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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 characteristics 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 utilized a multistage sampling method for the household survey and systematic 

random sampling 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 wi ll help to have better understanding of the issues regarding the proper 

implementation of waiver and exemption mechanisms. 
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Introduction 

A tradition of fioee public provision of hea lth serv ices has existed in many developing countries (I) . Ho\.vever, 

a combination of demograph ic and cultu ral fa ctors has left important gaps between the demand fo r and the 

supply of such services. As a co nseque nce, many periphera l hea lth faci lities operate without bas ic med ica l 

supplies and most of th e peop le co uld hardly use them though services are availab le I"ee of charge (2) 

During the peri od of market oriented reforms in 1980s and early I 990s, the debate in deve loping coun tries 

whether th ese refo rms should be implemented in the hea lth sector centered on three issues. 

I) The extent to which the reform s coul d improve effic iency in the public hea lth sector. 

2) The extent to wh ich they could allev iate the severe budgetary constraints at govern ment hea lth faci lities; 

and , 

3) Their probab le impact on equity in th e utili zati on of medi cal care " >. 

The argumen t for institut ing user charges in public health fac il ities was based on two assumptions: 

a) the revenue from user charges would be used to improve service qua lity and that improvement woul d have 

a pos itive effect on health service demand. 

b) househo lds that are unable to afford hea lth services at prevai ling user fees would be exempted from the 

paymen t of fees si nce revenue ge nerated from charging those ab le to pay would be used for such cross­

subsidy (0 ) 



Introduction o f user charges in deve loping countries, espec ia lly in sub-Saharan Africa, in the late 1980's and 

early 1990's revealed that not a ll the above assumptions were success ful. Speci fica lly, the number of vis its to 

government hea lth Facilities in some countries fe ll substantially despite a modest in crease in th e leve l of fees. 

In additi on, qua lity improvements in governm ent fac ilities genera lly did not mate rialize as anti c ipated (3'. 

Furthermore, implementing user charge programs has proven to be very hard because of d ifficu lties in 

identi fy ing those patients who are able to pay From those unab le to pay. Poor screening mechanisms have been 

the main reasons for this difficulty. This undoubtedly led to the problem of leakage and under coverage as seen 

in most of the developin g countries (3) 

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

leve l of care without j eopardi zing equity and e ffi c iency. Some of the options taken in this regard inc lude; the 

impl ementation o f hea lth insurance, the rati ona l use of donor resources, enhanc in g the in vo lvement of th e 

pri vate sector and NGOs in the prov is ion and fin anc in g of hea lth care, ra is in g o f taxes, and the effi cient 

utili zati on of pu blic resources (5.6) 

Ethiopia is one of th e countries that provide free hea lth services to fhose unable to pay. The cri te rion to grant 

free health care services is mainly based on the direct monthly income of the ind ivid ual and th is cri te rion has 

changed from time to tim e (7) In 1967, for example, the princ iple of universa l free medica l se rvice for a ll 

Ethiop ia ns whose monthly income is less than 50 Birr per month was establ ished and thi s was rev ised and 

changed to 105 Bi rr per month to get the privilege of free hea lth care in 1977 (7) There was a proc lamation on 

how this rule should be practised at the kebele [farmer assoc iat ionJ levels. This proclamation which was made 

in 1981 states that "The kebele urban dwe ller's assoc iation may examine in detai l the means of livelihoods of 

any person who submits any application to get any kind offree service in COLIrt or government offices and grant 
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certificate there to" (81. 

However. there are no forma l assessments up to now whether the free care prov ision system is operating 

efficiently Or not. There are circumstantial ev idences that it is usua lly abused by the urban el ites who are ab le 

to pay while most people in the rural areas might not even be aware of the ex istence of the syste;ll. Therefore, 

it is proper that a study should assess the s ituation ro help to have better understand ing of th e issues and the 

exper ience of the waiver and exempti on system in the country. 

Th is pal1icular study was undertaken in northern part of the country and was aimed at answering the fo llowing 

questions: 

Is the free hea lth care system really providing the services for those who cou ldn 't pay? 

Does the system adequate ly protect those patients who cannot pay? 

How sho uld the free care services provision be re-organi zed so that it will not adverse ly affect th e 

pub lic health system's cost recovery potential? 

3 



Literature Review 

Major theoretical argument for LIseI' fees in health care services: 

The main arguments for user fees are lhal these fees, if app lied properly, could inc rease resources available 

to the hea lth sector, permit increased spending on under-funded programs, encourage better quality and more 

efficiency, and increase access for th e poor to basic hea lth services by increas ing amount of money ava ilab le 

for subs idy (6). 

User charges are also said to generate greater a llocative effici ency and to create a sense of "ownership" which 

will lead to greater responsibility on the pact o t' the users and more accountability on th e part of the providers 

(9). A ll these factors, it has been argued, will ultimately contribute to better access fo r all , and hence to greater 

eq uity. 

Although the case in favour of co llect ing contribut ion from users has been made powerfully, some equally 

powerfu l criticisms have been rai sed against it. In pa rticu lar the poss ible adverse impact of user finan cin g on 

access to services, especia lly of the poor, has been highlighted 161. 

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

systems, a imed at protecting the poor fromlhe full impact of such users fees . 

These systems are des igned to ensu re that cost recovery efforts do not create serious financi al or opportuni ty 

cost barriers for the poor or other groups with illnesses that deserve exempti on, which would unduly reduce 

the ir access to care (1 .5.10). 
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Em pirical ev id ence on user fee and free health care services: 

Access to and utilizati on o f hea lth services is ineq uitable th ro ughout the deve loping world and these 

inequalities are palticularly glari ng in sub-Saharan Africa (9). About ha lf of sub-Saharan Afri ca popu lation does 

not have regul ar access to modern med ical fac ilities and 30-80% of govern ment hea lth ex pend iture are 

absorbed by urban-based hospiral care in different co untriesl" . For example, Newbrander in hIS Kenya n study, 

reported that th ere was a greater propens ity for the poor in urban a reas to see k care than th ose poor in rural 

areas. This may be due to the fact that the urban areas have more facilities an d the fac ili ties are c loser to the 

sick person 's home than the rural areas (2) 

Stud ies on hea lth care utilizat ion in d iffe rent developing countries showed that, the demand for and use o f 

hea lth services are initiated by perce ived morbidi ty and further affected by factors such as distance to the 

nearest hea lth care unit 1"·12. 13) th e cost and organ ization of the health serviceslll .I·U '. "J Similarly a study in 

Tanzania ind icated that 36% did not go for a health service because of lack of money, 20% did no! go because 

of distnnce to a hea lth care fac ili ty or in convenience (10), And a case study in Kenya (1 995) indicated that 

finan ce was th e reason fo r 60% of the respondents seeking alternat ives m 

Moreover, a study on utili zation of selected hospita l, health center and health stations in cemral , in southern 

and weste rn Ethiopia ( 1990) showed that nearness, good serv ices and free treatment are the three major 

categories respond ed by patients as reasons 1'0 1' seeking carel 17) 

Other Tan zani an study ind icated that 69% of a ll respondents stated they knew someone who couldn' t go for 

care because they could not pay and among thi s group, 78% were poor. In additi on to in abili ty to pay, nearly 

ha lf (49%) o f the respondents stated that there were other access barriers such as distance, waiting time and 

quality o f care, w hi ch prevented someone they knew from seeking care (10
). 
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Grosh suggested that public hea lth systems can have positive effect on equi ty if lhe poor have access ro pu bl ic 

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

deve loping countr ies, Ihe we ll offs still consume a disproportionale ly large share of public hea lth services, In 

Indones ia in 1990, only 12% of public spendi ng for health lVas fo r serv ices consumed by Ihe pooresl 20% of 

households whil e th e wea lthiest 20% co nsumed 29% of the govcrnm ent s ubsicly in the hea lth sector ('I) 

Moreover, an ea rlier study in central Elhiopia found no significant difference belween Ihe income leve ls of 

pay ing patients and those who got thei r serv ices for free t" ) 

According to a study by Kloos in central, southern and western Ethi opia, awareness of the ava ilab ili ty of free 

treatment priv ileges has been found to be greater among the ed ucated and the non-poor rather Ihan the poor 

(10) Likewise, a Ke nyan case study in 1995 reported that urban residents appeared to be more aware of waivers 

(2) Similarly, in a Tanzanian case study in 1996, more peop le knew about an overal l exemption policy th an 

waivers and more of those who knew were non-poor (IO), 

Studies on the effectiveness of exemption policy genera lly indicate the difficul ty of controlling under coverage 

and leakage, In 1991, Brian Abel Smi th reported that, at least th ree countries (Costa Rica, the Repu blic of 

Korea and Thailand) operate systems by which poor people can apply annually fo r a certificate or card which 

entitles th em to free hea lth care, However, none of them have succeeded in identi fy in g all th e poor (19) A 

system of in vcstigati on in Thai land for exampl e, has shown that the cards are issued to 14-20 % of Ih e 

popula tio n but that only 60% of card-holders were rea lly poor (19), Moreover, study results of coun tries ' 

experi ence with targetin g mechanisms fo und out that minim iz in g under coverage is poorly handled than 

preventing leakage (20) 
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Based on the leas ibility study of co mill unity -based health Insurance in Ethiopia (1998), there was no difficul ty 

to obtain a fi'ee cel1ificate, though the process is time consullling, and the paper needs to be renewed every s ix 

months (23 ,. O n the oiher hand, it is not uncomlllon for the free paper to be obtained un der fa lse pretences, and 

indi vidllal s who ca n affo rd to pay are also exempted I"'. 

Overa ll , targeted inte rventions (waiver and exemption) in deve lop ing countries have been com prolllised by 

a variety of difficulties, including excess ive leakage, subjective exemption criteria, in fo rmal ident ifi cation and 

verifi cation procedures and excess ive costs \~Ih e re limitation in institution al and administrative capacity 

unde rl ie each of these prob lems " ,, 

Therefore, there is a need for a thorough groundwork fOl' es tabl ishing fe e for serv ice systems that would also 

effectively protect the poor from the effects of service charges. In the absence of im proved quality of care, user 

fees genera lly have negative effect on equ ity. I f the reven ue generated from the fees retai ned and used by the 

charging facili ties and if quality of care improved as the results, rees can be progress ive under the right 

circumstances, Here, policy fo r protecting the poor is clearly necessary in the context of widespread user fees 

for health services. 

Thus this parti cular study is aimed at assessing the practice of prov idin g free care in the Northern part of 

Eth iopia to come up with recommendation that might be of interest at pol icy level. 
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Objectives 

General Obj ective: 

To assess and describe th e pattern of free hea lth care system at the gove rnm ent hea lth Fac ilities in 

Northern Ethiopia. 

Specific Objectives 

To rev iew the guide li nes fo r free health care provision at the po licy and adm in istrative leve ls. 

To assess th e app licati on of the. gu idel ines at the kebele and heal th Facility levels. 

To describe the magnitude and pattern o f free health care provision. 

To assess the percept ion of the com mu nity about free health care serv ices . 

To compare the socio-economic status of those gett ing free care with those paying. 
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Methodology 

1) Study Design 

This is a cross sectional descripti ve study which compares the characteri sti cs of li·ee pati ents with 

those paying at the analys is stage. 

2) Study Area 

The study was can·i ed out between the months of May and Jul y 1999 in the urban and rural areas of 

Bahir-Dar Tow[l and Bahir-Dar Zuri a Wereda respecti vely. The area is located at Il o 35'N latitude 

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

parts of West Gojam in the west. 

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

178,468 respecti vely<22) The town is divided into two Weredas and 17 kebeles while Bahir-dar Zuria 

Wereda has 38 farmer Associations. 

The town has one hospital, one health center, one health station and a total of2 1 private clinics (one 

speciaJ , one higher. six middle and 13 lower private clinics). There are fi ve health stations and six 

health posts in the zuri a wereda . Using a 10 km radius geographic access ibility, hea lth services 

coverage of the town is estimated to be 100%. The health services coverage of the zuri a We red a is 

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

institutions. 
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3. Study Population 

Both urban and rural population of Bahir-dar Town and Bahi r-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 se lf administered questionniare and 

health institutions ' admini strators for indepth interviews were also included as tJle study subjects. 

The di vis ion of interviewees into the di screte categories of poor and non poor was based on the 

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

considers those whose monthl y income is less than or equal to 105 Birr as poor fo r urban areas, for 

the purpose of granting the pri vilege of getting free health services. In the case of those who live in 

rw'al areas, even though poli cy at the national level could not be found , those who have no ox are 

considered as poor and can get the free treatment privi lege. This is according to the local communi ty 

practice of granting free treatment certi fi cate in the area. 

4. Instrument Design 

Questionnai re design relied on a thorough review of the re lated literature and survey instnU1lents 

used for similar studies . The interview questionnaire was prepared in Engli sh and translated to 

Amhari c . The format of the questionnaires was both closed and open-ended . 

10 



5. Interviewer Selection 

The type of questions asked during the interview, particu larl y those concerning household 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 of ten 12'h grade students who 

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

data collectors were trained for five consecutive days before conducting the pre-test. 

6. Ethical Considerations 

Data co llection was performed after ge tting informed consent from patients, heads of households, 

hea lth institution administrators and kebele free treatment paper wri ters. Every attempt was also 

made to conduct the interviews with privacy. 

7. Pre-test 

The questionnaire was pre-tested 30 households in two kebeles and 30 patients in three private 

clinics in the shldy area . This was done to determine the knowledge and skill s of the interviewers 

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

information obtained was used in redesigning the contents and retraining was given to the 

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

8.1 Health Facility in/ormation 

One hospital. a hea lth center. three health stat ions were sampled in the study area for both 

quantitative and qua litative data co llection . The reports and records of these institutions were 

reviewed and in-depth interviews with the proper officials were conducted on the issues re lated to 

the study. 

Quantitative data were obtained by examining records of the health facilities , where availab le, to 

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

system for those who have got the wa iver. 

Qualitative information was obtained to supplement tbe quantitative data for which in-depth 

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

The infonnation gathered during the interviews included: the types of services provided, policy and 

procedure for granting wa ivers 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 2 10 respondents. Using systematic sampling method, every fifth 

patient was included in the survey .by fo llowing the card number of OPD visits during the 2 weeks 

period of data co ll ection. As much as possible, efforts were made to interview every patient with 

pnvacy. 

12 



The ex it interv iews helped to substantiate how the system worked in practi ce and to assess the 

satisfaction of patients with the quali ty of services provided. It was also helpful to identi fy the soc io­

economic characteri stics of patients attending the facilities. 

8.3 Kebele (Village) level in/ormation 

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

wri ters ii'om each selected kebele (village) and fa rmer associations that were included in the 

household survey were given the self administered questionnaires. 

Thi s was helpful to identi fy how the system for free treatment pri vil ege operates and what types of 

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

Sample s ize determi nation for household survey 

n - z ~I/ * PO -P) 

d2 

n =323 

Where: 

P = the prevalence of free health care provision in the area (70%). 

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

= Cri tical value at 95% certainty (I .96) 

n = The estimated minimum sampl e size 

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

se lection of the primary sampling units were, the selecti on of the kebeles for urban and the selection 

of farmer assoc iations for the rural study area. Out of 17 kebeles of the urban and 38 fanner 

associations of the rural, fi ve kebeles and fi ve farmer associations were selected randoml y using a 

lottery method. 

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

numbers for the town and li sts of heads of households fo r the rural study area, as a sampling frame, 

households were selected randomly using a table of random number, based on which 32 households 

were included as the study subjects from each selected kebeles. 
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Since the farmer associati ons are widely dispersed and due to resource constraints equal sample size 

were used fo r both urban and rural study areas. 

Data from thi s level provided information about how the free service system was perceived and 

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

the mode of operat ion of the pri vilege. 

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 were not at home, interviewers were instructed to return at 

least tlu-ee times to that particular household. lfthe house was empty after three attempts, the house 

immediate left of the predetermined one was included. If the alternative house was also empty, the 

interviewer was told to drop that interview. 

The principa l investi gator reviewed every quest ionnaire fo r 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-INFO Version 6 statistica l package. After organi zi ng 

and cleaning the data, l:i'equencies and percentages were ca lcul ated on all variables that are related 

to the objec tives o f the study. Multi va ri ate analys is was done by log isti c regress ion model using 

STA TA software to compare and see the effects of confou nding factors on payi ng and free patients. 

11. Definition of Key terms 

Poor:- Those ind ividuals whose monthly income is < 105 Birr/mo nth for urban and those 

individuals who have no ox fo r rural. 

Waiver:- Discreti onary release from payment based up on inability to payor income levels. 

Exemption:- Provis ion of free or reduced pri ced benefi ts to people with certain attributes, 

regardless of income level which is ai med at ensuring they seek such services. e.g. , 

immunization program . 

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

erroneously categolized as non- poor or they must still pay the fee despi te their . . 

waIver. 
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Leakage:- is where the non-poor rece ive benefi t intended fo r the poor. j-jere the non-poor 

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

se rvices at no or a reduced charge though the person has the ability to pay fo r the 

servIces. 

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

made on an indiv idual basis or by a gro up of users, and are not necessarily per unit 

of service delivered. 

User fees :- Contributions to costs by individual users in the fo rm of a charge per unit of service 

consumed, typicall y in the form of cash. 
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Results 

I. Expel"ience with targeting mechanism at the kebele (Farmel' association) 

level: 

Of those five urban kebeles and five fanner associations, a total of 20 free treatment paper writers 

(two fro m each kebele) were invo lved for the self-administered question nai re. All respondents said 

that the free certificate was written by the committee and the guideli nes to determine eli gibility were: 

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

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

for rural kebeles. 

Thi s information will be verified by three indi vidual 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 certifi cate ~~'iters from the town and one of the fa rmer associations utilized special 

registration book to keep records 011 waivers granted. Those ti'ee certificate writers li'om 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 pI'oblcm in the process of f ree paper provision and all 

denied the presence of leakage and under coverage. 

II. Experiences with Targeting Mechanisms at Health Facilities Level 

Out of the total pati ents seen in Felegehiwot Hospital in 1998, 66% were free patient. but the number 

of patien ts which recei ved free services in the year 1998 in Bahir-dar Hea lth Center and the three 

health stati ons were not documented. 

All government health facilities which were included in the study exempted the poor fi'0111 fees, 

based on free treatment papers brought. A free treatment certificate is considered valid only fo r tlu'ee 

months. 

Even though all health institutions have special registration books for those free patients, the panem 

of documenting was poor. Thi s was specially true fo r the health centers and health stations. Thi s was 

said to be because of the lack of manpower to record such patients. Except the hospi tal administrator, 

a ll the others (health center and health station admini strators) denied the presence of leakage and 

under-coverage . 

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

menti oned by the hospital administrator for leakage/under-coverage. 
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All government health facilities included in the study have certa in types of patients or services that 

are automati ca ll y exempted ii'om fees. These il1clude tuberculosis, leprosy, famil y plmm ing, and 

antenatal care. In addition. health workers were exempted fro m paying fees. 

E li gibility for automatic exemption from fees for these services IS determined at the health 

institutions and does not require any formal process. In the hospital and the health center, someone 

requesting an exemption due to an illness will pay the required fees until an investigation or test 

results contirm that the illness is one that deserves exemption. 

A ll the health facili ty administrators claimed that, even though information on waivers and 

exemptions is provided by health fac ility staff, most of the patients have learned about the benefit 

from relati ves and f ri ends. 
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HI. Findings from patient exit'interviews: 

The study subjects for exi t interviews (n=2 1O) consisted of 95 (45%) male and I 15 (55%) feilla ies. 

The ages of the study subjects ranged from 15-85 years. Cfable I). Most of the respondents (40. 1 %) 

were in the age group of 25-34 years. The educational status of the study subjects 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 10 respondents in government health institution , 60 were from the two selected health 

stat ions from rural areas, and samples of 77, 44 and 29 patients were selected from Bahir-dar 

Hospital. hea lth center and health station , respectively . 
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Tab le I Socioeconomic characteristics of exi t respondents. Bahir-dar Town and Bahir-dar 

Zliria "'"oreda, Nonhern Ethiopia, 1999(11=2 10). 

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

Age categories 

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

25-34 61 (40.6%) 23 (38.3%) 84 (40 .1%) 

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

45-54 19(126%) 11( 18.3%) 30( 14.4%) 

>55 5 (3.3%) 5 (84%) 10(4.9%) 

Sex 

male 75 (50%) 20 (333%) 95 (45.2%) 

fema le 75 (50%) 40 (66.7%) 11 5 (54.8%) 

Occupat ion 

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

Student 19 (12.6%) 

Merchant 7 (4.6%) 

dai ly labore r 4 (2.6%) 

housewife 39 (26%) 17(28.3%) 56 (26.7%) 

farmer 32 (21.3%) 22 (367%) 54 (25.7%) 

other 34 (22.6%) 20 (334%) 54 (25.7%) 

Educat iona l sta tus 

ill iterate 67 (44.6%) 33 (55%) 100 (47.6%) 

literate 83 (55.3%) 27(49%) 110(52.4%) 

Fam ily size 

<5 98 (65.3%) 4 1 (68.3%) 139 (66.5%) 

>5 51 (34%) 19(3 1. 7%) 71 (33.5%) 

Urban 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%) 

;:,>: l ox 18 (12%) 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 exit interviews at government 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 patients, 30 (27.3%) were exempted and 80 (72.7%) go t wa ivers. 

Out of the 150 urban respondents, 60 (40%) got waivers, 70 (46.6%) paid for the services while 20 

(13.4%) were exempted. 

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

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

half of the government health expenditure 
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T ABLE: 2. R EI'ORTED PREVALENCE OF PA VING AND FREE PA n ENTS AT OOTH URBAN AND RURAL II EALTI-I 

FACILITIES, B AH IR-DA R TOWN AND B AI IiR-DAR W RI A WOREDA, NORTHERN ETH IOPI A, 1999. 

Urban Rural Tota l 

N (%) N (%) 

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

Non-paying 80 (53.4%) 30 (50%) 110 (52.4%) 

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

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

Total 150 (7l%) 60 (29%) 210( 100%) 

Table 3 shows the results of the crude odds ratio for comparing those paying pati ents with those 

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

of the socio-economic characteristics of free and paying patients, where under the column ' total ' , 

the result of adj usted odds ratio excludes the income status; under a column of , urban' , the result of 

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

area . 

The direction and the magnitude of association for crude and adjusted odds ratio are similar for all 

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 statisti caly 

significant difference between illiterate and li terate in the provision of free health care services. 

The result of the adjusted odds ratio showed statisti ca ll y significant difference fo r both urban and 

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

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

the rural area was 1.7 1 times higher than the odds of free health care services for those of better 

income. However, since the 95% confidence interval for the odds rati o includes unity, the difference 

between these groups was not stati stically signifi cant. 

Contrary to the rural areas the urban fil1ding showed a statistically significant result. The odds of 

utilizing liee health care services for those low income in the urban area was 3.42 times hi gher than 

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

of 1.51 to 7.78. 

In this study gender, fami ly size, number of rooms, house ownership have no statistically significant 

association with getting free service privilege. 
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TAIl LE 3.COMPARISON OF SOCIOECONOMIC STATUS OF FEE WAIVERS (N~80) WITH PA YING PATI ENTS(N~ 1 00), 

B AH IR-DAR TOWN AND B AHIR-DAR ZU RIA IVOREDA, NORTHERN ETHIOPIA, 1999. 

Variab le 

Rural income 

no ox 

~ oxen 

OR (95% e l) 

Urban income 

$ 105 Birr 

> 105 Birr 

OR (95% el) 

Education status. 

illiterate 

literate 

OR (95% e l) 

Family size 

$5 

>5 

OR (95% el) 

House ownersh.ip 

rented 

owned 

OR (95% e l ) 

Number of rooms 

~ 2 

OR (95% ell 
Gender 

male 

female 

OR 

Got waiver (n=80) 

10 

10 

39 

2 1 

1 

45 

35 

58 

22 

26 

54 

49 

31 

45 

35 

where * is when p-value < 0.05 
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Paid for services (n= I 00) 

8 

22 

2.75 (0.83 ,9.07) 

21 

49 

4.33 (2.07,9.05)t 

44 

56 

1.63 (0.90,2.96) 

58 

41 

1.86 (0.94,3.7 1) 

31 

69 

1.07 (0.57,2.0 I) 

48 

52 

1.71 (0.94,3. 11 ) 

45 

55 

1.57 (0.83,2.99) 



T AOLE 4. ADJ USTED EFFECT OF SOCIOECONOMIC STATUS IN WAIVER (N~80) AN D PA YING PATI ENTS (N= 1 00), 

B AI IIR-DAR TOWN AND B AHIR-DAR ZURI A \vOREDA, NOI<THERN ETIIiOPI A, 1999. 

Variable Free Payi ng 

Sex 

Male 45 45 

Female 35 55 

Family size 

s 5 58 59 

>5 22 41 

Ed ucation 

Ill itemte 45 44 

Literate 35 56 

House ownership 

Rented 26 31 

Owned 54 69 

N um ber of roOIllS 

49 48 

,, 2 3 1 52 

Rural income 

No ox 10 8 

~ one ox 10 22 

Urban income 

s 105 Birr 39 21 

> 105 Birr 21 49 

where * is when p-value <0.05. 

Total 

OR(95%CI) 

1.59(0.86,2.98) 

1.63(0.8 1,3.28) 

1.65(0.88,3.09) 

1.02(0.5 I ,2.04) 

1.29(0.67,2.48) 

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

--- -- - -- - ... --- ---
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Urban 

OR(95%C I) 

1.77(0.78,3.99) 

1.41(0.54,3.7 1) 

2.85(1.26 ,6.48)* 

0.73(0.31,1.71) 

1.04(0.42,2.58) 

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

3.42(1.51,7.78)* 

Rura l 

OR(95%CI) 

3.43(0.74, 16.04) 

1.1 0(0 .28,4.23) 

0.19(0.4 1,0.94 )* 

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 

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

areas and in 27% cases in urban areas) was di stance followed by 1110netry cost ( 18 .3% in rural and 

27.3% in man areas). 

T ABLES: R EASONS FOR SEEK ING CARE AT GOVERNMENT HEALTIIINSTITUTION, B A HIR-DAR TOWN AND 

B A IIIR-DARZU RI A WOREDA, NORTHERN [TlIIOPIA, 1999. 

Reason for preference 

Since this is nearby 

Not expensive 

Referred from other 

institution 

Not too crowded 

Believed to be efficaciolls 

All other means attempted 

& failed 

No reason 

Urban 

n (%) 

40 (26.7%) 

41 (273%) 

8 (5.3%) 

2 (1.3%) 

33 (22%) 

12 (8%) 

14 (9.3%) 

28 

Rural 

n (%) 

41 (68.3%) 

11 (18.3%) 

1 (1.7%) 

7 (11 .7%) 



To determine whether the public was familiar wi th the existence and po licy on waiver, respondents 

were asked whether they know about the fact that poor patients are e ligible fo r waiver from paying 

health facility fees. Most oflhe urban (93%) as well as the rural (9 1 %) exi ting respondents knew thi s 

fact. Of those people who were aware of wai ver, 81.7% oCthe urban and 60.7% of rural respondents 

learned from word of mouth fo llowed by di scuss ion with health institution staff (see table 6 be low). 

TA llLE 6 : AWARNESS OF EXIT RESPONDENTS ON SOURCES OF INFORM ATION ABOUT W"IVI.' R AND EXEM PTION, 

B AHIR-DAR T OWN AND BAHIR-DAR ZlJRIA WOREDA, NORTI IERN ETHIOPIA, 1999. 

Source of information 

Word of mouth 

Health institution staff 

Sign posted at health faci lity 

Urban 

n (%) 

49 (81.7%) 

9 ( 15%) 

2 (3.3%) 

2 9 

Rural 

n (%) 

91 (60.7%) 

41 (27.3%) 

18 (12%) 



Of the 210 interviewees, 87.6% claimed that there was no difficulty to obta in a free certificate, 

though the process was time consumi ng. It was also not uncommon for someone to have ob tained 

free papers under fa lse pretenses while b~ing able to pay fees. Thi s was found out by aski ng the 

respondents whether they know of someone who has got the free privilege whil e the ind ividual can 

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

6.7% fo r the rural and the reported pJ'eva lence of under-coverage was 20% I'o r urban and 15% fo r 

the rural areas ( table 7) . 

T ABLE 7. R ESPONDENTS WHO REPORTED CAS ES OF LEAKAG E AND UNDER COVERAGE, 

B AI II R-DAR T OWN AND B i\HJJ(-DAR ZURJA W EREDA, NORTHERN ETHIOPIA, J 999. 

Variab le Urban Rural Total 

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

Under coverage 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 bener picture of the situation than the ex it 

interview. This is because respondents at health iaci lities are usuall y se lf-selected segments of the 

populat ion and it wou ld be difficult to general ize findings to the larger community based on health 

faci li ty ex it surveys. 

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

150 respondents were from the rural and tbe other half were from the rural areas. Table 8, below, 

shows the socio-economic characteri sti cs fo the household survey respondents. 
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T ABLE 8 SOCIOECONOM IC CHARACTER ISTICS OF HOUSEHOLDS, B AH IR- DA R TOWN ANI) 

B AHII(- f)AR ZURIA WORED", N ORTHERN En lIorlA, 1999 (N=300). 

Vari ab le Urban Ru ral 

N (%) N (%) 

Age categories 

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

25-34 32 (2 1.4%) 44 (29.4%) 

35-44 37 (24.7%) 30 (20%) 

45-S4 34 (22 .7%) 33 (22 . 1 %) 

>SS 33 (22.2%) 17(11:4%) 

Sex 

mal e SI (34%) 99 (66%) 

fe male 99 (66%) SI (34%) 

Occupation 

Gov. Employee 26 (17 .3%) I (0.7%) 

stude nt 3 (2%) 

Merchant 8 (5.3%) 

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

housewife 63 (42%) 29 ( 19.3%) 

fa rmer 118 (78.7%) 

other 38 (2S%) 

Educationa l status 

illiterate 64 (42.7%) 118 (7 8.7%) 

I iterate 86 (57.3 %) 32 (21.3%) 

Fami ly s ize 

s 5 77 (SI.3%) 96 (64%) 

>S 73 (4 8.7%) 54 (36%) 

Urban income 

s lOS8i rr 62(41.3%) 

> 105 Birr 88 (S8.7%) 

Rural income 

no oX II (7.3%) 

~ l ox 139 (92 .7%) 
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Eighty nine (60%) of the rural and seventy six (5 1%) of the urban respondents reported as 

experi encing at least one episode of illness in the last month preceding the study peri od. Of those 

households 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 government health stations, whil e 42.9% of the urban interviewees sought care at medica l 

doctors (M.D.) private cl inocs (Table 9). 

T ABLE:9 HOUSEHOLD RESPONDENTS CHOICE OF HEALTH CARE FACILITI ES, B AH IR-DAR TOWN AND BAHIR.-DAR ZURIA 

\vOREDA NORTHERN ETHIOPIA, 1999. 

Respondents chose Urban Rural 

n (%) n (%) 

Government Hospital 23 (29.9%) 3 (3.3%) 

Government Health center 9 (11.7%) 2 (2.2%) 

Government Health station 3 (3.9%) 38 (42.2%) 

M.D. private clinic 33 (42.9%) 2 (2.2%) 

Non M.D. private clinic 2 (2.6%) \0(11.1%) 

Rural drug vender 3 (3.9%) 14 (15 .6%) 

Did nothing 3 (3.9%) 20 (22.2%) 

Where, M.D. is medical doctor 
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Of those households who chose not to go to government health care fac ilities, 40% of the rural and 

57% the urban respondents did so because of incomplete heahh services provision at the goverlUllent 

hea lth fac il ities, and 34% of the rural and 2% of urban ci ted lack of money. Seventeen percent of 

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

experience (see Table 10). 

T ABLE: 10 R EASONS FOR SEEKING ALTERNATIVE II EALTH CARE I' I(OVIDER, B AI II R-DAR T OWN AND B AHIR-D.'IR 

ZURIA WOREDA, NORTHERN ETHIOPIA, 1999. 

Reasons 

Incomplete hea lth 

services provision 

Lack of money 

Dissati sfaction 

Difficulty in registration 

Inconvenience of location 

Urban 

n (%) 

24 (57%) 

1 (2.4%) 

3 (7.1%) 

4 (9.5%) 

3 (7.1%) 

34 

Rura l 

n (%) 

19 (40.4%) 

16 (34%) 

8 ( 17%) 

1 (2 .1 %) 

1(2.1 %) 



To determine whether the household was fa mili ar with the . ex istence and policy on wa ivers, the 

respondents were asked if they knew that the poor could obtain waivers Ii-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 waiver pol icy. they were asked how they knew abo ut 

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

63.3% for the rura l) learned about the policy !i'om words of mouth, fo llowed by discussion with 

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

T ABLE I I .SOURCES OF INFORMATION ABOUT WAIVERS OF HOUSEHOLD, BAIIIR·DA R TOWN AND B III-IIR·DAR ZU RIA 

W EREDA, NORTHERN ETHIOPIA, 1999. 

Information !i'om Rural res idence Urban residence 

Words of mouth 95 (63.3%) 97(64.3%) 

Health institution staff 29 (19.3%) 20 (13.3%) 

Learned from other patients 5 (3.3%) 9 (6%) 

Learned from kebe le 

Free paper writers 9(6%) 

Posted at Health faci li ty 5 (3.3%) 8 (5 .3%) 

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

Learned as a wi tness I (0.7%) 
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To assess knowledge about exemption, households were asked if they knew that certai n categori es 

of patients or people with specific di seases were exempteci from paying for hea lth services. As 

depicted in table 12, the proportion of those aware about exempti on po licy is more in the urban than 

the rura l areas. 

T ABLE 12. HoUSEHOI.D K NOWING ABOUT EXEMPTED DISEASE CATEGORIES, B AHIR- DAR TOWN AND B AHIR-DAR ZURIA 

W EREDA, NORTHERN ETlIIOPI A, 1999. 

Disease category % of respondents having knowledge 

Urban Ru ral 

n (%) n (%) 

Children under fi ve 38 (25.3%) 25 (16.7%) 

Tubercul osis 3 1 ( 14%) 2 1 ( 14%) 

Leprosy 18(29.7%) 5 (3.3%) 

AIDS 16 (10.7%) 15 (10%) 

Family Planing 19( 12%) 18 (12%) 

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

problems to get free certifi cates. These problems inc luded: giving unnecessary appointment (29%), 

people who have no permanent residency (56.9%), and not participating in environmental campaigns 

(1 4. 1 %) (see Table 13). 
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TABLE 13. RESPONDENTS REASONS FOR UNDER-COVERAGE AND PROULEMS TO GET FREE CERTIFICATES, B AHIR­

DAR TOWN AND BAIIIR-DAR ZURIA W EI'WA. N ORTIIERN ETHIOPIA, 1999. 

Reason n (%) problem to get free paper 

Unnecessary appointments 17 (29%) 

No permanent residency 33 (56.9%) 

No participate in environmental campaign 8 ( 13.7%) 

n (%) under-coverage 

4 (16%) 

12 (48%) 

7 (28%) 

Household 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 rural 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 fa lse witnesses (30%). 

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

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

presence of such si tuations (see table 14). The main reason (in 48% of cases) for th is was reported 

to be inab ility to get witnesses if one is a newcomer to the area. Kebeles were also said to refuse to 

give free papers if one does not participate in envi ronmental health campaigns. 
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TABLE 14 . RES PONDENTS WHO REPORTED AS KNOWING CASES OF LEAKAGE AND UNDER COVERAGE, B AHIR-DAR 

TOWN AND B AHIR-DAR LURIA WEREDA, N ORTII ERN ETH IOPIA, 1999 (N~300) 

Variable Urban Rural Total 

Leakage 7 (47%) 2 (2%) 9 (3%) 

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

This cross sectional study has compared the characteri stics of li'ee patients with those paying in the 

Northern part of Ethiopia. 

Since the reference population (Northern Eth iopia) is large and widely scattered, multistage sampling 

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

Systematic sampling method for exit interview and purposive sampling for Kebele free treatment 

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

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

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

urban. Since this criterion could not clearly address the rural areas that consider households who 

have no ox as poor, a clear guideline has to be established at a policy level for the rural community 

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

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

and among health facilities visited. However, there was a distinct difference between urban and rural 

areas and the hospital and other lower health institutions in what was actually being practised. 

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

stations than urban free certificate writers and the hospital. Similarly, record keeping was poorly 

handled in govenunen( health institutions than mission hospitals for waivers granted in a Tanzanian 

case study(IO) This lack of records might make it difficult to evaluate the exemption system for the 
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poor. The effect iveness and the cost of the exemption system callnot be known wi thout such 

information. 

The study fou nd that most of the rural (68.3%) and urban (27%) respondents preferred a parti cu lar 

health inst itution because it is nearby and fo llowed by it's cost. Similarly, Stud ies on health care 

utilization in differe nt developing countries showed that. the demand for and use of health services 

are ini tiated by perceived morbidity and further affected by factors such as d istance to the nearest 

health care unittll ,I). Il) the cost and organization of the health services(II .",15,16) Moreover, a study on 

utilization of se lected hospital, health center and health stations in central, southern and western 

Ethi opia( 1990) has shown that nearness. good service and free treatment as being the th ree major 

reasons for seeking care by respondents(I7). 

The study, on whether households were familiar wi th the ex istence and policy of waivers, showed 

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

Likewise a Kenyan study has shown urban residents as being more aware about waivers(2) 

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

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

health staff accounted for the majori ty fo llowed by word of mouth and signs posted(2 l. Contrary to 

a Tanzanian case study \11 ), more people know an overall waiver po licy than exemption in thi s study. 

Therefore, health workers should take an acti ve ro le in providi ng the correct information abo ut the 

waiver and exemption policy. 
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Provision offree care represented more than half(52.4%) of health inst itut ion expenditure in thi s 

study. A similar fi nding was reported in a study on the feas ibility of community-based hea lth 

insurance in Ethiopia(19) When services are free , there is a tendency to consume a greater quanti ty, 

which will affect the overall cos t of care, the budget requirement for the facility, and financial 

viabili ty. 

More than half of the urban and 40% of rural respondents chose alternative hea lth providers . TIlis 

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

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

of service. The implication is that, given improved services , patients seem to have willingness and 

ability to pay. 

With regard to problems in getting free papers, 87.6% of the ex it respondents claimed as having no 

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

reported in another study in the urban areas of Ethiopia (1 9). On the other hand, 39% of the 

respondents in the household survey have reported as having problem to get a free certificate. This 

shows that more people in the household survey have reported as having problems in getting free 

treatment papers compared to exit respondents. This might be due to the fact that the exi t interview 

was done only on those patients who were able to come to the institution which did not include 

patients who could not come to the institution. Therefore, the finding at the household leve l should 

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

government health institutions, With regard. to leakage, it was 8% for urban and 6, 7% fo r rural health 

insti tutions, Study results of country experiences wi th targeting mechani sms have fo und minimizing 

under-coverage as being poorly handled than preventing leakage in Guinea, Kenya and Tanzania,'Q) 

In addition, the results of the household survey revealed that there was 16% reported prevalence 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 d isc repancy in the findings of reported leakage and under-coverage between the 

health institution exit survey and the household survey, This might be explained by the fact that 

respondents at the ex it polls of the health institutions were not asked about their place of res idence, 

and thus could confidenti ally respond fo r the questi ons; whil e household respondents were 

interrogated in their place of residence which could create precedence, and they could al so be 

cautious in what they respond so that they do not want to lose their social ties, 

Comparison of average income of those patients who have got wavier with those who paid for tile 

rural government health institutions showed that there was no statistically significant association 

between low income'and free hea lth services utilization , This finding is supported by an earl ier study 

in central Eth iopia that ind icated no signifi cant difference betwee n the income levels of paying 

pati ents and til0se who got services fo r free' ''', 

However, in the case of urban exit respondents those who got waivers had a statistically significantly 

lower average income than those who were, paying, This may be due to the following reasons: -
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Since there were many urban (Bahir-dar) pri vate cl inics, those who can afford to pay might 

have preferred to go to these institutions . 

• The town be ing the capital of the Am.hara Region, there are lots of public o ffi cers (regional , 

zonal, and wereda levels) that might stri ctl y enforce the rules and regulations in the provision 

of Free paper. 

• In addition, the responses of the urban free treatment writers to the se lf-admini stered 

questionnaire were more consistent than the rural ones. Thi s might suggest that the urban 

writers may be more stri ct in applying the rules. 

• Proper registrati on and recording or the free treatment provis ion in urban areas mi ght have 

helped in reducing the occurrence of leakage. 

The absence of clear guideline in the rural area might create a di ffi culty in controlling the 

ocem-renee of leakage. 
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1n general, targeted interve ntion (waiver and exe.lTIption) In developing countries have been 

compromi sed by a variety of diffi c.u lties, including:excess ive leakage. too subjecti ve exemption 

cri teria. info rmal identi fi cation and verification procedures and excess ive costs. Most or the reasons 

fo r under-coverage and leakage can be improved by avoid ing UIUlecessary bureaucratic management 

system at the free treatment writers level and util izing proper recording and registration system fo r 

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

control led by providing public education on waiver po li cy th ro ugh health staff and mass media. 
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Conclusions and Recommendations 

Strength and Limitation of the study 

Strengths 

No [ormal assessment was done up to now whether the free health care operates efficiently 

or not. Therefore, thi s stlldy can give a clue on the efficiency of the free health care services 

in the country. 

2. The fact that multivariate analys is using logistic regression model was utili zed for the 

comparison of socio-economic status o[ those paying with those gett ing the service free ly 

gives more strength to the statistical associat ions found in the study. 

Limitations 

I . The sample size utilized fo r government exit interviews for the comparison of socioeconomic 

characteristi cs of free and paying respondents were relatively small. 

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

based on self reports . 

3. Equal sample size was uti lized for urban and rmal house hold survey, even thought the rural 

popuJat ion is higher than the urban population. 
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Conclusions 

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

on the direct monthly income of the indi vidual. that is " 105 birr/month and no ox fo r rural. 

Proper registration with utilizati on of a special registration book was used by a ll the mban free 

treatment writers while thi s practi ce was non-exi stent in al most all the studied farmer associations. 

Even though all the hea lth institutions have special registrat ion books for free patients, most were 

not properly recording the waiver granted. This is ~pecially true for health centers and the health 

stati ons which were included in the study . 

The exemption system appears to work relatively quite well contrary to the wai ver system. This may 

be because identify ing patients with given disease c~aracter i s tics is eas ier than knowing ones leve l 

of income. 

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

were aware of thi s fact. Most people learned thi s from words of mouth fo llowed by di scuss ion with 

health insti tution staff. 

The problems o[ lUlder-coverage and leakage were observed in the study even tho ugh it was not as 

high as it is seen in areas reviewed in the literature. 
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No statistical ly s ignificant association was observed between low income and free hea lth services 

utili zation at the rura l govenUllent hea lth insti tutions. 

Recommenda tions 

Based on the findings of the present study, the following recommendations are forwarded 

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

health faci lities level should be emphasized. 

2. Periodic field eval uations by d istrict administrators and health officials are needed to 

monitor the proper functioning of the system. 

3. Val icUty of lhe free certificate period has to be lengthened so that the preva lence of under­

coverage will be reduced. 

4. A clear gu ideli ne has to be establ ished fo r the rural communi ty for the provision of free 

certificate so that leakage could be contro lled. 

5. Public education on waiver policy through heal th workers has to be initiated 

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

the problems ofleakage and under-coverage. 

47 



References 

I. Newbrander, W., and co ll ins, D. Methodology for equity al/{I coverage of health care 

provisioll study . The BAS ICS Project, 1995 . 

2 New brander, W., Njau, M. ,and AlUlla, C. Equity and coverage of health care provision in 

Kenya. 1995. 

3. Mwabu G. User charges for health care: A review of the underlying theory and 

assumptions. World illstitutefor developmellt ecollomics research. The united nat ions 

university, Working papers No. 127, March 1997. 

5. Carri n, G. Commwli ty financing of health care. World Health Fort/Ill. Vo1.9: 601 -606; 

1988. 

6. Reddy, S., and Vandemoortele, J. User fillall cing of Basic Social Services: A Review of 

Theoretical Arguments alit! Empirical Evidence. Office of eval uation. pol icy and planning 

UN ICEF, New York, 1996. 

7. Negarit Gazeta, proclamation No 4/85, article 10, sub-article 9, 1977. 

8. Negarit Gazeta, proclamation No 211 , article 23, sub-article 1 (3), 198 1. 

48 



9. Wouters, H. Literature Review of Equity iu the Hea/th Sector ill Deve/opillg Cot/lltries. 

The BASICS project, 1995. 

10 . New brander, W. , and Sacca, S. Equity ill the Provisioll of Hea/th Care: Ensuring Access 

of the Poor to Services UlI.der User Fee System in Tan zania . The BASICS Project, 1996. 

II Habib, O.s. , and Vaughan, J.P . The determinants of health services uti lization in southern 

Iraq: a household interview survey. lilt. J. Epidemiology . Vol 15 : 394 - 402; 1986. 

12 Kloos, H., Eta, A. , Aga, H., and et al. Illness and health behaviour in Addis Ababa and in 

rural central Ethiopia. Soc. Sci. Merl. Vo1.25: 1003 - 1019; 1989. 

13. Bailey W. and Philips D.R. Spatial patterns of use of health services in the Kingston 

metropol itan area, Jamaica. Soc. Sc. Med. 30: I - 12; 1990. 

14. Buschkens W.F.L. and Sli kkerveer L.J. 1Ilness behaviour of the Eastem Oromia ill. 

Harrarghie(Ethiopia) . Health care in east Africa. Van Gorc um, 97- 127, Assen, 1982. 

15 . Kloos H., Geleta B.,Shewarega B. ,etal. Util ization of se lected health facil ities in Addis 

Ababa. Survey and study method. Ethiop. Med. J. 25: 157 - 66; 1987. 

49 



16. Dagnew M. Pattern of hea lth care uti lization in a small ru ra l Ethiop ia town. Ethiop. Med. J. 

22: 173 - 177; 1984. 

17. Kloos, H. Util ization of selected hospital, health centers and health stations in central southern 

and western Ethiopia. Soc. Sc. Med. Vol. 3 1(2): 10 1 - 114; 1990 

18. Hailemariam, D. Tile effect of extended family support 011 the demand for healtll care ill 

Ethiopia . PhD disseltation, the university of California, Berkeley. The library of congress, 1997. 

19 Abe l-smith B. Financing heal th for all. World Health Forum . Vol. 12; 199 1. 

20. Bekele, A. Equity in health carefillallcillg . AFRI SD/HRD, USA lD, 1996. 

2 1 Hai1emariam, D. , and Brenzel, L Study 011 the feasibility of community based health insurance 

ill Ethiopia . The BASICS project, A. A, 1998 

22 Engida E. Health profile for Baflir dar liyu zone. Department of community health, Add is 

Ababa uni versity. 1998. 

50 



ANNEXES 

QUESTIONNAIRE ON PATIENT EXIT INTERVIEW 

1. Place of interview:-

I.Hospital 2.Hea lth cenler 3.Health station 

2. Srarus ofattendance:-

I .Out pat ient 2.ln patient 

3. How old are you? ____ _ 

4. Sex ___ _ 

I .male 

2.female 

5. Occ upation (specify) _ ___ _ 

6. Marital status:-

I .Single 2. ll1arried 3. Separa ted 

7. Educational Slalus: -

I. Illiterate 2. Read and write 

4. Secondary 5. Co llege and above 

8. Fami ly size _ __ _ 

9. Combined income(average): 

1. < lOS Bin· 

Rura l 

I .No ox 

2.one ox 

4. Divorced 

3. Elementary 

2. 105-250 Birr 

3. 25 1-500 Birr 

4.500-1 000 Birr 

5. > 1000 Birr 

3.two oxen 

4 .>1\\'0 oxen 

51 

5.widowed 



10. Type of house 

I.corrugated 

2. thatched 

3.other (specifY) ___ _ 

I I . Number of rooms ____ _ 

12. Status of house ownership 

I. Rented 

2. Owned 

3. Cohabitant 

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

I. On foot 2.on an imal 3. Vehicle 

14. Why did you choose the institution? 

1. since these were accessi ble [nearby] 

2. since these were 110t expensive 

3. referred from other institution 

4. since these were not too crowded 

5. since these were believed to be efficac ious 

6. since all other means were attempted and failed 

7. other reaso ll [speci fyl ____ _ 

8. no response 

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

I. less than six hours 

2. six to twelve hours 

J. one to two days 

4. three to seven days 

5. more than one week 
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16. Was the hospi tal registra tion or recept ion process smoolh and timely? 

I . strongly agree 2. agree 3. neutral 

4. disagree 5. strongly disagree 

J 7. How was the approach orthe staff towards you? 

I. velY good 2. good 3. poor 

J 8. Were YOli able to get all the dru gs prescri bed? 

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

19. If yes, did you pay? 

I T otal amount 2. Partia l amount 

20. Did you pay fo r the se rvic~s today? 

I. Yes 2. No 

2 1. If No, why not? 

I. Exempled 2. Waiver 3. other 

I f wa iver. 

22. Is there any problem to get tile free treatment paper? 

I. Yes 2. No 

23. If yes, Do you know anyone who could not get Ihe free paper when they shou ld be given? 

I. Yes 2. No 

24. Do you know anyone who got fi'ee paper when Ihey should not get? 

I. Yes 2. No 

25. Do the poor have to pay for care al lhis faci lity? 

I.Yes 2. No 3. Panially 

26. Ifnot, what do, they do? ____ _ 
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27. Do you have to pay for care al lhis facilitYl if you are or have: 

Lchi ldren under five 

:l.TB 

3.Leprosy 

4.AIDS 

5. Family plann ing 

6.ANC 

7.Civ il service 

8.Health worker 

28, How did you learn that the free service privileges for the poor is practised? 

I .S ign posted al the facil ity 

2. lnl'ol"lnation provided by health faci lity staff 

3.Learned from re·lat ives or fr iends 

4.0thers 

29. Do you know of anybody who could not go to heath center or hospita l because they cou ld not pay? 

I.yes 

If, yes 

30. Why did not they go? 

I.eould not pay 

3.No drugs avai lable 

2.no 

2.wenl to trad itional hea ler 

4.long distance 

5.poor qual ity lunhappy previous experience 

**. 
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QUESTIONNAIRE FOR HOUSEHOLD SURVEY 

1. How old are you? ___ _ 

2. Sex I.male 

3. Occupat ion (spec iry) ___ _ 

4. Mar ital slatus:­

I. Single 2.marri ed 

5. Educational status:-

2. rel11 ale 

3. Separated 4. Divorced 5.widowed 

I. Illiterate 

4. Secondary 

2. Read and write 3. Elementary 

5. Co llege ancl above 

6. Family size: _ __ _ 

7. Type or house: 

I. corrugated 2. thatched 3. other(spec ity) ___ _ 

8. Number of rooms _ _ _ _ 

9. Properly owned: 

I. land in hectare 2. N umber of catt le 3 . Amou ll t of crops 4. other(spec ity) _ __ _ 

10. Average income/month: 

A. URBAN B .Rural 

I. < 105 Birr I. No ox 

2. 105-250 Birr 2. one ox 

3. 25 1-500 Birr J. two oxen 

4. 500- 1000 Birr 4. > tWD oxen 

5. > 1000 Birr 

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

I . Ves 2. no 
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12. Where did you go for health care? 

I . Did nothing 

3. Neighbour/ friend 

5. Rural drug vendor 

7. MD pr ivate 

9. Health station (government) 

II. H/center (gov.) 

13. Hospital (gov.) 

15. Other 

2. Selflreatment 

4. Traditional hea lers 

6. NOIl-MO private 

8. Health post 

10. Hea lth station(miss ion) 

12. H/center(mission) 

14. Hosp ita l(lilission) 

13. Why did not you go to a government fac ility? 

I . lack of money 

2. inconvenience of location 

3. hea lth fac ility not open 

4. unsat isfied with previous ·experience 

S. I and 4 

6. less expens ive than government faci li ty 

7. other 

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

I. yes 2. no 

IS . I r not, wha t do they do so? 

16. Do you have to pay for health care at th is faci lity, if you are or have; 

I. Chi ldren under five 

2. TB 

3.Leprosy 

4.AIDS 

5. Fami ly planning 

6. ANC 

7.'Civil service 

8. Health worker 
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17. HO\v did YO ll learn that these peop le or the poor do not have to pay? 

I. sign posted at facility 

2 . information provided by health fac ility stafr 

3. learned from relati ves/fri ends 

4. did not knovd never heard of waivers 

18. Do you knO\v oranybody who could not go to the hea lth institution because they could not pay? 

I. yes 2. no 

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

1. yes 2. no 

If waiver, 

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

I. yes 2 . no 

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

I . Yes 2. No 

[ f yes, what \-vere the reason ? 

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

I. Yes 2. No 

If yes, how cou ld they get? 

23. Is the area where the in terview is conducted? 

I.urban 2.rural 
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HEALTH FACILITY INFORMA nON 

In-depth intel'v iew for health facility administt'ators 

1 , Are the poor exempted 6'0111 fees? 

I .yes 2. 11 0 

If yes , 

2. Who is considered poor? _____ _ 

3. Who determines e ligib ili ty as poor? ____ _ 

4. How do they determine el igibil ity? (Criteria), ____ _ 

5. What information is required to determine eligibility? 

6. When and where is eligib ility determ ined? 

7. How (ong is a waiver valid for? 

8. Are records kept on waivers granted? 

9. How many waivers were granted last month? 

Do YOll think: 

10. That there are peopl e who didn ' t get free paper while they shou ld get? 

I. Yes 2. No 

If yes , 

I I . How cou ld YOll identi ty those who don 't get the free paper whi le they deserve? 

I) Rumour 2) Documented evidence based on S.E.S. 3] Based 011 observation 

4) Other(specify) ____ _ 

12. That there are peop le who are given free paper while they do 110t deserve to get? 

I. Yes 2. No 

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

I] Rumour 2] Documented evidence based on S.E.S. 

3] Based on observation 4] Other (specifyl ____ _ 

14. Are certain types of patients or services automat ica lly exempted from fees? 

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

I . Children under five 5. family planning 

2. TB 6. ANC 

3. Leprosy 7. Civi l serv ice 

4. A IDS 8. Heal th worker 

16. Who determines eligibility for an exem ption? 

17. What information is requ ired to de termine eligibility? 

18. When and where is elig ibil ity determined? 

19. Are records kept on wa ivers granted? 

20. How many exemptions were granted last 111onth? 

21. Are pat ients in formed tha t they are eligible fo r waivers or exemptions? 

l.yes 2. no 3. 1 do not know 

22 . I f yes, how? 

I. sign posted at faci li ty 

2. information provided by health fac ility staff 

3. learned fi'om relatives/friends 

4. did not know/never heard of waivers 

5. others 

••• 
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SELF ADMINISTERED QUESTIONNAIRE FOR KEBELE (FA RMER) 

ASSOCIATION LEADERS 

\. Woreda ____ ~ Kebele/Fanner ___ _ 

Position in your Kebe le ____ ___ _ 

2. Who wil! \V rite the free treatment leiter? 

I. The chairman 2. The committee 

3. Anybody member oftlte kebele staff 

3. How is eligibi lity determi ned (loca lly)IWhat are the guidelines? ____________ _ 

4. When is eligibil ity 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 information is required to determine el igib il ity? 

6. How long is weaver val id for? 

1.< one mon th 

4.> six months 

2. 1-3 months 

7. What records do you keep on waiver granted? 

I.Have spec ial registration book 

2.No record keep ing system 

3. 3-6 months 

8. How many wa ivers were granted last 1110 11 Ih? _ _ _ _ 

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

I. Yes 2. No 

If yes, 

10. Wltat are the problems? _____ ____ _ _ 

*** --- ---
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