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Abstract

Background: Inequality in households’ payments on food and health expenditures presents the accessibility and utili-
zation patterns between them. This study investigated the Iranian rural and urban households’ inequality in payments
on food and Out-of-Pocket health expenditures from 1998 to 2012.

Methods: This descriptive study was conducted through the analysis of Iranian Statistics Centre data on Iranian
households’ income and expenditures. The Gini Coefficients, Concentration and Kakwani indices have been calculat-
ed for Iranian rural and urban households” Out-of-Pocket health and food expenditures.

Results: The means of Iranian rural and urban total consumption expenditures inequality were 0.48 and 0.48, respec-
tively. The means of concentration index of food expenditures for rural and urban regions were 0.35 and 0.34, respec-
tively. The means of Out-of-Pocket payments for health services for rural and urban regions were 0.51 and 0.5, re-
spectively. Finally the means of Kakwani index of Out-of-Pocket health payments in rural and urban households were
-0.005 and -0.018, respectively.

Conclusion: There are relative high levels of inequality in Iranian households’ payments on food and Out-of-Pocket
health expenditures.

Keywords: Food expenditure, Out-of-Pocket health expenditure, Inequality, Gini coefficient, Concentration index,

Kakwani index

Introduction

Equity has been considered as one of the most
important aspects of any health system perfor-
mance over the two recent decades (1). However,
the growth of expenditures in health systems and
the value of human life have been two main im-
portant concerns for health policy makers (2), the
increased awareness among people, social move-
ments against the obvious discrimination between
different socio- economic population groups led
to a transition to new political and social attitudes.
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Such discrimination has been more obvious in
basic areas s including the food, education and
health. Food, education and health services are
considered as fundamental factors for human de-
velopment.

The accessibility and utilization of food and health
services have a significant impact on population
health status so that any related barrier causes ad-
verse effects on health outcomes.
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In the last two decades, several international and
global policies and planes have been adopted and
implemented to reduce inequalities in the accessibil-
ity and utilization of food and health services. The
World Health Organization, World Bank, United
Nations Children’s Funding (UNICEF) and Interna-
tional Monetary Fund have considered the equity as
a main goal to their policies.

The Millennium Development Goals include the
most explicit and supportive action plan for tack-
ling the inequality and poverty, especially in the
areas of food and health care services. In addition,
many countries developed and implemented their
national health policies and plans to reduce these
inequalities and eliminate the poverty. Such poli-
cies have been adopted and implemented in recent
years by Iranian policymakers. Similarly, there are
several national and country level plans and poli-
cies addressing some aspects of equity in food and
health services, for example; the health and its eq-
uity related issues have been stipulated in Iran
constitutional law, the Fifth development action
plan and Iran National Vision 2025 Document(3).
In addition, the equity in health care financing and
expenditures and the food security- indicating
food equity- have been targeted as the most im-
portant aspects of human development. There are
several health care financing mechanisms and
some kinds of them may lead to adverse impact
on the accessibility and utilization of health ser-
vices. The state-based taxation, social health insut-
ance and private health insurance systems are the
main prepayment systems to protect households
from the catastrophic and impoverishing effects
of health services utilization. The Out-of-Pocket
payment is another form of health care financing
which may lead to many challenges regarding eq-
uity in health services expenditure (4). Nowadays,
there is a global consensus on the adverse conse-
quences of Out-of-Pocket payment on the acces-
sibility and utilization of healthcare services, so
that governments try to establish a balance be-
tween Out-of-Pocket payment and other health
care financing methods (5). The security and ade-
quacy of food are two main indicators for as-
sessing the equity in the accessibility and utiliza-
tion of food (6). The insecurity and inadequacy of
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food due to socio-economic status of households
have unfavorable effects on population health (7).
The results of studies in China, Tanzania and
Hungary showed that the main burden of health
care expenditures imposed to low income house-
holds and also the Out-of- Pocket payment led to
considerable inequality in the accessibility and uti-
lization of health services (8-10). In Iran, results of
three studies presented a relative high level of ine-
quality in both healthcare and food expenditures
(11-13).

This study investigated the Iranian rural and urban
households’ inequality in payments on Out-of-
Pocket health and food expenditures between1998
and 2012.

Materials and Methods

Data and Study Design

This study was conducted through the analysis of
Iranian Statistics Center (ISC) data. The source of
data used in this study was the annual Iranian Ru-
ral and Urban Households’” Expenditures and In-
come Surveys (IRUHEIS) conducted by Iranian
Statistics Centre between 1998 and 2012. These
surveys have covered the average of 18632 rural
and 17843 urban households from 1998 to 2012.
The Centre collected these data through a direct
interview with households’ head or an informed
adult in each household. These data were catego-
rized intol13 modules: food, beverages, clothing,
housing, health, education, recreation and enter-
tainment, fuel and waste, furniture and fixtures,
transport and communications, cultural affairs,
fast food, hotel and durable goods and services
(14).

The health services module includes all expendi-
tures on medicine, medical devices and supplies,
preventive, treatment and rehabilitative services
through Out-of-Pocket or other reimbursement
mechanisms. The health expenditure includes the
households’ contribution to entitlement in health
insurance coverage as well as premium.

Variables
Housceholds” annual food expenditure: Expendi-
ture on food includes all payments made to re-
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ceive the needed nutritious materials including for
meat, dairy, cereal and bean, bread and flour, bis-
cuits and cakes, oil and butter, fruits and vegeta-
bles, nuts, sweets and sugar, additives and dressing,
cigarette and tobacco.

Households’ annual health expenditure: Expendi-
tures on health includes all payments made for
premium, preventive, treatment and rehabilitative
services. These include all payments made for
outpatients over the 1 past month and hospitaliza-
tion services over the last year.

Households total consumption expenditure: All
payments made to receive the goods and services
that categorized in mentioned 13 modules.
Households” nonfood expenditure: This refers to
households’ payment on all the mentioned 13
modules except food expenditure. This is calcu-
lated through the households’ total consumption
expenditure minus households’ food expenditure;
all payments made to meet the households’ non-
food needs.

Data analyzing
The data were analyzed in three following stages:
1. Calculating the inequality level between

Iranian total consumption expenditures:
In this stage, the inequality level between
rural and urban households’ total pay-
ments on consumption expenditures has
been calculated. The Gini coefficients
were calculated as a measure of inequality
levels in rural and urban households’ pay-
ments on consumption expenditures sepa-
rately. The Gini coefficient calculated
as(2):

GC=1- Z(Xk = X)) (Y + Yier)

k=1

Where, GC is the Gini Coefficient, Xk is
the cumulative percent of population, Yy
is the cumulative percent of income/expe-
nditure

2. Calculating the inequality between Iranian
households’ food expenditures: The Gini
coefficients, Concentration and Kakwani
indices were calculated to show the ine-
quality between rural and urban house-
holds’ payments on food expenditures (2).
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Concentration index is derived from a
curve called Concentration curve. The
concentration curve includes two orthogo-
nal axes; the hotizontal axis shows the
household’s rank in the quintiles of in-
come (expenditure). The vertical axis
shows the cumulative frequency of the in-
terested health variable (such as house-
holds’ food or health expenditure). In oth-
er words; it plots shares of the health vari-
able against quintiles of the living stand-
ards variable.

If the food (health) expenditure takes
higher (lower) values amongst poor, the
curve will lie above (below) the perfect
equality line. If the concentration of food
(health) variables is in favor of poor, the
curve moves to the above of equality line.
The concentration index is equal to the
double of the area between the perfect
equality line and the concentration curve.
The values of index lie between -1 to +1;
if the curve moves to the above of the
perfect equality line, then the value is neg-
ative and it becomes positive for inverse
situation (14). Concentration index cal-
culated as (2):

CI= % Cov(h,1)

In this formula, CI is the concentration index; u is
the mean of households’ food (health) payments
studied and Cov(h,r) is covariance of house-
holds’food (health) expenditure with the rank of
household based on total consumption expendi-
ture.

The Kakwani index calculated as:

[N,=C-G

Where, C represents the Concentration index of
health variables (here food and health expendi-
ture), and G is the Gini coefficient for individual
or households’ socio-economic (standard of liv-
ing) status.

Kakwani index value ranges from -2 to +1. If the
concentration curve becomes dominant, the index
value will be positive and if the Lorenz curve be-
comes dominant, the index value will be negative
(15&16).
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3. Calculating the inequality between Iranian
households’ Out-of-Pocket health expen-
ditures: The Gini coefficients, Concentra-
tion and Kakwani indices were calculated
to show the inequality between rural and
urban household’s payments on health ex-
penditures.

All calculations have been done based on cur-
rent and constant prices. The constant price
allowed us to remove the inflation effect on
inequality levels. The Iranian Statistics Center
set 2002 as the base year for rural and 2004 as
the base year for urban households.

Results

The calculated Gini coefficients, Concentration
and Kakwani indices have been presented in three
sections and five tables. The Iranian rural and ut-
ban households’ inequalities in the total consump-
tion have been presented in Table 1. The inequal-
ity between Iranian rural households in terms of
payments on food expenditures and then Out-of-
Pocket health expenditures has been presented in

Tables 2 and 3, respectively. , the inequality be-
tween Iranian urban households in the payments
on food expenditures and then Out-of-Pocket
health expenditures has been presented in Tables
4 and 5, respectively.

Inequality in total consumption expenditures
between Iranian households

The Gini coefficients for Iranian rural and urban
households in total consumption have been pre-
sented in Table 1.

The mean of Gini coefficients for rural house-
holds was more than 0.4 based on both current
and constant scenarios. It ranges from 0.41 to
0.47 in current price scenario and 0.43 to 0.52 in
constant price scenario. The inequalities in urban
total consumption was more than 0.4 for all stud-
ied period and ranges from 0.41 to 0.48 based on
current price and also from 0.4 to 0.5 based on
constant price. Generally in both rural and urban
households the total consumption expenditures
based on constant price is more than current price
scenatio.

Table 1: The inequality between rural and urban houscholds in payments on total consumption

Inequality Rural Households (Base Year: 2002) Urban Households (Base Year: 2004)
Quantities
Total consumption Total consump- Total consumption Total consumption
Years (current price) tion (constant (current price) (constant price)
price)
1998 0.41 0.46 0.44 0.48
1999 0.45 0.48 0.43 0.48
2000 0.46 0.48 0.41 0.4
2001 0.43 0.48 0.44 0.5
2002 0.43 0.43 0.45 0.5
2003 0.43 0.48 0.45 0.5
2004 0.43 0.49 0.45 0.45
2005 0.45 0.5 0.48 0.48
2006 0.43 0.48 0.46 0.49
2007 0.46 0.51 0.45 0.5
2008 0.47 0.52 0.45 0.5
2009 0.47 0.5 0.45 0.49
2010 0.46 0.5 0.44 0.49
2011 0.44 0.49 0.48 0.48
2012 0.45 0.5 0.47 0.47
Mean 0.44 0.48 0.45 0.48
Available at:  http://ijph.tums.ac.ir 1106
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The inequality levels in rural households’

payments on food expenditures and Out-of-
Pocket health expenditures

The inequality in rural payments on food expend-
itures have been presented in Table2, also the ine-
quality in rural payments on Out-of-Pocket health
expenditures have been presented in Table 3. The
means of Gini coefficients for rural households’
food expenditures were 0.37 and 0.38 based on
current price and constant price, respectively. The

Gini coefficient for food expenditures ranges
from 0.31 to 0.44 based on constant price.

The mean of concentration index for rural house-
holds’ food expenditures were 0.34 and 0.35 based
on current price and constant price, respectively.
The Concentration index ranges from 0.31 to 0.42
based on constant price.

The inequality in rural households’ Out-of-Pocket
health payments has been presented in Table3.

Table 2: The inequality between rural households in payments on food expenditures

Quantities Food Expenditures (Current Price) Food Expenditures (Constant Price)
Inequality
Year Gini Concentration Kakwani Gini Concentration Kakwani
Coeficients Index Index Coeficients Index Index
1998 0.36 0.33 -0.08 0.36 0.33 -0.13
1999 0.38 0.36 -0.09 0.4 0.36 -0.12
2000 0.37 0.34 -0.12 0.37 0.33 -0.15
2001 0.37 0.34 -0.09 0.38 0.34 -0.14
2002 0.35 0.32 -0.11 0.35 0.32 -0.11
2003 0.36 0.33 -0.1 0.36 0.33 -0.15
2004 0.35 0.33 -0.1 0.35 0.33 -0.16
2005 0.31 0.28 -0.17 0.31 0.28 -0.22
2006 0.33 0.31 -0.12 0.33 0.31 -0.17
2007 0.38 0.35 -0.11 0.38 0.35 -0.16
2008 0.38 0.35 -0.12 0.38 0.35 -0.17
2009 0.41 0.38 -0.09 0.42 0.39 -0.11
2010 0.41 0.39 -0.07 0.42 0.41 -0.09
2011 0.4 0.39 -0.05 0.43 0.4 -0.09
2012 0.41 0.4 -0.05 0.44 0.42 -0.08
Mean 0.37 0.34 -0.098 0.38 0.35 -0.137

Table 3: The inequality in rural households’ payments on Out-of-Pocket health expenditures

Inequality Health Expenditures (Current Price) Health Expenditures (Constant Price)
Quantities
Years Gini Coefficient Concentration Kakwani Gini Coefficient Concentration Kakwani
Index Index Index Index
1998 0.57 0.55 0.14 0.57 0.56 0.1
1999 0.51 0.5 0.05 0.52 0.5 0.02
2000 0.64 0.61 0.15 0.64 0.62 0.14
2001 0.56 0.54 0.11 0.55 0.53 0.05
2002 0.21 0.2 -0.23 0.21 0.2 -0.23
2003 0.54 0.52 0.09 0.53 0.52 0.04
2004 0.52 0.51 0.08 0.52 0.51 0.02
2005 0.56 0.54 0.09 0.56 0.54 0.04
2006 0.53 0.51 0.08 0.53 0.51 0.03
2007 0.54 0.51 0.05 0.54 0.51 0
2008 0.51 0.5 0.03 0.51 0.5 -0.02
2009 0.49 0.49 0.02 0.52 0.52 0.02
2010 0.49 0.47 0.01 0.53 0.53 0.03
2011 0.5 0.48 0.04 0.54 0.53 0.04
2012 0.5 0.49 0.04 0.55 0.54 0.04
Mean 0.51 0.49 0.05 0.52 0.51 0.021
1107 Available at: http://ijph.tums.ac.ir
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The means of rural households’ Gini coefficients
for Out-of-Pocket health expenditures were 0.51
and 0.52 based on current price and constant price,
respectively. The Gini coefficient ranges from
0.21 to 0.64 for the inequality in rural households
in payments on Out-of-Pocket health expendi-
tures based on constant price. The means of Con-
centration index for the inequality in rural house-
holds’ Out-of-Pocket health expenditures were
0.49 and 0.51 based on current price and constant
price, respectively. Moreover, the Concentration
index for rural households” Out-of-Pocket health
expenditures ranges from 0.2 to 0.62 based on
constant price.

The Lorenz and Concentration index for rural
households’ Out-of-Pocket health expenditures

Fig.2: The Lorenz and concentration curves for rural

were plotted in Fig. 2.

The inequality levels in urban households’ pay-
ments on food expenditures and Out-of-Pocket
health expenditures: The inequalities levels be-
tween Iranian urban households’ payments on
food expenditures and Out-of-Pocket health ex-
penditures have been presented in Tables 4 and 5,
respectively.

The means of Gini coefficients for the inequality
in urban households’ payments on food expendi-
tures were 0.37 and 0.36 based on current price

households’ Out-of-Pocket health expenditures (2012)

The Gini coefficient for food expenditures ranges
from 0.27 to 0.55 based on constant price. The
means of Concentration index were 0.32 and 0.34
based on current price and constant price respec-
tively. The Concentration index ranges from 0.25
to 0.5 based on constant price.

The inequalities in urban households’ Out-of-
Pocket health payments have been presented in
Table 5.

and constant price, respectively.

Table 4: The inequality in urban households’ payments on food expenditures

Inequality Food Expenditures (Current Price) Food Expenditures (Constant Price)
Quantities
Years Gini Coeficient Concentration Kakwani  Gini Coeficient Concentration  Kakwani
Index Index Index Index
1998 0.3 0.26 -0.18 0.28 0.26 -0.22
1999 0.3 0.3 -0.13 0.3 0.3 -0.18
2000 0.55 0.49 0.08 0.55 0.5 0.1
2001 0.33 0.3 -0.14 0.32 0.3 -0.2
2002 0.3 0.3 -0.15 0.29 0.28 -0.22
2003 0.31 0.3 -0.15 0.3 0.29 -0.21
2004 0.33 0.32 -0.13 0.33 0.32 -0.13
2005 0.3 0.3 -0.18 0.29 0.28 -0.2
2006 0.3 0.31 -0.15 0.27 0.25 -0.24
2007 0.38 0.36 -0.09 0.38 0.36 -0.14
2008 0.38 0.36 -0.09 0.38 0.36 -0.14
2009 0.41 0.39 -0.06 0.41 0.4 -0.09
2010 0.43 0.4 -0.04 0.42 0.39 -0.1
2011 0.44 0.41 -0.07 0.44 0.4 -0.08
2012 0.45 0.42 -0.05 0.46 0.41 -0.06
Mean 0.37 0.32 -0.102 0.36 0.34 -0.14
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Table 5: The inequalities in urban households’ payments on Out-of-Pocket health expenditures

Inequality Health Expenditures (Current Price) Health Expenditures (Constant Price)
Quantities
Years Gini Coeficient Concentration Kakwani Gini Coeficient Concentration Kakwani
Index Index Index Index
1998 0.54 0.48 0.04 0.53 0.52 0.04
1999 0.62 0.61 0.18 0.62 0.61 0.13
2000 0.62 0.6 0.19 0.62 0.6 0.2
2001 0.66 0.58 0.14 0.41 0.34 -0.16
2002 0.57 0.55 0.1 0.57 0.56 0.06
2003 0.5 0.48 0.03 0.5 0.49 -0.01
2004 0.5 0.51 0.06 0.53 0.5 0.05
2005 0.54 0.53 0.05 0.54 0.53 0.05
2006 0.5 0.49 0.03 0.5 0.49 0
2007 0.51 0.5 0.05 0.51 0.5 0
2008 0.5 0.5 0.05 0.51 0.5 0
2009 0.51 0.49 0.04 0.49 0.47 -0.02
2010 0.52 0.5 0.06 0.51 0.49 0
2011 0.51 0.48 0 0.52 0.48 0
2012 0.53 0.49 0.02 0.51 0.5 0.03
Mean 0.54 0.52 0.07 0.52 0.5 0.025

Fig. 3: The Lorenz and Concentration curves for ur-
ban households’ Out-of-Pocket health expenditures
(2012)

The means of Gini coefficients for urban house-
holds’ Out-of-Pocket health expenditures were
0.54 and 0.52 based on current price and constant
price, respectively.

The Gini coefficient ranges from 0.41 to 0.62
based on constant price. The means of Concentra-
tion indices of urban households’ Out-of-Pocket
health expenditures were 0.52 and 0.5, respectively.
The concentration index ranges from 0.34 to 0.61
based on constant price.
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The Lorenz and Concentration curves for urban
households’ Out-of-Pocket health expenditures
were presented in Fig.3.

Discussion

The means of Gini coefficients and Concentration
indices show relative high levels of inequality in
payments on food expenditures and Out-of-
Pocket health expenditures for both rural and ur-
ban households. The inequality levels especially
for rural households’ payments on Out-of-Pocket
health expenditures are more than urban house-
holds in terms of constant price. In general, the
inequality levels in rural households’ for both
payments on food and health expenditures are
greater than urban households. The inequality lev-
els based on constant price are greater than cur-
rent price for both rural and urban payments on
food and health expenditures. In addition, over
the studied period, the Kakwani indices were neg-
ative for both rural and urban households’ pay-
ments on food expenditures. Therefore, the bur-
den of food expenditures has been incurred by
low-income (poor) rural and urban households.
The means of Kakwani index for rural house-
holds’ payments on food expenditures were -0.098

Available at: http://ijph.tums.ac.ir
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and -0.14 for urban households, respectively; that
show a worse distributive condition in urban re-
gions especially in poor households’ accessibility
to food. Conversely, the Kakwani index for Out-
of-Pocket health expenditures was positive —
although their amounts are very low- indicating
that the health services payments incurred by
high-income (rich) households. However, this is
very low and little. There are relatively unexpected
results because over the last 15 years, main parts
of health care financing through Out-of-Pocket
payments have been incurred by Iranian rural and
urban households. The World Health Organiza-
tion statistics reported that the mean proportion
of Out-of-Pocket health payment as a percent of
total health expenditures was about 0.54 over the
last 15 years (17). Therefore, we expected that the
Kakwani index became negative and against the
poor households. However, this might be related
to cosmetic and cesarean surgeries that have had a
growing trend especially in recent decade. The
middle and high-income Iranian households tend
to utilize these services more than low income and
poor households. These two services are relatively
expensive and not affordable for low income or
poor households.

The Kakwani index amounts were very low which
might be due to the improved and obligatory well-
designed prepayment schemes. The dominance of
private health care financing especially through
Out-of-Pocket payments during current two dec-
ades led to an unfair pattern health care financing
in Iran. There are four major health insurers in
Iran; the Social Security Organization, Medical
Services Organization, Military and Armed Forces

Insurance and Imam Khomeini Relief Foundation.

Each of these governmental or public insurers has
their own policies and plans to protect their in-
sured people and often there is no coordination
between them. This inconsistency led to increased
health system expenditures. One of the most fre-
quent consequences of this fragmented structure
is contradictory statistics for the population with
no health insurance coverage (10-26 percent).
There are persons with double health insurance
coverage (18). Following implementation of the
Iranian Rural Health Insurance in 2005, a main

Available at:  http://ijph.tums.ac.ir

part of Iranian rural and marginalized households
have been covered by a national insurance scheme,
two other important aspects of health care financ-
ing including the cost-sharing and benefit package
have been ignored. These issues, in turn, have led
to impose a major financial burden on covered
population.

The policy adopted by the insurers caused setrious
deductible, copayments and coinsurance that all of
them impose a kind of Out-of-Pocket payments
on households. The lack of a systematic health
technology assessment (HTA) has resulted in
many constraints for benefit package and health
system expenditures (19).

Two previous studies on Iranian rural and urban
household’s health expenditures reported a con-
siderable inequality between income groups. In a
study, the mean of calculated Concentration index
for Iranian rural and urban households’ payments
on health expenditures were 0.38 and 0.31, respec-
tively and the Kakwani indices for rural and urban
households were -0.02 and -0.11, respectively (20).
In another study, the mean of Gini coefficients of
the inequality between Iranian rural and urban
households’ payments on health expenditures
were 0.4 and 0.5, respectively (21).

In Tanzania Concentration index for the pay-
ments on Out-of-Pocket health expenditures,
which was equal t00.34, and the Kakwani index
was calculated equal to-0.08.Tanzanian health fi-
nancing system is mildly regressive and needs to
be reformed specially in health insurance schemes
(9). Another study conducted in Hungary showed
a highly regressive health financing system be-
cause of the dominance of Out-of-Pocket pay-
ments. This study concluded that Hungary health
care financing system needs to pay more attention
to low income groups especially regarding phar-
maceuticals goods. Similatly, health policy makers
should eliminate the informal payments (10). Mills
et al. conducted a research on three African coun-
tries include Ghana, South Africa and Tanzania.
They concluded that the health care financing sys-
tem through Out-of-Pocket payments regressive
in all three countries (5).

Food expenditures constitute a substantial share
of Iranian rural and urban household consump-
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tion expenditures. Rural households spent about
39% and urban households spent about 32% of
their annual expenditures on food in 2012
(12).The food consumption pattern in Iran over
the last years has been changed considerably. Ac-
cording to the Iranian 5" Development Action
Plan, the Ministry of Health with the collaboration
of the Ministry of Agriculture is responsible for
Iranian household’s food security. Although these
two organizations have adopted and implemented
many policies and plans to provide food security
and equality, unfortunately there is no compre-
hensive and systematic survey to assess their per-
formance. The food security and food intake ade-
quacy depend on household’s socio-economic sta-
tus and the households’ payments on food ex-
penditures. The results of two national surveys in
Iran- conducted in 1997 and 2005- presented a
substantial food insecurity and inequality, especial-
ly in low-income (poor) households. These 2 stud-
ies reported:” the lack of micro-nutrition in
households consumption basket is considerable
and lower than 70% of population can meet the
average nutritional needs”(22, 23).

In two other studies, financial and economic ac-
cessibility barriers were considered as the main
determinants of Iranian households’ food insecu-
rity (23, 24). Interestingly, findings of a research
indicated the association between more spending
on highly valuable food and nutritious materials
such as meat, dairy and fruits while such associa-
tion was not seen for high -energy food (calorie)
(25). There are two studies that measured the ine-
quality levels of food expenditures for rural and
urban households placed in Tehran and Kerman
provinces. These studies found; the values for
Gini coefficients were0.34 and 0.37 in urban and
rural regions of Tehran (21); and 0.18 and 0.3, in
Kerman respectively (13).

Limitation

Data collected by Iranian Statistics Center includ-
ed all Iranian payments on health expenditures.
These data include some unnecessary services
such as cesarean and cosmetic surgeries. There is a
growing trend to utilize these services between
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Iranian households and this may not have signifi-
cant effect on households’ health expenditure.

Conclusion

Despite great emphasis of Iranian national laws
and plans on the food and health equity, we did
not observe any favorable changes in these areas.
Although, some unstable reforms and actions
have been implemented by Iran governmental of-
ficials to reduce the food and health inequality, we
did not observe permanent and substantial results.
Severe constraints regarding the levels and distri-
bution of agricultural and health sectors’ budgets,
weakness in designing and implementing effective
food and health care financing mechanisms as
well as the shortage in the utilization of food and
health services by households have led to a sub-
stantial inequality. In health sector, in particular,
the Iranian policy makers should focus on cost-
sharing levels and benefit packages as well as the
population coverage. Establishing a comprehen-
sive household’s health and socio- economic sta-
tus database is substantial to set equal financial
contribution.
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