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SUMMARY

Background: The processes involved in making decision to seek medical care are not fully
understood, and many researchers claim that availability and accessibility of health services are
the main factors affecting health care seeking behavior of individuals.

Objectives: To assess the health seeking behavior of household members, identify the role of
local healers in health care service provision, and describe the process of decision making to
seek health care.

Methods: A community- based, cross- sectional study, was conducted in January 2005 using
quantitative and qualitative dada collection methods. The study was carried out in Sodo Zuria
Wereda, of Wolaita Zone in Southern Nations and nationalities people region(SNNPR), south
Ethiopia. Stratified random sampling technique was employed to select households from rural
and urban area. Key informants were selected for in-depth interview using the ‘snow ball’
technique for the qualitative part of the study. The quantitative part used structured and pre-
tested questionnaires to collect data by interviewing the head of households. Households were
inquired about illness with regard to the members of the households in the preceding four weeks,
for utilization of health care services and perception about local healers.

Result: A total of 844 households were visited, of which 233 (27.6 %) were from urban and 611
(72.4%) were from rural areas. Perceived report of symptoms and utilization of health service to
illness was conducted in a sample of 824 households consisting of 5114 household members.
The prevalence of illness was 9.7% during a recall period of four weeks preceding the interview.

Sickness was associated with a family size above six. About 80.1% of those who reported illness

vii



had visited modern health care services. Of these 49.4% visited private health care providers and
48.6% visited public health facilities. Among sick individuals 47% sought health care within 1-3
days. Of the sick individuals 22.3% got injection, most of which was provided by health centers
(35.6%) and clinics (32.7%). About 20% of the sick individuals did not visit any health services,
mainly due to shortage of

money. There is low level of visit to traditional healers by sick individuals. 44.6% of doctors and
24.7% of nurses provided health care for sick individuals who visited the health care services.
Conclusion: There is a favorable health seeking behavior in the study area, with the majority of
sick individuals visiting modern health care providers within a few days of illness. There is high
number of injection provision at lower level of health care unit.

Recommendation: design the family consultation system ought to be employed as health
promotion and preventive actions, develop a system of health care provision for those who are
not able to get health care, the existing private health care unit utilization should be promoted
with due consideration of quality control system, and further exploration is needed for excess
injection provision in lower level of health institutions.

Key words: illness, sickness, traditional medicine, household, Kebele.
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1. Introduction

It is important to realize that western scientific medicine provides only small proportion of health
care in most countries of the world. Medical manpower is often a scarce resource with most
health care taking place beyond their jurisdiction (1). Just as illness is not evenly distributed
across population neither is the use of health services. To understand the use of health services
one must understand not only how people interpret their symptoms but also how they perceived
the medical system and whether or not they have access to it. According to Harris and Gutman
any behavior of individuals that promotes, protects or maintains one’s health regardless of actual
or perceived health status is known as health seeking behavior(3). In general, when a person
undertakes activities for a feeling and defining an illness and seeking relief from it is known as
illness behavior (2). Although the exact process involved in making the decision to obtain
medical care is not fully understood at present, enough data is available to support a relationship
between individuals’ interpretations of deviation in physical functioning and social and

psychological factors (3).

In Ethiopia the utilization of modern medicine could be dated back to start with the 16" century
particularly during the reign of Emperor Liben Dingel. More recently the development and
expansion of modern health services were started in 1930s, followed by the establishment of
ministry of health (MOH) in 1948. Since then MOH was the major provider of modern health
services in Ethiopia, other health service like military, large corporation and state farms have

directly participated in provision of health care under government rule. Private clinics, drug



retailers, and nongovernmental hospital are also secondary health care providers in the

community. The over all health service coverage of modern medicine in 1990 was 46% (4).

Ethiopia has the highest number of morbidity and mortality for which health problems due to
infectious, communicable disease, and nutritional problems comprising an estimated 60-80%.
According to 1995 E.C.(2002/03) health and health related indicators, only 61% of the
population were provided with basic health services (5).

The Ethiopian Demographic and health Survey (DHS) conducted in 2000 showed that 44% of
household utilized some type of health service, including treatment sought for sick individuals
(31%) and immunization (24%). The findings also revealed that there was high urban to rural
difference in health service utilization, which was explained by the fact that the urban population
had more access to information (6). The majority of households (42%) utilized health services
from government health center, where as one in two rural household visited government health
station or clinics. About 15% of households that utilized health care did so at private health
facilities, with little difference between urban and rural households (6).

The outpatient visit per capita at the national level is 0.29 visits per year and for Southern
Nations Nationalities People Region (SNNPR) is 0.16, but the third lowest among regions only

higher than Somali (0.09) and Gambella (0.10) visit per capita.(7).

In addition to the low health service coverage, geographic, economic and social barriers greatly
affect the health care service utilization. Therefore, understanding of health seeking process can
have a tremendous impact upon the structuring of health service for the optimum utilization by
people. Providing better medical care and making it more accessible to the people who need it is
important. Currently, information generated from a community based study to support the
initiating of providing better health services to the community is lacking. Such information is
helpful for planning, organization, and implementation of health care delivery systems, by

identifying the social influences that encourage or discourage seeking medical care (10). This



study investigated the health care seeking behavior and utilization of health services by

household members.

2. Literature Review

In most societies a person suffering from physical discomfort or emotional distress has a number
of ways of helping oneself or seeking help from other people. He/she may, for example, decide
to rest or to take a home remedy or ask advice from friends, relatives or neighbors or consult a

local priest, folk healers or wise person or decide to consult a doctor. He/she may follow all these



steps or perhaps only one or two of them (8). At any given time, 70-90% population has a
medical condition that is diagnosable and potentially treatable but 60-70% of them of people do

not consult health practitioner (9).

2.1 Health seeking and Socio demographic characteristics

Socio demographic characteristics are important factor in the utilization of use of health care
services. A sociological study in Canada found that women, younger person and well educated
were more likely to treat their own symptoms than men. In Denmark, women were more likely
than men to take care of their health (10). In India, study showed that middle and higher
education have a lower probability of falling sick. Similarly, the high and middle-income
households have lower probability of falling sick than the lower income households. Older
people have higher probability of falling sick than younger ones and higher household size has a

negative relationship with probability of falling sick (11).

A study conducted in Ethiopia showed that the use of health station was significantly associated
with sex, age, ethnicity, occupation, and education. Socio-demographic and economic factors
significantly affected the occurrence of illness (12). There were relatively higher reports of
morbidity in the preschool age, as well as, during later life. There was also a preponderance of
female (12%) versus male (6%) reporting illness. Age and sex were not significantly associated
with the effect on the utilization of outpatient department (OPD) services. Low level of
education and marriage also affect health service utilization (13). Some studies show that
women report more sickness than males. In Cheha Wereda in Gurage Zone 5.0% of female and

4.9% of male reported sickness (15). From different age categories individuals report different



types of sickness. From an individual’s 12-49years who reported sickness the prevalence of
sexually transmitted disease (STD) symptoms were 2.5% with in two weeks of recall period.
The health care seeking behaviors were mainly influenced by perceived severity of illness and
knowledge of symptoms. There are also other factors which may force a person to seek health

service; among these was when sick individuals were affected by diseases like malaria (14).

On the other hand over the two weeks period preceding the survey in Amhara region 5.6%
people reported sickness , in Dabat baseline survey 6.8% of individuals reported sickness and
15% in Butajira base line survey(18,21,22). The morbidity was considerably higher in rural area.
Heads of households and wives had higher reported morbidity than other household member

(18).

2.2 Health care seeking behavior and choice of health care providers

Sickness prevalence and reporting varies according to socio-demographic and economic
condition of the society. Despite the fact that, human being encounters a number of illnesses
throughout the life, health care seeking depends up on the perceived severity and social norms.
The perceived sickness prevalence report is scarce at community level in developing countries. A
survey in Zambia showed that diseases like cough, fever, and diarrhea reported more frequently

17).

Unlike many developing countries there are few data available on sickness report in Ethiopia.
The first epidemiological investigation conducted by Italian doctors in 1940s.reported malaria,

Leshimaniasis and relapsing fever. After World War II, health facility report indicated that



majority of the diseases in Ethiopia was as in most third world countries were communicable
diseases similar to the health problems in most developing countries. The 1960s report indicated
that the most prevalent disease were malaria, ascaris, scabies and conjunctivitis (16). Recently,
studies showed that fever, cough, diarrhea, headache, eye problem and gastritis were the
prevalent symptoms reported by sick individuals (18,19,20). These studies also showed that

under five children and mainly under two are more affected with fever and diarrhea.

Health service utilization varies from place to place with number of factors. Despite the
availability of modern health care services sick individuals face difficulty in choosing the
available health facilities. The choice of a given provider may be determined by the perceived
quality of its service. A study conducted in Zambia showed that 43.5% of sick individuals sought
health care from health institutions. Of those, 24% chose a government clinic and health center
and 8% visited private health institutions. The level of traditional healer was relatively low(17).
There was a higher rate of health care utilization among men than women, in age group 15-49
years than the other age groups, and urban over rural(22). Other study in Nepal showed that out

of 213 household in which illness occurred 69% sought health care (35).

Limited surveys conducted in Ethiopia showed that the health care utilization for any form of
health problem in Amhara region was 38.7%, in Addis Zemen 57%, and in different base line
study 48.9%. For those who did not visited health service providers the most important reasons
were the disease did not need treatment from health institution and drugs were available in or
from drug vender and some visited traditional healers (12, 18,19,21). Other claimed that their

utilization was deterred by high cost for modern health care and distances (22).



Our knowledge about how and when families seek treatment for the prevalent illnesses remains
incomplete (17). A study conducted in Jimma hospital showed that 49.3% of sick individuals
who reported to out patient department within 1-7 weeks and 11.8% within 24 hours (23). A
study in east Showa showed that 25.5% of malaria patients visited malaria control laboratory
within two days and the rest after 3 or more days for giving blood sample for malaria diagnosis
(24). Another household study showed that illness was reported in 17.3 % of patient within 4-6

days, before survey and 21.6 % of reported within 7-14 days (16).

2.3 Alternative health care utilization among sick individuals

There are always alternative health care services to counter act or withstand the challenge of
health problems with the limited availability of modern health care options (25). The WHO
report state over 75% of rural population in Africa seeks health care among traditional healers.
The main reasons include that it is integral part of every culture, socially acceptable, widest
coverage. There are multistage resorts of health care provider from different group of sick
individuals. So sick individuals initially resort health care service from traditional healers and
additionally resort to modern health care (26). In Nepal, of those who sought health care 81%
first visited traditional healers (35).

A study conducted in Jimma hospital showed that 26.9% of rural and 12.3% of urban patients
admitted to the hospital were found to use traditional medicine prior to their arrival to hospital
(27). The use of drugs from informal sector such as open markets and village kiosks encouraged
the practice of self-medication. For self-reported sickness there was self-medication resorted
from 28.5% - 81.5% from different surveys. The most common reasons reported for self-
diagnosis and self-medication were non-seriousness of disease, emergency use, and previous
experience (28, 29).

The effectiveness of health care is determined to some degree by consumer’s satisfaction with
the services provided. A client who is satisfied likely complies with the provided medical service

at any longer period. Satisfaction found to have a direct relationship with increase in age but an

inverse relationship with increase in educational level and associated with length of waiting,



consultation time, and type of investigation performed (30). When an individuals dissatisfied due
to different reason there is non-compliance. There fore non-compliance could be lack of money

to buy drugs or feel the side effects of drugs to be intolerable or forget to take them (31).

2.4 Health care provision and an effect of injection provision

Most sick individuals prefer injection for their sickness with different reasons and kinds of
disease they acquired. A study in Bahirdar Zuria Woreda showed that there were 13% overall
prevalence of injection from those who visited health institution. Of these injections provided
59.8% were from health care facilities while the rest by informal injection providers (32).

Present information has provided a highlight about various symptoms obtained from facility
based survey and specific area. It does not give a whole picture about health care seeking
behavior according to decision making and the role of ancillary health care providers. It is well
known that the demand for and use of health service mainly affected by access to the health
service. However, there are also other side that should be given due emphasis which are
associated with perceived morbidity and factors that affect health service utilization. This study
tried to assess and would like to fill the aforementioned gaps.

3. Objectives

3.1. General Objectives:



To assess health care seeking at household level and identify factors affecting the utilization
of health care services in Sodo Zuria Woreda.

3.2. Specific Objectives:

¢ To identify symptoms of sickness (type of diseases) prevalent among members of the
selected households in Sodo Zuria Woreda

e To assess the decision making process at the household level to overcome the illness,

e To determine factors that affect treatment seeking behavior of the household members, and

e To assess factors that determine the utilization of health care services

¢ To identify type of service sought from (provided by) local healers (injectors)

4. Materials and Methods

4.1. Study Area:



The study was conducted in Sodo Zuria Woreda, Wolaita Zone, the southern nations and
nationalities and peoples’ region(SNNPR) of south Ethiopia. The capital town of the Woreda is
Sodo, located 380 Km away from Addis Ababa on the way to Arbaminch town. Wolaita Zone
has seven Woredas, 20 urban dwellers associations, and 274 peasant associations. The total
population of the zone for 2000 was 1.48 million. Sodo Zuria Woreda is one of the seven

Woredas found in the Zone, with a population size of 259,955 and sex ratio 1:1(33).

The Woreda has one hospital, one health center, 10 health stations (NGO, Private), and 17
pharmacy and rural drug venders. The health service coverage in 2002 was 31.6%. Malaria,
gastritis, intestinal parasitosis, eye disease, upper respiratory tract infection, skin infection, and
urinary tract infection were the main health problems of the Woreda. The main ethnic groups are
Wolaita and Gammo. The major religions are Christianity; namely protestant and orthodox

Christian. The official languages are Wolaintigna and Amharic (33).

4.2. Study Design:

The study utilized a community based cross-sectional study design that employed both
qualitative and quantitative data collection methods. The quantitative methods used structured
questionnaire while the qualitative method employed in-depth interview for key informants and

household respondents.

4.3 Study Population:

All households residing in Sodo Zuria Woreda were the source population.

The study unit was individual with and without illness.

10



For qualitative study- local healers, herbalist, community health workers, trained and  non-
trained birth attendants were the study subjects. In addition, household respondents who

participated in quantitative study in study area were also study unit.

4.4. Sample Size determination:

Using a single proportion cross-sectional formula the sample size calculation considered the

following assumption:-

Desired precision (%) 5%

Expected prevalence (%) 50 %( morbidity prevalence)
Design effect 2

Confidence level 95%

Calculated sample size 768

Estimated non-response rate 10%

Total sample size(Individuals) 844

P1-Po

4.5 Sampling technique:

I. Quantitative part:

11



Sodo Zuria Woreda was selected purposively because of the existence of hospital, health center,
private health facilities, and NGO health care providers. A total of 10 kebeles were included in
the survey, 3 kebeles in town and 7 in rural. The kebeles were selected using simple random
sampling methods. The sampling considered probability proportion of population size in urban
and rural. Systematic sampling technique was employed for households selection method

considering equal number of households in each kebele (i.e. 84 study subjects)(Figure 1).

IL. Qualitative part:

Key informants were selected using “snow ball’ technique to identify index person from the
study area and this was communicated and brought others until saturation reached.

A total of six traditional healers, five traditional birth attendants, and eight community/ trained
traditional birth attendants participated in the interview from seven peasant associations and

three urban kebeles.

Household respondents were selected from each community, who was participated in
quantitative survey. The number of participant considered sufficient, when the information was

getting saturated.

WOLAITA ZONE

l

SEVEN WEREDAS
12




l Purposive selection

SODO ZURIA WEREDA
URBAN WEREDA RURAL WEREDA
(10 KEBELES) (34 KEBELES)

Simple random sampling

l

THREE KEBELES

SEVEN KEBELES

l Using systematic sampling l

From each kebeles 84 sick

From each kebeles 84 sick individuals

individuals

L

TOTAL SAMPLE SIZE=844

Fig. 1. Sampling frame for selection of Kebeles and total sample size in Sodo Zuria Woreda

4.6 Data Collection Technique

The data collection was carried out using structured questionnaires filled by data collectors. The

questionnaire prepared in English and translated from English to Amharic and re-translated back

to English to check the reliability of the instrument. Before undertaking the data collection the

instrument was tested taking 5% eligible for the feasibility of the questionnaires. The pre-tested

data was not included in the main data.

The interviewers were recruited from the study area having completed high school, speaking

local language, and have previous experience of data collection. The interviewers consisted of

four males and four females. One nurse and one environmental technologist were selected as

13



supervisor considering their knowledge of biomedical practice (this considered as a resource of
information for data collectors). Both interviewers and supervisors were trained, demonstrated,

and practiced the data collection technique.

Data collections started from the first household as reference point using lottery method and the
next household would be identified by adding a dividend number of community household
number by 84. During data collection when the house was found locked next time the house was
revisited three times. The household head or housewife was asked to report the illness

experienced and health services or treatment used within 4 weeks prior to the survey.

The qualitative data collection used in-depth interview for key informant i.e.; traditional healer,
community health worker, traditional birth attendant, and trained traditional birth attendant and
household head or housewife using directing questions. The data collection employed interview
with exploration through probing questions. Tape recorder was employed for key informant;
kebele office and outskirt to home was the area where interview was conducted. Due to shortage

of cassette and shortage of time hand writing were employed for household respondents.

4.7 Variables

14



4.7.1. Dependant variables: Health service utilization, decision making process, type of

health care sought, Family perception towards injection, and injection  providers.

4.7.2. Independent variables:

Demographic characteristic: - age, sex, marital status, family size, religion, ethnicity. Socio
economic factors:- educational status, economic status (income), occupation.
Residence: urban and rural

4.8 Data Analysis:

Data analysis was started by sorting and performing quality control checkup at field. Data was
checked in the field to ensure that all the information were properly collected and recorded.
Before and during data processing the information was checked for completeness and internal
consistency. For quantitative data processing, master sheet or template was prepared and the data
was entered, categorized, coded, and summarized using EPI 6 and transformed to SPSS version
10.00 in the computer for further analysis. It was verified that all totals corresponded to total
number of study units. There were special columns for no response or missing data to arrive at
accurate total figures. The analyses was verified using descriptive interpretation for demographic
and socio-economic variables using frequencies and means, and comparative interpretation was
employed for internal analyses using cross tabulation. Multiple attributes for outcome variables
was checked for its association using Chi-square, odds ratio and the main attribute was identified
and analyzed by controlling the confounder using multivariate analysis. The significance was

checked using p value and 95% confidence interval.

15



For qualitative data the response was transcribed to Amharic and translated to English and the
main response were categorized to its theme. The main response from the respondent was

reported using narrative and mentioned in direct quotation.

4.9 Operational definitions

Disease: any deviation from normal function of any part, organ or system of the body diagnosed
and confirmed by physician

Health care: an institution which provides promotive, preventive and curative service that can be
owned by public, private and non-governmental organization

Household: a group of related people or family living together

IlIness: the subjective response of the patient and of those around him to his being unwell
Kebele: The smallest administrative unit in an urban and rural area.

Self-medication: where ill-health is first recognized and all the therapeutic options initiated and
utilized with or without consulting medical practitioners

Sickness: the social connotation and socially acceptable role of an ill person

Traditional medicine: spiritual, religious, and experience based knowledge and practice applied

to treat patient with apparent illness and sickness.

16



4.10 Ethical consideration

Ethical clearance was obtained from ethical review committee of Addis Ababa University,
Medical Faculty and this was communicated to the SNNPR Health Bureau, the Wolaita Zone
Health Bureau, and the Woreda Health Desk. Prior to data collection, verbal consent was
obtained from the study participants. All information that was obtained from the individual was
treated confidential. During survey when the interviewer found debilitated, neglected and sick
individuals in critical condition, immediately data collectors inform to supervisor and care
provision was facilitated by negotiation with the families.

5. Result

A total of 844 households were visited for the survey. Of these 233(27.6%) were from urban and

611(72.4%) were from rural area. Among these 824(97.0%) completed the questionnaires

17



properly. Of the non-respondents, 17(2.0%) refused to give information and 3(0.4%) were

unavailable for three consecutive visits.

5.1. Socio demographic characteristics of household respondents

Out of 824 household respondents, 355(43.1%) were males and 469(56.9%) were females. The
minimum age was 17 years and maximum was 99 years, with mean and standard deviation of

39.69413.08 years. Majority of respondents were within the age group of 25-54 years (Table 1).

As for religions of the household 447 (57.9%) belonged to protestant group, followed by
Orthodox Christian, 319(38.7%). Wolaita was a dominant ethnic group, which accounted for
732(85.8%), followed by Gammo 42(5.1%). Majority of the respondents were married
685(83.1%). Housewives comprised of 350(42.5%), followed by farmers 270(32.8%) and
employee (government and NGO) 58(7.0%). Approximately 418(50.7%) earn less than 100 birr
per month. The literacy status showed that 420(51.0%) were not able to read and write, followed
by 1-6 grade students 154(18.4%). The median household size was 6 and 501(60.8%) were
having less than six families. The maximum family size was 18 household members (Table 1).
Among 498 sick individuals wife constitute 167(33.5%) and followed by son 47(29.5%),

daughters 102(20.5%), husband 68(13.7%) and others 2.8% from household reported sickness.

Table 1. Socio demographic characteristics of household respondents in Sodo
Zuria Woreda, January 2005 (n=824)

Characteristics Frequency Percentage

18



Resident
Urban

Sex
Male

Age
24

Religion
Protestant

Ethnicity
Wolaita

Rural

Female

15-

25-34
35-44
45-54
55-64
65"

Orthodox
Muslim
Catholic

Gammo
Ambhara
Gurage
Others

Marital Status

Single

Married
Widowed
Divorced

Employment

Household wife

Farmer
Business man
Employee

19

233
611

355
469

58
243
261
159

63

40

447
319
10
18

732
42
23
11
16

26
685
108

350
270
72
58
25
49

27.6
72.4

43.1
56.9

7.0
29.5
31.7
19.3

7.6

4.9

57.9
38.7
1.2
2.2

88.8
5.1
2.8
1.3
1.9

3.2
83.1
13.1

0.6

42.5
32.8
8.7
7.0
3.0
5.9



Daily labourer

Others
418 50.7
Monthly Income 2.;2 %(8)2
<100 Birr < o
101-300 Birr 26 39
301-600 Birr
600" Birr
No response
Educational Status 420 51.0
85 10.3
154 18.4
) 126 15.3
Not read and write 26 3.2
Read and write 13 1.6
1-6 grade
7-12 Grade
12* Grade
College

5.2. Socio demographic characteristics of individuals who reported sickness

Of sick individuals males comprise 217(43.6%) and females were 281(56.4%)(Table 2). The
minimum age was one month and the maximum was 84 years, and mean age with standard
deviation was 25.36+18.38 years. Majority of sick individuals were from 21-64 years, which
accounts for 245(49.2%). 285(57.2%) was Protestant that dominant religion followed by
Orthodox Christian 192(38.6%), Woliata accounted 445(89.4%), followed by Gammo 23(4.6%).
Most sick individuals were single 215(43.2%) and next married 196(39.4%) and widowed

50(10.0%).

The socio demographic variable of household was not associated with sickness report. The age

groups between 35 -44 years and age groups above 65 years old were significantly associated
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with reporting sickness. Only family size has an association with sickness report, and household

with family size more than six reported more sickness among less household member ( Table 2).

Table 2. Socio demographic characteristics of household respondents in association with

sickness report in Sodo Suria Woreda, January 2005 (n=498)

Characteristics Sick #( %) Crude OR (95%) Adjusted OR (95%)
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Resident

Urban
Rural

Sex

Male
Female

Age
15-24
25-34
35-44
45-54
55-64
65*

Religion
Protestant
Others

Ethnicity

Wolaita
Others

Marital
Status

Married
Others

Employment

Employee
Other

Educational
Status

Not read and write
Literate

Income

<100 Birr
100-300 Birr

132(26.1)
366(73.4)

217(43.6)
281(56.4)

29(5.8)
137(27.5)
171(34.3)
98(19.6)
34(6.8)
29(5.8)

279(56.0)
219(44.0)

443(89.0)
55(11.0)

459(92.2)
39(7.8)

40(8.0)
458(92.0)

258(51.8)
240(48.2)

241(48.4)
140(28.1)
63(12.6)

1.00
0.90(0.66,1.23)

1.00
1.27(0.50,1.70)

1.00
0.77(0.42,1.43)
0.53(0.28,0.97)*
0.81(0.61,1.08)
0.85(0.39,1.85)
0.38(0.15,0.88)*

1.00
0.82(0.62,1.09)

1.00
1.03(0.66,1.60)

1.00
1.06(0.63,1.81)

1.00
1.94(0.84,2.65)

1.00
0.35(0.82,1.44)

1.00
0.95(0.68-1.33)
0.48(0.27-0.82)*
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1.00
1.05(0.73,1.50)

1.00
0.84(0.62,1.12)

1.00

1.76(0.68,4.55)
1.62(0.74,3.57)
1.27(0.59,2.74)
1.52(0.69,3.29)
2.19(0.93,5.19)

1.00
1.21(0.90,1.64)

1.00
0.88(0.40,1.93)

1.00
0.94(0.53,1.86)

1.00
0.87(0.40,1.93)

1.00
0.69(0.69,1.36)

1.00
1.41(0.77-2.56)
1.30(0.70-2.40)



301-600 Birr 36(7.2) 0.75(0.43-1.46) 0.63(0.30-1.32)
>600 Birr

Family sSize 284(57.0) 1.00 1.00
1-6 214(43.0) 0.67(0.50,0.89)* 1.46(1.09,1.96)*
>6

5.3 Sickness profile of households

The sickness profile of the household for the four weeks prior to the survey showed that 498
(60.4%) reported sickness. Of these report there were two households with two or more
individuals were ill. Among a total of 5114 individual members of the households included in the
study, 498(9.7%) reported sickness. The proportion of individuals who reported illness was

similar in urban (10.5%) and rural (9.4%) areas.

A total of 498 sick individuals reported different kinds of symptoms in preceding four weeks.
Among these, fever accounted 248(49.8%), followed by cough 89(17.9%) and abdominal pain

with or without diarrhea 56(11.2%) (Fig.1).
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others | 111.0%
Injuries | ]3.2%
Eyedisease | |4.0%
Skin disease | ] 2.0%

Abdominal pain I 11.2%

Fever | 49.8%

Cough | 17.9%

Fig.2 Type of sickness (symptoms)reported at household level
within four weeks in Sodo Zuria Woreda, January 2005

For a question “Who identified the sickness?” the respondents responded that it was identified by
their previous experience accounted 271(54.4%) followed by household members 179(35.9%)
and the least were religious leaders 1(0.2%).

At household level sick individuals ask and communicate household members during illness.
The study indicated that the first person who was preferred by sick individuals during sickness
was fathers 263(52.8%) followed by mothers 132(26.5%). Outside home neighbors were
consulted that account 221(44.4%) and followed by grand parents 120(24.1%) and religious
leaders were last resort for consultation 19(3.8%) (Figure 2).

There were many type of care sought at home level, among these rest accounted 182(36.5%) and
followed by “nothing was given” 136(27.3%) and others still resorted self-medication 14(2.8%).

24



9%

52% O Father

B Mother
O Children
OOthers

Fig. 3 Type of person who was in contact at home for sick
individuals during sickness in Sodo Zuria Wereda, January
2005

5.4 Type of measure taken for sickness

Modern medicine was sought by 398(79.9%) of sick individuals. Majority of sick individuals
188(47.2%) sought health service with in 1-3days followed by 156(39.2%) who sought care in 4-
7 days of illness. There is association between residence and health service utilization that
showed x’= 11.36 with p=0.001 and it is statistically significant with OR: 2.138 with 95% CI
1.369, 3.340. The other socio-demographic characteristics do not show any association.

Among individuals that reported sickness private health institutions were visited by 197(49.4%),
and public health facilities were visited by 194(48.6%) (Table 3).
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Table 3. Type of health service utilization and visiting of sick individuals in Sodo Zuria
Woreda, January 2005

Characteristics Number Percentage
Treatment provided from health care institution (n=498)
Yes 399 80.1
No 99 19.9

Type of health care unit visited(n=498)

Private health care

Public health service center }gz jgg
NGO health cent )
L. 17 4.3
Traditional treatment
H 3 0.8
ome treatment
Self-medication 1 0.3
1 0.3
Number of frequency of visit to health care institution
(n=498)
. 322 81.1
1-3 time 43 10.8
4-6 times 33 2 1
>6 time )

During health institution visit sick individuals claimed that they were seen by doctors account
177(44.6%) and followed by nurse 98(24.7%), junior health professional 40(10.1%) and some
did not know who provided them the treatment 46(11.6%)(Table 4). The sick individual were
provided by health care provider with respect 312(78.4%) and polite 224(56.3%), and few were
treating them friendly 70(17.0%). Most of the sick individuals who visited health facility would
like to return again 371(93.2%) and the rest would not like to return (Table 4).

In addition to the previous visit to health facilities, some sick individuals sought additional health
institutions and health care providers. The clinic was sought of 65(35.5%) and followed by
health center 60(32.5%) and the least was local healers. The reason forwarded for additional
treatment was their sickness was not relieved by previous treatment of 130(36.3%) and they
needed efficient and effective diagnostic facility, 28(7.8%) (Table 4).
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Table 4. Health care providers type and attitude of sick individuals to health professionals
in Sodo Zuria Woreda, January 2005

Characteristics Number Percentage

Type of person who served at health 177 44.6

. e _ 98 24.7

institution (n=498) 16 116
Doctor 40 10.1
Nurse 30 7.6
Health assistant 4 1.0
Junior health professional 2 0.6
Health officer

I don’t know
No response
Health professionals approach during treatment provision

(n=498)
312 78.4
R tful
Potie 223 56.2
175 44.0
Knowledgeable
. 70 17.6
Friendly
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Sick individuals additional visit to 68 35.5

: 60 32.8
health §9rV|ce (n=186) 2 186
Clinic 6 3.3
Health center 4 2.2
Hospital 14 77
Traditional
Local healers
Others
Reason for additional treatment 132? 35693
(n=186) p L
Sickness is not relieved 1 03
Not satisfied with result 28 78
Referral
Insisted with relatives
Others

5.5 Traditional healer role in health care seeking

Traditional healers were one area of treatment sought and visited by sick individuals. The reason
forwarded by utilizers was “they respect them” and “it was nearby”. During visiting majority of
them were provided massage 76(54.7%) followed by herbal medicine of 19(13.7%) (Table 5).

The survey tried to identify the sick individuals’ injection practice. From the sick individuals
111(22.3%) got an injection for their sickness. Majority of the sick individuals were given an
injection from health center and clinic with 39(35.5%) and 30(32.7%) respectively. The
remaining injections were provided from hospital 19(17.3%) and pharmacy 4(3.6%) and only 1
individual was provided injection by local healers. The injections were ordered by health
professionals in the majority of cases 83(75.5%) while they were requested by households to sick
individuals by 16(14.5%). According to the respondents response injections were given by
“doctor” that account 55(50.0%) followed by health assistant 34(30.9%) and few got from local
injector 6(5.5%). Majority of the sick person who got injection did not have a problem
102(92.7%), while one individual got abscess. The sick individuals claimed that the following
sicknesses needs injection: cough (78.8%), fever (78.5%), injuries (55.9%) and abdominal pain
(55.6%) (Table 5).
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Table 5. Traditional healers’ utilization and injection practice among sick individuals in
Sodo Zuria Woreda, January 2005

Characteristics Number Percentage
Type of treatment provided from traditional healers
Massage N 76 547
Herbal medicine
C L 19 13.7
auterization
p 12 8.6
rey
. 5 3.6
Advice
No response I 0.7
26 18.7
Injection provision for sick 111 223
individuals (n=498) ) [
Yes .
No
No response
Type of sickness claimed that need injection (n=498)
Cough
Fever 376 78.8
Abdominal pain
Skin di 374 78.5
. ye cusease 194 40.7
262 54.9
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There were 100 sick individuals who had not visited health facility within the four weeks prior to
the survey. Among these, majority reported shortage of money 78(77.2%), area of residence as
the main factor for non utilization of health care unit. The others claimed that sickness relieved
by itself 11(10.9%) and some stated disease is not treatable and shortage of time with 3.0% and
2.0% respectively. There were people who treated themselves for different types of sickness.
The reason forwarded for self treatment was not reported 45(50.6%) and some claimed that there
was long stay in health service institution 11(12.4%) and self treatment was cheap 10(11.2%).

The other question forwarded to those who did not took treatment for their sickness was “where
did they think would be the appropriate place for the current sickness?”” was responded as the
appropriate place for their current sickness would be modern medicine account 95(94.1%) and
the rest claimed that disease resolve itself and traditional treatment would be the best account
2.0%.

5.6 In-Depth Interview for Household Member in Sodo Zuria Woreda

The in-depth interview tried to explore household members’ experience in decision making.
Majority of the respondents claimed that the immediate contact person for consultation at
household level have been household head. On the other hand, others would like to consult

health professional. In addition, most sick individuals ask advice from neighbors.

In some families mainly the whole families sit down to find a solution, this was facilitated
through discussion among household members. If the problem were beyond the capacity of
family members, there would be consultation to knowledgeable and experienced person living
nearby. When mothers and fathers were getting sick they consult their children. Religious
families mainly pray for preserving and curing them from sickness. However, there was room for

looking modern medicine.
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It was mentioned that decision makers or a consultant decision depends according to the severity
of sickness. When the sickness was not serious they decided alone, however, when the sickness
was getting severe and chronic usually a decision maker consult friends, neighbors, and religious
leaders. While the condition of the sick person was getting severe and when there would be no
good prognosis in near future, relatives from nearby and those who live faraway would be called
and consulted with due assumptions of treatment and to facilitate expected outcome. When the

family needs money it could be extended to money borrower.

Respondents mentioned that there were some sickness which needs special concern and
consultations from people living nearby i.e. neighbors and elderly. Of these cough, diarrhea and
fever require additional consultation before seeking treatment at home or to transport for medical
help. Majority of respondents mentioned that malaria need immediate consultation followed by
tuberculosis, and abdominal pain with diarrhea, prior to treatment. Still some claimed typhoid
fever, HIV/AIDS, liver disease, and nerve disease needs consultation. Few claimed fracture,

hypertension, asthma, diabetes mellitus, and dental disease also need consultation.

Majority of decision maker have a positive attitude towards modern medicine. When the head of
household or decision maker had previous exposure to health care he would advice, encourage or
support modern medicine. Some group of people said "health professional are mainly trained
and prepared for provision of health service so they are better”. Still some tried to explain that
"modern medicines have better supply of equipment and medication” and this would be a good

reason to be supported by decision maker.
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Among a number of sicknesses reported from respondents’, malaria stand top sickness that was
considered severe disease followed by pulmonary tuberculosis, HIV/AIDS, and liver disease.
Diarrhea, typhoid, cancer, and tetanus were also reported as severe sickness. Again malaria,
typhoid, abdominal pain and eye disease were also claimed moderate sickness. Some
respondents claimed that injuries and accident and dental caries were moderate sickness.
Common cold and headache reported as mild sickness. Arthritis and abdominal pain, mild

injuries and “wugat” were also mentioned as mild sickness.

Majority of respondents mentioned that children and pregnant mothers would be given priority

during sickness out of the whole families.

5.7 In-Depth Interview for Key Informant in Sodo Zuria Woreda

The key informant interview was conducted with assumption of direct and indirect associations
with health care provision and having an influence on health care provision. A total of six
traditional healers, five traditional birth attendants, and eight community/ trained traditional birth

attendants participated in the interview from seven peasant associations and three urban kebeles.

Dirty, shortage of food, parasites, and insects like mosquito were mainly mentioned as cause of

sickness from CHA and TTBA respondents.

32



From different sickness that were mentioned by key informant, diarrhea which was not profuse
and not complicated with vomiting, fever which is mild form, and eye disease could be managed
at home, otherwise, all form of sickness need treatment at health institution. Mother role at
home would be provision of care for household during sickness and father role would be
supporting economically and facilitate treatment. “During sickness the household should seek
advice and consultation from neighbors and health care provider living nearby” said CHA’s and
TTBA’s. They claimed that the communities mainly consult them during epidemic and

emergency situations.

According to them, the kinds of sickness should be classified according to their severity.
Headache, common cold, and abdominal cramp were considered and mentioned as mild
sickness. HIV/AIDS, tuberculosis, malaria, and diarrhea were mentioned as severe forms of

sickness.

Previously, locally known as “festal hakims” were providing health care in the community,
nevertheless, recently sick individuals resort to modern medicine. The reason for the diversion of
sick individuals to modern medicine was due to their effort to create awareness about the side
effect of unnecessary and unprotected injection. On the other hand, traditional healers were

providing health care for eye disease, evil eyes, mental illness, and convulsion.

Tuberculosis, abscess, fever, cough, and injuries were claimed by the respondents that require
injection during treatment. Other sickness like abdominal pain and eye disease do not need
injection. All key informants mentioned that injection should be given in health institutions.
However, there were ‘Festal hakims’ previously providing injections, nowadays, this group of
people were discouraged and prohibited by government and the community. At present they did
not actively involve in provision of injection. If they were found to give injection in the
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community, they would be asked for illegal conduct. They might be punished; actually they were
not able to specifically mention the type of punishment.

6. Discussion

This study employed subjective reporting of sickness using cross-sectional study to assess the
health care seeking. From the total household member sickness was reported by 9.7 %, urban and
rural study subjects reported 10.5 % and 9.5 %, respectively within four weeks recall period. On
the other hand survey conducted on the basis of recall period of two weeks in Dabat health
project showed sickness report from urban was (4.0%) and rural (7.2%)(18), another base line
survey in Gurage zone showed (4.0%) of urban and (5.0%) of rural residents reported
sickness(15). Other study on the basis of four weeks recall period reported 18 %(12). In the
above two base line survey the sickness report in both urban and rural setting is lower than this
study, however, the four weeks recall period showed an excess report. The excess frequency in
this study of urban over rural is due to the number of households that existed in each family in
urban is less than the rural family. In general, there could be an over reporting of symptoms due

to geographic difference.

With regard to sex, sickness was reported by 56.9% of females and 43.1% of male from the sick
individuals. In Gurage Zone Cheha Woreda base line survey showed that (5.0%) of female and
(4.8%) of male reported sickness (15). In this study as well as the above mentioned studies there
is an excess report of sickness by female but it is not statistically significant. It can be explained

as male may not consider simple sickness as a special issue.
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With regard to age 25-35 years and age above 65 years have reported an excess sickness than the
age group of 15-20, but it can not be confirmed with adjusted. On other hand study in Adami
Tulu showed that 12-49 years of male individuals reported more STI syndromes (14). This age

group of population might reported more sickness because of their awareness to sickness.

Urban population has utilized health service more than rural populations. This is supported as
resident and health service utilization was associated with x’= 11.36; p= 0.001 and it is
statistically significant with OR: 2.14 with 95% CI 1.4, 3.34. The DHS survey by CSA also
indicated that there were more urban versus rural population utilized health service (6). There
was a higher rate of health care utilization among men than women, the age group 15-49 years
than other age group and urban over rural area(22). This can be explained by the fact that the
urban population has more access to information than rural population. However, Socio-

demographic variables in this study did not show an association.

The study shows a family size less than 6 people reported less sickness than large families and
this is statistically significant OR: 1.46 with 95% CI 1.09, 1.96. On other hand a study in Indian
showed that higher household size has a negative relation ship with probability of falling
sick (11). The finding in this study is consistent with the above study and the excess report of
sickness from families’ size above six household members can be explained as there could be

less share of resource that can expose the family member to different forms of sickness.

The study also showed that the most prevalent symptoms were fever, cough, and abdominal pain

from sick individuals. The perceived sickness in many studies reported fever, headache,
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abdominal pain, cough, and eye disease (18, 19, 20). Others reported malaria and diarrhea. The
trend of sickness through out the survey showed that there are commonly reported sickness,
nevertheless, there are prevalent sickness that have been reported from place to place and this

can be explained that there is a difference in geographic and disease prevalence.

In this study almost half of sick individuals visited health unit within 1-3days and most patient
visited health unit within 1-7 days. A facility based study in East Showa found 25.5% of patient
visited laboratories of malaria center within two days and the rest come after 3 days (24). In both
studies sick individuals visit health service institution after 3 days and these may be explained
that sick individuals resorted modern medicine after all possible trials available in their

surrounding.

With regard to consultation father or household head were the most important person consulting
and being a contact person at household level followed by mothers during sickness. The study
also showed neighbor played a great role for consultation (44.4%). Indian study showed women
consult family member usually head of household (44.5%) and neighbor 3.0 %(11). It is obvious
that household head is controlling the economy and more responsibilities are given in the
society, so that it would not be different in our setting. With regard to neighbor support system, it
showed that there is a strong bond among one family to other living nearby. On the other hand
study from Ethiopian arm showed that peers were found to be the most important source of
information for STD related symptoms (34). In both studies people living nearby whether as

peers or families are good sources of information.
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When some body gets sick different kinds of treatment options are presumably resorted. The
study showed that sick individuals at household level took rest (36.5%) and others took no
measure at all (27.3%). Some abstain food and drink intake (6.2%). From positive health
behavior point of view those who encourage food and drink intake and rest can be taken as
promotive. There are few peoples who abstain food and drink intake during sickness and the

reason need to be identified.

Of individuals who visited health care services, 80.1% of sick individuals sought care from
modern medicine. On other hand study in rural Dabat project showed 27.8% of people visited
health institution for their sickness, and other survey in Cheha Woreda showed that 48.9% of
sick individuals got help from health institution and 35.8% did nothing for their illness (18, 19).
There is large portion of sick individuals resorted to modern medicine in this study. The probable
explanation could be the society may give special attention to sick individuals. Other explanation
could be due to the new health policy the health promoter have been played a great role in

promotion and health education in the society.

Among sick individuals 48.6% visited public health institution and 49.4% visited private health
care unit. The finding may show that the society transformed from total relay to public health
institution utilization and look for alternatives like private health institution. This is supported by
a comparative study in Wolaita Zone that a study subject got care in health center. Among these
were not satisfied by services, because drug was not available and long waiting hours (35). The
main reason for seeking health care in private health institution could be public health institution

may not able to avail prescribed drugs and diagnostic test.
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The study tries to assess respondent’s knowledge about the professional title of health workers.
44.6% of respondent claimed that doctors (physician) had provided health care during their visit
to health care unit followed by nurse 24.7% and only 1.0% claimed they do not know their
profession. The respondents report is doubtful, because in lower level health institutions, health
professionals do not put tag in their chest frequently. The other explanation is provided that
majority of sick individuals visited clinics and health centers, and these areas at this moment are

not covered by physicians.

The study also tries to assess the attitude of sick individuals towards health professionals. Most
respondents reported that health professionals were treating respectful (78.4%) and communicate
with polite (56.2%). To support the above response the questionnaire was put in another form to
get additional information about a respondent in such away that whether the respondent return
back to health care provider again. Majority (93.2%) claimed they would return back to health
care giver if they would be sick again in near future. This finding indicates that health
professional character and their relationship towards health service provision towards the
consumer is encouraging.

The study also assessed the traditional healers’ role in health seeking behavior. Out of sick
individuals who visited traditional healers massage and herbal medicine were mainly provided.
The reason for seeking traditional healer of sick individual was they were nearby and with short
walking distance. A study in rural Nepal showed from those who visited health care 81% visited
traditional healers prior to visit modern medicine (36). Despite low utilization of traditional

health care unit the study in this survey agree with the reason for utilization.

The research also tries to assess injection practice and perception to injection and its influence

towards health care seeking behavior. The study found that 22.3% of sick individuals were
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given injection for their sickness. On the other hand, a study in Bahirdar Zuria Woreda showed
there was 13% of overall prevalence of injection from those who visited health institution and
these rose to 39% from those who visited formal health care facilities (32). The overall injection
rate observed in this study was not significantly higher than the above study. In this study
majority of sick individuals were provided injection from health center and clinic and more
injection (75.5%) was given by health professionals. This shows that lower health institutions are
the main source of injections and this may be explained that oral medications are scarce or health
professionals’ attitude towards injection is questionable. Most individuals mentioned that
injection was provided by “doctors”. Their claim about injection provider was doubtful because
people in developing countries especially in Ethiopia assume that white gown wearing health

professionals are considered “doctor”.

Majority of respondents claimed that cough and fever need injection and this was extended to
other sicknesses. This shows that there is a deep rooted belief in injection healing power in

communities. This may need further exploration through study.

The most frequent reason mentioned in many study for utilization of self medication were the
disease was minor, the health service provision site were far, and they could find medication
from drug retailers any where. In this study self medication was preferred due to long waiting
hours in health care unit, the treatment was cheap and they already know treatment for their

sickness. The finding in this study has the same opinion with others study findings.
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The qualitative study of in depth interview for household respondents and key informant
indicated that decision making at household was conducted by household head and this is shared
by household members. Outside home neighbors, elderly and religious leader were consulted
during sickness. The consultation depends on the severity of the sickness, outcome of the
sickness, and economy of the household. This finding shows that household should be the main
area where health professionals can employ their effort to promote health service. In addition,

neighbors play a great role in promotion and rehabilitation of health.

From different kinds of sickness cough, diarrhea, and fever require additional consultation from
other group of members. Some disease like malaria, pulmonary tuberculosis, and HIV/AIDS are
considered severe; eye disease is considered as moderate and common cold, headache and
“Wugat” are considered mild. On other hand, a Nepal study reported household categorized
34%of sickness perceived as mild illness. These were referred to flu, headache or body pain,
41% of sickness perceived as moderate these comprised diarrheas, stomach pain and chest pain
and 24% felt that the illness was severe and these were diarrhea with vomiting, high and
persisted fever and injury with bleeding (36). This finding agrees with the above study and gives
an opportunity to gear health care provision priority towards those disease mainly considered

important in the community.

Mothers and children are given priority during sickness from the family. This shows a positive

affirmative action towards female and children, who are more prone for different form of

sickness due to their compromised physiology and immunity. This area should be promoted.

40



From key informant CHA and TTBA have a good knowledge about sickness but TBA and
traditional healers have low level of awareness about sickness. This finding indicates that since
health care provisions are given by this group of people by virtue of available health care unit so
that their defect should be identified for further implementation. The local healers that were
known as “Festal hakims” role are discouraged by both utilizers and health care promoters like
CHA and TTBA. This is a good information that indicates community awareness have getting

improved and this can be applied for prevention of communicable disease like HIV/AIDS.

7. Strength and Limitation of the survey

7.1 Strength.
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+» It employed community based study
+» It used both quantitative and qualitative studies for triangulation

¢+ The study used both urban and rural community for comparison

7.2 Weakness:

¢ The study utilized perception and oral report of an individuals for sickness report

#* There is time limit to follow sick individuals in different time

8. Conclusion

The study showed that the sickness report has no association with resident (urban and rural),
socio demographic and economic characteristics. However, female reported more sick than male
but this was not statistically significant. With regard to family size, families who have more than
six household members reported excess sickness. The finding also revealed that there was high
urban to rural population health service utilization.
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The most prevalent symptoms reported in the area were fever, cough, and abdominal pain with
or with out diarrhea and some reported eye disease and injuries. For the given sickness, most
individuals visited health institution within 1-3 days. At home father or household head was the
main source of contact person and he has positive attitude towards modern medicine. Out side
home neighbor played great role on consultation and this finding was supported by qualitative
part. In addition, the qualitative finding showed that priority was given for pregnant mothers and

children during sickness.

From those who reported sickness, there was high proportion of modern medicine utilization.
The public health institution and private health care unit were visited with equal proportion.
There were a few who have not visited health institution; the reason was due to shortage of

money and lack of time.

Sick individuals got treatment from doctors (Physician) and nurses. Some claimed that they do
not know the title of health professionals. For those who visited health institutions, health

professionals treated sick individuals respectful and politely.

The injection practice in the community was relatively low. From those who were given
injection more injections were provided from low level of health institutions like public health
center and clinic. The health professionals were the main source of injection and there was no
problem reported from clients during injection. The most frequently reported sickness that was

claimed to be given injection were cough and fever followed by abdominal pain and injuries.
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There was self medication reported from sick individuals and the reason was long waiting hours

in health service, the treatment was cheap and they know the treatment for the illness.

Fever, diarrhea and cough were sickness that claimed mainly required consultation prior to

treatment seeking and CHA and TTBA were good promoters for health care provision.

9. Recommendation

Based on the finding of the result to facilitate health seeking behavior and health service
provision in household level and as large in the community the following recommendation are
forwarded.

1. The family consultation system ought to be employed as health promotion strategy at
household and community level for managing illness and preventive actions,

2. The existing private health care unit utilization should be promoted with due
consideration of quality control system,

3. Develop a health care provision system for those who are not able to get health services,
and

4. Further exploration is needed, “why excess injection is provided at lower level of health

institutions?”’
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11. Annex
Annex 1. English Version Questionnaires

This questionnaire is prepared for collecting information on health seeking behavior at household
level among household members in Sodo Zuria Wereda Wolaita Zone.

Consent form

001. Questionnaire identification number /--------- [~~~ /
002. Region: SNNPR

003. Zone: Wolaita

004. Wereda: Sodo Zuria

Greetings

Introduction:

My name is . Iam working as a data collector in a survey
conducted by the collaboration of Addis Ababa University, Medical Faculty, and Department of
Community Health so as to assess the type of sickness you have encountered, the type of health
care providers sought, decision making for seeking health care and the role about the local
healers for health seeking behavior at household level. Your name will not be written on this
form and will never be used with any information you tell me. You don't have to answer any
questions that you don't want to answer and you may end this interview at any time you want to.
However, your honest answers to these questions will help us better understand what people
think and do about health seeking behavior during sickness. We would greatly appreciate your
help in responding to this survey. Would you be willing to participate?

1. Yes 2.No

Signature of interviewer certifying that informed consent
has been given verbally by respondent.

Result codes: completed 1, respondent not available 2, refused 3, partially completed 4, others 5
005: Interviewer code [--------- [-mmmmmmmee ] Name
006: Date of interview: [------ fmmmmme g ]

Checked by supervisor: Name
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Signature

Date

Questionnaire One

Name of household head:

Sex

1. Male 2. Female

Age

1.
99.No response

Employment of household(head)

Housewife/ Not employed
Farming

Government employee
Private Business

Pension

Student

Trader

Others

Religion

Orthodox
Protestant
Catholic
Muslim

. Others

Marital status

Single
Married
Widowed
Separated

9. No response

Family size

9. No response

Ethnic group

Wolaita
Dawro
Ambhara
Sidama
Oromo
Guragie
Tigre
Others

9. No response

Monthly income

Less than 100birr
101-200birr
201-300birr

Greater than 300birr

AUONSOONANADN SO GRORN SR WD 0NN R W
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99. No response

1. Illiterate

2. Read and write

3. 1-12 grade

4. 12 and above

5. Graduated from college

1. Yes Skip to
2. No question
99. No response Two
1
2
3
4
5
6
9

Educational status

Is there a sick individual in the
household since the last one month?

v

. Wife

. Husband

. Son

. Daughter

. Relative(state)
. Servant

9. No response

If yes what is the relationship of the
sick individual with the household
head?

Sex 1. Male 2. Female

Age 1.
99. No response
House wife
Unemployed
Government employee
Farmer
Artesian
Student

. Others

9. No response
. Orthodox
Protestant
Catholic
Muslim

. Others
Single
Married
Widowed
Separated

9. No response
Wolaita
Dawro
Amhara
Sidama
Oromo
Guragie
Tigre

Others

Occupation

Religion

Marital Status

Ethnicity

PNOUNE LN SO RLN SN AL SO NO AW -
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99. No response

Educational status

Monthly income

If you were sick in the last one
month, which kind of symptom did
you have?/ the individual have?

Greater than 300birr
9. No response

1. Illiterate

2. Read and write
3. Gradel-6

4. Grade 7-12
5.12°
6. College graduate
1. Less than 100birr
2. 101-200birr

3. 201-300birr

4.

9

1. Cough with or without sputum
2. Fever with chill and rigor

3. Abdominal pain with diarrhea
4. Skin disorder

5. Eye diseases

6. Others(Injuries)

99. No response

How long have you been sick?

99. No response

Who was the illness
detected?(identified)

1. Self identified

2. Have previous experience
3. Household identified

4. Neighbors identified

5. Religious leader

6. Health professional

7. Other

99. No response

Who was the first person contacted
at this event at household level?

1. Father
2. Mother
3. Others (specify)

99. No response

Who was the first person contacted
at this event out of household?

1. Grand parents
2. Neighbors

3. Religious leader
4. Others (specify)

99. No response
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What type of measure was taken at
home level?

None

Rest

Abstinence of fluid and food
Encourage fluid and food
Pray for preying

Took left over drugs

. Other

NV AW

99. No response

What kind of measure have you
taken?( have you gone mention it?)

1. Home treatment

2. Rest

3. Traditional treatment

4. Private health care unit

5. Hospital
6. Health center
7. Nothing »Part 5
99. No response
Have you gone health service facility | 1. Yes
for recent sickness? 2. No No. 320
99. No response
When did you go to health care 1.
provider? 99. No response
If yes for (Q. No. 312) where did you | 1. Home remedy
seek the treatments? 2. Traditional healer >
2. 1. Non trained care giver Part 4

2.2. Wegesha
2. 3. Tsebel
2.4. Spiritual healer
3. Private health care
3.1. Clinic
3.2. Pharmacy
3.3. Higher clinic
4. Public facility
4.1. Health station
4.2. Health center
4.3. Hospital
5. NGO
5.1. Clinic
5.2. Hospital
6. Self treatment
7. Others
99. No response

How many times have you visited
the care provider in the last 1 month?

1. Number of visit

99. No response
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312

Who did you talk to or see at health
service care unit?

1. Doctors

2. Nurses

3. Health assistant

4. Traditional healers
5. Health officer

6. Junior health worker
7. Idon’t know

99. No response

313 | Health care provider during care Yes No
provision was ------ ? 1. Friendly 1 2
2. knowledgeable 1 2
3. Well qualified 1 2
4. Respectful 1 2
5. Polite 2
314 | Would you return again to seek 1. Yes
advice or treatment from this care 2. No No. 319
provider? 99. No response
315 | In addition to the above mentioned 1. Hospital
health care unit which health care 2. Health center
units have you visited others? 3. Clinic
4. Traditional healer
5. Local healers
6. Others
99. No response
316 | What was the main reason for 1. Because it s not relived
visiting additional health service? 2. I have not satistied
3. Referral
4. Insisted from relatives
5. Others
99. No response
317 | From the most recent symptoms you | 1. Yes
had, have you received any 2. No No. 318
treatment? 99. No response
318 | If you have not completed the 1. Due to side effect
medication Why? 2. Perceived not effective
3. Have not bought yet
4. Expensive(lack of money)
88. I don’t Know
99. No response
319 If you would not return again to Yes NO
seek the treatment ( Q. no 318) why 1. Made me unwelcome 1 2
not you return back? 2. Made me fell ashamed 1 2
3. Do not provide me
necessary treatment 1 2
4. Not knowledgeable 1 2
5. Others
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99. No response

If you have not received treatment
(Q. No 308) what were the reasons?

What is the most important reason
for resorting traditional healers (Q.
no 313) ?

More than one answer is possible
and circle all response.

Yes No

1. Shortage of money 1 2
2. Long distance 1 2
3. Perceived low quality of

Service 1 2
4. Do not believe in Biomedical

Therapy 1 2
5. Hatred for health care

Providers 1 2
6. Others

99. No response

I don’t get cure from medial care
They do not charge to much
They are respectful

There is no long waiting
Treatment is effective

Maintain confidentiality
Maintain privacy

Because, family recommended it
. Because, they are near

10. Others

99. No response

Wbk wh =

What type of medication have you
sought from traditional healer?

Massage

Herbal medication
Tattooing/cauterization
Spiritual care

Advice

Other

. No response

Have you been given an injection?

Yes
No

. No response

If yes where were the injection
prescribed?

NAE DD =YD =IO NN R WD =

Hospital

Health center/health post
Private clinic

Local healer

Pharmacy

99. No response

Who requested this injection?

1. Myself

2. Family/relatives
3. Care givers

4. Others

99. No response
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If your family or yourselves have

1. Works faster

requested why for? 2. Cheaper
3. Because I forget tablets to finish
4. Other
99. No response
Who was the injector? 1. Nurse
2. Doctor
3. Health assistant
4. Local healers
5. Others
99. No response
According to you which illness Yes No
would be treated better with an 1. Cough with /without sputum 1 2
injection? 2. Fever With chills and rigor 1 2
(Read the list of the diseases) 3. Abdominal pain with diarthea 1 2
4. Skin disorder I 2
5. Eye diseases 1 2
6. Injuries 1 2
7. Other
99. No response
After you have visited this area what | None
type of problems you faced? Infection
Abscess
99. No response

If you have not visited a health care | 1. Thought sickness is incurable
provider (Q no. 312) what is your 2. symptoms is not serious
most important response for not 3. thought getting well from symptom
receiving any treatment? without treatment
4. Do not know where it can be treated
5. No effective treatment is available
6. Lack of time
7. Lack of money
8. Feeling guilty telling my problem to
health worker
9. Long distance
10. Others
99. No response
According to the main cause of your | 00. Symptoms have no cure
most recent symptoms, from where 1. Symptoms disappear without
do you believe is the best treatment treatment
available? 2. From traditional healers
3. From modern health care institutions
4. Others
99. No response

56




Do you believe that getting early 1. Yes
treatment is beneficial for people 2. No
who are sick? 99. No response
If you have not got treatment in 1. Iknow the treatment myself
institutions (Q no 223) what is the 2. Diseases is not serious
most important reason for preferring | 3. It is cost effective
self treatment for the disease 4. Maintain confidentiality
mentioned above? 5. Feeling guilty discussing my problem
with other
6. In health care there is long waiting
time
7. In health care reception is not good

8. Others
99. No response

Would you please mention a
kind of symptoms, from the
family, any one who have been
sick within the last couple of

Questionnaire Two: This part of questionnaire is prepared for those who have no sick
individuals in the household for the preceding one month.

1. Cough with /without sputum
2. Fever With chills and rigor

3. Abdominal pain with diarrhea
4. Skin disorder

months? 5. Eye diseases
6. Injuries
7. Other

For the then sickness what did 1. Evil eyes

think is the cause?

2. Shortage of nutrient
3. Microorganism
4. Curse from God

5. Others

99. No response
Have you taken treatment for 1. Yes
the sickness? (Have gone to 2. No

health care unit?)

99. No response

If some body in the family
becomes ill how would you
detect it?

1. Accidentally identified

2. Have previous experience
3. Household identified

4. Neighbors identified

5. Religious leader

6. Health professional

99. No response

57




Who would be the first person
to be contacted at this event at
household level?

1. Father
2. Mother
3. Others(specify)

99. No response

Who would be the first person
contacted at this event out of
household?

1. Grand parents
2. Neighbors

3. Religious leader
4. Others (specify)

99. No response

Where do you visit for
household family sickness?

1. Home treatment

2. Local healers

3. Traditional treatment

4. Private health care unit

5. Government health care unit
6. Others

99. No response

What are the main factors that
hinder a sick individuals to visit
health care unit?

1. Religious factor

2. Shortage of time

3. shortage of money

4. Road is not available

5. If one do not know health care unit
6. Others

99. No response

In your environment health care
providers which unit
professionals are working under
rules and regulation?

1. Government health care unit
2. Private health care unit

3. Local healer

4. Traditional health provider
5. Others

99. No response

If you are going to be sick
where do you want to get a
treatment?

1. Government health care unit
2. Private health care unit

3. Local healer

4. Traditional health provider
5. Others

99. No response

If for question no. 109 is no
why would not you return?

1. Made me unwelcome
2. Made me fell ashamed
3. Do not provide me

necessary treatment
4. Not knowledgeable
99. No response

What would happen to a person
for the above sickness if not
treated?

1. Nothing would happen

2. They will suffer a lot

3. They are getting additional sickness
4. Others

99. No response
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Have ever visited traditional
healers or got advice or
treatment from them?

1. Yes
2. No
99. No response

If yes what is the most
important reason for resorting
traditional healers ?

More than one answer is
possible and circle all
response.

. They do not charge to much
. They are respectful

. The treatment is effective

. Maintain confidentiality

. There is no one during care
. Because, they are nearby

. Others

99. No response

NN RN

What type of medication have
you sought from traditional
healer?

1. Massage

2. Herbal medication

3. Tattooing/cauterization
4. Spiritual care

5. Advice

6. Others

99. No response

Have you been given an
injection?

1. Yes
2. No
99. No response

If yes where were the injection
prescribed?

4. Hospital

5. Health center/health post
6. Private clinic

7. Traditional healer

5. Pharmacy

99. No response

Who requested this injection?

. Myself

. Family/relatives
. Care givers

. Others

If your family or yourselves
have requested why for?

Works faster

Cheaper

Because I forget tablets to finish
Other

N e

99. No response

Who was the injector?

1. Nurse

2. Doctor

3. Health assistance
4. Local healers

99. No response

According to you which illness
would be treated better with an
injection?

Yes
1. Cough with /without sputum
2. Fever With chills and rigor
3. Abdominal pain with diarrhea

1
1
1
4. Skin disorder 1

N o NNz
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5. Eye diseases 1 2
6. Injuries 1 2
7. Other

99. No response

Where do you believe that the
recent sickness would be
treated

1. Symptoms have no cure

2. Symptoms disappear without treatment
3. From traditional healers

4. From modern health care institutions
5. Others

88. I don’t know

99. No response

Do you believe that getting
early treatment is beneficial for
people who are sick?

1. Yes

2. No

88. I don’t know
99. No response

Have ever taken self treatment
for previous sickness from
pharmacy?

1. Yes
2. No
99. No response

If you have not got treatment
your self what are the reason
for preferring self treatment for
the disease mentioned above?

1. Tknow the treatment myself

2. lItis cost effective

3. Feeling guilty discussing my problem
with other

4. In health care there is long waiting
time

5. In health care reception is not good

6. Others

99. No response
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QUESTIONNAIRE THREE: SEMI-STRUCTURED QUESTION FOR
IN- DEPTH INTERVIEW

I am from Addis Ababa University community department. I am here to explore household
health seeking behavior, decision making and the role of local healers in health care provision.
This study is for partial fulfillment of my master’s degree. I want your opinion and knowledge
background about the aforementioned area. All information and discussion will be confidential.
Your response is very important for health promotion and planning and implementation of health
care provision in the community. So that, you are kindly requested to participate in this study. I
am grateful for participation.

Code No. Age Sex
Occupation date of Interview
Place of Interview
Time of Interview
For how long have you served
Working area

Section one: in depth interview for key informant

How do you define sickness?

What are the causes for sickness?

At house hold levels who are a good predictor for identifying sickness for individuals?

At household level who is the fist person to be contacted for seeking help?

According to your experience what type of diseases are considered mild, moderate and

severe?

Where is the appropriate place to seek health care?

From mild moderate and severe which sickness need traditional healers?

Which of the above sickness need injection?

If some one seeks injection where is the appropriate place?

10. What do you call them those who give injection outside health facilities?

11. If the local healers are providing injection where do they usually give this injection?

12. If they are helpful/not helpful in what respect do you express it?

13. In the zone as well as in your kebele what are the trends of their number for the last one year?

14. If they are increasing or decreasing what are the main reason?

15. Do you think they are appropriate person for providing injections?

16. If they are not appropriate for giving an injection who do you think are the appropriate
person or institutions?

SNk W=

o N

o
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Section Two: in depth interview for household respondent about decision making

—

When ever you got any form of sickness who is the first person to be contacted?

Is the first person who has been contacted is responsible to facilitate transportation for health
care?

If the person to be contacted is not responsible to decide who is the others person?

Who is the second person that would be consulted during decision making?

What types of sicknesses are being asked the above consultation?

What is decision maker’s attitude to wards modern medicine?

From your point of view and experiences what type sicknesses are classified under severe,
moderate and mild sickness?

8. For decision making who are given priorities between age groups and social status?

N

oWk w
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