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Abstract

Background - Equity is the absence of avoidable or remediable differences among populations
or groups defined socially, economically, demographically or geographically. The Ethiopia
Federal Ministry of Health (FMOH) has formulated and implemented various effective polices
and strategies to the benefit of the nation’s citizens. Inequity often manifests as a large and

growing gap between the best-off and worst-off people in urban areas.

Objective-The objective of this study was to assess equity on outpatient health services
utilization in selected health centers of Addis Ababa, Ethiopia.

Methodology—A facility based cross sectional study design was conducted in selected health
centers of Addis Ababa. A stratified sampling technique with proportional allocation of sample
size was used by considering the sub-city as a group and then a total of 10 health centers were
assessed. Study participants were selected by systematic random sampling. A total of 466 sample
size was determined. A structured questionnaire was used to collect data. Data was entered into
Epi data version 3.1 and was exported to Stata/SE 14.0 and SPSS version 20. Illness report in
Health service utilization and expenditure survey 2017 constituted the reference population. The
result was summarized by using tables and charts. Wealth index was built by principal
component analysis. Chi-squared goodness test was used to test the significant difference
between the socio demographic variables of outpatient visitors with individuals reported illness
in the survey.

Results—A total of 457 participated in the study with response rate of 98.07%. Mean age of
respondents was 34.5 ranging from 0.8 — 81 years. There were 296 (64.8%) female and 161

(35.2%) male respondents. To assess equity, data of OPD visitors of the study sample were



compared with individuals reported illness in health service utilization and expenditure survey
2017. There were significant differences in the proportion of male and female populations’ [y2
(1, n =457) = 211.917, (p < 0.000)], educational statuses [2 (3, n = 457) = 297.2, (p < 0.000)],
employment statuses [x2 (2, n =457) = 642.4, (p < 0.000)] and wealth statuses [y2 (1, n=457) =
10.46, (p < 0.033)] identified in the current sample as compared with the values that was
obtained in the survey.

Conclusions and recommendations - Findings in this study showed being male, having primary
education, being employed and having lowest and 4™wealth status contributed to inequity in
outpatient service utilization. But further analysis is required that incorporate different health

facilities at different level of care across regions and residences.



1. Introduction
1.1. Background

Equity is the absence of avoidable or remediable differences among populations or groups
defined socially, economically, demographically or geographically. It is also described as one of
the dimensions of quality (1). According to Global report in urban health, equity is an ethical
imperative and an essential principle of the Sustainable Development Goals (SDGs) and the new
global health agenda to attain Universal Health Care (UHC). Cities everywhere can benefit from
greater investment in achieving equity in health. In addition to ensuring that no one has to suffer
from unfair disadvantages. Systems for monitoring the coverage of services should record not
only the total number of people who have or do not have access, but also some socio-

demographic details about them (2, 3).

The Ethiopian Federal Ministry of Health (FMOH) has formulated and implemented various
effective pro-poor polices and strategies that have created an enabling environment to guide,
coordinate, direct and synergize efforts to the benefit of the nation’s citizens. The country has
successfully implemented its strategy of expanding and rehabilitating primary health care
facilities. To this effect, 16,440 health posts, 3,547 health centers and 311 hospitals have been
constructed (1, 4). In order to provide better service, the Ethiopian health service is restructured
into a three tier system; primary, secondary and tertiary level of care. The primary level of care is
lowest level in the health care tier system includes primary hospital, health center and health
post. Though good trends are observed, the country is still facing a triple burden of diseases
consisting of communicable diseases, non-communicable diseases and injuries and also

increasing demand of health care. This urges the Government to be increasingly focused on



addressing equity in access to health care, quality in health services provision and in
strengthening community engagement and ownership in health decision-making and

management (1).

Transformation in equity and quality of health care is one of the four pillars of health sector
transformation plan (HSTP) (Transformation agenda). Thus, strategic objective on equity deals
with reducing disparities between regions and groups with different levels of underlying social
advantage/disadvantage (women, youth, children, the wealthy, the poor and people with
disabilities) in the provision of quality health services (1). At the heart of UHC is a commitment
to equity, FMOH envisions all of its citizens enjoying equitable and affordable access to all types
of health services. To realize this, it entails a robust Monitoring and Evaluation (M&E) system
that highlights status of utilization of health services and desirable healthy practices using key
equity lenses. So in addition to measuring average or aggregate levels of indicators, it is essential
to have measures disaggregated by a range of demographic (i.e., age and sex), geographical (i.e.,
urban/rural and regional differences) and socio-economic (i.e., wealth and education) stratifiers
as well as to develop appropriate indicators reflecting equity. Differences between disaggregated
demographic and socio economic groups in Outpatient department (OPD) attendance is one of

the core equity indicators (1).
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1.2. Statement of the problem
Inequity often manifests as a large and growing gap between the best-off and worst-off people in
urban areas, but also as a socially graded pattern that affects the entire population. It is often
worse in urban than in rural areas because of the tendency for both extreme wealth and poverty
to concentrate in cities. Inequity is perhaps one of the biggest urban disadvantages for health as it
hampers not only development in health, but also in social, economic and human development

for the city as a whole, with implications for national and global development (2).

Evidences showed that, there is an existing inequity in health between the rich and poor
communities, urban and rural districts, between social groups and across other social
differentials. Additionally, economic and geographic barriers still pose a significant barrier to
access to health care (1, 5). Not all the gender and age Biological difference of utilization of

services are justifiable, some of these differences should also be considered as injustice (6).

In terms of four socioeconomic determinants; wealth quintile, maternal education, administrative
region and place of residence, data from 2014 Ethiopian Demographic Health Survey (EDHS)
was analyzed to assess inequities in utilization of modern contraceptive methods, antenatal care,
facility based delivery and postnatal checkup. The prevalence of modern contraceptive use
among mothers with no education is about two times less than those more than secondary
educated. Ante Natal Care (ANC) service utilization is 3 times higher among women with more
than secondary level educated than among mothers with no education (7). A household study in

Esera, South west Ethiopia showed monthly income, distance from health facility, disease
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condition and perceived severity of a disease were found to be significantly associated with

healthcare seeking behavior (8).

Studies conducted in Ethiopia showed the differences in socio-demographic profiles on
utilization of health services mostly focused on household survey (8-11). Sampling survey on
general population might cause participants in good health to not report their past visit to health
services and the other thing is there is no way of knowing respondents utilized services

appropriately or not and this might cause recall bias.

A facility cross sectional study design was conducted in selected health centers of Addis Ababa,
Ethiopia. So it tried to assess the equity gaps by comparing the socio demographic profiles of
individuals who reported illness in the National Health Service utilization survey with that of

OPD visitors of health center on actual setup.
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1.3. Justification of the study
The result of this study can be used for the health sector to raise awareness on determinants of
equity. This study will help the Ministry of Health to recommend policy and also will be used to
develop an evidence based plan for action for decision-makers. As equity is one of the
dimensions of quality of health care delivery and finding about socio economic differences in
OPD attendance is one of the core equity indicators, | believe this study will help as an input to
monitor health service utilization difference between disaggregated social groups. In addition,
the result of this study may inform other studies investigating socio economic differences in

health care utilization using health Survey data.
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2. Literature review

Appreciably different researches across the world showed the effects of socio demographic
characteristic son utilization of health services in order to indicate the implication of equity. The
challenge of health inequity is not limited to low-income countries; it is a challenge for higher
income countries too. City residents vary by their geographic, social, cultural and economic
backgrounds, which in turn, influence their health-related behavior, including health-care
utilization. To monitor equity in the supply of, and demand for health services, indicators should
be disaggregated by income or wealth, sex, age, disability, place of residence (e.g. rural/urban,

province or district), migrant status and ethnic origin (e.g. indigenous groups) (2, 3).

2.1. Gender
Gender also contributes markedly to inequality in Denmark (12). Males were less likely to report
utilization in Brazil (13). Utilization of both outpatient and inpatient services in general
population of Afghanistan were higher among males compared to females for both inpatient and
outpatient care. Sex contributed to a bulk of the inequality disfavoring the poor in utilization of

outpatient and inpatient services (6).

There was no significant difference in inpatient care utilization between male and female
utilization in China (14).Another study in China, gender differences who admitted in hospital
were employed for analysis in seven year period. Comparison of variables between female and
male during hospitalization revealed differences with clinical and statistical significance. There
were a slightly larger proportion of male patients compared to female. There was one exception

that in patient more female were admitted to hospital. (15). Higher odds of also reported seeking
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health-care were associated with being female. Females are approximately twice as likely to seek
health-care compared to males in the same country(16). A cross sectional study in Dessie,

Ethiopia females was 4.071 times more likely to utilize modern health services than males (10).

2.2. Educational status
Stronger association was seen when ranking according to education in Denmark. This may
indicate that educational level is more decisive than income for usage of outpatient services,
rehabilitation and specialist in primary care among diabetes patients (12). Those with no

schooling or incomplete primary schooling also contribute to inequality in Brazil (13).

Educational level is negatively associated with Family Health care (FHC) visits in Mongolia
(17). Households with some education had statistically significant with higher utilization of
services compared to with no education for both outpatient and inpatient care in all settings
except for public facilities for outpatient care where there was a similar trend but not a
significant difference in Afghanistan(6). No association was found between education and
outpatient care utilization in China (14).

The findings in maternal health service also specify that the women’s and their husbands’
education was significantly associated with greater utilization in Bangladesh (18). Significance
difference also exists between cases and controls in Butajera with respect to mother’s and

father’s education (11).

2.3. Employment status
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In China Significant difference was observed in the employment status between genders. Most
male patients 30,452 (37.06) were government employees, while the unemployed constitute the

largest proportion of female patients (15).

Lower odds of reported health-care utilization were also associated with being employed
compared to being unemployed in South Africa (16).Husband occupation was one of the factors

associated with ANC utilization in Tigray (9).

2.4. Wealth status
In the general population in Afghanistan, the poorest households had the least utilization of
outpatient and inpatient care compared to the wealthiest households (6). A study in Bangladesh
found statically significant level became stronger with higher wealth quintiles in maternal health
care services (18). Another study done on older people with cardiovascular disease in China,
Rich patients used more outpatient service than poorer. No association was found between

household wealth status and inpatient service utilization (14).

A study focused on Sub-Saharan countries including Ethiopia, Uganda and Tanzania showed,
66% of women who delivered at hospital belonged to the richest wealth group while only 2%
belonged to the poorest wealth group in Wolisso, Goro and Wonchi, Ethiopia (WGW) districts.
In the same districts, 40% of those who delivered at HCs belonged to the richest group while 7%
belonged to the poorest group. Iringa (Tanzania) district was the least inequitable. Overall, the

poorest population group was strikingly under presented across the districts (19).
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A study which showed the characteristics of women utilizing Emergency Obstetric Care (EmOC)
at Wolisso hospital compared with women in general population in the Ethiopia DHS 2011.
There were significant differences in all of the proxy wealth variables between women using
EmOC at hospital and those women in the DHS sample, suggesting that users of EmOC had

higher wealth scores than women in the general population (20).

2.5. Income
A study done in Denmark among diabetes patients, the higher income patients are receiving
outpatient services, whereas the lower income patients are receiving more inpatient services and
services in general practice (12). A study done in Spain also found that, impacts of changes in
utilization for income groups on different components of public health care expenditure. When it
is stratified by income quartiles, there is a noticeably greater increase in utilization among
highest quartiles, the 3 and 4™ than in lowest quartiles, the 1% and 2", which leads to conceive

of a relative worsening inequity (21).

In contrast research in Brazil showed, a higher likelihood of underutilization of health system
among individuals of highest economic status (13).Use of primary care exhibits a negative
association with Socio economic status (SES) in Italy. After controlling for health status and
socio-demographic covariates, the probability to visit a General Practitioner (GP) decreases with

SES. Indicating that access to primary care is inequitable in favor of the less well-off (22).
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The study done in Mongolia used household income as a socioeconomic indicator in family
health center visits which was negative and statistically significant. In urban areas, lower income
groups were more likely to use Primary Health Care (PHC) than those with higher income.
Income related inequality in FHC utilization was the main cause by 33.25% (17). Findings in
China revealed that, income status variables were the largest contributors to inequities in both
outpatient and inpatient service use. The study which compared income levels showed that, the

higher income levels were more likely to utilize outpatient services (23).

Study’s results in Nigeria established that inequity in utilization of healthcare was generally
skewed against the poor. The high income groups are more likely to visit or consult health
centers than the poor counterpart. This implies that the socioeconomic status of the household
plays a significantly role in being able to access healthcare services in the country (24).In other
hand, Utilization of public health posts in Zambia is to the advantage of the poor because the
concentration curve lies above the line of equality. But concentration curve for public hospital

utilization mostly lies below the line of equality indicative of pro rich utilization pattern (25).

A cross sectional study in Dessie, Ethiopia showed adults above the poverty line were 4.026
times more likely to use the health services as compared to those below the poverty line (10).
There was also a significant differences exist between cases (households with pregnant mothers
who received ANC follow up services from formal health providers) and controls ( pregnant
mothers did not receive ANC follow up services)with respect to annual household income a case

control study done in Butajira, Southern Ethiopia (11).
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2.6. Age
Higher likely of underutilization was seen in younger adults in Brazil (13). Utilization increased
by age group with similar trends in use for public health facilities for inpatient care in
Afghanistan which also contributed to inequality (6).Another study done on older people with
cardiovascular disease in China, Patients in older groups used more outpatient care than younger

(14).

As age increases the odds of healthcare utilization also increase (OR = 1.02), i.e. for a one-year
increase in age the odds of seeking health-care increase by 2%in South Africa (16). In contrast to
Nigerian study in which age also plays a significant influence on healthcare utilization, the
coefficient is negative, signifying that increase in age tends to impact healthcare utilization

negatively (24).

2.7. Other factors
There was also negative association between FHC visits and disability status. The number of

work/school days missed due to illness is negatively associated with FHC visits (17).

In other way, a qualitative study done on women utilizing Maternal Child Health (MCH)
services in India evidenced, geographical accessibility and transportation as the main obstacle for
using healthcare facilities (26). Study in South Africa showed medical insurance and

immigration status were also found to be significantly associated with health-care utilization
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(16). The utilization rate of healthcare services is found to be positively related to household

expenditure in Nigeria (24).

A study in Dessie, Ethiopia found having poor perceived health status, having two or more than
two illnesses, severe perceived severity of illness and having chronic health problem were found
to have a statistically significant association with utilization (10). A study done in Butajira also
showed significant differences exist between cases and controls with respect to place of
residence and walking distance from nearest health institutions (11). The other factors which also

associated with ANC utilization were marital status, proximity of health facility to the village

9).

As seen in the above reviewed literatures, there was inequality between socio demographic
groups which uses health services at different level across countries. It showed countries with
good health system also affected by inequity in health service utilization. It also tried to associate
the socio demographic factors with health care utilization at different settings. But those
literatures couldn’t address how socio demographic characteristic differences make ill
individuals who need treatment to utilize health facility or not. This research tried to assess the
gaps by comparing the socio demographic profiles of individuals who reported illness in the
National Health Service utilization survey group with that of OPD visitors of health center which
could be used as another method to assess the equity gaps by identifying the difference between
the socio demographic profiles of individuals reported illness in the survey and OPD visitors of

health center.
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3. Research objectives

3.1. General objective
e To assess equity on outpatient health services utilization in selected health centers
of Addis Ababa, Ethiopia from February to March, 2018.
3.2. Specific objectives
e To describe the demographic and socio-economic profile of clients utilizing
outpatient services within selected health centers of Addis Ababa.
e To determine equity gaps by comparing the demographic and socio-economic
profile of those utilizing health services with populations who have reported
sickness in National Health Survey or other reports within the catchment areas of

the health centers included in the study.
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4. Methods

4.1. Study setting and period
This study was conducted in Addis Ababa health centers from February to March, 2018. Addis
Ababa city administration is the capital city of Ethiopia. It consists of 10 sub-cities, 117 Woredas
and 97 health centers (HCs). A recent Health Management Information System (HMIS) report
from FMOH indicated that a total of 3,433,794 people live in the city. HC is one of the primary
health care units which are basic or general health care focused on the point at which a patient
ideally first seeks assistance from the medical care system. It is the basis for referrals to
secondary and tertiary level of care. The HC provides both preventive and curative services to

approximately 25,000 people altogether (1).

4.2. Study design
This study used a quantitative facility based cross sectional study design to assess equity in

outpatient health service utilization in selected health centers of Addis Ababa.

4.3. Population
4.3.1. Source population
The source population for this study was all clients who came at health center to get outpatient
services in Addis Ababa.
4.3.2. Study population
The study population includes all clients who came at selected health centers to get the outpatient

service during the study period.
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4.3.3. Study unit
The study units are all randomly selected clients who came at selected health center to get the
outpatient service during the study period.

4.3.4. Inclusion criteria
All randomly selected clients who came to the selected health centers to get the outpatient
service during the study period were included

4.3.5. Exclusion criteria
Clients who came to the facility for ANC and Family planning services; Clients under the age of
18 who came to the facility without parents or guardians and unconscious patients were excluded

from the study.

4.4. Sample size determination
Sample size was calculated by using EplInfo version 7 Statcalc.
For the first objective

By using single population proportion formula at 95% of confidence interval

n= (zgn)’xpq
d_2_

With the assumptions of:-

P= Prevalence from previous study done on equity in health service on ANC visit estimated to be
54% (0.54) (20)

Margin of error (d) = 5%

The sample size was 382 and by adding 10% non-response rate the final sample size required for

this study was 420.
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For the second objective

The total sample size was calculated using two population proportion formulas, since
comparison made between those utilizing health services with that of population reported
sickness which is reported from Health service utilization and expenditure survey or other report

within the catchment area

Let: P=P;+r1P,
e

N=[Zo2V(1+1/r)P(1-P) + Z \VP; (1-P1) +P5(1-P2)/r ]
(P1—P2)

By using the following assumptions;
N = sample size
P, = prevalence of utilization of health service from previous study =54% (20)
P, = prevalence of utilization of health service from EDHS 2011 =34% (20)

Z,» = 1.96 (standard score corresponding 95% CI)

Zg = 0.84 (standard score corresponding to 80% power)

r = ratio between highest wealth quintile group (n;) and lowest wealth quintile group (n,) is

taken as 1
The sample size calculated as 212 in each group making a total of 424. By adding 10% non
response rate the final sample size was 466.
The sample size for the second objective yielded the largest size which was 466 so the final

sample size for this study was 466.
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4.5. Sampling technique
A stratified sampling technique with proportional allocation of sample size was used in this
study. Since there is a list of 10 sub-cities, strata were formed by considering the sub-city as a
group. So from each stratum in this case sub-city, one health center was chosen from each sub-
city by simple random sampling technique using lottery method which means a total of 10 health
centers were assessed. Study participants were selected by systematic random sampling
technique. Proportional allocation of the sample size in each health center was used to get study
participants based on the last year patient flow. The patient flow time period used to allocate
study participants was the same with the data collection period.
Ni=_n *N;

N
By using the following assumptions:

: np - sample size of the selected health center
:n - total sample size
:N; - patient flow of the selected health center

:N = 33,561 the sum total of the selected 10 health centers
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Figure 2; Schematic presentation of sampling procedures
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4.6. Data collection methods and tools
A structured data collection tool based on 2016 EDHS report on socio demographic
characteristics of Ethiopia and from previous research in Kenya which studied health and
medical service utilization (28) was adopted. The questionnaire was prepared in English form
and translated into Amharic version. The Amharic version of questionnaire was used for actual
data collection. After getting permission to precede data collection, data was collected by 3

trained data collector through a face to face interview.

4.7. Study variables
4.7.1. Dependent variables
e Equity in utilization of health services
4.7.2. Independent variables
e Demographic characteristics
o Age
o Gender
o Marital status
o Family size
o Residence
e Socio economic characteristics
o Educational attainment
o Employment status
o Income

o Wealth
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o Occupation

4.8. Operational definition

Equity in utilization of health care: is defined as use of health services matching differential
health needs of different social groups within the population (20).
Equity is assessed by whole spectrum approach applies to dimensions of inequality that contain
multiple subgroups, and considers the situation across the entire population. Subgroups may have
rank, as is the case with economic status, education or employment status (29).
Basic considerations in the measurement of health equity (30)

- Measure of health outcome:- utilization of health service

- Population group across which comparisons are made — SES, gender, education level and

employment status

- ldentifying reference group against health outcome differences are measured
Employment: Currently employed Respondents who were employed in the 7 days before the
survey; includes persons who did not work in the past 7 days but who are regularly employed
and were absent from work for leave, illness, vacation, or any other such reason.
Income quartiles: are computed on the basis of the total equivalised disposable income
attributed to each member of the household.
The data of each person are ordered according to the value of the total equivalised disposable
income. Four cut-point values (the so-called quintile cut-off points) of income are identified,
dividing the survey population into five groups equally represented by 20% of individuals.
The first quintile group represents 20% of the population with the lowest income (an income
smaller or equal to the cut-off value), and the fifth quintile group represents the 20% of
population with the highest income (an income greater than the fourth cut-off value)
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Occupation: Categorized as professional/technical/managerial, clerical, sales and services,
skilled manual, unskilled manual, domestic service, agriculture, and other.

Outpatient services: service given to a patient who is receiving ambulatory care at a hospital or
other facility without being admitted to the facility.

Outpatient visit: a patient who is not hospitalized overnight but who visits a hospital, clinic or
associated facility for diagnosis or treatment.

Socio-economic status: is an economic and sociological combined total measure of a person’s
work experience and of an individuals or family’s economic and social position in relation to
others, based on income, education, and occupation.

Social determinants of health: the complex, integrated and overlapping social structures and
economic systems that include social environment (income, gender), physical environment,
health services (access), structural and societal factors and that are responsible for most health
inequities.

Wealth index: is a composite measure of a household’s cumulative living standard. It is
calculated using easy to calculate data on household’s ownership of selected assets, such as
televisions and bicycles; materials used for housing construction; and type of water access and

sanitation facilities.

4.9. Data entry and analysis
The questionnaires were stored appropriately to prevent damage and all data was compiled and
entered into Epi data version 3.1. The entered data was exported to Stata/SE 14.0 and SPSS

version 20.
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In this study, participants were ill individuals who visited outpatient service in HCs so datasets of
individuals who reported illness based on four (Gender, education, employment and wealth
status) socio demographic profiles in Health service utilization and expenditure survey 2017 was
selected for comparison. The socio demographic profiles used for comparison in this study were
arranged in coherent with the socio demographic profiles of ill individuals reported in Health
service utilization and expenditure survey. These variables were selected based up on the
recommendation given by equity-oriented monitoring in the context of universal health coverage
(29). IHlIness report in Health service utilization and expenditure survey 2017 constituted the
reference population. In these reference populations, the major reasons perceived by individuals
who were ill but not visit the nearest health facility considered as one of the provider side factors
which contributed to inequity in health service utilization. These reasons stated as unavailability
of medicines, unqualified health stuffs, long waiting time, unfriendly stuffs, facility closure at the
time of visit and failure to provide exempted services or accept patients who use the fee waiver
system (31). So these reasons could be taken as one of the factors besides the socio demographic

factors that cause equity gaps in outpatient health service utilization in this study.

The descriptive part of the result was summarized by using mean and standard deviation to
describe quantitative data, percentage for categorical data and additionally tables and charts by

using Stata/SE 14.0.

Wealth index was built by Principal Component Analysis (PCA) using SPSS version 20. It took
steps to determine wealth quintiles of respondents. In doing this, variables to be included were

specified based on EDHS 2016. The variables should be measured on interval/ ratio scale so
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categorical variables were changed to binary/ dummy variables. Thirty household assets were
subjected to principal components analysis (PCA). The suitability of the data for factor analysis
was assessed by Bartlett’s test of Sphericity and Kaiser-Meyer-Olkin (KMO). The analytic
process was based on matrix of correlation between variables. Bartlett’s test of Sphericity was
used to test the strength of the relationship between variables. Also Kaiser-Meyer-Olkin (KMO)
measured the sampling adequacy to be greater than 0.5 for each individual variable as well the
set of variables. Then factors were extracted by using principal component approach and the
Eigen values/ Kaiser Criteria was used to determine the number of principal components to
retain. Only factors with eigenvalues of 1 or more were retained. The next step was factor
rotation and interpretation. Factors were rotated by using Varimax Orthogonal approach to
present the pattern of loading in a manner that is easier to interpret by identifying variables that
have complex structure. After that, new variables were constructed using factor scores for further

analysis. Lastly the factor scores were summed and divided into quintiles.

By using the assumptions of non parametric techniques used to compare two groups, chi-
squared goodness test was used to test the significances in which the socio demographic
characteristics of OPD visitors is equivalent to that of sickness reported in health service
utilization and expenditure survey. The general assumptions for this technique were the samples
should be random and each person or case can be counted only once, they cannot appear in more
than one category or group, and the data from one subject cannot influence the data from another

(32).
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4.10. Data quality assurance and management
The tools were adopted from EDHS 2016 and previous Kenyan Research which is based upon
the objective of this study (28). During the development of the tool, a careful correction and
revision were done and all important variables were included. Training of data collectors was
performed prior to data collection. There was a regular supervision of data collector. The
questionnaire was pretested in Yeka, woreda 2 health center which is other than the study site. A
5% of sample size was used in pre-testing the questionnaire in order to know the appropriateness
of the time needed to complete the questions; whether the question achieved the desired result;
whether it is in best order; whether it is understood by all classes and whether
additional/specifying questions are needed. The collected data was not included in the actual
study. The data was checked manually for completeness and missing value each day. During
entry of data into the Epi data version 3.1, there was assurance that all data entered correctly and
there was data cleaning and editing to check for unexpected values, outliers and errors by

summarizing the variables using Stata/SE 14.0.

4.11.  Ethical consideration
Approval was obtained from college of health science, school of public health, AAU and Addis
Ababa Regional Health Bureau. Permission was obtained from the selected health center. Oral
informed consent was obtained from study participants. This study made sure there was an
appropriate method of the study and equitable selection of subjects. There was an explanation for
the study participants concerning the nature of the study and possible implication.
Confidentiality regarding participants’ information kept at all times. The rights of individuals to

refuse to answer was respected and there was no a need to coerce and deceit the individual at any
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cost. Care was exercised in each situation under specified circumstances. Feedback of the result
will be given to the Addis Ababa regional Health Bureau so the community will be benefited

from the actions which will be taken based on this and other findings.

4.12. Dissemination plan
The findings of this study will be submitted to School of public health, Addis Ababa University
and Addis Ababa Regional health Bureau. Effort will be made to present the result on different

national conferences. As well as, publication in scientific Journal will be considered in advance.
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5. Results

5.1. Description of demographic and socio economic characteristics of study

participants

From the sampled 466 outpatient service patients in selected health centers, a total of 457

participated in the study with response rate of 98.07%. Mean (SD) of age of respondents was

34.5 (16.4), 0.8 — 81. There were 296 (64.8%) females and 161 (35.2%) males’ respondent.

There were 306 (67%) Orthodox Christian, Muslim 97 (21.2%) and Protestant 48 (10.5%)

respondents.

Table 1 — Demographic characteristics of study participants, health centers in Addis

Ababa, Ethiopia, 2018

Variables

Participants (n = 457)

N

%

Age of participants in years *
Mean (SD), range

34.5 (16.4), 0.8 - 81 years

Sex of participants

Male 161 35.2
Female 296 64.8
Total 457 100
Marital status

Married 238 52.1
Unmarried 171 37.4
Divorced 16 3.5
Widowed 32 7
Total 457 100
Religion

Orthodox 306 67
Protestant 48 10.5
Catholic 4 0.9
Muslim 97 21.2
Other 2 0.4
Total 457 100

*continuous variable
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One hundred thirty (28.4%) respondents were private employee followed by government
employee 86 (18.8%) and housewives 77 (16.8%). The mean monthly household income was

3942.7 (range 300 to 40,000).

Table 2 — Socio economic status of study participants, health centers in Addis Ababa,
Ethiopia, 2018

Variables Participants (n = 457)
N %

Educational status
No formal education 67 14.7
Primary education 102 22.4
High school 103 22.6
Post high school study 104 22.7
Higher education 81 17.8
Total 457 100
Occupation
Government employee 86 18.8
Private employee 130 28.4
Merchant 42 9.2
Student 48 10.5
Child under school age 21 4.6
Housewives 77 16.8
Other 53 11.6
Total 457 100
Monthly household income (in Birr) *
Mean (SD), range 3942.7 (3277.2), 300 — 40,000
First quintile - <=2000 118 26.6
Second quintile - 2000 - 3000 105 23.6
Third quintile - 3000 - 4000 90 20.3
Fourth quintile - 4000 - 5000 57 12.8
Fifth quintile - > 5000 74 16.7
Total 444 100

*continuous variable
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Wealth score

The Kaiser Meyer-Olkin value was 0.845, exceeding the recommended value of 0.5 and
Bartlett’s Test of Sphericity reached statistical significance, supporting the factorability of the
correlation matrix. Principal components analysis revealed the presence of nine components with
eigenvalues exceeding 1, explaining 19.89%, 9.78%, 6.14%, 4.7%, 4.4%, 4.15%, 3.55%, 3.52%,

and 3.39% of the variance respectively. The factor scores are summed to compute the composite

index and the respondents are divided into quintiles as shown in figure 3 below.

25.00%

20.00%

15.00%

10.00%

5.00%

0.00%

Wealth Quintiles

E m Wealth Quintiles

Poorest

Q2

| Q3 | Q4 |

Richest

Figure 3; wealth quintiles of study participants, health centers in Addis Ababa, Ethiopia, 2018
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Information on the status of respondents visit to the health center
From the total of 457 participants, 128 (28%) were new to the health centers. 431 (94.3%)
participants visited the health center to get treatment and the rest of participants was for checkup

12 (2.6%) and to get medical certificate 14 (3.1%).

Table 3; information on the status of respondents visit to the health center, Health centers
in Addis Ababa, Ethiopia, 2018

Variables Participants (n = 457)

N %
First time visit to the health center
Yes 128 28
No 329 72
Total 457 100
Reason for visit the health center
Treatment 431 94.3
Checkup 12 2.6
Medical certificate 14 3.1
Total 457 100
Reason for choosing the health center
Near by 292 63.9
Low cost 39 8.5
Good service 75 16.4
Referral 21 4.6
Told by someone 12 2.6
other 18 3.9
Total 457 100
Visit to health center in the past 3 month
Yes 77 70.6
No 32 29.4
Total 109 100
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5.2. Determination of equity gaps by comparison with general population reported
sickness in National Health Service utilization and expenditure survey report

To assess equity, data of OPD visitors of the study sample were compared with individuals

reported illness in health service utilization and expenditure survey 2017. The socio demographic

variables used to compare in this study were gender, educational status, employment status and

wealth status.

For easier comparison, the number of individuals who reported sickness in the survey changed to
proportion. Distribution of socio demographic profiles would be equal among those individuals

who reported sickness and OPD visitors of the study sample, if there were no inequity.

The prevalence of illness reported in the survey and OPD visitors in the sampled study varied
between male and female populations, educational statuses, employment statuses and wealth
quintiles. Results from survey report 1992 (19.96% ) individuals reported being ill in the four

weeks preceding the survey (31).

Comparison by gender

Self-reported illness in the survey was higher among males (67.2%) than females (32.8%). A
chi-square goodness of fit test indicates there was significant difference in the proportion of male
visitors identified in the current sample (35.2%) as compared with the value of that was obtained

in self-reported illness in the survey %2 (1, n=457)=211.917,(p < 0.000).
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Figure 4; comparison of individuals who reported illness in the survey and OPD visitors of study
sample by sex

As shown in figure 4 more male populations reported illness compared to female populations but
they visited health center less as compared to female individuals. So this indicate that being male
might be one of the factors to contribute for less utilization of health center. In the other way,
female individuals who reported illness are less in number than males in the survey but there are
more female populations in OPD visitors. This might be due to females are less in reporting that

they were sick or due to the time variation between the national survey and the current sample.
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Comparison by educational status

A chi-square goodness of fit test indicates there was significant difference between educational
background on the status from having no education to higher educational status in the current
sample as compared with the value that was obtained in self- reported illness in the survey, x2 (3,

n = 457) = 297.2, (p <0.000).

60.00%
50.00%
40.00%
® No education
0, - -
30.00% = primary education
20.00% Secondary education
. (]
® Higher education
10.00% -
0.00% -
Individuals reported OPD visotors of study
illness in the survey sample

Figure 5; comparison of individuals who reported illness in the survey and OPD visitors of study
sample by educational status

Regarding educational status individuals who had primary education reported illness higher than
the other educational status but they were poor in visiting health centers as compared to
individuals who had secondary education which was the highest of all in visiting health centers.
This indicated that having a status of primary education has more effect for under utilization of

health center.
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Comparison by employment status
A chi-square goodness of fit test indicates there was significant differences between currently
employed, nonemployee individuals and students in the current sample as compared with the

value that was obtained in self-reported illness in the survey, ¥2 (2, n =457) = 642.4, (p <0.000).
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20.00% -

10.00% -

0.00% - .
Individuals reported OPD visotors of study
illness in the survey sample

Figure 6; comparison of individuals who reported illness in the survey and OPD visitors of study
sample by employment status

Individuals who were currently employed were relatively higher than students and nonemployee
individuals in reporting illness but less in visiting health centers. So being employed contributed

for the less utilization of health centers.
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Comparison by wealth status

A chi-square goodness of fit test indicates there was significant differences on the score from
lowest to highest wealth quintiles in the current sample as compared with the value that was

obtained in self-reported illness in the survey, ¥2 (4, n=457) = 10.46, (p <0.033).

25%

20% A
15% -~ L T
m Wealth quintiles of individuals
reported illness
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4 -
5% -
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Lowest Highest

Figure 7; Comparison of individuals reported illness in the survey and OPD visitors of study
sample by wealth status

As shown in figure 8 there was a gap in reporting illness and visiting health centers across wealth
quintiles levels except with that of highest wealth quintiles individuals which had only 1%
difference between the two groups. Individuals in the lowest wealth quintile and 4™ wealth
quintile are highest in reporting illness but they are less in visiting health centers. Relatively
individuals in 3™wealth quintile are the highest in visiting health centers. In this case having

lowest and 4" wealth status affects lower utilization of health center. This could be taken in two
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ways. The one reason could be they might have less awareness of utilization and the other could

be they might visit other health facilities other than health centers.
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6. Discussion

A facility based cross sectional study was conducted on randomly selected study participants
who utilized outpatient service in HCs of Addis Ababa. Findings about the gaps of socio
demographic profiles between individuals reported illness in general population and individuals
utilized health services is important in improving equity in health care system. In this study
equity was assessed by comparing the illness reported individuals in National Health Service

utilization survey with individuals who visited outpatient HCs.

6.1. Determining equity gaps by demographic and socio economic characteristics

In this study more male populations reported illness compared to female populations but they
visited health center less as compared to female individuals. So this indicate that being male
might be one of the factors for less utilization of health service.

Similarly, a study done in Denmark also showed gender contributes markedly to inequality (12).
A study done in Brazil showed males were less likely to report utilization (13). Higher odds of
reported seeking health-care were associated with being female in Ethiopia and South Africa
studies (10, 16). But utilization of both outpatient and inpatient services in general population of
Afghanistan were higher among males compared to females for both inpatient and outpatient
care (6). There were also a slightly larger proportion of male patients compared to female in
China except that in inpatient more females was admitted to hospital (15). There was no
significant difference in inpatient care utilization between male and female utilization in other

study of China (14).
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The variation between OPD visitors of the study sample, the comparison group and other studies
might be due to seasonal variation in utilizing or other socio demographic factors that affect

utilization of health care in addition to being female or male.

Regarding educational status this study found that having a status of primary education has more
effect for under utilization of health service than having no education and higher education.
Stronger association was seen when ranking according to education in Denmark (12). Those with
no schooling or incomplete primary schooling also contribute to inequality in Brazil (13). The
findings in maternal health service specify that the women’s and their husbands’ education was
significantly associated with utilization (11, 18).

This was opposite to Afghanistan study which was households with some education had
statistically significant with higher utilization of services compared to with no education for both
outpatient and inpatient care in all settings except for public facilities for outpatient care where
there was a similar trend but not a significant difference (6). Educational level is negatively
associated with FHC visits in Mongolia (17). No association was found between education and
outpatient care utilization in China (14). The studies supported that educational level is important
in deciding whether to utilize health facilities or not at individual level and also affects family

member.

In this study being employed contributed for the less utilization of health centers. This was
similar with South Africa study in which lower odds of reported health-care utilization were
associated with being employed compared to being unemployed (16). Husband occupation was

one of the factors associated with ANC utilization in Tigray (9). These results showed being
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employed affects the decision of health care utilization individually and also affects health care
utilization of other family member but not in the situation of South Africa and current study
which might be due to other socio economic variables. The other reason could be employee
individuals might give less concern for their health than unemployed or they might not have time

to visit health facilities because of their work.

In this study there was a gap in reporting illness and less in visiting health centers across wealth
quintiles levels except with that of highest wealth quintiles individuals which had only 1%
difference between the two groups. Individuals in the lowest and 4™ wealth quintile are highest
in reporting illness but they are less in visiting health centers. Relatively individuals in 3" wealth
quintile are the highest in visiting health centers. Being in the lowest and 4™ wealth status has an
effect on lower utilization of health centers.

In the general population in Afghanistan, the poorest households had the least utilization of
outpatient and inpatient care compared to the wealthiest households (6). A study in Bangladesh
also found statically significant level became stronger with higher wealth quintiles in maternal
health care services (18). Another study done on older people with cardiovascular disease in
China, Rich patients used more outpatient service than poorer (14).

A study focused on Sub-Saharan countries including Ethiopia, Uganda and Tanzania showed,
66% of women who delivered at hospital belonged to the richest wealth group while only 2%
belonged to the poorest wealth group in WGW (Wolisso, Goro and Wonchi, Ethiopia) districts.
In the same districts, 40% of those who delivered at HCs belonged to the richest group while 7%
belonged to the poorest group. Overall, the poorest population group was strikingly under

presented across the districts (19). A study which showed the characteristics of women utilizing
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EmOC at Wolisso hospital compared with women in general population in the Ethiopia DHS
2011suggesting that users of EmOC had higher wealth scores than did women in the general
population (20). No association was found between household wealth status and inpatient service
utilization (14).

Those results might indicate wealth status is the main reason for deciding to utilize health
services compared to other socio economic status indicators. But the variation between this study
and the other studies might be due to the different standard usage of proxy wealth variables and

the difference in study settings.

6.2. Strength and limitation of the study

Strength
e Since this study applied the national socio economic status index, this will make the socio
economic quintiles representative
e Used facility based study in combine with household secondary data which could be used
to trace equity gaps in general population
e Used the wealth variable as socio economic status indicator which is the appropriate way

of measurement than income because direct measure of socio economic status is difficult

Limitations
e It could give a better result if more health centers were included and also it would have a
better comparison, if the study includes household sickness report survey within the same

catchment area which the study was performed at the same period of time in order to
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identify the actual gaps between demand and supply for health care services and their
determinant factors.
e Temporal relationship could not be done because the study used secondary data as

reference population.

6.3. Conclusions and recommendations
6.3.1. Conclusions
Findings in this study showed there was unequal distribution regarding sex, educational status,
employment status and wealth status of OPD visitors of the study sample and those individuals
reported illness in the survey. Being male, having primary educational status, being employed

and having lowest and 4™ wealth status are the factors contributed to inequity in OPD service

utilization.
6.3.2. Recommendations
For Addis Ababa Health Bureau
e The Bureau should consider incorporating socio economic status in client health
information in the patient card format

e The Bureau should consider performing exit poll survey on routine base to identify the

gaps in different period of time

For Federal Ministry of Health

49



e The Ministry should make the primary health care facilities competitive enough with
private health facilities by increasing the quality of the services
e The Ministry should consider including other socio economic status indicator in the

sickness report survey for further comparison

For general population

e The population should be promoted to utilize primary health care facilities

For researchers
e Further research should be performed that incorporate many facilities including private
health care facilities and different level of care
e Further research should be performed on rural community and different regions health
facilities for further comparison using health survey data

e Further research should be performed using mixed method
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AnNnexes

Informed consent (English form)
Participants’ information sheet

Hello, my name is | am here on behalf of Mihret kassahun, student

of Addis Ababa University, School of Public health. She is conducting a research on
determinants of equity in outpatient service utilization. She received permission from Addis
Ababa University and Addis Ababa Health Bureau.

You are selected in this study because you are currently utilizing one of the selected health
centers. This study needs information regarding the socio demographic characteristics and
utilization of health services and for that purpose, there is a prepared questionnaires. Your
participation is based on your willingness. The interview will take 10 — 15 minutes and | hope
there is no question that will make you discomfort but if there is any discomfort while I am
asking you, you can stop me at any time and you have the right to refuse to answer any question.
If you agree to participate, |1 will ask you about socio-demographic and utilization status. The
study could be used as input for decision-makers to plan and implement programs on health
services utilization in health center. | assure you that the conversation between me and you is
maintained confidential and this data will be used for Academic purpose only. Your participation
is very important for the success of this study.

Informed consent

Based on the understanding of the above information, are you willing if | proceed to the
questionnaires __ Yes No

If yes, proceed to the questionnaire

If no, thank the person for listening politely and go to the next participant after writing the reason

of refusal.

For further information regarding the study principal investigator address
Name —Mihret Kassahun

Cell phone — 0913583494

E-mail address -mercykassahunmk.mk@gmail.com.
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Data collection tool (English version)

Survey guestionnaires to assess determinants of equity in outpatient service utilization in health
center, Addis Ababa University, School of Public Health

Questionnaire ID number

Name of Health center

Date of interview /DD/ IMM/ Yr
Time started [Hr/ /Min/
Time ended [Hr/ /Min/
Interviewer Name
Signature
Result of interview A) Completed

B) Not completed
C) Partially completed
D) Refused

Checked by supervisor Name
Signature

Part 1- Demographic information

If age is less than 18, ask the parent or guardian

No | Questions Responses Skip

101 | Age of respondent

102 | Sex of the respondent 1. Male

2. Female

103 | How long have you lived in this district?

104 | How much is your household family size

including you?

105 | Marital status 1. Unmarried
2. Married

3. Divorced
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4. Widowed
5. Other, specify_
106 | What is your religion? 1. Orthodox Christian
2. Catholic Christian
3. Protestant Christian
4. Muslim
5. Other, Specify__
107 | Mode of transport to get to this health center 1. Foot
2. Bajaj
3. Public vehicle
4. Private car
5. Other,
specify
108 | How long does it take you to get to this
facility?
Part 2 — Socio-economic information
No Questions Responses Skip

201 Educational attainment

1.
2.

No formal education
Primary education (grade
1-8)

High school (grade 9-10)
Post high school study
Higher education

Other, specify

202 Employment status

Currently employed
Not currently employed
Self employed

Other, specify

203 Occupation

e I S ol B S L

Government employee
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2
3
4.
5

6.

Private employee
Merchant

Student

Child under school age

Other, specify

In this part of this section, | will ask you about the total income for the household in the last 12

months (previous to today) from paid work or other sources of income.

I know it may be

difficult to calculate that figure, but please do try to give as accurate an amount as possible.

204.1

Does your household have a regular source of income?

Interviewer: Regular income over the last 12 months, meaning that the household
can depend on a source to provide an income at intervals that can be used to base
household budget decisions.

1. Yes, regular source
2. Yes, regular but
seasonal

3. No

I am now going to read you a list of possible sources of income. Thinking over the last 12

months, can you tell me what the average earnings of the household have been per week or per

month or per year? Please tell me whichever time period that is easier for you.

204.2

Please tell me from which of these sources members of
your household receive income:

A

If Yes, 2
Column B

Ifno=>»goto
next Question

B.

Can you estimate an

approximate total amount of
income for the household over
the last [week/month/year- time

period circled in Column A]?

a. Wages, salary from job? If yes, please estimate an
approximate total amount of income for the household
in column “B”

1 YEs,
WEEKLY

2 YES,
MONTHLY

3 YES,
YEARLY

4 No=2>Qb
5 DK

EREERN

5 DON'T KNOW
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6REFUSED

b. Earnings from selling, trading or hawking products?
If yes, please estimate an approximate total amount of
income for the household in column B

1 YEs,
WEEKLY

2 YES,

MONTHLY

3 YES,

YEARLY

4 No=2>Qc

5 DK

5 REFUSED

Uoooood

c. Income from rental of property?If yes, please
estimate an approximate total amount of income for the
household in column B

1 YEs,
WEEKLY

2 YES,
MONTHLY

3 YES,
YEARLY

4 No=>Qd
5 DK

5 REFUSED

Uoooood

d. State old-age (veteran's/civil service) pension
contributory pension fund, provident fund or social
security benefit?

1 YEs,
WEEKLY

2 YES,
MONTHLY

3 YES,
YEARLY

4 No=2Qe
5 DK

5 REFUSED

Uooood

e. Interest, dividends (for example, from savings
account or fixed deposits)?

1 YEs,
WEEKLY

2 YES,
MONTHLY

3 YES,
YEARLY

4 No=2>Qf
5 DK

5 REFUSED

0000000

f. Other (specify):

EREERN
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1 YESs,
WEEKLY
2 YES,
MONTHLY
3 YES,
YEARLY

4 No=2>Q
117

Uooooood

204.3 | So to verify this information, your approximate total
household income from ALL sources over the last 12 months
is about how much?

Wealth index

The next questions ask about household assets, services and hosing conditions

1. Household assets & services — In answering the questions below please think of assets & services available in

your household

205 | Electricity 1. Yes 2.No
206 | Watch/clock 1. Yes 2.No
207 | Television 1. Yes 2.No
208 | Radio/tape recorder/stereo system 1. Yes 2.No
209 | Mobile telephone 1. Yes 2.No
210 | Non-mobile/fixed telephone 1. Yes 2.No
211 | Computer 1. Yes 2.No
212 | Internet service 1. Yes 2.No
213 | Refrigerator 1. Yes 2.No
214 | Table 1. Yes 2.No
215 | Chair 1. Yes 2.No
216 | Bed with cotton/sponge/spring mattress 1. Yes 2.No
217 | Electric mitad 1. Yes 2.No
218 | Kerosene lamp/pressure lamp 1. Yes 2.No
219 | Laundry machine 1. Yes 2.No
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220 | Kitchen materials washer machine 1. Yes 2.No
221 | Sofa 1. Yes 2.No
222 | Bicycle 1. Yes 2.No
223 | Motor cycle/scooter 1. Yes 2.No
224 | Animal-drawn cart 1. Yes 2.No
225 | Car or track 1. Yes 2.No
226 | Is there any security system (emergency alerts, security 1. Yes 2.No
guards)?
227 | Separate room used as kitchen 1. Yes 2.No
228 | Is there any kitchen sewage system that is built-in with your 1. Yes 2.No
home?
229 | Hot running water 1. Yes 2.No
230 | Are there any paid domestic servants (Gardner, house servant, 1. Yes 2.No
house keeper, driver)?
231 | Additional (second) house 1. Yes 2.No
232 | Bank account 1. Yes 2.No
233 | Own land usable for agriculture 1. Yes 2.No
234 | If yes, hectares for agricultural land 1. Morethan95 2. Unknown
235 | Livestock, herds or farm animals 1. Yes 2. No
a. Cattle 1. None 2.95o0rmore 3.
Unknown
b. Horses/donkey/mules 1. None 2.950rmore 3.
Unknown
c. Camels 1. None 2.95o0rmore 3.
Unknown
d. Goats 1. None 2.95o0rmore 3.
Unknown
e. Sheep 1. None 2.95o0rmore 3.
Unknown
f. Chickens 1. None 2.950rmore 3.
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Unknown

g. Beehives

1. None 2.95o0rmore 3.

Unknown

2. Housing Condition — please answer the following questions thinking about the housing condition of your

household

236

Home ownership

A

Private

Government

Rent

Other (specify)

237

Number of rooms used for sleeping

238

Sources of drinking water

© 0 N o 0o B~ w D PE

10.
11.
12.

13.
. Other

Piped - into dwelling

Piped - into yard/plot

Piped - public tap / standpipe
Borehole

Dug well - protected

Dug well - unprotected
Spring - protected

Spring - unprotected
Rainwater

Tanker truck

Cart with small tank

Surface water
(river/dam/lake/pond/stream/canal/irrigation channel

Bottled water

239

Sources of non drinking water

el A

Piped - into dwelling

Piped - into yard/plot

Piped - public tap / standpipe
Borehole
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5. Dug well - protected
6. Dug well - unprotected
7. Spring - protected
8. Spring - unprotected
9. Rainwater
10. Tanker truck
11. Cart with small tank
12. Surface water
(river/dam/lake/pond/stream/canal/irrigation channel”
13. Other
240 | Location of source for water 1. Inown dwelling
2. In own yard/plot
3. Elsewnhere
241 | Time to water and back (min) 1. On premises 2. Don't know
242 | Person fetching water 1. Adult woman
2. Adult man
3. Female child < 15 years
4. Male child < 15 years
5. Other
243 | Do anything to water to make safe to 1Yes 2.No 3.Don'tknow
drink
244 | What do usually do to make water safe 1. Boil
to drink 2. Add bleach/chlorine/water guard/pur/bishan
gari/aquatabs
3. Strain through a cloth
4. Use water filter (ceramic/bio sand/composite)
5. Solar disinfection
6. Letitstand and settle
7. Other
8. Don't know
245 | Main roof material 1. No roof
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Thatch / palm leaf / mud
Rustic mat

Reed / bamboo

Wood planks

Cardboard

Corrugate iron / metal
Wood

Asbestos / cement fiber

. Cement / concrete
. Roofing shingles
. Other

246

Main wall material

© 0 N o 0o bk~ w D PE

e e e o o e
o UM W N P O

No walls

Cane / trunks / bamboo / reed
Dirt

Bamboo / wood with mud
Stone with mud

Uncovered adobe

Plywood

Cardboard

Reused wood

. Cement

. Stone with lime / cement
. Bricks

. Cement blocks

. Covered adobe

. Wood planks / shingles

. Other

247

Main material of floor

1. Earth, sand
2. Dung

3. Wood planks
4. Palm, bamboo

63




Parquet, polished wood

. Vinyl, asphalt strips

5

6

7. Ceramic tiles
8. Cement

9

. Carpet
10. Other (specify)

248

Type of toilet facility

© 0 N o g bk~ w D PE

el
N B O

Flush - to piped sewer system

Flush - to septic tank

Flush - to pit latrine

Flush - to somewhere else

Flush - don't know where

Pit latrine - ventilated improved pit (VIP)
Pit latrine - with slab

Pit latrine - without slab / open pit
Composting toilet

. Bucket toilet

. Hanging toilet / hanging latrine
. No facility/bush/field

13.

Other

249

Share facilities with other household

Yes 2.No

250

Number of household sharing toilet

10 or more households 2. Don't know

251

Type of cooking fuel

1.
1.
1
2
3
4.
5
6
7
8
9

10.

Electricity
LPG
Natural gas
Biogas

Kerosene

. Charcoal

Wood

Straw / shrubs / grass
Agricultural crop
Animal dung
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11. No food cooked in HH

12. Other
252 | Food cooked 1. Inthe house 2. In aseparate building 3.
Outdoors 4. Other
Part 3 — Health service utilization information
No Questions Responses Skip
301 | Isit your first time visit to this health center? 1. Yes
2. No
302 | If no for question number 301, how often do you visit this health
center?
303 | For what reason(s) you visited this health center 1. To get treated my
illness
2. Checkup
3. For medical
certificate
4. Other, specify
304 | If the reason you visited this health center is to get treated your illness,
what do you think the name of the illness?
305 | How much you paid for diagnosis, treatment and prescription? 1. Free
2. ___ Birr
3. Other, specify
306 | How do you evaluate the service given in here? 1. Very poor
2. Poor
3. Neutral
4. Good
5. Very good
307 | What is/are the reasons you choose this health center?
308.1 | What aspect(s) of care satisfies you the most?
308.2 | What aspect(s) of care dissatisfies you the most?
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308.3

How long on average, do you normally wait before you get health

service once you reach here?

309 | Have you been ill in the past 3 months? 1. Yes
2. No
310 | Your answer is yes for question number 309, what do you think the
name of the illness?
311 | Did you seek any treatment? 1. Yes
2. No
312 | If yes, where did you seek treatment? 1. Government hospital
2. Health center
3. Private clinic
4. Private hospital
5. Traditional healer
6. Other, specify
313 | Has there been a time when you needed to get treatment but was not 1. Yes
able? 2. No
314 | If yes for question number 313, why?
315 | If there is a time to get treatment in the future, will you come to this 1. Yes
health center again? 2. No
316 | If no for question number 315, why?

Are there any comments you would like to make?

Thank you
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Informed consent (Amharic form)

P HAF4PT PavlB PR
MG LOATNT NTR-mmmme- LOAA: ANV PCooMu~t Ph8N ANN RLOCA L CUNLHAN MS
+99s CPTT@ 9PVLt WAV @ai@i: ACH, PR MS@ AhvA PP PhaoAANT
VAPSAIAINT AMPPI° COLING PG PGS 1TICTT 10 LT TG A7&3hS@7 h h8n
AN LNCA AS hagh AN MG NE FPL ATTFAT::
ACOE2 (LY TG Otaolmel ALY TG+ htovlmt mS NPT (A% @-0T +HmPoy,
NAPE 10 8% TG T “TUNE-PG AhTTLEP W18.U-9° PSS hWIAINT AMmP+I° 1L AL
avlB CANIN: PACN® AATE NEPL7TrT AL Ptovhid 1o PA-oom@d PoLONLD-
1M h 10 -15 L& A7 9°79° 9°F+ PTILAT TEEe ATLAN 04 hLCIAU:: 1IC 17
T PUILAT TEE hA TINE9° STAN: TLE®7 ANAPOAI® PUIAT av-p ool AAP-T::
NAaoA+HG L5 P A ACKL “IUNE-PE ADSTLLEP WS PMS AMNTAT hnPPI° H-LE
AL AMGEIAU:: 2% TGT OMS WIAINT AmP+I® Hee AL @A P7LAM AhAT
APLTT AT AS Aoo NG AL Mat S ALINTIA LTAN: NAB AT NACHEL
aohpf\ PU1LL1@ PA-I°AAN TLOTE-RrE OHmOd ooP'rT hA@-PFAU: AT4.U9° TGk
P.AD ATIVCT NF aoP'rT AIAOA T AU :NT6T149° PACONES A6 ALY TS
avdit MP2, WP IhA@-$FA@-::
PAICTr T T1L10. PO

AL N FOAT P+ avlB oo\t LS G @L avm@d ATELE--AP  -hLLAUI°
AL alrh ood\(r OLooMmP4: ov'l e

ALLAUI® nPY aoAA(: DAONT AgoNDS WG SPLE CAP'TNTT 9°n70T 062 ML+ TAD-
TAaF4d, av'h

TGE7 NFovAnt ATe2149° ovlB PTG QAT ALe-A
09 - it hAvT

NAh - 0913583494

A“1LAN - mercykassahunmk.mk@gmail.com.
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Data collection tool (Amharic form)

Al POt OhovAATT VAICS AIATAT AMPPIF NG PULTA PS PS TICTT
ATITGT OFHIE oom@P hGN AN RLNCAA CUNLTON MG ALTN A

faom@d aof &TC

fma M O

PPAToMLd: 4 P mDC a.9°
PPAaomBd avEavéf (G0 | - %Lk P
PPLAoMLE aognlh 0T | - NG tmmm-Q.b
PAMLP APl hg°
4C1
P PhaomPe @M.t 1. P199A
2. ao-( lao-f CANTTIA
3. Nhén P1o1A
4. L.PLE POV
CHEMNLD- 77417, ng°
4C1

0299 h 18 oot T AP+ ANL@D Paor1 MOE @LI° MO SmeP

AN 1 7TU04R avlR

T | Tee ao\(\ DL P TN

C o Tee
£'15

101 | 0222 07 10-?

102 | 2 1. 7% 2. 0

103 | A2°7 fUA LH ALLD AN, TLPAN?

104 | 079.940F 0 @-OT ACNET an9°C P00 ANHA-

art 1@m-?
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105 | OoNF UL+ 9% LavdAN? 1. £A0
2. £10
3. ¢4k
4. OA / Lok
eI+ T @
5. A WA 2100
106 | 12715 FP 9°1L1m-? 1. ACFL2a0 hCoHs
2. wfAn ACHTS
3. TCTONFF ACHTS
4. ao-0\A9I”
5. AA A 2700
107 | ®LHY MG NNE CoomNt P47 Ch ool 1. NA7C
2. Nase:
3. NUHAN o33
4. N7\ aon G
5. &A A £100----
108 | Ao 9°7 PUA L 4E0T7?
NEA 2 - AhG7eP avlB
&TC | TEE ao\N ®OL7 P TAD
TCE 215
201 | ¢T9°VCT U 1. 9°99° ALY TI9°VCT LNHI4
2. AILE L5 1994 (1-8)
3. PUATE L5 1994 (9-10)
4. hU-NHE LB NAL
5. hq1s eH9°uCTH LLE
6. AA hA 2106----
202 | P0é- PTC U 1. 0PTC AL
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NPTCALLAPT
PN N PULOSG
A A LIAG-------

> LD

203 | e UBS

o T B A AT T PA
PN HbML
1,98

T4

—

2R T

A A 2740

nrUCT 0L 03T PP VT

N9+ TaA® T2+ @-0T NACHLE 0F NNALD 12 @éF QA LH @-OT hhé oe9°
nAA LU mPAN PN, 9P AmS AU LEOTICTI® DA UA9° eI, 9O
TanAE e 9T NI4T ADSAU-:LY ovlB PACALTT PMS amPPI© ULt

nAA®- OC AT7190C DATL.MPI° -

204 .1

M+2 %99, 2, 9°78 hh

NN oomed ACcilm- P £7% . TN Nt 12 wit
nA0N 01@ns Pl AR P7L077m- av€N5 P, "33
79N 1w-::

3.

. a2 RN, TR

AP 27 P 0PI
eUY
£A”

Av? £9° P, T SPSHA ANA®- PO 00T HCHC A'1de-Av-:: 0.+
12 @41 07100 AACHL (700 T P21 U3 a%The M, NA° T OLI° NOC OLI°

Nhoo - G745 AN

204.

NN 12 @i AL T7 PP v

N

P, 97 he 5@ AP L7006 aANL AP DY OL LEE A | amPAL NPT

2'1.5

avlaot pF -

aANL  ANTICT® WP @L | AT (oG oL9°
1P TAD TEE 1.5

N%av (L4 U
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N-Hhnna- aoOlt
27147

U. CA1N0T n6e L9°H L9717 N,

—

A 0D

o o

. WP AT

a2 NoC

hP N\haoT

£A° nP1 @L T A
£'1.5

no-+®-9°

CPLE hBLAU-I°

EREEEN

A. . hoP NeA 77 0TALR
I°CAT7 NT9PLAN LULTT N,

—

0D

o o

. WP AT

a2 Noc

hP (\hovo|

PA° W1 oL TP+ h
2.4

ana@-+@-9°

CPLE h@LAU-I°

Uooood

. CHALE TNELFTT NTne-9F PoLTY
",

—

0D

o o

. h® AT

a2 NoC

hP (\haoT

eA° W1 0L T P4 av
215

aMo-+P@-9°

CPLET hLLAU-I°

Uoooo0

av. nav Nt POINEP POTS
NELANLA AIATDAT) Ml TP0e
MLANLE NELICHAP ANFPR POLTY
m,

—

0D

. h® AT

a2 NoC

hP (\haoT

fAI° hP1 L TP v
£'1.5

EREEEN
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ano-+o-7°
GPLE hBLAVI®

w,. hoAL: (A7°An heml @L9° 471,
n-teoom 17HAN) UL N,

—

A 0D

2

. WP AT

a2 NoC

hP N\haoT

CA° nP1 @L TLe L
£'1.5

no-+®-9°

CPLE hBLAU-I°

EREEEN

4. A hA 2700

—

0D

h® NPT

a2 NoC

hP (\haotT

eA° W1 0L T L4
117 &'1.4%

Ao+ D-9°

. GPLT hRLAUI®

Uooood

204.

avl S ACTL1T NALD 12 @t
ameLAL M., nU-A-9° 0., 9°75> 9°7%
PUA 10:?

Uooo00

PYNT LLE Ptavdhk TEELPT

PP TAT TLEPT PULT40F O @0T OWATLTT LT AG PO ANd-C VB3 LavAhdA

1.

PO FNLT AG WIATDNT - AP CULPTATT TEEPT P @-OT AATLTT LTS

AT ALANLav-

205 | Phnén U8 1. A 2. PA9®
206 | (9T 1. A 2. PA9®
207 | EANC? 1. nd 2. PA9°
208 | &4/ ET/Rav-H P TIsmmF/stereo system/ 1. AN 2. PA9®

209 | 0L/ F 1AL NAR 1. ah 2. PA9®
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210 | P/ PovhooC OAN . hh 2. PA9°
211 | b9 TR +C . AN 2. PA9°
212 | CATHCR T AIATAT . AN 2. PA9°
213 | “1HPH (934F) . AN 2. Pa9°
214 | mOH . AN 2. PA9°
215 | @30C . AN 2. PA9°
216 | PAND PPN TE/NTL T ¢ . AN 2. PA9°
217 | Chtlén oM . AN 2. PA9°
218 | h-¢-H . AN 2. PA9°
219 | PANN 2ImN.L 707 . AN2. PAY°
220 | P6F “IMN.L 707 . Ad 2. PAY°
221 | (4 . Ah 2. Page
222 | inant . Ah 2. PAY°
223 | P9°H+C NNANT/FTT 2Lt . Ah 2. Page
224 | NATNA P2LAN D4 . AN 2. PA9°
225 | aop.§ . Ah 2. PAY°
226 | ML AT NCHT (PhLD LOATALD ME, . Ah 2. PAg°
NC:TNFP) hAPF?
227 | AZ°N T1NOE PULmbao-0T PNF AGA . hh 2. AP
228 | W H® IC ANE PH0e- PTG PEAT aoao(? . AN 2. PA9°
229 | avo-¢ A@C (hot running water) . hh 2. PA9
230 | NNGe CPmé Ne 5 (ATNNTE POt A5 PR ST . AN 2. PA9°
015 (74.C)?

231 | Fen?14(U-NTE) o8 o1 . hh 2. AP
232 | P07 +PoTE A . AN 2. PA9°
233 | AACH PoL.mb oot avlet . Ah 2. PA9°
234 | A® aP1 9°7 PUA badC . h 95 %hdC NAL

. AP
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235 | M T a7 22T ®LI° ChACH ATNOT 1. nhd 2. PA9°
¢ hl 1. ?A9° 2. 95 AS hH.f
NAg 3. hgFoP9°
dlN7T hUE LI NPhe 1. A9 2. 95 AG hH.f
NAg 3. hgJoPor
“Qaoi\ 1. ¢A9° 2. 95 AG hH.f
NAg 3. hgJoPor
PO 1. A9 2. 95 AG hH.f
0ALg 3. heJ o+
n<z 1. ?A9° 2. 95 AG hH.f
0N 3. heJ o+
A 1. ?A9° 2. 95 AG hH.f
0ALg 3. heJ o+
NP6 1. ?A9° 2. 95 AG hH.f
0AL 3. heJ o+
2. P AOG-C U3 - ANNLLLPTATT TEL2T AATLTSNT b A0d-CS U-BF ALON Lavd(-
236 | PS40 b QAR 9097 12 1. P94 2. Coop0VT (PPNA)

3. W00 hé-f 4. AA hA £I00--

237 | Aaoi 3 e me oo FAGANTT 10?7

—

. aoFLe W @0T £A 070,

ATC N, 00T £a 0730,

ooyl AL P2U-AhA 070/ CUHAN 070,
whéd.l ool P.0M @Y

e AN OBl P9I @Y

govtnan eteLl 090rR @Y

ehan ¢9°78 @Y

Lovtnan e @Y

eHGN @Y

238 | foomT -1 9°7ipr

© © N o o A~ DN
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10.h@-Y ovm§ ovon S/ 37hC
1.0F570 @Y oomE AN LT
12.9m- @Y (@FH/ QLN V2P 170

@ FT/0G/aoNS)
13.¢mCav-0/CNAPT/CANER @Y1
14.0A

239

Ao T+ o918 @Y 9°7p

1. oG48 b @0T £A 07,

ATC M. o-0T £a 07,

av’y)€ AL Po-Hni 071/ CUHA 077,

Pl ool P7L.0M @Y

¢HnAa CHPLL LI oY

CANThAA PH$LL PI°1 @Y

¢-thAh $9°758 @'

C£ithAn £I9°758 @1

CHGN @Y

10.h@-Y oom§ oon S/ 37hC

11.0HS70 @Y ooms AN LT

12.2@ @Y (O TH/LAN/VLP/ 71
OHF/0L/aoN )

13.4A
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e 9o (3 av)§

1. P40 aoFefe O @-0T 2. M, @-OT 3.
A (g

241

@9 +L&+t AovavAO P97.4.20- LH

1. A7& 03 AR P 2. M\o-+@-7°
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