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ABSTRACT

“ASSESSMENT OF SOCIO-ECONOMIC IMPACT AND HEALTH CARE
EXPENDITURE PATTERN OF COVID 19 IN HOUSEHOLDS OF RURAL
FIELD PRACTICE AREA OF BELAGAVI - ACOMMUNITY BASED
CROSS-SECTIONAL STUDY”

Background:

SARS-CoV-2 infection started in China and then later spread across continents
to cause Covid-19 disease. It was announced as a pandemic on March 11, 2020.
Kerala was the first state to report the case on January 30, 2020. Lockdown and
quarantine measures were taken to limit the spread of infection by the government,
though India remained the one of the top countries to report cases and deaths due to
Covid-19. The impact of the disease is widespread ranging from health, economy,
politics and, social life. Vaccine inequities were seen globally, intake of vaccine
conferred protection in terms of disease severity and survival. Long term
consequences of the infection are seen in the form of post-Covid or long-Covid

symptoms affecting multiple organ systems.

Objective:
The study aims to assess the socioeconomic impact and to estimate the

average healthcare expenditure for covid 19 infection in the rural field practice area.

Methodology:

A community base cross-sectional study was conducted in field practice area
of Vantamuri (rural) from October 2022 to September 2023, to assess the socio-

economic impact and to estimate the healthcare expenditure for Covid-19 disease.
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Direct medical costs were included. For statistical analysis Odds ratio and Pearson

Chi-square tests were used.

Results:

Among 357 participants, 50.7% were males. 75% of the participants belonged
to the age group of 18-60 years. Around 70% were married participants. 95% of the
participants received at-least primary school education. Half of the participants
belonged to higher socio-economic class. Among participants, 74% did not have any
insurance coverage. Around 4% of the participants died due to the Covid-19 disease.

One-fifth of the participants reported symptoms of long-Covid.

Conclusion:

The findings from the study points that economically productive age group,
number of comorbidities, financially disadvantaged groups were more affected due to
Covid-19 disease. Three-fourth of the participants had been affected during second
wave. Catastrophic spending was seen among private sector hospitalized participants

without insurance cover.

Keywords: Socio-economic impact, Covid-19, health insurance, long-Covid,

compensation.
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Introduction

INTRODUCTION

On December 31, 2019, WHO received communications from the
Government of China that a ‘pneumonia of unknown etiology’ has been found
affecting many people of Wuhan city, Hubei province.> WHO named this virus as
novel coronavirus or 2019-nCoV on January 12, 2020 and later it was coined by
International Committee on Taxonomy of Viruses (ICTV) as ‘SARS-CoV-2’ (Severe
Acute Respiratory Syndrome Corona Virus 2). The disease caused by the virus was
termed as ‘Corona virus disease 2019 (Covid-19)’ on February 11,2020.2 WHO
declared that ‘Covid-19 was a pandemic’ on March 11, 2020.2 Coronaviruses have
been responsible for three pandemics in last 20 years (SARS in 2002 to 2003, Middle
Eastern Respiratory Syndrome in 2012, Covid-19 in 2019 to 2023).

In India, first Covid-19 case was reported in Kerala on 30" January, 2020. On
25" March, 2020, Government of India declared immediate country level lockdown
till 318 March, 2020 and then extended the same three times till 171" May, 2020.
Gradual relaxation was done in six phases till 30" November, 2020. To aid in case
management Covid-19 dedicated hospitals and healthcare centres were created.®

As on February 2024, more than 774 million cases and seven million deaths
were reported by WHO. The top three countries to report cases were U.S.A, China
and India respectively and with respect to deaths U.S.A, Brazil and India respectively.
India reported a total of 45 million cases and five lakh deaths since the beginning of
the pandemic. The Mortality rate for SARS-CoV-2 infection as notified by WHO was
<0.001 per 100,000 population.b” WHO data on vaccination states that 13.59 billion
people are vaccinated till February 2024. 67% of global population received complete

primary series of vaccine and 32% vaccinated with at-least one booster dose.?
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Introduction

Coronaviruses (SARS-CoV, MERS-CoV, and SARS-CoV-2) are enveloped
viruses that contains positive-sense single-stranded RNA with largest genome. They
belong to genus Betacoronavirus of the family Coronaviridae. Through direct contact
with cellular receptor (‘Angiotensin converting enzyme 2°) protein S mediates host
cell entry. Once entered, the RNA genome will be released into host cell cytosol and
the virus begins to replicate and produces new virions. The virions are then assembled
and released into intracellular space to aid infection of neighbouring cells.* Human-to-
Human transmission was higher for SARS-CoV-2 compared with SARS-CoV
infection.? Direct transmission through respiratory droplet or aerosols was found to be
the effective transmission compared with fomite.® The period of communicability
varies between three days prior and three weeks later to symptom onset. It can be
longer for patients with severe disease. The incubation period is two to 14 days with
median incubation period of seven days.®

‘Reproduction number’ (Ro) determines the ability to contain an emerging
pathogen. It is the average number of secondary cases arising from a primary case in a
completely susceptible population. RO is calculated by taking in consideration of
generation interval. RO for Covid-19 was estimated using previous MERS-CoV and
SARS-CoV data and found to be between 2 and 4. Containment measures are not
needed if RO is less than 1, on the other hand a higher RO make containment more
difficult.® Quarantine lowers transmission by preventing transmission prior to
symptom onset. Period of quarantine depends on incubation period and temporal
infectiousness profile. The importance of quarantine lies in the fact that RTPCR tests
carry low sensitivity, especially early in the infection, as well as limited testing

capacity in many countries. The main reason for people being placed in quarantine is
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Introduction

because they were identified as close contacts of confirmed Covid-19 through contact
tracing or must have returned from a place with high community transmission.°

Other non-pharmacological measures to control spread of the disease include
isolation, lockdowns, social distancing measures and use of face mask. Though non-
pharmacological measures effectively reduced pace of the viral spread, the risk was
not reduced for people involved in public facing jobs like health care workers and
frontline workers, taxi and bus drivers, factories (due to ill-ventilation and
overcrowding) and to those residing in nursing homes, homeless shelters, and
prisons.® Even with higher transmission rates for SARS-CoV-2 than previously
emerged SARS, the mortality rates or the case fatality rates were vice versa.? But in
terms of absolute numbers, Covid-19 was the third leading cause of death in 2020,
whereas it became the number one cause in 2023.%!

The highlighting fact is that while all other coronaviruses affects the
respiratory tract, SARS-CoV-2 virus also cause distress to heart, gastrointestinal
system, liver, kidney and central nervous system.? The various diagnostic modalities
for SARS-CoV-2 include RT-PCR, Chest CT, Serology, RT-LAMP, CRISPR/Cas.*?
The degree of severity of the disease ranges from mild illness to critical condition.?
Albeit differences in signs and symptoms between patients, the common symptoms
include fever, fatigue, backache, cough, expectoration, anorexia, sputum production,
shortness of breath, loss of taste or smell etc. others include sore throat, headache,
confusion, hemoptysis, and chest tightness.?* Gastrointestinal symptoms like nausea,
vomiting and diarrhea were also reported.? Majority of the cases tend to be mild but
certain degree of cases shows severity due to systemic inflammation, tissue damage
and cardiac injury.* Children had mild symptoms compared to adults. Some patients

remained asymptomatic throughout the infection.? Comorbid conditions such as
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Introduction

diabetes, obesity and hypertension influence severity of Covid-19 disease.* Severe
life-threatening events like pneumonia, respiratory distress, septic shock and
multiorgan failure were reported.*

Impact of Covid-19 is not only restricted to health, the devastating effects are
widespread ranging from health, society, politics and economy. Economic breakdown
has a negative impact on health as it cripples the financial resources towards public
health.'* On an economic standpoint, Covid-19 disease, because of its ability to
spread rapidly and infect large number of individuals and by virtue of its
complications, can impose high direct and indirect medical costs to the patients,
health system as well as to the government.'® People living in lower socio-economic
class generally suffer from health inequities. It is further confirmed by Covid-19
disease with respect to infection and mortality. Studies have found that inequalities
existed during Covid-19 between urban and rural communities.® ‘Out of pocket
expenditure’ (OOPE) accounts for about 60% of healthcare expenditure in India.'®
Out of pocket expenditure is defined as any spending made by the household towards
purchase of healthcare service delivery. National Health Accounts (NHA) report
highlights that OOPE constitutes 68% of total healthcare expenses.!’ In India and
other developing countries, the pandemic could make large number of households
vulnerable to catastrophic expenditure due to Covid-19 hospitalizations. In terms of
absolute number of cases (45,040,074 as on June, 2024), India is among the worst
affected countries.® Health insurance coverage in urban and rural areas are 20% and
15% respectively.t” In terms of policy decisions, India has a publicly funded health
insurance — ‘Ayushman Bharat — Pradhan Mantri Jan Arogya Yojana’ (PMJAY) for

inpatients’ care costs in public and private health facilities.'6
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Direct medical costs are influenced by factors like severity, mean length of
stay both in wards and ICUs and certain other factors.!® The length of stay due to
Covid-19 depends on several factors like time elapsed from exposure to symptom
onset, from symptom onset to time of admission in the hospital. The median duration
of hospital stay due to Covid-19 has been reported to be 10-13 days.®® Meta analysis
evaluating rate of Intensive care unit admissions found that one in four patients
affected with Covid-19 required ICU admissions.!” The cost for ICU admission were
three to four folds higher, compared to patients admitted in general wards.'® In India,
intensive care accounted for 20-30% of total hospitalization cost. The fact that
intensive care in India is primarily provided by private sector, which in in turn burden
the hospitalized people from low socio-economic setting.l” However, many state
governments had fixed price ceilings for Covid-19 care in private facilities.’® To
calculate direct costs which included both medical and non-medical costs, various
parameters like expenditures for diagnosis, treatment, rehabilitation, food costs and
accommodation costs were considered. Direct medical costs estimated by a study in
2020 from U.S.A showed a median direct medical cost of 3,045 US dollars (~INR
2,32,577 @ 2020 exchange rate).2*" Indirect costs include the amount of income that
has been lost as result of disease, mandatory containment at home or lost productivity
due to premature death of the working individuals.'#

On the vaccine perspective, similar to HIN1 influenza vaccines, highly
effective Covid-19 vaccines were distributed to global north at first. Countries in the
global south have suffered with limited access to vaccines. Effectiveness of Covid-19
vaccine depends on type of the vaccine, number of doses and gap between two
vaccines. Additionally, it also influenced by type of the variant at that point of time.

MRNA vaccines are more effective compared to vaccines prepared using other

Page 5



Introduction

modalities. Moreover, Unvaccinated individuals were more likely to report ‘Long
Covid’ symptoms as well as a higher mortality due to Covid-19.1* The World Health
Organization defines "post-COVID-19 symptoms™ as those of individuals with
probable or confirmed SARS-CoV-2 infection who continue to have symptoms 3
months after infection, persisting for at least 2 months, and with no other obvious

cause. It accounts for both direct and indirect effects of Covid-19.18
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Objectives

OBJECTIVES OF THE STUDY

1. To assess the socioeconomic impact of Covid-19 in the rural field practice area.

2. To estimate the average healthcare expenditure for covid 19 infection during the

pandemic in a rural setting.
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Review Of Literature

REVIEW OF LITERATURE

A direct medical cost analysis for Covid-19 ICU patients was conducted
retrospectively in a tertiary hospital in India from June 2020 to December 2020. 176
participants were included, in which 24% were females, and no difference between
the genders with respect to age. At-least one comorbidity was present in 72%
participants, in which hypertension was the common (n= 89, 50.56%). The median
hospital stay was found to be 13 days, of which 9 days was ICU stay. The study found
that majority of expenses were due to hospital drugs, bed charges, equipment charges
and lab tests. In this study, COVID-19 patient on ICU admission boar a median cost
of INR 2,02,249 (US $ 2742.91). A median delay of more than 4 days to
hospitalization and more than 6 days to ICU admission from the onset of symptom led
to a significant higher cost in hospitalization. The study revealed that government
schemes covered 79% of cost, out of pocket paying was 12.5%, followed by private
insurance of 8.5%. the study stated that the longer hospital stays and ICU admissions

were the two prime factors responsible for increased medical cost.’

A Covid-19 cross-sectional survey was conducted telephonically by the ‘state
health resource centre’, a technical agency working for state health department of
Chhattisgarh, India in December 2020. Around 1294 individuals were interviewed,
out of which 492 were hospitalized patients. This study assessed the socio-
demographic characteristics as well as out of pocket expenditure. In this study, people
from urban residence (n=358) were higher compared to rural population (n=134). The
study had more males (n=342) than females (n=150). People of age group 15-39 years
were more compared to other age groups (n=231). Households with low per-capita

(class I according to modified BG Prasad’s classification) income were affected more
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compared to other classes. Among those who were hospitalized, 69.3% were
hospitalized in public health settings and the rest in private hospitals. Among
hospitalizations, 15.6% admissions were less than a week, 68.8% were between 7 and
13 days long and 15.5% were 2 weeks or longer. The mean duration of hospitalization
was around 10 days. The mean out of pocket expenditure on hospitalization was INR
169,504 in private hospitals while in public settings it was INR 4871. In this study,

around 12% of the hospitalized individuals had private health insurance.®

A prospective multicentric study involving COVID-19 patients was conducted
in India during 2022 to know the benefits of Covid vaccination on the outcome during
the third wave. RT-PCR positive or rapid antigen test positive adult participants were
enrolled. A total of 788 patients were analyzed across 13 centers in Gujarat. At the
end of follow up, 2.8% had expired. The age of subjects was reported in median as 54
years, with male preponderance. Vaccination was reported among 90%, of which,
77% received two doses of covishield vaccine. Mortality was significantly higher
among the non-vaccinated participants. Logistic regression analysis revealed
significance for patients with comorbidities with mortality. Vaccination status was
associated with patient survival. Factors associated with higher mortality among

vaccinated were increasing age and comorbidities.®

A cohort study of RT-PCR confirmed Covid-19 patients was done in 2021 in
South India to find the effect of vaccination on mortality, hospitalization, oxygen
therapy and, ICU admission. The mean age of the participants was 46.3 years. 17.9%
and 4.8% received at least one dose of covishield and covaxin respectively. Mortality
was 0.2%, 3.5%, and 12.9% among fully vaccinated, partially vaccinated, and

unvaccinated patients respectively. The difference in mortality among unvaccinated
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vs fully vaccinated was 12.7%. On adjusted analysis, as compared to unvaccinated
patients, at least one dose of vaccine reduced the need for hospitalization, oxygen,

ICU admission and mortality.?

A retrospective case-series study was done at two Primary Health care
Centres in Spain to estimate the prevalence of Covid-19 symptoms and signs for
SARS-CoV-2 during March to April 2020. Risk factors and utilization of health
services were also analysed. Sociodemographic, clinical and, health service utilization
variables were collected. Analysis was done to study factors associated with use of
health services. Among 499 patients studied from the health centres, 44.9% were men
and mean age was 58.2 years. The frequent symptoms were cough (77.9%), fever
(77.7%) and dyspnoea (54.1%). 60.7% were hospitalized. 64.5% established contact
with their primary care provider first before attending to the hospital. There was a

higher percentage (58%) of patients with atypical unilateral or bilateral pneumonia.*

A retrospective record-based study was done in Vietnam with the goal to
identify various factors associated with Covid-19 hospital stays in terms of median
duration during the second COVID-19 wave in Vietnam from 5" March to 8" April
2020. 133 Covid-19 hospitalized patients data recorded retrospectively over two
weeks were enrolled. Cox proportional-hazards regression model was used to find the
risk factors associated with duration of hospital stay. Accordingly, 65 (48.9%)
females, 98 (73.7%) patients were 48 years or younger, comorbidities were seen in 15
(11.3%) persons, 21 (16.0%) were severely ill and, 5 (3.8%) individuals with life-
threatening conditions. After testing negative for the SARS-CoV-2 virus, 82 (61.7%)
patients were discharged. The median hospital stay duration was 21 (IQR: 16-34)

days. Cox regression model showed that factors like age, residence and contamination
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sources were associated with longer duration of hospitalization significantly. The
median duration of hospital stay was 18 days and 24 days for participants aged less
than 48 years and > 48 years respectively. People who were infected in Vietnam had
longer period of stay in hospitals compared to people infected abroad. North Vietnam

participants had a longer hospitalization duration compared to South Vietnam.

A cross-sectional study was done based on the data of the COVID-19
patients referred to a university hospital in Saudi Arabia in 2020 with an aim to
estimate both direct medical and indirect costs of treating Covid-19 from a societal
perspective as well as the economic burden of COVID-19 in Iran. The data were
collected from the patients’ records. All the 477 COVID-19 affected individuals
admitted to the medical centre during the 4 months were included. Bottom-up costing,
incidence as well as income-based human capital approaches were used. The
estimated direct medical costs was 28,240,025,968 Rials (US $ 1,791,172). The mean
cost of 59,203,409 Rials (US $ 3755) per person, in which 41% was that of intensive
and general care. Costs of medicines and medical consumables (28%) followed next.
Loss of income due to premature death, hospitalization leading to economic loss and
job absenteeism during period of recovery were included to estimate mean indirect
costs. Economic burden of the disease for inpatients at the country was
22,688,925,933,095 Rials (equal to US $ 1,439,083,784). The results showed that the
severe disease bring about the higher cost for treatment. It was estimated that the high
Covid-19 disease prevalence imposes a heavy burden on the country’s economy and

healthcare system that may lead to cost-control approaches.®

A prevalence-based cost-of-illness study was conducted in Iran using

bottom-up approach in 2020 with an aim to estimate the COVID-19 patients health
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costs and associated factors. Data were obtained from the Hospital’s Information
System and Cost-of-illness checklist. 745 Covid-19 patients were included in the
study. Total cost was estimated at 8813.15 (PPP, Current International US $),
accounting for 60% of GDP per capita. The mean direct as well as indirect cost was
estimated to be 3362.49 (38% of the total cost), and 5450.66 (62% of the total cost),
respectively. Participants with increasing age, who had insurance, those who died had
higher mean hospitalization cost. Covid-19 disease imposes a significant financial
burden at various levels including people, health systems, insurance sectors and the

country’s economy.*

A hospital-based cross-sectional study was conducted among outpatients
and inpatients, in ‘All India Institute of Medical Sciences’ (AIIMS), New Delhi and
the outpatients and inpatients of the ‘Comprehensive Rural Health Services Project’
(CRHSP) hospital, AIIMS, Haryana in 2005-06. The study included 374 inpatients
and outpatients with an aim to generate evidence on the social and economic impact
arising due to out-of-pocket expenses on illness. The median expenditure was similar
for urban and rural patients. 51.3% and 24.4% were employed before and after the
iliness among rural respondents. The corresponding figures were 65.6% and 23.4%
for urban respondents. The economic and the social impact of illness in terms of
expenditure on food, also on education, health and, the need to sell land or domestic
cattle was statistically significant. A significant proportion of the upper and upper
middle classes were also affected. Bank loans and moneylenders were common
source of loan for the upper and middle classes, Whereas the lower socioeconomic
classes depended upon support of their friends financially. The average cost of
hospitalized care in a government hospital in 2004 was Rs.3,238. If it was presumed

an average stay of 7 days for each hospitalization, Rs.3,238 would have amounted to
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an expenditure of Rs.462.6 per day per hospitalization. For a person with a daily per
capita expenditure (DPCE) of Rs.93, this accounts for an enormous additional burden.
The study highlighted that out-of-pocket expenses are a burden for the poor and the

middle classes.?

A community cross-sectional study was done between in 2018-19 in Bhatar
block of Purba Barddhaman district, West Bengal to find out the determinants of out-
of-pocket as well as catastrophic health spending among rural population. 235
households were studied, in that 198 (84.3%) had male member as the family head. 49
were illiterate, and 23 had education till higher secondary and above. 70 (30.2%)
households were found to be joint family, while 164 were nuclear family. Health
insurance was present among 151 (64.3%) households. The median Out of pocket
health expenditure was reported as INR 3,870. The median direct indirect health
expenditure in the study was INR 1,780.00 and INR 2,100.00. 38 households reported
catastrophic healthcare expenditure. 85.5% had adequate money, while 27 (11.5%)

borrowed, and 7 (3%) reported that they sold their assets.??

A retrospective cohort study was conducted on hospitalized Covid-19
patients in Saudi Arabia to find out the survival and to estimate the direct medical cost
in 2020. The data was collected from patient admission to discharge with final status
which was either death or discharged alive. 22% participants were female, and 67%
between 25 and 54 years of age. Only 15% were admitted to ICU. About 16% of
patients died in hospital. The median duration of stay was 7.93 days, with a maximum
length of stay of 43 days. The mean cost (in Saudi Arabian Rial) for those admitted to
the general Medical Ward and ICU per patient was 42,704.49 (INR 8,88,432.06) and

79,418.30 (INR 16,52,245.63), respectively. The total direct medical cost of COVID-
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19 exceeded compared to MERS-CoV due to the higher infection rate in Covid-19.
Variations in cost estimates across countries highlighted the significant challenges to
estimate and compare globally due to differences in the cost of treatment, healthcare

utilization rates and their prices between countries.?

A study was conducted in a private hospital setting in Istanbul, Turkey
adopting micro-costing approach using historical cost data for one year from April
2020 to April 2021 with an aim to calculate the medical costs for participants with
Covid-19 based on the clinical severity. All direct and indirect medical costs were
determined for participants. The analysis measured the unit cost in Turkish Lira and
estimated 459,99 b (~ US $ 6440) for an outpatient and 1.184,63 b (~ US $ 16,584)
per day for inpatient. For participants who are non-intubated in intensive care it was
estimated to be 1.938,11 (~ US $ 27,133), and 2.393,99% (~ US $ 33516) for intubated
participants. The study also indicated that for non-intubated patient in intensive care
units the costs was 1.54 times higher, while for an intubated patient’s it was 2.08

times higher compared to total cost per inpatient.?

A cross-sectional ecological study with data from 3,140 counties was
conducted in USA to analyze influence of country level social determinants,
education, income, comorbidities, political voting patterns, and preventive healthcare
measures on COVID-19 case-fatalities. Data were obtained from COVID-19
Community profile report between 2" January to 8" January, 2021. Particular week
cutoff was selected as it eliminated the effect of vaccines or newer strains. Analysis
was done using generalized additive models and adjusted by COVID-19 Community
Vulnerability Index. Reduced case-fatality rates were observed with respect to Age,

education, and Income. On the other hand, obesity, leisure activity, binge drinking
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and individuals on anti-hypertensives were associated with high case-fatality rates.
Large household size was protective in Midwest, but harmful in Northeast USA.

Chronic kidney disease was one of the strong predictors of high case-fatality rates.?®
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MATERIALS AND METHODS

A) Source of Data: Previously diagnosed Covid-19 patients residing in rural
field practice area of PHC Vantamuri (rural), that is under the administrative control
of Jawaharlal Nehru Medical College, KAHER, Belagavi, Karnataka. The field area
of PHC Vantamuri (rural) caters a population of approximately forty thousand people
estimated as per Community Needs Assessment Approach survey done in 2022-2023.
A total of five Sub Health Centre’s also called Health and Wellness Centre’s headed
by Community Health officers (CHO) and Seventeen villages are present under field

practice area.

The names of the Sub Health Centre’s with population as per CNAA survey

2022 are:

Vantamuri — 9513, Kakati-A — 8084, Kakati-B — 7233, Honaga — 9025,

Bhutramanahatti - 6551
B) Study Design: A community-based cross-sectional study.
C) Study Period: One year (1% October 2022 to 30" September 2023).

D) Sample Size: Sample size calculated using the prevalence of Out-of-pocket
expenditure in India, Reddy KN et al as per National Health Accounts of 20217

(68%) and calculated as,
4pq/d? where,
p = 68%
q=32%
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d=5%

4*68*32/5°

8704/25

348.16 = 350

A minimum total of 350 participants were found to be appropriate sample for
the study, although no restrictions were applied to stop the study on reaching the

sample size.

E) Sampling technique: Universal sampling was done to ensure enrollment of

maximum number of participants for the study.

F) Inclusion Criteria: All covid 19 positive cases registered in the PHC
during first three waves of the pandemic (1% March 2020 — 31 March 2022) were

included for detailed study.

G) Exclusion Criteria: Those households which were locked and non-
availability of respondents (>18 years) on three successive visits by the investigator
were excluded. Positive cases during the pandemic from ITBP occupation in
Hallbhavi village, from Vantamuri subcentre was excluded due to the frequent

movement and unstable population.

H) Ethical clearance: Approval from the Institutional Ethical Committee for

Human Subject’s Research of the medical college vide wunder letter

MDC/INMCIEC/78 dated 27/09/2022 was obtained.

I) Data collection procedure: Written informed consent for all the subjects

participating in the current study were obtained and they participants were recruited
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according to the inclusion and exclusion criteria. Using structured & pre-designed
questionnaire, pilot testing was done among 20 participants and the questionnaire was
modified accordingly before the conduct of the actual study. The research
questionnaire consisted of socio-demographic data of study participants, Covid-19
infection/disease/death/recovery status, OPD/IPD/ICU/Oxygen therapy, Health care
seeking  behaviour &  expenditure  status, health  insurance  and

reimbursement/compensation for Covid 19 death by the Govt of India, if any.

The sections included in the questionnaire were;

1. Respondent’s details

2. General family details

3. COVID-19 family details

4. COVID-19 affected individual details

5. Hospitalization details

6. Health expenditure details for out-patient participants

7. Health expenditure details for In-patient participants

8. Health seeking behaviour & mode of payment details

9. long COVID details, if any.

The participants were visited in person by the investigator and conducted
personal interview. In case of participant’s absence, other family members above
eighteen years were considered for obtaining reliable information. Non-interested
participants or responders were automatically excluded / removed from the study.
During the process of data collection, concerned Accredited Social Health Activist

(ASHA) were also accompanied with the investigator during the interview.
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For hospitalized patients, participants who had expenditure bills were directly
entered into questionnaire, whereas, for participants without bills, approximate total
sum of money spent was enquired orally and documented in the questionnaire.
Healthcare expenses towards COVID-19 were calculated using direct medical costs.

Direct medical costs included,

1. Physician / Hospital Consultation charges

2. Expenditure on Covid-19 diagnosis (laboratory and radiological charges)

3. Expenditure on Covid-19 treatment (drugs and procedural charges) and
rehabilitation

4. Bed charges for admitted patients / ICU / Ventilator charges etc.,

For laboratory charges, fixed ceiling rates (at the time of survey) were used for

computation for government and private separately for RAT & RT-PCR.

Laboratory procedures included relevant microbiology, biochemical and pathological

investigations.

Radiodiagnosis charges were included for chest X-rays, Computed Tomography,

Magnetic Resource Imaging (MRI) and Echocardiogram.

J) Data processing and analysis/statistical analysis:

Collected data was coded, entered & analyzed using SPSS statistical software
version 20. Data were represented by frequency distribution table. To check the
dependency between different variables, Pearson chi-square test was applied. Odds

ratio was used, wherever applicable.

Description of the study variables

Types of Family:
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Nuclear: It includes married couple along with their dependent children.

Joint: It consists of number of married couple and their children living in same

household

Three-generation: It consists of household where representatives from three

generation live together.

Broken: It includes families with couples being separated and living alone with or

without children.

Socioeconomic status

Information on family per-capita income (INR/month) was obtained and SES

was classified using Modified B.G. Prasad’s classification for the year 2023.2

The consumer price index (CPI) for the year 2023 was calculated taking the

average CPI of twelve months and found to be 136.4.%

Multiplication factor = current CPI (2023) / Base index value (2016) = 136.4 /

100 = 1.364

New income value = multiplication factor * old income value * 4.63 * 4.93 *

2.88
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Socio-economic status B.G. Prasad’s classification | Revised B.G. Prasad’s
(1961) classification (2023)

I >100 >8967

I 50-99 4483-8966

i 30-49 2690 — 4482

v 15-29 1346 - 2689

\ <15 <1345

Wave of infection — Covid-19

First wave: March 2020 to February 2021

Second wave: March 2021 to December 2021

Third wave: January 2022 to February 2022
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RESULTS

Table 1: Distribution of the participants according to age group (n = 357)

Age group in Years Frequency Percentage Cumulative
percentage

0-18 44 12.3 12.3

18-35 126 35.3 47.6

35-60 142 39.8 87.4

>60 45 12.6 100.0

Total 357 100.0 100.0

Graph 1: Distribution of the participants according to age group

Age distribution (%)

= 0-18

= 19-35

= 36-60

>60

In the present study, out of 357 participants, 268 (75.1%) belonged to 18-59 years age

group, 44 (12.3%) were below 18 years, and 45 (12.6%) were above 60 years.
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Table 2: Distribution of the participants according to gender (n = 357)

Gender Frequency Percentage Cumulative
percentage
Male 181 50.7 50.7
Female 176 49.3 100.0
Total 357 100.0 100.0

Graph 2: Distribution of the participants according to gender

Sex distribution (%)

= Male

= Female

Among 357 study participants, 181 (50.7%) were males and 176 (49.3%) were

females.
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Table 3: Distribution of the participants according to marital status (n = 357)

Marital status Frequency Percentage Cumulative
percentage
Married 248 69.5 69.5
Unmarried 84 23.5 93.0
Widow/Widower 19 5.3 98.3
Broken family 6 1.7 100.0
Total 357 100.0 100.0

Graph 3: Distribution of the participants according to marital status

Marital status (%)

1.7

= Married =Unmarried = Widow Broken

In the present study, 248 (69.5%) participants were married, whereas, 84 (23.5%)

were unmarried and 25 (7%) were widow/widower or broken.
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Table 4: Distribution of the participants according to educational status (n = 357)

Education Frequency Percentage Cumulative
percentage
[lliterate 19 5.3 5.3
1-5" std 77 21.6 26.9
6-10" std 131 36.7 63.6
PUC / Diploma 78 21.8 85.4
Graduate 52 14.6 100.0
Total 357 100.0 100.0

Graph 4: Distribution of the participants according to educational status

Educational status (%)

U

= ||literate

= 1-5th std

= 6-10th std

PUC

= Diploma

= Graduate

Among 357 study participants, majority had primary 77 (21.6%) or secondary 131

(36.7%) education, 17.4% (62) had PUC and 14.6% (52) were graduates, whereas,

5.3% (19) were illiterates and 4.5% (16) had diploma.
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Table 5: Distribution of the participants according to occupational status (n =

357)
Occupation Frequency Percentage Cumulative
percentage
Private Job 89 24.9 24.9
Homemaker 77 21.6 46.5
Farmer 52 14.6 61.1
Student 44 12.3 73.4
Govt Job 35 9.8 83.2
Self-employed 30 8.4 91.6
Dependents 24 6.7 98.3
Pensioner 6 1.7 100.0
Total 357 100.0 100.0

Graph 5: Distribution of the participants according to occupational status

Occupation (%)

1.7

a

= Private Job = Housewife = Farmer Student
= Govt Job = Self-employed = Dependents = Pensioner
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Among the 357 study participants, 24.9% had private job, 21.6% were homemakers,

14.6% were farmers, 12.3% were students. 9.8% were in government job, 8.4% were

self-employed, 6.7% were dependents and 1.7% were receiving pensions.

Table 6: Distribution of the study participants according to type of house (n =

357)
Type of House Frequency Percentage Cumulative
percentage
Owned 323 90.5 90.5
Rented 34 9.5 100.0
Total 357 100.0 100.0

Graph 6: Distribution of the study participants according to type of house

Type of house (%)

= Owned

= Rented

Out of 357 study participants, 90.5% (323) lived in their owned house, whereas, 9.5%

(34) were living in rented house.
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Table 7: Distribution of the participants according to type of family (n = 357)

Type of Family Frequency Percentage Cumulative
percentage
Nuclear 104 29.1 29.1
Joint 155 43.4 72.5
Three-generation 86 24.1 96.6
Broken 12 3.4 100.0
Total 357 100.0 100.0

Graph 7: Distribution of the participants according to type of family

Type of family (%)

= Nuclear =Joint = Three-generation Broken

Among the 357 study participants, 155 (43.4%) were living in joint family, 104
(29.1%) were nuclear family, 86 (24.1%) were three-generation family and 12 (3.4%)

belonged to broken family.
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Table 8: Distribution of the participants according to possession of type of ration

card (n = 357)

Type of Ration Frequency Percentage Cumulative
card percentage
APL 102 28.6 28.6
BPL 204 57.1 85.7
None 51 14.3 100.0
Total 357 100.0 100.0

Graph 8: Distribution of the participants according to possession of type of

Type of ration card (%)

ration card

= APL =BPL = None

Among the 357 study participants, 204 (57.1%) were BPL card holders, 102 (28.6%)

belonged to APL families and 51 (14.3%) had no ration cards.
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Table 9: Distribution of the participants according to type of insurance (n = 357)

Type of Insurance Frequency Percentage Cumulative
percentage
Govwvt 57 16.0 16.0
Private 38 10.6 26.6
None 262 73.4 100.0
Total 357 100.0 100.0

Graph 9: Distribution of the participants according to type of insurance

Type of Insurance (%)

= Govt

= Private = None

Among the 357 study participants, 262 (73.4%) had no insurance, 57 (16%) had

government insurance and 38 (10.6%) had private insurance.
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Table 10: Distribution of the participants according to nature of insurance (n =

357)
Nature of Frequency Percentage Cumulative
Insurance percentage
Health 25 7.0 7.0
Life 37 10.4 174
Health & Life 33 9.2 26.6
None 262 73.4 100.0
Total 357 100.0 100.0

Graph 10: Distribution of the participants according to nature of insurance

Health

Nature of Insurance (%)

73.4

Life

10.4

©.2

Health & Life

Among the 357 study participants, 262 (73.4%) did not have any insurance, 37

(10.4%) had only life insurance, 33 (9.2%) had both health and life insurance and 25

(7%) had only health insurance.
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Table 11: Distribution of the participants according to total number of members

in family (n = 357)

Number of Frequency Percentage Cumulative
Family members percentage
1 2 0.6 0.6
2 9 2.5 3.1
3 34 9.5 12.6
4 71 19.9 32.5
5 48 13.4 45.9
>5 193 54.1 100.0
Total 357 100.0 100.0

Graph 11: Distribution of the participants according to total number of

members in family

Total number of members in participants family (%)

06 25

[ s

m]l w2 u3 w4 m5 =35

Among the 357 study participants, majority i.e., 193 (54.1%) had family size of more

than five members, 48 (13.4%) and 71 (19.9%) had family size of five and four
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respectively. On the other hand, 34 (9.5%), 9 (2.5%) and 2 (0.6%) had three, two and

one members in the family respectively.

Table 12: Distribution of the participants according to Socio-economic status of

the family (n = 357)

Socio-economic Frequency Percentage Cumulative
class percentage

I 39 10.9 10.9

1 160 44.8 55.7

11 89 24.9 80.6

vV 62 17.4 98.0

Y, 7 2.0 100.0

Total 357 100.0 100.0

Graph 12: Distribution of the participants according to Socio-economic status of

Socio-economic status (%)

the family

vV sV
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Out of 357 study participants, 39 (10.9%) belong to socio-economic class I. 160

(44.8%), 89 (24.9%), 62 (17.4%) belong to class Il, 111 and 1V respectively. Only

seven (2%) participants belong to class V socio economic group.

Table 13: Distribution of participants according to loss of job during the

pandemic in the family (n = 357)

Loss of Job in Frequency Percentage Cumulative
Family percentage
Yes 75 21.0 21.0
No 282 79.0 100.0
Total 357 100.0 100.0

Graph 13: Distribution of participants according to loss of job during the

pandemic in the family

Loss of Job during pandemic (%)

= Yes =No
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Among the 357 study participants, no loss of job was seen among 282 (79%)

participants, 75 (21%) had reported loss of job during the pandemic.

Table 14: Distribution of the participants according to difficulty of family in

getting food products/commodities during the pandemic (n = 357)

Difficulty in Frequency Percentage Cumulative
getting food percentage
products &
Commodities
Yes 191 53.5 53.5
No 166 46.5 100.0
Total 357 100.0 100.0

Graph 14: Distribution of the participants according to difficulty of family in

getting food products/commaodities during the pandemic

Difficulty in getting food products/commodities (%)

=Yes =No
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Among the 357 study participants, 191 (53.5%) found difficulty in getting food

products. 166 (46.5%) reported no difficulty during covid pandemic.

Table 15: Distribution of difficulty of the participants according to difficulty of

family in getting medical supplies during the pandemic (n = 357)

Difficulty in Frequency Percentage Cumulative
getting medical percentage
supplies
Yes 135 37.8 37.8
No 222 62.2 100.0
Total 357 100.0 100.0

Graph 15: Distribution of difficulty of the participants according to difficulty of

family in getting medical supplies during the pandemic

Difficulty in getting medical supplies (%)

= Yes =No

Page 36




Results

Among the 357 study participants, 222 (62.2%) reported no difficulty in getting

medical supplies, whereas, 135 (37.8%) reported difficulty during covid pandemic.

Table 16: Distribution according to adequate COVID-19 precautions followed by

family members of the participants during the pandemic (n = 357)

COVID-19 Precautions Frequency Percentage Cumulative
followed adequately percentage
Yes 257 72.0 72.0
No 100 28.0 100.0
Total 357 100.0 100.0

Graph 16: Distribution according to adequate COVID-19 precautions followed

by family members of the participants during the pandemic

COVID-19 precautions (%)

= Yes =No
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Among the 357 study participants, 257 (72%) reported that their family members

followed adequate precautions during pandemic, 100 (28%) did not follow

appropriate precautions.

Table 17: Distribution of the participants according to visit of the outsiders to

the participants house within two weeks prior to infection (n = 357)

Visit of the outsiders within two | Frequency Percentage Cumulative
weeks prior to infection percentage
Yes 83 23.2 23.2
No 196 54.9 78.1
Do not remember 78 21.9 100.0
Total 357 100.0 100.0

Graph 17: Distribution of the participants according to visit of the outsiders to

the participants house within two weeks prior to infection

visit of the outsiders within two weeks prior to infection
(%)

=Yes =No = Don’t remember
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Among the 357 study participants, 196 (54.9%) reported no visit by the outsiders in

prior two weeks of infection. 83 (23.2%) confirmed the visit. whereas, 78 (21.8%)

said that they did not remember the event during the covid pandemic.

Table 18: Distribution of the participants according to prior COVID-19 infection

in their area/street (n = 357)

Prior COVID Frequency Percentage Cumulative
infection in the percentage
area/street
Yes 220 61.6 61.6
No 41 11.5 73.1
Do not know 96 26.9 100.0
Total 357 100.0 100.0

Graph 18: Distribution of the participants according to prior COVID-19

infection in their area/street

Prior COVID-19 infection in the area/street (%)

mYes =No = Don’t know
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Among the 357 study participants, 220 (61.6%) reported that there was prior covid-19
infection in the vicinity. 96 (26.9%) were unaware and 41 (11.5%) reported that no

cases existed before their infection during the covid pandemic.

Table 19: Distribution of the participants according to number of people affected

by COVID-19 in the family (n = 357)

Number of people Frequency Percentage Cumulative
affected by COVID in percentage
the family

1 166 47.0 47.0

2 82 23.0 70.0

3 36 10.1 80.1

4 28 7.8 87.9

5 25 7.0 94.9

>5 20 5.1 100.0

Total 357 100.0 100.0

Graph 19: Distribution of the participants according to number of people

affected by COVID-19 in the family

Number of people affected by COVID-19 in the family
(%)

5.1
7.8\‘
10.1

"1 =2 =3 =4 =5 =55
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Among the 357 study participants, 166 (47%) reported only one of them was affected

in the family. 82 (23%), 36 (10.1%), 28 (7.8%) said that two, three and four members

had been affected in the family respectively. 25 (7%) and 20 (5.1%) reported that five

and more than five members in the family had been affected by covid-19.

Table 20: Distribution of the participants according to type of diet (n = 357)

Diet Frequency Percentage Cumulative
percentage
Veg 86 24.1 24.1
Mixed diet 271 75.9 100.0
Total 357 100.0 100.0
Graph 20

: Distribution of the participants according to type of diet

Diet (%)

= VVeg = Mixed diet

Out of 357 study participants, 271 (75.9%) were practicing mixed diet and 86 (24.1%)

were vegetarians.
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Table 21: Distribution of the participants according to smoking tobacco (n = 357)

Smoking tobacco Frequency Percentage Cumulative
percentage
Yes 23 6.4 6.4
No 334 93.6 100.0
Total 357 100.0 100.0

Graph 21: Distribution of the participants according to smoking tobacco

Smoking tobacco (%)

= Yes = No

Among the 357 study participants, 334 (93.6%) were non-smokers, whereas 23

(6.4%) were tobacco smokers.
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Table 22: Distribution of the participants according to alcohol consumption (n =

Alcohol Frequency Percentage Cumulative
consumption percentage
Yes 53 14.8 14.8
No 304 85.2 100.0
Total 357 100.0 100.0

Graph 22: Distribution of the participants according to alcohol consumption

Alcohol consumption (%)

= Yes = No

Among the 357 study participants, 304 (85.2%) reported nil consumption of alcohol

and 53 (14.8%) declared that they had consumed alcohol in their lifetime.
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Table 23: Distribution of the participants according to non-smoking tobacco

consumption (n = 357)

Tobacco Frequency Percentage Cumulative
percentage
Yes 32 9.0 9.0
No 325 91.0 100.0
Total 357 100.0 100.0

Graph 23: Distribution of the study participants according to non-smoking

tobacco consumption

Non smoking tobacco use (%)

= Yes = No

Among the 357 study participants, 325 (91%) had reported no consumption of non-

smoking tobacco, 32 (9%) had consumed it in their lifetime.
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Table 24: Distribution of the participants according to prevalence of diabetes (n

Diabetes Frequency Percentage Cumulative
Prevalence percentage
Yes 57 16.0 16.0
No 300 84.0 100.0
Total 357 100.0 100.0

Graph 24: Distribution of the participants according to prevalence of diabetes

Prevalence of Diabetes (%)

= Yes = No

Among the 357 study participants, 57 (16%) reported that they had diabetes and 300

(84%) had no history of diabetes.
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Table 25: Distribution of the participants according to prevalence of

hypertension (n = 357)

Hypertension Frequency Percentage Cumulative
prevalence percentage
Yes 60 16.8 16.8
No 297 83.2 100.0
Total 357 100.0 100.0

Graph 25: Distribution of the participants according to prevalence of

hypertension.

Prevalence of Hypertension (%)

= Yes = No

Among the 357 study participants, 60 (16.8%) reported that they had history of

hypertension and 297 (83.2%) had negative history.
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Table 26: Distribution of the participants according to prevalence of chronic

obstructive pulmonary disease (n = 357)

COPD prevalence Frequency Percentage Cumulative
percentage
Yes 12 3.4 3.4
No 345 96.6 100.0
Total 357 100.0 100.0

Graph 26: Distribution of the participants according to prevalence of chronic

obstructive pulmonary disease

Prevalence of COPD (%)

= Yes = No

Among the 357 study participants, 12 (3.4%) had history of COPD, while 345

(96.6%) did not have any history of COPD.
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Table 27: Distribution of the participants according to prevalence of ischemic

heart disease (n = 357)

IHD prevalence Frequency Percentage Cumulative
percentage
Yes 14 3.9 3.9
No 343 96.1 100.0
Total 357 100.0 100.0

Graph 27: Distribution of the participants according to prevalence of ischemic

heart disease

Prevalence of IHD (%)

= Yes = No

Among the 357 study participants, 14 (3.9%) had history of IHD, while 343 (96.1%)

did not have any history of IHD.
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Table 28: Distribution of the participants according to COVID-19 wave of

infection (n = 357)

COVID-19 Wave Frequency Percentage Cumulative
of infection percentage

1 51 14.3 14.3

2 279 78.1 92.4

3 25 7.0 99.4

1&2 2 0.6 100.0

Total 357 100.0 100.0

Graph 28: Distribution of the participants according to COVID-19 wave of

infection

Covid-19 wave of Infection (%)

0.6

m]l m2 m3 01&2
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Among the 357 study participants, 279 (78.1%) had contacted covid-19 infection

during second wave. 51 (14.3%) during first wave and 25 (7%) reported it during

third wave respectively. Only 2 (0.6%) had it during first and second waves.

Table 29: Distribution of the participants according to COVID-19 vaccination

status prior to COVID-19 infection (n = 357)

Covid-19

Frequency Percentage Cumulative
Vaccination status percentage
prior to infection
Yes 97 27.2 27.2
No 260 72.8 100.0
Total 357 100.0 100.0

Graph 29: Distribution of the participants according to COVID-19 vaccination

status prior to COVID-19 infection

Covid-19 Vaccination status (%)

=Yes =No
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Among the 357 study participants, 260 (72.8%) had not been vaccinated prior to

infection, only 97 (27.2%) had been vaccinated prior to infection during the

pandemic.

Table 30: Distribution of the participants according to number of doses of

COVID-19 vaccine taken prior to COVID-19 infection (n = 357)

Number of doses of Covid- Frequency Percentage Cumulative
19 vaccine taken prior to percentage
infection
1 dose 33 9.2 9.2
2 doses 45 12.6 21.8
Booster dose 19 5.4 27.2
None 260 72.8 100.0
Total 357 100.0 100.0

Graph 30: Distribution of the participants according to number of doses of

COVID-19 vaccine taken prior to COVID-19 infection

Number of doses of Covid-19 vaccine taken (%)

12.6

5.4

72.8

= 1 dose 2 doses Booster dose None
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Among the 357 study participants, 260 (72.8%) did not receive any covid-19 vaccine

before infection. 45 (12.6%) received only one dose, 33 (9.2%) received two doses

and 19 (5.3%) received booster dose prior to infection during the pandemic.

Table 31: Distribution of the participants according to presence of symptom

during COVID-19 infection (n = 357)

Symptomatic Frequency Percentage Cumulative
during illness percentage
Yes 260 72.8 72.8
No 97 27.2 100.0
Total 357 100.0 100.0

Graph 31: Distribution of the participants according to presence of symptom

during COVID-19 infection

Presence of symptom during COVID-19 infection (%)

= Yes =No
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Among the 357 study participants, 260 (72.8%) had at-least one symptom during the

infection. Whereas, 97 (27.2%) reported no symptom during the illness.

Table 32: Distribution of the participants according to intake of self-medication

during covid-19 illness (n = 357)

Self-medication Frequency Percentage Cumulative
during covid-19 percentage
illness
Yes 71 19.9 19.9
No 286 80.1 100.0
Total 357 100.0 100.0

Graph 32: Distribution of the participants according to intake of self-medication

during covid-19 illness

Self medication practices during Covid-19 (%)

= Yes =No
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Results
Among the 357 study participants, 71 (19.9%) reported self-medication practices

during covid-19 illness, while 286 (80.1%) did not take any self-medication.

Table 33: Distribution of the participants according to Place of isolation for non-

hospitalized individuals. (n = 300)

Place of isolation Frequency Percentage Cumulative
percentage
Home 247 82.3 82.3
Covid care centre 27 9.0 91.3
Not isolated 26 8.7 100.0
Total 300 100.0 100.0

Graph 33: Distribution of the participants according to Place of isolation for

non-hospitalized individuals.

Place of isolation for non-hospitalized
individuals (%)

= Home = Not applicable = Covid care centre Not isolated
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Results
Among the 300 non-hospitalized study participants, 247 (69.2%) were isolated at

home, 27 (7.6%) at covid care centres, 26 (7.3%) were not isolated during the covid

pandemic.

Table 34: Distribution of the participants according to place of hospital

admission for hospitalized individuals. (n = 57)

Admitted ward

Frequency Percentage Cumulative

percentage
COVID ward 36 63.2 63.2
ICU 6 10.5 73.7
Both 15 26.3 100.0
Total 57 100.0 100.0

Graph 34: Distribution of the participants according to place of hospital

admission for hospitalized individuals

Place of Hospitalization (%)

= COVIDward =ICU =Both
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Results
Among the 57 hospitalized study participants, 36 (63.2%) were admitted in COVID

ward, 15 (26.3%) in both COVID ward or ICU, while 6 (10.5%) were admitted in
ICU only.

Table 35: Distribution of the participants according to oxygen therapy for

hospitalized individuals for Covid-19. (n = 57)

Oxygen therapy Frequency Percentage Cumulative
for Covid-19 percentage
Yes 30 52.6 52.6
No 27 47.4 100.0
Total 57 100.0 100.0

Graph 35: Distribution of the participants according to oxygen therapy for

hospitalized individuals for Covid-109.

Oxygen therapy for hospitalized individuals (%)

= Yes =No
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Among the 57 hospitalized study participants for Covid-19 treatment, 30 (52.6%)

received oxygen therapy, 27 (47.4%) did not receive any oxygen therapy.

Table 36: Distribution of the participants according to lead time to reach

hospital for hospitalized individuals. (n = 57)

Lead time in Frequency Percentage Cumulative
reaching hospital percentage
0 to 3 days 28 49.1 49.1
4 to 7 days 22 38.6 87.7
8 to 14 days 7 12.3 100.0

Total 57 100.0 100.0

Graph 36: Distribution of the participants according to lead time to reach

hospital for hospitalized individuals.

Lead time in reaching hospital for hospitalized individuals
(%)

m0to3days =4to7days =8tol4days
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Results
Among the 57 hospitalized study participants for Covid-19, 28 (49.1%) reached

hospital within three days of symptoms onset, 22 (38.6%) within seven days, while 7

(12.3%) between seven and fourteenth day.

Table 37: Distribution of the participants according to time interval between

Covid-19 symptoms onset and ICU admissions for hospitalized individuals. (n =

57)

Time interval between onset of Frequency Percentage | Cumulative
symptoms and ICU admissions percentage

0 to 3 days 9 15.8 15.8

4 to 7 days 11 19.3 35.1

8 to 14 days 1 1.7 36.8

Not applicable 36 63.2 100.0

Total 57 100.0 100.0

Graph 37: Distribution of the participants according to time interval between

Covid-19 symptoms onset and ICU admissions for hospitalized individuals.

Time interval between onset of symptoms and ICU
admissions for hospitalized individuals (%)

63.2

1.7

=0to3days =4to7days 8 to 14 days Not applicable
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Among the 57 hospitalized study participants, 9 (15.8%) were admitted in ICU within

three days of symptom onset, 11 (19.3%) between four and seven days, 1 (1.7%)

between eight and fourteen days, while 36 (63.2%) participants who were hospitalized

did not receive any ICU care.

Table 38: Distribution of the participants according to length of stay in hospitals

for Covid-19 hospitalized individuals. (n = 57)

Duration of stay in Frequency Percentage Cumulative
hospital for Covid-19 percentage
0 to 3 days 13 22.8 22.8
4 to 7 days 14 24.6 47.4
8 to 14 days 26 45.6 93.0
>14 days 4 7.0 100.0
Total 57 100.0 100.0

Graph 38: Distribution of the participants according to duration of stay in

hospitals for Covid-19 hospitalized individuals.

Length of stay in hospitals for hospitalized individuals (%)

= 4 to 7 days

ov

= 0 to 3 days

= 8 to 14 days

>14 days
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Among the 57 hospitalized study participants, 13 (22.8%) stayed less than three days

in hospital, 14 (24.6%) stayed between four to seven days, 26 (45.6%) stayed between

eight to fourteen days, and only 4 (7%) for more than fourteen days in hospital.

Table 39: Distribution of the participants according to length of stay in ICU

among Covid-19 hospitalized individuals. (n = 57)

Length of stay in Frequency Percentage Cumulative
ICU for Covid-19 percentage
0 to 3 days 8 14.0 14.0
4 to 7 days 6 10.5 24.5
8 to 14 days 7 12.3 36.8
Not applicable 36 63.2 100.0

Total 57 100.0 100.0

Graph 39: Distribution of the participants according to length of stay in ICU

among Covid-19 hospitalized individuals.

Length of stay in ICU for hospitalized individuals (%)

= 0 to 3 days

63.2

= 4 to 7 days

12.3

8 to 14 days

Not applicable
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Among the 57 hospitalized study participants, 8 (14%) stayed in ICU for less than

three days, 6 (10.5%) stayed between four to seven days, 7 (12.3%) stayed between

eight to fourteen days. While 36 (63.2%) participants who were hospitalized did not

receive any ICU care.

Table 40: Distribution of the participants according to outcome for hospitalized

individuals for Covid-19. (n = 57)

Outcome of hospitalized Frequency Percentage Cumulative
individuals for Covid-19 percentage
Recovered 44 77.2 77.2
Death 13 22.8 100.0
Total 57 100.0 100.0

Graph 40: Distribution of the participants according to Outcome for hospitalized

individuals for Covid-19

Outcome for hospitalized individuals (%)

= Recovered = Death
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Among the 57 hospitalized study participants, 44 (77.2%) recovered while 13 (22.8%)

died due to COVID-19 infection during pandemic period.

Table 41: Distribution of the participants according to place of treatment for

hospitalized individuals. (n = 57)

Place of treatment of Frequency Percentage Cumulative
hospitalized individuals for percentage
Covid-19
Private 29 50.9 50.9
Government 26 45.6 96.5
Transferred from Private to 2 35 100.0
Government
Total 57 100.0 100.0

Graph 41: Distribution of the participants according to Place of treatment for

hospitalized individuals.

Place of treatment for hospitalized individuals (%)

= Private = Government = Transferred from Private to Government
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Results
Among the 57 hospitalized study participants, 29 (50.9%) received treatment from

private hospitals, 26 (45.6%) from government hospitals. While 2 (3.5%) were

transferred from private to government hospitals for Covid-19.

Table 42: Distribution of the participants according to reason for opting

Government treatment facility among hospitalized individuals for Covid-19. (n =

26)
Reason for opting government Frequency Percentage | Cumulative
treatment facility among percentage
hospitalized individuals for
Covid-19

Self-interest 22 84.6 84.6

Lack of money 4 15.4 100.0

Total 26 100.0 100.0
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Graph 42: Distribution of the participants according to Reason for opting

Government treatment facility among hospitalized individuals for Covid-19.

Reason for opting Government treatment facility among
hospitalized individuals (%)

= Self-interest

= Lack of money

Among the 26 hospitalized study participants who received treatment for Covid-19

from government hospitals, 22 (84.6%) reported that it was due to their self-interest,

while 4 (15.4%) said it was due to lack of money.

Table 43: Distribution of the participants according to reason for opting Private

treatment facility among hospitalized individuals. (n = 31)

Reason for opting Private Frequency Percentage Cumulative
treatment facility among percentage
hospitalized individuals for
Covid-19
Self-interest 18 58.1 58.1
Non availability of beds in 13 41.9 100.0
government treatment facility
Total 31 100.0 100.0
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Graph 43: Distribution of the participants according to reason for opting Private

treatment facility among hospitalized individuals.

Reason for opting Private treatment facility among
hospitalized individuals (%)

= Self-interest = Non availability of beds in government treatment facility

Among the 31 hospitalized study participants who received treatment from private
hospitals, 18 (58.1%) reported it was because of self-interest, while 13 (41.9%)

reported it was due to non-availability of beds in government hospitals for Covid-19.

Table 44: Distribution of the participants according to first contact with

healthcare provider during COVID-19 pandemic. (n = 357)

First Contact with Frequency Percentage Cumulative

healthcare provider percentage
Sub Health Centre 180 50.4 50.4
Private Practitioner 70 19.6 70.0
PHC/CHC 54 15.1 85.1
KLE Hospital 23 6.4 91.5
District Hospital 20 5.6 97.1
Others 10 2.9 100.0
Total 357 100.0 100.0
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Graph 44: Distribution of the participants according to first contact with

healthcare provider during COVID-19 pandemic.

First contact with healthcare provider during COVID-19
pandemic (%)

g 2.9

A

= Sub Health Centre = Private Practitioner Primary Health Centre
KLEH = Civil Hospital = Others

Among the 357 study participants, 180 (50.4%) reported that their first healthcare
provider contact was with sub-health centre, 70 (19.6%), 54 (15.1%) and 23 (6.4%)
reported private practitioner, PHC/CHC, and KLE Hospital as their first contact with
healthcare provider respectively. 20 (5.6%) and 10 (2.9%) reported civil hospitals and

others as their first healthcare provider during the pandemic respectively.

Table 45: Distribution of the participants according to use of alternate medicine

during COVID-19 pandemic. (n = 357)

Consumed Frequency Percentage Cumulative
alternate medicine percentage
Yes 45 12.6 12.6
No 312 87.4 100.0
Total 357 100.0 100.0
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Graph 45: Distribution of the participants according to use of alternate medicine

during COVID-19 pandemic.

Use of alternate medicine during Covid-19 (%)

= Yes = No

Among the 357 study participants, 312 (87.4%) did not consume any alternate
medicine during the Covid-19 illness, while 45 (12.6%) reported that they used

alternate medicine during the pandemic.

Table 46: Distribution of the participants according to source of money paid

towards healthcare expenses during COVID-19 pandemic. (n = 357)

Source of money paid Frequency Percentage Cumulative
percentage
Not applicable/free service 198 55.5 55.5
Savings 124 34.7 90.2
Borrowing 17 4.8 95.0
Insurance 8 2.2 97.2
Savings & Borrowing 3 0.8 98.0
Loans & Selling assets 3 0.8 98.8
Loans 2 0.6 99.4
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Savings & Loans 2 0.6 100.0

Total 357 100.0 100.0

Graph 46: Distribution of the participants according to source of money paid

towards healthcare expenses during COVID-19 pandemic.

Source of money paid towards healthcare expenses
during COVID-19 pandemic (%)

2.2 0.8 0.8 “0.6 0.6
4.8 ‘
= Not applicable = Savings Borrowing
Insurance = Savings & Borrowing = Loans & Selling assets
= Loans m Savings & Loans

Among the study participants, 198 (55.5%) did not spend any money for their
treatment as they received it free from government facility. 124 (34.7%) used their
savings, 17 (4.8%) borrowed for their expenses. 8 (2.2%) had their expenses covered
by insurance. While the remaining 10 (2.8%) had spent by combination of loans,

savings and borrowing.

Table 47: Distribution of the participants according to compensation received

due to COVID-19 death during COVID-19 pandemic. (n = 14)

Compensation for Frequency Percentage Cumulative

Covid-19 death percentage
Not received 10 71.4 714
Received 4 28.6 100.0
Total 14 100.0 100.0
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Graph 47: Distribution of the participants according to compensation received

due to COVID-19 death during COVID-19 pandemic.

Compensation received due to COVID-19 death during
COVID-19 pandemic (%)

= Not received = Received

Among the 14 study participants who died due to COVID-19 illness, 10 (71.4%) did
not receive any compensation, while 4 (28.6%) had received compensation for Covid-

19 death.

Table 48: Distribution of the participants according to Idea to avail insurance. (n

= 357)
Idea to avail Frequency Percentage Cumulative
Insurance in percentage
future
Yes 135 37.8 37.8
No 62 17.4 55.2
Do not Know 65 18.2 73.4
Not applicable 95 26.6 100.0
Total 357 100.0 100.0
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Graph 48: Distribution of the participants according to Idea to avail insurance in

future.

Ideal to avail insurance (%)

=Yes =No =Don’t Know = Notapplicable

In the current study with 357 participants, 135 (37.8%) participants had the idea of
availing insurance in future, while 65 (18.2%) participants were not sure about getting
insured. 62 (17.4%) expressed that they are not willing to get an insurance. It was not

applicable to 95 (26.6%) participants as they already had some form of insurance.

Table 49: Distribution of the participants based on presence of Long COVID

symptoms. (n = 357)

Long COVID Frequency Percentage Cumulative
percentage
Yes 76 21.3 21.3
No 281 78.7 100.0
Total 357 100.0 100.0
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Graph 49: Distribution of the participants based on presence of Long COVID

symptoms.

Presence of long Covid (%)

= Yes = No

Among the 357 study participants, 281 (78.7%) had reported no long Covid
symptoms, while 76 (21.3%) reported that they experience some long covid

symptoms during the pandemic.

Table 50: Distribution of the participants according to type of Long COVID

symptoms (n = 357)

Long COVID Frequency Percentage Cumulative
percentage
No symptoms 281 78.8 78.8
Respiratory 34 9.5 88.3
problems
Fatiguability 29 8.1 96.4
Fatiguability & 7 2.0 98.4
Respiratory
problems
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Cognitive problems 3 0.8 99.2
Fatiguability & 3 0.8 100.0

Cognitive problems
Total 357 100.0 100.0

Table 50: Distribution of the participants according to type of Long COVID

symptoms

Type of Long COVID symptoms (%)

2 0.8_0.8
1

= No = Respiratory problems
Fatiguability Fatiguability & Respiratory problems
= Cognitive problems = Fatiguability & Cognitive problems

Among the 357 study participants, 281 (78.7%) did not report any long covid
symptoms. Respiratory problems and fatiguability was reported in 34 (9.5%) and 29
(8.1%) participants respectively. 3 (0.8%) had cognitive problems and 10 (2.8%) had

varying combinations of fatiguability, respiratory problems and cognitive problems.

Table 51: Distribution of direct medical cost (rupees) of the participants (n =

357)
Type of participants Frequency (%) Median (IQR)
Non-hospitalized 300 (84.03) 2335 (1135-4743)
Hospitalized 57 (15.97) 72800 (40000-155000)

The median cost for the non-hospitalized participants was INR 2,335, whereas for

hospitalized participants, it was INR 72,800.
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Table 52: Association between Socio-economic class and, nature of occupation,

with availability of insurance among study participants (n = 357)

Variables Insurance x? Odds | Lower | Upper p
Yes, No, | Total, ratio limit limit | value

m | M| o (95%

o)

Socio-economic status

Upper 68 131 199 13.16 2.52 1.52 4.18 0.00

SES

Lower 27 131 158

SES

Occupation

Salaried 52 72 124 22.85 3.19 1.96 5.19 0.00

Non- 43 190 233

salaried

In the current study, significant association was seen between socio-economic status

and owning an insurance package with p<0.00 among the participants with Covid-19.

Also, significant association was seen between Occupation and Insurance with p<0.00

among the participants with Covid-19.

Table 53: Association between Socio-economic class with difficulty in getting
food, commodity, and medical supplies during Covid-19 pandemic among study

participants. (n = 357)

Variables | Socio-economic status x? Odds | Lower | Upper p
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Upper | Lower | Total, ratio limit limit | value
SES, | SES, (n) (95%
(n) (n) CI)
Difficulty in getting food and commodity
Yes 85 106 191 | 21.03 | 0.37 0.24 0.56 | 0.00
No 114 52 166
Difficulty in getting medical supplies
Yes 46 89 135 | 41.32 | 0.23 0.15 0.37 | 0.00
No 153 69 222

Difficulty in obtaining food products, and commodities were significantly associated

with socio-economic status with p<0.00 among the study participants.

Difficulty in obtaining medical supplies was found to be significantly associated with

socio-economic status with p<0.00 among the study participants.

Table 54: Association between Educational status and age group with self-

medication practices among study participants (n = 357)

Variables Self-medication x? P value
Yes, n No, n Total, n
Educational status
[literate 3 16 19
Primary 9 68 77
Secondary 29 102 131
PUC 8 54 62 12.41* 0.02*
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Diploma 5 11 16
Graduate 17 35 52
Total 71 286 357
Age group (in years)

0-18 3 41 44

19-35 34 92 126 12.66* 0.005*
36-60 30 112 142
>60 4 41 45

*Fisher-exact test is applied as cells have value less than 5

Among self-medication practices reported in the study, statistically significant

associations were seen between educational status and self-medication with p value of

0.02.

Statistical significance was also seen between age group and self-medication with p

value of 0.005 among the participants.

Table 55: Association between age group and oxygen therapy among the

participants (n = 357)

Variables Oxygen therapy for Covid-19 x? P value
Yes, No, NA, Total
(n) (n) (n) (n)
Age group (in years)
0-18 0 0 44 44
19-35 3 13 110 126 26.39* | 0.000*
36-60 19 11 112 142
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>60 8

3

34

45

*Fisher-exact test is applied as cells have value less than 5

Significant association was also seen between age group and oxygen therapy among

Covid-19 hospitalized individuals in the study (p<0.000).

Table 56: Association between Covid-19 hospitalization and long COVID

symptoms among the study participants (n = 357)

Variables Long COVID x? | Odds | Lower | Upper | p
Yes, | No, | Total, ratio | limit | limit | value
(n) | (| (n (95%
Cl)
Covid-19 Hospitalization
Hospitalized | 22 | 35 57 | 1213 | 2.86 | 1.56 5.26 | 0.00
Non- 54 | 246 | 300
hospitalized
Total 76 | 281 | 357

Similarly, long COVID symptoms were associated with Covid-19 hospitalization in

the present study significantly (p<0.00).
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DISCUSSION

Table 1: Distribution of the participants according to age group

Majority of the participants (75.1%) in the study were in age group of 18-59
years in our study and the same has been reported by Garg et al. with 80.9%
participants in 15-59 years age group. The findings reported by Garg et al. with 492
participants, in Chhattisgarh, India in 2020, was that 16% participants belonged to age
above sixty years.!® It aligns with our study results, as it was reported that a total of
12.6% belonged to the age group of 60 and above. Participants in the economically
productive age group were more affected especially during the second Covid wave.
Role of age on COVID-19 had been well documented, as it remain as an important

predictor of severity and outcome.
Table 2: Distribution of the participants according to gender

In the current study, 50.7% of the participants were males, which is
comparable with the study done in 2022 in India by Patel K. et al., with male
preponderance of 55.8% with 788 participants.’® Similarly, a study done in tertiary
hospital in Maharashtra by Kamini N Reddy et.al. with also showed higher male
participants of about 76.1%, but in another study done among 499 participants by
Rogero-Blanco et al., in Madrid, Spain in 2020, female participants were higher
accounting to 55.1% of the total participants.t”! Increased infection in males can be
explained by relatively higher degree of mobility outdoors for livelihood in the Indian

communities.
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Table 3: Distribution of the participants according to marital status

In the present study, 69.5% of the participants were married and 23.5% were
single. Similar findings were reported from a study by Magdy et al. in 2020, in Egypt
with 1200 participants, where 64% were married and 30% were single or unmarried.
Our study revealed that 7% were either separated or widowed and the same as
observed in a study by Magdy et al. with 6% of participants being divorced or
separated.?® A study done in New Delhi, India with 300 participants by Sharma et al.
reported that married people felt less boredom and were relatively happy during the

lockdown compared to their unmarried counterparts.?
Table 4: Distribution of the participants according to educational status

In a study done among 235 households by Dalui et al. in West Bengal, India,
35.7% had educational qualification up to primary education. 33.6% and 9.8% for
secondary and high school qualification. 20.9% were illiterates.?? All these findings
align with our results as in our study, 21.6% & 36.7% had received up to primary and
secondary education respectively. 21.8% had high school qualifications. Illiteracy was
reported to be 5.3%. Also, a similar study by Garg et al. showed 4.8% and 12.5%
participants as illiterate and with primary education respectively.!® Educational
qualification of the participants is expected to have an impact on understanding about
the disease in terms of its severity and communicability and therefore will capacitate

to follow precautionary measures to avoid spread of the disease.
Table 5: Distribution of the participants according to occupational status

Based on the occupation, 43.1% were employed by self or through private or

government. 14.6% were farmers and 12.3% were students in our study. Notably, a
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study by Magdy et al. reported that 41% were employed, 1.7% were farmers and
51.7% as students. Unemployment was 5.2% in the reference study, whereas, our
study recorded 6.7% as dependents and 1.7% as pensioners.?® Nature of the
occupation is one of the principal determinants of stress among working individuals,
as who were self-employed or employed in unstable firms, tend to experience income
and/or job loss. While on the other hand individuals with job security or working in

government sector had relative protection economically.
Table 6: Distribution of the participants according to type of house

Majority of the participants (90.5%) from our study resided in their owned
house during the pandemic. Only 9.5% of the participants lived in rental houses. In a
study by Jie Xiao et al., it was reported that 53% of participants were living in their
owned house, while 44% resided as tenants in rented houses.>® With income being
cutoff during the pandemic for majority of the participants during lockdown, living in

rented house adds up to the financial distress or worry among individuals.
Table 7: Distribution of the participants according to type of family

The present study reported that 29.1% belong to nuclear families whereas
43.4% belong to joint families. But in a study done by Dalui et al. reported contrasting
findings that as high as 69.8% belong to nuclear families and 30.2% belong to joint
families.?? While a study conducted during 2021 in Mangaluru city in India with 294
participants by Joseph et al. reported that 84% belonged to nuclear family, 11.2% and
4.8% as joint and three-generation family respectively.3! Our study reported 24.1%
belong to three-generation family. Higher number of people living in same house is

presumed to have a positive impact in terms of reassurance, while the same can aid in
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the spread of the disease if adequate precautionary measures are not followed or due

to overcrowding.

Table 8: Distribution of the participants according to possession of type of ration

card

The findings from the study reveals that most of them belonged to below
poverty line as per their ration-card holdings. As high as 57.1% belong to BPL
families, comparable with the findings by Dalui et al. where they have reported that
70.2% belong to BPL families.?? This variable also serves as a marker for socio-
economic identification. Government of India has taken considerable measures to
protect the below poverty line families economically and socially by doubling the

rations and making it free during the pandemic.

Tables 9 &10: Distribution of the participants according to type & nature of

insurance

In the present study, overall, 16.6% had insurance coverage. 10.6%
participants had private insurance. It is comparable with the study done by Garg et al.
where it was reported as 12% of participants had private insurance.® In another study
by Kamini N Reddy et al. it was reported that 8.5% had private insurance.l’
Contrasting results were reported in a study done in Mississippi by Lucar et al., in
2020 among 100 participants, where 31% had private insurance and 52% had public
insurance and only 17% were uninsured.®? On comparison with western counterparts,
utilization of insurance remains at lower levels despite significant number of private
players are providing at various premium levels. Nevertheless, Ayushman Bharat
scheme is expected to close the gap and protect the vulnerable families from

catastrophe in future.
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Table 11: Distribution of the participants according to total number of members

in family

In the present study, with respect to family size, 45.9% of the participants had
a family composition of five or less members, while 54.1% had more than five
members in their family. Similarly, a study done by Garg et al. revealed that 61.8%
participants with family size of five or lesser and 38.2% with more than five
members.® As earlier discussed, number of members living under a single roof had

both positive and negative effects on the illness during the pandemic.

Table 12: Distribution of the participants according to Socio-economic status of

the family

Socioeconomic distribution of participants from our study revealed that
majority belong to class 11 (44.8%), and 111 (24.9%). While 10.9% & 17.4% belong to
class I, and IV respectively. only 2% belong to class V. A study conducted in
Mangaluru city by Joseph et al. showed that the distribution of participants according
to socioeconomic class I, Il, 1, and IV were 52.7%, 34.6%, 9.7% and 3%
respectively.3! In a study conducted among 915 participants in Morocco by Mahdi et
al., higher relative risk for severe disease was reported among people living in low
socioeconomic class.®® These findings provide insights on disease epidemiology with

respect to socio-economic class.

Table 13: Distribution of the participants according to loss of job during the

pandemic in the family

Loss of job or income in our study among the participants were reports as

21%. In a study done in Indonesia by Putra et al., it was reported that 42% of
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participants experienced income loss and 4% experienced job loss.3* Various studies
had reported temporary or permanent loss of job and income threatening to push the

vulnerable families to the verge of poverty.

Tables 14 & 15: Distribution of the participants according to difficulty of family

in getting food products/commodities and medical supplies during the pandemic

In the present study, 53.5% participants responded that they faced difficulty in
getting food products during the pandemic, while a study done in France by Marty et
al., among 938 participants in 2020 reported that 89.7% participants had experienced
some difficulty in getting food during the lockdown. Lockdown or curfew measures
taken to reduce the impact of COVID-19 infection had critically affected food chain
across globe and caused constraints to the access for essential products and

commodities in the community.

Table 16: Distribution according to adequate COVID-19 precautions followed by

family members of the participants during the pandemic

In the present study, 72% participants reported that they followed appropriate
precautions, while 28% did not follow adequate safety precautions during the
pandemic. In a study done by Golnar Sabetian et al. among the healthcare workers, it
was reported that as many as 98.5% used masks, while 18.7% and 58.2% did not use
gloves and facial shields in their work place respectively.*® In a study done by Magdy
et al. it was reported that only 20% of the participants wore masks during the
pandemic. 85% washed hands with soap and disinfectants. 42% of participants
performed more than half of the specified preventive measures in their study.?
Ensuring appropriate precautionary measures will prevent or lessen the chance of

individuals from contracting the infection.
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Table 17: Distribution of the participants according to visit of the outsiders to

the participants house within two weeks prior to infection

Around 23% of the participants reported visit of the outsiders within two
weeks of their infection. This aids in spread of the infection if safety measures are not
followed. Albeit strict country wide lockdown measures, mobility within deep interior
rural pockets could have happened and cannot be always monitored by the
enforcement authorities. Adequate knowledge on the disease causation and spread
may limit the movement of the community and adhere to the measures of the

government.

Table 18: Distribution of the participants according to prior COVID-19 infection

in their area/street

Nearly 62% reported that there were positive cases in their neighbourhood or
in their street prior to their infection. Direct contact with the positive case during their
incubation period or during the active disease would have facilitated the spread and

predisposing the participant to infection.

Table 19: Distribution of the participants according to number of people affected

by COVID-19 in the family

In majority of the families, only the participant was tested positive for the
disease (47%). Whereas, in 23% an additional member in the family was affected. In
around 12% of the families, five or more than five were affected. This describes us
that adequate precautionary measures were not in place in those families leading to

transmission of covid infection.
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Table 20: Distribution of the participants according to type of diet

Report from the study revealed that more than 70% participants consumed
mixed-diet. Exact knowledge on the type of diet and its role in COVID-19 infection is

uncertain. Published literature was not available on this regard to compare.
Tables 21, 22 & 23: Distribution of participants according to Unhealthy habits

Prevalence of smoking among the participants in our study was found to be
6.4%. Similar results were seen in a study done by Rogero-Blanco et al. with
prevalence of 7.8%." In another study done among 2755 participants in Israel by
Adler et al., 15.4% of the participants who were affected by covid-19 illness were

smokers.3’

In our study, 14.8% participants reported that they consumed alcohol at some
point in their lifetime. In a study done by Jin et al., among 105 participants in Wuhan,
China, it was found that 12.6% of the participants had habit of consuming alcohol at

least once in their lifetime.3®

In a meta-analysis done by Zhang et al. has explained that people with history
of smoking had experienced more severe forms of COVID-19 disease with odds ratio
of 1.55 and death with odds ratio of 1.58 as compared to non-smokers with statistical
significance.®® This explains the relationship between unhealthy habits and COVID-

19.

Tables 24, 25, 26 & 27: Distribution of the participants according to prevalence

of commodities

Prevalence of diabetes in the present study was found to be 16% comparable

with 17.5% from a study done by Rogero-Blanco et al., but these findings contrast
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with the findings from other studies conducted by Abilash et al. and Reddy NK et al.,
where they had reported the prevalence of diabetes 32.7% and 45.45%

respectively.>20:17

Our study identified the prevalence of hypertension among the study
participants to be 16.8%. whereas a study conducted by Reddy NK et al., found

hypertension prevalence to be as high as 50.56%.

In a study by Reddy NK et al., prevalence of chronic obstructive pulmonary
disease was found to be 2.84%.%" While our study reported a prevalence of 3.4%,

another similar study by Rogero Blanco et al. reported to be 4.8%.*

Ischemic heart disease was reported among 3.9% participants in the current

study. In a study conducted by Reddy NK et al., reported prevalence of 9.09%.%7

Presence of comorbidities was one of the main factors in determining the
severity and prognosis of the disease. In a study by Patel K et al. it was seen that
presence of number of comorbidities were significantly associated with odds of 3

times compared to people without comorbidities for mortality.®

Table 28: Distribution of the participants according to COVID-19 wave of

infection

During the first wave of infection, 14.3% participants were affected in the
present study. Majority (78.1%) were affected during the second wave. A small
proportion of participants (7%) reported that they contacted infection during the third
wave. Two participants had encountered infection in both first and second waves. In a
study done by Begum et al., from an Intensive care project in Australia, among the

2493 patients admitted in ICU during COVID-19 pandemic 79.5% were admitted
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during the third wave, whereas, during first and second waves 8.6% and 11.9% were
admitted respectively.*® Number and severity of the cases soared during the second

wave, compared to the first and the same is seen in our result.

Table 29: Distribution of the participants according to COVID-19 vaccination

status prior to COVID-19 infection

Prior to the infection 27.2% study participants were vaccinated in the current
study. In a study conducted by Abilash et al. it was reported that 22.7% participants
were vaccinated.?’ Whereas, as much as 90% were vaccinated in a study done by
Patel AK. et al in 2022.2° Percentage of vaccinated individuals increased with

subsequent waves of infection due to efforts and commitment by the government.

Table 30: Distribution of the participants according to number of doses of

COVID-19 vaccine taken prior to COVID-19 infection

At least one dose of covid vaccination were received by 27.2% of the
participants. In a study done in 2020-21 by Mahdi et al., it was reported that only
11.3% were vaccinated. Among those who got vaccinated, our study reported that
46.4% received two doses, 34% received one dose while 19.6% received booster
dose. These results are comparable with the study by Mahdi et al., as 74.3% received
two doses of vaccination while 25.7% received one dose of vaccination.®® In a study
by Abhilash et al. it was reported that severity of the disease was profound in
unvaccinated group compared with vaccinated group with relative risk of 0.16.2° This

highlights the importance of vaccination.
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Table 31: Distribution of the participants according to presence of symptom

during COVID-19 infection

The current study reported that 72.8% participants had symptoms during the
iliness, whereas from a study done in Vietnam by Pham Quang Thai et al., among 133
hospitalized patients showed that 66.9 % had symptoms and Rogero-Blanco et al.,
reported that 97.8% had symptoms during the course of the illness.*®! In a study done
by Petersen et al. in 2020 among 180 participants in Faroe Islands, it was found that
87.2% participants had symptomatic illness.** Many studies have reported that a
proportion of individuals remained asymptomatic during the illness, though reason is

largely uncertain.

Table 32: Distribution of the participants according to intake of self-medication

during covid-19 illness

Self-medication practices in present study was found to be 19.9% among the
participants. Near similar results were reported from a study conducted during 2020 in
Puducherry among 480 participants, by Stalin P et al., where 21.7% participants
reported self-medication practices during the pandemic.*? In another study by Joseph
et al. 29.7% used self-medication during covid-19 illness.?! Availability of over-the-
counter medicines for common symptoms during the pandemic, unavailability of
public transport during lockdown to travel to distant places to seek healthcare had

influenced the people towards self-medication practices.
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Table 33: Distribution of the participants according to Place of isolation for non-

hospitalized individuals.

Results from the current study showed that 69.2% were isolated at home, 7.6%
were isolated in covid care centre. In a study by Jin et al., 45.6% were isolated in
hospitals, 36.9% were isolated at home and 5.8% in isolation centre.*® 76.8%
participants were isolated/quarantined in our study, whereas from a study by Thai et
al., reported 55.6% were quarantined.’® Though most of the houses in current study
did not have adequate rooms or facilities required for isolation, unavailability of covid
care centre’s in large numbers during various stages of pandemic mandated the
asymptomatic and mild symptomatic to remain isolated in available space in their

houses.

Table 34: Distribution of the participants according to place of hospital

admission for hospitalized individuals.

A total of 16% participants were hospitalized in the present study. In a study
conducted by Garg et al., 38% patients were hospitalized.'® While a study done by
Rogero-Blanco et al., 78.6% required hospital care.! In a study by Petersen et al. a
total of 5.3% were hospitalized during illness.** ICU admissions in our study was
1.7%, while it was reported as 9.3% by Rogero-Blanco et al., COVID-19 caused by
SARS-CoV-2, being a respiratory pathogen with its ability to cause severe disease

had led to significant hospitalization both in general wards and ICUs.
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Table 35: Distribution of the participants according to oxygen therapy for

hospitalized individuals for Covid-19.

Of the 57 hospitalized patients, 52.6% were given oxygen therapy in present
study. While a study by Garg et al., reported that 18.3% utilized oxygen during
hospitalization.'® As it is well known that primary target for COVID-19 disease was
the respiratory system, oxygen saturation was greatly compromised in individuals

with severe disease and hence necessitating oxygen support.

Table 36: Distribution of the participants according to lead time in reaching

hospital for hospitalized individuals.

Our present study findings for time taken to reach hospital for admission were
49.1% within first three days of symptom onset, 38.6% and 12.3% for more than three
to less than seven days and between seven to fourteen days respectively. It shows that
majority of them were hospitalized during the first week of symptom onset. In a study
done by Begum et al., lead time in reaching hospital were calculated for subsequent
waves of covid-19 infection.*® The findings from the study report that median time for
hospital admission were 6, 6.6, and 6.5 (in days) for wave 1, 2, and 3 respectively.
The results revealed that patients’ health seeking behaviour was variable has half of
them neglected to consult healthcare provider on appropriate time even during the

pandemic.

Table 37: Distribution of the participants according to time interval between

onset of Covid-19 symptoms and ICU admissions for hospitalized individuals.

In the present study, majority (95.2%) of the ICU admissions among

hospitalized participants had taken place during first seven days of symptom onset.
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Similar results by Begum et al. reported a median of 8.2 days from symptom onset to
ICU admission during first and third waves, while a median of 7.6 days was observed
during second wave.*® Overall, a total of 5.9% participants underwent ICU
admissions. In another study done by Teker et al. 14.6% required ICU admissions,
while another study by Reddy K et al., reported that 94.9% required ICU
admissions.?*!” The difference is largely because of the reference study conducted in

hospital settings, while our study was done in community setting.

Table 38: Distribution of the participants according to length of stay in hospitals

for Covid-19 hospitalized individuals.

Duration of hospitalization less than seven days, less than two weeks and more
than fourteen days in present study was seen in 47.4%, 45.6% and 7% of hospitalized
participants for covid-19 respectively. Whereas, a study by Garg et al., reported
15.6%, 68.8% and 15.5% patients stayed during this period respectively.'® In another
study by Lucar et al., 35% were admitted more than ten days in hospital for the covid-
19 illness.? 93% participants were hospitalized for less than two weeks in the current
study. It aligns with results reported by Begum et al. which revealed median length of
hospital stay reported as 17.2, 14, and 13.2 (in days) during first, second and third

waves respectively.°

Table 39: Distribution of the participants according to length of stay in ICU

among Covid-19 hospitalized individuals.

Overall, 36.8% of the hospitalized participants were admitted in ICU settings.
This is comparable with a study by Lucar et al., where it showed that 49% of
hospitalized patients were ICU admitted. Furthermore, in the present study among the

ICU admitted patients, length of stay in ICU less than seven days were seen in 66.7%,
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whereas, 33.3% participants were admitted in ICU for a period of eight to fourteen
days. Lucar et al., reported that 27% patients were admitted in ICU for more than five
days.®? Factors like advancing age and presence of increasing number of

comorbidities primarily influence the duration of ICU admissions.

Table 40: Distribution of the participants according to outcome for hospitalized

individuals for Covid-19.

In the present study, a total of 3.9% patients expired, one of them at home,
compared to 2.8% patients from a study conducted by Patel AK. et al., whereas
Rogero-Blanco et al., reported that 7.4% had died including one in home due to
COVID-19 disease.’®! A study by Kamini N Reddy et al. reported contrasting
findings that 67% of patients died at the end of hospitalization.!” Differences in death
tolls were due to the fact some studies were conducted in tertiary care facilities and
ICU settings, where severely ill patients are managed compared to our community

study setting, where it was predominantly primary care.

Table 41: Distribution of the participants according to place of treatment for

hospitalized individuals.

Private sector hospitalization among the hospitalized patients were 50.9% in
the current study 45.6% were admitted in government hospitals and, 3.5% shifted
from private to government as they could not continue to afford the treatment. while a
study by Garg et al., 69.3% were reported to be hospitalized in public sector
healthcare facilities.'® Unavailability of beds were a major issue especially during the
second Covid wave of infection in India, but efforts were taken by the government to

resolve this issue by scaling up measures to mitigate the catastrophe.

Page 91



Discussion

Tables 42 & 43: Distribution of the participants according to reason for opting
Government treatment or Private treatment facility among hospitalized

individuals for Covid-19.

Participants hospitalized in public sector facility reported that 84.6% was due
to self-interest and 1.4% was because of lack of money to pay to private care provider
in our study. 58.1% of the participants received treatment from private health care
provider in current study due to self-interest. While 41.9% said it was due to un-
availability of beds in public health facility, mostly in second wave of covid 19. With
Ayushman Bharat (PMJAY) in place, patients can utilize healthcare services from

empaneled private hospitals.

Table 44: Distribution of the participants according to first contact with

healthcare provider during COVID-19 pandemic.

The findings from the current study showed that 65.5% of the participants
received their first treatment from Govt PHC/sub-health centres (15.1% & 50.4%).
19.6% from private clinics and 9.3% and 5.6% from private and government hospitals
respectively. A review article by Stalin P et al., reported that 22.3% attended private
clinic, while 3.7% and 11.4% received treatment from private and government
hospital respectively during the pandemic. Participants receiving treatment from govt
PHC were 26.7%.%? Results from the study showed that participants heath seeking
behaviour during the pandemic was fairly good, as they had approached one or the

other healthcare facility to avail the services.
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Table 45: Distribution of the participants according to use of alternate medicine

during COVID-19 pandemic.

Use of alternate medicines by the participants stood at 12.6% in the current
study. while, a study by Joseph et al., 27% used alternate medicines during their
illness.®! In another study by Jin et al., from China, 22.3% participants used traditional
Chinese medicine during illness.® Home-made remedies were used by patients during
the pandemic as reported by many studies. Little evidence is available to explain the

role of alternate medicines in the management of COVID-19.

Table 46: Distribution of the participants according to source of money paid

towards healthcare expenses during COVID-19 pandemic.

Participants costs towards covid-19 healthcare utilization in the current study
reported that 42.3% were covered by savings, borrowing or through utilization of
loans. In a study done in Kerala, India by Ronnie Thomas et al., among 155
participants, 32.9% were reported to be covered by borrowing, sale of assets or
through utilization of loans.*® Since most of the healthcare needs like testing for
infection and drugs for treatment were provided by the respective primary health
centre’s or subhealth centre’s to asymptomatic and mild symptomatic patients, many
were saved from spending from out of pocket. Hospitalization in private sector

without insurance has forced few participants to borrow, loan or to sell their assets.

Table 47: Distribution of the participants according to compensation received

due to COVID-19 death during COVID-19 pandemic.

In the current study, out of fourteen participants who died due to COVID-19

disease, only 28.6% participants received compensation from the government as of
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December 2023. Improper or incomplete documentation, lack of awareness about
issue of compensation were some of the factors attributed as barriers in receiving
compensation. Government of India had released provisions for compensation of
about fifty thousand rupees under State Disaster Response Fund.** While,
Government of Karnataka had announced a sum of one lakh rupees per family living

in below poverty line.*

Table 48: Distribution of the participants according to Idea to avail insurance in

future.

The present study highlighted that 37.8% of the participants had the idea of
availing insurance in the future, while 18.2% were not sure about getting an
insurance. 17.4% of study participants said that they had no idea to avail insurance for
them in future. Implementation of ‘Ayushmann Bharat — Pradhan Mantri Jan Arogya
Yojana’, a ‘public health insurance scheme’ by Government of India with an aim to
provide insurance coverage up to five lakhs per family per year for secondary and

tertiary hospitalization to the low-income generating families.

Table 49: Distribution of the participants based on presence of Long COVID

symptoms.

In the current study, symptoms of long covid were reported among 21.3% of
participants. Our results align with the study results of 34.6% reported by Adler et
al.*” while another study by Petersen et al. reported that 53.1% of the participants had
at least one symptom of long covid.*! Sarda et al. conducted a study in North India

and reported a prevalence of 28.2%.4
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Table 50: Distribution of the study participants according to type of Long

COVID symptoms.

In a study in Kerala by Poojara et al. with 250 participants in 2021-22, the
prevalence of post-recovery symptoms in the form of dry cough was 40.4%, while
current study showed long covid symptoms involving respiratory system was
11.5%.%" In a study by Bahmer et al. the most common reported long-term symptoms
were neurological ailments, fatigue and sleeping disturbances. Fatiguability was

reported as high as 57% in that study, while the current study reported 10.1%.%8
Table 51: Distribution of direct medical cost (rupees) of the participants.

The median cost of outpatient treatment in present study was INR 2335 (~US
$ 31.58), whereas for Hospitalized participants it was INR 72800 (~US $ 984.72). In a
study done by Reddy K et al., the median cost was reported as INR 2,02,248 for
patients admitted in ICU settings.}” A study done in Kerala by Thomas R et al.,
reported a median expenditure of INR 2,980 and INR 38100 respectively for
hospitalized patients in public and private sectors respectively.*® In a similar study
done by Garg et al., in Chhattisgarh, the median cost was INR 4,871 and INR

1,69,504 for government and private institutions respectively.®

Table 52: Association between Socio-economic class and, nature of occupation,

with availability of insurance among study participants.

Significant difference in the availability of insurance coverage among
participants belonging to upper socio-economic in the current study as opposed to
participants of lower socio-economic class shows inequities in among people in the

society. Direct factors like financial constraints and indirect factors like lack of
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awareness could account to these differences. Our study shows statistically significant
difference (p<0.00) in obtaining insurance package among people of different socio-
economic class, with people belonging to higher SES had higher odds of 2.5 times
compared to lower SES participants in owning an insurance package. Similar findings
have been reported by Ambade et al. where the people belonging to highest wealth
quintile had adjusted odds of 1.3 times health insurance coverage compared to

individuals of lowest wealth quintile.*°

In the current study, salaried persons had higher insurance coverage when
compared with self-earning or dependent groups with a statistical significance (p <
0.00) and with 3.2 times higher odds among salaried persons. In a study by
Ponnusamy et al. it was reported that higher number of individuals with semi-skilled
and unskilled occupations were uninsured, this was proved by statistical significance
of p <0.001 and p <0.009.%° Some of the reasons behind salaried individuals getting
insured may include employer policy, better understanding on importance of
insurance cover, peer influence and benefits of tax rebates for the purpose of income
tax. People who are placed in high income jobs generally have better educational

qualifications, paving way for greater understanding of the schemes.

Table 53: Association between Socio-economic class with difficulty in getting
food, commodity, and medical supplies during Covid-19 pandemic among study

participants.

The present study results highlighted association between socio-economic
class and difficulty of participants in procuring food items, commodities, and medical

supplies like masks. These results highlight the purchasing power of various strata of
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people in the community during the times of hardships. With p<0.00, the findings

from the current study are statistically significant.

Table 54: Association between Educational status and age group with self-

medication practices among the participants.

Findings from our study report that participants from all the age groups
indulged in self-medication practices. Although significant associations are seen with
young and middle age participants with statistical significance of p<0.005. These
results align with the study done by Thenmozhi et al (p<0.03).> Self-medication
practices were seen in higher frequency among young people compared to older
population. These findings convey the fact that better knowledge of younger
population on the availability of over-the-counter medications is acquired through

social media platforms and peer communication networks.

With respect to educational status, participants who had received higher
education had significant self-medication practices. This is evident from the results of
our study with statistical significance of p<0.02. Similar results were obtained from
study by Thenmozhi et al. with significance of p<0.03.%! These findings signify that
knowledge on medication for common ailments are fairly established among

individuals with higher education.

Table 55: Association between age group and oxygen therapy among the

participants.

This study reported a strong association between the increasing age and need
for oxygen among hospitalized participants. Statistical significance with p<0.000 was

highlighted by chi-square tests. Notably from a study conducted by Pathak et al.
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reported similar association between increasing age and oxygen requirement among
hospitalized COVID-19 individuals (p<0.013).>? During the pandemic, one of the
main reasons for hospitalization of Covid-19 infected individuals was hypoxia.
Oxygen requirement to COVID-19 affected individuals skyrocketed the need for
oxygen supplies in healthcare facilities and the increased demand for oxygen

availability was clearly seen during the peak of the pandemic.>

Table 56: Association between Covid-19 hospitalization and symptoms of long

COVID among the study participants.

In the current study, significant differences were found between hospitalized
individuals and non-hospitalized individuals regarding long covid symptoms, with
odds ratio of 2.8 times favoring hospitalized individuals to develop long Covid
symptoms and with a statistical significance of p<0.00. In a study by Salve et al.
conducted among hospitalized individuals, the prevalence was reported as 37.3%.>* In
another study by Sarda et al. on long covid symptoms among outpatients, it was
reported as 28.2%. Long covid symptoms are reported among both hospitalized and
non-hospitalized populations.*® Although higher rates were seen among post-

hospitalized individuals compared to those stayed at home.
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CONCLUSION

Findings form our study points that economically productive age group,
people suffering from multiple comorbidities, financially disadvantaged class were
more affected in the pandemic. Second wave of COVID-19 infection had affected
significant participants (3/4") compared to the other two waves. Half of the

hospitalized individuals required oxygen administration.

Catastrophic healthcare spending was seen among hospitalized individuals in
private sector without insurance coverage. Two-third of eligible family did not receive
any Covid-19 compensation from the government after undesired outcome during our
study period and, long covid were significantly observed among the hospitalized

participants.
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RECOMMENDATIONS

Individual and family level:

Adherence to the advisories made by the government regarding the pandemic,
proper use of face mask and sanitizer, adopting strict isolation / quarantine measures,
avoiding unnecessary travels, proper health seeking behaviour, compliance to the
medication advised and, acquiring knowledge on various health interventions under

Ayushman Bharat are essential.

Village / PHC level:

Advocating frequent health education interventions in the form of IEC / BCC
activities on hand hygiene regularly, use of face masks and, maintaining social
distancing in crowded public areas during the times of pandemic will maximize the

yield towards the preventive efforts of the health authorities.

Special camps at village levels to be conducted by PHC authorities for
generation of AB-PMJAY cards for the eligible beneficiaries. Government should

hasten the process for the benefit of the society.

Awareness about benefits of PMJAY insurance scheme should be created at

population level, once the documents are generated, through mass media networks.

District, State and National level:

Pandemic preparedness by public and private healthcare institutions and
measures are to be in place for providing care during distressing pandemics situations.

This can be done by strengthening existing healthcare delivery system.

Page 100



Recommendations

To prevent out-of-pocket expenditure leading to catastrophe health spending,
public health assurance or health insurance schemes like ‘Ayushman Bharat —

Pradhan Mantri Jan Arogya Yojana’ by government is mandatory.

Enrollment process is underway and had already been completed for around
62% of the eligible beneficiaries as of June, 2024. Mechanisms are to been identified

to speed up the process.

At the state level, awareness about Yeshasvini scheme should be created to the

eligible beneficiaries for better utilization of its benefits.

Role of Hospitals, Medical colleges / Universities:

Rehabilitation centres and special clinics to address and attend the people
suffering from Long-COVID symptoms is need of the hour, as it can affect the quality

of life of the individual. On a large scale it can lead to economic loss to the country.

Pandemic modules created to emphasize the importance of learning pandemic
situations will help the UG /PG health science students for better understanding of not

only the illness, but also the social and legal issues arising out of such outbreaks.

Further, in depth research and analysis are needed to explore the impact of
COVID-19 on various organ systems of infected individuals to quantify the long-term

burden of the pandemic.

Role of Health insurance agencies:

Special Covid specific health insurance or coverage packages are to be

introduced at affordable premiums for the benefit of the general population.
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STRENGTHS

With thorough literature search, it can be justified that it is one of its kind
studies, to explore various aspects of COVID-19 in the community. Various sections
comprising socio-demographic details, COVID-19 details of the participants as well
as family, clinical details, expenditure patterns and, health seeking behaviour were

fragmented to capture comprehensive information on the topic.

Estimation of medical costs for treatment are usually done in hospital settings,

whereas, this current study tried to measure from community settings.

Useful insights have been obtained on participants attitude towards health
insurance, adherence to COVID-19 appropriate behaviour, comorbid status and,

health seeking behaviors.

In addition to the scope of the study, it served as an opportunity to provide
information and clarify doubts on various aspects of COVID-19 and to educate them
on the hand hygiene and other precautionary measures to be taken, if another wave of

COVID-19 strikes the community in future.

Participants who had active long Covid symptoms were guided / referred to

KLE Hospital / District hospital.
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LIMITATIONS

Although the study tried to cover the major socio-economical determinants as
well as expenditure patterns on healthcare during COVID-19, some of the desired
data could not be captured leading to certain limitations like calculating indirect
medical costs and non-medical costs and, type of vaccine used that could not be

avoided.

The limitations were, small sample size that covered only one field area with
no longitudinal follow-up. Qualitative data was not obtained from the participants.
Lack of maintenance of proper medical records and self-reported comorbidities, that

was not cross-verified by the investigator.

Recall bias:

One of the major and foremost limitation is the period in which the study has
been conducted. By the time the idea was conceived and operationalized, peak of the
COVID-19 was long gone. As the study tried to include people affected across all
three waves of COVID-19 in the field practice area spanning over a period of two
years, potential recall bias could not be circumvented. And in addition, significant
proportion of families, affected individuals could not be interviewed and only a

caregiver or available member of the family provided information.

Measurement bias:

In addition to the recall bias, expenditure bills of the participants towards

healthcare services during the infection were not fully available for majority of
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participants and hence the costs were calculated, based on inputs from government

official circulars and costs reported from other studies during the pandemic period.

Accessibility:

As the design of the study being community based cross sectional study, the
participants were to be identified and reached with the help peripheral health workers
i.e.,) ASHA workers. Albeit substantial people infected during the pandemic
interviewed with lot of efforts, still some eligible individuals could not be reached and
surveyed, as some health care workers were reluctant to accompany due to their work

schedule.

Generalizability:

Since, this data is generated from a single field practice area with a mere
sample size, the findings from this study should be carefully interpreted and to be

extrapolated with caution.
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Summary

SUMMARY

COVID-19 has caused significant disruptions in economy and healthcare
across the globe. With India being one of the top three countries to report cases and
deaths accounting for around forty-five million cases and five lakh deaths. Estimates
released by WHO are far greater than the actual numbers reported by government

authorities. The pandemic has led to remarkable social and economic restraints.

The purpose of the study was to assess the socioeconomic impact and to
estimate the expenditure pattern towards healthcare for COVID-19 infection during

the pandemic.

The study was designed as community based cross sectional study and set to
be carried out in one of the field practice areas with population of around forty
thousand to identify the social and economic effects of COVID-19 on the infected
individuals. In addition, the questionnaire also included section to investigate the

prevalence of long covid among participants.

Chi-square test was used to find the association between variables. Both direct
and indirect costs were included to assess the median costs of healthcare spending for

hospitalized and day care patients were calculated.

The findings revealed that socio-economic and occupational status played a
part in purchasing an insurance cover and, influenced the ease of procuring the
essentials during the pandemic. Although the participants were aware about their
vaccination status, they could not differentiate and tell name of the vaccine they were
given. Symptomatic infection among bulk of participants was evident during the

pandemic. Also, the pandemic has crippled many families due to temporary loss of
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job and income due to lockdown imposed to curtail the spread of infection. Covid-19
affecting the head of the family or the earning member predisposes the family to

adverse financial burden. Such situations warrant the need for social security net.

Overall, the study highlights the need for comprehensive and equitable
healthcare insurance coverage for people belonging to all socio-economic strata
irrespective of their power to access healthcare. ‘Public health insurance schemes’ in
the form of ‘Ayushman Bharat — Pradhan Mantri Jan Arogya Yojana’ (AB-PMJAY)
will be a key and can significantly reduce the burden of out-of-pocket spending

especially to the vulnerable population as social safety net.
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ANNEXURE — |

INFORMED CONSENT FORM

“ASSESSMENT OF SOCIO-ECONOMIC IMPACT AND HEALTH CARE
EXPENDITURE PATTERN OF COVID 19 IN HOUSEHOLDS OF RURAL FIELD
PRACTICE AREA OF BELAGAVI - ACOMMUNITY BASED CROSS-

SECTIONAL STUDY”

Introduction:

A cluster of pneumonia of unknown etiology was reported in Wuhan City,
China, on December 31, 2019. On 7" January 2020, the Chinese authorities identified
a new CoV as a cause of pneumonia outbreak. The new strain was named SARS-
CoV-2 or the novel coronavirus and the disease as COVID-19. India reported its first
positive case of novel coronavirus on January 30, 2020, in Kerala, in a student, who
returned from Wuhan University. As of May 4, 2022, India has reported 4,25,44,689
coronavirus disease-19 (COVID-19) cases second only to the USA. The number of
deaths in India is 5,23,920 as per MOHFW database.In India, intensive care is one of
the primary drivers of hospital cost accounting for 20 to 30% of a hospital’s budget.
The penetration of health insurance is only 15% in rural and 20% in urban areas of
India. The National Health Accounts report suggests that out-of-pocket expenditure
constitutes about 68% of total healthcare expenses. Intensive care in India is primarily
provided by the private sector, and costs are mostly borne through out-of-pocket
expenditure by individuals. The COVID-19 pandemic is likely to have increased the
economic burden on patients requiring ICU admission. OOP health expenditures were

those made by households at the point of receiving health services and include cash
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payments reported in the surveys. Catastrophic spending on health occurs when a
household must reduce its basic expenses over acertain period of time to cope with
healthcare expenses on one or more of its members. India was among the worst
affected countries in the world in terms of the number of COVID-19 infected persons.
In terms of policy responses in India, the central and state governments tried to
expand the capacity of public hospitals and offered free services for COVID-19
treatment. India has a Publicly Funded Health Insurance (PFHI) programme known as
Ayushman Bharat—Pradhan Mantri Jan Arogya Yojana (PMJAY) to cover in-patient
care costs in public as well as private hospitals. In addition, governments in many
states of India declared price ceilings for COVID-19 related care in private hospitals.

Explanation of procedures:

After approval from the institutional ethical committee, a written informed
consent for all the subjects participating in the study will be obtained and the
participants will be recruited according to the inclusion and exclusion criteria.
Structured & pre-designed questionnaire consisting of socio-demographic data,
Covid-19 infection / disease / death / recovery status, OPD / IPD / Oxygen therapy,

Health care seeking behavior, health insurance and compensation for Covid 19 death.

Possible Benefits:

You will not get any benefits by participating in this study. The data gathered
will help the population at large.
Incentives:

You will not be eligible for any kind of monetary benefits or free services by
virtue of your participation in the study.

Possible Risks:

There are no risks involved in this study.
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Privacy and Confidentiality:

The results of the study may be published for scientific purposes. However,
your identity will not be revealed and all information collected will be coded so that
no one other than the investigator will know your identity.

Withdrawal:

You can withdraw from the study at any point of time if you wish to do so.

Costs of Participation:

The cost of the study will be borne by the researcher. There will be no
additional cost to you for participating in this study.

Payment of Participation:

There will be no incentives to you for participating in this study.

Authorization to publish the results:

The researcher may use the information gathered from this study for
presentation or publication in scientific journals. However, your personal identity will
not be revealed.

Legal Rights:

By signing this consent form, you are not waiving off any of your legal rights.
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CONSENT STATEMENT

I am making a voluntary decision to participate in the study “Assessment of Socio-
economic impact and health care expenditure pattern of COVID 19 in
households of rural field practice area of Belagavi - A community based cross-
sectional study”. My signature below indicates that | have decided to participate and
| have read the information provided above or the information provided above has
been read to me in the language that | understand best. | was given the opportunity to

ask questions and that they have been answered to my satisfaction.

Name of the Participant:

Signature or Left Thumb Impression of the Participant:

Name of the Witness:

Signature or Left Thumb Impression of the Witness:

Name of the Investigator:

Signature of the Investigator:

Date:

Place:
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ANNEXURE — 11

QUESTIONNAIRE

“ASSESSMENT OF SOCIO-ECONOMIC IMPACT AND HEALTH CARE
EXPENDITURE PATTERN OF COVID 19 IN HOUSEHOLDS OF RURAL
FIELD PRACTICE AREA OF BELAGAVI - ACOMMUNITY BASED

CROSS-SECTIONAL STUDY”

I. Socio-Demographic Details

1.1. Type of the House: Owned / Rented
1.2. Type of family: Nuclear / Joint / Three generation family / Broken
1.3. Type of the ration card: APL / BPL / No Ration-card
1.4. Type of the insurance: Govt / Private / Both / Nil
1.5. Nature of insurance: Health only / Life only / Both / None
1.6. Total number of members in the family: 1/2/3/4/5/>5

1.7. Total Monthly income (in rupees):

1.8. Per Capita Income/month (in rupees):

1.9. Socio-economic class (B G prasad Classification): L/u/mrviv
1.10. Is the family covered by any self-help group: Yes/ No
1.11. Any loss of job in the family during the pandemic: Yes/ No

1.12. Did you find any difficulty in getting food products during the pandemic?
Yes/ No
1.13. Did you find any difficulty in getting commodities during the pandemic?

Yes/ No
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1.14. Did you find any difficulty in getting medical supplies like mask during the

pandemic? Yes/ No

1.15. Did you find any difficulty in getting medical supplies like sanitizer during the
pandemic? Yes/ No

I1. Details of COVID 19 in the Family

2.1. Whether COVID 19 precautions were followed adequately? Yes/ No
2.2. Any outsiders visited the house within two weeks prior to the covid infection?
Yes / No / Don’t know

2.3. Have any people in your Street / Area had COVID 19 infection prior to your
illness? Yes / No / Don’t know

2.4. Number of Persons affected by COVID 19 in the family? 1/2/3/4/5/>5

2.5. Number of people hospitalized in the household for COVID 19?
Nil/1/2/3/4/5/>5

2.6. Number of deaths, if any: Nil/1/2/3/4/5/>5

2.7. Are all the eligible members in the family vaccinated now?

Yes/No
I11. Details of the persons affected with COVID 19
3.1. Name of the Affected individual
3.2. Age (in years): 0-18/19-35/36-60/ >60
3.3. Gender: Male / Female
3.4. Marital status — Married / Unmarried / Broken / widow

3.5. Level of education: illiterate / 1-5/ 6-10%¢ / PUC / Diploma / Graduate / Post-

graduate
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3.6. Occupation: Govt Job / Private Job / Self-employed / Farmer /

laborer / pensioner / Others

3.7. Type of diet: Veg / Mixed diet
3.8. Smoking: Yes/ No
3.9. Alcohol: Yes/No
3.10. Tobacco: Yes/No
3.11. Hlicit drug abuse: Yes/ No
3.12. Do you have Diabetes: Yes/ No
3.13. Do you have Hypertension? Yes/ No
3.14. Do you have COPD? Yes/ No
3.15. Do you have IHD? Yes/ No
3.16. Do you have Cancer? Yes/ No
3.17. In which wave you got affected? 15t/ 2nd / 3rd /4t
3.18. Have you been vaccinated before infection? Yes/ No
3.19. If yes, how many doses have been done? 1/2 /booster

3.20. Have you been Symptomatic during the course of illness?
(If yes, go to Q.no 3.23, If no, go to Q.no 3.24) Yes/ No

I11.1 For Asymptomatic & Non-hospitalized Symptomatic

3.21. Have you been isolated? Yes/ No
3.22. If yes, where have you been isolated? At home / COVID care centre
3.23. Have you received any treatment? Yes/ No
3.24. If yes, what type of treatment? Allopathy / Alternative treatment

111.2 For Hospitalized Symptomatic
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3.25. If hospitalized, where were you admitted? COVID Ward / ICU / Both
3.26. Received oxygen therapy? Yes/ No
3.27. Lead time in reaching the hospital (in days): 0-3/4-7/8-14/>14

3.28. Time interval between onset of symptoms and ICU admissions (in days):

0-3/4-7/8-14/>14

3.29. Length of stay in the hospital (in days)? 0-3/4-7/8-14/>14
3.30. Length of stay in ICU (in days)? 0-3/4-7/8-141>14
3.31. What was the outcome? Recovered / Death
3.32. If recovered, with Complications? Yes/ No

3.33. Where have you have been treated?
Govt / Private / transferred from Govt to Private/
transferred from Private to Govt
3.34. What was the reason for opting Govt treatment facility?
Lack of money / Self-interest
3.35. What was reason for opting Private treatment facility?
Non availability of Beds in Govt setup / Self-interest
3.36. Overall expenditure for treatment for Covid-19 infection:
IV. Details of the Health seeking behavior & Mode of Payment
4.1. Did you take any self-medication during the illness? Yes/ No
4.2. Where did you first visited after the onset of illness?
Sub-center / PHC / Private Practitioner /
civil hospital / KLE’S hospital / others

4.3. Did you take any alternate medicine during illness: Yes/ No
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4.4. If not insured, what was source of money paid?
Savings / Loans / Selling assets / Borrowing
4.5. Did the family receive any compensation from the government due to death?
Yes / No
4.6. Do you have the idea to avail insurance in future? Yes/ No

V. Long COVID

5.1. Have you had any of the following symptoms three months after your illness?
a) Fatigue with bodily pains and / or symptoms of depression or anxiety
b) Cognitive problems such as forgetfulness or difficulty in concentrating

c) Respiratory problems with shortness of breath and persistent cough
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1.1.

1.2.

1.3.

1.4.

1.5.

1.6.

1.7.

ANNEXURE — 111

KEY TO MASTER CHART

Il. Socio-Demographic Details

Type of the House: Owned (1) / Rented (2)
Type of family: Nuclear (1) / Joint (2) / Three generation family (3) / Broken (4)
Type of the ration card: APL (1) / BPL (2) / No Ration-card (3)
Type of the insurance: Govt (1) / Private (2) / Both (3) / Nil (4)
Nature of insurance:  Health only (1) / Life only (2) / Both (3) / None (4)

Total number of members in the family: 1/2/3/415/>5

Total Monthly income (in rupees):

1.8. Per Capita Income/month (in rupees):

1.9. Socio-economic class (B G prasad Classification): 1 (1) /11 (2) /111 (3)/ 1V (4) /
V (5)

1.10. Is the family covered by any self-help group: Yes (1) / No (2)
1.11. Any loss of job in the family during the pandemic: Yes (1) / No (2)

1.12. Did you find any difficulty in getting food products during the pandemic?

Yes (1) / No (2)

1.13. Did you find any difficulty in getting commodities during the pandemic?

Yes (1) / No (2)

1.14. Did you find any difficulty in getting medical supplies like mask during the
pandemic? Yes (1) / No (2)

1.15. Did you find any difficulty in getting medical supplies like sanitizer during the
pandemic? Yes (1) / No (2)

Page 126



Annexures

I1. Details of COVID 19 in the Family

2.1. Whether COVID 19 precautions were followed adequately? Yes (1) / No (2)
2.2. Any outsiders visited the house within two weeks prior to the covid infection?
Yes (1) / No (2) / Don’t know (3)

2.3. Have any people in your Street / Area had COVID 19 infection prior to your
illness? Yes (1) / No (2) / Don’t know (3)

2.4. Number of Persons affected by COVID 19 in the family? 1/2/3/4/5/>5
2.5. Number of people hospitalized in the household for COVID 19?
Nil (1) /1(2)/2(3)/3(4)/4(5)/5(6)/>5(7)
2.6. Number of deaths, if any: Nil (1)/1(2)/2(3)/3(4)/4(5)/5(6)/>5(7)
2.7. Are all the eligible members in the family vaccinated now?
Yes (1) / No (2)
I11. Details of the persons affected with COVID 19

3.1. Name of the Affected individual

3.2. Age (in years): 0-18 (1) / 19-35 (2) / 36-60 (3) / >60 (4)
3.3. Gender: Male (1) / Female (2)
3.4. Marital status — Married (1) / Unmarried (2) / Broken (3) / widow (4)

3.5. Level of education: illiterate (1) / 1-5 (2) / 6-10%¢ (3) / PUC (4) / Diploma (5) /
Graduate (6) / Post graduate (7)
3.6. Occupation: Govt Job (1) / Private Job (2) / Self-employed (3) / Farmer (4) /
laborer (5) / pensioner (6) / Others (7)

3.7. Type of diet: Veg (1) / Mixed diet (2)
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3.8. Smoking: Yes (1) / No (2)
3.9. Alcohol: Yes (1) / No (2)
3.10. Tobacco: Yes (1) / No (2)
3.11. Hlicit drug abuse: Yes (1) / No (2)
3.12. Do you have Diabetes: Yes (1) / No (2)
3.13. Do you have Hypertension? Yes (1) / No (2)
3.14. Do you have COPD? Yes (1) / No (2)
3.15. Do you have IHD? Yes (1) / No (2)
3.16. Do you have Cancer? Yes (1) / No (2)
3.17. In which wave you got affected? 15t(1) /2™ (2) / 3 (3) / 4™ (4)
3.18. Have you been vaccinated before infection? Yes (1) / No (2)
3.19. If yes, how many doses have been done? 1(1)/2(2) /booster (3)

3.20. Have you been Symptomatic during the course of illness?

(If yes, go to Q.no 3.23, If no, go to Q.no 3.24) Yes (1) / No (2)
I11.1 For Asymptomatic & Non-hospitalized Symptomatic
3.21. Have you been isolated? Yes (1) / No (2)
3.22. If yes, where have you been isolated? At home (1) / COVID care centre (2)
3.23. Have you received any treatment? Yes (1) / No (2)
3.24. If yes, what type of treatment? Allopathy (1) / Alternative treatment (2)
I11.2 For Hospitalized Symptomatic
3.25. If hospitalized, where were you admitted? COVID Ward (1) / ICU (2) / Both (3)
3.26. Received oxygen therapy? Yes (1) / No (2)

3.27. Lead time in reaching the hospital (in days): 0-3 (1) / 4-7 (2) / 8-14 (3) / >14 (4)
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3.28. Time interval between onset of symptoms and ICU admissions (in days):
0-3(1)/4-7(2)18-14(3)/>14 (4)

3.29. Length of stay in the hospital (in days)? 0-3(1)/4-7(2)/8-14 (3)/>14 (4)

3.30. Length of stay in ICU (in days)? 0-3(1)/4-7(2)18-14 (3)/>14 (4)
3.31. What was the outcome? Recovered (1) / Death (2)
3.32. If recovered, with Complications? Yes (1) / No (2)

3.33. Where have you have been treated?
Gowvt (1) / Private (2) / transferred from Govt to Private (3) /
transferred from Private to Govt (4)
3.34. What was the reason for opting Govt treatment facility?
Lack of money (1) / Self-interest (2)
3.35. What was reason for opting Private treatment facility?
Non availability of Beds in Govt setup (1) / Self-interest (2)
IV. Details of the Health seeking behavior & Mode of Payment
4.1. Did you take any self-medication during the illness? Yes (1) / No (2)
4.2. Where did you first visited after the onset of illness?
Sub-center (1) / PHC (2) / Private Practitioner (3) /
civil hospital (4) / KLE’S hospital (5) / others (6)
4.3. Did you take any alternate medicine during illness: Yes (1) / No (2)
4.4. If not insured, what was source of money paid?
Savings (1) / Loans (2) / Selling assets (3) / Borrowing (4)
4.5. Did the family receive any compensation from the government due to death?

Yes (1) / No (2)
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4.6. Do you have the idea to avail insurance in future? Yes (1) / No (2)

V. Long COVID

5.1. Have you had any of the following symptoms three months after your illness?
a) Fatigue with bodily pains and / or symptoms of depression or anxiety (1)
b) Cognitive problems such as forgetfulness or difficulty in concentrating (2)

c) Respiratory problems with shortness of breath and persistent cough (3)
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