralPubMedCrossRef

21.
Oliveira EA et al. Uso de medicamentos do nascimento aos dois anos: Coorte de Nascimentos de Pelotas, RS, 2004. Revista de Saúde Pública. 2010;44:591–600.PubMedCrossRef

22.
Berman P et al. Does maternal employment augment expenditure for children’s health care? A test from Haryana, India. Health Transition Rev. 1997;7:187–204.

23.
Boing AC, Bertoldi AD, Peres KG. Desigualdades socioeconômicas nos gastos e comprometimento da renda com medicamentos no Sul do Brasil. Revista de Saúde Pública. 2011;45:897–905.PubMedCrossRef

24.
Case A, Lubotsky D, Paxson C. Economic Status and Health in Childhood: The Origins of the Gradient. Am Econ Rev. 2002;92(5):1308–34.CrossRef

25.
Galbraith AA et al. Out-of-Pocket Financial Burden for Low-Income Families with Children: Socioeconomic Disparities and Effects of Insurance. Health Serv Res. 2005;40(6p1):1722–36.PubMedCentralPubMedCrossRef

26.
Gotsadze G et al. Health care-seeking behaviour and out-of-pocket payments in Tbilisi, Georgia. Health Policy Plann. 2005;20(2005):232–42.CrossRef

27.
Xu K et al. Household catastrophic health expenditure: a multicountry analysis. The Lancet. 2003;362(9378):111–7.CrossRef

28.
Diniz BPC, et al. Gastos das famílias com saúde no Brasil: evolução e debate sobre gasto catastrófico, in Livro do Ipea. 2007.



Competing interests
The author(s) declare that they have no competing interests.

Authors’ contributions
MST and CAOT participated in the project design, writing of the article, critical review of the relevant literature and revision of the intellectual content and data analysis and interpretation. ADB, PAJ and AJDB participated in the writing of the article and data analysis and interpretation. AM and IS participated in the writing of the article. All authors read and approved the final manuscript.


OEBPS/A12939_2015_180_Fig3_HTML.gif
awoou)

Income decile

®m12months M24months =48 months

12345678910
Income decile

g 2 2 g9 9 ©°
8 88 8RR =18
awoou|

11943 40 310Ul 10 %ST Buipuads sayljue) %

= 48 months

m12months 24 months

888Kk =e-°

2nypuaTXa OU YA SluIE} 5%

123456782910

Income decile

m12months M24months 48 months

12345678910
Income decile

28288829 °
8 ] 8 R 28
awoouy

11943 J0 2.0u 10 30T Bujpuads sayjwe; 3

®12months ®24months w48 months






OEBPS/sidebar.gif





OEBPS/contact.gif





OEBPS/A12939_2015_180_Fig1_HTML.gif
Average spending (BRL)

12 months

G 8B 8R&EE

B

s 7%4

PR
123456780910

Income decile

——Medicines

—— Medical care

——Tests and xrays

~———Private health insurance

24 months 48 months

s s

© w
i L
830 Ex
izs izs

20 20
gxs !15

10 <10

s s

. =—7\ .

12345678910 12345678910
Income decile Income decile

= Medicines = Medicines
~———Medical care ~——Medical care
——Tests and xrays —Tests and xerays

——Private health insurance

——Private health insurance






OEBPS/A12939_2015_180_Fig2_HTML.gif
Medicines Medical care
55— a5
g g
8 35 B 35
30 230
T 25
g2 g2
15 815 —
10 0
s g 5 ﬁ-eé‘
0 o = T
123456780910 12345678910
Income decile Income decile
=12 months ———24 months ——48 months =12 months ——24 months 48 months
Tests and x-rays Private health insurance
a5 45
R = 4w
& 35 g 35
23 230
R R
g2 g2
g5 — g 15
§ 10 E 10
z s H

0 e ™S

123456783910
Income declle

=12 months =24 months ———48 months

123456728910
Income decile
——12 months ——24 months —— 48 months






