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Abstract 

The objective of this study is to investigate the impact of costs related to the surgery on 

household economic status and the lived-experience of patients and families. 

 

Methods: We conducted an explanatory, sequential mixed-method study. We performed a 

survey and medical chart abstraction for 159 patients over July-August 2017. We reported 

patients’ socio-demographic, economic characteristics and their surgical interventions. We 

calculated catastrophic health spending using World Health Organization and World Bank 

methods. Eighteen patients with the lowest economic status whose surgical procedures were 

among the most frequently performed in the study period were selected for semi-structured 

interviews. We used narrative analysis and grounded theory to synthesize interview data into key 

ideas and themes. 

 

Results: The median total household expenditure in the previous one month was USD385.6, 

lower than GDP per capita in Haiti (USD729.3). Few participants had health insurance (6%). 

The most frequent procedures performed were: C-section (20.1%), excisional biopsy (14.5 %), 

hysterectomy (11.3%), hernioplasty (8.2%), myomectomy (5%), and mastectomy (4.4%). The 

most common coping strategy to pay for surgical costs is borrowing and donation (69.8%). 

Using the WHO method, 76.7% of the households had catastrophic health spending due to direct 
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and indirect costs, 51.3% experienced catastrophic health expenditures resulting from direct 

costs, and 41.7% of households faced catastrophic spending due to indirect costs. The World 

Bank method showed similar, if higher proportion of households with catastrophic health 

spending due to direct and indirect costs, 86%. Qualitative results made visible what was at 

stake; prominent themes from the qualitative interviews include hidden costs of care-seeking, 

trajectory of care and social suffering.  

 

Discussion and conclusion: Among those experiencing catastrophic expenditures, our results 

show the consequences are severe and may impact subsequent generations. The proportion of 

patients experiencing these impacts is often underestimated, as WHO’s definition of out-of-

pocket health spending does not include the indirect costs such as transportation, housing, food 

expense and lost earnings. Opportunities for improvement exist at the facility level—offering 

more services or collaborating with local providers for services at reduced cost—and at the 

national levels—increased access to health insurance and subsidies for indirect costs. 
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Part 1. Background 

Introduction 

In July 15, 2012, I was in the clinic at the Haitian departmental hospital located in 

Hinche, Hôpital Sainte Therese de Hinche (HSTH). I had started working as an attending 

physician at HSTH one month after completing my general surgical residency at the national 

public hospital in capital city of Port au Prince. The departmental hospital was the only public 

facility to patients from this area that provided specialty services, so we had many challenges 

delivering care to the high volume of patients, despite the fact that fees kept many patients away. 

On this day, I received a 57-year-old patient, named Marie who had a large mass in her left 

breast. The mass was 10cm x 10cm in the upper-outer quadrant of the breast. She explained that 

the mass had been increasing in size for several months, but she had not been able to come to the 

hospital because she is from a rural communal section in Thomassique. This commune in the 

Central Plateau department is located 2 hours away by car from Hinche, the closest health 

facility where she could have gotten these services. She explained that she did not have the 

transportation to travel this far distance and could not pay the hospital fees. She finally figured 

out a way to raise funds to come to the hospital because she noticed that the mass was getting 

harder. I asked to waive the procedure fee at the hospital and I did a biopsy for pathology. I gave 

her the specimen in a container to bring to a laboratory at Port au Prince. She never returned.  

  One year later, I transferred to the new public-private partnership hospital, the University 

Hospital of Mirebalais (HUM) that had recently been built by Zanmi Lasante (ZL) / Partners In 

Health (PIH), and had opened in March 2013. The Haitian Ministry of Health (MSPP) had asked 

Zanmi Lasante/ Partners in Health to build a hospital with tertiary service capacity after the 

devastating earthquake of 2010 that killed 300,000 people.1 A tertiary level hospital is defined by 
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MSPP as a hospital essentially focused on research, training and includes university hospitals 

and specialized hospitals.2 When the earthquake hit Haiti, the only place that could provide 

advanced service was destroyed, therefore the government realized that they needed to increase 

the number of facilities offering services and needed to spread them out throughout the country. 

It was an honor to transfer to HUM because it had the newest technology available was at a very 

high standard, and the facility was better equipped, yet it was still a public hospital and had a 

mission to serve the poor. Patients coming to HUM did not have to pay fees for the care they 

received, they only had to pay 50 Haitian Gourdes (less than $1 USD) once at the time of 

registration, and this fee could be waived if the patient could not afford it.  

One day, during clinic at HUM, I saw Marie, the same patient I had seen one year ago in 

Hinche. Once again, she presented with a mass, but this time the mass occupied all 4 quadrants 

of her breast and multiple ipsilateral axillary nodes. She explained that she could not send the 

specimen to Port au Prince because of the transportation and processing fees. Roundtrip 

transportation from her home to Port au Prince would cost around USD20 and the specimen 

processing fee at the pathology lab would be approximately USD40. She came to this new 

hospital because she had heard that everything was free and done at the hospital directly, so she 

would not have transport costs. At HUM, we did a full diagnostic work up with the oncology 

team which included another biopsy, a CT-scan, and many other tests. Marie was diagnosed with 

advanced breast cancer. Unfortunately, not much could have been done because of her late 

presentation at the hospital. It was too late for curative treatment; all we could offer was limited 

to palliative therapy.  

Surgical care in Haiti is scarce because of the lack of resources for both diagnosis and 

treatment. The World Health Organization estimated that more than 46% of Haitians did not 
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have access to care before the earthquake of 2010.3 Only 25% of women in Haiti gave birth in 

health facilities with skilled birth attendants.4 Eighty percent of the population uses traditional 

medicine as first recourse due to low cost and accessibility.4 Even after the recovery efforts 

following the earthquake, the healthcare system today still faces the same situation. Health 

professionals are still unevenly distributed throughout the country. The same situation is 

repeating itself. In some places in Haiti, where the care is available and even free of charge, 

patients still face out-of-pocket expenses. Out-of-pocket can be direct (lab, registration fee, 

surgical fee) and indirect (e.g., transportation fee, housing, food). The vast majority of the 

healthcare facilities (governmental and non-governmental) are using a flat fee per service model. 

That care does not remove out-of-pocket expenses by indirect costs and even direct costs as 

minimal as it could be.  

A pilot study conducted in the Central Plateau of Haiti showed that the median total 

(direct and indirect) out-of-pocket expenditure (including medical services) for a patient with 

breast cancer was USD717, 5 close to the GDP per capita. (GDP per capita in 2015 was 728.1.6 

This magnitude of expense has been shown to be catastrophic for households and families.5 

Protecting people from catastrophic costs is accepted as a desirable objective.7 One way to 

address this problem is a third-party payer system. In Haiti, there are eight insurance companies, 

covering just under 4% of the population.8 This weakness in the health system is a driver to 

catastrophic payments.  

Catastrophic expenditure is defined as contribution to the health system more than 40% 

of household capacity to pay9 or more than 10% of overall household income.10 Catastrophic 

health expenditure impoverish families and create barriers for those who may seek necessary, 

life-saving, care.11 However, we do not know if the care delivery in the Southern peninsula is as 
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catastrophic as the Central Plateau. Like the Central Plateau, there are limited options in the 

Southern peninsula to receive secondary or tertiary level care. St. Boniface Hospital is one of the 

few facilities in the Southern peninsula that provides reliable care, and the hospital’s mission is 

to provide high-quality, accessible healthcare to the poorest Haitians. St. Boniface Hospital 

(SBH) strives to fulfill this mission once patients arrive at the hospital. But road infrastructure 

and rural location of the patients could provide challenges for patients paying out of pocket 

expenses, and may delay necessary care. To assess this potential barrier and help determine if 

SBH can effectively treat the poorest patients, we will conduct a mixed method study to 

understand the cost (direct and indirect) of surgical care delivery at St. Boniface Hospital.  

 

Summary of Research Objectives 

The first objective of this study is to assess the direct and indirect costs related to surgical 

care at St. Boniface hospital and estimate the proportion of households attributable to direct and 

indirect catastrophic spending. 

My second aim is to describe patient trajectories to access surgical care, including 

previous care seeking prior to presentation at St. Boniface Hospital and costs (e.g., modes of 

transportation, housing) at different stages of care seeking; and describe the effects of surgical 

care expenditures on patients and their families. This data will have an important impact as it 

will enable us to analyze the true reality facing patients while seeking care and the lived 

experience of the journey to access surgical care and follow-up.  

Overall the present study will explore more comprehensively the out-of-pocket spending 

(OOPS) for surgery at St. Boniface Hospital—a hospital with a mission to provide health 

services to the “most vulnerable” people of Southern Haiti.12 When baseline patient 
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socioeconomic profile data is compared to analysis of OOPS data per patient, we can build 

evidence for how indirect care costs would impact household economic and social situation and 

decisions on using surgical care. Understanding and reducing costs (direct and indirect) 

associated with surgical care may help St. Boniface fulfill its mission and lead to increased 

utilization of surgical care.  

 

Haiti’s Healthcare System: Effects of Structural Violence and Social Suffering 

Haiti has 1048 healthcare facilities.13 This number is a mix of public and private and 

public-private partnership facilities and represents a wide variety of facility types, ranging from 

nurse run dispensaries which provide a basic package of services such as vaccination, to 

hospitals that have inpatient bed capacity. According to the Haitian Ministry of Health, MSPP, 

an estimated 8% of all healthcare facilities are not functional, 13 But this number could be a very 

low estimate considering that service delivery at the “functional” facilities is often inconsistent 

due to issues with workforce, supply chain, energy, and many other factors. One of the strongest 

examples of such challenges is recent wave of strikes in Haiti’s national public hospitals, which 

began with a strike of hospital support staff followed by a strike of nurses, medical residents, and 

doctors. Healthcare workers of all types were striking because they had not been paid for many 

months, they could not perform their duties due to lack of supplies, and many felt their working 

conditions were unsafe.14 

These strikes lasted months because the government had other priorities, and while many 

facilities closed their doors because they could not remain open, some hospitals stayed open and 

struggled to provide any care at all to patients. The facilities that did not have employee strikes 
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such as St. Boniface and HUM, were overwhelmed by patient volume and struggled to provide 

quality care during this time, therefore there was a negative impact on the entire health system.  

Only 11% (122) of all facilities in Haiti have some surgical capacity, 13 but the scope of services 

delivered that defines “surgical capacity” varies greatly among facilities. For example, some 

facilities defined as having surgical capacity really can only do spinal anesthesia or only have 

generators that run for a few hours a day. Therefore, the types of procedures that can be done in 

hospitals defined as having surgical capacity can only provide very basic care. On the other side 

of the spectrum facilities like SBH or HUM have advanced capabilities such as laparoscopy and 

can perform many types of procedures. A limited number of facilities employ a full-time surgeon 

and have around the clock access to reliable surgical services. Even if a hospital were to have 

provisions for patient care, they may still have challenges since surgical providers might not be 

available because the number of licensed surgeons is estimated at 1.15 per 100,000 people 

according to 2015 WHO data.15 

Most health facilities are in cities.16 This distribution pattern of healthcare facilities 

throughout Haiti leaves half of the population without access to surgical care, simply due to 

geographic barriers because almost 50% of the population leaves in a rural area.16 Those who 

may not have the same geographic barrier, still have barriers due to poverty. The legitimate 

question to ask is, who suffers most from this scarcity of resources? The most vulnerable 

obviously. Data from the World Bank estimate that about 80% of the population lives below the 

poverty line.17 This translates to 8 million people as the vulnerable population. 

Poverty is recognized by some authors as the major risk factor for ill health, death and 

consider health as a social indicator 18 Politics, economics and bureaucratic norms and actions 

that influence people’s life result in social suffering, and the social machinery of oppression as 
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structural violence.19 Haiti is independent for more than 200 years now but the inequality in the 

society can make us think that colonialism is still alive or in other words, inequality is still so 

self-evident. This inequality is translated by a GNI of 60.8.1 The richest 20% of the population 

hold 64% of the total wealth of the country, while the poorest 20% hold 1%.17 Income inequality 

makes Haiti the most unequal country in Latin America, 17 and this might be explained by the 

replacement of the colonial bourgeoisie by the national one that keeps people into poverty and 

perpetrate structural violence and social suffering. Frantz Fanon in his book, the Wretched of the 

Earth explains why the national post-colonial elite replaces the colonial one, he says:  

the unpreparedness of the elite, the lack of practical ties between them and the masses, 

their apathy and, yes, their cowardice at the crucial moment in the struggle, are the cause 

of tragic trials and tribulations….unfortunately the national bourgeoisie become 

antinational and therefore abhorrent, path of a conventional bourgeoisie, a bourgeois 

bourgeoisie that is dismally, inanely and cynically bourgeois.20   

 Understanding the structural violence in Haiti help us understand what the clear majority 

of the population face. Better care can then be given when we understand the social forces 

interactions.  

 

Historical Context 

To understand the social context of and how the social forces interact with the healthcare 

situation, we need to explore the historical roots of poverty and oppression in Haiti. Many know 

Haiti as simply as the poorest country in the Western Hemisphere, but as the first free black 

republic in the West, Haiti has perhaps one of the most complicated historical narratives in the 

world. Despite the common narrative around Haiti, the country has demonstrated resiliency and 
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strength throughout its history, dating back to being the first, and only, successful slave rebellion 

that resulted in an independent free nation. Since its freedom, Haiti has been stymied from both 

internal and external forces, yet remains alive today. 

Haiti is 27,750 square kilometers in size and has an estimated 10,485,800 million 

people.1 The population is young, 36.24% of Haitians are between 25-54 years of age, with a 

median age for both men and women around 22 years old. 1   This young make-up of the 

population can partially be attributed to the shockingly low life expectancy, which averages to be 

61 years old for men and 64 years old for women.16 The young workforce has great economic 

potential to contribute to the country’s growth, but catastrophic life events such as health crises 

and the low life expectancy make it difficult for families to achieve economic stability as they 

have to direct all economic resources to merely survival and cannot build a foundation for the 

future.  
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Figure 1. Map of Haiti with administrative divisions 

 

Haiti’s history dates to the pre-colonial era when the native Arawak people inhabited the 

region. The island of Hispaniola, which consists of present-day nations of Haiti and The 

Dominican Republic, was discovered by Columbus in 1492.1 The native populations were forced 

into slavery and were killed during the 25 years of occupation by Spain.21 Haiti, like much of 

world, was a battle ground for colonial powers, and fighting ensued when the French landed in 

the island in the early 17th century. In 1697, Spain gave up the western third of the island to 

France1, which would become the present-day nation of Haiti. Haiti was a colony based on 

slavery and sugar related industries. It was so fruitful that it became known as, “the Pearl of the 

Antilles.”  
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After 13 years of a violent revolution against the French that was led by slaves and freed-

slaves, Haiti became the first post-colonial black-led nation in the world in 1804.1 Although Haiti 

was a free nation, the shadow of occupation never left Haiti. Because Haiti was the only free 

black republic and had stigma of being a slave nation, the rest of the world had racist policies 

towards Haiti that isolated the country and prevented economic development. This was 

especially crippling since the tools for economic development that had once made Haiti so 

strong, were destroyed during the many years of war and left Haiti without a way to rebuild.  

Throughout modern history, foreign armies from powerful countries have landed in Haiti 

multiple times, coming to occupy the country for various reasons in 1915,22 1994,22 2004 till the 

present.23 In January 2010, Haiti was destroyed by an earthquake that killed an estimated 300,000 

people.1 The aftermath of the earthquake was made even worse, when the United Nations 

military force that has been in Haiti since 2004,  introduced cholera to the country in October 

2010,24 and a cholera epidemic was started that still rages today. Partners In Health states, 

“Cholera is a disease of poverty.”25 When a disease is so closely linked to social determinants of 

health, ethical issues of human rights and socioeconomic oppression is impossible to ignore. 

Because the country has never built an economy to invest in its own infrastructure, Haiti is more 

prone to suffer catastrophic results from natural disasters such as hurricanes and earthquakes, 

which happen with relative frequency in the region. More recently in October 2016, Hurricane 

Mathew struck southwestern Haiti and affected 2.1 million people.1 

 

Social Construction of Reality 

Part of understanding history also means understanding the history of how people think 

about what rights various groups of people have. This phenomenon can be seen in Haiti’s 
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history, from the world vision of Haiti in 1804 as a slave nation, and evolves to the present-day 

vision of Haiti as it relates to the population’s right to accessing equitable high-quality health 

care. The world today acts upon strong opinion about what they believe is “appropriate” for 

surgical care for poor people, what cost is “appropriate” for these services, and who should 

receive a certain standard of care.  

In Haiti, care provided by the government or by international aid organizations are using 

a subsidized flat fee system. But patients still face costs related to user fees and other indirect 

costs. The user fee is for registration, procedures costs, and fees for laboratory tests or medicines. 

The indirect cost, for transportation, housing, food etc., impacts the life of patients and families. 

Most of the time hospitals are overwhelmed and that can rarely provide all necessary services at 

one time, if at all. Therefore, patients must travel far and go to the hospital multiple times for 

appointments, diagnostic tests, and procedures. In the end, indirect costs can exceed direct costs 

by two to three times.5 The clear majority of the time, patients do not seek care because the cost 

is catastrophic to them and their families. Some might think that a structure of health care 

delivery which has user fees helps the patient to take the services more seriously, but this is not 

necessarily a reality.  

Since the system is set up in a way to have patients come to the hospital multiple times, 

this creates a social and economic burden that ultimately means only those who have intense 

desire to seek care and the means to get to multiple appointments will be able to complete their 

treatment course. This reality is a consequence of the capacity of the system to serve patients, but 

has also become a social norm so there is little desire to change the health system to reduce these 

barriers to patients. This is a perfect example of Paul Farmer’s theory known as “socialization for 

scarcity.”26 
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The social construction of reality was introduced in the social sciences in 1966 by Peter 

Berger and Thomas Luckmann.27 This theory explains the development of constructed 

understandings that become reality, in other words, people in their interaction with other people 

create representation of each other’s actions. That interaction becomes institutionalized over 

time. Therefore, knowledge and beliefs of what reality is said to be socially constructed. Arthur 

Kleinman explains it like this:  

This theory holds that the real world, no matter its material basis, is also made over into 

socially and culturally legitimated ideas, practices, and things. Hence, the spread of the H1N1 

influenza virus is made over globally into the socially threatening and culturally fearful swine flu 

epidemic; cancer takes on the meaning as the dread disease in the USA in the early 20th 

century. . . Abortion becomes highly contentious in the USA but not in Japan, just as brain death 

becomes highly contentious in Japan but not in the USA.28 

This thesis tries to understand the cost (direct and indirect) of surgical care. But we need 

to remember that the cost is socially constructed. Healthcare system is financed by the 

government (10%), local NGO’s and enterprises (6%), international community (52%) and 

households (32%).29 Because the government never regulates healthcare financing or implements 

policies to protect the most vulnerable, we can ask if there is not a deliberate strategy to keep 

people in, or return people to, poverty through catastrophic health expenditures. In this case, it 

can be considered as a tool of power. Impoverished people have less flexibility to struggle 

against oppression. 
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Bureaucracy, the Iron Cage, and Socialization for Scarcity 

The way society operates now was predicted by Weber in his theory which explains how 

modern society’s administration and the bureaucracies of the state are an iron cage in which 

citizens have little control. Weber critiques that the world is made more complex by technology 

and bureaucracy, therefore citizens know less and less about how to navigate the world around 

them or are dependent on the complexity of the world. He called this, “the disenchantment of the 

world,” which is to him, the emptying of nature and the world of magic. While this may not 

appear to relate directly to this research, this theory can help explain why patients have little 

knowledge about how to navigate the complicated health system that they are at the mercy of and 

therefore are trapped. As health care becomes more advanced and Haiti struggles to meet 

demand of volume with little capacity, the system creates bureaucracy and an iron cage in which 

patients, and health care providers alike, are unable to escape. We seek to learn from the lived 

experience of patients and families alike about navigating this system and the biosocial impact. 

When considered along with the socialization for scarcity theory, we can see that there is 

limited momentum in the society to address the complicated challenges for delivery of surgical 

care in Haiti. Because patients and health care providers are socialized for scarcity and trapped in 

this “iron cage,” they accept the current system for accessing surgical services that is inefficient, 

leads to bad patient outcomes and is often economically catastrophic. If this cycle were broken 

and the system was fixed, patients would present earlier, have better outcomes and therefore 

have less catastrophic effects on economic stability and their livelihoods.  

Because of the global narrative around health care rights for poor people and the fact we 

are socialized for scarcity, many might think that surgery is not a priority for health care in poor 

countries compared to other things like malnutrition, TB, or HIV. The fact is 28-32% of the 
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global burden of disease can be attributed to surgery, and 5 billion people do not have access to 

safe, affordable surgery. More specifically, an estimated 131,050 surgical procedures per year 

are needed in the Caribbean.30 

The scarcity of surgical service is common to low and middle income countries and Dr. 

Farmer in his book Reimagining Global Health points out three causes for the lack of availability 

of surgery around the world. First, is because the focus in global health has historically been on 

communicable diseases, such as HIV/AIDS, TB, and malaria. Farmer claims that this has 

allowed those who are “socialized for scarcity to argue that these pathogens alone are burden 

enough for health practitioners and weak care delivery platform.”31 I would argue that it is not a 

smart public health strategy to focus only on these communicable disease, if someone who is 

HIV+ is able to live for years on ARV treatment, but dies due to acute appendicitis or because 

they were unable to have a caesarian section during childbirth. 

The second reason Farmer says is because there are almost no surgeons outside urban 

centers in many poor countries.31This problem was discussed earlier in this paper and is a factor 

in health care delivery in Haiti since the society is very much centered around the country 

capital, Port au Prince. Not only are surgeons and surgical providers such as anesthesiologists 

and certified registered nurse anesthetists (CRNAs) mostly located in urban areas within Haiti, 

they also leave Haiti due to a phenomenon called “brain drain.” 

The third reason is surgical procedures are complex and expensive.31 This last reason is 

arguable because some studies show that surgical interventions are cost-effective in resource 

poor-settings.32 While some surgical procedures require advanced technology and extreme 

measures that are very expensive, a basic package of surgical services which includes limited 
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general and gynecological procedures can be delivered at relatively low cost and would have 

exponential live saving outcomes.  

Many endeavors are made nowadays to promote surgery and make it a legitimate child of 

global health as communicable diseases already are. Despite these evidences, the way things are 

done are hard to challenge and we need to critically assess them to understand how to provide 

better care.  

 

Conclusion 

Social arrangements, historical roots, bureaucracy, and socially constructed mentalities are, 

among other factors, responsible for Marie’s situation and tragic outcome. These situations are 

still alive and people like Marie are suffering and dying while their families suffer the 

catastrophic consequences of navigating the health system. It is a death called by Paul Farmer, a 

“stupid death.”33 Her death represents great suffering for the individual, the interpersonal 

suffering of her family, and the greater suffering of the society struggling to provide health 

services at scale.  

The only way to help these patients is to understand the social forces, what leads to 

diseases, and how the State and its bureaucracy play a role in maintaining and perpetrating 

structural violence or by creating a cycle of social suffering that imprisons people. That is why 

we need to understand access to care, its cost (direct and indirect), its impact on individuals and 

families by also including them. Often, we think that care cost does not involve transportation 

fee and food and housing. . . and by doing this, we miss to understand the true cost of care and 

sometimes blame the patient who is already a victim of the system. We seek to understand what 



16 

 

is at stake for the patients and families. Our research will address this problem and will advocate 

for a new definition of out-of-pocket by including these indirect costs. 
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Part 2 

1. Introduction 

Worldwide five billion people lack access to surgical care.1 The Caribbean alone is estimated to 

need 131,050 additional surgical procedures each year.1 We do not know how many surgical 

procedures we need in Haiti per year, but we know that surgical care is scarce because of the 

lack of resources for both diagnosis and treatment. The estimated 1,048 healthcare facilities in 

Haiti represent a mix of public, private, and public-private partnership facilities.2 There are a 

wide variety of facility types, ranging from nurse-run dispensaries which provide a basic package 

of services such as vaccination, to hospitals that have inpatient bed capacity. Only 11% (122) of 

these facilities in Haiti have some surgical capacity. 2 The scope of services delivered that 

defines “surgical capacity” varies greatly among facilities. And, according to the Haitian 

Ministry of Health, MSPP, an estimated 8% of all healthcare facilities are not functional.2 The 

number of licensed surgeons actively working in Haiti is estimated at 1.15 per 100,000 people 

according to 2015 WHO data.3 Most health facilities are in cities. Yet, nearly half the population 

lives in rural areas, 4 leaving them without access to surgical care. 

Surgical care imposes both direct and indirect costs on households. Direct costs include 

fees for registration and surgery. Indirect costs include costs for transportation, food, housing, 

and lost earnings due to absence from work for patients and accompagnateurs (Caretakers from 

friend or family member). Insurance could remove some of the burden of direct costs despite 

growing recognition that protecting people from catastrophic costs is a desirable objective in 

developing countries, 5 less than 4% of the population is covered by eight providers in Haiti.6 

And, if insurance coverage were more widely available, it would not cover indirect costs. This 

leaves most Haitians vulnerable to catastrophic expenditures for health care. A pilot study 
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conducted in the Central Plateau of Haiti showed that the median total (direct and indirect) out-

of-pocket expenditure (including medical services and surgical care) for a patient with breast 

cancer was USD717, 7 close to GDP per capita in Haiti (GDP per capita in 2015 was USD728.1, 

8 and higher to the annual average household income in Haiti in 2015, which was USD387.39). 

This magnitude of expense has been shown to be catastrophic for households and families.7  

In the Southern peninsula of Haiti, which regroup 4 departments (Sud; Sud-Est; Nippes 

and Grand’Anse), as in the rest of the country, there are limited surgical care options. St. 

Boniface Hospital (SBH) is one of the few facilities in that region with a mission to provide 

high-quality, accessible care to the poorest.10 SBH charges a flat fee of USD2.34 to enable the 

most vulnerable to access healthcare, but if a patient is unable to pay, the hospital will waive the 

fees. Whether the flat fee approach averts catastrophic expenditures is unknown. To examine 

this, we conducted a mixed method study to: 1) assess the direct and indirect costs related to 

surgical care at St. Boniface hospital and estimate the proportion of households attributable to 

direct and indirect catastrophic spending; 2) describe patient trajectories to access surgical care, 

including previous care seeking prior to presentation at St. Boniface Hospital and costs (e.g., 

modes of transportation, housing) at different stages of care seeking; and 3) describe the effects 

of surgical care expenditures on patients and their families. 
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2. Methods 

2.1. Study design 

This study used an explanatory mixed method design. Results from the quantitative 

component permit estimation of direct and indirect expenditures related to surgical care and their 

“catastrophic” impact on household economic status. The qualitative component provides rich 

details on how the household was affected by spending and the lived-experience of the families. 

 

2.2. Study setting 

The study took place in Fond des Blancs, a communal section located in the Sud 

department in Haiti. The largest full service hospital in the area is St. Boniface Hospital (SBH). 

SBH has 124 beds11 and offers outpatient and inpatient services, including: maternal, neonatal, 

surgery, emergency, and spinal cord injury care. It is the referral hospital for the Sud department 

and even for the Southern peninsula. SBH is a new hospital with 3 operating rooms but with 

increasing demand for care. More than 100,000 patient visits, 3000 surgeries, and 8500 prenatal 

exams per year are performed.12  

 

2.3. Study procedures  

Quantitative component:  

We conducted a survey administered privately to all consenting adults (18 years and 

older) who came to the hospital for surgical care in July-August 2017. The 30-minute survey was 

implemented after surgery, before discharge. The survey collected information on socio-

demographic characteristics and on costs related to accessing care or surgery of the participants. 
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Clinical data about the care received at the hospital were recorded in the medical chart. This 

clinical data includes information on surgical diseases and on surgical procedures performed. 

Qualitative component: 

The sampling frame was established after initial analysis of survey and clinical data. It 

was limited to patients who met the following criteria: 1) their economic status, classified using 

the daily household expenditure, was in the lowest stratum and 2) the surgeries they had were 

among the most frequently performed in the study period. Patients who could not be reached 

after 5-7 phone calls attempts were excluded from the qualitative part of the study. 

Interviews explored the care-seeking trajectories, including their experience prior to 

presentation at SBF. The investigator inquired about forms of transportation throughout care-

seeking and how the outlays for direct and indirect care impacted households. Hour-long 

interviews, conducted in Haitian Kreyol, were held in a private room at the participant’s home or 

any convenient place for the participant (interview guide is included as annex). All interviews 

were audio-recorded.  

 

2.4. Data 

Of a total of 200 participants, we excluded 41 patients from the quantitative analysis 

distributed as follows: (1) 39 for messiness in their demographics and socio-economic variables 

and (2) two for reporting unreasonably high health expenditure (over USD4000 per month).  

Of the total of 30 patients eligible, 12 were excluded from the qualitative part of the study due to 

non-response. 
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2.5. Statistical Analysis 

Quantitative 

We summarize the participant socioeconomic and demographic characteristics and report 

on the proportion of patients who experienced catastrophic expenditures resulting from direct 

costs and indirect costs. Direct costs were defined according to the WHO definition of out-of-

pocket payments (OOPs) as “direct payments made by individuals to health care providers at the 

time of service use.”13 We obtained the direct costs related to surgery or receiving medical care 

in the previous month of the survey by summing registration fees, labs inside or outside the 

hospital, medicines inside or outside the hospital, traditional healer fees and any other medically 

related fees.  

Indirect costs included: 1) reported cash expenditures for food and travel related to 

seeking care; and 2) value of lost wages by patients and family accompagnateurs taking time off 

work. The proxy for lost wages relied on the following self-reported information: (1) household 

daily expenditure and, (2) number of days in hospital for both patient and accompagnateurs. We 

considered total days spent at the hospital as the sum of patient’s and accompagnateur’s length 

of stay. Then we multiplied the daily per-capita expenditure (daily household expenditure by 

family size divided by number of adults in household) by total days spent; the product was the 

proxy for lost wages. In developing countries, especially those with large populations in 

agriculture or informal economy, household expenditure is considered a good estimate for 

household effective income.14 

According to the WHO, a household health expenditures is “catastrophic” if a household 

spends 40% or more of its capacity to pay on medical care, 15 where household capacity to pay is 

defined as “effective income remaining after basic subsistence needs have been met.” 14 
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Subsistence needs are defined as the average annual food expenditure of households whose food 

share is in the 45th -55th percentile.14  To test the sensitivity of the findings to the definition of 

catastrophic, we lowered the threshold from 40% to 30%, 20%, and 10%. We also tested the 

sensitivity of the findings using the definition of catastrophic spending according to the World 

Bank: contribution to health is 10% or more of total household income.16 We also compared the 

percentage of household with catastrophic health spending by occupation, age, education level 

and health insurance status using t-tests. To understand the effects of non-medical costs on 

household economic status, we calculated percentage of households with catastrophic health 

spending resulting from: (1) direct medical cost, (2) indirect non-medical costs, and (3) the sum 

of the direct and indirect costs. STATA 14.1 was used to compute the analysis. 

 

Qualitative 

Interviews were conducted at least 2 months after surgery to better assess the effect of 

surgery on participants and their families. The data were analyzed through a narrative analysis 

and grounded theory for the purposes of understanding patient’s trajectories to access surgical 

care and the effects of surgical care cost on individual and their families. After transcription and 

translation, the researcher manually coded a sample of the data. Dedoose8 was used to code the 

rest of the data. The coded data was then reviewed and regrouped into broader concepts. Using 

an iterative process that involved revisiting the data on a regular basis, these concepts were then 

used to formulate themes that reflected the experiences of patient’s trajectories and their effects 

on the patients and their families. The researcher then compared and contrasted these multiples 

viewpoints, identifying common themes through narrative analysis. Finally, the researcher 
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analyzed the data using inductive approach to synthetize the diverse information from the 

participants into key ideas and themes. 

Ethical approval 

The study received ethical approval from the Institutional Review Board (IRB) of the 

Harvard Medical School Office of Human Research Administration and the Research and Ethics 

committee at St. Boniface Haiti. All participants provided verbal informed consent. 
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3.  Results 

3.1.  Quantitative findings 

Summary statistics of socio-demographic characteristics 

Among the 159 patients, the most frequently performed procedures during the study period were: 

C-section (20.1%), excisional biopsy (14.5%), hysterectomy (11.3%), hernioplasty (8.2%), 

myomectomy (5%), and mastectomy (4.4 %).  

As Table 1 shows, the mean age of patients is 40.8 (159). 104(65%) participants were 

female. The average family size is 5.5. 71 (44%) have children under 5 years old. 58 (36%) 

participants are street vendors. Eight (5%) patients are from the commune, Fond des Blancs, 

where SBH is located. 10(6%) have medical insurance. 79(51%) participants never attended 

school or attended primary school.  

 

Table 1. Socio-demographic characteristic of the study population: patients presenting for surgical care at 

Saint Boniface Hospital during the study period (N=159). 

                                               N                     Mean      SD Min Max 

Sex female 104 65 47 0 1 

Age 159 40.8 14.6 18 85 

HH w child< 5 71 44 49 0 1 

Family size 159 5.5 2.5 1 15 

Occupation Street 

vendors 

58 36 48 0 1 

Locality FDB 8 5 21 0 1 

Department Sud & 

Nippes 

91 57 

 

49 0 1 

Medical insurance 10 6 24 0 1 
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No education & Primary 

education level 

79 51 50 0 1 

Abbreviations: N: sample; SD: standard deviation; SBH: St. Boniface hospital; FDB: Fonds des Blancs; 

HH: household; w: with; &: and; Min: minimum value; Max: maximum value. 

 

Characteristics of the surgical procedures 

Table 2 shows that 131(82%) cases were done under spinal or general anesthesia; the rest were 

done under local anesthesia. 85(53%) were scheduled, elective cases. The mean length of stay at 

the hospital was 4.2 days. 13(8%) of the study population had a complication after surgery 

Table 2. Characteristics of the surgical procedures among the study population (N=159) 

  Mean SD Min Max 

Anesthesia type spinal & general 131 82 38 0 1 

Acuity elective 85 53 50 0 1 

Length of stay (in days) 159 4.2 4.2 1 22 

Complications after surgery 13 8 27 0 1 

Abbreviations: SD: standard deviation; Min: minimum value; max: maximum value 

 

Direct and Indirect expenditures 

Table 3 presents the median direct expenses (SBH registration, surgery, laboratory, fees at other 

hospitals) experienced by the study population are USD32.42. The median for indirect expenses 

(travel, housing, food, patient length of stay, accompagnateur length of stay) is USD45.63 with 

minimum value USD0.3 and maximum value USD341.9.  

Table 3. Estimates of household spending related to care received, in USD (N=159) 

 Mean SD Median Min Max 

HH direct expenditure 119.3 251.9 32.4 0 1827.9 
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HH indirect expenditure 59.1 52.1 45.6 0.3 341.9 

Abbreviations: HH: household; USD: United States dollars; Min: minimum value; Max: maximum value. 

 

 

Percentage of households with catastrophic expenditures 

Table 4 presents the estimated percentage of households with catastrophic health spending using 

the WHO and World Bank methods. 76.7% of households faced catastrophic expenses, resulting 

from direct and indirect costs. The percentage increased to 82%, 87%, and 93% when lowering 

the threshold to 30%, 20%, and 10%, respectively. For direct cost only, 51.3% of households 

experienced catastrophic expenses. The percentage increased to 60%, 67%, and 77% when 

lowering the threshold to 30%, 20%, and 10% respectively. 42.8% of households faced 

catastrophic expenses, resulting from indirect costs, and again the percentage increased to 46%, 

58% and 81% when lowering the threshold to 30%, 20% and 10% respectively.  

Using the World Bank method, 50% of our study population faced catastrophic expenditures 

resulting from direct costs alone. 56% faced catastrophic expenditures resulting from indirect 

costs alone and 86% faced catastrophic expenditure resulting from both direct and indirect costs.  

 

 

Table 4. Frequency and percent of study population experiencing catastrophic health spending (N=159) 

 % of catastrophic due to 

total costs (95% CI) 

% of catastrophic due to 

direct costs (95% CI) 

% of catastrophic due to 

indirect costs (95% CI) 

 *Cat=1 Mean *Cat=1 Mean *Cat=1 Mean 

WHO Method (% of capacity 

to pay) 
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Catastrophic health spending by group 

Tables 5 and 6 present the estimated percentage of households with catastrophic expenditures for 

the patients with different characteristics, derived from the WHO and World Bank methods. Of 

these groups, only patients (84.8%) with low level of education had significantly higher 

percentage of catastrophic expenditures than the patients (68%) with high level of education 

(p=0.01). 

 

 

>40% 122 76.7 (70-83.3) 80 51.3 (43.4-59.2) 68 42.8 (34.9-50.5) 

>30%   131 82.4 (76.4-88.4) 94 60.3 (52.5-68) 74 46.5 (38.7-54.4) 

>20%   139  87.4 (82.2-92.6) 106 67.9 (60.5-75.3) 93 58.5 (50.7-66.2) 

 

>10%   

  

149 

 

93.7 (89.9-97.5) 

 

121 

 

77.6  (70.9-84.2) 

 

129 

 

81.1 (74.9-87.3) 

World Bank (% of total 

household income) 

 

> 10% 136 85.5 (80-91.1) 80 50.3 (42.5-58.2) 89 55.9 (48.2-63.8) 

Abbreviations: CI: confidence interval; %: percentage; Freq.: frequency; *household capacity to pay: effective 

income remaining after basic subsistence needs have been met.; *number of households with catastrophic spending 

Table 5. Percentage of households with catastrophic health spending using the WHO method: by occupation, 

age, education, and health insurance status 

 *Cat=1 % of 

catastrophic 

due to total 

costs (95% CI) 

*Cat=1 % of 

catastrophic 

due to direct 

costs (95% CI) 

*Cat=1 % of 

catastrophic 

due to indirect 

costs (95% CI) 

p-value 

of t-test 

for total 

costs  

Occupation        0.8 
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Street vendor 

Other 

45 

77 

77.6 (66.7-88.5) 

76.2 (67.8-84.7) 

28 

52 

49.1 (35.9-62.3) 

52.5 (42.5-62.4) 

25 

43 

43.1 (30.1-56.1) 

42.5 (32.8-52.3) 

Age group: 

18-24 

25-54 

55-64 

65+ 

 

17 

84 

10 

11 

 

68 (49.1-86.8) 

78.5 (70.6-86.3) 

83.3 (61.1-1) 

73.3 (49.9-96.6) 

 

8 

54 

8 

10 

 

33.3 (13.9-52.7) 

51.4 (41.7-61.1) 

66.6 (38.5-94.7) 

66.7 (61.7-91.5) 

 

13 

43 

5 

7 

 

52 (31.8-72.1) 

40.1 (30.7-49.5) 

41.6 (12.3-71) 

46.6 (20.3-73) 

 

Education 

 None & primary 

Secondary & 

college 

 

67 

51 

 

84.8 (76.8-92.8) 

68 (57.3-78.7) 

 

49 

30 

 

63.6 (52.7-74.5) 

40.5 (29.1-51.9) 

 

41 

24 

 

51.8 (40.1-63.1) 

32 (21.3-42.7) 

0.01* 

Health 

insurance: 

Yes 

No 

 

 

 

8 

114 

 

 

80 (53.7-1) 

76.5 (69.6-83.4) 

 

 

5 

75 

 

 

50 (17.1-82.9) 

51.4 (43.2-59.6) 

 

 

5 

63 

 

 

50 (17-82.9) 

42.3 (34.3-50.3) 

 

0.8 

Abbreviations: none: never attended school; CI: confidence interval; WHO: World Health Organization; %: 

percentage; *WHO expenses >40% of household capacity to pay; * number of households with catastrophic 

spending 

Table 6. Percentage of households with catastrophic health spending using the World Bank method* by: 

occupation, age group, education level and insurance status. 

 *cat=1 % of 

catastrophic 

due to total 

costs (95% CI) 

*cat=1 % of 

catastrophic 

due to direct 

costs (95% CI) 

*cat=1 % of 

catastrophic 

due to indirect 

costs (95% CI) 

p-value 

of t-test 

for total 

costs 
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The percentage of households with catastrophic health spending using the World Bank method 

revealed no differences among subgroups. 

 

Strategies to meet healthcare costs 

The patients reported using different strategies to meet healthcare costs (Table 6). 111 

(69.8%) use borrowing and donation from friends and family. 75 (47.1%) use selling items and 

reducing spending on basic needs. 56 (35.2%) use saving and taking on additional work. 

Occupation  

Street vendor 

other 

 

53 

83 

 

91.4 (84-98.7) 

82.2 (74.6-89.7) 

 

30 

50 

 

51.7 (38.7-64.8) 

49.5 (39.6-59.4) 

 

40 

49 

 

68.9 (56.9-81.1) 

48.5 (38.6-58.4) 

0.1 

Age group: 

18-24 

25-54 

55-64 

65+ 

 

18 

93 

11 

14 

 

72 (53.8-90.1) 

86.9 (80.4-93.3) 

91.6 (75.2-1) 

93.3 (80.1-1) 

 

9 

55 

7 

9 

 

36 (16.6-55.3) 

51.4 (41.8-60.9) 

58.3 (28.9-87.6) 

60 (34.1-85.8) 

 

13 

59 

9 

8 

 

52 (31.8-72.1) 

55.1 (45.5-64.6) 

75 (49.2-1) 

53.3 (26.9-79.6) 

 

Education: 

 None & primary 

Secondary & 

college 

 

70 

61 

 

88.6 (81.5-95.7) 

81.3 (72.4-90.3) 

 

41 

38 

 

51.9 (40.7-63.1) 

50.7 (39.2-62.1) 

 

50 

35 

 

63.3 (52.5-74.1) 

46.7 (35.2-58.1) 

 

0.2 

Health 

insurance: 

Yes 

no 

 

 

 

7 

129 

 

 

70 (39.8-1) 

86.5 (81-92.1) 

 

 

4 

76 

 

 

40 (7.7-72.3) 

51 (42.9-59.1) 

 

 

5 

84 

 

 

50 (17.1-82.9) 

56.4 (58.3-64.4) 

 

0.1 

Abbreviations: none: never attended school; CI: confidence interval; *World Bank >10% of total household 

income; * number of households with catastrophic spending 
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3.2.  Qualitative findings 

In this section, we report the different themes that emerged from the semi-structured 

interviews. These themes are intertwined; one elaborates the other. They are: the hidden cost of 

seeking care, trajectory of care, and social suffering. 

Table 7. Joint display integrating qualitative and quantitative results on strategies to meet cover the costs. 

(N=159) 

 N %* Quotes describing strategies or consequences of meeting 

healthcare costs 

Borrowing & cash 

transfer 

111 69.8 I had a hernia in my groin. I told my grandma to help me fix that. She 

called my uncle that lives in the Dominican Republic, he didn’t 

respond. …to complete my treatment, my grandmother borrowed 

some money and brought me to SBH. I got care there.” (Male, 21 

years).  

Selling items & reduce 

spending on basic needs 

75 47.1 After my surgery, I can’t sleep at night. After 2-3 hours of sleep, I am 

always awake and thinking about my children and what I am able to 

do to take care of them…What I used to do in the past, I can’t do it 

right now. To find money, I sell what I have at home (chair, desk…)… 

(Female, 56 years old). 

Saving & taking on 

additional work 

56 35.2 I saved money to go. I took on additional work, and when I make 50 

gourdes for a day of work, I don’t use all. I save half of it. That’s how 

I saved money for transportation, registration, and medicines. I did 

that for a long time, I don’t even remember how long because I 

stopped counting days, weeks, or months. Taking on additional work 

beside of being a farmer is not easy. I don’t find additional work all 

the time. Most frequently additional work is farming other people’s 

land.” (Male, 74years old). 

Abbreviations: N: sample; %: percentage;  *patients reported all that applied; does not sum to 100% 
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The hidden costs of care-seeking 

The hidden costs include transportation related costs and ancillary fees, lost wages 

because of the surgery and damaging arrangements to raise money to meet healthcare costs. 

These costs are not just monetary but experienced as social suffering. 

 

Transportation-related costs: From our quantitative findings, we understand that 95% of the 

study population must travel to Fond des Blancs from another area. Only 5% of the study 

population is from the commune of Fond des Blancs (see fig1) and 39% from the Sud 

department. No patients come from the north of Haiti, while 40% come from Ouest department 

and 17% come from Nippes department, which is contiguous to Sud.  
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Figure 1. Map of Haiti with frequency distribution of department of residence of 

patients. 

 

 

There is no public transportation to the hospital. Getting to the hospital can be a 

challenge. In emergency situations, patients can call the hospital to request an ambulance. This 

transportation is free of charge, though it is mostly reserved for trauma patients and pregnant 

women. Otherwise, transportation fees to the hospital can be very high. Our participants who 

present at SBH rely on private transportation. The cost is set by the driver and not by any 
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regulatory authority. And, fees for transportation fluctuate. One said that during rainy seasons, 

the roads become muddy and slippery and the price is higher:  

During the rainy season it is worse, the taxi driver increases the fees for transportation. 

Right now, the price is double than what I used to pay 250 gourdes instead of 100 

gourdes from my neighborhood to St. Boniface Hospital. (Female, 45years old).  

Road infrastructure in some areas is so bad that it is difficult even for a motorcycle, which is 

often the cheapest form of motorized transportation.  

Where I am is far, far, far away from this hospital, but I needed the care. You can see 

yourself that even motorcycle cannot get here. So, I need to walk down that narrow road 

to get on the large unpaved road to find a motorcycle to take me to the hospital. (Female, 

60 years old). 

This infrastructure makes transportation difficult and increases the hardship with transportation.  

 

Ancillary fees at the hospital and costs of accompaniment  

Ancillary costs at the hospital are dominated by the cost of food, housing, and laboratory 

tests not available at the hospital. The hospital provides hot meals to hospitalized patients, but 

does not provide options for patients with special diets. Therefore, patients who have a special 

diet must purchase the food. While the hospital stay is included in the registration fee for 

patients, this is not the case for accompagnateur. These individuals provide important moral 

support, critical for the treatment plan, often substituting for the lack of resources and 

professional providers at the hospitals. Although necessary, being accompanied by an 

accompagnateur may double or triple the costs of a patient stay at the hospital. SBH does not 

provide meals or housing for accompagnateurs. 
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I went on a motorcycle to the hospital. I borrowed 2500 gourdes to go. I went alone but 2 

people came to support me there. (Female, 23years old). 

 

I foresaw that I would need money for myself and for the person that will accompany me. 

(Male, 74 years old). 

 

Lost wages due to surgery:  

Lost wages in our study population are the norm. These lost wages are due to the fact that 

any surgery requires a leave of absence from work to benefit from the surgical procedure and 

recovery. Some patients may take leave of absence at their work. Others may not. Often, the 

threat of lost wages delays the care. And finally, when they decide to go to the hospital, it may be 

at the expense of their job. A 36 year old family father explains: 

I was a motorcycle taxi driver. But the motorcycle was not mine. When I was about to do 

the surgery, I couldn’t keep the motorcycle. (Male, 36 years old). 

The quantitative data reveals that 77.6% of street vendors (WHO method, table 5) in the 

study population experienced catastrophic health expenditures for their surgery. The qualitative 

data reveals variable vulnerability and impact of that catastrophic expenditure among street 

vendors, depending on their product. Individuals who sold perishable items faced both the 

catastrophic expenditure relative to their pre-surgery resources and reported a near total loss in 

their business due to the surgery:  

I went really broke with that surgery. My business was gone. . . I am trying to relaunch 

my business but it is still difficult because I don’t have money to bail out my stock. 

(Female, 41 years old). 
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Individuals who sold non-perishable items were in a better place economically following 

surgery. In most cases those who were able to pass off the management of daily activities to 

family members or to store non-perishable goods, were able to keep their business going: 

I had some business pepe (used clothes from the states or Panama) that I estimated at 

10,000 gourdes. It was easy to go to Fond des Blancs because my children are not babies 

and my commerce won’t get spoiled. I am still selling pepe. (Female, 56 years old). 

 

Strategies for covering costs  

This concept refers to the different strategies used by patients to raise money to pay for 

healthcare. The results of our quantitative survey revealed that the majority of our participants 

used the borrowing-cash transfer strategy. As with the varied vulnerability of street vendors, the 

qualitative data supports the quantitative findings and helps understand the mechanisms used to 

raise money to meet healthcare costs. The qualitative data described two primary mechanisms 

that individuals use for affording this. The first is:  

 

Borrowing and asking for donation 

Reaching out to people to beg for or borrow money stands out in both quantitative and 

qualitative findings. Patients asked directly to borrow money or had someone ask on their behalf. 

A young patient who had a hernia repair at SBH explained with sadness that his grandmother 

tried to borrow money/ cash transfer to help him get his disease repaired: 

I had a hernia in my groin. I told my grandma to help me fix that. She called my uncle 

that lives in the Dominican Republic, he didn’t respond. . . to complete my treatment, my 
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grandmother borrowed some money and brought me to SBH. I got care there. (Male, 21 

years).  

 

Saving money and taking on additional work  

A lot of the participants are sellers or farmers. Mostly for farming, participants would try to farm 

more land or to go work at other people’s farms. Others try different things, all with the objective 

of making more money. The wages vary but we know that the amount earned is low and the time 

required to accumulate sufficient funds for the direct and indirect costs is long, resulting in 

delays to care. Furthermore, people are taking on additional work when having a surgical 

disease. This is especially difficult for the hard labor involved in agricultural work. Below is an 

example of a 74-year old patient who had hernia and needed care:   

I saved money to go. I took on additional work, and when I make 50 gourdes for a day of 

work, I don’t use all. I save half of it. That’s how I saved money for transportation, 

registration, and medicines. I did that for a long time, I don’t even remember how long 

because I stopped counting days, weeks, or months. Taking on additional work beside of 

being a farmer is not easy. I don’t find additional work all the time. Most frequently 

additional work is farming other people’s land. (Male, 74years old). 

 

Trajectory of care 

Decisions to start a journey for surgical care is complex. Several factors influence this journey. 

Acting on symptoms and acuity of patients:  

Some patients will not immediately seek out surgical care the minute they know they have a 

surgical problem. The lack of money or the absence of complications associated with the disease 
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may explain this delay. But more importantly, acuity may play a crucial role. The level of acuity 

will trigger that journey. A taxi driver explains the beginning of his journey: 

That disease that brought me to SBH. I had it for 3 years. I decided to have surgery when 

it started to be painful (pause). I noticed that it became painful with work. That’s 

basically why I decided to have surgery for it. . . then I went to St. Therese Hospital and I 

was told that I had hernia. (Male, 36 years old). 

Other patients with non-urgent illnesses explained that the decision to start a journey was 

influenced mainly by the lack of money and the difficulty of taking leave from work:  

I knew that what I needed surgery for this mass on my leg. It was ugly but I lived with it 

for 5 years before finally going to St. Boniface Hospital. It took time because of lack of 

money and because I couldn’t take time off from work. (Male, 74years). 

In summary, the decision to initiate care seeking is influenced by money, work flexibility, and 

the urgency of the illness. 

 

The journey itself  

The journey can be overwhelming. Patients must travel to several hospitals to find care, but also 

to do labs or find other services needed to complete their care. This is not a linear journey, but 

often is fragmented and a source of social suffering. 

First I went to Miragoane, after some labs, I was referred to Fonds des Negres to the 

Salvation Army hospital, then to Fond des Blancs. But I had gone to multiples places for 

the same disease (Miragoane, Fonds des Negres, Madian, 6th section, Ladimon). The 

experience was very bad for me, I had to walk long distances to go to those hospitals and 

I couldn’t find a solution. At some point, I couldn’t walk or eat anymore, because I was 
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disappointed and scared that I wouldn’t find a solution to my problem. I heard that SBH 

provides good care and finally I went there. They took care of me. (Female, 60 years old). 

Sometimes they choose the healthcare center they trust most and not the nearest hospital. Some 

patients who arrive at SBH choose it because of the reputation built over time and or the fee 

structure 

I have heard about St. Boniface a lot. A lot of good things. That’s why I didn’t go to the 

hospital in my community at Petit-Goave. It is a public hospital. But as you know, there 

is a lot of fees that I couldn’t afford. (Male, 45 years). 

 

The visual below captures the journey of one of our patients who chose SBH at Fond des Blancs 

while the hospital in Les Cayes is closer to his home. His home, from Les Cayes hospital is about 

58 km. Fond des Blancs is at 112 km to him. 

 

Figure 2. Journey of one of our patients who lives in l’Asile 
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Because our study population is a surgical population, all the difficulties that accompany the 

trajectory of care result in a period of disability after surgery. This period of disability can be 

devastating to households. These leads to our third theme: social suffering 

 

Social suffering 

Social suffering is a concept that indicates individual or collective suffering with life conditions 

caused by political, institutional, and economic forces.17One of the primary way we see social 

suffering occurring in our population is when an individual has unmet surgical needs or when 

surgical journey depletes them of resources. The economic suffering is magnified and it begins 

to affect the entire family. In the qualitative data, individuals report the pressure that they feel to 

support their family when they are the primary wage earner. When the primary wage earner falls 

ill and needs surgical care. Often, they are not able to work and providing income. The family 

suffers as a result. Patients continue to experience themselves as family providers and give a 

visceral sense of what is at stake: 

All that I can do is to crush stone. But it takes a long time to crush enough stone to fill up 

a truck. We are all impacted by my surgery. My children have not gone to school since 

my surgery. They didn’t take their final exam to move up in the next class next year. The 

director of the school heard that I underwent surgery, he kicked them out of school 

because he thought that I wouldn’t be able to pay for them anymore. Right now, they are 

home with me, waiting for the next year to resume class, in the meantime, I need to find 

some money to pay the overdue bill. Man, 45 years old. 

 



44 

 

After my surgery, I can’t sleep at night. After 2-3 hours of sleep, I am always awake and 

thinking about my children and what I am able to do to take care of them. They are still 

little children, I need to provide for them. What I used to do in the past, I can’t do it right 

now. To find money, I sell what I have at home (chair, desk). I am currently on 

chemotherapy, but also, I need to send a specimen overseas to find out more about the 

disease in order to add more treatment for me. I don’t have the 100 US to do it. Even the 

25,000 gourdes for chemo drugs I still didn’t pay it off. I talked to my husband, we are 

both feeling sorry and sad. I think a lot at night and cry sometimes [respondent is crying; 

needed to stop the interview for few minutes]. I am not ready to die, I have my children 

that I need to take care of. (Female, 56 years old.) 
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4. Discussion 

Our analysis shows that a large number of households incurred catastrophic payments 

when paying for medical services and surgical care. The estimates ranged from 42.8% (with the 

indirect costs only and WHO cutoff line of 40%) to 93.7% (with both the direct and indirect 

costs and WHO cutoff line of 10%). Catastrophic expenditures were more common among 

patients who had primary or no education, compared to patients with more education. It is 

noteworthy that insurance did not protect against catastrophic expenditures, even when 

considering only direct costs. The most common coping strategy to meet healthcare cost is 

borrowing-donation (69.8%). The lived experience of enduring these catastrophic costs to access 

care revealed tremendous loss: jobs, businesses, planting, children’s education, food security. 

Their journey to hospitals is so complex that one wonders if the system does not imprison them.  

Our results are consistent with earlier studies, in which financial contribution to health 

care may be catastrophic on the household. It was previously estimated that 74.5% of Haitians 

were at risk of impoverishing expenditure when surgery and anesthesia care is required.18 

Catastrophic payments are not only common in low-income countries. Kenya, ranked by the 

World Bank as a lower-middle income country, 19 faces the same situation. Annually, 6.58% of 

citizens are pushed into poverty due to direct and indirect catastrophic costs to healthcare.20 A 

study published in 2012 about out of pocket costs for medical costs in China revealed that in 

2004, 23.3% of rural households were impoverished by medical expenses.21 Worldwide, direct 

costs alone resulted in catastrophic expenditures for 150 million individuals annually.22 Related 

to direct costs from surgery specifically, every year, 33 million face catastrophic expenditure 

accessing and paying for surgical care.18 Adding the indirect costs, this number increased to 81.3 

million.18 
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This study has several implications. At the hospital level, this study can help SBH to 

rethink the approach for patients with medical insurance. Even those patients with insurance 

experienced catastrophic health expenditures at a frequency similar to those without such 

coverage. If SBH expanded the services provided at the hospital—and included in its flat fee—or 

negotiated with nearby providers to accept reduced payment or insurance payments from patients 

seeking care at SBH, this could reduce the burden of catastrophic expenditure for direct cost. At 

the state level, this study could assist the Ministry of Public Health to understand that 

catastrophic costs should quickly become priorities in national health-policy debates in Haiti, 

developing policy to protect citizens from catastrophic expenditure by expanding health 

insurance system including disability insurance and indirect cost subsidization to alleviate 

indirect catastrophic expenditure.  

Finally, at an international level, this study can help health policy makers to redefine 

catastrophic costs by including the indirect costs. If surgery is the “neglected stepchild of global 

health,”23 indirect costs are the neglected stepchild of catastrophic expenditures. The qualitative 

interviews provided important insight into the lived-experience of the participants. Damaging 

arrangements to meet healthcare costs, loss of education for dependents, loss of income 

generation represent important impacts of the indirect costs of surgery, and can, in turn have long 

term consequences on the economic situation of individuals and families. 
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5. Limitations 

One of the limitations in this study is possible selection bias. Participants in our study 

were the ones who survived to get to SBH for surgical care. This situation may not be different 

from the rest of the population. Catastrophic expenditures might be even higher in general 

population. The estimation of lost wages, as part of indirect costs, is subject to several 

limitations. Daily expenditures per adult in household was used as a proxy. Since we do not 

know the relationship between wages and expenditures in each household, this can be 

underestimated. In this case, the estimating frequency of catastrophic expenditures can be 

overestimated. Moreover, since we lack information of the number of people under 18 years old 

in our sample, only children under five years old were excluded from the daily expenditures. 

This may underestimate the effect of lost wages. Additionally, we did not include the time 

seeking care before actually receiving it, this again can underestimate the effect of lost wages. 
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6. Conclusion 

Out of pocket payments are not the only important determinant of catastrophic costs. 

Indirect costs could also lead to catastrophic health spending. It could get worse as detected 

surgical need grow with the population. Reducing out of pocket spending has the attention of 

policy makers worldwide, while indirect costs are neglected. We have shown in this study that 

indirect costs are as important as direct costs and can sometimes be even higher. Our findings 

make visible what is at stake for all concerned. We have shown that patients make noticeable 

efforts to raise money to pay for healthcare, the associated costs and we have revealed the 

disastrous impact of catastrophic costs on individuals and their families. 
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Appendix 1 

 

Qualitative Interview Guide                       

Subject ID:                          Name:                                              Interview Date: 

Interviewer Name:                                                                       Location of Interview: 

Good day, my name is Michelson Padovany. I really want to thank you for letting me be here 

today.   

I would like to interview you to learn more about your experience accessing surgical care and 

costs (e.g. modes of transportation, housing, and food) and also to describe the effects of 

surgical care cost on you and your family. The interview will last about 1 to 1.5 hours. 

You can skip questions that you do not want to answer or stop the interview at any time. 

I will keep the data I collect confidential, and will not share your personal information with 

anyone outside the research team. We will not use your name. Being in this study is voluntary. 

Please tell me if you do not want to participate. 

Do you have any questions? 

Questions:  

 I want to say thank you again, for wanting to be part of this. Remember you can stop at 

any time, and feel free to tell me if you want to stop, or continue tomorrow.  

 I wanted to start with some information about you and your family 

1) Do you remember you had surgery? Months ago, can you describe your experience 

seeking care for your illness?   

2) How did you decide to go to St. Boniface? 

Prompt: Have you ever been to St. Boniface hospital before? Were you referred? 

3) tell me about your experience getting to the hospital 
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Prompt: how? Did you have company? How did you prepare (childcare, time off work, selling 

things)? How long did it take you? Who helped you (decide to) go?  

4) Tell me about any other experiences you had seeking care for the illness that took you 

to St. Boniface for surgery?  

Prompts: diagnosis? Cost? Proximity? Timing? Treatment?  

5) How did the process of seeking care in these different ways affect you? What impact 

did it have on you? On your family? 

a. How did you decide what to do?   

6) Tell me about a time you were prevented or delayed from coming to the hospital for 

care you needed? 

Prompt: what challenges did you face? Follow up? Instructions for staying healthy?  

7) What advice would you give to patients who have your problem and need to access 

care 

8) What advice you would give to doctors and hospital Vis a Vis those in need to access 

care? 

9) Do you have any questions for me before we finish this interview? Or is there anything 

else you would like to share with me? 

 

Thank you very much for you time! 

 

 


