Underlying systemic motifs that prevent diabetes patients from seeking
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Introduction

In low- and middle-income countries, users of health services tace frequent

Objective
To identify the motifs for not-seek and not-use of the health

services by diabetes patients in a country with a high
prevalence of the disease.

access barriers (1-2)

In Mexico, studies have shown that among patients with chronic non-
communicable diseases, 10 % do not seek care and 11 % do not receive it when
sought (3)

Diabetes mellitus (DM), with an estimated prevalence of 18.4 % (4), represents
one of the most prevalent diseases in the country; however, there are no prior
analyses of care-seeking and unmet-care patterns specitic to this condition (5).

Figure 1. Main Reasons for Not Seeking Healthcare by Diabetes Group
(ENSANUT 2018, 100K subsample)
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Data Source

This study analyzed data from the National Health and Nutrition Survey (ENSANUT 2018, 100K subsample), a Nowhere to go t—12.0%
nationally representative survey designed to identity vulnerable populations and to characterize healthcare- Had notime |
seeking behavior in Mexico. All analyses accounted for the complex survey design and sampling weights. oo far R

Study Focus I ' g

The analysis focused on ambulatory care utilization. o
Definitions i
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e Healthcare seeking: any medical consultation sought within the past month..
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e Healthcare utilization (non-utilization): having a perceived need for medical attention but not seeking Treated badly [
or not receiving care. | . , L :
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The analysis included comparisons across the total population, non-diabetic individuals, and patients with
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diabetes to identify systemic differences in healthcare seeking and utilization patterns. Diabetic DM + Multimarbidity

Sub-analysis by diabetes type:

Patients with diabetes were further stratitied into three mutually exclusive categories:

Figure 2. Main Reasons for Not Receiving Healthcare (n-UHS) by Diabetes Group
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A two-tailed p < 0.05 was considered statistically significant. Lack of confidence |-

Analyses were conducted using SPSS v29 and R v4.3. | | . | | | | | |

Indigenous language

0 5 10 15 20 25 30 35 40 45
Results
Data were obtained from the 2018 National Health and Nutrition Survey (ENSANUT), including a weighted sample of 10.46 million m Non-diabetic  mmm Simple DM DM 4 Other Conition

individuals residing in localities with fewer than 100,000 inhabitants. Of this population, 14.2% reported having diabetes, distributed as B Diabetic DM + Multimorbidity

8.0% with simple diabetes, 3.5% with multimorbidity, and 2.7% with acute or other conditions. However, among those who reported a
health problem in the last month, the diabetic population represented only 3% (N = 314,298). Within this subgroup, 0.77% had simple
diabetes, 0.36% had multimorbidity, and 1.88% had acute or other conditions.

Discussion

Table 1. Sociodemographic Characteristics by Diabetes Group (ENSANUT 2018, 100K subsample)
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Category Simple DM DM + Multimorbidity

Total 1000% 1000% oo _ Although people with diabetes have higher healthcare needs and are expected to use
_ . . a _— - services more frequently, our findings reveal the opposite pattern: patients with
- . ) diabetes—particularly those with multimorbidity—experienced more barriers and lower
Women 55,959 257 (122140 service responsiveness compared with non-diabetic individuals.
Agogroup ears) | 20-39 o 2 Sa 030 This paradox suggests a systemic access gap within the healthcare system, where
o o2 6o . . individuals with greater medical needs face reduced opportunities to obtain timely care.
(42,090) (10,820) (89.111) Possible explanations include:
%0 0129 (25389 4 939 Limited continuity of care or service saturation at the primary level,
Locaity Aural ool il e 056 Reduced confidence in public healthcare institutions among chronically ill patients,
. o sao s :rqgmenTaTion .of services for comp|.e>.< F)c:’rien’r?. o
Making these differences more explicit in the tigures and tables highlights the structural
Regior North 20,158 (854 9 008 inequities underlying diabetes care in Mexico, and reinforces the need to strengthen
Gontor 15150 7,609 e equity-oriented health system responses.
Mexico City—State of Mexico (12,';;/ °7) ?1:;) ( 198',2:;’;"7)
south (:jg ,-77;;) (28?-51?) (: ] ,-95:/;)

1) Hirmas-Adauy M, et al. Barreras y facilitadores de acceso a la atencidén de salud: una revisidn sistematica cualitativa. Rev Panam Salud Publica. 2013;33(3):223-9.
2)Houghton N, et al. Barreras de acceso a los servicios de salud para mujeres, nifios y nifias en América Latina. Rev Panam Salud Publica. 2022;46:e94.

2023;65:28-35.

References

Salud Publica Mex. 2023;65:685-696.

5) Bautista-Arredondo S, et al. Utilizacidn de servicios de salud en México: cascada de atencidn primaria en 2022. Salud Publica Mex. 2023;65(supl 1):S15-S22.

3)Colchero MA, Gémez R, Bautista-Arredondo S. Eleccidn de proveedores de servicios de atencién y necesidades de salud de la poblacién mexicana, 2021. Salud Publica Mex.

4)Rojas-Martinez R, et al. Tamizaje, prevalencia, diagndstico previo, tratamiento y control de hipertension, hipercolesterolemia y diabetes en adultos mexicanos. ENSANUT 2022.




