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Background: Having access to convenient and quality healthcare at all times is not only 
a human right but also a goal that many countries strive to achieve for their population. 
However, access to healthcare might face blocks in the presence of financial exclusions. 
Saudi Arabia has, over the years, continued to pursue policy and system reforms to enhance 
its population’s access to financial inclusion, as well as proper health coverage to improve 
health outcomes. This study seeks to estimate the effects of financial inclusion on the 
financial hardships in accessing healthcare in Saudi Arabia.
Methods: This study uses a nationally representative survey conducted with 1009 adults, 
using the 2017 World Bank Global Findex Study data. The study estimates the conditional 
probability of coming up with emergency funds and the conditional probability of borrowing 
for medical purposes to understand access to healthcare. A composite value is created for 
financial inclusion using several variables for individuals’ interactions with financial institu-
tions, such as access to financial services and loans.
Results: The results revealed that financially included individuals have a higher conditional 
probability of both borrowing for medical purposes and coming up with emergency funds, 
compared to those who are financially excluded. Additionally, the study showed that 
individuals in low-income brackets are more likely to be financially excluded and have 
a reduced chance of coming up with emergency funds and borrowing for medical purposes.
Conclusion: These findings indicate that there is need for authorities to roll out a financial 
inclusion drive that will not only incentivise the financially excluded population to become 
included but that will also aim at promoting various financial products so that those who are 
already financially included have a wide range from which they can choose.
Keywords: access, borrow, financial inclusion, financial hardships, healthcare, Saudi Arabia

Introduction
Universal health coverage (UHC) and the ability to secure high quality healthcare 
and access at an affordable cost for the entire population is a principal health 
objective of many countries on the path to the attainment of Sustainable 
Development Goals (SDGs). The SDGs, also known as the Global Goals, were 
adopted by all United Nations Member States in 2015 as a universal call to action to 
end poverty, protect the planet and ensure that all people enjoy peace and prosperity 
by 2030.1 Hence, UHC is an integral component of achieving the SDGs and its goal 
is to ensure that all people have access to the healthcare they need without suffering 
from financial hardship, which might lead to impoverishment.2,3 In its SDGs, the 
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United Nations has positioned health and well-being as the 
third goal, which requires that stakeholders promote phy-
sical and mental health and well-being with, among others, 
the aim to extend life expectancy.4

Precisely, SDG Number 3.8 focuses on achieving UHC, 
including financial risk protection, access to quality essential 
healthcare services and access to safe, effective, quality and 
affordable essential medicines and vaccines for all.4 This 
goal requires countries to provide everyone with access to 
UHC and quality healthcare for the prevention and treatment 
of communicable as well as non-communicable diseases. 
According to the World Bank Group, UHC is a way to 
achieve the twin goals of increasing equity and shared pros-
perity and ending extreme poverty.5 However, financial hard-
ship, for instance, through lack of financial inclusion, might 
affect the drive towards UHC because, in order to attain 
UHC, people need to have both financial and health access.6

Financial hardship is one critical outcome of paying for 
health services and medicine out-of-pocket (OOP) at the 
point of use. People experience financial hardship when 
they make formal and informal OOP payments for health-
care services at the point of use that exceed their ability to 
pay.7 Consequently, this might lead to the impoverishment 
of individuals and households.8 Countries around the 
world continue to implement reforms to strengthen their 
health systems and provide financial protection to their 
populations. Comparatively, Arab countries, including the 
Kingdom of Saudi Arabia (KSA), are criticised for not 
implementing the health equity movement observed 
globally.9 The KSA is a high-income country, the largest 
country in the Middle East, and thirteenth largest in the 
world, with a total landmass of 2,149,690 square kilo-
metres and a population of 30,770,375.10 The KSA’s 
wealth primarily comes from its vast oil revenues and 
these earnings have allowed the government to finance 
public services, including healthcare.

The KSA has experienced significant economic and 
developmental progress in the last decades. However, the 
increased prevalence of non-communicable diseases, such 
as obesity, hypertension, hypercholesterolaemia, diabetes, 
asthma and cancer, with all the attendant risk factors, 
together with road traffic injuries, places significant bur-
dens on the public healthcare of the KSA.11–17 In the KSA, 
health expenditure per capita has increased in the last three 
decades, yet such expenditure is comparatively low when 
compared with other high-income countries of the world. 
For example, the percentage of gross domestic product 
dedicated to health in 2017 was 5.74, which is relatively 

low when compared to the average percentage reported for 
the high-income Organisation for Economic Co-operation 
and Development (OECD) countries.18 Consequently, the 
Gulf Cooperation Council (GCC) countries, including the 
KSA, remain only halfway in ensuring health quality, 
quality care and accessibility to the needed resources in 
comparison with their non-GCC counterparts.19 For exam-
ple, the KSA has reported significant deficiencies in the 
provision of safe and effective care to patients in hospital 
settings.20

Financial protection is not a routine part of the mon-
itoring process in high-income countries but, nevertheless, 
it has received immense interest after the recent global 
financial crisis in the European countries. Few aspects 
are known in relation to financial inclusion and financial 
hardship in the Gulf region and KSA. Previous literature 
on financial inclusion in the KSA has mainly focused on 
its effects on levels of development and poverty,21,22 the 
prevalence of financial exclusion in the presence of growth 
in the financial sector23 and the gender differentials.24 The 
findings’ consensus points to the narrative that individuals 
with deprived backgrounds and the poor are more likely to 
face financial hardships and the results from the Gulf 
region are in tandem with estimates from Tunisia,25 

Lebanon,26 the GCC,27 and in other European regions.28

There is a dearth of empirical findings from the GCC 
countries, including the KSA, concerning financial inclu-
sion and financial hardships in public health.25,27 It is not 
known how financial inclusion might enhance borrowing 
for medical purposes and access to emergency funds. 
Financial inclusion through UHC can lead to improved 
population health and, therefore, accessing necessary 
healthcare without financial hardship is one of the key 
components of UHC. Financial inclusion can lead to 
reduced financial hardships and, hence, the current study 
aims to bridge the literature gap by focusing on one of the 
major financial hardships in the KSA, which is financial 
inclusion.

Given the above sentiments, it is important to under-
stand the link between financial inclusion and financial 
hardships in accessing quality healthcare by focusing on 
the ability to borrow for health and also to have emergency 
funds. Therefore, the current study contributes to the lit-
erature by investigating the effects of financial inclusion 
on borrowing money for medical or health purposes and 
assessing the effects of financial inclusion on the perceived 
inability to access emergency funds in the KSA.
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The study is motivated by a number of factors whereby 
the KSA provides an interesting case in point for several 
reasons. First, is the growth in the financial inclusion,21,22 

such that over 80% of the population is financially 
included.29 Second, the increasing OOP burden,30,31 

despite the KSA’s free at the point of use healthcare, 
introduces another puzzle that might undermine the poten-
tial benefits of financial inclusion. Financial inclusion 
enables households to access proper formal funds and 
insurance facilities, as well as to avoid reliance on burden-
some coping strategies6 such as selling off assets like land 
and livestock, to mention just a few.32 To the authors’ 
knowledge, this is the first study to link financial inclusion 
to financial hardship in accessing healthcare in the KSA.

The Healthcare Accessibility 
Situation in the KSA
Healthcare services in the KSA are mainly publicly provided 
through the Ministry of Health (MOH) and people access 
them free at the point of use.10 Although the private sector is 
also involved in service provision, up to 60% of hospitals 
and primary healthcare centres are funded from the govern-
ment budget, with the allocated percentage clearly rising, 
from slightly below 6% in 2006 to about 8.4% thirteen years 
later, which is a factor attributed to the KSA healthcare 
system’s apparent success.33–35 Nonetheless, rapid urbanisa-
tion in the KSA, with up to 83% of the population being 
urban based in 2015, has seen the health system being 
overwhelmed, thereby affecting access to healthcare services 
as well as their quality and equity.10

The KSA recognises access to health as a right for all, 
which is enshrined in Articles 27 and 31 of the Basic Laws 
of Saudi Arabia.20 In principle, the government does not 
segregate between genders on issues related to health. 
However, most inequalities in healthcare emanate from tra-
ditional, cultural and social practices.36 However, females 
have faced some obstacles in accessing antenatal care. For 
example, in a study involving 151 women, it was shown that 
72.2 per cent had issues finding female healthcare. 
Furthermore, 25.2% required permission from their hus-
bands and roughly 51.7% faced transportation problems 
since they were not permitted to drive at that time.37 Such 
culturally-shaped gender norms and socioeconomic restric-
tions hinder timely access to various services, such as qual-
ity reproductive health, preventative screening for cancer, 
and prevention of non-communicable diseases.38

The access issues have become even worse across the 
rural areas in which private hospitals’ coverage is poor. 
Precisely, it is reported that key challenges for rural residents 
in the KSA, in terms of access to primary healthcare services 
compared to their urban counterparts, include distance to 
reach the amenities and inadequate opening hours.39

The cost of healthcare provision in KSA cannot go 
without mention. In providing healthcare services, the gov-
ernment has spearheaded significant improvements to the 
healthcare sector, including modernisation of infrastruc-
tures such as hospitals and increasing financial commitment 
to the health sector. However, increased demand has seen 
the sector incurring huge costs for the government, which is 
a factor that has spurred debate for the exploration of fund-
ing alternatives.10,40,41 Between 2013 and 2017, healthcare 
expenditure increased by 24%.42 Furthermore, it was 
observed that public spending on health in KSA was higher 
than most high-income countries (71.3% for the KSA and 
61.2% for high-income countries). Nevertheless, the cost of 
bed space was higher in the KSA compared to other high- 
income countries.42 Between 1995 and 2016, the absolute 
increase in health spending per capita, (in 2016 USD) was 
around 1257 (from 1185 USD to 1336 USD), whereas the 
increase in OOP spending per total health spending was 
14.2% (12.4% to 16.2%).43

As the cost of healthcare among individuals is on the rise 
and the cost of free healthcare is steadily becoming 
unsustainable,40 the government has put the introduction of 
national health insurance on the table. It has not been imple-
mented yet, but people have shown greater willingness to 
contribute (69.6% of the population are willing to pay 
a mean of 50 Saudi Riyal (USD 13.33)).40 In light of the above- 
highlighted challenges and costs of healthcare, the KSA gov-
ernment has implemented Compulsory Employment-Based 
Health Insurance (CEBHI), paid by employers and covering 
all private-sector employees.44 However, the fact that private 
service providers are mainly urban-based means that access to 
healthcare services is still restricted, especially for rural areas. 
While proposed solutions include switching towards a national 
or social insurance-based system, or even introducing user 
fees, challenges in access to healthcare services have remained 
in the KSA.10,45

Materials and Methods
Estimation Strategy
Since this study aims to underscore financial inclusion’s 
effects on financial hardship in healthcare access, the 
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econometric application requires the following modelling 
specification:

Borrowing4medicð Þi ¼ α1 þ α2ðFinancialInclusionÞi
þ α3Xi þ μi (1) 

EmmergencyFundsð Þi ¼ β1 þ β2 FinancialInclusionð Þi
þ β3Xi þ Vi

(2) 

In Equation (1), we capture the effects of financial inclu-
sion on financial hardship in healthcare coverage by look-
ing at the individuals’ probability of borrowing for 
medical purposes. Based on literature regarding how indi-
viduals cope with health shocks,32,46,47 we hypothesise 
that, if an individual borrows for medical purposes, they 
are more likely to have financial hardships that can lead to 
catastrophic health expenditure. Included in the X matrix 
are the variables we control for, largely motivated by the 
literature, which are age groups, education and income 
quintiles. μi is an error term that is assumed to be identi-
cally and independently distributed (iid). Similarly, in 
Equation (2), we capture financial hardships in relation to 
healthcare by looking at individuals’ probability of coming 
up with emergency funds for healthcare. We use similar 
control variables as in Equation (1), with Vi representing 
the error term that is (iid).

In both equations, the dependent variable is a binary 
outcome variable. Following Cameron, Trivedi,48 

Gujarati49 and Wooldridge50 to model Equations (1) and 
(2) above we adopt probit modelling. Concerning multi-
collinearity, we tested for it and the correlation ratio was 
not above 0.8 and, thus, multicollinearity is not an issue in 
the data.49 We also controlled for heteroskedasticity by 
employing robust standard errors.49

Data
This study uses data from the latest series of the World 
Bank Global Findex Study conducted in 2017.51 The 
World Bank launched the Global Findex database in 
2011 to record the most comprehensive database regarding 
adult savings, borrowing, payments and management of 
risks. The 2017 database was compiled using nationally 
representative surveys in more than 150,000 adults aged 
15 and above in over 144 countries.29,51 The 2017 Global 
Findex database includes updated indicators on access to, 
and use of, formal and informal financial services. The 
data is based on surveys conducted in collaboration with 
Gallup of USA. Global Findex provides data on questions 

about how individuals save, borrow, and make payments 
for about 143 countries in the world, including data for the 
KSA. As a series of survey rounds, the 2017 Global 
Findex is the third survey round, following the initial one 
in 2011 and the second one in 2014.

In Saudi Arabia, the interviews took place from 30th 
April to 20th May 2017. Landline and mobile phones were 
used for interviews as opposed to face-to-face interviews. 
The use of phone interviews is a customary procedure for 
all countries whose phone penetration is above 80%. All 
interviews were conducted in either Arabic or English. 
The survey employed a design effect of 1.43 with 
a margin of error of 3.7. The sample included Saudi 
nationals, Arab expatriates and non-Arabs who were able 
to participate in the survey in Arabic or English,51 with 
weighting used to ensure national representativeness. In 
the Saudi 2017 survey, the total sample consisted of 1009 
individuals.

Variables
In this study, we used the data that was collected for the 
KSA. Two outcome variables for healthcare financial hard-
ships are identified from the data. The first one is a dummy 
variable, taking the value of 1 if an individual borrowed 
for medical purposes and 0 otherwise. The second one is 
also a dummy variable, taking the value of 1 if individuals 
express that it is possible for them to obtain emergency 
funds and 0 if they express that it is not possible. We also 
constructed a financial inclusion variable from 
a compendium of various questions on individuals’ invol-
vement with formal financial institutions.

Furthermore, we also categorised age into various age 
groups. The age group of 15 to 25 is used as a reference 
group or base category in the sample analysis of the 
results. We also organise education into categories, with 
the “primary or less” group being a reference category. 
The five income quintiles were also generated from the 
data to see the effects of belonging to these quintiles on 
financial hardships among the people of the KSA.

Results
Table 1 below provides the descriptive statistics (propor-
tions) for the full sample and across gender. The sample 
shows that 43.1% of the individuals are in the age group 
26 to 35, followed by the age groups 15 to 25 (26.6%) and 
36 to 44 (15.8%). Males have a significantly higher repre-
sentation across all age groups except in the 15 to 25 age 
group. In terms of education, most of them have secondary 
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education (55.2%), followed by those with tertiary educa-
tion level. In the primary and secondary education cate-
gories, the number of educated males is slightly lower than 
females, but this difference is not statistically significant. 
Across all income quintiles, the differences in incomes 
among males and females are not significant. The largest 
representation in the sample, in terms of income quintiles, 
is quintile 5, which has a 24.4% representation, followed 
by quintile 4 at 20% (21.6%). The least representation is 
from quintile 1, with only 17.5% .

The sample shows that 75.5% of the sample are finan-
cially included, which is that the participants responded to 
at least one of the following: 1) has a bank account 2) has 
borrowed/has a loan from a financial institution, or 3) has 
saved in a financial institution. The sample shows that 
males (83%) are more financially included than females 
(62.3%) and the difference is statistically significant.

Additionally, Figures 1–3 show the distribution of the 
independent variable of interest (financial inclusion) and 
the dependent variables (borrowing for medical purposes 
and the possibility of coming up with emergency funds), 
respectively, across various income quintiles. For financial 
inclusion in Figure 1, the statistics show that individuals in 
the highest income quintile (the top 20%) are more finan-
cially included (85%), while those in the lowest income 
quintile are the least financially included. This distribution 

suggests that, as one gets financially included, there is 
a positive correlation between income and financial inclu-
sion, which is to say that as one’s income increases, the 
possibility of also being financially included increases.

Furthermore, from Figure 2, on the one hand the sta-
tistics show that individuals in income quintiles 4 and 5 
borrow less for medical purposes, with a combined per-
centage of 17. Individuals in the bottom income quintiles 
(income quintiles 1 and 2) of the income quintile distribu-
tion, on the other hand, borrow more for medical purposes, 
with a combined percentage of 27. The highest percentage 
of borrowing for medical purposes comes from individuals 
with the lowest 10% of the income distribution. There is 
a generally negative correlation observed between income 
levels and borrowing for medical purposes.

Figure 3 shows that there is a positive correlation 
between income and the possibility of coming up with 

Table 1 Data Descriptions of Variables Used in the Study

Variable Full 

Sample

Males Females Difference

Age Group

15 to 25 0.266 0.197 0.388 0.192***

26 to 35 0.431 0.458 0.383 −0.075*

36 to 44 0.158 0.178 0.121 −0.057*

≥ 45 0.146 0.167 0.107 −0.060**

Education

Primary education or less 0.076 0.074 0.08 0.006

Secondary education 0.552 0.551 0.554 0.003

Tertiary education 0.372 0.375 0.366 −0.008

Income Quintiles

Quintile 1 0.175 0.178 0.171 −0.007

Quintile 2 0.182 0.176 0.193 0.016

Quintile 3 0.182 0.167 0.209 0.042

Quintile 4 0.216 0.226 0.198 −0.028

Quintile 5 0.244 0.252 0.229 −0.024

Financial Inclusion 0.755 0.83 0.623 −0.207***

Observations 1009 646 363

Notes: *p < 0.10, **p < 0.05 and ***p < 0.01.

Figure 1 Financial inclusion by income quintiles.

Figure 2 Borrowing for medical purposes by income quintiles.
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emergency funds. This correlation conforms with the 
expected results that, as individuals’ incomes increase, 
the chances of coming up with emergency funds also 
increase, partly due to the positive correlation of higher- 
income quintiles and financial inclusion that has been 
shown in Figure 1.

Regression Analysis Results
Following the study’s objective to model the effects of 
financial inclusion on financial hardship in healthcare 
access, three probit models were estimated and Table 2 
below shows the regression results. The three probit 

models were conducted in order to check if the results 
are stable when a variable is included or excluded. We 
interpret the full model for all the estimations we have 
made in column C.

The results show that financial inclusion has a positive 
and statistically significant effect. This result shows that 
individuals with access to and involvement with financial 
institutions have, on average, a 7.4 percentage point 
increase in the probability of borrowing for medical pur-
poses. Furthermore, the results also show that, compared 
to individuals in quintile 1, individuals in quintile 4 and 5 
are less likely to borrow for medical purposes. The condi-
tional probability of borrowing for medical purposes 
reduces by 10 percentage points for individuals in quintile 
4, compared to quintile 1. Furthermore, the conditional 
probability of borrowing for medical purposes decreases 
by about eight percentage points for individuals in quintile 
5, compared to individuals in the first quintile. The effects 
of variables such as age, gender and education on the 
probability of borrowing for medical purposes are statisti-
cally insignificant.

Table 3 shows the marginal effects of the possibility of 
coming up with emergency funds. In terms of the possibi-
lity, individuals in the age group 26 to 35 are less likely to 
come up with emergency funds by 10.7 percentage points, 
compared to those who are in the age group 15 to 25 years. 
The results further show that females are less likely to 

Figure 3 Possibility of coming up with emergency funds by income quintiles.

Table 2 Marginal Effects of Borrowing for Medical Purposes

Variables A B C

Age Group
26 to 35 0.033 [−0.025,0.091] 0.029 [−0.029,0.086]

36 to 44 0.051 [−0.021,0.124] 0.050 [−0.023,0.123]
≥ 45 −0.052 [−0.139,0.035] −0.051 [−0.138,0.035]

Gender
Female 0.005 [−0.043,0.054] −0.002 [−0.050,0.045] 0.000 [−0.048,0.048]

Education
Secondary education −0.059 [−0.142,0.024] −0.031 [−0.117,0.054] −0.037 [−0.125,0.051]

Tertiary education −0.107** [−0.193,-0.022] −0.061 [−0.152,0.031] −0.071 [−0.164,0.022]

Financial inclusion 0.066** [0.006,0.126] 0.081*** [0.022,0.140] 0.074** [0.014,0.134]

Income Quintiles
Income quintile 2 −0.028 [−0.100,0.044] −0.027 [−0.099,0.045]

Income quintile 3 −0.019 [−0.092,0.054] −0.017 [−0.090,0.055]

Income quintile 4 −0.100** [−0.177,-0.023] −0.098** [−0.174,-0.022]
Income quintile 5 −0.078** [−0.151,-0.004] −0.074** [−0.147,-0.001]

N 1009 1009 1009

Notes: 95% confidence intervals in brackets **p < 0.05, ***p < 0.01.
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come up with emergency funds compared to males by 
6.3 percentage points. Compared to those with primary 
or less education, individuals with secondary, tertiary or 
higher education have a greater possibility of coming up 
with emergency funds. For instance, the results show that 
those with secondary education have a 15.6 percentage 
point chance of coming up with emergency funds, com-
pared to those with primary or less education.

As a robustness check, we have also shown in the 
Appendix that belonging to the employed group increases 
the conditional probability of borrowing for medical pur-
poses by 12.7 percentage points compared to individuals 
in the no employment category. Furthermore, the robust-
ness results show that the interaction of income quintiles 
and respondent’s age with financial inclusion has signifi-
cant effects on borrowing for medical purposes. For exam-
ple, compared with financial inclusion’s interaction with 
income quintile one, financial inclusion’s interaction with 
all other income quintiles has a statistically significant 
reducing effect in the probability of borrowing for medical 
purposes. The implications are that financial inclusion for 
individuals in low-income quintile has a higher marginal 
effect in improving their probability of borrowing for 
medical purposes. However, the interaction of age cate-
gories with financial inclusion does not make any 
improvement or reduction in the probability of borrowing 
for emergency funds.

Furthermore, compared to individuals in the first quin-
tile, all individuals in the upper-income quintiles are more 
likely to come up with emergency funds and the condi-
tional probability of this happening increases as an indivi-
dual moves from a lower quintile to a higher quintile. 
There is an 11 percentage point increase associated with 
being in the second quintile compared to the first quintile. 
This percentage point increases to 11.1 in the third quin-
tile, to 23.9 in the fourth quintile and to 37.7 in the fifth 
quintile.

In terms of interaction effects, the interactions between 
financial inclusion and the second income quintile lead to 
a reduced probability (by 28.8 percentage points) of com-
ing up with emergency funds compared to the interaction 
of financial inclusion with the lowest income quintile. The 
interaction term coefficient’s effect reduces as we go 
higher up in the income quintiles. An interaction of finan-
cial inclusion with higher income quintiles does not have 
any significant effects indicating that there is no difference 
in the probability of coming up with emergency funds 
between the poor and the rich when both these groups of 
people are financially included.

Discussion
The study set out to investigate financial inclusion’s effects 
on the financial hardships in accessing healthcare. The 
univariate statistics show that the proportion of people 

Table 3 Marginal Effects for the Possibility of Coming Up with Emergency Funds

Variables A B C

Age Group
26 to 35 −0.131*** [−0.215,-0.047] −0.107** [−0.190,-0.025]

36 to 44 −0.114** [−0.226,-0.003] −0.082 [−0.188,0.023]

≥45 −0.114** [−0.226,-0.003] −0.086 [−0.192,0.020]

Gender
Female −0.080** [−0.152,-0.007] −0.047 [−0.118,0.023] −0.063* [−0.134,0.008]

Education
Secondary education 0.252*** [0.116,0.388] 0.173*** [0.042,0.304] 0.156** [0.021,0.291]

Tertiary education 0.439*** [0.305,0.573] 0.273*** [0.137,0.410] 0.279*** [0.139,0.418]

Financial inclusion 0.141*** [0.060,0.222] 0.068* [−0.011,0.146] 0.093** [0.014,0.173]

Income Quintiles
Income quintile 2 0.112** [0.003,0.221] 0.110** [0.001,0.218]

Income quintile 3 0.114** [0.004,0.223] 0.111** [0.001,0.220]

Income quintile 4 0.240*** [0.138,0.343] 0.239*** [0.137,0.341]
Income quintile 5 0.387*** [0.289,0.485] 0.377*** [0.279,0.475]

N 1009 1009 1009

Notes: 95% confidence intervals in brackets. *p < 0.10, **p < 0.05, ***p < 0.01.
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who are financially included (measured by adult owner-
ship of an account) in the KSA is 75.5%, which is higher 
than the overall proportion for the Gulf region of 30%52 

and higher than the statistics for global financial inclusion 
of 69%.51 On borrowing for medical purposes, we find the 
result to be lower than that for similar countries, such as 
Bahrain, Kuwait and the United Arab Emirates.53 Partially, 
this might be explained by the fact that healthcare in Saudi 
Arabia is largely free at the point of use.10

The result showing that the financially included are 
likely to have emergency funds and to be able to borrow 
for medical purposes comes as no surprise. According to 
Collard,54 it can be said that financially included people 
tend to be richer, live in relatively less deprived areas and 
have certain characteristics, such as being employed, heal-
thier and having the skills, knowledge and understanding 
to make the best use of financial products and services. It 
is, therefore, more likely that these financially included 
individuals will have formed more financial connections, 
have access to healthy finance policy information and have 
the ability to pay collateral such that, when an emergency 
occurs, they have a higher chance of accessing emergency 
funds. In fact, basic ownership of a bank account (financial 
inclusion) was found to improve saving behaviour, reduce 
liquidity constraints and increase financial stability among 
minorities in the United States (US), which eventually 
benefits health.55,56

The result indicating that financially included people 
are more likely to borrow for medical purposes could 
come as a minor surprise from a different literature point 
of view that notes that financially included individuals are 
expected to be more aware of their health and to have 
access to health insurance policies to protect against their 
future unexpected expenditure.57,58 However, in this study, 
the focus is on the probability of borrowing for medical 
purposes in the event that the emergency has occurred and 
a financially included individual has a higher chance of 
borrowing to serve their medical emergencies. 
Nevertheless, the result might partially be related to the 
findings in Nigeria where it was established that financial 
inclusion might enable access to insurance facilities as 
well as helping families to avoid reliance on burdensome 
coping strategies.6 Because families may want to avoid 
reliance on burdensome coping strategies, they might want 
to borrow from financial institutions. In the Saudi Arabian 
economy, this might be much easier since loans from 
formal institutions do not attract interest, as prescribed 

by the Islamic banking principles, hence making borrow-
ing cheaper.

Additionally, the study has also found that poorer indi-
viduals (in the lowest quintile) are more likely to borrow 
for medical reasons but are less likely to obtain emergency 
funds. This result is in parallel with what Alshamsan et al53 

found while using the 2014 Global Findex study in the 
Arabian Gulf region. The implications from this result are 
that the poorer groups should be at the centre of the 
country’s health finance strategies in order to contribute 
more to the growth of the economy.

There are several issues to consider in the case of the 
Saudi situation, given the results. Under Saudi Labour law, 
all people working in the private sector should be insured 
by their employers, meaning that private companies and 
employers have to pay the health coverage costs (the 
insurance premiums) for all of their employees. Saudi 
citizens are still entitled to access public services and 
other citizens might also access the private sector by 
means of OOP payments. The primary aim of introducing 
private health insurance in the country was to reduce the 
burden on the public healthcare sector. However, a recent 
study proved that there was no significant reduction in the 
public healthcare sector.30 Twenty-six insurance compa-
nies currently offer various categories of coverage to 
eight million Saudi and non-Saudi residents.

Our study is not without limitations. Our construction 
of financial inclusion variables is limited and specific to 
the variables in the data and some data sets might include 
additional variables as the definition of financial inclusion 
varies from author to author. These results from this study 
should be interpreted with caution as there might be poten-
tial for reverse causality because the probability of bor-
rowing for medical purposes might also affect financial 
inclusion. We tried to identify an instrument to control for 
potential reverse causality but none of the instrumental 
variables worked and, hence, the coefficients should not 
be interpreted as causal evidence. Given this, the implica-
tions for future research are that studies should consider 
the use of quasi-experimental methods,59,60 such as instru-
mental variable matching or synthetic cohort analysis,61,62 

to address the potential reverse causality.

Conclusion
This study sought to understand financial inclusion’s 
effects on financial hardship in relation to healthcare 
access in the KSA in light of the principal goal of 
UHC, which is to ensure that all people have access to 
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the healthcare they need without experiencing financial 
hardship. Financial hardship can be identified in two 
ways: first, through an individual’s probability of bor-
rowing for medical purposes and, second, through an 
individual’s probability of coming up with emergency 
funds for healthcare. The financial inclusion variable 
was constructed from a compendium of various ques-
tions on individuals’ involvement with formal financial 
institutions. All univariate, bivariate and multivariate 
analyses made use of the latest series (2017) of the 
World Bank Global Findex Study data, a nationally 
representative survey of more than 1009 adults.

A number of policy implications can be suggested from 
the study results for the KSA and similar economies. Given 
that being financially included increases chances of both 
borrowing for medical purposes and coming up with emer-
gency funds, there is a need for monetary authorities to roll 
out a financial inclusion drive that will not only incentivise 
the excluded population to become included but will also 
aim at promoting various financial products so that those 
who are already financially included have a wide range from 
which they can choose. Such an initiative should be delib-
erately designed to attract more females, who are found to be 
at a higher disadvantage as far as coming up with emergency 
funds for healthcare is concerned.

There is also a need to provide more support pro-
grammes that aim at improving education outcomes, as 
the study observed a positive relationship between educa-
tion and the ability to come up with emergency funds. 
Commercial banks should be encouraged and supported 
to charge more attractive interest rates for individuals to be 
incentivised to save funds, or even borrow. Further 
research should probably try to bring into account the 
spatial dynamics that are involved in the subject area, 
just to appreciate how the effects come about for the 
different regions in the KSA. The results from this study 
should be interpreted with caution as the study uses no 
instruments for the regressors; hence, the coefficients 
should not be interpreted as causal evidence.
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