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Abstract

Introduction: The urban life and the problems of megal opolises have caused families
to fail paying attention to the aging. According to the viewpoint from the expertsin
healthcare fields; the rising population of the aging in the country will expose the re-
lated social organizations and institutions with complex difficulties in an imminent
outlook. The present study has dealt with this topic by means of the data derived from
the project “ Urban Health Equity Assessment and Response Tool (Urban HEART-2)”
which has been implemented in the Municipality of Tehran in 2011. This study is an
applied type and its data has been gathered by a cross-sectional technique. In order to
collect information in 22 districts and 368 neighborhoods in Tehran, data were col-
lected by using a multi-stage sampling technique. The total sample size included
1'117 845 people and statistical analyses were done on 15’030 old participants. Sim-
ilarly, the needed data in this study in non- old group were examined in 102’ 355 peo-
ple. Likewise, the related data to healthcare costs and the needed data for the calcula-
tion of catastrophic costs were extracted from both of old and non- old groups (<60
years). In this study, the mean healthcare costs of diseases was explored in both groups
of the aging and the ones under the age of 60. The catastrophic healthcare costs were
calculated for the two studied groups by means of the method confirmed by the World
Health Organization (WHO).

Results: The findings from this research show that the old age rate in Tehran is higher
in compared tothis rate throughout the country. In a statistical survey conducted on
healthcare cost index, a significant difference with a confidence interval (99%) was
observed in two age groups under 60 years of age (non- old people) and over 60 years
of age (aging). A review on hospitalization costs, diagnostic services cost, medical
examination and transportation costs for medical servicesin both groups of the aging
and those under the age of 60 indicated that a significant difference was seen at a
confidence level of 99% while 12.9% of the families with old members might incur
catastrophic healthcare costs. At the same time by exploring in catastrophic healthcare
costs in both groups of the aging and those under the age of 60 a significant statistical
difference was seen among both studied groups.

Conclusion: The Iranian healthcare system is exposed to challenge the high- rising of
such costs like other medical systems. The results of this study indicates that the
healthcare costs and catastrophic healthcare expenses are at high level in the families
with old members in Tehran. The rising catastrophic costs in the aging may be due to
many reasons such as high percentages of personal payment and inadequate coverage
by insurance. It seems that the supporting policies and the exemptions from the pay-
ment of healthcare costs should be employed to reduce the percentage of exposing the
families to catastrophic healthcare costs for the aging as a specific population group.
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Introduction

Today about 700 million people of the world population are
the elderly who have ages higher than 60. It has been esti-
mated that by 2020 thisfigure will reach more than one bil-
lion. 60% of this aging live in developing countries. By
2000, the people older than the age of 60 were about 5% of
the total population in countries at the eastern Mediterra-
nean Zone. According to the public census of the people and
housing (1996) in our country, those who were over 60 con-
stituted 6.6% of the total population, while based on 2006
census, this rate has increased to 7.3%. According to are-
port from the Statistical Center of Iran in public census and
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housing (2011), the population of people older than 60 was
6'159'676 in the country that is about 8.2% of the total pop-
ulation in the country. The noticeable rising population of
the aging throughout the world including Iran is considered
as one of the most crucial challenges in the current century
(2). Urban life and problems in megal opolises have caused
the families to fail paying attention to the old members.
Therefore a new and comprehensive outlook should be
taken towards the problem of the old age in various cultural,
social, economic dimensions of menta and physical
healthcare with considering the conditions of today’ s world
(2).Alternately, the healthcare and Medicare to which the
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aging need differ from thisneed in other age groups (3). The
chronicity and log period of diseases is one of the features
of diseases during old agesthat createsalot of problemsand
costs for the given person and hig/ her family. Due to the
susceptibility of the elderly to various types of diseases at
old ages, the way of presenting medical servicesmay play a
key rolein their therapy and health (4).

Inthe USA (1997), the highest cost per capitawas all ocated
to healthcare for people older than the age of 65 (5). At the
same time, other developed countries have also spent high
amounts of money to provide the costs per capita for the
people older than 65 (6). Today it is planned to give active
servicesto the old age period in devel oped countries. In the
USA, the Medicare Plan has been essentially designed for
the aging and with respect to the remarkable developments
in the field of medicine, the rate of life- expectancy hasin-
creased among the elderly population in the world and par-
ticularly in the developed nations and the medical services
costs have been inevitably raised especially with modern
technologies. Thisissue has become aworrying issue, even
in some of the developed countries like Sweden aswell (7).
In general, we are exposed to some major and certain demo-
graphic events, which warn us about the necessity for the
predication and planning of healthcare and welfare to the
elderly. Itisnatural that the continuance of the current trend
and the existing conditions will expose the related socid or-
ganizations and institutions to complex crises and difficul-
tiesin an imminent outlook. For this reason, it necessitates
the universities and the practitioners of social welfare to al-
locate some of their studiesto the problems of the aging (1).
This study has extracted the information about aging out of
data at the second career of (Urban- HEART-2) project in
Tehran and analyzed the healthcare costs for them (8).
Methods

The method of this study is presented in two parts. The
method of the data collection are presented in the first part
in order to achieve aproper perception from the studied data
and in the second part, the method of conducting the current
study is explained.

This study is of the applied type and its data gathering has
been done by means of a cross-sectiona technique. To col-
lect information in 22 districts and 368 neighborhoods at
Tehran, data were collected by multi-stage sampling tech-
niques (classification, systematic clustering, and system-
atic). The Sample size was then calculated based on
Cochrane formulaas 1535 householdsin each district based
on variables with at least 10% prevalence with a margin of
error (d) of 0.015 and a confidence interval (Cl) of 95%.
Then to facilitate the allocation of sample to the mentioned
eight-box table that had to be completed for the individual
guestionnaires and also to reach higher precision, the sam-
ple was expanded to 1600households, regardless the popu-
lation size in each district. Therefore, we assigned 200
blocks to each district equally (9).

The Tehran Comprehensive Map (2011) was assumed asthe
sampling framework in this project. In this map the districts
and localities were separately identified and the map of any
locality was placed on the Descartes Coordinates for sam-
pling throughout the localities. After grading in centimeter
thetypical blockswere selected by means of 2-D systematic

sampling. Afterwards, the housesin any block were marked
and the typical housesin any block were chosen by alinear
systematic technique. Therefore, totally 34700 families
from 22 districtsin Tehran were covered by this population-
based survey on October 2011. There were three types of
questionnaires. These questionnaires included 21 parts
wherethe 14 first parts were compl eted throughout the fam-
ily for all the 8 selected familiesin any block and the second
6 parts (mental health, quality of life, socia capital, physica
pain, ora health and physical activity) were completed by
one selected family (based on age and gender table) for any
block and then the last type of questionnaire, which speci-
fied nutrition, was filled out for a selected family in any
block (10).

Two techniques were utilized for the evaluation of the con-
fidence level for the given estimations by Small Area Esti-
mation (SAE). The first technique was the simulation
method that has been suggested by Edward et al. This tech-
nique was used both in real dataat several districtsby taking
small sample sizes from them and on a dummy population.
Then, in order to compare the estimations derived from the
real estimations, Average Second Error (ASE), Average
Absolute Bias (AAB), and Improvement Percentage (IP)
techniques were employed so they are defined respectively
asfollows:

m
1 A x 2
ASE == (o = )

Lm
AAB—lzw |
= Pi — Di

ASEDE — ASE

IP =100 ¥ —————

In these equations, m denotes the number of districts, pi is
the parameter of red estimation, is the estimation of the
given parameter by small area techniques, and ASEDE is
the average second error of the direct estimator. The smaller
values in the two first criteria and the greater values in the
third criterion indicate the higher efficiency of this method
(12).

To examine the rate of confidence for SAE estimations in
another technique, the direct and valid estimations at one
higher order were used in 14, 16, and 17 districts . For this
purpose, after deriving Bayesian's estimations for various
indicesin localities, the sum of them were used for estimat-
ing therate of the prevalencein 22 districtsin Tehran. Then,
the acquired cumulative estimations and direct estimations
of the prevalence of various parameters were compared in
the districts, which had been extracted according to an ade-
guate sample size. The close values among these two esti-
mators and the higher rate of Pearson’s correlation coeffi-
cient indicates the satisfactory of small regional estimations
derived from these districts (8).

The method of the implementation of the current researchis
as follows. The data of the study are some parts of the data
from the Urban Health Equity Assessment Response Tool
(Urban HEART-2) project that was executed in the Tehran
Municipality by aiming at determining inequity in physical,
mental, social, and ecologic health components in 2011.
The number of the aging and familieswith old memberswas

International Journal of Medical Reviews, Volume 2, Issue 1, Winter 2015



Tofighi SH, et a. Healthcare Costs in the Aging Based on Data from the Urban Health Equity Assessment and Response Tool

extracted initially from the original data in this investiga-
tion. In this survey, aging refersto those who are at least 60
(people who were born since 24/08/1951) at the starting
point of the implementation of this survey. The number of
the total sample size was 1' 117’845 people. Among this
sample size the number of the old people (people older than
60) was estimated 15’ 368 individual s out of which 608 peo-
ple did not filled out the needed data in the questionnaires
or the given data were incomplete so they were excluded
fromthisstudy. Asaresult the statistical analyseswere done
on 15’030 old participants. Similarly, the needed datain this
study in a non- old group were examined among 102’ 355
people. Likewise, therelated datato healthcare costs and the
needed data for the calculation of catastrophic costs were
extracted from both the old and non- old groups (<60 years).
The variables included demographic traits such as gender,
age, education degree, family dimension, marital status, and
type of insurance. In this survey, family’s healthcare costs
was comprised of drug and diagnosis costs (radiology, so-
nography, laboratory etc), medical examination, transporta-
tion cost for medical services, hospitalization costs in the
hospital, and other healthcare costs (para-medicine, detoxi-
fication, counseling, rehabilitation, ambulance services etc).
The non- food costs of the family comprises of the clothing
and footwear costs, education, housing (rental, repair, utility
charge, installments etc), consuming energy, smoking, in-
ter- city transportation, cultural and recreational services,
average costs of goods and miscellaneous costs for family,
socia services (kindergarten and old people's dormitory
etc), pin money, investment and loan. The related data to
variables and information of the healthcare and non- food
costs of familieswere separately codified in two groups (old
people and people younger than 60). Finally the datain this
study were analyzed by means of the SPSS software and
were used for exploring the hypotheses from the T-test (in-
dependent means comparison). Similarly, catastrophic
healthcare costs were calculated for the two studied groups
by means of the method confirmed by the World Health Or-
ganization (WHO).

Results
By application of data extracted from the second round of
the Urban- HEART-20 project in Tehran, it was character-

ized that among the total of 15’ 030 aging that were investi-
gated in this study, 54.7% of them were males and 44.8%
were females (0.5% of them did not respond to this ques-
tion). The old age rate was estimated 12.27% for the partic-
ipantsin the study of Urban- HEART-20 project. The max-
imum old age rate in Tehran belonged to districts 6 and 3
(20.74%) and the lowest old age rate was related to district
18 (8.12%). So there was a statically significant difference
among the two abovementioned districts.

In terms of family dimensions, 6.5% of the aging live indi-
vidually and 28.8% of them included 2-member families,
and 3.4% of the aging were living in populated families
(more than 7 members). In family dimensions, 2- member
families (28.8%), 3- member families (24.5%), and 4- mem-
ber families (20%) had the most frequency, respectively. In
terms of the education degree in the studied sample, 25.7%
were illiterates and 21.2% of them had a total or partialy
primary school degrees, 7.1% had bachelor’s degree and
3.1% had MA and higher degrees. The highest frequency in
education belonged to illiterate ones (25.7%) ,literacy for
reading and writing (21.2%), and the people with high
school diploma and pre-university degrees (14.2%) were
positioned as the third rank. In terms of marital status,
77.5% of the aging had spouses, 18.5% of them had lost his/
her spouse due to death, 0.9% of them had divorced their
spouse, and 1.4% of them had never got married. In terms
of medical insurance, 82.8% of the elderly were covered by
one type of medical insurances. 46.6% of the aging were
covered by medical insurance from the socia security or-
ganization, 22% of them were under coverage of the medi-
cal insurance services (Iranian health insurance), and 12.2
were covered by other insurances including Armed Forces,
banks, IRIB, Municipality, and Imam'’s Relief Committee.
Therefore, 18.2% of the aging were not covered by any type
of medical insurances. From a retirement aspect, 43.3% of
the aging were retired. Among them the maximum rate
(24.6%) belongesd to socia security organization retired
people. In terms of the coverage with supplementary insur-
ance, 14.3% of the elderly were covered by supplementary
insurances or without coverage of dentistry services, 73.7%
of the old people had no supplementary insurance coverage,
and 12% of them gave no response to this question.

Table 1: Freguency of variables of educational status, marital status, and insurance coverage separately based on gender in

the studied old people
Variables Classification variables Mae  percentage Female  percentage Tota percentage
Educational status Iliterates 1524 18.7 2463 36.1 3987 26.5
Diploma and under diploma 5092 62 3075 45 8167 54.4
Academic 1574 19.3 1291 189 2865 19.1
Marital status With spouse 7555 93.3 4037 60.8 11592 78.6
Death of spouse 407 5 2389 36 2796 19
Divorced 43 5 99 15 142 1
Never married 91 12 111 17 202 14
Medical servicesinsurance 1798 22 1510 22.6 3308 223
Insurance coverage Social security insurance 4094 50.1 3210 485 7304 49.2
Miscellaneous 1008 123 820 123 1828 12.3
With supplementary insurance 1215 14.9 912 13.7 2127 14.3
Without supplementary insurance 6024 73.8 5015 75.1 11039 74.4
Retirement insurance 4342 53.2 2145 32.1 6487 43.7
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Total number of aging 8164

55 6680 45 14844 100

The health cost index is one of the most important parame-
ters in the economic field that is computed by the ratio of
annual average health costs of families to the mean sum of
annua non- food costs. This index is 10.42% in Tehran
whilethisratio is 16.49% in families with old member and
6.07% in families without old member. The average drug
cost index that is calculated from the ratio of family’s an-
nual average drug cost divided by the sum of annual
healthcare costs for familiesis 13.88% in families with old
members and 28.60% in families without old members. The
averageratio of hospitalization is estimated 70.12% in fam-
ilies with old member and 51.87% in families without old
member. The index of the mean medical examination costs
that is computed from the mean ratio of family’s annua
medical examination costs divided by the mean sum of an-
nua healthcare costs of familiesis 4.07% in families with
old member and 5.52% in families without old members.
The parameter of the mean disease diagnosis cost, which is
caculated by the mean ratio of annual disease diagnosis
costs of the family divided by the average sum of the fam-
ily’sannual healthcare costs, is estimated 5.23% in families

Diagram 1: Relative comparison between healthcare costs
in old people andthose under the age of 60 in Tehran
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Diagram 2: Distribution of healthcare costsin people under
the age of 60
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with old members and 6.04% in families without old mem-
bers. The parameter of the mean transportation costs for
medical servicesthat isderived from the mean ratio of trans-
portation costs for family’s annual medica servicesdivided
by the average sum of the family’s annua healthcare costs
is 2.35% in families with old members and 2.56% in fami-
lies without old members. The index of the mean miscella
neous hedth costs (para-medicine, detoxification, counsel-
ing, rehabilitation, and ambulance services etc) that is ex-
tracted from the ratio of the average rate of family’s annual
mi scellaneous healthcare costs divided by the mean sum of
annual healthcare costs for the family was estimated 4.34%
in familieswith old members and 5.41% in families without
old members. Catastrophic healthcare costs denotesthe con-
ditions in which the ratio of healthcare costs to non- food
costs are greater than 40%. The review of thisindex showed
that 4.7% of the families without old members and 12.9%
of the families with old members incur the catastrophic
healthcare costs. It should be noted that the total percent of
families, which incur the catastrophic costs in Tehran, are
9.74%.

Diagram 3: Distribution of healthcare costsin people older
than the age of 60
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Diagram 4: Comparison of healthcare costs in families
with/ without old members (in dollars official ratein 2011)
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Old age is assumed as one of the indices denoting the vul-
nerability of families (12). The findings of this study
showed that the old age in Tehran (12.27%) is higher than
the national rate of the old age (8.2%). This indicates that
the population in Tehran has an older age than the age of the
people throughout the country of Iran. No research and
study was found about the reason of the higher rate of this
variable in Tehran. However, some experts have mentioned
its reasons in some factors such as migration for education
of the children, treatment, and focusing thefacilitiesin Teh-
ran as well as the superiority of the financial status of the
older people than the youth. Spillman argues that probably,
therising of ageis deemed as one of thereasonsfor increas-
ing the costs for the old people, but its main reason is due to
the rising number of old people (13) and it is implied that
the rising number of old people will be potentialy led to
increase their healthcare costs (14).

During the statistical exploration in the healthcare cost in-
dex in this study, a significant difference was seen at the
confidenceinterval 99% within the two age groups under 60
(non- old) and higher than 60 (old people). Severa studies
emphasize thisreality that the medica costswill have apro-
gressive trend as entering into the old age period in various
units and forms (15). However, so far no study has been
conducted to predict the costs of the heathcare sector with
respect to the old age population growth in Iran (12). During
the conducted studies in 1999 on the aging under coverage
of insurance by the Social Security Organization in the me-
tropolis of Tehran, it was known that more than 37% of the
total given healthcare service costs were allocated to the
group of the aging while at that time about 4% of the total
group that was insured by the Socia Security Organization
in Tehran was aging (16). In astudy that was carried out by
the order of the USA Congress in 1999, it was shown that
the medical costs spent for the age group under 65 were 5
times greater than the total medical costs for the age group
under age the age of 65 years (15). The healthcare cost per
capita for people who are older than 65 in USA and other
developed countries, is three to five times higher than the
people younger than 65 (17). The annua growth of Medi-
care cost per capitathat was computed in USA from the year
1963 to 2000 indicated that this growth rate was 5.8% for
the people older than 65 and this rate was 1.7% more than
the other age groups. The USA Medicare studies have
shown that however in 2004 the aging constituted only 9%
of the members of the community, this group was responsi-
blefor 26% of thetotal costs (18). Therefore, the higher rate
of heathcare cost for the aging in Tehran in the conducted
studiesin Iran complies with the related researchesin other
countries.

The statistical analysis on the mean of the hospitalization
costsin the hospital in both groups of the aging and the peo-
pleunder the age of 60 indicated that asignificant difference
might be seen among both groups at a 99% level of confi-
dence. Aninvestigationinthe Cleveland Medical Center in
1993, hospital- related costs and the duration of the resi-
dence for the aging were 70% higher than other age group
(65-70) (19). The other survey in the USA showed that more
than two- third of Medicare costs for the people older than

the age of 65 that have been devoted to the five to ten per-
cent of the people older than 65. The aging constitute 12%
of the total population in this country and they spend more
than 36% of healthcare costs. About one third (33%) of the
receptions for hospitals and 44% of the total days of hospi-
talization of the patients in hospitals belong to the aging in
USA (5). In another study in the University of Alberta at
Canada, themodel of consuming hospitalization servicesin-
dicated that the rate of consuming these servicesin the aging
has been greater than the other groups so that therising rate
of the occupation of the hospital beds by the aging has cre-
ated some problems for other patients (14). According to a
study conducted in medical- healthcare systems at USA,
Spillman assumes that the reason for the rising costs of old
age are not in acute Medicare but are in long- run Medicare
and nursing in the home. He maintains that the rising of age
may be probably one of the reasonsfor the increasein costs
for old people, but the rising number of the aging isitsmain
reason (13). A study donein Australia also suggeststhat the
growth in the entire population and aso in the elderly has
increased hospital- related costs from 1.6% in 1997 to more
than 1.8% annually until 2012 and this trend will be contin-
ued until 2018. The comprehensive point isthat if the effect
of population growth is omitted of this computation, the
hospital- related costs will be increased from 0.5% in 1997
to 1.3% annual growth by 2015 to 2018. This point empha-
sizes this fact that the senility of the population will be the
main factor for the rising of costs. In this study, it has been
concluded that the effect of senility in the Australian com-
munity will cause independently rising hospitalization real
costs up to 4 billion dollars by 2015. All these costs returns
to giving servicesto people older than 65 (20). Thefindings
in this study about the increase in hospitalization costs in
familieswith old membersliving in the city were consistent
with the aforesaid investigations.

In this study, the mean rate of medical examination costs
was explored in two groups of the aging and the people un-
der the age of 60 and it showed that significant difference
might be seen statistically among both the studied groups.
No exclusive study was found about medical examination
costs among the elderly’s country. Y et, various reports sig-
nify the rising referrals for medical examinations at the old
age period (20). In a report presented about the status of
American aging in 2007, the chronic diseases and disability
of the aging have been mentioned as the reasons for the in-
crease in the costs of senility. Actually 80% of the aging
suffer from at least one disease and 50% of them of suffer
from two chronic diseases in USA. This issue has caused
increasing Medicare costs about nine times greater from 39
billion dollars in 1980 to 336 hillion dollars in 2005 (21).
According to this survey, the ratio of the medical examina
tion in healthcare costs of the elderly is 4.07% in families
with old members and 5.52% in families without old mem-
bers. This reduction is due to rising healthcare costs for the
old peoplein other healthcare units; especially the hospital -
ization costs in hospitals and its relative increase complies
with other aforesaid studies.

In this study, the mean cost for diagnosis of diseases was
explored in both groups of the aging and those under the age
of 60 and it indicated that statistical significant difference
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might be observed between both the studied groups. No ex-
clusive study was found regarding disease diagnosis costs
during old ages in the conducted search in Iran. Yet, there
are many studies, which show that it is highly required tak-
ing diagnostic measures at the old age period and whereas
modern diagnostic technologies are expensive thus they
may include an important part of healthcare costs (2). On
the other hand, it is expected that rapid growth in the popu-
lation of the aging lead to continuous devel opmentsin med-
ical technologiesto exert double pressurein terms of there-
lated expensesfor health and providing long- term Medicare
costs. Nonetheless, it necessitates noting this point that dis-
ease patterns in developed countries is not the same as the
diseases patternsin our country. In some cases ahealthy and
successful old age pattern can be implemented with con-
suming the minimum cost and through better planning and
organization (14). A difference with a significance level of
1% (99% confidence level) was also seen among the aging
and those under the age of 60 in this investigation and this
confirms the rising effect of diagnostic measures on
healthcare costs during the old age period.

The mean rate of catastrophic healthcare costs was exam-
ined in this study in both groups of the aging and those un-
der the age of 60. It also indicated that a statistical signifi-
cant difference was seen statistically among the two studied
groups. The presence of the people older than 65 years in
the family may increase the probability of exposureto cata-
strophic healthcare costs (22). It has been also emphasized
on thisissue in other studies that the families with members
older than 65 years may be further exposed to catastrophic
healthcare costs. So the families with old members are fur-
ther exposed to this catastrophic cost compared to families
without such a member. In studies conducted in advanced
countries, this factor (senility) has been assumed effective
in creating the catastrophic cost (23, 24). The studies of
Somkorta and Lagrda (2009) a so suggested this point that
the families with greater numbers of old members will be
exposed to further risk of such costs (25). Alternately, inthe
survey of Dormont (2006) regarding the reasons for theris-
ing costs of healthcarefor the elderly it has been shown that
the age structure of the population has increased the
healthcare cost to only 3.4% and the change in the practices
had the highest effect (12.9%) in rising healthcare costs
(26). One reason for thisissue in old age period compared
to other ages is longer period of use of the healthcare ser-
vices (e.g. increasein period of residence and hospitaliza-
tion and healthcare residences) (2). The findings of this
study about the rising rate of catastrophic costs in families
with old members in Tehran complied with other given
studiesin thisregard.

The statistical exploration in mean rate of drug costs and
other costs (para-medicine, detoxification, counseling, reha-
bilitation, and ambulance services etc) in both groups of the
aging and those under the age of 60 in this study indicated
that no significant difference was seen among both groups
at 95% level of confidence. Given that the drug costs during
the hospitalization period and M edi care services such as de-
toxification, rehabilitation, and ambulance services could
not be separated in data in this study thus comparing this
survey with similar studies was not possible. It seems that

ignoring drug costs during the hospitalization period and
different effects of the embedded elementsin other services
(para-medicine, detoxification, rehabilitation, and ambu-
lance services etc) on healthcare costs has led to balancing
the costs in both groups (aging and those under the age of
60).

Conclusion

Based on the conducted studies, heathcare costs are
deemed very important in the old age period and it is noticed
by healthcare policymakers. While the general index of
costs has been increased 30 times greater during the past
twenty yearsin the country, thisgrowth rateis 71 times fur-
ther in costs at healthcare sectors (27). The patients' share
in the payment of the healthcare and medical costs is ex-
tremely high. Actually, 3.5 million patients are going under
the poverty line every year only because of healthcare and
medical costs (28). So theinsurance organizations have held
back from playing their main role which is protecting the
patients against the payment of unpredicted costs while the
major part of medical costsfor the elderly isincurred by the
governments in the developed countries (29). Based on a
medical insurance act in Japan, the elderly older than 73
yearsonly pay 10% of the medical costsand the government
provides the rest from the insurance fund (30).

Although, no study has been yet conducted in Iran for the
prediction of costs in healthcare sectors with respect to the
population growth in the elderly, according to the available
estimations, in order to meet the needed costs of healthcare,
it necessitates to increase the share of any person per capita
from financia sources of the healthcare sectors to improve
more than 2.5 times. This rate is under the conditions if
some factors such asinflation, upgrading technology in giv-
ing services, type of diseases, and level of users expecta
tion from the services, and other cost- consuming factorsare
ignored. At the same time the figure of 131 dollars
healthcare share per capita should be increased up to 325
dollarsinIran by 2050 only under theinfluence of therising
population of the aging (12). The results of this study indi-
catethat the healthcare costs and catastrophic healthcare ex-
penses are at high levels in the families with old members
in Tehran. The rising catastrophic costsin the aging may be
due to many reasons such as high percentages of persona
payment and inadegquate coverage by insurance (24). It
seems that the supporting policies and the exemptions from
the payment of healthcare costs should be employed to re-
duce the percentage of exposing the familiesto catastrophic
healthcare costsfor the aging as a specific population group.
The supplementary insurance and increase in insurance cov-
erage may contribute to adjusting this condition. The gov-
ernment may prevent the families with old members to ex-
pose catastrophic costs with political interventions and
thereby reduce the effects of such expenses. The definition
and determination of appropriate servicing packages, iden-
tifying suitable premium, and the allocation of subsidy to
families with old members as well as devel oping depth and
coverage of insurance prepayment mechanisms may aso
contribute to reducing the occurrence of catastrophic costs
(31). Furthermore, policies for improving the status of fam-
ilieswith old members should be focused on (32). Certainly,
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organizing and planning based on the expectations in the
community are considered as requirements of policymaking
in the healthcare fields. For this reason, several modern ap-
proaches have been proposed in providing financia sources
for health. Also, totally new topics are implemented in the-
oretical fields, which ismainly intended to identify mecha-
nisms for improving and producing sustainable and appro-
priate financial sourcesto meet cost requirements (33). Nec-
essarily and with respect to the restriction of resources and
requisite for the participation by the public sector, it seems
necessary for the presentation of social services especialy
to the elderly. For this purpose, the national authorities of
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