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Abstract 

Exemptions from user charges have proven to be very hard to implement in those countries that 

have adopted them . Poor screening mechanisms have been the main reason for the difficulty of 

identifying those patients who are able to pay for granting free care services from those that don't 

have the ability. 

This is a result of a cross sectional descriptive study that compared the characteristi cs of free 

patients with those paying at the analysis stage in the northern part of Ethiopia. In addition , it has 

assessed the presence and extent of under coverage and leakage in the provision of free health 

services. The study uti lized a multistage sampling method for the household survey and systematic 

random sampl ing for exit interview. In addition , kebele free treatment letter writers , and health 

institution administrators were purposively selected to fulfil the study objectives. 

According to the results of the study, provision of free health care represented for more than half 

(52.4%) of government health expenditure in the area. Even though the problem of under coverage 

and leakage was not very high, there was no statistical significant association between low income 

and getting free care in rural public health institutions. Proper registration of free treatment provision 

seemed to be the most important mechanism for the system to function efficiently. Even though 

most health institutions have registration books for recording free treatment, they were not properly 

using them. 

As Ethiopia is one of the countries that attempts to ensure access to health care by the poor, the 

results of this study will help to have better understanding of the issues regarding the proper 

implementation of waiver and exemption mechanisms. 

11 



TABLE OF CONTENTS 

ACKNOWLEDGEMENTS . .. ................................................................. I 

ABSTRA CT ... . . . ..... . .... . ...... . . . .... .... . ... . . . . . . .. . .... ....... ..... . ... . . .. ..... ... II 

TABLE OF CONTENTS .......................... .. .. ..... .................... .... .. ....... III 

LIST OF TABLES ..... . .. . .... . .... . .. . .. . . ............. . . . . . ... . .. . ...... . . . ..... ...... .. IV 

INTRODUCTION .................. .. . . ..... . ... .................................. . ... .. . . . I 

LITERATURE REVIEW ..... . . .... ... . .... .. . . . ....... . . .... . ............ .... .. . ........... 4 

M AJOR THEORETICAL ARGUMENT FOR USER FEES IN HEALTH CARE SERVICES: 

EMPIRICAL EVIDENCE ON USER FEE AND FREE HEALTH CARE SERVICES: 

4 

5 

OBJECTIVES ..................... ...... . ...... ...... .............. . .. . . . . . ..... .. . ... .... 8 

GENERAL OBJECTIVE: 

SPFClFIC OBJECTIVES 

8 

8 

METHODOLOGY . . ....... . . . ...... . ..... ... . .. .... ...... ............ . . . . ... ..... .... . .... . 9 

I STUDY DESIGN 

2 STUDY AREA 

3. STUDY POPULATION 

4. INSTRUMENT D ESIGN 

5. INTERVIEWER SELECTION 

6. ETHICAL CONSIDERATIONS .... . . . 

7. PRE-TEST 

9 

9 

.... ......... 10 

10 

II 

. .... . ........ .. .... ........ .. .. . .. ... ....... II 

...................... .... ........................... II 

8. SAMPLING AND DATA COLLECTION METHODS ....• . •.• . • . • . ••• . • ... •••.•... . • . •. • . . 12 

12 

12 

13 

8. I Health Facility Injorlllation 

8.2 Pal ienl Exilll7lervielV Survey . .... .. . . . .. . . . .. . . . . . ... . . ............ . . . . . . . . . . . . ... . . . 

8.3 Kebele (ViI/age) level injorlllation 

8.4 Household Surveys. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14 

9. SURVEY PROCEDURE .. .......... • .• . •.•...•.•. . . . . . . . . . . . . . . • . • . • . • . . • • • . . • . . . . . . . 15 

III 



10. DATA ANALYSIS .. . 

II . DEFINlTlON OF KEY TERMS 

16 

16 

RESULTS ... . .......... .... .. .... .................................. . . . ......... . . .. ...... 18 

1. Experience with targeting mechanism at the kebele (Farmer association)level: 18 

II. Experiences with Targeting Mechanisms at Health Facili ties Level ....... 19 

III. Findings from patient exit interviews : . .. . .. ... ... .. .. .. . .... . ..... 21 

IV. Findings From Household Surveys ....... .. .... ....... ~ ..... ~ . . .. 31 

DISCUSSION ... .. .... . ........ •. .. . . • . ..•.•...•.•.• .. . • . ................ •... •.•.• .• .•.... 39 

CONCLUSIONS AND RECOMMENDATIONS . .. . .......................... ... .. ....... . . .... 45 

STRENGTH AND LIMITATION OF THE STUDY 

Slrenglhs . 

Limitations 

Conclusions 

Recommendations . . ...... .. . . . 

45 

45 

45 

46 

47 

REFERENCES. . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . .. 48 

ANNEXES ........ ......... . .. . . . . ...... . . . . ... . ... . .. . .•.•.•...•.•.• . ... .... .. ..• ........ 51 

QUESTIONNAIRE ON PATIENT EX IT INTERVIEW 

QUESTIONNAIRE FOR HOUSEHOLD SURVEY .. 

HEALTH FACILITY INFORMATION 

51 

55 

58 

In-depth interview for health/acility administrators. 58 

SELF ADM INISTERED QUESTIONNAIRE FOR KEBELE (FARMER) ASSOCIATION LEA DERS. 60 

IV 



r 

LIST OF TABLES 

Table I .Socioeconomic characteri stics of exit respondents, Bahir-dar Town and Bahir-dar Zuria 

Woreda , Northern Ethiop ia, I 999(n=2 I 0). . .. .. ........... . ................. 22 

Table 2. Reported prevalence of paying and free patients at both urban and rural health fac ili ties, 

Bahir-dar Town and Bahir-dar Zuria Woreda, northern Ethiopia, 1999 . . . . . . . . . . . . 24 

Table 3. Compari son of soc ioeconomic status of fee waivers (n=80) with paying patients(n= I 00), 

Bahir-dar Town and Bahir-dar Zuria woreda, northern Ethiopia, 1999 . ........... 26 

Table 4. Adjusted effect of socioeconomic status in wai ver (n=80) and paying patients (n= 1 00), 

Bahir-dar Town and Bahir-dar Zuri a Woreda, northern Ethiop ia, 1999 .. . . . ... 27 

Table 5 Reasons for seeking care at government health insti tution, Bahir-dar Town and Bahir-dar 

Zuria Woreda. Northern Ethiopia, 1999 .................. . . .. .. .... ...... ... 28 

Table 6 Exit respondents on sources of informati on about waiver and exemption, Bahir-dar Town 

and Bahir-dar Zuria Woreda, Northern Ethiop ia, 1999. . .. . ...... . .... . . .. . 29 

Table 7 Respondents who reported as k.nowing cases of leakage and under coverage. Bahir-dar Town 

and Bahir-dar Zuri a Wereda, Northern Ethiopia, 1999 . .. ....... ... .. ........... 30 

Table 8 Socioeconomic characteri stics of households, Bahir-dar town and Bahir-dar Zuria Woreda, 

Northern Ethiopia , 1999 (n=300). . .. . . ... ...... ... 32 

Table:9 Household respondents choice of health care faciliti es, bahir-dar town and bahir-dar Zuri a 

Woreda Northern Ethiopia, 1999. . . ... .. . .. . . .......... ... 33 

Table: 10 Reasons for seeking alternative health care provider, Bahir-dar Town and Bahir-dar Zuri a 

Woreda, Northern Ethiopia, 1999. . ....... . . 34 

Table II Sources of information about waivers of household , Bahir-dar Town and Bahir-dar Zuri a 

v 



Wereda, Northern Ethiopia, 1999 .... .............. ........ . ............. 35 

Table 12 Household Knowing about exempted disease categories, Bahir- dar Town and Bahir-dar 

Zuria Wereda, Northern Ethiopia, 1999 ............ . . . . ....... 36 

Table 13 Respondents reasons for under-coverage and problems to get free certificates, Bahir- dar 

Town and Bahir-dar Zuria Wereda, Northern Ethiopia, 1999. . .. .. . . . ....... . .. 37 

Table 14 Respondents who reported as knowing cases of leakage and under coverage, Bahir-dar 

Town and Bahir-dar Zuria Wereda, Northern Ethiopia, 1999 (n=300) ... . . ... . ... 38 

vi 



Introduction 

A tradit ion of free public provision of hea lth serv ices has ex isted in many deve lopin g countries ( I ). However, 

a combinat ion of demograph ic and cu ltu ra l facto rs has left important gaps between th e demand fo r and the 

supply of s uch se rv ices. As a conseq uence, many peripheral hea lth fa c il ities operate without basic medica l 

suppl ies and most of the people could hardly use them tho ugh services are available free of charge (2) 

During the period of market ori ented reforms in 1980s and early I 990s, the debate in deve lop ing countries 

whether these reform s shoul d be im plemented in the hea lth sector centered on three iss ues. 

I) Th e extent to which the reforms cou ld improve effic iency in the publi c hea lth sector. 

2) The extent to whi ch they could a llev iate the severe budgetary constraints at gove rnment health fac ilities; 

and, 

3) Their proba bl e impact on equity in the utilization of medica l ca re (3) 

The argument fo r instituting user charges in public bea lth fac ilities was basetl un two assumptions: 

a) the revenue from user charges would be used to im prove serv ice quality and that improvement wou ld have 

a pos it ive effect on health service demand. 

b) househo lds that are unable to afford health services at preva ilin g use r fees would be exem pted from the 

payment of fees s ince revenue generated from charg in g those ab le to pay would be used for such cross­

subsidy (l) 



Introduction of user charges in developing countries, espec ially in sub-Saharan Africa, in the late \980's and 

early 1990's revealed that not all the above assumptions were successful. Spec ifica lly, the number of vis its to 

government hea lth fac ili ties in some countries fell substantially despite a modest increase in the leve l of fees. 

In additi on, qual ity improvements in government fac il ities generally did not materi ali ze as anticipated (3) 

Furthermore, implementing user charge programs has proven to be very hard because of difficulties in 

identifyin g those patients who are able to pay from those unab le to pay. Poor screening mechanisms have been 

the main reasons fo r this difficu lty. This undoubted ly led to the problem of leakage and under coverage as seen 

in most of th e deve loping countries (3) 

Besides instituting user charges, various other meth ods were exp lored to ensure the prov ision of reasonable 

leve l of care without jeopard izing equ ity and effi ciency. Some of the options take n in this regard include: th e 

imp lementation of health insurance, the rationa l use of donor resources, enhancing th e invo lvement of the 

private sector and NOOs in the prov is ion and financ ing of hea lth care, raisi ng of taxes, and the effi c ient 

uti lization of public resources (5.6) 

Ethiopia is one of the countries that provide free health services to those unable to pay. The criterion to grant 

free health care services is mainly based on the direct monthly income of the ind ividual and this criterion has 

chan ged from time to time (7) In 1967, fo r example, the principle of uni versa l free medi ca l service for all 

Ethiopians whose monthly income is less than 50 Birr per month was established and thi s was rev ised and 

changed to lOS Birr per month to get the privilege of free health care in 1977 (7) There was a proc lamation on 

how this rule should be practised at the kebele [farmer assoc iation] leve ls. This proc lamation which was made 

in 1981 states that "The kebele urban dweller's assoc iation may examine in detail the means of live lihoods of 

any person who submits any appl ication to get any kind of free service in court or government offi ces and grant 
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certificate there to" (8). 

However, there are no formal assessments up to now whether the free care prov is ion system is operati ng 

effici ently or not. There are circumstantial ev idences that it is usually abused by th e urban e lites who are able 

to pay wh ile most people in the rural areas might not even be aware of the ex istence of the system. Therefore, 

it is proper that a study shou ld assess the s ituation to he lp to have better understanding or the issues and the 

ex peri ence of th e waiver and exemption system in the country. 

This particu lar study was ullde)taken lll northern part of the country and was aimed at answeri11g the-fallaw ing 

qu estions: 

Is the free hea lth ca re system rea lly providing the services fo r those who co uldn't pay? 

Does the system adeq uately protect th ose patients who cannot pay? 

How should the free care services provision be re-organ ized so that it will not adversely affect the 

publi c hea lth system's cost recovery potential? 

3 



Literature Review 

Major theoretical argument for user fees in health care services: 

The main arguments for user fees are that these fees , if appl ied properly, cou ld increase resou rces avai lab le 

to the hea lth sector, permit increased spending on under-funded programs, enco urage better quality and Illore 

efficiency, and increase access for the poor to basic hea lth services by increas in g amount of money ava ilab le 

fo r subsidy (6r 

.User charges..are_a1sosaiclto-/5enerate greateLallocatiYl:..clfrc iency and to create a sense of "ownershi p" wh ich 

will lead to greater responsi bi lity on the part of the users and more accou ntab ili ty on the part of the prov iders 

(9). A ll these factors, it has been argued, will ul timately contri bute to better access for a ll , and hence to greater 

equity. 

Although the case in favo ur of co llect in g contribution from users has been made powerful ly, some equal ly 

powerful critic isms have been ra ised against it. In part icul ar the poss ibl e adverse impact o f user fi nanc ing on 

access to services, especia lly of the poor, has been highlighted (6r 

The result of these concerns have been the deve lopment of various mechanisms, such as waiver and exemption 

systems, a imed at protecting the poor fro m the fu ll impact of such users fees. 

These systems are des igned to ensure tha t cost recovery efforts do not c reate serious fin anc ia l or opportunity 

cost barr iers fo r the poo r o r other groups with illn esses that dese rve exempti on, which wo uld und uly reduce 

their access to care (1.5.10) . 
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Empirica l evidence on user fee and free health care services: 

Access to and ut ilization of hea lth services is ineq ui table throughout the deve loping world and these 

inequalities are particularly glaring in sub-Saharan Afri ca (9) About half of sub-Saharan Africa populat ion does 

no t have regular access to modern med ical faci lities and 30-80% of gove rnment hea lth ex pend itu re are 

absorbed by urban-based hospi ta l care in eli fferent countr ies('). For example, Newbrancler in his Kenyan study, 

reported that there was a greater propens ity fo r the poor in urban areas to seek care than th ose poor in rural 

areas. This may be due to the fact that the urban areas have more facilities and the fac ilities a re c loser to the 

sick person 's home than the rural areas Pi. 

Studies on health care utilization in d iffe rent deve loping countries showed that, the demand for and use of 

hea lth se rv ices are initiated by perce ived morbi dity and further affected by factors such as d istance to the 

nearest health care un it ( II.12.IJ) the cost and orga ni zati on of the health serv ices ( 11 .14.". 16) S imila rly a study in 

Tanzania ind icated that 36% did not go for a health serv ice because of lack of money, 20% did not go because 

of distan ce to a health care fac ili ty or in convenience (10). And a case study in Kenya (199 5) indicated th at 

fi nance was the reason for 60% of the respondents seeki ng al ternatives (2 ). 

Moreover, a study on utili zati on o f se lected hospita l, hea lth center and hea lth stations in centra l, in southern 

and weste rn Ethi opi a (1990) showed that nearness, good services and free treatment a re the three maj or 

categories responded by pat ients as reaso ns for seekin g care(" ) 

Other Tanzan ian study indi cated that 69% of a ll respondents stated they knew someone who couldn't go for 

care because they could not pay and among th is group, 78% were poor. In add ition to inab ili ty to pay, nearly 

ha lf (49%) of the respondents stated that there were other access barriers such as d istan ce, waiting t ime and 

quality of care, which prevented someone th ey knew from seeking care (1 0) . 
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Grosh suggested that public health systems can have positive effect on eq uity if the poor have access to public 

care and the better of population uses alternative sources of pri vate care on a large sca le (9) . However, in most 

developing countries, the well offs still consume a disproporti onate ly large share o fpubl ic hea lth serv ices. In 

Indonesia in 1990, only 12% of publ ic spend in g fo r healt h was fo r services consumed by the poo rest 20% of 

househo lds while the wealthiest 20% consumed 29% of the govern ment subsidy in the hea lth sector (9) 

Moreover, an earlier study in centra l Ethi opia fo und no significant diffe rence between the income leve ls of 

pay ing patients and those who got thei r services fo r free (IB) 

According to a study by Kloos in central, southern and western Ethiopia, awa reness of the ava ilab ility of free 

treatment privileges has been found to be greater among th e ed ucated and the non-poor rather than the poor 

( 19) Likew ise, a Kenyan case study in 1995 reported that urban res idents appeared to be more aware of waivers 

m Sim il arly, in a Tanzanian case study in 1996, more people knew about an overall exemptio n pol icy than 

w;) ive rs and more of th ose who kn ew were non-poor (10). 

Stud ies on the effectiveness of exemption pol icy generally indicate the di ffi cul ty of cantra ll ing under coverage 

and leakage. In 1991 , Brian Abel Smith reported that, at least three cou ntr ies (Costa Rica, the Repub lic o f 

Korea and Thailand) operate systems by which poor people can app ly annua lly for a ce rtificate or card which 

entitl es them to free hea lth care. However, none of them have succeeded in identi fy ing all the poor ( 19) A 

system of in vestigation in Tha il and for example, has shown that the cards are issued to 14-20 % of the 

po pulati on but that only 60% of card-ho lders we re rea lly poor ( 19) Moreover, study results o f countri es' 

experience wi th targeting mechanisms found out that minim izing under coverage is poorly hand led than 

preventin g lea kage (20) 

6 



Based on the feas ibility study of community-based health Insurance in Ethiopia ( 1998), there was no difficulty 

to obtain a free celtificate, though the process is time consuming, and the paper needs to be renewed every six 

months (23) On the other han d, it is not uncommon for the free paper to be obtained under fa lse pretences, and 

ind ividuals who can afford to pay are a lso exempted (21 ) 

Overa ll, targeted interventi ons (wa iver and exempt ion) in deve loping countries have been compromised by 

a variety of d ifficult ies, including excess ive leakage, subjecti ve exemption criteria, in formal identification and 

verificat ion procedures and excess ive costs where limitat ion in insti tu tional and administrat ive capacity 

under li e each orthese pl'OlJlenis ,9) 

Therefore, there is a need for a thorough gro und work for estab lishin g fee for service systems th at wou ld a lso 

effecti ve ly protect the poor from the effects of service charges. In the absence of improved quali ty of care, user 

fees generally have negative effect on equ ity. If th e revenue generated from the fees retai ned and used by the 

charg in g faci lities and if quality of care improved as th e results, fees can be progress ive under the right 

circumstances. Here, po licy for protecting the poor is c learly necessary in th e context of widespread user fees 

for hea lt h se rv ices . 

Th us thi s particu lar study is a imed at assess ing the pract ice of providing free care in the NOIthern palt of 

Ethiopi a to come up with recom mendation that might be of interest at po licy leve l. 
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Objectives 

General Objective: 

To assess and descri be the pattern o f free hea lth care system at the governmen t hea lth fac il ities in 

Northern Eth iopia. 

Specific Objectives 

To rev iew the g uide lines for free hea lth care prov is ion at the po licy and ad min istrati ve levels. 

To assess the application of the guide lines at th e kebele and heaTfllfa c iI iJYlevels. 

To describe the magn itude and pattern of free hea lth care prov ision. 

To assess th e percepti on of th e community about free hea lth ca re services. 

To compare the soc io-economic status of those getting free care with those paying. 
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Methodology 

1) Study Design 

This is a cross sectional descriptive study whi ch compares the characteristics offree patients wi th 

those paying at the analysis stage. 

2) Study Area 

The study was calTied out between the months of May and July 1999 in the urban and rural areas of 

Bahir-Dar Town and Bahir-Dar Zuria Wereda respecti vely. The area is located at 11 ° 35'N latitude 

and 37°23'E longitude and is bounded by: South Gonder in the east, Lake Tana in the nOlth and other 

parts of West Gojam in the west. 

The proj ected population of Bahir-dar, and Bahir-dar Zuria Wereda in 1998 were 11 2,009 and 

178,468 respectively(22 l The town is di vided into two Weredas and 17 kebeles whil e Bahir-dar Zuria 

Wereda has 38 farm er Associations. 

The town has one hospital, one health center, one health station and a total of21 private clinics (one 

spec ial , one hi gher, six middle and 13 lower private clinics). There are five health stations and six 

health posts in the Zllria wereda. Using a 10 km radius geographic accessibil ity, health services 

coverage of the town is estimated to be 100%. The health serv ices coverage of the zuria Wereda is 

very low since most of the farmer associations are beyond 10 km radius of the conventional health 

i nst i tutions. 
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3. Study Population 

Both urban and ru ral populati on of Bahir-dar Town and Bahir-dar Zuria Wereda were included as 

the study population. 

The study subjects included: heads of households for the household survey, hea lth services utili zers 

for the ex it interview. Kebele free treatment paper writers for self admini stered questionniare and 

health institutions' administrators for indepth interviews were also included as the study subjects. 

The di vision of in terviewees into the discrete categories of poor and non poor was based on the 

definition of the Negarit Gazeta Proclamation number 4/85, arti cle 10, subarticle 9, 1977(9), which 

considers those whose monthly income is less than or equal to 105 Birr as poor for urban areas, for 

the purpose of granting the privi lege of getting free hea lth services. In the case of those who live in 

rural areas, even though poli cy at the nati ona l level could not be found, those who have no ox are 

considered as poor and can get the free treatment privilege. Thi s is according to the loca l community 

practi ce of granting free treatment certifi cate in the area. 

4. Instrument Design 

Questionnaire design relied on a thorough rev iew of the related literature and survey instruments 

used for s imilar studies. The interview questionnai re was prepared in English and translated to 

Amhari c. The format of the questionnaires was both c losed and open-ended. 
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5. Interviewer Selection 

The type of questions asked during the interview, parti cularl y those concern ing househo ld income 

were sensiti ve and people are more comfortable discussing sensiti ve issues with people with whom 

they feel more of the same standard . For this reason, a team consisting often 121h grade students who 

have li ved in their respective communities since their childhood were used as interviewers. These 

data co llectors were trai ned for fi ve consecutive days before conducting the pre-test. 

o.Effiical Considerations 

Data co ll ection was performed after getting informed consent fro m patients, heads o f households, 

health institution ad ministrators and kebele free treatment paper writers. Every attempt was also 

made to conduct the interviews with privacy. 

7. Pre-test 

The questiollnaire was pre-tested 30 households in two kebeles and 30 patients in three pri vate 

clinics in the study area. Thi s was done to determine the knowledge and skill s o f the interviewers 

and to find out whether each item of the questionnaire was understood by the respondents. The 

info rmation obtai ned was used in redesigning the contents and retraining was given to the 

interviewers to ensure their proper administration after the pre-test. 
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8. Sampling and Data collection methods 

8.1 Health Facility Information 

One hospital, a health center, t1u-ee hea lth stations were sampled in the study area for both 

quantitative and qualitative data collection. The reports and records of these institutions were 

reviewed and in-depth interviews with the proper offic ial s were conducted on the issues related to 

the study. 

Quantitati ve data were obtained by exarmmng recoras ofThe! health fac ili fies , where available, to 

determine how many waivers and exemptions were granted and whether there is proper recording 

system for those who have got the wai ver. 

Qualitative information was obtained to supplement the quantitative data fo r which in-depth 

interviews with hea lth institution administrators were held at each health fac ility. 

The information gathered duri ng the interviews included: the types of services provided, policy and 

procedure for granting waivers and exemptions, and the type of system in place for granting the 

waivers and exemption. 

8.2 Patient Exit Interview Survey 

Exit interviews were made with 210 respondents. Using systematic sampling method, every fifth 

patient was included in the survey by fo ll owing the card number of OPO visits during the 2 weeks 

peri od of data co llection. As much as poss ible, efforts were made to interv iew every patient with 

pnvacy. 
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The exit interviews helped to substantiate how the system worked in practice and to assess the 

satisfaction of patients with the quali ty of services provided. It was also helpfi.Il to identifY the socio­

economic characteristics of pati ents attending the faci I i ties. 

8.3 Kebele (Village) level information 

There are two free treatment paper writers in each kebele, purposively all (two) free treatment paper 

-writers-f'ronr each- selected kebele- (-vi IlageJ-ancI-faTIl1erassucTatio1TS~lTalWere-jnclude-d-in~ITe-­

household survey were given the self admin istered questiOlmaires . 

This was helpfi.11 to identifY how the system fo r free treatment privilege operates and what types of 

screening mechanisms are used for providing the free treatment paper. 
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8.4 Household Surveys 

Sample size determination fo r household survey 

11 .L ~I/ * P(1-P) 

d2 

n = 323 

Where : 

P - he-prevalence offree-healt h care provision in the area (70%). 

d = Marginal error between the sample and the population (5%). 

Z -n = Critical va lue at 95% ce11ainty (1.96) 

n = The estimated mi nimum sample size 

Multi stage sampling method was used to get the study subjects (head of households) . Here, the 

selection of the primary sampling uni ts were, the selection of the kebeles for urban and the selection 

of fanner associations fo r the rural study area. Out of 17 kebeles of the urban and 38 farmer 

associations of the rural , fi ve kebe les and five farmer assoc iations were se lected randoml y using a 

lottery method. 

The se lection of the secondary sampling units was, the selection of the households. Using house 

numbers for the town and lists of heads of households for the rural study area, as a sampl ing frame, 

households were se lected randoml y using a table of random number, based on which 32 households 

were included as the study subj ects fro m each selected kebeles . 
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Since the fanner assoc iati ons are widely dispersed and due to resource constraints equal samplc size 

were used for both urban and rural study areas. 

Data from thi s level provided infor mat ion about how the free serv ice system was perceived and 

utili zed by the conununi ty, and whether there were people who don ' t know about the ex istence and 

the mode of operation of the privilege. 

9. Survey~Procedure 

The heads of the households were considered the best person to address, in cases where the head of 

the household or other responsible adult wcre not at home, interviewers were instructed to return at 

least tlu·ee times to that parti cular household. !fthe house was empty after three attempts, the house 

immediate left of the predetermined one was included. Tfthe al ternati ve house was al so empty, the 

interviewer was told to drop that interview. 

The principal investi gator reviewed every questionnaire for proper compilation and logical 

consistency before leaving each study area. 
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10. Data Analysis 

The data was entered and processed using EPI-fNFO Version 6 statistical package. After organi zing 

and cleaning the data, frequencies and percentages were calcu lated on all var iables that are related 

to the obj ecti ves of the study. Multivari ate analysis was done by logistic regress ion mode l using 

STAT A software to compare and see the effects of confounding factors on paying and free patients. 

11. Definition of Key terms 

Poor:- Those indi viduals whose mo nthl y income is < 105 Birr/month for urban and those 

individuals who have no ox for rural. 

Waiver:- Discret ionary release from payment based up on inability to payor income levels. 

Exemption: - Provi s ion of free or reduced priced benefit s to people with certain attributes, 

regard less of income leve l which is aimed at ensuring they seek such services . e.g. , 

imllluni zation progralll. 

Under coverage is where the poor do not receive the intended benefit because they are either 

erroneously categorized as non-poor or they must still pay the fee despite thei r 

WaIver. 

16 



Leakagc:- is where the non-poor receive benefit intended for the poor. Ilere the non-poor 

receive the designation of poor, though they are not, which allows them to receive the 

services at no or a red uced charge though the person has the abil ity to pay for the 

servIces. 

Cost recovery:- Contributions to costs by users, in cash rather than in kind or labour, that can be 

made on an individua l basis or by a group of users, and are not necessaril y per unit 

f service delivered-. -

User fees:- Contri butions to costs by individual users in the form o f a charge per uni t of service 

consumed, typically in the form of cash. 
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Results 

I. Experience with targeting mechanism at the kebele (Farmer association) 

level: 

Of those fi ve urban kebe les and five farmer associations, a total of20 free treatment paper writers 

(two from each kebele) were involved for the self-administered questiOlmaire. All respondents said 

that the free certificate was written by the committee and the guidelines to determine eligibility were: 

One has to be a resident of the kebele or farmers' association 

One has to have a monthly inconie of 105 Birr or less in urban kebeles or should have no ox 

for rural kebe les. 

This information will be verified by three individual witnesses. Except fo r one farmer association, 

all the rest said that the free paper had to be renewed every three months. 

All the free certificate writers from the town and one of the farmer associations uti li zed special 

registration book to keep records on waivers granted. Those free certificate writers from rural kebeles 

which have no special registration books to grant the waiver could not answer properly the number 

of waivers granted. 
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All respondents claimed to have faced no problem in the process of free paper provision and all 

denied the presence of leakage and under coverage. 

II. Experiences with Targeting Mechanisms at Health Facilities Level 

Out of the tota l patients seen in Felegehiwot Hospital in 1998, 66% were free pati ent, but the number 

of pati en ts which received free services in the year 1998 in Bahir-dar Health Center and the three 

health stations were not documented . 

All gove rnment health facil ities which were included in the study exempted the poor from fees , 

based on free treatment papers brought. A free treatment certificate is considered valid onl y for three 

months. 

Even though all health institutions have special regi stration books for those free patients, the pattern 

of documenting was poor. This was specially true for the health centers and hea lth stations. This was 

said to be because of the lack of manpower to record such patients. Except the hospita l administrator, 

all the others (health center and hea lth station adm in istrators) denied the presence of leakage and 

under-coverage. 

Emergency cases and people who do not have permanent residency in the area were reasons 

mentioned by the hospital administrator fo r leakage/under-coverage. 
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All government health fac ilities included in the study have certain types of patients or services that 

are automaticall y exempted from fees. These include tubercu losis, leprosy, famil y plallning, and 

antenata l ca re. In addition , hea lth wo rkers were exempted from paying fees. 

Eli gibility for automatic exemption from fees for these services is determined at the health 

institutions and does not require any fo rmal process. In the hospita l and the health center, someone 

requesting an exeI11pti on due to an ill ness will pay the required fees until an investigation or test 

results confirm that the i·llness is..one that desences exempJion. 

All the health facil ity administrators claimed that, even though information on waIvers and 

exemptions is provided by health facil ity staff, most of the patients have learned about the benefit 

from relatives and friends. 
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III. Findings from patient exit interviews: 

The study subjects for exi t interviews (n=2 1 0) consisted of95 (45%) male and 11 5 (55%) females. 

The ages of the study subjects ranged from 15-85 years. (Table 1). Most of the respondents (40.1 %) 

were in the age group of 25-34 years. The educational status of the study subj ects were 47.6% 

illiterate and 52.4% were literate. Out of the total 2 10 respondents 67(42%) of them in urban area 

and 18(35%) of those in rural areas were considered to be poor. 

Out of the 2 1 0 respondents in govenUllent hea lth institution, 60 were from the two se lected hea lth 

stations from rura l areas, and samples of 77, 44 and 29 patients were selected from Bahi r-dar 

Hospi tal, health center and health station, respectively . 
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Tab le I Socioeconomic characteristics of ex it respondents, Bahir-dar Town and Bahir-dar 

Zuria woreda, Northern Ethiopia, 1999(11~21 0). 

Variable n (%) of urban n (%) of rural rural & urban 

Age categories 

15-24 40 (26.6%) 13(21.7%) 53 (25.3%) 

25-34 61 (40.6%) 23 (3"8.3%) 84 (40. 1%) 

35-44 25 (16.6%) 8 (13.3%) 33 ( 15.9%) 

45-54 19 (12.6%) 11(18 .3%) 30 (14.4%) 

, 55 5 (3.3%) 5 (8.4%) 10 (4.9%) 

Sex 

male 75 (50%) 20 (33.3%) 95 (45.2%) 

female 75 (50%) 40 (66.7%) 11 5 (54.8%) 

Occupation 

Gov.employee 15( 10%) I (1.7%) 16(7.6%) 

Student 19 (12.6%) 

Merchant 7 (4 .6%) 

dai ly laborer 4 (2 .6%) 

housewife 39 (26%) 17(28.3%) 56 (26 .7%) 

fanner 32 (21 .3%) 22 (36.7%) 54 (25.7%) 

other 34 (22.6%) 20 (33.4%) 54 (25.7%) 

Educat iona l status 

illiterate 67 (44.6%) 33 (55%) 100 (47 .6%) 

I iterate 83 (55.3%) 27(49%) I 10(52.4%) 

Family size 

<5 98 (65.3%) 41 (68.3%) 139 (66.5%) 

>5 51 (34%) 19 (31.7%) 7 1 (33.5%) 

U rban income 

< 105 Birr 52 (34.6%) 15 (34.9%) 67(42. 1%) 

> 105 Birr 64 (42.6%) 28 (65.1 %) 143 (57.9%) 

Rural income 

no ox 16 (10.6%) 2 ( 11 .8%) 18 (35.3%) 

~ I ox 18 (1 2%) 15 (88.2%) 192 (64.7%) 
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Based on table 2, the income of those patients who got free treatment was compared with those who 

paid. Accordingly, out of the 2 10 respondents to the ex it interviews at gove rnment facilities the 

reported prevalence of paying patients was 100 (47.6%) and the reported prevalence of free patients 

was 110 (52.4%). Of those free pati ents, 30 (27.3%) were exempted and 80 (72.7%) got waivers. 

Out of the 150 urban respondents, 60 (40%) got wai vers, 70 (46.6%) paid fo r the services while 20 

(1 3.4%) were exempted. 

Out of the 60 rural respondents, 20 (33%) got waivers, 30 (50%) paid [or the services, and the rest 

10 ( 17%) were exempted. Therefore, provision of free health care in this study represents more than 

half orthe government hea lth expenditure 
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TABLE: 2. REPORTED PREVALENCE OF PAYING AND FREE PATIENTS AT BOTII URBAN AND RURAL HEALTII 

FACILITIES, BAHIR-DAR TDWN AND B AIllR-DAR ZURIA WOREDA, NORTllERN ETH IOPIA, 1999. 

Urban Rural Total 

N (%) N (%) 

Paying 70 (46.6%) 30 (50%) 100 (47.6%) 

Non-paying 80 (53.4%) 30 (50%) 11 0(52.4%) 

Exempted 20 (13.4%) 10(17%) 30 (27.7%) 

Oot waiver 60 (40%) 20 (33%) 80 (72.7%) 

Total 150 (7 1%) 60 (29%) 2 10 (100%) 

Table 3 shows the results of the crude odds ratio fo r comparing those paying patients with those 

getting the services freely by their socio-economic characteri stics. Table 4 depicts the adjusted effect 

of the socio-economic characteri sti cs of free and paying pati ents, where under the column ' total' , 

the result of adjusted odds ratio exc ludes the income status; under a co lumn of ' urban' , the result of 

adjusted odds ratio excludes the rural income; and the co lumn of ' rural ' excludes the urban income. 
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These were done to see whether the effect orthe confounders act differently in urban and rural study 

area. 

The direction and the magnitude of association fur crude and adj usted odds ratio are similar for al l 

variables except for the variable educational status, where there is change in the magnitude and 

direction for both urban and rural results. The result of the crude odds ratio showed no statisticaly 

signifi cant difference between illiterate and literate in the provision of free hea lth care serv ices . 

The result of the adjusted odds ratio showed stati stically significant diffe rence fo r both urban and 

rural , where there is risk effect for the urban and protecti ve effect fo r the rural. 

When we see the result of the rural income, the odds of free health service for those low income in 

the rural area was 1. 71 times higher than the odds of free health care services for those of better 

income. However, since the 95% cunfidence interval [ur the udds ratiu includes unity, the difference 

between these groups was not stati stically signifi cant. 

Contrary to the rural areas the urban finding sho wed a statist icall y significant resul t. The odds of 

utilizing free health care services for those low income in the urban area was 3.42 times higher than 

the odds of utilizing free health care services for those of better income with 95% confidence interval 

of 1. 5 I to 7.78. 

In this study gender, family size, number of rooms, house ownersh ip have no stati stically significant 

association with getting free service privilege. 
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TABU' 3.COMPARISON 01 SOCIOECONOMIC STATUS OF FEE WAIVERS (N= 80) WITH PAYING PATIENTS(N= 1 00), 

B AHI R-DAR TOWN AND B AIIiR-DAR ZURIA WOREDA, NORTHERN ETHIOPIA, 1999. 

Variab le 

Rural income 

no ox 

~ oxen 

OR (95% e l) 

Urban income 

5 105 Birr 

> 105 Birr 

--O~W5%--CI ) 

Education status. 

illiterate 

literate 

OR (95% e l) 

Fami ly size 

55 
>5 

OR (95% e l) 

House ownership 

rented 

owned 

OR (95% el) 

Number of rooms 

~ 2 

OR (95% el ) 

Gender 

male 

fema le 

OR 

Got waiver (n=80) 

10 

10 

I 

39 

21 

45 

35 

.58 

22 

26 

54 

49 

3 1 

45 

35 

where * is when p-val ue < 0.05 
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Pa id for services (n= 100) 

8 
22 

2.75 (0.83 ,9.07) 

2 1 

49 

--4.33 (2.07~9.05)*' 

44 

56 

1. 63 (0.90,2.96) 

58 

4 1 

1.86 (0 .94,3.7 1) 

31 

69 

1 07 (0.57,2.0 I) 

48 

52 

1.7 1 (0 .94,3. 11) 

45 

55 
1. 57 (0.83 ,2.99) 



TABLE4. ADJUSTED EffECT Of SOCIOECONQMIC STATUS IN WAIVER (N~80) AND I'A YING I'ATIENTS (N~ 1 00), 

B AHIR-OAR TOWN AND B AHIR-DAR ZU RIA WOREDA, NORTHERN ETHIOPIA, 1999 . 

Variable Free Paying 

Sex 

Ma le 45 45 

Female 35 55 

Fam i Iy size 

<; 5 58 59 

>5 22 41 

Educat ion 

III iterate 45 44 

Literate 35 56 

House ownership 

Rented 26 31 

Owned 54 69 

Num ber of room s 

49 48 

~ 2 31 52 

Rural income 

No ox 10 8 

~ one ox 10 22 

Urban in come 

<; 105 Birr 39 2 1 

> 105 Birr 21 49 

where ' is when p-va lue <0.05. 

Total 

· OR(95%CI) 

1.59(0.86,2.98) 

1.63(0.81,3.28) 

1.65(0.88,3.09) 

1. 02(0. 5 1,2 .04) 

1.2't(0.67,2.48) 

-----------------

-----------------
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Urban 

OR(95%CI) 

I. 77(0 . 78 ,3. 99) 

1.41(0.54,3.7 1) 

2.85( 1.26,6.48)* 

0. 73 (0 .3 1, 1.7 1) 

1.04(0.42,2.58) 

---------------- - - --

3.42( 1.51 ,7.78)' 

Rural 

OR(95%CI) 

3.43(0.74, 16.04) 

10(0.28,4.23) 

0.19(0.41,0.94)' 

0. 29(0.52,1.52) 

5.29(0.72,39. 21 ) 

1.71(0.44,6.73) 

-------------------



As indicated in table 5, exit respondents were asked why they preferred to get health care at 

gove rnment health institutions, the most important reason mentioned in most cases(68% in rural 

areas and in 27% cases in urban areas) was distance followed by monetry cost ( 18.3% in ru ral and 

27.3% in uran areas). 

T ABLE 5: R EASONS FOR SEEK ING CARE AT GOVERNMENT IIEALTH INSTITUTION, B AHIR-DAR TOWN AND 

B AHIR- DAR ZURIA WOREDA, N ORTHERN ETI IiOPIA, 1999. 

Reason for preference 

Since thi s is nearby 

Not expensi ve 

Reierred from other 

institution 

Not too crowded 

Believed to be effi cacious 

All other means attempted 

& failed 

No reason 

Urban 

n (%) 

40 (26:7%) 

4 1 (27.3%) 

8 (5.3%) 

2 (1.3%) 

33 (22%) 

12 (8%) 

14 (9.3%) 

28 

-Rtl[ 

n (%) 

41 (68.3%) 

II (18.3%) 

I ( \.7%) 

7 ( 1\.7%) 



· . 

To determine whether the public was familjru' with the ex istence and policy on wai ver, respondents 

were asked whether they know about the fact that poor patients are eligi ble for waiver from paying 

health facili ty fees. Most of the urban (93%) as well as the rural (9 1 %) exiting respondents knew thi s 

fact. Of those people who were aware of waiver, 8 1. 7% of the urbrul and 60.7% of rural respondents 

learned from word of mouth fo llowed by di scussion with health institution staff (see tab le 6 below). 

T ABLE 6: AWARNESS OF EXIT RESPONDENTS ON SOURCES or INFORMATION ABOUT WAIVER AND EXEMPTION, 

B AHIR-DAR T OWN AND BAHIR-DAR ZU RIA WOREDA, NORTIIERN ETIIIOPIA , 1999. 

Source of information 

Word of mouth 

Health institution staff 

Sign posted at health facil ity 

Urban 

n (%) 

49 (817%) 

9 (1 5%) 

2 (3.3%) 

29 

Rural 

n (%) 

9J (60.7%) 

41 (273%) 

J8 (12%) 



Of the 2 10 interviewees. 87.6% claimed that there was no difficul ty to obtain a free certificate, 

though the process was time consuming. It was also not uncommon for someone to have obtained 

free papers under fa lse pretenses while being able to pay fees. This was fo und out by aski ng the 

respondents whether they know of someone who has got the free privi lege whil e the individual can 

afford to pay. Based on this response, the reported prevalence of leakage was 8% for the urban and 

6.7% for the rural and the reported prevalence of under-coverage 'was 20% for urban and 15% for 

the rural areas ( table 7). 

T ABLE 7. RESPONDENTS WHO REPORTED CASES OF LEAKAGE AND UNDER COVERAGE, 

BAHIR-DAR TOWN AND BAHIR-DAR Z URIA WEREDA, NORTI IERN ETHIOPIA, 1999. 

Variable Urban Rural Total 

Leakage 12 (8%) 4 (6.7%) 16 (7.6%) 

Under cove rage 30 (20%) 9 (15%) 39(18.6%) 
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IV. Findings From Household Surveys 

The household survey was conducted since it would give better picture of the situation than the ex it 

interview. This is because respondents at health fac ilities are usuall y self-selected segments of the 

population and it wou ld be difficult to generalize findings to the larger community based on health 

fac ility ex it surveys. 

Of the total calculated sample size of323 households, 300 (92.8%) were interviewed. Out of these, 

150 respondents were from the.Lural amLthe other half were from the rural meas. table 8, 5elow, 

shows the soc io-economic characteristics fo the household survey respondents. 
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TABLE 8 SOCIOECONOMIC CIIARACTERISTICS OF IIOUSEHOLDS. BAI'IIR-DAR TOWN AND 

BAIIIR-DAR ZU RI A WOREDA, NORTII ERN ETIIIOPIA, 1999 (N=300). 

Variable Urban Rural 

N (%) N (%) 

Age categories 

15-24 14 (9.3%) 26 (16.4%) 

2S-34 32 (21.4%) 44 (29.4%) 

3S-44 37 (24.7%) 30 (20%) 

45-S4 34 (22 .7%) 33 (22.1%) 

~ SS 33 (22.2%) 17 (II :4%) 

Sex 

male S I (34%) 99 (66%) 

female 99 (66%) 51 (34%) 

Occupation 

Gov. Em pl oyee 26 (I 7.3%) I (0. 7%) 

student 3 (2%) 

Merchant 8 (S.3%) 

daily labourer 12 (8%) 2 ( 1.3%) 

housewife 63 (42%) 29 (19.3%) 

farmer 118 (78. 7%) 

other 38 (2S%) 

Edu cational status 

ill iterate 64 (42.7%) I 18(78.7%) 

lite ra te 86 (S7.3%) 32 (21.3%) 

Fam ily s ize 

~S 77 (S I .3%) 96 (64%) 

>5 73 (48.7%) 54 (36%) 

U ("ban income 

~ 105 Birr 62 (41.3%) 

> 105 Birr 88 (58.7%) 

Rura l in come 

11 0 oX II (7.3%) 

, lox 139 (92.7%) 
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Eighty nine (60%) of the rural and seventy six (51 %) of the urban respondents reported as 

ex perienc ing at least one episode of illness in ihe last month preceding the study period. or those 

househo lds who reported sickness in the last month , 78% of the rural and 96% of the urban 

respondents sought care when they were sick. Of these later, 42 .2% of the rural respondents sought 

care at gove rnment heal th stations, while 42.9% of the urban interviewees sought care at medical 

docto rs (M. D.) pri vate clinocs (Table 9). 

T ABLE:9 H OUSEHOLD RESPONDENTS CHOICE OF HEALTH CARE FACILITIES, B AHIR-DAR TOWN AND B AII IR-DAR ZURIA 

WOREDA NORTHERN ETHIOPIA, 1999. 

Respondents chose 

Government Hospital 

Govenmlent Health center 

Government Health stat ion 

M.D. pri vate clinic 

Non M.D. private clinic : 

Rural drug vender 

Did nothing 

Where, M.D. is medical doctor 

33 

Urban 

n (%) 

23 (29.9%) 

9(1 1.7%) 

3 (3.9%) 

33 (42.9%) 

2 (2.6%) 

3 (3.9%) 

3 (3.9%) 

Rural 

n (%) 

3 (3.3%) 

2 (2.2%) 

38 (42.2%) 

2 (2.2%) 

10( 11.1 %) 

14 (15.6%) 

20 (22.2%) 



Of those households who chose not to go to government health care fac ilit ies, 40% of the rural and 

57% the urban respondents did so. because of incomplete health services provision at the government 

health facilities, and 34% of the rural and 2% of urban cited lack of money. Seventeen percent of 

the rural and 7% of the urban respondents, did not go because of di ssati sfaction with previous 

experi ence (see Table 10). 

T ABLE: 10 REASONS FOR SEEKING ALTERNATIVE HEALTH CARE PROVIDER, B AIIiR-DAR T OWN AND B AH IR-DAR 

ZURI A WOREDA, N ORTIIERN ETIIIOPIA, 1999. 

Reasons 

Incomplete heal th 

services proVI s ion 

Lack of money 

Dissatisfaction 

Difficulty in registration 

Inconvenience of location 

Urban 

n (%) 

24 (57%) 

1 (2.4%) 

3(7. 1%) 

4 (9.5%) 

3 (7 .1%) 

34 

Rural 

n (%) 

19 (40.4%) 

16 (34%) 

8 ( 17%) 

1 (2. 1%) 

1 (2. 1%) 



To determine whether the househo ld was fam il iar with the ex istence and policy on waivers, the 

respondents were asked if they knew that the poor could obtain waivers fi'om paying service charges. 

82.7% of rural respondents and 94% of urban respondents knew that the poor does not have to pay. 

Of those households who were aware of the wai ver policy, they were asked how they knew about 

the ex istence of the waiver policy. As depicted in Table II , most households (64.7% for urban and 

63.3% for the rural) learned about the policy from wo rds of mouth , fo llowed by di scussion with 

health institution staff (13.3% of the urban 19.3% of the ru ral respondents). 

T ABLE I I.SOURCES OF INFORMATION ABOUT WA IVERS OF IIOUSEHOLO, B AIIiR-OAR TOWN AND B AHIR-OAR W illA 

W EREDA, N ORTIIERN ETHIOPIA, 1999. 

Information from Rura l residence Urban res idence 

Words of mouth 95 (63 .3%) 97(64.3%) 

Health institution staff 29 ( 19.3%) 20 (1 3.3%) 

Learned fi'om other patients 5 (3.3%) 9 (6%) 

Lea rned from kebele 

Free paper writers 9(6%) 

Posted at Health fac ili ty 5 (3.3%) 8 (5.3%) 

Didn' t know 16( 10.7%) 6 (4%) 

Learned as a wi tness 1 (0.7%) 
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To assess knowledge about exemption, households were asked i r they knew that certain categories 

of patients or people with spec ific diseases were exempted [rom paying for health services. As 

depicted in table 12, the proportion of those aware about exemption policy is more in the urban than 

the rural areas. 

T ABLE 12.H oUSEIiOLD K NOWING ABOUT EXEM I'TED DISEASE CATEGORlES, B AHIR- DAR TOWN AND B AHIR-DAR ZURIA 

W EREDA, NORTIIERN ETHIOPIA, 1999. 

Di sease category . % of respondents havillgKnow e ge 

Urban Rural 

n (%) n (%) 

Children under five 38 (25.3%) 25 (16.7%) 

Tuberculosis 31(14%) 2 1 (14%) 

Leprosy 18 (29.7%) 5 (3.3%) 

AIDS 16 ( 10.7%) 15(10%) 

Family Plan ing 19 (12%) 18(1 2%) 

Thirty nine percent of the urban households and 10% of the rural households reported that there are 

problems to get free certificates. These problems included: giving unnecessary appointment (29%), 

people who have no permanent residency (56.9%), and not parti cipat ing in envi ronmental campaigns 

( 14.1%)(see Table 13). 
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TAIlLE 13. R ESPONDENTS REASONS rOR UNDER-COVERAGE AND PROBLEMS TO GET FREE CERTIFICATES, B A HIR­

DAR TOWN AND B AHIR-DAR ZURIA WEREDA, NORTHERN ETHIOPI A, 1999. 

Reason 

Unnecessary appo intments 

No permanent residency 

n (%) problem to get free paper 

No partic ipate in environmental campaign 

17(29%) 

33 (56.9%) 

8 ( 13.7%) 

n (%) under-coverage 

4 ( 16%) 

12 (48%) 

7 (28%) 

Househo ld respondents were also' asked whether they know anyone who got free paper when they 

should not. 4.7% of the urban and 2% of the rtll'al respondents claimed that they knew of such a 

situation (see table 14). The reasons given for such occurrences included being re latives to free paper 

wri ters (70%) and presenting fal se witnesses (30%). 

Households were also asked whether they know of anybody who couldn 't go to the health institution 

because they could not pay. 16.7% of the urban and 1.3% of the rural respondents agreed with the 

presence of such situations (see table 14) .. The main reason (in 48% of cases) fo r this was reported 

to be inability to get witnesses if one is a newcomer to the area. Kebe1es were also said to refuse to 

give free papers if one does not participate in environmental health campaigns. 

37 



TAD1114. RESPONDENTS WHO REPORTED AS KNOWING CASES OF LEAKAGE AND UNDFR COVFRAGE, B AHIR-DAR 

TOWN AN D B AlllR-DAR ZURI A W EREDA, NORTIIERN ETlllDPIA, 1999 (N= 300) 

Variable Urban Rura l . Tota l 

Leakage 7 (4.7%) 2 (2%) 9 (3%) 

Under coverage 25 (16.7%) I (1.3%) 26 (8.6%) 
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Discussion 

This cross sectional study has compared the characterist ics of free patients with those paying in the 

Northern part of Eth iopia. 

Since the reference population (NOlthern Eth iopia) is large and widely scattered, multi stage sampling 

method was appropr iate to get the study subjects (households) in both urban and rural study area. 

Systemati c sampl ing method fo r exit interview and purposive sampling for Kebele free treatment 

paper writers and health institution administrators were applied to get the respecti ve study subjects. 

According to the study findings, the criterion to grant free health care services was mai nly based on 

the direct monthl y income of the individual , that is, less than or equal to 105 birr per month for 

urban. Since thi s criterion could not clearly address the rural areas that consider househo lds who 

have no ox as poor, a clear guideline has to be establi shed at a policy level fo r the rural community 

in the provision of free certificates so that leakage could be controlled. 

The practice of record keeping for waivers granted varied widely between urban and rural kebeles 

and among hea lth fac ili ties visited . However, there was a di stinct difference between urban and rural 

areas and the hospital and other lower health institutions in what was actuall y bei ng practised. 

Record keeping was poorly practised by rural free treatment writers, health centers and health 

stations than urban free cert ifi cate writers and the hospital. Similarly, record keeping was poorly 

hand led in government health institutions than mission hospitals for wa ivers granted in a Tanzanian 

case study('O) This lack of records might make it difficult to evaluate the exemption system for the 
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poor. The effectiveness and the cost of the exemption system cannot be known without such 

informati on. 

The study fo und that most of the rural (68.3%) and urban (27%) respondents preferred a parti cular 

health institution because it is nearby and fo llowed by it's cost. Similarly, Studies on health care 

utili zation in different developing countries showed that, the demand for and use of health services 

are initiated by perce ived morbidity and furthe r affected by facto rs such as di stance to the nearest 

health care unitlll.I1.131 the cost and organizat ion of the heal~seIYiceslll.I4.I5.161. Moreover, a study en 

utili zation o f selected hospital, health center and hea lth stations in central , southern and western 

Ethiopia( 1990) has shown that nearness, good service and free treatment as being the three major 

reasons for seeking care by respondentsl17) 

The study, on whether households were familiar with the ex istencc and poli cy of waivers, shuwed 

that 82.7% of rural and 94% of urban respondents knew about the existence of the privilege. 

Likewise a Kenyan study has shown urban res idents as being more aware about wa iversl') 

For househo lds that responded as knowing about waivers, the sources of information were words of 

mouth, health staff and sign posted in health institutions. Yet, in the Kenyan study information from 

health staff accounted for the majority followed by word of mouth and signs postedi21. Contrary to 

a Tanzanian case study 111 1, more people know an overall waiver policy than exemption in this study. 

Therefore, health workers should take an active role in providing the correct information about the 

waiver and exemption policy. 
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Provision of free care represented more than half (52.4%) of health inst itution expenditure in this 

study. A similar find ing was reported in a study on the feasibi lity of community-based health 

insurance in Ethiopia(I9). When services are free , there is a tendency to consume a greater quantity, 

which will affect the overa ll cost of care, the budget requirement for the facility, and financial 

viab ili ty. 

More than half of the urban and 40% of rural respondent s chos_e alternative healtlLproyjde.rs. Tllis 

was claimed to be because there is an incomplete hea lth provis ion at the government health 

institutions. This might indicate issues of policy importance for cost sharing and improved quality 

of service. The i I11pli cation is that, given improved services, patients seem to have wi llingness and 

abil ity to pay. 

Wi th regard to problems in getting free papers, 87.6% of the exit respondents claimed as having no 

difficulty in obta ining the certificate though the process was time consuming. A similar finding was 

reported in another study in the urban areas of Ethiopia (19). On the other hand, 39% of the 

respondents in the household survey have rep0!1ed as having problem to ge l a free certifi cate. This 

shows that more people in the household survey have repo rted as hav ing prob lems in getting free 

treatment papers compared to ex it respondents. This might be due to the fact that the exit interview 

was done on ly on those patients who were able to come to the institut ion which did not include 

patients who cou ld not come to the institution. Therefo re, the finding at the household leve l should 

be considered as being more representative than the ex it interview finding. 
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The reported prevalence of under-coverage, in this study, was 20% in the urban and 15% in the rural 

goVetTll11ent hea lth institutions. With regard to leakage, it was 8% for urban and 6.7% for rural heal th 

institutions. Study results of country experiences with targeting mechanisms have found minimizing 

under-coverage as being poorl y hand led than preventing leakage in Guinea, Kenya and Tanzania(19) 

In addition, the results of the household survey revea led that there was 16% reported preva lence of 

under-coverage, and 4.7% leakage in the urban ;.and 1.3% under-coverage and 2% leakage in the 

rural areas. 

There is a slight discrepancy in the find ings of reported leakage and unde r-coverage between the 

health institutio n ex it survey and the household survey. Th is might be exp lained by the fact that 

respondents at the exit polls of the health institutions were not asked about their place of residence, 

and thus could confidentia ll y respond fo r the questions; whi le househo ld respondents were 

in terrogated in the ir place of res idence which could create precedence, and they cou ld also be 

cautious in what they respond so that they do not want to lose their social ti es . 

Compari son of average income of those patients who have got wavier wi th those who paid for the 

rural government health instituti ons showed that there was no stati sticall y s ignifi cant association 

between low income and free health services utilization. This finding is supported by an earli er study 

in central Eth iop ia that ind icated no signifi catlt difference between the income levels of paying 

patients and those who got services for free(18
) 

However, in the case of urban ex it respOlicients those who go t waivers had a stati stically signifi cant ly 

lower average income than those who were paying. Th is may be due to the fo llowing reasons: -
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• Since there were many w-ban (Bahir-dar) private clinics, those who can afford to pay might 

have preferred to go to these institutions. 

The town being the capital of the Amhara Region, there are lots of publ ic offi ce rs (regional, 

zonal, and wereda levels) that might strictly enforce the rules and regulations in the provision 

of free paper. 

In add ition, the responses of the urban free treatment writers to the se lf-adm inistered 

questiOimaire were more consistent than the rural ones. This might suggest that the urban 

writers-may-be-m0re-strict in applyi ng the rules. 

• Proper registration and recording of the free treatment provision in urban areas might have 

helped in reduci ng the occurrence of leakage. 

The absence of clear guideli ne in the rural area might create a diffi cu lty in controlling the 

occurrence of leakage. 
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In general, targeted intervention (waiver and exemption) in developing countries have been 

compromised by a variety of difficulties, incl uding excessive leakage, too subjecti ve exemption 

criteri a, informal identification and verification procedures and excessive costs. Most of the reasons 

fo r wlder-coverage and leakage can be improved by avoiding unnecessary bureaucratic management 

system at the fi'ee treatment writers leve l and utilizing proper record ing and registration system for 

those who are granted the waiver. In addition, the prevalence of under-coverage could also be 

contro lled by providing public education on waiver pol icy t11rough hea lth staff and mass media. 
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Conclusions and Recommendations 

Strength and Limitation of the study 

Strengths 

No fo rmal assessment was done up to now whether the free health care operates efficientl y 

or not. Therefore, thi s study can give a clue on the efficiency of the free health care serv ices 

in the country. 

2. The fact that multivariate analysis using logistic regression model was uti lized for the 

comparison of socio-economic status of those paying with those getting the serv ice free ly 

gives more strength to the stati stical associations found in the study. 

Limitations 

I. The sample size utilized for govenunent exit interviews for the compari son of socioeconomic 

characteri stics of free and paying respondents were rel atively small. 

2. There may be an under reporting of income status of the respondents since measurement was 

based on self reports. 

3. Equal sample size was utili zed for urban and rural house hold survey, eventhought the rural 

population is higher than the urban population. 
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Conclusions 

Accordi ng to the findings of the present study, the criteria to grant free health care services is based 

on the direct monthly income of the individual, that is s 105 birr/month and no ox for rural. 

Proper registrati on with utili zation of a special registrati on book was used by all the urban free 

treatment writers while this practice was non-existent in almost all the studied farmer associations. 

Even though an-the healTh II1stitTItions have special regis trarion books for free patien1s, mosrwere 

not properly record ing the waiver granted. This is spec ially true for health centers and the hea lth 

stations whi ch were included in the study. 

The exemption system appears to work relati ve ly quite well contrary to the waiver system. This may 

be because identifYing patients with given di sease characteri stics is easier than knowing ones level 

of income. 

Though the leve l of awareness about exemption was higher in urban areas, overall most respondents 

were aware of thi s fact. Most people learned thi s fi·om words of mouth fo ll owed by di scuss ion with 

health institution staff. 

The problems of under-coverage and leakage were observed in the study even though it was not as 

high as it is seen in areas reviewed in the literature. 
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No statistically significant association was observed between low income and free hea lth services 

utilization at the ru ral government health institutions . 

Recommendations 

Based on the fi ndings of the present study, the fo ll owing recommendations are forwarded 

I . Improved record keepi ng and monitoring of waivers and exemptions both at the kebele and 

health facilities level should be emphasized. 

2. Periodic fi eld evaluations by district administrators and health offi cials are needed to 

monitor the proper fu nctioning of the system. 

3. Val idity of the free certificate period has to be lengthened so that the prevalence of under­

coverage will be reduced. 

4. A clear guideline has to be established for the rural community for the provision of free 

certificate so that leakage could be controlled. 

5. Pub lic education on waiver policy through hea lth workers has to be in itiated 

6. Conducting a survey with a large sample size is recommended in order to eva luate further 

the problems of leakage and under-coverage. 
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ANNEXES 

QUESTIONNAIRE ON PATIENT EXIT INTERVIEW 

I . Place of interview:-

I. Hospi tal 2. Health center 3.Health sta tion 

2. Status of attendance:-

1 .Out patient 2. ln patient 

3. How old are you? _ __ ~ 

4. Sex ___ _ 

I.male 

2.fel11ale 

5. Occupat ion (specify) _ _ _ _ _ 

6. Marital status: -

I.Si ngle 2.married 3. Separated 4. Divorced 5.widowed 

7. Ed ucat ional status:-

I .111 iterate 2.Read and write 3.Elementary 

4. Secondary 5. College and above 

8. Fami ly size ___ _ 

9. Combined incorne(average): 

Urban Rural 

I. < 105 Birr I.No ox 

2. 105-250 Birr 2.one ox 

3. 251 -500 Birr 3.two oxen 

4. 500-1000 Birr 4.>t\:I,/o oxen 

5. > 1000 Birr 
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10. Type of house 

I.corrugated 

2.thatched 

3.other (spec ify) ___ _ 

I I. Number of rooms _ _ __ _ 

12. Status of house ownership 

I. Rcnted 

2. Owned 

3. Cohabitant 

13. What means of transport did you use to come here? 

I. On foot 2.on animal 3 . Vehicle 4 .being carried by people 

14 . Why did you choose the institution? 

I . si nce these were accessible [nearby] 

2. since these were not expensive 

3 . referred from other institution 

4. since these were not too crowded 

5. s ince these were believed to be efficacious 

6. since all other mean s were attempted and failed 

7. other reason [specify] _ _ _ _ _ 

8. no response 

15. How long did you wait before getting the service? 

1. less than six hours 

2 . six to twelve hours 

3. one to two days 

4. tlu·ee to seven days 

5. more than one week 
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16. Was the hospital registration or recept ion process smooth and time ly? 

2. agree 3. neutral I . strongly agree 

4. disagree 5. strongly disagree 

17. How was the approach of the staff towards you? 

I . very good 2. good 3. poor 

18. Were you ab le to get all the drugs prescribed? 

I. Yes, a ll 2 . Partial 3. Not at all 4.Not prescribed 

19. If yes, did you pay? 

J .Tota l amount 2. Pal1 ial amou nt 

20. Did you pay for the services today? 

I. Yes 2. No 

21. If No, why not? 

I. Exem pted 2. Waiver 3. other 

If waiver, 

22. Is there any prob lem to get the free treatment paper? 

I. Yes 2. No 

23. If yes, Do you know any one who could not get the free paper when they should be given? 

I. Yes 2. No 

24. Do you know anyone who got free paper when they should not get? 

I. Yes 2. No 

25. Do the poor have to pay for care at thi s fac ility? 

I.Yes 2. No 3. P3I1ia lly 

26. Ifnot, what do, th ey do? _ _ _ _ 
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27. Do you have to pay for care at this facility, ifyoLi are or have: 

I.children under five 5.Fam ily planning 

2.TB 6.ANC 

3. Leprosy 7.Civil service 

4.A IDS S.Health worker 

28. I-Iow did you learn that the free service privileges for the poor is practised? 

I.Sign posted at the facility 

2 .lnformation provided by health facility staff 

3.Learned from relatives or friends 

4.0thers 

29. Do you know of anybody who could not go to heath center or hospital because they could not pay? 

I .yes 

If, yes 

30. Why did not they go? 

I.could not pay 

3.No drugs available 

2.no 

2.went to traditiona l healer 

4.long distance 

5.poor quality /unhappy previous experience 

'*' 
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QUESTIONNAIRE FOR HOUSEHOLD SURVEY 

I. How old are you? ___ _ 

2. Sex I.male 2.femal e 

3. Occupation (spec ify) _ _ _ _ 

4. Marital statll s:-

I. Single 2.married 3. Separated 4 . Divorced 5.widowed 

5. Educational status:-

I. Illiterate 2. Read and write 3. Elementary 

4. Secondary- 5. Colleg,,-and abo~ 

6. Family s izc: ___ _ 

7. Type of house: 

J • corrugated 2. thatched 3. other(specify) ___ _ 

8. Number Ofro0l115 _ __ _ 

9. Property owned: 

I. land in hectare 2. Number of catt le 3. Amount of crops 

J O. A verage income/month: 

A. URBAN 

I. < 105 Birr 

2. 105-250 Birr 

3.25 1-500 Birr 

4. 500-1000 Birr 

5. > 1000 Birr 

B .Rural 

I. No ox 

2. one ox 

3. two oxen 

4. >two oxen 

II. Did anyone in your household experience an il lness in the last month? 

I. Yes 2. no 
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12. Where did you go fo r health care" 

I. Did nothing 

3. Neighbour/friend 

5. Rural drug vendor 

7. MD private 

9. Health station (government) 

I I. H/center (gov.) 

13. Hospital (gov.) 

IS. Other 

2. Self treatment 

4. Traditional healers 

6. Non-MD private 

8. Health post 

10. Health station(mission) 

12. H/center(mission) 

14. Hospital(mission) 

13. Why did not you go to a government facility? 

1. lack of money 

2. inconvenience oflocation 

3. health facility not open 

4. unsatisfied with previous experience 

S. I and 4 

6. less expensive than government fac ility 

7. other 

14. Do the poor have to pay for government health facility? 

I. yes 2. no 

IS. If not, what do they do so? 

16. Do you have to pay for health care at this fac il ity, ifyoll are or have: 

1. Ch ildren lInder five 5. Family planning 

2. TB 6. ANC 

3. Leprosy 7. Civi l service 

4.AIDS 8. Health worker 
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17. How did you learn that these people or the poor do not have to pay: 

I . s ign posted at faci li ty 

2. infomlation provided by health faci li ty staff 

3. learned frolll relatives/friends 

4. did not know/never heard of\vaivers 

18. Do you know of anybody who could not go to the health institut ion because they could not pay? 

I. yes 2. no 

19. Do you know of anybody who did not go to the institution for other reasons? 

I. yes 2. no 

Ifwaiver, 

20. Is there any problem to get the free treatment paper? 

I . yes 2. no 

2 1. If yes, Do you know anyone who cou ld not get the free paper when they should be given ? 

I. Ves 2. No 

If yes, what were the reason? 

22. Do you know anyone who got free paper when they should not gel? 

I. Ves 2. No 

If yes, how cou ld they get? 

Is the area where the interview is conducted? 

I .urban 2.ruraJ 
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HEALTH FACILITY INFORMATION 

In-depth interview for health facility administrators 

I. Are the poor exempted from fees? 

I.yes 2,no 

If yes, 

2. Who is con sidered poor? _____ _ 

3. Who determines eligibility as poor? _ ___ _ 

4. How do they determine eligibi lity? (Criteria) ___ _ _ 

5. What information is requi red to determine eligibil ity? 

6. When and where is eligibil ity determined? 

7. How long is a waiver va lid for? 

8. Are records kept on waivers granted? 

9. How many waivers were granted last month? 

Do you think: 

10. Th at there are people who didn ' t get free paper while they should get? 

I. Yes 2. No 

!fyes, 

11. How could you identify those who don't get the free paper while they deserve? 

I] Rumour 2) Documented evidence based on S.E.S . 3] Based on observation 

4) Other(specify) ____ _ 

12. That there are people who are given free paper while they do not deserve to get? 

I . Yes 2 . No 

If yes, 
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13. How could YOll identify those who don 't deserve the free paper? 

I] RU l110llr 2] Docul11ented evidence based on S.E.S. 

3] Based on observation 4] Other (specify) ____ _ 

14 . Are certain types of pati ents or services automatically exempted from fees? 

15. If yes, for what type of patients or services? 

I. Children under fi ve 5. Family planning 

2. TB 6. ANC 

3. Leprosy 7. Civil service 

4. AID S 8. Heal th worker 

16. Who determines eligibility for an exemption? 

17. What information is req uired to determine eligibi li ty? 

18. When and where is eligibility determined? 

19. Are records kept on wa ivers granted? 

20. I-low many exemptions were granted last month? 

2 1. Are patients in formed that they are eligible for wai vers or exemptions? 

I.yes 2. 11 0 3.1 do not know 

22 . Ir yes, how? 

I. sign posted at facili ty 

2. in forl11ati on provided by health fac ility staff 

3. learned from relati ves/ friends 

4. did !lot know/never heard of wa ivers 

5. others 

' *' 
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SELF ADMINISTERED QUESTIONNAIRE FOR KEBELE (FARMER) 

ASSOCIA TION LEADERS 

I. Woreda ____ _ KebelefFarmer ____ _ 

Pos ition in youI' Kebele _______ _ 

2. Who will write the free treatment letter? 

I. The chairman 2. The committee 

3. Anybody member orthe kebele staff 

3. How is eligibil ity determined (locally)fWhat are the guidelines? ____________ _ 

4. When is eligib ility-determined? 

i. Is card issued by the kebele before care is sought? 

ii. Is it made when the patient came and ask the kebele? 

5. What informat ion is required to determine el igib ility? 

6. How long is weaver val id for? 

1.< one month 

4.> six months 

2. 1-3 months 

7. What records do you keep on waiver granted? 

I.Have special registration book 

2.No record keeping system 

3.3 ·6 months 

8. How many waivers were granted last month? ___ _ 

9. Do you think there is a problem in the provision of free paper? 

I . Ves 2. No 

Ifyes , 

10. What are the problellls? __________ _ 

**. 
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