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Note to readers

This publication was conceived, prepared, and finalized in a period before
the COVID-19 pandemic. Some of the situations described in this publication
may have been exacerbated by the health, societal, and financial impacts
of the COVID-19 pandemic. Readers may like to bear these impacts in mind

as they reflect upon the findings described in this publication.
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Introduction

The importance of promoting gender equality is now widely established and this is
evidenced by its inclusion as one of the Sustainable Development Goals (SDGs): SDG 5
Achieve gender equality and empower all women and girls. Gender equality in health is
an integral dimension of sustainable development, and it is critical to apply a “gender

lens” to all aspects of the health system, including financing mechanisms in health.

Out-of-pocket payments (OPPs) are a commonly used financing mechanism in the
health sector, although, as this report argues, it is more useful to employ the wider
notion of out-of-pocket expenditure (OPE). OPE constitutes an essential part of health
care financing, and this report starts with an overview of some of the mainstream
literature on different aspects of OPE, including how it is measured. The report then
goes on to discuss what a gender analysis of OPE can contribute to debates around
health care financing, and in particular what it offers for wider debates around poverty

and inequality.

Drawing primarily on data from Bolivia (Plurinational State of), Guatemala, Nicaragua,
and Peru, the report provides an in-depth examination of the gender dimensions of OPE

in Latin America before offering some final conclusions.
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Out-of-Pocket Expenditure

in Health

Concern about the impact of OPPs in health
first emerged in the 1990s as Mexican
researchers identified their impoverishing
effects on households and advocated the
importance of financial protection in health
(Knaul et al. 2006). OPPs are considered to
be the most inefficient and inequitable
way of financing a health system. They
place the greatest burden on households
and individuals, who are often then forced
to choose between satisfying other basic
needs - such as education, food, and
housing - or spending on health care and
saving loved ones from illness, suffering,
and shortened life spans (Knaul et al. 2006,
p.1829). OPPs are defined as direct payments
made by individuals to health care providers
at the time of service use. This excludes
any prepayment for health services, for
example, in the form of taxes or specific
insurance premiums or contributions and,
where possible, net of any reimbursements
to the individual who made the payments
(WHO 2021a).

However, for many, the broader concept
of OPE is more useful and a better reflection

of what occurs in practice. This encompasses
direct payments for medicines, copayments,
coinsurance rates, and deductibles. As
evidenced in the wider literature, OPE often
includes transportation costs and costs
related to hospitalization; this can, for
example, include the need to pay for food
and bedding for hospital patients as well as
any costs incurred by those accompanying
the patient, especially if this involves a
stay away from home (Acharya et al. 2016,
Mcintyre et al. 2006).

The wider literature also highlights the
importance of considering the indirect
costs associated with illness, such as costs
due to lost labor, lost earning potential,
and reduced productivity (Leatherman and
Jernigan 2014, Mclintyre et al. 2006). Yet, as
criticsargue, very few of these “hidden costs”
are recorded for the provision of goods and
services within health systems but often
act as a significant barrier to access, even
where services such as maternity care may
be free (Acharya et al. 2016).



A small number of studies also highlight the
importance of considering additional ad hoc
“under-the-table” costs that may be imposed
on health care users at the point of service
delivery.Forexample,research in Hungary found
that women were making cash payments to
ensure continuity of care and the presence of a

Financial
Protection

Concern over the impact of OPPs
on household poverty levels is not
new, and the importance of financial
protection in health, particularly for
poor households, has been one of the
driving factors behind the growing calls
for universal health care coverage (Sen
etal.2018, WHO 2014). The importance of
replacing OPPs for health care with other
approaches to health care financing -
such as through increasing risk pooling
via social insurance schemes and
prepayment for services - was a central
theme in the World Health Organization
(WHO) World Health Report 2010,
Health Systems Financing: The Path to
Universal Coverage (Bennett et al. 2010,
p. 2). WHO defines financial protection
as the point where “direct payments
made to obtain health services do not
expose people to financial hardship

Out-of-Pocket Expenditure In Health
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named doctor during their prenatal care and at
the point of giving birth (Baji et al. 2017). Given
the breadth of OPE in health, there is a clear
need for more detailed empirical research that
seeks to understand its impact on households
and individuals, and promotes more effective
financial protection mechanisms.

2

and do not threaten living standards.”
(WHO 2021b).

Financial protection is measured
using two indicators: the incidence of
catastrophic and impoverishing health
expenditures. These two indicators are
solely determined by the extent towhich
OPPs absorb households’ financial
resources (WHO 2021a). In 2014, the Pan
American Health Organization (PAHO)/
WHO Strategy for Universal Access to
Health and Universal Health Coverage
was adopted in the Region of the
Americas. By adopting this resolution,
governments of the Region have
committed to work toward eliminating
direct payments in health and toward
securing financial protection for all
households.

" Strategy for Universal Access to Health and Universal Health Coverage. 53rd PAHO Directing Council, 66th Session of the Regional Committee

of WHO for the Americas, document CD53/5, Rev. 2 (2014).
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The Limitations of Financial

Protection Measures

Within the academic literature, there is a
growing contention that these conventional
measures of financial protection are
limited and do not fully capture the
multidimensional nature of what lies
behind households’ ability to achieve
financial protection
al. 2011, Ruger 2012). One critique is that
catastrophic and impoverishing spending

(Moreno-Serra et

metrics rely on out-of-pocket medical
expenditures reported in surveys. Health
care expenditure is deemed catastrophic
where it exceeds a certain percentage of a
household’s annual expenditure excluding
expenditure for food. There is no consensus
regarding this percentage threshold, but it
has commonly been set at 40% (Dyer et al.
2013, Xu 2005). Nevertheless, this does not
mean that spending under this threshold
does not also jeopardize the satisfaction
of basic needs for household members;
and where households are surviving at
subsistence levels, even a small proportion
of current consumption diverted to health
care might push them into, or further into,
poverty (Flores 2008, p. 1398).

K

Moreover, the reliance on survey data
is also problematic because people may
underreport spending levels, particularly
where these are incurred through debts
or obtaining credit from health providers
or other sources (Van Damme et al. 2003).
Furthermore, poorer individuals often
cannot afford to use health services, and
therefore report very low or no health
spending, and will consequently often be
included among those considered protected
against financial catastrophe (Moreno-Serra
et al. 2011).

From a gender perspective, there are
also wider concerns around how surveys
themselves are conducted. As McDowell
(1992, p. 405) notes, male researchers
may privilege male respondents without
considering whether the information
so obtained is systematically biased.
Moreover, feminist scholars have built on
these concerns to question the limitations
of what household-level surveys can reveal
about the gendered nature of poverty and
household expenditure (Kabeer 1997, Razavi
1999, Whitehead and Lockwood 1999). This is

discussed in more detail below.



Another shortcoming of current financial
protection measures is that the indicators
do not reflect how these payments are
financed by households, and in particular
they fail to capture either the long- or
short-term financial impacts of coping
strategies adopted by households to pay for
health care expenditure (Flores et al. 2008,
Moreno-Serra et al. 2011). Coping strategies
frequently include borrowing money and
selling assets, and these responses are
likely to have clear gender dimensions to
them. Coping strategies for dealing with
health expenditures are widely discussed
in the health literature (see Chapter 7),
but little attention has been given to the
gender dimensions of these strategies.
Nevertheless, studies suggest that, at least
in the short term, small but frequent health
shocks are found to be easier to deal with
than large or persistent shocks, such as
disability or chronic illness (Gertler and
Gruber 2002, cited in Flores et al. 2008).

Given the prevailing gender division of
labor, women are more likely to have to take
on responsibility for caring for household
members affected by poor health, and
this will constrain their participation in
the labor market. Drawing on data from
a time-use study conducted in Santiago,
Chile, researchers found that, in households
where there were bedridden dependents,

Out-of-Pocket Expenditure In Health
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in about 50% of cases the main caregiver
was female, compared to about 17% of
cases where the main caregiver was male
(Matamala et al. 2011). Evidence from Chile
suggests that women are then either
unable to participate in paid work or often
take on poorly paid, part-time, “flexible”
work, as they believe this will allow them
to combine paid and unpaid work. However,
they often face poor working conditions
and potentially high levels of stress, which
may in turn impact negatively on their
own health (Gideon 2014). This raises clear
concerns around the longer-term gendered
impacts of coping strategies and the ability
to pay for OPEs.

Nevertheless, the longer-term impacts
will also vary, not only according to the
type of coping strategy employed but also
the nature of the household itself and
the social identity of household members.
For example, research from Peru suggests
that in the absence of a fully functioning
social insurance program, low-income
households can be hard hit by catastrophic
health care spending and, over the longer
term, may divert resources intended for
education costs to cover the shortfall, thus
raising concerns about intergenerational
transfers of poverty (Diaz and Valdivia 2012).
This points to the importance of age of
household members, but at the same time,
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wider research highlights the importance of
gender differences in terms of whether girls
or boys drop out of school in resource-poor
households (Rees 2017). Care must be taken
to avoid overgeneralizations, and there is

Universal Health Coverage

as a Response to

Out-of-Pocket Expenditure

An important response to growing concerns
around OPEs and the need for financial
protection in health has been the push
toward universal health coverage (UHC).
The drive toward improving UHC and
access, particularly in the context of the
2030 Agenda for Sustainable Development
and the SDGs, has focused attention on

questions of financial protection in health.?

Given the importance of financial barriers
to health care access, it was widely believed
that the introduction of social insurance
programs in Latin America and beyond
would go some way toward eliminating
OPEs in health (WHO 2010a). Across much
of Latin America, there has been a range
of policy initiatives aimed at incorporating
larger proportions of the population into
social insurance schemes, such as Seguro
Popular in Mexico, and Seguro Integral de
Salud in Peru, as well as the Plan AUGE in

a clear need to consider these issues on a
case-by-case basis, taking into account the
specificities of each different context.

Chile, which is oriented toward ensuring
financial protection for households for a
specific list of health conditions that can
potentially incur the highest level of cost
(Atun et al. 2015). Moreover, in 2015, Chile
passed Law No. 20.850, more commonly
known as the Ricarte Soto Law, which
expands financial protection in health to a
range of high-cost medications needed to
treat oncological or immunological health
conditions as well as rare or infrequent
diseases (Superintendencia de Salud 2021).

However, despite these important
in the

there is still considerable evidence that

advances toward UHC region,
significant inequalities in health are not
being adequately addressed, and often
these inequalities are particularly shaped
by class, race, and gender (cf. Nigenda et al.
2015, Restrepo-Méndez et al. 2015, Rotarou
and Sakellariou 2017).

2 Strategy for Universal Access to Health and Universal Health Coverage, 53rd Directing Council, 66th Session of the Regional Committee of

WHO for the Americas, Agenda ltem 4.3, point 13.



Has the Move Toward

Universal Health Coverage Reduced
Out-of-Pocket Expenditure?

Research from Latin America similarly
reported that, despite the implementation
of socialinsurance programs, such as Seguro
Popular in Mexico and Plan AUGE in Chile,
OPEs continue to be a problem for many
households (Galarraga et al. 2010, Grogger et
al. 2014, Koch et al. 2017, Ortiz-Rodriguez and
Small 2017). This is echoed by findings from
other regions, where the existence of social
insurance and other financing mechanisms
has not eliminated the burden of OPEs,
particularly for some specific diseases
and health care services. For example, a
study of catastrophic health care spending
for those suffering from diabetes in low-
and middle-income countries found that
the disease is associated with a greater
chance of catastrophic spending, and that
insurance is not associated with greater
medication possession rates or lower rates
of catastrophic spending (Smith-Spangler
et al. 2012, p. 323). Other studies conducted
in Ghana, India, and Nigeria also reported

high levels of OPEs despite the introduction
of free maternal health care services for
women (Dalinjong et al. 2018, Govil et al.

2016, Kalu-Umeh et al. 2013).

Out-of-Pocket Expenditure In Health
The Need for a Gender Analysis

The ongoing occurrence of OPE despite
the apparent removal of financial barriers
suggests that there is a range of other
factors that continue to shape access
to health care services (Dzakpasu et al.
2013). As some of the studies cited in
this report suggest, the challenges in the
implementation of programs to remove
financial barriers to health can mean that
health care users continue to endure the
use of OPE.

An extensive number of studies have
pointed to the importance of understanding
the role of gender relations and social
norms around specific health issues in
order to fully understand the ways in which
women and men use health care services
(see studies contained within Gideon 2016).
There is also a growing body of literature,
much with a specific focus on Latin
America, that also points to the importance
of taking into account other social identity
markers, particularly race and ethnicity, and
how low-income, indigenous women are
frequently marginalized from health care
settings and are subject to multiple aspects
of discrimination - on grounds of gender,
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but also race and ethnicity, language, class,
and location (see for example Ewig 2010 on
Peru, Smith-Oka 2015, Goncalves Martin 2016
on Venezuela [Bolivarian Republic of], Morales
2018 on Bolivia [Plurinational State of]).

However, in recent years, there has been
growing recognition of the importance of
intersectional analysis in health and how
a failure to undertake such analysis can
“seriously distort our understanding of
how inequality works, and who actually
bears much of its burdens” (Sen and Ostlin
2008, p. 2). Springer at al. (2012, p. 1661)

Out-of-Pocket Expenditure and

Coping Strategies

The issue of the impact of health-related
OPE on households has been an important
concern within both the Global North and
South?®, and there is a relatively extensive
body of literature that maps different
country-level and regional experiences. The
literature points to a consensus across both
the Global North and South on the range of
coping strategies adopted by households
and individuals in response to payment of
OPE; although some strategies will be more
commonly found in particular contexts at
particular times, and care must be taken

provide a useful explanation of what an
intersectional analysis entails:

[Intersectionalityis]anapproach
that  explores simultaneous
intersections between aspects of
social difference and identity (e.g.
as related to meanings of race/
ethnicity, indigeneity, gender,
class, sexuality, geography, age,
disability/ability, migration status,
religion) and forms of systemic
oppression (e.g. racism, classism,

sexism, ableism, homophobia).

not to overgeneralize. This notwithstanding,

common responses identified in the

literature include:

 Cutting back on consumption (including
food, clothing, and leisure activities);

» Use of savings or credit cards;

» Selling assets;

« Borrowing money from family and/or
friends;

« Borrowing money from other sources;

» Family members taking on additional
paid work;

3“The use of the phrase Global South marks a shift from a central focus on development or cultural difference toward an emphasis on geopolitical

relations of power” (Dados and Connell 2012, p. 12).



* Non-compliance with medical

treatments and/or prescription
medicines;

« Skipping medical appointments (cf.
Dalinjong et al. 2018, Head et al.
2018, Onah and Govender 2014, Ortiz-

Rodriguez and Small 2017).

A large proportion of the research on OPE
has tended to favor quantitative analysis,
drawing on data that are available on
household spending in health via existing
household-level surveys. Using such an
approach, research from Latin America has
shown that there is considerable variability
in the prevalence of catastrophic spending
on health among countries. While in Costa
Rica only 1% of households were affected
and in Brazil this rose to 2%, in Argentina,
Guatemala, Nicaragua, and urban Chile
10-15% of households were affected (Knaul
et al. 2012, p. 75). The study highlights that
household composition and location are
also factors in determining the impact of
catastrophic health care spending, with
the study identifying rural households and
households with children or older adults
also being at risk.* Rural households are
more likely to incur greater OPE compared
to urban households because of supply-side
constraints within the health system (Knaul
et al. 2012).

Out-of-Pocket Expenditure In Health
The Need for a Gender Analysis

Other country-level studies in and from
the region also highlight the importance
of location of households, and detect
rural and urban differences in household
levels of spending on OPE. Grogger et al.
(2014) examine the case of Mexico, where
despite the introduction of the social
insurance program Seguro Popular in 2004,
OPE continues to impact heavily on many
households, particularly in more remote
ruralregions. Giventhe high levels of poverty
within many rural communities - 27% of the
rural population live in extreme poverty,
and 16% are illiterate (Grogger et al. 2014, p.
597) - the impact of OPE can be particularly
problematic, pushing households into
downward spirals of poverty.

In the main, very little attention is given
to the gender dimensions of spending on
health-related OPE. In part, this relates
to the lack of gender-disaggregated data
available in household-level surveys (see
Chapter 9 for a more detailed discussion
of this), but it is also a result of the
ongoing gender blindness in both health
and economic research and policy-making
(Gideon 2016). Even less attention is given
to other social identity markers, such as
age, race, and ethnicity, despite the growing
acknowledgment of the importance of
intersectional understandings of health
(Springer et al. 2012).

4Although this in part depends on the ways in which catastrophic health expenditure is calculated. See Knaul et al. (2012) for a more in-depth

discussion.
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While not
studies have looked at OPE relating to

“gender-sensitive,” some

different health conditions, and within
these studies some attention is focused
specifically on the needs of women,
particularly where health services are more
“women-specific”; for example, maternal
health
conducted in Africa and Asia) and breast

care  (predominantly  studies
and cervical cancer services (predominantly
studies conducted in Australia and the
United States of America). Here, there is
more of a focus on qualitative research and
interviews conducted with small groups
of service users (Head et al. 2018, McGrath

2016, Pisu et al. 2014).

Although the discussion here is not
confined to research from Latin America
and the Caribbean, as the analysis suggests,
importantcorrelations canbe foundbetween
the experiences of the studies reported
here and the available evidence from Latin
America and the Caribbean. Research from
Ghana has focused on women’s experiences
of OPE in maternal health care following
the introduction of the National Health
in 2008. One central
objective of the policy was to eliminate

Insurance Scheme

OPPs in the area of maternal health, as
these were considered a major barrier to
women’s use of formal maternal health care
services. The research was conducted in
Kassena-Nankana Municipal District in the

Upper East Region of northern Ghana, one
of the poorest parts of the country. It found
that the National Health Insurance Scheme
did not cover all expenses in relation to
maternal health services, and that women
were still expected to cover a range of OPE.
In particular, women were asked to pay for
drugs, especially antimalarial drugs, as well
as ultrasound scan services. The research
found that systemic problems contributed
to the high cost of OPE for women; for
example, there was a lack of well-equipped
laboratories and personnel,
in the health

facilities. This meant that women were

qualified
particularly lower-level
frequently referred to private laboratories
for tests and scans, triggering additional
OPE (Dalinjong et al. 2018, p. 15).

Similarly, research in Nepal found that,
despite the introduction of free maternal
health care services, women were still
forced to make a range of OPEs, many of
which were “hidden.” The study drew on
findings in a questionnaire completed
by 348 postpartum women. It found that
at least half of the OPE made by women
and their families was attributed to food
and drink consumed during the hospital
stay (this included both the women and
accompanying family member), but other
costs included clothing and transport

(Acharya et al. 2016).



The importance of focusing on
intersectional inequalities when seeking to
understand the gendered impacts of OPE is
clear in the case of Peru. The anthropologist
Marisol de la Cadena has argued that
women are seen as more indigenous than
men, and that as a result they suffer from
different and more profound forms of social
exclusion (Cadena 1992, cited in Samuel
2016). This complex relationship between
gender, ethnicity, and inequalities is shown
in a publication by Samuel (2016). Samuel
found that women in more marginalized
indigenous Andean communities were still
being asked to make payments for maternal
health care related services despite the
implementation of Seguro Integral de Salud
(SIS), a comprehensive health insurance
program for the poor and workers in the
informal sector. This program had been
gradually expanded by the government since
the early 2000s. Historically, indigenous
groups were frequently excluded from the
health care system, where health care
entitlements were only granted to those
in formal employment. However, as critics
have argued, discrimination on the grounds
of ethnicity remains deeply embedded
within the system (Thorp and Paredes 2010,
Ewig 2010). Although under SIS indigenous
women were entitled to free maternal
health care services, they were being
asked to pay for use of the bed where they
delivered their babies, as well as food for

Out-of-Pocket Expenditure In Health
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the duration of their hospital stay (Samuel
2016). Here too, the ongoing presence
of OPPs has been attributed to supply-
side constraints and underfunding of SIS.
Following implementation of SIS, providers
at the local level are often not able to keep
up with the expanded demand for services
and are not provided with adequate
budgets to do so. Within this context, it
is not unusual to find SIS backlogged with
debts to hospitals and health networks
(Francke 2013, cited in Samuel 2016). As a
consequence, these financial problems are
often passed on directly to health users.

However, a potentially more worrying
cost incurred by poor families is an illegal
fee charged by health workers to parents
when they try to obtain certificates of live
birth for their new infants. These “under-
the-table” charges are especially common
where the delivery did not take place in
a health facility, thereby discriminating
against women who delivered at home.
A certificate of live birth is an essential
document. It is a prerequisite for obtaining
a birth certificate and is supposed to be
issued free of charge. Birth certificates are
the primary piece of identification needed
in order to be eligible for all sorts of other
benefits of citizenship, including enrollment
in public health insurance.

n
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Moreover, limiting access to citizenship
in this way raises significant concerns from
a human rights perspective and constrains
people’s ability to claim their rights and
entitlements. Yet, as Samuel (2016) notes,
these charges are often imposed by health
care workers who try to make up the
shortfall in their own budgets, which means
they are forced to pay for things such as
transport costs to visit patients out of their
own pocket. Here too, there are important
gender dimensions, given that the majority
of low-paid, low-status health care workers
are female. This is a pattern found across
much of the world, where employment
structures in health care tend to represent
a pyramid with a small number of well-paid,
powerful positions at the top of the pyramid
dominated by men, and a growing number
of women with a decreasing salary scale as
one moves down the pyramid (Gideon 2014).

Intersectional inequalities were
also highlighted as a key challenge in
research conducted in a malaria endemic
Cordoba
Department, Colombia. A study carried

municipality,  Tierralta, in
out among pregnant women with malaria
found a high level of OPE despite malaria
control interventions being provided free of
charge to health care users in Colombia. The
authors determined that the total median
costs associated with inpatient treatment
of a whole malaria episode were almost

USS 55, representing 18% of the monthly
minimum salary in the country at the time
of the study (USS 307). Transportation costs
and indirect costs (cost of time) were the
largest components. The highest costs, of
over USS$ 100, were estimated for women
who experienced two inpatient episodes
(Sicuri et al. 2018, p. 7-9). As the authors
contend, given that study participants were
from the poorest households, it is likely
that these OPEs constituted a significant
burden on household expenses. Moreover,
at least one-quarter of the participants
were indigenous women and part of the
Embera Katio community, who have suffered
the violation of their rights to land, their
economic independence, education, and
their culture (Sicuri et al. 2018, p. 10).

Research from beyond Latin America
also reinforces the need to look at how
other forms of inequality intersect with
gender. In the United States of America,
a small-scale qualitative research project
conducted among female breast cancer
patients found that OPE could account for as
much as 31% of women’s monthly income,
and that, within the research, racial and
ethnic minority women in particular were
most adversely affected (Pisu et al. 2014).
The study found that many of the women
interviewed reported that the financial
“toxicity” of OPE had consequences for the

care of survivors, potentially leading to



lower adherence to prescribed medications,
forgone medical care, or reduced spending
on basics such as food or clothing (Pisu et
al. 2014). The research also considered age
as a factor and found that older women
were particularly adversely affected and
concerned about the longer-term impact of
reducing consumption, losing their safety
net, and falling into debt.

Research in South Africa also found that
black women, particularly those not in full-
time employment, were most likely to be
adversely affected by OPE (Dyer et al. 2013).
Other studies have also highlighted the
importance of age of household members
in determining the impact of OPE (Koch
et al. 2017). Indeed, data from Bolivia
(Plurinational State of) have shown how
OPPs are greatest for women and men in
the 65+ years age group (averaging Bs 973
and Bs 674 per person, respectively), but it is
in the age range of 45-65 years that women
are likely to spend twice the amount on OPE
compared to men (Bs 927 and Bs 475 per
person, respectively) (Prieto and Montanez
2017, p. 15). This reinforces the importance
of looking at how OPE can change across
the life course.

In another study with both male and
female cancer sufferers in the United States
of America, many respondents reported
that they were not able to deal with the
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financial implications of their illness early
on because they were focused on the
disease and its physical and emotional
ramifications. Moreover, other respondents
had no understanding of their personal
financial responsibility or how much
they would owe for treatment until they
received the bills (often weeks to months
after their diagnosis). These factors were
disadvantages to them, as they missed
opportunities to plan and offset the
financial ramifications of their illness (Head
et al. 2018, p. 984). One important aspect
raised in this study, but often neglected in
the debate around OPE, is the emotional
impact these can have alongside the health
implications of being ill and having to incur

the costs in the first place (Head et al. 2018).

While it has not been possible to locate
any analysis of intra-household decision-
making around the use of or allocation of
economic resources in relation to OPE, a
qualitative study conducted with cancer
sufferers in Australia examined gender
differences in the use of credit cards to
pay for OPE (McGrath 2016). The analysis
found that women were no more likely than
men to reject or minimize the use of credit
cards for dealing with the associated OPE
they had to make. However, among those
respondents who did rely on credit cards as
a means for paying for OPE, women were
more likely to experience credit card use
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(McGrath 2016, p. 54). The income profile for
this group of respondents was varied and,
thus, there was no clear correlation with
income levels or type/regularity of income.

The Need for a
Gender Analysis

This chapter considers the importance
of looking at OPE through a gender lens.
It is important to locate the discussion
of “engendering” OPE within a broader
context of the gendered nature of health
systems. As the discussion presented here
argues, the gender division of labor means
that women carry out a large amount of
unpaid care work within the household, and
this unpaid work makes a significant but
unrecognized contribution to the production
and consumption of health care services.
As a result of this “care burden,” women’s
participation within the labor market is
constrained, while at the same time, gender
norms around women’s care work are
also used to justify paying lower wages to
women (Herrera et al. 2019). As this report
shows, this all has important implications
for OPE.

This chapter begins with a brief overview
of gender differences in OPE in Bolivia
State  of),
Nicaragua, and Peru, before examining in

(Plurinational Guatemala,

There is a need for further research to better
understand the gender dimensions of intra-
household decision-making around OPE.

7

more detail the importance of employing a

gender lens in the discussion of OPE. This
includes a range of factors, most notably the
need to take into account women’s unpaid
care work in any discussion of health policy,
including health financing mechanisms such
as OPE. Attention is also given to women’s
unequal insertion into the labor market, as
well as the gender gap in wages. Where
possible, data from Bolivia (Plurinational
State of), Guatemala, Nicaragua, and Peru
are used to illustrate the discussion.t

Equality advocates have argued that,
OPE is
systematically higher than that of men, at

in many instances, women’s
least in part because of the high financial
burden related to and paying for delivery
care and other reproductive health services
2012).

this view has been found in a range of

(Ravindran Evidence supporting
Latin American countries, including Brazil,
Ecuador, and Peru (WHO 2010b, p. 22). This
is reflected in the data from the four case

study countries (see Table 1).

5 In this context, engendering refers to the need to integrate a gender analysis into the discussion of OPE.

6 The review is mainly limited to published material in English.
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Table 1. Average Out-of-Pocket Payments by Sex; Bolivia (Plurinational State of), Guatemala, Nicaragua, and Peru

Men Women Total Women/Men ratio
I (59
Bolivia
(Plurinational 46 62 54 1.3
State of) (2014)
Guatemala 39 87 64 2.2
(2014)
Nicaragua
(2009) 44 66 55 1.5
Peru
(2015) 66 87 77 1.3
J

Note: Figures converted to US$ using currency exchange values as at 8 March 2021.
Source: Prieto and Montafiez 2017.

Prieto and Montanez (2017) demonstrate
that there is some variation by age group
but, in the main, women spend more on OPE
than do men across the life course. This is

Hernadndez Bello 2009, Sen and Govender
2015, Witter et al. 2017), little attention has
been given to the gender dimensions of
health financing mechanisms.

illustrated below for the case of Peru (see
Table 2). Yet, with few exceptions (Ewig and

Table 2. Individual Out-of-Pocket Payments as a Percentage of Household Out-of-Pocket Payments, by Age Group and Sex,
Peru, 2015

Age group Women/Men ratio
0-4 18.5 17.7 18.1 1.0
5-14 12.5 12.9 12.7 1.0
15-44 22.5 26.6 24.6 1.2
45-65 32.1 36.9 34.7 1.2
65+ 40.8 49.6 45.5 1.2
9 Total 23.7 27.8 25.8 1.2 )

Source: Prieto and Montafiez 2017, p. 32.
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Employing a gender lens to study OPE
is about more than just determining
whether women or men are more likely
to incur costs in the health sector. A
gender analysis involves paying attention
to the role of gender relations in the
production of vulnerability to ill health or
disadvantage within health care systems,
as well as the conditions that promote
inequality between the sexes in relation to
access and utilization of services (Gideon
2016). A detailed gender analysis also
recognizes the importance of other forms
of difference, notably race, socioeconomic
status, ethnicity, and age, which interact
with gender difference and can lead to
differential vulnerabilities and outcomes
(Springer et al. 2012).

Several recent studies have analyzed
the gendered nature of Latin American
health systems (Ewig 2010, Gideon 2014)
and shown how women’s health needs
are frequently reduced to those directly
their
Moreover, women’s voices are frequently

relevant to reproductive role.
excluded from decision-making processes
at all levels of the health system, including
from debates around economic resource
allocation (Mackintosh and Tibandebage

2006, Sen et al. 2018).

Given that an essential aspect of
achieving universal coverage in health
is the expansion of the share of health
expenditure financed by insurance or
prepayment mechanisms, it is essential
that there be a better understanding of
the gendered implications of resource
allocations. As the studies cited Chapter 7
suggest, the introduction of UHC schemes
has not always resulted in the reduction
in OPE, much of which is still incurred by
women. Several studies have identified
gender-specific barriers to different types
of insurance mechanisms, but one of the
most significant constraints is that access
to insurance schemes assumes that
individuals are employed in the formal
economy. In Latin America, both men and
women are informally employed. There
is evidence from across the region that
women are more likely to be informally
rather than formally employed and, thus,
less likely to be entitled to access health
insurance schemes, except as dependents.’
Women, in turn, are also more likely not to
take part in the labor market because their
access is often constrained by gendered
social norms. For example, research
from Nicaragua has shown that strong
gender norms around women’s household
responsibilities as well as a lack of
childcare facilities keep women out of the

labor market, particularly in rural areas

 Detailed data on gender differences in modes of employment and types of health coverage in Bolivia (Plurinational State of), Guatemala,

Nicaragua, and Peru can be found in Prieto and Montafiez, 2017.



(Herrera et al. 2019). Women excluded from
insurance schemes are potentially more
vulnerable to OPE as they may seek health
care through private providers, which may
require immediate payment (Gideon 2014).

Recognizing Unpaid Care Work

From a gender perspective, one of the
most central limitations of many health
policies has been the ongoing failure to
acknowledge the importance of the unpaid
care work that underpins the health and
well-being of individuals and households
(Folbre 1994). For example, Elson (1998,
p. 932) highlights the invisible costs that
can accompany changes in the organization

Out-of-Pocket Expenditure In Health
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of service delivery. While policy shifts may
appear to improve efficiency, in reality they
transfer costs from the monetary budgets
of the public sector, where they are visible,
to the time budgets of women in families
and communities, where they are generally
invisible. Feminist economists have long
argued for the need to recognize the
economic value of women’s unpaid care
work and acknowledge the contribution it
makes to the wider economy and society
(Folbre 1994, Himmelweit 1995, Power 2004).
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Unpaid care work is primarily carried out
at home. It can include tasks such as caring
for sick and older people, accompanying
family members to medical appointments,
cooking, cleaning, and child care. All these
tasks are essential in maintaining the
health and well-being of individuals and
households, and critics have argued that the
role of household-based unpaid care work
must be acknowledged in the production of
health care (Doyal and Pennell 1979, Gideon
2014, Mackintosh and Tibandebage 2006).

In Latin America, as in most other parts of
the world, unpaid care work is predominantly
supplied by women, and gendered norms
around roles and responsibilities mean
that women are frequently assigned prime
responsibility for the health and well-being
of household members.

Gender Differences in Time Use

Several recent studies from Latin America
have shown that, even when women take on
paid work, they retain their responsibilities
for unpaid care work at home (often referred
to as women’s care burden) and tend to work
for longer hours in the day in an attempt
to combine their paid and unpaid roles
(Amarante and Rossel 2017, Campana et al.
2018). In recent years, within Latin America,
considerable progress has been made in

terms of developing knowledge and a better
understanding of the gender differences in
time use. Regional data suggest that, on
average, women are responsible for two-
thirds of unpaid household work, while
men report engaging in one-third of the
activities related to household tasks, and
women work about one and a half hours
more per day compared to men (Gammage
2010). There is clear evidence that women
and men’s time use in Bolivia (Plurinational
State of), Guatemala, Nicaragua, and Peru
reflects these broader trends, and that in
each country women spend more time on
unpaid work than do men, and work more
hours per day overall than do men (Aguirre
and Ferrari 2013).

Why this All Matters for Out-of-
Pocket Expenditure

This work on time use is central to a gender
analysis of OPE. This is because evidence
from a wide range of countries has shown
that it is not just a financial burden that
is placed on households when someone
is ill; other indirect costs, particularly the
time burden, are also critical and may in
fact place a greater burden on households
than do the financial costs (Sauerborn et
al. 1996). While most research has failed
to acknowledge the gender dimensions of
these issues, Mcintyre et al. (2006, p. 862)



argue that there is evidence to suggest that
the indirect costs of ill health are greater
when women are ill:

More hours of productive time
are lost, largely due to the long
hours that women work relative to
men, particularly when household
maintenance activities are included.

Gender and Methodological
Constraints to Measuring Out-of-
Pocket Expenditure and Financial

Protection

Existing data on OPPs rely on household-
level surveys, but this points to a number
of shortcomings when considered from
a gender perspective. It is important to
note that household surveys also only
predominantly focus on OPPs in their
narrowest definition (see Chapter 2) and
do not capture the full range of OPEs.
Nevertheless, one immediate problem is
the lack of gender-disaggregated data
within such surveys. At the same time, there
is also an assumption that resources are
shared equally within households, when a
wide body of evidence has shown that this
is not the case.

Out-of-Pocket Expenditure In Health
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Studies from a range of middle- and
low-income countries have also found that
indirect costs of ill health have a greater
burden on lower-income households than on
higher-income households (Mcintyre et al.
2006, Neilson et al. 2008). These “invisible”
costs are rarely captured in discussion of
the impact of OPE, but more attention needs
to be given to these aspects of the cost
burden of ill health if more gender-equitable
outcomes are to be achieved.

As Whitehead and Lockwood (1999,
p. 536) argue:

Lying behind the
household approach is an implicit

aggregated

assumption of pooled income
within the
household, despite considerable

and consumption

evidence to the contrary.

Moreover, female-headed households
become a “proxy” for all women (Bradshaw
et al. 2017). Yet, research has shown that, at
least in a Latin American context, female-
headed households are not necessarily
“the poorest of the poor,” and, in some
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contexts, female-headed households may
indeed be better off than male-headed
households (Chant 2015, Liu et al. 2017).

Furthermore, the category of female
headship lumps together categories of
household,generatedbydifferentprocesses
atdifferentlife cyclestagesandfordifferent
reasons, which are likely to have a variety
of socioeconomic circumstances and
opportunities (Whitehead and Lockwood
1999, p. 537). As Bradshaw et al. (2017)
note, a more challenging issue is to focus
on the difficulties faced by single-earner
household heads in accumulating assets. A
recent small-scale study conducted in Peru
reflects on many of the challenges faced
by women who become single mothers,
particularly the need to balance their
paid and unpaid responsibilities (Alvarado
and del Carmen Vilchez 2015). This is also
highlighted in work from Nigeria, where,
in many poorer communities, widowed
women in particular often face greater
challenges in paying off debts incurred
from OPE in health. This is because they
frequently lack an asset base and have
more limited options to draw on than do
dual-earner households, and are forced to
resort to hard, manual labor to generate
an income and cut down on food as
strategies toward settling the debt (Onah

and Govender 2014, p. 8).

An extensive body of feminist research,
including from across Latin America, has
documented how gender differences in
accessto,controlover,and use of,resources
within households can frequently lead to
“secondary poverty” among women and
children in “non-poor” households. Studies
have also warned over the limitations
of a sole focus on income poverty given
the multidimensional nature of poverty.
However, this is also not reflected in
household-level surveys, which continue
to rely on income poverty.

A well-established body of research
has shown how, within male-headed
households, women can experience both
gendered “power poverty” (whereby
women and girls are unable [because
of fear of violence or abandonment] or
unwilling [because of deeply embedded
gendered norms] to contest or resist male
privilege or prerogatives) or time poverty
(the lack of opportunity to sleep and rest -
often as a consequence of the unpaid care
burden) (cf. Bradshaw 2013; Chant 1997,
2007, 2009; Gammage 2010). As Bradshaw
et al. (2017, p. 4) argue, power poverty and
time poverty often interrelate with one
another and may be more important in
perceptions of poverty than limited access
to income per se. It is this type of nuance

that is often missed in large-scale survey



data, and there is a clear need for such
analyses to be complemented by smaller-
scale analyses that draw attention to the

Gender and Intra-Household

Decision-Making

The importance of “unpacking” the nature
of intra-household relations and decision-
making around resource allocation has been
well established within feminist research
(Agarwal 1997). Nevertheless, despite these
insights, health policies, and most notably
health financing strategies, often contain
implicit assumptions about the unitary
nature of households and assume that
resources are equally allocated among all
members of the household. The majority of
policymakers also fail to reflect on changing
social understandings and experience of
women’s financial dependence or autonomy
within the household and their role in
health care decisions (Mackintosh and
Tibandebage 2006). This can have important
implications for how people use health
care systems and for health outcomes. It
is particularly pertinent when considering
the gender-differentiated impacts of OPE
(i.e., how women and men are affected
differently by OPE).
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lived experiences of those experiencing
the direct impacts of OPE.

It is also important that intra-household
relations not be oversimplified into sets
of opposing and individual interests of
women and men (Jackson 1996). Concern
has also been expressed over the ways in
which research findings have been turned
into “gender myths,” such as women’s
inherent altruism and their dedication to
maintaining family well-being in the face
of crisis (Cornwall et al. 2007, Gonzélez de
la Rocha 2007). One such example is the
popular consensus that women’s income
is dedicated to household spending, such
as food, and is primarily oriented toward
maintaining household health and well-
being. In contrast, it is claimed that men
tend to spend theirincome on more personal
items (Jackson 1996). While it is not the goal
of this study to question the validity of such
data, as Jackson suggests, it is necessary to
also look closely at the specific context in
which such spending occurs.
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Female altruism is often shaped by
women’s disempowerment within the
household and due to a lack of alternative
choices, rather than women’s “inherent”
maternal instincts (Brickell and Chant 2010,
Chant2007,Kabeer1997).In contrast, because
men tend to disregard household well-
being and often spend money on alcohol,
tobacco, and drugs, women are therefore
prevented from acting in overt self-interest
(Brickell and Chant 2010, p. 149). These
assumptions have shaped and permeated
policy interventions such as conditional
cash transfer (CCT) programs with a health
component, which are designed - at least
in part - to alleviate OPE on health among
poorer households. Moreover, CCTs have
been widely critiqued for the exacerbation
of gender inequalities, most notably in
relation to gender roles and responsibilities
(Molyneux 2006, Cookson 2016).

Within the health
attention has been given to the importance

literature, some
of intra-household decision-making. For
example, some authors have argued that
better health outcomes are linked to
women’s financial autonomy and have
advocated increasing women’s income as a
means to promote better health (Adjiwanou
and LeGrand 2014, Pennington et al. 2018,
Singh 2015). However, some of this work has

failed to fully engage with the complexities

of what goes on within households. In
particular, it tends to reinforce the gender
myths around women’s altruism and is
often centered around policies focusing on
women’s maternal role.

In contrast, a small number of recent
studies have provided more nuanced
analyses of intra-household decision-
making around health-seeking behavior
(Tolhurst et al. 2008, Richards et al. 2013)
and how this can change across the life
course (Tolhurst et al. 2016). In their study,
Tolhurst et al. (2008) found that, where
women did earn more income and became
more independent, male family members
then started to shirk their responsibilities
for contributing toward the cost of health
that

women’s “ownership” of children, they

care treatment, claiming given
were therefore responsible for paying for
treatment. Understanding the allocation
of resources within the household is
particularly important in the context of the
increased privatization of health care and

the ongoing financial burden of OPE.

A recent study from Nigeria has shown
that,
health care may be jointly made, men tend

although decision-making around

to be the custodians of household finances,
particularly in rural areas. This leads to men
ultimately controlling the ways in which



resources are spent on health care, and
some men have reported that women spend
money unnecessarily and that women’s
health care needs are at times considered
“frivolous,” and so women tend to resort
to using informal health care provision
(Onah and Horton 2018). Moreover, women
are often considered to be more vulnerable
to poor health and thus likely to incur
greater expenditure in relation to health
care, although the study found that men
were more likely to use formal health care
services when they were sick compared to
women (Onah and Horton 2018). Although
comparable research in the Latin America
and the Caribbean region has not been
identified, these findings point to the
importance of considering how gendered
power dynamics within the household both
affect and are affected by OPE spending in
health, and what this potentially means
for gender-differentiated use of health
care services. Within the region, there
is an urgent need for more studies that
seek to understand the gender dimension
of economic decision-making within the
household, and for policymakers to draw
effectively on this knowledge.

Strong gender norms that reinforce
within  the
household remain widespread in Peru. They

women’s gendered roles

tend to limit women’s access to decision-
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making processes, particularly around
resources, both within the household
and at community level (McNulty 2015,
Nagels 2016). While important advances
have been made in terms of developing
“pro-gender” policies in Peru, significant
constraints continue to limit their effective
implementation (Boesten 2010). As long as
women remain marginalized from accessing
resources at all levels of the economy, this
points to serious concerns around most
women’s ability to cope with the impact of

OPE in health.

Although not specifically focused on
health-related decision-making within the
household, research conducted in Bolivia
(Plurinational State of), Guatemala, and Peru
with rural, indigenous households highlights
the strong and relatively rigid gender roles
and responsibilities within households. It
also suggests that women often have only
limited access to decision-making processes
around health and resources (McNulty
2015, Nagels 2016, Wehr and Tum 2013.)
Moreover, evidence from Peru has shown
how women’s exclusion from economic
decision-making processes extends beyond
the household to the community level
(McNulty 2015). While men tend to be the
main decision-makers, in the Guatemalan
context, for example, extended family
members, particularly mothers-in-law, can
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also play an important role at the household
level (Wehr and Tum 2013). While there is a
need for further research, this suggests the
potential implications in relation to OPE.
Studies from India have highlighted the
complexity of decision-making processes
around health care spending for maternal
health, where extended family members
may not believe that certain costs are
justified and, as a consequence, women
may be denied access to certain maternal
health care services (Gideon et al. 2017).
Similarly, research in Ghana also sheds some

Gender, Households,
and Poverty

If, as discussed in the previous chapter,
household members do not share equal
access to resources within the household
and have different “fallback positions”
in times of financial difficulty, then it is
important that policymakers have some
understanding of the gendered nature of
poverty, as this will provide critical insights
into women and men’s differential ability
to cope with making OPE in health. As the
wider literature has shown, households
engage in a wide range of strategies to cope
with paying for health care. However, the
financial burden of OPE may affect women

light on the ways in which men question the
justification of women’s spending on their
own health, especially in relation to maternal
health care needs (Dalinjong et al. 2018). A
clearer understanding of gendered power
relations within households and the diverse
ways in which these shape decision-making
processes around health care expenditure is
vital.

more adversely than men if poverty is
itself gendered. In order to understand the
gendered dimensions of OPE, it is therefore
necessary to have a better understanding
of the gendered nature of poverty. The
following section presents the four country
case studies, to offer a better insight into
the ways in which gendered norms, roles,
and responsibilities shape not only the
differential impact of OPE on women and
men, but also their ability to pay and to
cope with the increased financial burden -
as well as the likelihood of them incurring
costs in the first place due to ill health.



Poverty, Gender, and Inequalities
in Bolivia (Plurinational State of),

Guatemala, Nicaragua, and Peru

Despite the presence of pro-gender equality
inall four of the case study countries, gender
roles have remained relatively fixed, with
women generally taking the role of primary
caregiver within the household. As some
of the indicators in Table 3 demonstrate,
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this unpaid care work has had a significant
impact on shaping women’s access to the
labor market and also in enabling women
to pursue jobs where they can earn a decent
salary. There are significant gender gaps in
women’s income levels and labor market
participation in all four countries.

Table 3. Selected Indicators for Bolivia (Plurinational State of), Guatemala, Nicaragua, and Peru

Bolivia

(Plurinational
State of)

Gini coefficient

Guatemala

48.4 48.7

Nicaragua

471 441

Estimated gross

income per capita
(2011 PPP US$)

Labor force

(% age 15 years
and older)

Urban

rate (%)2013-2014,
lay

Unemployment

to male ratio

Share of women
(%) in wage

nonagricultural
sector - 2010-2014,
lay

national product 4,695 7,610 5,132 9,081 3,150 6,389 8,939 13,655
participation rate 63.9 82.5 41.3 83.6 491 80.3 65.7 82.6
unemployment 47 3.0 3.3 3.1 7.3 9.2 4.6 3.9
rate (total) female 1.6 1.3 1.0 1.2
employment, 37 40 38 37

J

Source: PAHO et al. 2016, UNDP 2018.
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Given the significant presence of

indigenous communities in all four
countries, it is also vital that any exploration
of the gendered nature of poverty employ
an intersectional lens. Research from Peru
has found that the ethnic wage gap is much
greater among women workers compared
to men, and that the gender wage gap
is more significant among indigenous

workers compared to nonindigenous
workers. Indigenous women are particularly
disadvantaged. Not only are they paid the
lowest absolute wages, but their relative
situation in relation to the wage gaps has
not improved over time, whereas this is not
the case for men (Kolev and Sudrez Robles

2015).

Within Guatemala, a number of studies
document significant inequalities between
the nonindigenous (ladino) and indigenous
populations and all highlight different
aspects of the marginalization of indigenous
communities. Furthermore, different levels
of inequality between diverse ethnic groups
are frequently overlooked by researchers
and policymakers, and there is an urgent
need to develop a more informed picture
of the ways in which indigenous groups are
marginalized in different contexts (Canelas
and Gisselquist 2018). Rural, indigenous
populations are often doubly discriminated
against, both in terms of their rural location

and also in terms of their being indigenous,
and this constrains their access to decent
(Poder
and He 2015). For example, data suggest

income-generating opportunities

that across Guatemala women tend to be
concentrated in low-productivity activities,
making up 65% of such workers compared
with 53% of men. Gender gaps in pay and
earnings prevail and women earn, on
average, 66% of male wages (Gammage 2010).
As a consequence of this discrimination,
many indigenous, rural children experience
negative health impacts, as they and their
families are denied a decent quality of life
(Poder and He 2015).

Women in rural, indigenous households
are frequently highly marginalized. Several
studies highlight the exclusion of these
women from maternal health care services
and other reproductive health care services
(Castro et al. 2015, Chomat et al. 2014, Ishida
et al. 2012, Taylor et al. 2015). There is a
consensus withinthisresearchthatwomen’s
exclusion from services, particularly those
offering maternal health care services,
is often not about the cost of accessing
care, but about poor treatment received in
public health care services and also social/
cultural needs not addressed in formal
health care provision. Similar findings have
been identified in other parts of the region,

including Bolivia (Plurinational State of)



(Morales 2018) and Peru (Ewig 2010). As
these studies demonstrate, there is an
urgent need to focus on the impacts of
intersecting forms of (gender and ethnic)
discrimination, and an important aspect of
this is addressing cultural needs, which can
also be considered as forming an important

component of indigenous women’s
empowerment.
The marginalization of indigenous

women from formal health care services is
reflected in the available data on OPP. For
example, data from Bolivia (Plurinational
State of) show that individuals speaking

Out-of-Pocket Expenditure In Health
The Need for a Gender Analysis

indigenous languages besides Aymara
and Quechua spent less money on OPPs®
than did any other language group,
suggesting that these groups may be most
marginalized from the health system. In
this category, women also spent twice the
amount on OPPs compared to men. As the
data in Table 4 suggest, in other language
groups the differences between male and
female expenditure are not as great (with

the exception of foreign languages).

Table 4. Individual Out-of-Pocket Payments by Language and Sex, Bolivia (Plurinational State of)

Language

Spanish 338
Quechua 264
Aymara 242
Other indigenous 64

Foreign 236
No response 468
Did not specify 377
Total 320

\

Women Total Women/Men
ratio

(Bs)

485 412 1.4
273 268 1.0
238 240 1.0
182 126 2.9
559 37 2.4
416 442 0.9
864 611 2.3
425 373 1.3

J

Source: Prieto and Montafiez 2017, p. 20.

8 As these are data taken from national-level surveys, they reflect formal out-of-pocket payments and, therefore, the term OPP has been used,

rather than OPE.
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Research has also found strong evidence
of both time poverty and gender power
poverty in rural subsistence and indigenous
households in Guatemala. Women often
see their prime responsibility as taking
care of children and the household, while
men are the breadwinners (Wehr and Tum
2013). Within such households, women
have been shown to be particularly time
poor (Gammage 2010). This can be further
exacerbated where they take on additional
Research has also found strong evidence
of both time poverty and gender power
poverty in rural subsistence and indigenous
households in Guatemala. Women often
see their prime responsibility as taking
care of children and the household, while
men are the breadwinners (Wehr and Tum
2013). Within such households, women
have been shown to be particularly time
poor (Gammage 2010). This can be further

Gender and Asset
Ownership

One critical coping strategy employed by
households when they face OPE is the sale
of assets. However, the use of a gender lens
can highlight important differences in asset
ownership. As critics have argued, locating
dataongender-differentiatedassetsisnotan

exacerbated where they take on additional
income-generating activities to deal with
shortfalls in household-level income (Wehr
and Tum 2013).

These findings raise important concerns
for the debate around the gendered nature
of the impact of OPE. As the discussion has
shown, women are less likely to be in paid
work compared to men, and, even where
women are employed, they face a significant
difference in wage levels compared to men.
This means that they are less likely to be
able to bear the cost of OPE in health. At
the same time, as women are less likely to
be in paid work, they are also more likely
to lack access to health insurance schemes
that would offer health care coverage. This
means that they are more vulnerable to
experiencing OPE in the first place.

easy task, as many household surveys, given
their focus on the household as a whole, do
not collect information on individual-level
assets (Deere and Doss 2006, Deere et al.
2012). Nevertheless, within Latin America,
Nicaragua is one of the few countries where



some gender-disaggregated information on
asset ownership is available. The data show
that, while there is almost parity of home
ownership by women and men in urban
areas, stark gender differences are found in
other areas of asset ownership. For example,
data from the Nicaraguan household surveys
show that men are more likely to be titled
owners of land, be the key decisionmaker
over agricultural production, and own work
animals such as donkeys and cattle, while
women tend to own “less valuable” livestock
assets such as poultry and pigs (Deere et al.
2012). Given that sale of assets is a critical
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response to the need to pay OPE in health,
these gender-differentiated patterns of
ownership raise important questions about
women’s ability to cope with the impact
of additional health-related payments. If
there are significant gender differences
in asset ownership, it is vitally important
that women participate in decision-making
processes within the household, particularly
around economic resources.

Gender, Social Protection, and 12

Social Policy in Latin America

Individual and household ability to cope
with OPE will also in part be shaped by the
wider social policy environment and the
presence of social safety nets to support
people in overcoming financial shocks. The
social policy regime of an individual country
is also important in terms of how access
to services is determined, and what kinds
of implicit assumptions underpin ideas of
service users. A growing body of research
has considered Latin American social policy
from a gender perspective and, among other
things, has sought to uncover many of the
assumptions that are made in the financing,

design, and delivery of welfare services, as
well as about service users themselves.

Inapivotal piece, Martinez Franzoni (2008)
developed a typology that incorporates the
role of unpaid care work in welfare regimes
and considers the interactions between
labor markets, families, and public policy
in the region. Her analysis finds that a
large number of countries in the region -
including Bolivia (Plurinational State of),
Guatemala, Nicaragua, and Peru - have what
are termed “non-state familiarist” welfare
regimes. In these countries, the population
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largely relies on family arrangements, as
social public policies are inadequate or
nonexistent (Martinez Franzoni 2008, p. 88).
In fact, this means that women’s unpaid
care work continues to play an integral
role in welfare provision and as Martinez
Franzoni argues, even where women take
on paid work this “comes with longer hours
of unpaid household chores” (Martinez
Franzoni 2008, p. 89).

In the past few decades, governments

across the region have invested in
expanding social protection and conditional
CCTs have become a prominent feature of
the Latin American social policy landscape,
including in the four case-study countries.
CCT programs are deliberately designed
to seek to change people’s health-related
behavior, and to reward them with cash
benefits for doing so. As has been widely
documented, CCTs often target low-income
women with cash payments in exchange for
their carrying out a range of health-related
tasks (among other things) that are aimed
at ensuring better health outcomes for

children (Hunter and Murray 2017).

Nevertheless, CCTs have been widely
critiqued from a gender perspective, most
notably for their reinforcement of women’s
role as mothers (Molyneux 2006) and the
feminization of household responsibilities
and obligations (Chant 2007). However,

as Johnston (2016) argues, one important
shortcoming of CCT programs is that they
“blame” the individual for illness, thereby
ignoring the way in which illness may be
produced by socioeconomic structures and
overlooking the role of health systems
in failing to prevent or respond to poor
health. Given that CCT programs frequently
assign this responsibility to women, they
are subsequently blamed for not only
their own poor health but also that of
their families and household members.
As Hunter and Murray (2017) note, many
of the CCT programs across Latin America
do include important components that
specifically focus on antenatal care and
seek to incentivize women to give birth
in formal health care settings. Yet, as has
been demonstrated in this report, despite
policies intended to ensure free maternity
care, women frequently encounter a
range of additional OPEs that can act as
a powerful deterrent from using services
and often occur because of supply-side
constraints. In Guatemala, for example,
research has shown how the introduction
of the CCT program undermined the already
inadequate supply and quality of service,
and many municipalities were unable to
meet the increased demand for services
generated by the program (Sandberg and

Tally 2015).



A growing number of studies in Bolivia
(Plurinational State of), Nicaragua, and
Peru have revealed the ways in which CCT
programs also increase women’s time
poverty, as they are expected to perform
a wide range of tasks in order to comply
with program requirements (Molyneux and
Thomson 2011, Nagels 2016, Neumann 2013).
Moreover, Cookson’s (2016) ethnographic
research in Peru has also drawn attention to
what she terms “shadow conditionalities.”
These are additional tasks that are often
imposed on CCT beneficiaries but are not
formally part of the program. All of these
raise important concerns about women’s
time burden and highlight the potential
challenges of responding to OPE in health.
As Elson (1995) has argued, women’s time is
not infinitely elastic, and if women have to
take on additional paid work or spend more
time shopping to find cheaper produce to
make up for a shortfall in income, they are
likely to reach breaking point, which can
in turn lead to additional health problems.
Yet, as Neumann (2013) has shown in
Nicaragua, women’s time poverty can be
further exacerbated when other social
policy programs beyond CCTs also depend
on women’s “voluntary” participation.

Some CCT programs have also sought
to address gender differences in access
to financial and banking services. These
can constitute a major constraint to
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women’s economic empowerment and
have potential implications for women’s
ability to respond to OPEs. In Peru, Proyecto
Capital was introduced in 2009 as part of
the Juntos CCT program with the objective
of promoting formal savings for female
beneficiaries. Personal savings accounts
are a means of helping to mitigate the
impacts of unanticipated financial shocks,
such as those resulting from illness, and
Proyecto Capital was also seen as a means
of improving financial inclusion (Meltzer
2013). Nevertheless, the savings elements
of CCT programs have also been criticized
for their inherent gendered narratives,
which again target women as bearing the
prime responsibility for household welfare
and saving sufficiently to ensure they can
fulfil these responsibilities. Yet, as critics
have argued, these kinds of discourses are
also underpinned by specific moral and
racialized narratives. As Meltzer (2013, p.
649) contends:

Although indigenous populations
are not explicitly targeted in
contemporary cash transfer or
savings program, they nevertheless
continue to  constitute the
significant majority of extremely
poor populations in Peru, and
therefore make up the majority

of targeted recipients. The
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requirement not only to save but
also to maintain certain standards
of hygiene, cleanliness, and
education as conditions of cash
transfers reflect an articulation
of longer standing moral-racial
narratives of indigenous/poor/non-

citizens as idle, dirty, and destitute.

OPE in health places the responsibility
for indebtedness on individuals and fails
to address the wider structural constraints
in the health system that generate the

initial need for households to make these
OPP in the first place. As this report has
demonstrated, the ability to cope with OPE
is highly gendered and can exacerbate
gendered vulnerabilities to poverty and ill
health. This can then, in turn, further re-
embed gendered and racialized narratives
around “the poor,” which contribute to their
ongoing marginalization.
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Conclusions

Drawing on a range of different bodies of literature, this report has highlighted the need to
employ a gender lens when considering the differential impacts of health-related OPE on
women and men. Evidence from Latin America and beyond shows that, despite progressive
shifts toward UHC provision, health care users in a wide variety of contexts still face a

broad range of OPEs that can contribute to the impoverishment of households.

The analysis presented has pointed to the importance of understanding the gendered nature
of vulnerabilities to poor health as well as the gendered nature of pathways into poverty,
as this sheds light on the constraints and challenges faced by many low-income women, in
particular when coping with the impact of OPE. The report has also stressed the importance
of employing an intersectional analysis to ensure a more nuanced understanding of the ways
in which other aspects of social identities beyond gender intersect and shape the ability

of individuals and households to respond to the different OPEs that they may encounter.

If governments in Latin America and the Caribbean are to take seriously the commitments
they signed up to in the 2014 Strategy for Universal Access to Health and Universal Health
Coverage, there is an urgent need to recognize the importance of engaging with these

wider debates around gender and intersectional inequalities.
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The main purpose of this publication is to advocate for the need to understand the
gendered nature of vulnerabilities to poor health. Gender equality in health is an
integral dimension of sustainable development, and it is critical to apply a “gender
lens” to all aspects of the health system, including financing mechanisms in health.

The impact of health-related out-of-pocket expenditure (OPE) on household poverty
has been a significant factor driving the move toward universal health coverage across
much of Latin America and beyond. However, not only do health care users still face
a broad range of health-related OPEs that can contribute to the impoverishment of
households, but the gender dimensions of OPEs have received very little attention.

Drawing primarily on data from Bolivia (Plurinational State of), Guatemala, Nicaragua,
and Peru, this report offers an in-depth analysis of the gender dimensions of health-
related OPEs in Latin America. It highlights the limitations of survey data in determining
levels of household spending on health as well as the potential failure of indicators
to capture the impacts of coping strategies that households adopt to pay for OPEs.

This publication calls for the application of an intersectional analysis to
ensure a more nuanced understanding of the ways in which other social identity
markers, such as race and ethnicity, alongside gender shape the ability of
individuals and households to respond to the different OPEs they may encounter.

Until policymakers consider the issue through a gender lens, OPE will continue to limit
the potential of universal health care coverage to effectively address health inequalities.
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