MEDWIN PUBLISHERS

Committed to Create Value for Researchers

Annals of Advanced Biomedical Sciences
ISSN: 2641-9459

Socioeconomic Attributes and Barriers to Healthcare Access: A

Perspective of Dependency

Ahmed S*

Department of Economics, A N Sinha Institute of Social Studies, India

*Corresponding author: Shakeel Ahmed, Department of Economics, A N Sinha Institute of

Social Studies, Patna, India, Email: shakeel0884@gmail.com

Research Article
Volume 7 Issue 2
Received Date: July 17, 2024
Published Date: August 30, 2024
DOI: 10.23880/aabsc-16000229

Abstract

It is well documented that people in a low socioeconomic hierarchy have lesser healthcare access than those higher on the
hierarchy. However, cases of non-access to healthcare are also observed among those who are at the top of the socioeconomic
hierarchy. The main reason is their dependency on others and therefore, healthcare access also needs to be studied from the
perspective of dependency on others. The study discusses healthcare access from the perspective of dependency in the con-
text of socioeconomic attributes and barriers. The discussion is mainly based on the existing literature. The attributes such as
‘age’, ‘gender’ and ‘disability’ and the related four kinds of individuals such as children, disabled men, old age men, and women
with threshold levels of best socioeconomic attributes at which the dependency still prevents them from healthcare access.
Therefore, two corrective measures are necessary here. First, the family and social support and second, the government in-
tervention. Hence, the sociological and behavioural approaches are necessary to incorporate into health policy along with

institutional supports like quality health infrastructure and financial protection provisions for equitable healthcare for all.
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Introduction

A lot of studies are available on the association between
socioeconomic attributes and healthcare access. An uneven
distribution of healthcare access is largely observed across
socioeconomic determinants. For example, the poor have
lesser access to healthcare than the rich [1,2]; men have
better healthcare access than women [3-5]; and people
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from the upper caste are better off than the lower caste in
healthcare access [6,7]. Studies also confirm high inequality
in healthcare access due to the intersection of two or more
socioeconomic axes [8]. A large part of the population
actually stands at the intersection of several socioeconomic
attributes and hence, affiliation with a number of low
hierarchical socioeconomic attributes (such as low income,
women, low caste, and poor education) actually decides
how much a person would be disadvantageous than others
in healthcare access. For example, an illiterate black woman
from the poor income class would have lower healthcare
access than a literate white woman from the same income
class. There are other examples too.
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Socioeconomic attributes may be either positive or
negative. Positive attributes are like men, the rich class,
higher education, upper caste and others. Negative attributes
are such as women, the poor, illiterate, and lower caste.
Second, an individual usually has a large number of positive
and negative attributes, but the number of people with
only negative attributes is found to be only a fraction of the
population such as illiterate, old, poor women from low caste
and race. Third, the positive and negative socioeconomic
attributes cancel the effect of each other on healthcare
access and it is the net effect (either positive or negative)
that actually drives access to healthcare. For example, a
literate woman from a poor income class would have better
healthcare access than a literate woman from the same
income class. It is because ‘literacy’ diminishes the negative
effect of attributes such as ‘being a woman’ and ‘poor income
class’ and thus, improves healthcare access. Similarly, an old-
rich man from a low caste may have better healthcare access
than an old man from a poor income class. The attribute of
‘richness’ suppresses the negative impact of attributes like
‘old age’ and ‘low caste’.

Among all socioeconomic attributes, rich and poor
income classes are perhaps the most decisive and dominant
attributes of healthcare access. Despite the majority of
negative socioeconomic attributes, if a person is rich, he
would have better healthcare access than others; therefore,
the higher income is considered the most dominant factor for
healthcare access. Perhaps that is why financial protection
schemes such as health insurance are considered the most
effective way of equal distribution of health resources.
Most government policies on health are structured around
financial support. In India, government-sponsored health
insurance schemes such as ‘RSBY’ and ‘Ayushman Bharat’ are
acclaimed as the best way to improve healthcare access [9].
Public and private organisations also run similar schemes.
Other countries have also recognised income as a major
determinant of better healthcare access and health status
and therefore, they promoted the idea of universal healthcare
either by providing the universal basic income (UBI), health
insurance, or improving the health infrastructure to reduce
the income barrier. For the rich, income/health expenditure
is not a barrier, but there are other supply-side barriers to
healthcare access such as poor health infrastructure, the
distance of healthcare facilities from home, waiting time,
and others. However, even those supply-side barriers are not
absolute for the rich and they can still have healthcare access
as they are capable of buying. Does this mean, the rich (more
precisely, super rich) have always access to healthcare? The
answer is perhaps no. The reason is discussed later.

Education is another dominant attribute of healthcare
access. An educated person from a lower social hierarchy
may have better healthcare access than those who are from
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a higher social hierarchy but are not educated. Rest other
socioeconomic attributes are weak and by improving the
income and education of a person, his healthcare access can
be significantly improved. However, income and education
resolve only the supply-side barriers and one can still have
poor healthcare access due to demand-side barriers. For
example, a rich and educated woman may not find the time
to visit a healthcare centre due to being busy with household
work. Similarly, a rich and educated old man is unable to
access healthcare services due to the unavailability of any
companion to take him to a doctor or hospital. Cognitive
barriers like ignorance of illness and poor perception of the
disease/illness also prevent people of any social hierarchy
from healthcare access despite the availability of all kinds of
health facilities nearby:.

In this paper, some of the fundamentally strong
socioeconomic attributes are explored regarding healthcare
access. Since, even at the top of the socioeconomic hierarchical
level, the cases are non-access to healthcare are significantly
found, it is important to explore those factors to address the
barrier to healthcare access in a more comprehensive and
holistic way.

Dependency on Others: Pivot to Healthcare
Access

The role of socioeconomic attributes in healthcare
access has widely been studied. However, in all those
studies, the dependency of individuals on others to access
healthcare has largely been ignored. There might be a
situation when an individual is at the top of the social
hierarchy, but can’t access to healthcare because of his high
dependence on others. For example, an old age person is
rich, well-educated, and belongs to the upper caste group
but still, he is unable to access healthcare because he is
dependent on his family members to take him to a doctor or
medical facilities. Similarly, a disabled person may face the
same kind of situation for healthcare access. In almost all
developed and developing societies, women have primary
responsibility for their children, family members and
household work. They also have lesser autonomy than men
in the decision-making process. A large number of studies
have confirmed the poor healthcare access and health
status of women due to their poor autonomy and high
involvement in household work (see, for example, [10,11]).
In a few Asian and Middle-east countries such as India,
Bangladesh, Pakistan, Afghanistan, Saudi Arabia, Qatar
and others, the situation is even worsening. Therefore,
women are partially dependent upon men and other family
members to access healthcare. At last, children below the
age of 14 years are assumed to be fully dependent on family
members for healthcare access.
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Basically, attributes such as ‘age’, ‘gender’ and ‘disability’
are the most persistent and fundamental attributes that
prevent healthcare access despite an individual’s high social
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status in terms of income, education, caste, ethnicity, and
region. These three attributes can also interact with each
other. An example of such interaction is given in Figure 1.

-

Figure 1: Interaction of attributes: Age, Gender, and Disability.

With these three attributes, there are four kinds of
individuals who are either partially or fully dependent on
others irrespective of their status on the ladder of social
hierarchy. They are (i) old-age men, (ii) women, (iii) disabled
men, and (iv) children. The suggested individuals represent
the threshold level of maximum positive socioeconomic
attributes at which the dependency factor dominates all for
healthcare access. If we alter the interaction of attributes
- ‘age’, ‘gender’, and ‘disability’, the dependency on others
would increase. For example, elder women would be
more dependent on others than elder men for healthcare
access. Similarly, old-age disabled women would be more
dependent on others than disabled men. Dependency on

others is one of the major barriers to healthcare access.
Despite any socioeconomic improvement and supply-side
healthcare development, few individuals would always be
left with inadequate healthcare access and thus, the vision of
‘healthcare for all’ can never be achieved.

A Suggested Framework for Healthcare Access

To address the divergence in healthcare access at
the intersection of three socioeconomic attributes - ‘age’,
‘gender’, and ‘disability’, a common framework with possible
corrective measures can be adopted. It is given in Figure 2
below.

Figure 2: A framework for healthcare access.
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For four basic kinds of individuals- children, disabled
men, old age men, and women, two corrective measures
are suggested- (i) Family support, and (ii) Supply-side
intervention. A single or combination of these measures can
effectively improve healthcare access irrespective of their
social status.

Children below the age of 14 years are unable to take
care of their health and therefore, they are fully dependent
on others for quality healthcare. Therefore, good family
support, love, and affection may significantly improve their
healthcare access and health status. In almost all societies,
the health of children is a top priority of the family and
irrespective of household income, region, caste, religion, or
educational status, the family does best of its effort to consult
with doctors and medical practitioners for the good health of
children. In some cases, children are left of healthcare access
because of institutional and non-institutional barriers,
although few barriers are also successfully overcome
because of the family’s emotional attachment to children.
For example, the income barrier is often addressed by taking
financial support from relatives/friends, NGOs, and by selling
assets. Non-availability of quality healthcare nearby is also
addressed by travelling long distances irrespective of the
cost and time involved. Hence, every family puts their best
effort into accessing healthcare for children. The outcome
of such efforts might be good, satisfactory or unsatisfactory,
but full family support is largely observed and it is the most
decisive factor in healthcare access.

Disabled men also need family support for healthcare
access. Here, family support is usually needed in the form
of either nursing care or support at home or a companion
to go along with the disabled to healthcare facilities. The
other barriers such as low income and poor education may
also come across healthcare access, but they can effectively
be reduced by the families, if they wish. Therefore, the most
pertinent and common requirement of manpower support
for the disabled can effectively be met through family support.

For old age people, the ‘availability of quality healthcare
nearby’ and ‘family support’ are two basic requirements
for healthcare access. In old age, people usually turn to be
physically weak and emotionally vulnerable and thus, they
need family support to address motor control and cognitive
impairments. Further, despite family support, elders might
not be able to travel a long distance to seek healthcare due
to their poor mobility and hence, quality healthcare nearby
is equally important for them for better healthcare access.

Women are perhaps in the most disadvantageous
position to healthcare access. A long history of women'’s
subjugation and exploitation is perhaps a major reason
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for their low position in family and society and therefore,
women need more social and emotional support for the
equitable allocation of resources including healthcare. They
usually need family support for greater autonomy in the
decision-making process on several issues including health.
In countries like India, Pakistan, Bangladesh, and other
Islamic countries, women are either restricted to go alone
anywhere or prefer to go along with some family member.
Thus, family support in terms of both physical and emotional
support is necessary for better healthcare access. In
addition, the high involvement of women in household work
is common to observe in all families which not only restricts
their self-care but also increases the trade-off between
health priority and other household responsibilities. Hence,
sharing household work with other family members would
significantly improve their chances of healthcare services.
The ‘availability of healthcare centres nearby’ is another
major determinant of their healthcare access, especially for
those women who live in a few Asian and Islamic countries.
If quality healthcare is available near their home, it would
serve two purposes. First, near-home healthcare facilities
would reduce the requirement of a companion to go along
with them and second, it would reduce the opportunity cost
of forgoing the household chores for consulting a doctor.

Social Support and Healthcare Access

Social supportis characterised by the help and assistance
from friends, family members, neighbours and other people
from society. Pierce GR, et al. [12] defines social support as
assistance provided to individuals to cope with difficulties
in everyday life, especially, from the critical situation. Hall
A, et al. [13] explains the importance of social exchange
in situations of need to improve health outcomes. Social
support not only reduces the risk of physical illness but also
helps the seeker to speedy recovery from the mental illness
[14,15]. Usually, social support is considered tangible health
[16], although it may also be in the form of perceived support
which is usually subjective in nature and proves to be very
helpful in the situation of mental stress [17].

Social supports depend upon socioeconomic,
demographic and geographical factors. Persons with higher
socioeconomic status along with younger and married
men usually receive higher social support than others [18].
Children and younger get more family support because of
the natural love and affection they get from family members,
although cases of neglected children are also largely observed
among families of low socioeconomic status [19-21]. Social
networking significantly supports the healthcare demand of
men [22,23]. However, in the case of disabled men, the need
for social support becomes more urgent. A disabled man not
only faces the problem due to physical and mental disability
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but also due to the lacklustre attitude of society [24]. Thus,
Social support would help them cope with difficulties and
lead a respectable life [25].

Social support is particularly important to women
due to their specific roles in the family and society [26].
Women care for their family members with heart and soul
without giving due attention to their healthcare needs
[27]. The discriminatory and exploitative nature of men
in a patriarchal society leaves women more vulnerable to
physical and mental stress. The low socioeconomic status
of women further aggravates the problem. Hence, women
are usually the second recipient of all public facilities and
support including healthcare [28,29]. The poor utilization of
healthcare and ignorance of illness leads to several health-
related complexities among women including premature
deaths [30]. Therefore, women need greater attention for
their better health and well-being and here, family and
social support for women can prove to be decisive. Women
are found to be the recipients of informal perceived support
[31], but still, a lot is required to do at both institutional and
societal levels.

Elders are also more vulnerable to illness and disease
[32]. In older age, many health issues arise along with poor
mobility and high cognitive impairments and therefore,
social supports become more critical and amplified [33].
At very old age, social networking and support also get
reduced and social isolation becomes deeper among elders
from low socioeconomic status [34]. Therefore, the lack of
social support significantly contributes to the high mortality
among elders [35]. Several studies have confirmed a positive
association between social support and the good health
status of elders. The emotional support of family members
including spouses and children immensely supports the
health and well-being of elders [36].

Supply-Side Intervention

The supply-side intervention includes adequate health
infrastructure along with financial protection schemes such
as health insurance, contractual indemnities, universal basic
income, and others. Quality of healthcare is nonetheless the
most important factor for access to healthcare, although
in the case of disabled men, the elderly, and women, the
‘availability of healthcare services nearby’ is equally
important. It is due to the reason that all these three kinds of
individuals have specific barriers to either physical mobility
or social mobility. The restricted physical mobility of disabled
men and the elderly are well understood, but women are
primarily restricted to social mobility. In addition, women
are burdened with household work and therefore, there
opportunity cost of consulting a doctor is comparatively
high. In India, around 8.9% of women didn’'t access
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healthcare either due to either ‘non-availability of medical
facility nearby’ or ‘nmon-affordability of long waiting time
due to domestic engagement’ (NSS 75th round survey, 2017-
18). It is the second most prominent reason for non-access
to healthcare after the reason of ‘non-seriousness of illness.
Therefore, appropriate distribution of quality healthcare
services must be ensured in clusters of population.

Conclusion

Socioeconomic attributes play a significant role in
healthcare access and perhaps due to the same reason, the
government’s health policy and programs are specifically
designed to address the socioeconomic barriers for
healthcare seekers. For example, the universal health
insurance program is a novel step of eliminate the financial
barrier for the poor. In India, the ‘Indira Gandhi National
Disability Pension Scheme’ supports the poor-disabled and
the ‘Maternal Health Scheme’ supports women. However, at
the top of the socioeconomic hierarchical level, the cases of
non-access to healthcare are also significantly found because
of either cognitive barriers like ‘non-seriousness of illnesses’
or ‘dependency on others.” The barrier of dependency can
be effectively reduced by family and social support. Making
people sensitised and aware of their family and social
obligation is a difficult task because of its underpinning to
socio-cultural and psychological setups. Therefore, a multi-
facet approach including sociological and behavioural
approaches is needed to achieve equitable healthcare access
for all.
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