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   Purpose
As the recent term of “financial toxicity” implies, cancer causes a treatment-related financial
harm. Financial Aid Program for Cancer Patient (FAPCP) is a government’s financial support
for low-income patients in the Republic of Korea. This study aimed to describe FAPCP 
applicants’ condition and to investigate factors influencing financial burden, which would
provide the basis for implementing a strategy for FAPCP administration. 

Materials and Methods
The telephone survey results from 2,700 FAPCP participants were analyzed, including 
demographic, socioeconomic, and disease characteristics and experiences associated with
financial burden and the actions or measures to cope with them. 

Results
Overall, 87.6% experienced financial burden more than moderate degree, 39.2% got finan-
cial help/a loan, 17.8% disposed of their property, and 10.2% changed or stopped treatment
owing to medical costs. Monthly household income was connected to financial burden, and
the highest income group was associated with the lowest financial burden (odds ratio [OR],
0.21; 95% confidence interval [CI], 0.11 to 0.38) and the lowest rate of changing/stopping
care (OR, 0.23; 95% CI, 0.05 to 1.00). Parents of childhood cancer patients got financial
help/a loan (OR, 2.24; 95% CI, 1.03 to 4.88) and disposed of their property (OR, 3.18; 95%
CI, 1.40 to 7.22) more frequently, and Medical Aids applicants showed the highest rate of
changing/stopping care (OR, 3.01; 95% CI, 1.89 to 4.78). 

Conclusion
FAPCP targets low income groups; however, financial burden and the consequent actions
taken still exist disproportionately, depending on the income of the applicants. FAPCP should
focus on more vulnerable groups including Medical Aid applicants and parents of childhood
cancer patients, by increasing funds and expanding their support coverage.
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Introduction

Apart from its high death rate, cancer is notorious for high
medical costs [1,2]. In most cases, patients need surgery and
chemotherapy, the requirement for which is usually urgent
owing to the rapid progress of the disease. Compared to 
patients with other chronic diseases, cancer patients spend
large amounts on treatment in a relatively short time period

[3] and pay more out-of-pocket (OOP) as copayment of unin-
sured services in the United States [4]. Perhaps it is for these
reasons that the term “financial toxicity” has been used to
describe the financial burden of patients receiving anti-can-
cer treatment [5]. In a recent survey by Korea Cancer Care
Alliance, Korean cancer patients answered that economic dif-
ficulty continued to increase although physical, psychologi-
cal and social difficulties reduced over time [6,7]. On an
average, uninsured anti-cancer drug spending was 4.24 mil-
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lion Korean won (KRW)/mo in the same survey.
A series of governmental policies, such as lowering copay-

ment rate of insured services to 10% in 2005 and even to 5%
in 2009, were carried out in the Republic of Korea to reduce
OOP payment of cancer patients. However, low-income
households still experienced catastrophic health expenditure
[8], particularly in case where the cancer patient was the
breadwinner of the household and lost his or her job [9]. It is
not only because the National Health Insurance (NHI) pro-
vides limited benefit coverage but because uncovered serv-
ices have extended rapidly, resulting in a higher OOP
payment. In 2016, public health care expenditure in Korea
remained as low as 56.4% (Organization for Economic 
Co-operation and Development [OECD] average, 72.5%) and
OOP payment share was as high as 36.8% of the total expen-
diture (OECD average, 20.3%) [10]. 

Financial Aid Program for Cancer Patients (FAPCP) is a
public financial assistance program for cancer patients that
has an expanded beneficiary base and eligibility since its
launch in 2002 (Table 1) [11]. Initially, FAPCP funded only
pediatric leukemia patients under 15, but it now covers var-
ious target groups including all childhood cancer patients
below 120% of the median household income, adult cancer
patients who are Medical Aid recipients, lung cancer patients
who fall into the lower half of the insurance bracket, and can-
cer patients diagnosed through the National Cancer Screen-
ing Program (NCSP) who are in the lower half of the
insurance bracket. As each beneficiary group was included
into FAPCP for distinct reasons, the overall applicants of
FAPCP come from various socioeconomic backgrounds and
the maximum limit of the amount of funding depends on the
application type. In 2016, FAPCP funded roughly 34.0 billion
KRW for 49,400 adult patients and 16.2 billion KRW for 3,400
childhood patients [12]. For childhood cancer patients and

Medical Aid beneficiaries, FAPCP supports uninsured serv-
ices in addition to copayment of insured services, with dif-
ferent maximum limits for each applicant group. 

As FAPCP currently supports various applicant types with
limited financial resources, it would be more effective to
focus on the groups in urgent need and fund them ade-
quately. Thus, a detailed description of the applicants’ con-
ditions and their financial burden would provide a basis to
verify the target group. The present study investigated the
FAPCP recipients’ situations including financial burden and
the consequent actions or measures taken to afford medical
expenses, and analyzed factors associated with them. In
doing so, the study aimed to provide the basis for imple-
menting a strategy for FAPCP’s administration going for-
ward.

Materials and Methods

1. Study population 

The study used retrospective data derived from the annual
satisfaction survey of FAPCP recipients. Eligible participants
for the telephone survey were cancer patients, parents of
childhood cancer patients, and family members of cancer 
patients who applied to FAPCP for financial support and
submitted the written informed consent for the survey from
2014 to 2016. The participants were clearly informed that the
assistance from FAPCP would be independent of their deci-
sion to participate in the survey. The participants were col-
lected from the electronic database of FAPCP by propor-
tional stratified random sampling. The subjects were sam-

Type of Supporting Maximum payment Supporting 
application cancer type (thousand KRW) period
NCSPa) Stomach, breast, colon, 2,000/yr Consecutive 3 years from

cervix uteri, liver (copayment of covered item) initial application
Medical Aid All types 1,200/yr (copayment in covered item) Consecutive 3 years from 

and 1,000/yr (uncovered item) initial application
Lung cancerb) Lung 2,000/yr Consecutive 3 years from 

(copayment of covered item) initial application
Childhood cancerc) Leukemia 30,000/yr  18 years old

Others 20,000/yr  18 years old

Table 1. Overall scheme of FAPCP

FAPCP, Financial Aid Program for Cancer Patient; KRW, Korean won. a)NCSP, Patients diagnosed by National Cancer Screen-
ing Program, b)Lung cancer patients whose insurance bracket below 50%, c)Only if the income and property levels of patients
meet the criteria (below 120% of the median household income).
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pled randomly from each public health center (254 adminis-
trative districts), according to the ratios of gender, regi-
stration type (newly registered applicant or existing appli-
cant for the current year), and applicant type (childhood can-
cer patient, Medical Aid recipient, lung cancer patient, and
cancer patient diagnosed through NCSP) that reflected the
true ratio of the collective applicant base each year. Initially,
the percentages of application type were obtained in the
whole applicants who were supported, and the target num-
bers of samples (5 times of final samples) were calculated
considering the ratio of registration type (newly registered
vs. existing) excluding 2014 in each application type, while
maintaining the ratios of application type on the whole. Then
the same number of samples was allocated to 254 districts
considering the gender ratio of the whole population. Those
without telephone numbers or registration cards and those
who were not funded for various reasons were dropped
from the study. For a more comprehensive analysis, the 
3-year (2014-2016) data were pooled and the final generated
dataset of 2,700 respondents was used. 

Although a beneficiary of FAPCP is selected based on var-
ious criteria including cancer type and diagnostic path, 
income or property levels are the common base for being
funded. The median household income/property and the
NHI brackets serve as filter criteria for childhood cancer 
patients, patients diagnosed by NCSP, and lung cancer 
patients. Cancer patients receiving Medical Aid are obvi-
ously low-income patients who passed the strict criteria of
the means test. Thus, although the applicants of FAPCP are
from various generations and socioeconomic statuses, a com-
mon denominator of the FAPCP applicants would be rela-
tively low income.

2. Survey

A cross-sectional survey by telephone was performed 
annually at the end of each year. The survey questionnaire
consisted of (1) demographic, socioeconomic, and disease
characteristics of participants and (2) participants’ experi-
ences associated with financial burden and the actions or
measures taken to cope with them. The questionnaire was
drafted and revised based on the literature review and con-
sultation, and Cronbach’s  value was measured as 0.72 [13].
As two questions (income level and applicant’s registration
time) had not been asked in 2014, those variables were omit-
ted in 900 study subjects from 2014. 

3. Variables

Among the independent variables, demographic and 
socioeconomic characteristics included sex, age (< 50, 50-59,
60-69, or  70 years), registration type (new or existing), 

education level (less than middle school, middle to high
school, college or higher), average monthly household 
income (< 1 million, 1-3 million, or > 3 million KRW/mo),
location (metropolitan city or province), and FAPCP appli-
cant type (childhood cancer patient, Medical Aid, lung can-
cer patient, or cancer patient diagnosed through NCSP). In
addition, information of private medical insurance status
(yes or no) and cancer stage (stage 1, stages 2-3, or stage 4)
was obtained. 

The FAPCP survey asked the participants about the pres-
ence and degree of financial burden of cancer care, as the 
existence of financial burden implied financial difficulties of
both economical and psychological meanings that the cancer
patients and their families experience [13,14]. Apart from
quantitative measures including monthly average income,
financial burden would also represent both objective and
subjective conditions of the patients. The extent of financial
burden and the consequent actions or measures taken to 
afford medical expenses were operationalized by four ques-
tions: (1) “How would you rate your financial burden as a 
result of cancer care?” (4-point scale answer: none, low, mod-
erate, high), (2) “Have you needed financial help from others
or taken a loan to cover the cost?” (yes or no), (3) “Have you
had to dispose your property to afford cancer care?” (yes or
no), and (4) “Have you ever changed or stopped the treat-
ment, tests, or clinic visits because of financial constraints?”
(yes or no).

4. Statistical analysis

Categorical variables (sex, age, education, average mon-
thly household income, location, applicant type, registration
type, private medical insurance status, cancer stage, financial
burden, experience of getting financial help/a loan, disposal
of property, and changing/stopping cancer treatment) are
expressed as frequencies or percentages. The 4-point scale
answer for the question about financial burden was dicho-
tomized into none/low and moderate/high for the analysis.
Pearson correlations were calculated to determine the degree
of correlation between the independent variables. A chi-
squared test and logistic regression with or without adjust-
ment were performed using SAS ver. 9.4 (SAS Institute Inc.,
Cary, NC). For the multivariate analysis, sex, age, location,
applicant type, registration type, education, income, and can-
cer stage were adjusted. All analyses were made using a 
p-value of 0.05 was considered to be statistically significant,
designated with odds ratio (OR) and 95% confidence inter-
vals (CIs) in case of need.
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5. Ethical statement

The study protocol was reviewed and approved by the 
Institutional Review Board of the National Cancer Center in
Korea (approval number: NCCNCS-09-252) and performed
in accordance with the principles of the Declaration of
Helsinki. Written informed consents were obtained.

Results

1. Characteristics of subjects according to the application
type 

Table 2 presents the descriptive statistics for the full sam-

Sociodemographic NCSPa) (%) Medical Aid Lung cancer Childhood Total p-valuefactor (n=1,185) (n=760) (n=585) cancerb) (n=170) (n=2,700)
Sex

Male 572 (48.3) 384 (50.5) 394 (67.4) 96 (56.5) 1,446 (53.6) -
Female 613 (51.7) 376 (49.5) 191 (32.6) 74 (43.5) 1,254 (46.4)
Total 1,185 (43.8) 760 (28.1) 585 (21.6) 170 (6.3) 2,700 (100)

Age (yr)
< 50 88 (7.4) 83 (10.9) 19 (3.3) 170 (100) 360 (13.3) < 0.001
50-59 308 (25.9) 144 (19.0) 92 (15.7) 0 ( 544 (20.1)
60-69 472 (39.8) 200 (26.3) 220 (37.6) 0 ( 892 (33.0)
 70 317 (26.8) 333 (43.8) 254 (43.4) 0 ( 904 (33.5)
Total 1,185 (43.8) 760 (28.1) 585 (21.6) 170 (6.3) 2,700 (100)

Location
Metropolitan city 539 (45.5) 359 (47.2) 235 (40.2) 60 (35.3) 1,193 (44.2) -
Province 646 (54.5) 401 (52.8) 350 (59.8) 110 (64.7) 1,507 (55.8)
Total 1,185 (43.8) 760 (28.1) 585 (21.6) 170 (6.3) 2,700 (100)

Registration type
New 297 (36.0) 217 (42.9) 159 (44.8) 42 (36.5) 715 (39.7) -
Old 527 (63.9) 289 (57.1) 196 (55.2) 73 (63.5) 1,085 (60.3)
Total 824 (45.8) 506 (28.1) 355 (19.7) 115 (6.4) 1,800 (100)

Education
Below middle school 522 (45.0) 434 (58.3) 339 (59.4) 59 (35.3) 1,354 (50.2) < 0.001
Middle to high school 453 (39.1) 234 (31.4) 174 (30.5) 49 (29.3) 910 (33.7)
College or higher 184 (15.9) 77 (10.3) 58 (10.2) 59 (35.3) 378 (14.0)
Total 1,159 (43.9) 745 (28.2) 571 (21.6) 167 (6.3) 2,642 (100)

Income (KRW)c)

< 1 million 461 (55.9) 446 (88.1) 250 (70.4) 19 (16.5) 1,176 (65.3) < 0.001
1 million-3 million 303 (36.8) 56 (11.1) 86 (24.2) 80 (69.6) 525 (29.2)
> 3 million 60 (7.2) 4 (0.8) 19 (5.4) 16 (13.9) 99 (5.5)
Total 824 (45.8) 506 (28.1) 355 (19.7) 115 (6.4) 1,800 (100)

Private insurance 
No 430 (36.3) 574 (75.5) 316 (54.0) 61 (35.9) 1,381 (51.2) < 0.001
Yes 755 (63.7) 186 (24.5) 269 (46.0) 109 (64.1) 1,319 (48.9)
Total 1,185 (43.8) 760 (28.1) 585 (21.6) 170 (6.3) 2,700 (100)

Cancer stage
1 505 (45.4) 249 (40.2) 181 (33.8) 15 (21.1) 950 (40.6) < 0.001
2-3 534 (47.9) 262 (42.3) 228 (42.6) 25 (35.2) 1,049 (44.9)
4 74 (6.7) 109 (17.6) 126 (23.6) 31 (43.6) 340 (14.5)
Total 1,113 (45.6) 620 (26.5) 535 (22.9) 71 (3.0) 2,339 (100)

Table 2. General characteristics of participants according to the application type

a)NCSP, patients diagnosed by National Cancer Screening Program, b)Childhood cancer, parents of childhood cancer patients,
c)Average monthly income.
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ple (n=2,700), categorized by the application type of FAPCP.
The proportions of sex, location, and registration type (new
or existing) were initially adjusted during the multi-stratified
sampling process. Except for the adjusted variables, age, 
education, income level, private insurance status, and cancer
stage of applicants represented the distinctive features of the
FAPCP application type. The applicants receiving Medical
Aid and those with lung cancer were older than the NCSP
group, and less educated than the NCSP group and the
group comprising parents of childhood cancer patients.
Overall education and income levels of all study subjects
seemed to be low, as more than half of the applicants (50.2%
and 65.3%, respectively) were included in the lowest tiers of
education (below middle school) and income (< 1 million
KRW/mo). A greater proportion of the parents of childhood
cancer patients belonged to higher tiers of education and 
income level compared to the other groups. Although 63.7%
of the NCSP group and 64.1% of the parents of childhood
cancer patients purchased private health insurance, the over-
all private insurance purchase rate (48.9%) is a far lower fig-
ure than that of the general population (78.1% in 2014) [15].
Cancer was more progressed in the lung cancer group, which
may reflect that lung cancer is difficult to detect in early
stages.  

2. Factors related to financial burden and the subsequent
behaviors in study subjects 

Overall, 87.6 % of applicants (n=2,366) had experienced 
financial burden that was more than moderate, 39.2%
(n=1,059) had received financial help/a loan, and 17.8%
(n=481) had disposed of their property to afford the cost. A
total of 10.2% (n=276) had changed or stopped treatment due
to the medical cost.

Although most applicants experienced a financial burden,
the cost of cancer care was a major financial burden for
males, younger applicants, parents of childhood cancer 
patients, low-income groups, applicants who did not have
private insurance, and applicants with late-stage cancer
(Table 3). 

Younger applicants, parents of childhood cancer patients,
and the higher education group got financial help/a loan and
disposed of their property more frequently due to medical
expenses. As all the parents of childhood cancer patients
were under the age of 50 and the group was relatively better
educated (Table 2), it was plausible that the parents felt more
financial distress and took more measures to cover their chil-
dren’s care cost than other groups. The proportions of chang-
ing or stopping treatment due to the cost were not signifi-
cantly different across sex, age groups, locations, and educa-
tion levels (range, 9.4% to 11.4%). In contrast, the frequency
of changing or discontinuing medical care differed according

to application type, registration type, income level, private
insurance status, and cancer stage. The figure was the lowest
in the highest tier of income level (2%), and the highest in
stage-4 cancer patients (17.9%) and Medical Aid applicants
(16.1%). 

In a multivariate analysis (Table 4), higher income (OR,
0.21;95% CI, 0.11 to 0.38; in the highest tier) and private 
insurance (OR, 0.62; 95% CI, 0.43 to 0.89) groups were asso-
ciated with significantly lower financial burden, and the 
applicants of stage-4 cancer were associated with higher bur-
den (OR, 2.41; 95% CI, 1.28 to 4.51). As in the univariate
analysis, the parents of childhood cancer patients got finan-
cial help/a loan (OR, 2.24; 95% CI, 1.03 to 4.88) and disposed
of their property (OR, 3.18; 95% CI, 1.40 to 7.22) more fre-
quently than any other group. Interestingly, existing appli-
cants had gotten financial help/a loan less frequently than
newly registered applicants (OR, 0.38; 95% CI, 0.31 to 0.48)
but had a higher property disposal rate (OR, 1.42; 95% CI,
1.07 to 1.87). Higher income groups got financial help/a loan
(OR, 0.56; 95% CI, 0.43 to 0.74; 1 million-3 million tier) less
than lower income groups (< 1 million KRW/mo), and 
applicants with private insurance answered that they got 
financial help/a loan (OR, 3.05; 95% CI, 2.36 to 3.95) more
than those without private insurance. 

As for changing or stopping cancer treatment, applicants
in their 50s (OR, 1.32; 95% CI, 0.60 to 2.91), Medical Aid 
applicants (OR, 3.01; 95% CI, 1.89 to 4.78), existing applicants
(OR, 1.68; 95% CI, 1.15 to 2.46), and stage-4 cancer applicants
(OR, 2.76; 95% CI, 1.67 to 4.56) showed higher ORs compared
to each reference group (Table 4). In contrast, the highest 
income group was the least likely to change or stop care (OR,
0.23; 95% CI, 0.05 to 1.00) compared to the reference group. 

Discussion

New technologies for cancer diagnosis, treatment, and fol-
low-up have increased its medical costs tremendously [16].
Lower income groups are likely to suffer rather than benefit
from such medical progress, since they pay a higher propor-
tion of their whole resources for treatment than higher 
income groups do [5,17]. The current study investigated the
experience of financial burden among FAPCP applicants in
both objective and subjective senses that include personal
and emotional aspects, factors related to financial burden,
and consequent actions or measures taken by the applicants
to mitigate such burden. The results showed that monthly
household income was closely connected to financial burden,
and parents of childhood cancer patients and the Medical
Aid group were the most burdened among the various 
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applicant groups.  
Income level was seen to be the main factor associated with

financial burden, experience of getting financial help/a loan
or changing/stopping treatment. Even after the adjustment
of education level and applicant type, the lowest income
group continued to experience heavy financial burden
roughly 5 times and changing/stopping care 4.3 times more
than the highest income group. This showed that the appli-
cants underwent financial burden disproportionately and
tool measures depending on income levels, despite the pres-
ence of FAPCP assistance. Conversely, education level was
not linked to the proportions experiencing a financial bur-
den, getting help/a loan, disposing of property, and chang-
ing/stopping treatment. 

One of the most critical groups is the one that opted to
change/stop treatment for financial reasons. Variables 
including application type, registration type, income, and
cancer stage were linked to that decision. Of all variables, the
decision to change/stop care heavily depended on the appli-
cant type. Medical Aid group decided to change/stop treat-
ment 3.1 times more than NCSP applicants. The absolute
proportion of changing/stopping treatment ranged from 2%
in the highest income group (> 3 million KRW/mo) to 16.1%
in the Medical Aid group, showing a major difference 
between two groups. Besides the Medical Aid group, the
lung cancer, existing applicants, lower income, and stage-4
cancer groups changed or stopped treatment more fre-
quently than each reference group. As treatment for lung
cancer costs more than any other cancer treatment in Korea
[3], the result was sufficiently convincing. Regardless of 
income levels, the results showed that FAPCP needs to sup-
port applicants with lung cancer and continue to assist exist-
ing applicants.

The results clearly showed that parent of childhood cancer
patients form a special group of applicants. The vulnerability
of this group is evident from the perspective of a lifespan as
well as simple financial distress of the household. Although
young parents of childhood cancer patients are relatively bet-
ter off than other applicants (Table 2), the treatment of com-
mon types childhood cancers such as leukemia and brain
tumors continues to be expensive even with FAPCP assis-
tance. Parents felt a heavy financial burden, got financial help
or a loan, and disposed of the property at higher rates than
any other applicant types, but they were the least likely to
discontinue treatment (Table 3). Proper treatment of pedi-
atric patients is directly linked to various physical functions
in the entire life cycle as well as a specific survival period,
because of which children’s care is the most urgent matter
for parents.

Notably, a greater proportion of newly registered appli-
cants got financial help or went into debt than existing 
applicants, but existing applicants tended to dispose of prop-

erty and change/stop cancer care more frequently than new
applicants. As most newly registered applicants in FAPCP
are likely to be newly diagnosed cancer patients, the results
may suggest some sequential economic actions that cancer
patients take to afford treatment cost. Patients may initially
receive help from their family or borrow money if they can-
not afford treatment on their own; however, as cancer is
treated and monitored over a long period of time, the 
patients dispose of their property (such as selling their house
and valuables or cancelling installment savings) and some-
times decide to change or stop treatment if it is unsustain-
able. It suggests that large expenses are continuously
incurred during treatment despite FAPCP assistance. 
Although it was reported that the medical cost is the highest
in the first year of cancer diagnosis and decreases thereafter
[3], the cost seems to remain burdensome for FAPCP appli-
cants. As FAPCP only supports direct medical cost and
mainly copayment of insured cost with an upper limit, the
applicants are required to pay the rest including uncovered
services, transportation, accommodation, and attendance, 
besides incurring indirect costs such as loss of job.  

Meanwhile, the implications of getting financial help/a
loan and disposing of property are not straightforward 
[18-20]. To dispose of property, one should own property
such as real estate and financial assets. Likewise, the appli-
cants should have close family members, small communities,
or social networks that can help each other, or they should
qualify for loans to borrow money from banks. Thus, it may
not always be feasible for those in the lower income groups
to get help from others, and they are not as likely to get 
financial help/a loan as the higher income groups. Interest-
ingly, a greater proportion of applicants with a college
diploma or higher education sought financial help/a loan or
disposed of property than the lower education group, in the
univariate analysis (Table 3). 

It should take into account different sides to interpret the
result that private insurance members got financial help/
a loan more frequently than uninsured. More utilization of
medical service in private insurance members might drive
excess expenses and resulting debt; however, the association
between medical utilization and private insurance is still a
controversial issue in Korea [21-23]. Kang et al. [24] reported
that cancer patients who had private insurance were likely
to utilize medical service more than uninsured, but it was not
clear whether this relationship was caused by the effect of 
insurance or the high income level. A closer examination
with distinction between fixed-benefit and indemnity type
of insurance would help to analyze the service utilization
pattern and medical expenses. Besides, a more practical 
explanation would be that those who had private insurance
could get a loan on insurance premium which is available for
only the insured within the amount of the refund. Because
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the applicant did not need to be qualified for a loan addition-
ally, a loan on premium was likely to increase the proportion
of those who get a loan in our study.  

Lastly, as there was no information of income level and 
applicant’s registration time in 2014, the present results were
adjusted depending on 2-year data only. The ratios of appli-
cant’s registration type (newly registered applicant vs. exist-
ing applicant) in whole FAPCP applicants were relatively
constant (2:3) from 2014 to 2016, and the adjustment by 
2-year data might not significantly alter the outcome assum-
ing that the ratio of samples was not seriously biased by
chance. Still, it could not exclude the possibility that the out-
come was over- or under-adjusted by income level because
of a disproportionate distribution of income in the applicants
from 2014.

It was recently reported that financial distress exerted
greater influence on the risk of mortality than the influence
of socioeconomic status [14], and the researchers proposed
overall poorer well-being, impaired quality of life, and sub-
par quality of care as its mechanisms. The report suggested
that the experience of financial toxicity, ranging from psy-
chological distress to personal bankruptcy, is no less harmful
than the adverse effects of cancer treatment [5]. The results
of this study show that Medical Aid applicants, parents of

childhood cancer patients, and lower income groups other
than Medical Aid applicants underwent a significant finan-
cial burden, being in more need of assistance. To avoid the
impending risk of stopping cancer care and financial toxicity,
these financially vulnerable groups should be protected, and
FAPCP has strong public accountability for doing so.

Overall, low income was the most important factor for
those experiencing financial risk and burden in FAPCP 
applicants. FAPCP generally targets lower income groups;
however, financial burden and the consequent actions taken
still exist disproportionately, depending on the income of the
applicants. It seemed that the applicants were more likely to
face a financial crisis as time passed after cancer diagnosis,
resulting in the decision to change or stop care. The support
of that FAPCP provides is likely to be of insufficient help for
cancer patients of lower income groups. If FAPCP is a under
budget constraint, it should focus on more vulnerable groups
including Medical Aid applicants and parents of childhood
cancer patients by increasing funds and expanding their sup-
port coverage.
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