
Ru nni ng head: HEALTH SEEKING BEHAV IOR AMONG URBAN POOR 

Title: Hea lth Seeking Behavior am ong the ' Poorest of the Poor' in Addi s Ababa: The Case of 

Gull ele Sub City 

By 

Addisu Tegegne Bayle 

Advisor: Mengistu Legesse (PhD) 

Addis Ababa University 

College of Social Sciences 

School of Social Work 

A Thesis Presented as a fulfi llment for the Degree of Masters of Social Work at Addis Ababa 

Univers ity 

Ju ly, 20 13 

AAU, Addi s Ababa 

" 



HEALTH SEEKING BEHAVIOR AMONG URBAN POOR 11 

Addis Ababa Un iversity 

College of Social Sciences 

School of Social Work 

Hea lth Seeking Behavior among the 'Poorest of the Poor ' in Add isAbaba: The Case of Guile Ie 

Sub City 

Add isu Tegegne Bayle 

Approved by: 

~~~ 
Advisor 

~[~ fl /lLJ6. 
Internal Examiner Signature 

External Exam iner Signature 



HEALTH SEEKING BEHA YIOR AMONG URBAN POOR 111 

Abstract 

With unprecedented growth of urbanization, the issue of health and health seeking behavior 

(HSB) among the urban poor is sp iraling. Taking prompt and appropriate health measures 

becomes unlikely to the urban poor due to the prevailing soc ioeconomic reality. Illuminating 

HSB ofthe Poorest of the Poor (PoP), who are under health care safety net, in Gullele Sub City of 

Addis Ababa was the objective of this study. To meet the objective, a mixed approach was 

employed. A total of 168 PoP who are eligible for fee waiver were surveyed through multistage 

cluster sampling. In addition, eight PoPs and six key info rmants which were selected through 

purposive sampling were interviewed. To analyze the quantitative data, Statistical Package for 

Social Sciences (SPSS) version 20 was used. Beyond descriptive statistics that was used to 

summarize the data, further statistical tests such as t test, one way ANaYA, Pearson 's & 

Spearman' s Correlation and Chi Square were employed to see di ffe rences and associations. 95 % 

confidence interval (CI) and 5% margin of error was considered during the statistical analysis. 

The qualitative data was analyzed thematically and integrated with the quantitative based on the 

similarity of themes. Accordi ngly, self-care, spiritual healing, traditional healer and trained 

allopathic are the major treatment alternatives of the PoP. It was also found that perception and 

attitude to health and healthcare correlated with seeking prompt healthcare among the PoP in the 

study area. A statistically significant difference in prompt healthcare utilization was found 

among the categories of sex, religion, religiosity and income, but insignificant for others. The 

healthcare safety net has brought a difference in HSB of the PoP. Generally, the perception and 

att itude of PoP to health and healthcare has an overriding rol e in shaping the HSB of the PoP. 

Though the fee waiver scheme has resulted in progress in the HSB ofthe PoP, the paradox 

behind low prompt util ization of health care has to be researched for ev idence based practice. 

Key words: Attitude, Fee Waiver, Health Seeking behavior, Perception, Poorest of the Poor, and 

Urban Poor 
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Introduction 

Background of the Study 

The issue of Health Seeking Behavior (HSB) emphasizes on the process and the action 

that people go through fo r the purpose of finding an appropriate remedy or to be healthy. It 

represents the sequence of rem edial that individuals undertake to rectify perceived ill-hea lth 

(Olenja, 2003). It is initiated with symptoms definition whereupon a strategy for treatment action 

is devi sed. HSB can be explained by people' s health behavior as signs and symptoms by wh ich 

the illness is recognized; presumed cause of the illness and prognos is estab lished. These are in 

turn interpreted by individuals and/or significant others and on labeling the problem, proceed to 

address it appropr iate ly through recommended therapies (p.61). 

By 2030, accordin g to the projections of the United nations Population Division, more 

people in the developing world will live in urban than rural areas and thi s demographic 

transformation wi ll have profound implications on the hea lth of urban ites, especia ll y on the 

urban poor. It is common to see intra-urban hca lth and HSB differences in most developing 

countries (Montgomery, 2009). To keep in touch the issue to Ethiopia, our context, until 

recently, much focus has been given on the rural populace while ignoring the urban dwellers. 

Though some efforts have been started since the recent past, urban dwell ers remain suffering a 

host of problems, of which health is the major (Addis Ababa Finance & Economic Development 

Bureau (AAFEDB), 20 10). 

Poor are known for their excelled mortality rate particularl y child morta lity due to poor 

qual ity and quantity of water and sanitation, inadequate hygienic practice, poor ventilation 

dependence on hazardous cooking fu els; the transmission of disease among densely sett led slum 

dwellers; and the city's hi ghl y monetized health system, whi ch delays or prevents access to 

modern health services for the poor (Montgomery, 2009). Aside from unsanitary living 

conditions, the spiraling costs of hospitalization, medical consultation and med ication prevent 

the urban poor from seek ing health services. Moreover, the poor's misguided health practices and 
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their lack of knowledge and information on hea lth promotion and disease-prevention contribute 

in worsening their health situation (Malanyaon, 1995). 

The perception and attitude to health and healthcare has been found to be affected by 

socio-economic and psychological characteristics of an individual which means that the 

defin ition of ailment is not universal. Simply put, a rich person may identify a relatively minor 

indisposition as ai lment and go fo r treatment, while the poor might perceive an ailment only 

when it is work disabling in nature. Their subsequent choice of service providers is often in 

conformity with their respective fi nancial status (AAFEDB, 20 I 0) which shows the HSB of the 

poor is quite different from their counterpart, rich. In the side of health care prov iders, they see 

poor clients who present themse lves in a more deb ilitated cond ition than they would otherwise 

have been, having endured their illnesses until care could not be put off any longer. Health 

providers realize that the poor are likely to abandon prescribed medication to save on the costs of 

purchasing med icines, or econom ize by buying less than what was prescribed. They are not all 

that surprised when the poor fail to return as requested for fo ll ow-up visits (Montgomery. 2009) . 

As per the study conducted by Ahmed (2005) on the healthcare choices of the poor, they tend to 

use self care, drug store, sales man (unqualified allopathic), trad itional herbali sts, 

parapro fessionals (semi qualified), and professional allopath (p. I 2). 

According to AAFEDB (20 I 0) the level of abso lute poverty is approximated to constitute 

as 50% of the total households of Add is Ababa that in turn has an adverse influence on the health 

and HSB of the poor since poverty denies peop le from access to re liable hea lth services and 

affordable medici nes. To respond to the health needs of the poorest dwellers of the city, Add is 

Ababa Hea lth Bureau has been enforcing the fee wa iver policy. By establi shing criteria of 

identifying the Poorest of the Poor (PoP), Addis Ababa Health Bureau has been furni shing hea lth 

care safety net fo r the PoP. Simply put, this thesis addresses the followi ng issues: first, it is 

interested to find out the perceptions and att itudes of the PoP towards hea lth and healthcare, 

second, what seems the modern healthcare seeking behavior of the PoP, where do the PoP resort 
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to manage their illness and, finally, it underscores the implication of the fee waiver healthcare 

system on the health and HSB of the PoP in the study area. 

Statement of the Problem 

Poor health remains a leading problem among many countries' urban poor population 

(Malanyaon, 1995). The poor are extremely vulnerable in terms of their health needs and HSB. 

Evidences underscored the two way causal relationship between poverty and health: poverty 

breads ill health and ill health keeps poor people poor (World Bank, 1993, Wagstaff, 200 I). 

Similarly, it is indicated that poverty will create ill health because it compels people to li ve in an 

environment that make them sick, without decent shelter, clean water or adequate sanitation. 

Poverty creates hunger, wh ich in turn leaves people vu lnerable to di sease (WHO, World Bank & 

Voices of the poor, nd). As a matter off act, as per the study conducted by Corno (2008), much 

of the African poor communities seeks medical care in traditional health sector or doesn't receive 

any health treatments. These all implies that poverty affects the HSB of the poor by deterring or 

delaying health care utilization or promotes use of less effective healthcare alternatives thereby 

adversely affect ing the health status of the poor. 

There have been several studies that were conducted on the issue of HSB in Ethiopia. To 

mention, Zewdie Birhanu et al. (2012) conducted a qualitative study concerning the HSB of 

women for cerv ical cancer in Ethiopia and pinpoint that the perceived benefits of modern 

treatment were very low. The finding indicated that women with cervical cancer were 

excluded from soc iety and received poor emotional support and all these caused delays in 

seeking any health care. Traditional remedies were the most preferred treatment option for 

earl y stage of the di sease. A more general study which was conducted by Anagaw Mebratie, 

et al (2013) on the healthcare seeking behavior in rural Ethiop ia found out the existence of a 

strong preference for modern healthcare among study participants. In addition, the study als~ 

demonstrated variat ions across socioeconomic status by which the rich households two to three 

times more likely to seek modern care as compared to the poor households. Th is inequality also 

has an effect the choice of health care provider, and the timing of seeking care. Households in 
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the lOwest consumption quinti[es are generally more [i kely to resort to [ower [eve l care and 

postpone seeking care compared to better off households. 

Fitsum Gi rma, Chali Jira & Be[aineh Girma (2007) conducted a study on health services 

utilization and associated facto rs in Jimma zone and found that the utilization level was not 

satisfactory. Their finding revealed that sex, marital status, household income, socioeconomic 

status, presence of disabling health problem, presence of an illness episode, perceived transport 

cost, perceived treatment cost and distance to the nearest hea[thcare faci li ty were fo und to be the 

major influential facto rs shaping healthcare utilization of the study partic ipants. Similarly, 

Assesfa Amenu, Nash, Tefera Tamiru & Byass (2000) has also c[early articulated the patterns of 

HSB amongst leprosy patients in the former Shao prov ince and found that 77% of the 

participants waited for longer than one year before going a leprosy clinic and during their first 

symptom, 68% of the cases went to traditional healer. An unpublished study by Suadiq Sufian 

Ali (20 11) has also assessed the HSB ofDubti Wereda at community [evel and found out various 

determinant factors. CSA (2011) survey also show that on ly. ten percent of women delivcrcd in a 

health facility. 

At this stage, it is straightforward to notice that the ex isting empirical researches 

resemb le on the following issues. There were researches (Asses fa Amenu, Nash, Tefera Tamiru 

& Byass, 2000; Zewdie Birhanu et ai, 20 12) that focused on the HSB of peop le for a specific 

type of health concern as cancer and leprosy. Others (Fitsum Girma, Chali Jira & Belaineh 

Girma, 2007; Suadiq Sufian Ali , 2011) focused on the HSB and healthcare utilization ofa 

specific geographic community. Some others also focused on the general health care seeking 

behavior of rural Ethiopia irrespective of their socioeconomic status (for example, Anagaw 

Mebratie et ai, 20 13) and still others (Karim et ai., 2010) on maternal HSB fo r child illness. 

Despite the existence of researches on HSB in our context, neither of them had an 

emphasis on urban poor populace though this section of the society is vulnerab le to di fferent 

kinds of health problems. There are also scant researches which underscored the factors that 

determine the HSB of the poorest urban dwellers. It is also important to note the absence of 
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empirical works which shows the rural-urban poor difference regarding their HSB. From the 

unstudied parts of the issue, this study was concerned with systematicall y articu lating the HSB of 

the urban PoP living Addis Ababa which has not been addressed previously. Therefore, the study 

aimed at to find out the perception and attitudes of the PoP to their health and healthcare, when 

and where the PoP seek treatment since understanding the HSB could reduce delay to healthcare 

and inform lessons for evidence based practice to the attempts being done to better off the health 

status of the PoP. Simply put, th is study could fi ll the lim itaiion of the existing empirical works 

around the issue of HSB by en lightening the general HSB of the PoP resid ing in Gullele Sub 

City of Addis Ababa. 

Objectives of the Study 

Genera l Objective of the study. The overall object ive of the study was to investigate 

and understand the health Seeking Behavior (HSB) of the PoP (Poorest of the Poor) in Gullele 

Sub City, Addis Ababa. 

Specific Objectives oCthe study. Up on the aforesaid general objective, the study had 

the following specifics: 

Identify the treatment alternatives sought by the PoP to manage ill health; 

Describe the perceptions ofthe PoP in the study area towards health and healthcare; 

Determine the attitude of the PoP towards their health, healthcare providers and facilities 

Describe the healthcare seeking behavior of the study participants in relation to various 

demographic and behavioral variables, and 

Find out the relationship between the healthcare safety net program introduced by the 

FMoH and the HSB of the PoP in the study area. 

Significance of the Study 

Though the issue of HSB has a paramount role in health promotion and prevention, in 

Ethiopia, few studies (e. g. Assesfa Amenu, et ai, 2000, Fitsum Girma, 2011; Suadiq Sufian Ali, 
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20 II & Zewdie Birhanu et ai, 2012) have been conducted in addressing the issue and merely 

emphas ized on the HSB of rural people, maternal and child health care, and on speci fic disease 

like HIV/AIDS, leprosy, and cerv ical cancer. None of them has an interest in articul at ing the 

HSB of the urban ultra-poor that is grappling with a multitude of health problems. Thus, it is the 

researcher's credence that this study can bridge the existing knowledge gap in the area by 

coming up with a new insight. The finding of this study could a lso contribute lessons to the 

better implementation of the existing fee waiver policy for the concerned bodies as Addis Ababa 

Health Bureau and Ministry of Health (MoH). Moreover, the PoP might be benefited from the 

findings of this study si nce the study could be used as inputs for policy reformulation wh ich best 

serve the PoP. 

This study is so vital in terms of clearly depicting the ex isting knowledge gaps in the area 

of HSB which calls for further research as; factors that shape the HSB of the PoP, the paradox 

between availabil ity and healthcare utilization, and challenges and prospects of the existing fee 

waive scheme which is currentl y practicing. Thc study has also relevance for the Social Work 

education and practice in Ethiopia s ince it clearly highlights what expected and key intervention 

areas of Social Work to upgrade the conditions of the vulnerable, PoP. 

This study had a meaningful significance for the researcher himself. As a novice 

researcher, it enables to advance his knowledge, skill and value spectrum in conducting Social 

Work research, and also let him to know more in the area of health social work in which the 

researcher has much pleased to conduct researches in the area by the future. 

Definition of Concepts 

Fee waiver. it is a right conferred to a household or individual that entitl es the 

household/the individual to obtain health services in certain health facilities at no direct charge or 

at reduced price (FMoH, 2012). 

Health seeking behavior. It is a state or decision mak ing process of an individual or 

a household is actively seeking ways to alter hislher/their habits or environments to move toward 

a higher level of health and the decisions made encompass all ava ilable options. 
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Poorest of the Poor (PoP). Who is poor is difficult to define and the indicators that 

are used to measure are relative to contexts. But here in this research, the concept PoP, is used to 

represent those households/individuals identified as Poorest of the Poor through mechanisms put 

in place and eligible for fee waiver by FMoH (2012). The parameters are: individuals or 

households who earn less than minimum wage, households depending on petty trades and unable 

to meet their daily subsistence, orphaned children who have no financial support from relatives 

or no adequate pensions from parents, and those who are homeless. These people are termed as 

PoP, in the case of urban areas, and are eligible for healthcare services with fee waiver. 

Urban poor. Are those urban dwellers experiencing a range of deprivations such as 

limited income to subsist themselves/their family, inadequate and insecure housing, high 

informal sector activities, few socia l protection mechanisms, less access to basic services, 

marginal geographic location, unhealthy and even violent environments (Muggah, 2012). 

Perception. Perception is how you look, understood and apprehends the world 

around. In thi s study, perception is used in terms of how the PoP looks ailment, perceive cau'ses 

of illness, perceived severity, perceived cue for treatment and perceived first line of action during 

illness episode. 

Attitude. An attitude is a positive or negative evaluation or aj udgment towards 

things, people, groups, and ideas (Bohner & Dickel, 20 II) 

Scope and Limitation of the Study 

The study was conducted in Gullele Sub City of Addis Ababa. The issue of HSB is a 

broader concept by which all of the issues were not addressed by this research. The study was 

delimited to describing when, where and how do the PoP in the study area seek healthcare when 

they face health concerns. In addition, the study on ly incorporates those households who are. 

beneficiary of the healthcare safety net program designed by FMoI-l. Moreover, the study 

highlighted the attitude and perception of the PoP to their health and healthcare and how these 

elements inform when and where to seek healthcare. 
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Research is not free from limitations. Though the researcher tried his best to minimize 

them, a number of issues are out of the reach of thi s study. Among the many limitations; this 

study focused on the HSB of the PoP in Gulle le Sub City which doesn't show the reality in the 

other parts of the city, Addis Ababa. So, it is hardly poss ible to generalize the finding to the PoP 

of Addis Ababa since the reality might differ. In addition, the finding of this study can't 

represent the reality of the PoP in the rural setting which was out ofthe concern of this study. 

The study illuminates the HSB of the ultra poor in Gullele Sub City of Add is Ababa. To 

address the issue, the researcher targeted those ultra poor which are already identified as PoP and 

are benefi ciary of fee waiver for healthcare servi ces. But, in the progress of the study, it was 

found that there was a problem in the process of identi fY ing and making eligible the PoP for fee 

waive. There are some who were included in the scheme though they shouldn 't and some others 

were not included, though they have to. As a result, to get a comprehensive and comparative 

understand ing concerning the issue, it would have been fine if the perspective of those poor who 

are not included in the fee waiver scheme were included which is not the reality in this study. 

The study has no ab ility to show the predicting factors that crucially shapes the HSB of 

the PoP in the study area. It can't show which variab le to what extent predicts healthcare 

utilization that ca ll s for a more sophisticated quantitative regress ion analysis. In addit ion, the 

researcher felt that the study was not holisti c enough in gathering data from all hea lthcare 

options sought by the PoP especially the study didn't incorporate the perspectives oftraditional 

healthcare providers and spiritual healers. 
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Review of Related Literatures 

Introduction 

This part tries to review the existing literatures related to the research question under 

scrutiny. It begins with conceptualizing HSB followed by discussing the interrelationship 

between poverty, health, and HSB. In addition, the existing empirical works on the different 

dimensions ofHSB were reviewed. In this regard, how attitude and perception to health and 

healthcare shape on people's healthcare utilization, healthcare alternatives of the poor, and 

studies focused on thehealthcare seeking behavior of the poor were reviewed. In this section, the 

researcher not merely attempts to review the existing knowledge, but also tried to include his 

reflection. At the end, policy issues in Ethiopian context and the conceptual framework of the 

study are included. 

Conceptualizing HSB 

HSB has been defined as any action undertaken by individuals who perceive 

themselves to have a health problem or to be ill for the purpose of finding an appropriate 

remedy (Olenja, 2003, p.61). It represents a coherent picture of specific cultural features that 

affect people's health behavior. The explanatory model of a particular illness consists of signs 

and symptoms by which the illness is recognized; presumed cause of the illness and prognosis 

established. These are in turn interpreted by individuals and or significant others and 011 labeling 

the problem, proceed to address it appropriately through recommended therapies (Foster & 

Anderson, 1980 cited in Olenja, 2003). On the other hand, Tipping (2000) stated that healthcare 

seeking behavior is a decision making process for healthcare at the household level wherein the 

decisions made encompass all available options: public and private, modern and traditional. 

Tipping further notes that: 
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Healthcare seeking behavior includes the decision not to take up available health ' 

serv ices, wherein the use of home remedies or the decision to utilize no healthcare option 

at all may be exerc ised. Studies ofHCSB incorporate, but are wider than, research on 

health services utilization. Ut ilization studies focus on the end point of the decision 

making process-the action ultimaiely taken-and often represent one type of healthcare 

provision (generally the public sector) and sector of the user population (usually those 

who can afford to access public health serv ices). (p.G) 

HSB is preceded by a decision making process that is further governed by individual 

and/or household behavior, community norms and' expectations as well as provider related 

characteristics and behavior. The decision to engage with a particular medical channel is 

influenced by a variety of socio-economic variables, sex, age, the social status of women, the 

type of illness, access to services and perceived quality of the service (Tipp ing and Segall, 1995 

as cited in Mackian, nd) and this makes the nature of care seeking not homogenous across 

different contexts (Olenja, 2003). 

HSB stud ies acknowledge understanding human behavior is prerequisite to change 

behavior and improve health practices. Experts in health interventions and health policy 

became increasingly aware of human behavioral factors in quality hea lth care provision. In 

order to respond to community perspectives and needs, health systems need to adapt their 

strategies, taking into account the findings from behavioral studies (Muela, Ribera & 

Nyamongo, 2003; p.3). HSB cou ld reduce delay to diagnosis, improve treatment compliance and 

improve health promotion strategies in a variety of contexts. Consequently, as per Mackian (nd), 

health promotion programs, mostly, targeted on furnishing knowledge about causes of ill health 

and choices available, will go a long way towards promoting a change in individual 
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behavior, towards more beneficial health seeking behavior. However, on the other way round , 

it is indicated that individual should not be the exclusive target to promote good health rather 

health seeking behaviors have a more dynamic, collective, interactive element (p. 19). 

Poverty, Health and lISB: Nexus 

Literatures (Wagstaff, 200 I; World Bank, 1993) indicate the two way causal relationship 

between poverty and health. Poverty breads ill health and ill health keeps poor people poor. The 

stark relationship between poverty and poor health could be explained as, in the least developed 

countries, life expectancy is just 49 years, and one in ten children do not reach their first 

birthday. In contrary, in high-income countries, the average life span is 77 years and the infant 

mortality rate is six per 1000 live births. Poverty creates ill-bealth because it forces people to li ve 

in environments that make them sick, without decent shelter, clean water or adequate sanitation. 

Poverty creates hunger, which in turn leaves people vulnerable to di sease (WHO, World Bank & 

Voices of the poor, nd) 

Direct and ind irect treatment costs are among the most commonl y mentioned obstacles to 

adeq uate HSB of the poor for obtaining prompt and adequate treatment, treatment 

'compliance and access to preventive measures (Won'all, et a!. , 2003). Even if direct costs are 

affordable, or if medical services are free, indirect costs (for transport, special food , and ' under­

the-counter ' fees) can limit access to treatment or lead patients to interrupt therapies (Abel-Smith 

& Rawal, 1992 cited in Muela, Ribera & Nyamongo, 2003). 

A study conducted in ten Sub-Saharan African countries showed differences in anti­

malarial treatments by socio-econom ic status (SES) (Wardlaw, 2003, cited by Worrall , et a!. , 

2003), which favored the highest quartil es ofSES groups. But even in a survey carried out in a 

rural poor society of South-eastern Tanzania, where SES seemed irrelevant, persons of the 
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relatively higher SES knew more danger signs and were more likely to bring their sick children 

to a health fac ility than those who were relatively poorer (Schellenberg et aI., 2003 cited in 

Muela, Ribera and Nyamongo, 2003). It furthe r indicates that treatment costs are not on ly an 

obstacle for adequate health-seeking of the poor; they also signify a higher burden for the poorer 

households compared to the more affluent. Even if the poor spend less or equal amounts on 

cop ing with illness, the percentage of the monthly or annual income is higher among the poor. 

From literatures we can understand that, poverty hamper adeq uate treatment, and favor 

development of parasite resistance, illness recrudescence and prolongation, which ultimately 

increases direct, ind irect and opportunity costs. Long duration or concentration of illness 

episodes in a household can lead to sell ing of all available assets and other cop ing strategies (as 

occasional work, child work, borrowing money, theft, sa les of food stores and productive 

assets etc.), pushing the household into the vulnerability sp iral. Illness can end up being 

extremely costly for the poor (Corbett, 1989 cited in Muela, Ribera and Nyamongo, 2003). 

To sum up, as it is clearly underscored in various stud ies, the economic burden of illness 

can have a double impact on poor households. Firstly, it can have an impact on health if 

individuals see themselves forced to interrupt treatment since they lack finance, leading to 

increased vulnerabi lity in terms of health, Secondly, when coping strategies lead to a process of 

impoverishment, a household is placed in a position of vulnerability in terms of material . 

survival. In the worst case, both processes mutually reinforce each other, generating a spiral of 

double vulnerabi lity and will create 'medical-povelly-trap ' 

Review of Empirical Works about HSB of the Poor 

The focus of this part is reviewing the existing knowledge concerning the various 

treatment options that people use, especially the poor and how attitude and perception of 
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individuals is intermingled with HSB. It also incorporates the ev idences of existing knowledge. 

on whether there is a healthcare seeking behavior di sparity across various pred icting variab les. 

From literatures (e.g. Anagaw Mebratie et ai, 2013 ; Gupta & Dasgupta, nd &World 

Bank, 1993), it is possible to understand that the poor, across the world, choose various types of 

healthcare alternatives. Like their counterpart, they do have a tendency to use self-care, 

profess ional allopathic, traditional hea ler, drug stores without prescriptions of physicals or ifno 

option they would like to keep silent. Ev idence (Gllpta & Dasgupta, nd) conducted in urban 

Delhi revealed the preference for allopathic treatment across all socio-economic categories. But 

it found qu ite a different resu lt concerning the healthcare seeking behavior orthe poor. Firstly, 

government hospitals, which are meant for the use of less privileged households and are 

subsidized for that purpose, are mainly used by high and middle-income households. Twenty-six 

percent of high income and about 22 percent of middle income households used government 

hospital s as against 17 percent for low-income households. Secondly, the lower income 

households mainly use private clinics (80 percent), followed by middle and high-income 

households. Both of these resu lts are completely oppos ite towhat the government visualizes: the 

subsid ized hospitals are being used more by those who can affo rd to pay, whereas the private 

sector is largely being used by those who are less ab le to afford its services . 

In Ethiopia, though there is no empirical study on the HSB of the poor, yet, there are 

evidences that shows the preference of healthcare alternatives among the general population such 

as professiona l allopathi c, traditional medicine (the use of herbs for addressing both physical and 

mental illness, the belief in the healing powers possessed by healers & holy water) and self care 

use are the major ones. The use of trad itional medicine even reaches 90% (Africa Region Human 

Development, Ministry of Health Ethiopia &World Bank, 2004). 

A more general study which was conducted by Anagaw Mebratie et a1. (2013), on the 

health care seeking behavior in rural Ethi opia found out that there is a strong preference for 

modern healthcare. Education and religion of the households' heads, consumption and 
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geographical location are fo und to have an influence on the decision where to seek treatment. 

The study also demonstrated variations across soc ioeconomic status with households in the 

highest consumption quintile two to three times more likely to seek modern care as compared to 

households in the lowest quintiles. These socioeconomic inequaliti es are al so found in the choice 

of health care provider, and the timing of seeking care. Households in the lowest consumption 

quintiles are generally more likely to resort to lower level care and postpone seeking Care 

compared to better off households. it was also confirmed that households in the upper 

consumption quintile are three times more likely to seek care in a hosp ital compared to those in 

the poorest. 

When we evaluate the existing empirical works, in Ethiopia, the studies (Anagaw 

Mebratie et ai. , Assesfa Amenu, et ai, 2000, Fitsum Girma, 2011 ; Karim, 2010; Suadiq Sufian 

Ali, 20 I I & Zewdie Birhanu et aI. , 2012) focused on the HSB of rural people, maternal 

healthcare seeking behavior for child illness, the HSB of a certain geographic community, etc. In 

addition, their interest was al so merely on the individual's HSB towards a specifi c type of 

illness. The review of li teratures noticed the scanty nature of empirical works on the health 

seeking behavior of the urban poor which invites for further research. 

The perception, att itude, belief of illness and health has an important role in shaping the 

HSB of people. Health has often been perceived as a luxury "good among the poor but not true in 

the case of rich (AAFEDB, 20 I 0). People may possess imprecise and wrong perceptions about 

their health. Alam, Khanam & Hossain (nd) found that people are indi fferent to their health 

needs, and in most cases, they defer or delay treatment by conscious choice when they are 

sick and need medica l support. It is, therefore, important to understand how peop le perceive 

and view their health and health needs, and how and at what stage they decide to go to 

health providers for treatment or medical consu ltation and understandi ng the HSB could reduce 

delay to diagnosis, improve treatment compliance and improve health promoti on strategies 

thereby to achieve the des ired behav ioral change. Perception of severity of illness was also fo und 

as a predictor for appropriate care but not prompt care (Sreeramareddy et aI. , 2006) . 
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The existing literatures underscore a plethora of factors that determine the HSB of 

people. Illness type and severity, pre-existing lay beliefs about illness causation, the range and 

accessibi lity of therapeutic options available, and their perce ived efficacy synergi stically 

influence people from seeking health care (Helman 1995, Kleiman 1980 as cited in Syed Masud 

Ahmed, 2005). As study conducted in Timor-Leste by Anthony, Correia, Catherine, Ferreira and 

Pinto (2009) indicated that physical factors (long distance to health facilities discourage 

attendance), economic factors, socio-cultural factors, user-provider interaction, equipment and 

staffs of health facilities , medications, and referral are the underlining factors that either deter or 

initiate people to seek healthcare (p.29). The interplay ofthese factors are central in the final 

choice of a care seeking option as per their study. 

Regarding the poor healthcare utilization, according to the study conducted by 

Montgomery (2009), the poor can be discouraged by the difficulties of finding affordable 

transport, inconvenient hours of operation at clinics or health centers, the frequent absence of key 

staff, and long waits to receive care. Education about causes, symptoms and treatments of 

illnesses as the key factor for success in behavioral change (Muela, Ribera &Nyamongo, 

2003). Astudy conducted by Foster and Anderson (1980) noted that underutilization of 

modern health services is rarely due to the influence of local beliefs or an avers ion of 

western medicine but rather depends on the cost and availability of those services. Whereas 

availability and physical access is important, it has become apparent that client perspectives 

on the quality of care and satisfaction on the service has also a role in shaping the HSB of the 

people (Olenja, 2003). Generally, as the existing empirical works indicates, it is important to note 

that health seeking behavior is a complex issue and no a single method may be used to explain or 

establish any pattern. Health seeking behavior is a reflection of different factors, wh ich interact 
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synergistically to produce a pattern of care seeking but wh ich remains fluid and therefore 

amenab le to change. 

Health Care Safety Net for Urban Poor in Ethiopia 

The unprecedented pace of urbanization of the globa l population and its implications on 

health, security and development are raising concerns (Muggah, 2012, p.13). In the current 

running globe, the public health care del ivery system becomes increas in gly market-oriented and 

the urban poor find it difficult to access the health services and health safety net for the urban 

poor is increasingly threatened. The urban poor greatly increase their vulnerability to the changes 

in health care pattern and economic shocks that affect their revenue (Chap Sotharith, nd) and 

access of health care to urban poor has been a call in the world, especially in developing 

countries. 

Weak infrastructure and limited distribution systems in low income countries compl icate 

access to health services. Ethiopia is a poor country with weak health care systems and 

infrastructu re. Due to various factors, as diversity ofsocio-economic environments, climates, and 

terrains among regions in Ethiopia, there exists uneven healthcare access (Chaya, 2007). WHO 

(2010) identified three major factors which limit un iversal coverage limited availability of 

health resources, over-reliance on direct payments at the time people need care, and (3) 

ineffici ent and inequitable use of resources. The limited availability of resources for health in 

Ethiopia is very clear. The total health spending in Ethiopia is very low and under financed 

though there are improvements. Cultural norms, distance to funct ioning health centers, and 

financial barriers were found to be the major causes for not seeking health serv ices in health 

fac ilities (FMoH, 20 I 0). 
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In the Ethiopian public health system, health faci li ties have been collecting revenue in the 

form of user fees for more than half a century. However, these fees have never been 

systematically revised and no longer reflect the cost of providing services, nor have the fees been 

adjusted based on the user's abi lity to pay for them. The health care financ ing strategy clearly 

stipulated that user fees needed to be revised to refl ect the costs of delivering health care 

services, but also underscored that individuals should be charged according to thei r ability to 

pay. Cost sharing between the government and users was one of the principles of the health care 

financing strategy (FMOH, 2012) . 

The FMOH of Ethiopia developed a health care financing strategy in 1998 that was 

endorsed by the council of Ministers and became a very important po licy document for 

introduction of health financing reforms. The healthcare financing policy incorporates a concept 

known to be fee waiver system which addressed the healthcare needs of the ultra poor (FMOH, 

FMoH,2012). 

A fee waiver is a right conferred to a household or individual that entitles the 

household/the ind ividual to obtain health serv ices in certain health facil ities at no direct charge or 

at red uced price. One of the main purposes of the fee waiver system is to ensure equity in access 

to health serv ices by increasing access of the poor to health serv ices. Households/individuals 

identified as poor through mechanisms put in place for this purpose are eligible for fee waiver. 

They are who cannot afford to pay for health services and thus are provided waiver certificates 

from Woreda administration offices. These are persons who are identified as poor; street children 

and homeless citizens who can provide evidence from the bureau/office of labor and social 

affairs. The Bureau/Office of Labor and Social Affa irs (OLSA) shall keep record of street and 

abandoned children who have no support. Displaced persons when they provide evidence from 
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Kebele administration, and disaster prevention and preparedness bureau; persons receiving 24 

hours emergency care provided by health institutions, who cannot afford to pay for the serv ice, 

and peop le with no third party accountable for them. These include: persons who are admitted to 

a health facility unconscious . Once the persons are out of the emergency care, they do not qualify 

for this; Persons who are receiving 24-hour emergency care are required to pay the payment for 

services rendered, if they are not holders of waiver certificate (FMOH, 2012). 

Exemption system is the other health safety net in Ethiopia. Exempted health services 

refer to those services that are rendered free of charge to all irrespective of level of income by 

reason of them being of public health nature that widely affects the general public and improving 

the health seeking behavior of the society. The following are li sts of currently exempted services: 

diagnosis, treatment and follow-up ofTB; prenatal, delivery and postnatal services; family 

planning services; immunization of mothers and children against six child illnesses; HIV 

Voluntary Counseling and Testing (VCT); leprosy and fistula management; etc. (FMOH, 2012). 

Moreover, the recently proposed Community Based Health Insurance (CBHI) which is under 

pilot since 201 I is also the other policy document which could benefit the poor including the 

urban poor since it is also designed for the population engaged in informal sector and financed 

by contributions from members and subsidy from the government. 

From the existing policies, it is straightforward to understand that, though there is no an 

independent policy which addresses the health needs of the urban poor in Ethiopia, there is a 

policy response which attempted to respond to the poor in general. But, given the magn itude of 

the problem among the urban poor, the healthcare safety net is inadequate and has a question of 

sustainability. 
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Conceptual Framework: Socio-Behavioral Model (SBM) 

The SBM which is developed by Andersen (1995), identifies three categories of factors 

(pred isposing, enabling and need factors) which influence HSB are grouped into logica l 

sequence (Syed Masud Ahmed, 2005, p. (6). The mode l was specifically developed to 

investigate the use of biomedical health services. Later versions have extended the model to 

include other health care sectors, i.e. tradi tional medicine and domestic treatments (Muela, 

Ribera & Nyamongo, 2003). 

Anderson (1995) explained the factor that shape HSB as fo llows. Predi sposing factors 

include age, gender and religion . Availability of services, financial resources to purchase 

services, health insurance, and social network supp0l1 are labeled as enabling factors, and under 

the need factors; the perception of severity, total number of sick days for a reported illness, 

total number of days in bed, days missed from work or school, help from outside for caring . 

The model centers specifica lly on treatment selection. It includes both material and 

structural factors wh ich are barely taken into account by other models such as Hea lth Belief 

Model. There have been a modification of the model and other factors were added to the 

Anderson's (1995) model: heath serv ice system factors (policy, resources, and organ izations); 

consumer satisfaction; health status outcomes as influenced by external environment (phys ical, 

political, economic) and personal health practices (diet, exercise, self-care, etc.). Finally, an 

emerging variant of the model emphasis the dynamic and recursive nature of health service use 

and portrays the multiple influence on hea lth service use and subsequently, on health status 

(Muela, Ribera & Nyamongo, 2003) 

Unlike others models which center around the individual characteristics, Anderson 

(1995) SBM seem quite holistic since it considers all the factors that were not been by others. 
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This study investigated the patterns of the HSB of the PoP in Gullele Sub City of Add is Ababa, 

under the broader umbrella of Anderson's model with some modifications. Obviously, the model 

postulated that HSB to be determined by a set of predisposing factors (age, gender and ethnic ity), 

enabling factors (income & household povelty status and ab il ity for out-of-pocket expenditure 

for hea lthcare) and health system factors (preva il ing health care services available in the study 

community in the popular/folk, private and public sectors). These factors, directly or indirectly, 

influence perceived illness/need which converts individual' s subjective perception of hi s/her 

state of health and the need for care into wish or demand for medical care and taking steps to get 

treatment (Andersen, 1995); This leads to have a specific HSB for the poor. Some policies, the 

fee waiver scheme, do have also an influence on the HSB ofthe ultra poor. 

Predisposing 

Factors 

i 

Enabling 

ractors 

Attitude to Health 
and Healthcare 

Healthcare Seeking 
Behavior 

Need factors 

Perception of 
Illness and Health 

Health System 

Factors 

Fee waiver System 

Prompt Modern 
Healthcare Util ization 

Figure 1: Conceptual Framework to understand HSB (Adopted from Anderson, 1995) 
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Research Method 

Study Design 

Certain types of social research problems ca ll for specific approaches (Creswell , 2007). 

The study·has followed a non-experimental study design . More specifically, the researcher found 

more imperative of using mixed approach because it could lilitigate the disadvantage of the one 

by the other. A survey design provides a quantitative or numeric description ofa population by 

studying a sample of that population. The quantitative one is important to know and minimize 

the error that the researcher commits and qualitative one is to have a rich data (Creswell, 2007). 

Therefore, through the quantitative approach, it was able to understand the perspective of the 

PoP towards their health and health care, the healthcare alternatives used and differences in 

prompt heal thcare by demographic and behavioral variables and comparison in health decision of 

the PoP before and after their inclusion in the fee waiver system. On the other hand, the 

qualitative aspect was helpful to grasp thoughtful or in-depth insights concerning the HSB of 

PoP thal supplemented the quantitative part of the study. 

In terms of purpose, the study was descriptive by which an attempt made to came up with 

the clear picture of the issues under investigation. Considering the time dimension, cross­

sectional study design was used through which an examination of the HSB of the PoP in the 

study area at the cross section of it at one time was made (Rubin & Babbie; 20 11 , p.148). 

Therefore, the researcher collected the data at a specified time (from February 11 to March 13, 

2013) and analyzed to come up with a clear understanding of the HSB of the target population. 

Study Population, Sample Size and Sampling Technique 

Study population. Defining the study subjects is very important in conducting research 

(Creswell, 2007). The city of Addis Ababa has ten Sub Cities (administrative units of the city 

Addis Ababa) and the extent of poverty is quite relative across the Sub Cities, though it prevails 

in all. Of these, the study was conducted in Gullele sub city due to various reasons. From the 

exploratory interview that was made, it is in Gullele sub city by which more PoP ex ist. 

Re latively speaking, it is this Sub City wh ich is used as a residenti al area for people having lower 
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socioeconomic status. In add ition, there are also more NGOs working to add ress the health 

needs, sanitation and hygiene, of the poor in this Sub City (Personal communication, November 

20 12). Moreover, from the day to day exposure of the researcher, the researcher was in itiated to 

entertain the issue in the Sub City. Above all, the researcher selected one Sub City for the 

purpose of manageability. 

Gullele Sub City is one of the Sub Cities, located from northeast to north-west of Addis 

Ababa and is the fifth most populous Sub City having the total popUlation of 267,38 1 with 

129,239 male and 138,142 female (CSA, 2007). The Sub City is further divided in to ten Wereda 

(an administrative structure which is lower than Sub City) and each Wereda has its own health 

center except one ofthe Wereda's health center not yet functional. 

As per FMoH (2012), households/indiv id uals identified as PoP through mechanisms put 

in place are eligible for fee waiver (p. 26). It further explains that every Weredaldistrict has the 

responsibil ity to identify those people who arc termed as POP by the parameters determined by 

the MoH and should have a bilateral agreement with the hea lth centers found in each Woreda. It 

also underscore that if there is no any health center in that specific Wereda, the Wereda should 

have an agreement with the nearby health center found in another Wereda and hence those POP 

who are eligible will get the service in health centers which are not located in their Wereda in 

case there is no facili ty in theirs. Accordingly, the target population of this particular study was 

those heads of the household who are identified as POP and get medical serv ice within the 

scheme of the fee waiver in Gullele Sub City in the year 2012/2013, exclud ing those PoP 

ineligible by revision. 

Sample size. According to Cohen, Manion and Morrison (2007, p.1 07), "how big a 

sample must I obtai n?" is how accurate do I want my resul ts to be?" For them, sample size 

depends on the purpose of the study and the nature of the pO'pulation under scrutiny. Calcul ating 
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and justifying sample size for a study can be an intimidating task for novice researchers. 

Nonetheless, it is one ofthe most important aspects of any study (Ali, 20 12). An undersized 

study may result in a waste of resources due to their incapability to yield useful results. 

Therefore, sample size calculation is an important part of the study design to ensure val idity, 

accuracy, reliability and scientific and ethical integrity of the study. 

Harris ( 1985) stated that to see relationship and difference for a study involvi ng six or 

more predictors, an absolute number often subjects per predictor is recommended and the 

equation to calcu late the sample size is given by n > 104 + m where n is the required sample size 

and m is the number of predictors. Accordingly, there were 1.6 predictors wh ich were used for 

analysis in this study. Substituting the number of predictors in the above equation, the minimum 

sample size would be 120 and it was 168 PoP households that were included in the study which 

is more than ten participants per predictor. In addition, it is believed that the data which was 

co llected from 168 survey participants is valid enough, accurate and enabled to see the di fference 

and relationship of the predictors with the dependent variables since the study population is 

homogeneous, relatively speaking. By homogeneous, the study population is the PoP by the 

parameters of the MoH, living in low socioeconomic status. Most of them had large family size; 

their educational status was low, living in a deteriorated condition, and above all, they are 

homogeneous since they all are eligible for free healthcare: Th is was supported by Yount (2006) 

who stated the greater the variability in the population ; the larger the sample needs to be. 

Sampling technique. After determining the sample size by the procedure explained in 

the previous paragraph, the required samples were recruited by multi stage cluster sampling. The 

reason of using multistage cluster sampling was the fai lure to get compiled sampling frame of 

the Sub City's PoP households and since mUltistage sampling is the right option to address large 

geographical area which is clustered. Of the total ten Weredas which are found at Gu llele Sub 
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City, Wereda 03 and Wereda 06 were selected randomly. The Weredas were further div ided in to 

either Kebele (the lowest administrative structure of Addis Ababa previously) or zone (an 

administrative structure below Wereda). 

From Wereda 03, three Kebeles (08, 09 & 19) were selected since the list of the PoP 

exists by the previous governmenta l structure, Kebele. Similarly, as Wereda 06 was structured by 

Zones and the list preva iled in terms of Zone; three Zones (Zone 0 I , 02 & 05) were included. 

There are 1296 and 629 PoP in Wereda 03 and 06 respectively. After selecting totally six clusters 

(Kebele 08, 09 & 19 from Wereda 03 and Zone 01, 02 & 05 from Wereda 06), simple random 

sampling was conducted proportion to the size of each cluster (14% from each cluster was taken 

to reach the sample of 168). Accordingly, of the total 158 PoP (n=23), 290 PoP (n=4 1), 208 PoP 

(n=30), 301 PoP (n=43), 94 PoP (n=15), and 108 PoP (n=16) households which were found at 

Kebele 08, 09, 19 , Zone 0 I , 02 & 05 respectively, a sample of n wh ich is within the parenthesis 

was taken from each cluster randomly. Hence, of the total 168 PoP included in the sample, 94 

were from Wereda 03 and 74 were from Wereda 06. 

On the other hand, for the qualitative part, purposive sampling technique was employed 

to select participants for in-depth interview (8 PoPs in the two Weredas) and key informants (6 

informants). The key informants were health extension workers, officials and staffs of Addis 

Hiwot and Shiromeda health center (health centers found in Wereda 06 & Wereda 03 

respectively). The number of participants was detennined by the concept of data saturation. The 

selection of participants continued till data reaches at the optimum level. However, it was at the 

early stage that the data seems satu rated and at that juncture J continued interviewing with the 

hope of obtaining a different idea. 

Data Collection Methods, Development and Procedure 

In this study, questionnaire and interview were used to elicit data from participants. 

Questionnaire was employed to collect evidences from the heads of the PoP households that are 
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included in the sample and a wide range of quantitative data regarding the PoPs' healthcare 

alternatives, view to their health and healthcare, and data which enabled to see whether there is 

significance difference in some health behavior/decision ofthe PoP after their inclusion in the 

fee waiver scheme were gathered. Closed ended questions having mutually exhaustive and 

exclusive categories that could measure the indicators of the HSB thereby gather information 

necessary to answer the research objectives were established. Likert Scale questions were 

constructed to measure the attitude of PoP to health, healthcare providers and public healthcare 

facilities, and religiosity of the PoP. By Likert Scale, brief statements were presented and the 

respondents were asked to what extent they agree or disagree with it (Rubbin & Babbie, 20 II ) 

and the concept would be measured by the composite of items. 

In preparing the Likert scale question wh ich measured attitude to health (6 items), 

healthcare providers (7 items) and public healthcare facilities (7 items), it was made equal 

positive and negative questions to know whether the participant duly responded to each 

questions or not (Vries-Sehot, Pieper & Van Uden, 20 II). T)1e sca le has five categories (strongly 

agree, agree, not sure, disagree and strongly disagree) and given a value I to 5 based on the 

nature of the questions. A sca le, consisting often items, was used to measure religiosity of the 

PoP which was adopted from Vries-Schot, Pieper & Van Uden, 2011). The development of the 

questionnaire was not an easy task and was prepared after an exhaustive reading of the exist ing 

literatures both locally and abroad . In constructing the questions, technical or jargon terms, 

leading questions, double-barreled questions, derogatory terms and vague questions were 

avoided (Rubbin & Babbie, 20 II , p.218). 

In-depth interview was used to elicit more detailed data from research participants. In .. 

depth interview is an ideal method to obtain detailed information on particular cultural beliefs 

and practices from the perspectives of the participant. It is through repeated face to face 

encounters between the researcher and the participant directed towards understanding 

perspectives on their lives, experiences, or situations as expressed in their own words 

(Kikwawila Study Group, 1994, p.1 0). In-depth interview was made with 8 PoP who are eligible 
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for fee waiver system and an in-depth and supportive understanding was generated concerning· 

the attitude and perception of the PoP to health and healthcare, healthcare options and care 

seeking behavior, and the meaning that the fee waiver scheme had on the health and healthcare 

utilization behavior of the PoP. 

Key informants interview was also the tool used to get qualitative data. According to 

Kikwawila Study Group ( 1994), the purpose of key informant's interview is to learn about 

people's view on the topic of interest, to learn their terminology, and judgments and to 

understand their perceptions and experiences. It is a kind ofexpel1 on some cultural, political or 

health aspects of the community beyond his or her own personal beliefs and behaviors. Hence, 

key informant interview was conducted with health extension workers (one from each Wereda), 

and officials and staffs of the health centers found in the study area, Addis Hiwot and Shiro 

Meda health centers (two from each health center). Through key informants interview, detailed 

data on when and where do the PoP seek healthcare, how the PoP perceive their health and the 

implication of the fee waive scheme on their HSB was gathered. So as to substantiate the 

primary date, empirical works, books and policy documents were consu lted. 

The English version of the questionnaire and the interview was translated to Amharic 

twice by two different individuals so as to validate its correct translation and piloted for fifteen 

respondents within the study population before actual data collection. Through the help of two 

individuals who knows much about the Weredas, the selected sample households were contacted. 

During the pretest, it was understood that most of the survey participants can' t read and wriie 

and to enhance the quality of the data, the questionnaire was filled by the researcher. But, in the 

progress, eight households ' heads were indifferent to be interviewed and were given the chance 

to fill the questionnaire by themselves. In relation to the interviews, two different interview 

guides for key informants and for the PoP were prepared in line with the objectives of the study. 

The PoP participated for in-depth interview were recruited with the help of Urban Health 

Extension Workers and some were selected while I was co llecting the quantitative data. During 
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the interview process, a maximum of fifty minutes· interview, tape recorder was employed after 

wi llingness obtained from the study participants and made the data collection simple. 

With regard to offering incentives, although participation in research is technically 

voluntary, it is also the case that research participants should be compensated for their time and 

effort. Such compensation should vary depending on time, task complexity, and risk 

(Vanderstoep & Johnston, 2009, p.14). On the other end of the continuum, incenti ves are not 

always needed. Vanderstoep & Johnston summarized the condition as follows: 

There are situations where the researcher (s) is/are not goi ng to pay incentives for 

participants. Whenever the community understudy is sma ll and the researchers are known 

by the community, it would be easy to recru it participants who are going to be 

interviewed for free. In addition, when the researchers did not have sufficient funds to 

pay participants, the researchers shall recruit interviewees without offering any financial 

incentives. In such situations, researchers should make it clear to the parti cipants that no 

incenti ve will be offered or granted. (p.IS) 

Hence, due to financial constraints the researcher didn ' t pay incentives for survey 

participants . But the individuals who faci litated to contact the participants were paid. [n add ition, 

compensation was paid for those PoP who participated in the in-depth interv iew for the time they 

wasted for an interview 

Variables and Measurement 

A multitude factors were considered in thi s study which could put ah influence on HSB 

of the PoP. The factors which could have an association with HSB are att itudes towards 

healthcare and serv ice providers, perception (perceived benefit, perceived severity, etc), 

religiosity, and other demographical variables (sex, age, income, etc) do have their own 

contribution in the type of health care alternative being used and to seek prompt healthcare. The 

variables and their measurement are described as follows. 
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Table A. Summary of the Variables, Indicators and Measurement 

Variable Indicators Level of 

Measurement 
Age of the head 

Sex of the head 

Marital status 

Religion 

Education 

Income 

Place of origin 

Religiosity 

Household size 

Attitude towards 

health and 

health care 

Perception of 

severity 

Time of seeking 

treatment 

Individual 's age in years Scale 
Individual 's sex status Nominal 
It is respondents nature of marital status Nominal 
The type of religious affiliation of respondents Nominal 

Individual 's level of formal education Ordinal 
Average monthly income of individuals Scale 
Where do the origin of respondents belongs Nominal 
Individual 's church attendance, religious commitments, Scale 
abide with the dogma, ritual participation, etc 

Members of the household who are living within the Scale 
same roof 

The stand of respondents towards healthcare and 

healthcare prov iders that could be measured on Likert 

' scale 

One's belief of how serious a condition and its 

consequences are; Specify and describe consequences of 

the risk and the condition 

Scale 

Nominal 

By when respondents seek treatment after their first sign Ordinal 
of symptoms 

Interaction Whether healthcare providers are friendly and empathic Nominal 
Type of illness Whether the type of illness is acute or chron ic Nominal 
Perceived causes The respondents perception and belief in understanding Nominal · 
of illness 

Perceived 

benefits 

and interpreting the cause of illness 

The respondents perception on significance visiting 

healthcare institutions and professionals 

Nominal 
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Data Quality Assurance 

Reliability is concerned whether or not research find ings would be repeated if another 

study conducted using the procedure or instrument (Ritchie & Lewis, 2003, p. 271). The 

instrument was piloted with 15 PoP and the reliab ility was checked through Cronbach Alpha 

procedure since it is important to estimate the internal consistency/reliabi li ty. The reliability 

coefficient r is expressed as a number ranging between 0 and 1.00, with r = 0 indicating no 

reliabi lity, r = 1.00 indicating perfect reliability, r=0.90 and up indicating excellent reliability, 

r=0.80 - 0.89 good reliab ility, r=0.7-0.79 adequate reliability, and below 0.7 may have limited 

applicability (Robert, 1997). Accord ingly, the reliability coefficient r for the scale that measured 

attitude towards healthcare prov iders, health and public healthcare facilities was r=0.705, 

r=0.812, and r= 0.848 respectively which all are greater than 0.7. For religiosity, the Cronbach 

alpha was 0.724 whi le to the items which measured health perception was O. 667. 

The valid ity of find ings or data is traditionally understood as the correctness or 

precision ofa research fi ndings (R itchie & Lewis,. 2003, p, 275) . In relation to the validity of 

the quantitative data, the instrument, content wise, was checked with the advisor. Each items of 

the questionnaire were commented by the adv isor and some items were discarded since the items 

were either repeated or unrelated with what was intended to measure. In addi tion, the pi lot study 

has also contributed to improve the quality of the questions, formats, scales and the language 

used thereby enhanced the validity of the data Robert (1997). 

The quality of the qualitative data was assured by di fferent mechanisms. Among others, 

building good rapport, clarifying the objective of the research to respondents, approaching 

frie ndly and getting trust, respecting the cultural values ofthe participants and staying long with 

interviewees were some of the procedures done to improve the trustworthiness of the data. 

Moreover, colleagues-check i.e. presenting the data to the colleague and understand what it mean 

Triangulating the data collected through different method of data co llecti on were also utilized to 

confirm the trustwOlthiness of the data. 
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Method of Data Analysis 

Obviously, the raw data has no meaning by itself unless it is arranged and analyzed 

properly. First, the quantitative data were cleaned, coded and entered into SPSS for windows 

version 20 and analyzed. Descriptive statistics was employed to summarize the sample 

characteristics . Keeping in mind the assumptions of each test, statistical tests as t-test, ANOVA, 

Pearson's Correlation Coefficient, Spearman Correlation and Chi-square were used to see 

differences and associations. For example, independent samples t test was used so as to see 

whether there is a statistically significance difference in the attitudes of males and females to 

their health and rural and urban origin. One way ANOV A was used to see the existence of a · 

statistically significant difference in att itude to health across the categories of education. In 

addition, Pearson's and Spearmen's coefficient of correlation was used to see the relationship or 

association among variables in higher level of measurement while the equivalent non parametric 

test, Chi Square test, was used for lower level of measurement. Using these statistical tools, 

association among variables or differences among groups were seen. 

Ana lyzing qualitative data is not a simple or quick task. Done properly; it is systematic 

and rigorous, and therefore labor-intensive and time-consuniing (Pope, Ziebland & Mays, 2000). 

The analysis of the qualitative part has passed with a serious cftasks. After the collection of the 

data, the researcher transcribed the tape recorded data and immersed with raw data by listening 

tape records. Reading the transcripts and studying the notes, all of the key issues, concepts, and 

themes were identified and the raw data was rearranged according to the appropriate part of the 

thematic framework to which they relate. Subsequently, based on the similarity of the themes, it 

was integrated with the quantitative one. 

Inclusion Criteria 

In a research project, it is pertinent to set exclusion and inclusion criteria. During the 

survey, participants were expected to be the heads of the household. This was due to the fact that 

the heads are thought to have ample information concerning the members of the household . The 
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participants were those who are beneficiary by the scheme in the year 2012/2013 and, therefore, 

those who are not el igib le for the specified year were excluded. 

In the case of interv iew, the PoPs fu lfilled the inclusion criteria set for survey participants 

and the Health Extension Workers who were interviewed were those who worked for more than 

two years in the area to get in-depth insight about the issue. Moreover, the staffs of the health 

centers included as a key in formant were those who are working in the card section and officials 

of the health centers since they work in touch with the PoP and the policy. 

E thical Considerations 

In the progress of research, researchers need to respect the participants and the sites for 

research (Creswell, 2007). Since the inception, there were situation considered assuming that it 

might put participants at risk during different stages of my research. Initia lly, after the approval 

of the proposa l, a support letter was received from the school of Social Work which indicates 

who am I and what I was doing. The purpose of the research was clearly communicated to 

participants and let them know to withdraw if they get discomfort in the progress of their 

participation. [n doing so, after giving the necessary information that enables the respondents to 

participate or withdraw, informed consent was obtained from them and at least oral agreement 

reached. In addition, [ contacted individuals in authority in the research settings and created a 

smooth relationship before [ begun the actual data collection. These created trust by approaching 

respondents friendly and doing all these, I achieved a maximum response rate. 

During report writing, the researcher refrained from using a language that might 

disappoi nt the participants of the study and avoided his personal bias. Confidentiality and 

anonymity was ensured and hence it was impossible to know who said what without their 

consent. By and large, the interest of participants was given due place in the process and nothing 

was made that hurts the participants physically, socially, psychologically. Their d ignity and 

privacy was highly maintained. The relationship between the researcher and the participants was 

based on mutual trust and they were not exploited and all the ethical concerns were respected 

duly throughout the process of the study. 
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Findings 

Introdnction 

This part of the thesis presents the finding of the study obtained both from the 

quantitative and qualitative data collection methods and summarized within six sub-sections· 

cons idering the objectives of the study. The first subsection is a ll about the socioeconomic and 
demographic characteristics of the participants followed by the healthcare alternatives that were 

used by the PoP. Th ird, the perception of the PoP towards health and healthcare was presented in 

a clear manner. The foci of the forth subsection is about the attitude of the PoP to their health, 

healthcare providers and publ ic healthcare institutions. The fifth underscored the healthcare 

seeking behavior of the PoP and it relates healthcare seeking behavior with various 

socioeconomic and demographic characteristics of the research participants and behavioral 

variables. Lastly, it thoroughly presents the nexus between fee waiver system, and the health and 

HSB of the PoP. The researcher presented both the qualitative and the quantitative data under 

each subsections and didn't merel y put the data but also interpreted meaningfully, what the data 

really meant. Hence, readers need to be clear that the result of the study, both the quantitative 

and qualitative, is presented concurrently. Generally, it is in this part, the basic research 

objectives are answered and discussed meaningfully in the subsequent part of the thesis in line 

with the existing empirical works. 

Socioeconomic and Demographic Characteristics of the Research Participants 

This subsection is interested in presenting the socioeconomic and demographic 

characteristics of the study participants as age, sex, educational status, major source of income, 

average monthly income, ethnicity, whether there is budgeting for healthcare in the household or 

not, etc. As it is clearly presented in the method section of the study, the study has followed a 

mixed approach. Accordingly, 168 PoP were surveyed, 8 PoP were interviewed and 6 key 

informants were interviewed from two Woredas, 03 and 06, of Guile Ie sub city. Table I and 

table 2 which are attached as an appendix clearly presented the quantitative and qualitative 

participants ' socioeconomic and demographic background . 
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To begin, as depicted in table I attached in the appendix, ofthe total 168 surveyed 

households, 55.4% (93) of them were female headed and 44.6% (75) were male headed. In terms 

of age, the age of study participants falls between 19 and 83. The majority 67.2% (113) were 

within the age range of 40-70 and it is only 2 and 6 participants were within the age category of 

less than 25 and 70-85 respectively. The SPSS output indicates, of the total survey participants, 

37.5% (63),32. 1 % (54) and 20.8% (35) were married, widowed and divorced respectively. The 

remaining 6.5% (II) were never married and 3% (5) were separated. 

With respect to the religious affi liation of participants, 74.4% of the PoP were the 

followers ofOlthodox Christianity. 22% were Musl im, 3% were Protestant and a single 

participant was Catholic. It is either the father (39.3%) or mother (48 .2%) were the heads of the 

household. Some 12.5% of PoP households were led by grand parents, children, brother and 

aunt. In relation to the size of the household, it ranges from one to thilteen but the majority of the 

households have more than five members. The ethnic distribution of participants clearly depicts 

that the majority belongs to Amhara (35.1 %) and Oromo (27.4). Whereas Tigre and Gamo 

represent 16.1 % each, Sil tie were 1.8 % and only a single individual was from Welayita ethnic 

group. In relation to the place of origin ofthe study palticipants, the majority, 76.8% ofthem 

were from rural while the remaining 23.2% had an urban origin. This, ultimately, informs the 

PoP in the study area are not from, they came to the city, Add is Ababa, either by migration or 

other sociopolitical scenarios. 

As the SPSS output in Table 1 at the appendix indicates, the major source of income of 

the study participants were petty trade (15.5 %), daily labor (26.2%), pension ( 18.5%), 

employed somewhere (16.1%), relative support (8.3%), waiving (11.9%), renting property 

(1.2%), begging (1.2%) and 0.6% each earn from farming and other. From this, it is straight 

forward to understand that the study participants didn't engaged in a type of employment which 

worth much. Due to thi s effect, 76.8% (129) oflhe participants earn less than 500 Ethiopian Birr 

(ETB) per a month. The average monthly income of the study participants ranges from 100 to 
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1300 ETB with a mean of 431.5 ETB and Standard deviation of 155.9 is greater than the 

eligibi lity criteria considered to be said as a PoP in the study area. Parallel to thi s, neither of the 

participants had the experience to budget healthcare costs from what they earn. 

Table 2 (in the appendix] tells more about the characteristics of the interviewed 

participants of the study. There were totally 14 individuals who participated for an in-depth 

interview (eight) and key informants (six) interview. More specifically, ten of the participants 

were female, of which five for each, i.e. as key informant and in-depth interview participant and 

the remaining four were male. The participants' age ranges from 27 to 83. Regarding their 

educational qualification, as presented in Table 2, the majority (five) of the PoP participated in 

the in-depth interview were illiterates while three of them can read and write. Three, two, and a 

single key informant were nurse, health officer and 12 completed respectively. 

Alternatives of Healthcare of the PoP 

The poor sought different health care options whenever they get health breaches and all of 

the surveyed and interviewed participants had the experience of vi siting any type of heal th care. 

Consequently, all of the survey partic ipants repOlted they had visited professional allopath ic, 

50% of them spiritual healing, 44.6% used self-medication, 14.3% visited traditional healers, and 

1.8% bought medicines fro m pharmacy. From the data it is easy to grasp, though all the PoP had 

gone to modern healthcare facilities, the PoP had significantly used other healthcare alternatives 

concomitantly, alone or one after the other. It is poss ible to check table 3 in the append ix 

concerning the treatment options used by survey participants. 

Correspondingly, the quali tati ve data showed that participants have a tendency of using 

different kinds of health care options, such as self care, professional allopathic, traditional 

healthcare and spiritual healing either concomitantly or alone. But most (five) of the interviewee 
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and all of the key informants conveyed that there is a tendency of utilizing home treatment and 

spiritual healing, holy water treatment, as a prime option. Simi larly, an informant from Wereda 

06 stated that seeking healthcare at professional allopathic is the last option by the PoP in the 

Wereda. She said: 

As the Wereda is the outskirt of the city, it is people having lower socioeconomic status 

are living in the area. Compared to people living in the heart ofthe city, the PoPs' 

attitude to their health is insignificant. Thus, the health concerns ofthe PoP are treated at 

home or waited expecting recovery as days in and out or seek holy water treatment ifnot 

recovered. Ifnot yet recovered, at the end, they wi ll seek from modern healthcare 

institution and hence to sought healthcare from professional allopathic is the last option 

of the PoP in the Wereda. 

From the qualitative finding, it is evident that though the PoP are eligible for free 

healthcare services, they are not such motivated to look for healing from medical professionals 

that cou ld be explained through diverse factors. Two beneficiaries reported that they used holly 

water concOlu itantly with the prescription of the medical professional and felt are suited. One 

participant said "physicians even do everything with the help of alm ighty, so no problem to take 

them parallel." On the other hand, there are also participants who said the treatment option 

depends on the type of illness . There are illness which could best resolved by professional 

allopathic as diarrheal disease, malaria, typhoid, etc. However, some chronic illnesses as cancer, 

hypertension and diabetic cases wou ld be treated by traditional and spiritual healing. Unlike 

others, a single participant whose sero-status is HIV positive has a strong trust on professional 

allopathic. She explained the issue as: 
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Nothing would escape from sc ience, all health problems can be cured by phys icians and 
nothing beyond them. For example, you can take my friends who thrown their Anti 
Retro-Viral Treatment (ART) and seek holy water treatment but they didn ' t recovered 
rather their immunity was compromised and some died. There are a lot of people who 
didn 't get this chance, so we have to utilize the fruits of science. 

With respect to the decision making power in the process of selecting the treatment 
options sought, the majority participants responded that it is the mother (43 .5%) and father 
(31.5%) whohas the power to decide on the treatment alternative to use. While 16.1 % of the 
participants said all member ofthe household have equal voice in the process, the remaining 
5.4%,2.4%, and 1.2% of the participants revealedbrotherlsister/child, the household member 
who gets ill , and aunt respectively. From the data, it is straightforward that still heads of the . 
household have the lions share in deciding crucial issues of the household, health issues in this 
casc, without accommodating the voice of other members of the household. The detail data is 
presented in Table 4 of the appendix part. 

The research participants were aSked concerning the frequency of visiting modern 
health care institutions. 65.5% of them seek healthcare at health centers or hospita ls once and 
more in six months, 27.4 % once in a year, 6.5 % once in the past five years, and a single 
participant had never visited in the past five years. Unlike the survey participants, the PoP who 
were interviewed, especia lly those who are diabetic and have hypertension case, regularly visit 
professional allopathic for medical follow up, even more than ten per a year. Literally, it could 
be possible to say that the PoP in the study area are vulnerable to health problems since the 
majority of the PoP had the experience of seeking healthcare in professional allopathic for once 
or more per a year. 
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Perception towards Health and Healthcare of the PoP 

Health defined. People have different perception towards health and healthcare, and this 
wil l have direct impact on their health and HSB. As dep icted in table 5 of the appendix, the 
definition or understanding of the survey participants to what health mean is different, nine 
diverse responses. For the majority, 3 1.1 % and 36.8%, health mean the absence of disease or 
physical disconformities, and able to move and work respectively. For 15% mind remain fresh, 
8.7% able to eat what one have, 2.7% having few children, 2.4% remaining clean, 1.8% looking 
good, 1.2% children play, and a single respondent sa id able to lead a peaceful life. From the data 
it is simple to notice that health is understood by the PoP in terms of the physical wellbeing. 

An in depth understanding was generated from interview participants concerning the 
definition of health . A variety of definitions were forwarded by participants. Hence, health is to 
mean keeping oneself safe from everything that hurts your physique; a base for every spheres of 
human life, visi ting healthcare before it gets severe, and others defined knowing one's status for 
every kind of health breaches and still a respondent defined it as a condition which is more than 
anything else. But, alike the quantitative finding, most of in depth interview participants 
understood health as the ability to move and work that could allow an individual to subsist 
oneself and one' s family. For example, a PoP from Wereda 03 perceived health as follows : 

Simply put, health is a big wealth since without health nothing can be done. One can 
stand, move, work, help him/her and others, etc if and only ifhe/she is healthy enough. 
You may have much money but without health the money you have is nonsense. So, for 
me, health is a precious asset that everybody wishes and is an engine of human life. 
Perceived causes of illness by the PoP. The perception of the participants concerning 

the cause of illness accommodates a multiple response. Accordingly, from the survey 
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participants, as indicated in Table 6 of the append ix, 66.2% perceived that biogenic factors 

(hered ity, infections, and environmental factors) as a cause and socioeconomic factors like 

alcoholism, being poor, and problems in the family accounts 28% of the responses. According to 

the participants, there are also some diseases which are caused by cultural and religious cause 

(3.6%) and 1.8% said they don't really know what causes illness. Similarly, the interview result 

generated diverse perceived factors of illness. Majority of them reported biogen ic and social­

economic factors as a cause of illness by highlighting hygiene problems as a prime biogenic · 

factor. Poverty as a cause fo r ill health was raised by one interviewee. Participants also raised 

various social factors from their experience. A woman who had a hypertension case attributed 

her illness to the absence of peace in her fami ly. She stated that: 

I do have a daughter living with mental illness who has been following medication at 

Amanuel specialized Mental Health Hospita l though she is not witnessing progress . I 

a lways worry about her health and get angry since she nags with neighbor, by passer and 

her siblings. It is only with me that she has good relation and these all resulted in problem 

in my health and gets the hypertension. 

A 78 years old participant also stated disagreement within fami ly is the cause for falling 

him in hypertension. He said "after the death of my former wife, our children equally taken away 

all of the assets that I had and this upsets me which predisposes me for hypertensions." Another 

participant explained the cause of ill health by attaching it with her previous lived experience in 

terms of abuse and street life. She explained as: 

From my experience, some irresponsible individuals are the causes for the health 

problems of many of us. They deceived and brought us to Addis Ababa. After abusing us 

for a long, they will throwaway to street life or look for to be employed as a housemaid-
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which is another abuse. Such life, street which is risky and abuse as a housemaid can' 

predispose individuals to different kinds of health concerns. Hence, irresponsible citizens 

who are bringing innocent youths like me to Add is Ababa through deception could lead 

to different kinds of health risks. 

The case indicated above enlighten misinforming people from the countryside about 

urban way of li fe, abuse of housemaid, street life and associated risks of it could be mentioned as 

the a factor for exposing the PoP to ill health. 

Perceived cues and types of health concerns oftl'eatment. Participants were asked 

concerning the cue to seek medical help and 91.7 % (154) of them responded, it is due to 

physical signs as coughing, itching, loss of weight, headache, and various discomforts in their 

body that instigates them to seek healthcare. 5.4 % (9) seek medical help since they were advised 

by another person, and the remaining 3% (5) were because of their failure to discharge their 

usual responsibilities and routine health check. Consistent to the quantitative finding, almost all 

of the qualitative participants indicated that physical signs are the major cues that instigate them 

to seek healthcare treatment at different settings. The data illuminates that the different health 

promotion activities in mass media, printing and broadcasting media, do not address the poor. 

Moreover, it is also clear that it is physical signs that mostly instigates the PoP to modern 

health care. 

Participants seek treatment for different types of health concerns. Halfofthe survey 

participants conveyed that they seek treatment for acute type of illness, 2.4% seek for chronic 

illness and 47.6% seek for all type of illness. Unlike the survey participants, most of the 

interviewed participants (5) stated that they sought treatment for chronic type of illness as 

diabetes and hypertension. The other sought for acute type of illness. From this we can 
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understand that chronic illnesses which are usually associated with the upper class society, are 

not the only concern of people living in the higher socioeconomic class, rather such problems 

also prevailed among the poor community, as per the finding informs. 

Perceived time and first Line of action for treatment. Though almost all 99.4% (167) 

of the surveyed participants indicated the importance of seeking treatment in healthcare 

institutions, they were different with regard to perceived time that a person should seek medical 

care during illness. As depicted in table 8, 41.7%, 31.5%, and 25.6% revealed that the time to 

seek treatment depends on the type of illness, within 24 hours and when it gets sever 

respectively, where as the remaining 1.2% said after 24 hours. The qualitative information also 

revealed the same but explained in different way. It is when illness gets severe that a person 

shou ld seek healthcare, otherwise seeking hea lthcare immediately considered as a luxury since 

there is a perception that illness is inevitable and could go away soon as times goes by itself. 

The perception of participants towards what should be the first line of action during 

illness varied across survey participants. Consequently, the majority, 76.2% replied that it would 

be better if one seek help from medical professionals, while some 20.8% of the participants 

indicated to wait till the illness get severe. The other also recommend that to wait and see if 

conditions improved (1.2%), pray and expect a miracle (1.2%) and other (0.6%). Unlike With the 

same fashion, as per the qualitative evidence, most of (five)the participants said one should seek 

healthcare from professional medical personnel whi le some others (two) reported waiting to see 

ifthere is improvement by itself and ifnot visiting professional allopathic for severe illness. A 

single participant stated that holy water treatment is the perfect one and hence provide 

precedence for it. This indicates that though the PoPs' perceived first line of action was trained 

allopathic, in practice, there is a tendency of utilizing self care and spiritual healing primarily. 
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Perceived severity of illness and perceived interaction. The way participants perceive 

the severity of illness is quite different and is subjectively understood. The majority of the survey 

participants perceived the severity of illness when the person is bed ridden which accounts 

39.9%, failed to walk (31. I %), illness prevents from routine activities (22.2%), fai l to handle 

activ ities independently and thinking that illness may cause disability or other serious problems 

(3 .1% each) and 0.7 % said when failed to eat. 

Correspondingly, the qualitative aspect of the study revealed different understanding of 

severity of illness by the PoP. Halfofthe PoP, four of the eight, perceived it when someone is 

bed-ridden, two other said when physically deteriorated and can't move and still a single 

participant said the illness episode is considered sever when the person is going to die. 

Consistent to this idea, one key informant from Addis Hiwot Health center indicated that the 

understanding of the severity of illness by the poor section of the community is adversely 

affecting their sought of immediate healthcare. She underlined [the key informant] that the PoP 

will not seek healthcare till the illness episode prevents them from handling their usual chores. 

An illness episode which can bring an immense effect health is usually understood as silly and 

not concerned much. Another participant understood it when the person who is ill failed to 

restore in to the normal condition though he is taking the medication as prescribed. 

Respondents were asked concerning the interaction that they have with healthcare 

providers. 91.1 % of the participants reported that the healthcare providers are friendly and 

empathic and the remaining 8.9 % said not. Likewise, five ofthe interviewed PoP explained as 

they had promising interaction with the healthcare providers. Sim ilarly, one key informant from 

Addis Hiwot health center added the appealing interaction of the clients and healthcare 

providers. She said "when there is no medicine prescribed in the pharmacy, pharmacists will 
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facilitate the mechanisms to change the prescribed medicine for substitutive." But two said while 

some are nice and ded icated to help cl ients, others are irresponsible, corrupted, unfair, 

disempowering and unreasonable in so many respects. One ofthe participants explained hi s 

concern regarding the misconduct of the healthcare providers as "the very reason that we visit 

healthcare institution is to get rid of our illness but sometimes it could be n!,,}'pCr ~f.', 'f.c: .1'."1<;: 

f.',lfr;t>,l hnn;!' nt\f.', nn;!' TH'r'} h,}onMtI,} (an Amharic proverb to mean we are addi ng another 

problem on the existing one, illness on an illness)." 

Table B . Statistical Summary of the Perception of Participants to Health and Healthcare 

Yes No 

Issues N % N % Total 

1 seem to get sick a little easier than other people 87 51.8 81 48.2 168 

since I am poor 

My body seems to resist illness very well 78 46.4 90 53 .6 168 

Being healthy is to mean not being sick for a long 133 79.2 35 20.8 168 

When I'm sick, I try to just keep going as usual 144 85.7 24 14.3 168 

My health would be worse in the futlll'e than now 87 5 1.8 81 48.2 168 

One should take previously prescribed medicine 36 21.4 132 78.6 168 

for an illness which seems simi lar to previous one 

It is better to stop taking medicine even if the 21 12.5 147 87.5 168 

regimen prescribed has not been completed 

Some questions which could evaluate the perception of the PoP to their health and 

healthcare were asked . To mention few, as clearly depicted in the above table, more than half of 

the survey participants, 87 (51.8%), perceived they are vulnerable to health problem since they 

are poor while 81 (48.2) did not. 78 (46.4%) feel that their body could resist illness very well and 

133 (79.2%) understood healthy mean not being ill for a long time. The qualitative fi nding 
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revealed, on the nexus between poverty and ill health, there is signifi cant relationship between 

them but putting health as a predicting factors than poverty determine health condition. Most of 

them except the key info rmants said health determines everything. Unlike the quantitative 

finding, the qualitative find ing illuminate poverty never predisposes to health prob lems rather it 

is ill health that puts people in vicious circle of poverty. In line of this idea, a PoP from Wereda 

03 indicated that health is more than any asset. He said "If you are healthy enough you can work, 

eat what you have and carryon life safely. When I was healthy, [ used to work hard and 

pensioning me today. So, healthiness never let you to poverty." Sim ilarly, 27 years old woman 

from Wereda 06 underscored ill health breads poverty than the reverse. In her own words: 

Previously, I was healthy and could carry 60 Kg banana from Taxi station to home, more 

than one Ki llo Meter, on my back for sell. But since [ got health problem, [ can't and puts 

my family for economic difficulties. Even living in poverty, your life style wi ll never also 

let you to ill health. For example, if you were living in a narrow roof and you are healthy, 

you can work more and more so that you can earn much money and rent a room which 

accommodates your family thereby carryon your li fe with a full of contentment. Thus, if 

someone is not healthy, he is more likely to be thrown to poverty whereas being healthy 

enough can enable you to work and survive, and health is the foundation for other aspects 

of our life. 

Unli ke others, there was a participant who argued poorness never made them to be ill 

rather it is the r ich who are mostly vu lnerable to different types of diseases, especially, for 

chronic diseases. He said "most poor are happy than rich and are not vulnerable to disease, 

rather it is the rich that they are vu lnerable to i llness -~''1 St\OF} 4IC1"1" S~·trtl l m.~;;: ~or:: '1f1;J-9" "11 

'1f1;l'9" MiJ'~ fiT M·M\'. 07i;J-l":f .e.?t\"ltl ::" It is to mean the .poor will carryon li fe eating what 
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he/she has but the rich is always exposed to varied types of illness. Another key finding was 144 

(85 .5%) of the participants reported that they try to keep as usual and handle their own activities 

though felt sick. It is also apparent to understand, from the table, 51.8% of the participants 

alleged that their health would be worse in the future than now. Moreover, while 78.6 % of the 

participants perceived that one should not take previously prescribed medicine for an illness 

which seems similar to the previous one, of all 168 participants, 87.5 % of them stated it is not 

good to discontinue taking medicine even if the regimen prescribed has not been completed. 

The statements in the table above are believed to focus on the perception of participants 

in relation to their health and healthcare. Additional query tliat needs to be answered is that 

whether perceiving as the elements/issues listed in Table A could have any association to seek or 

not to seek immediatehealthcare? Testing whether there is significant difference in seeking 

prompt healthcare, it was found that there is no statistically significant association between 

seeking prompt healthcare and each items mentioned (p > 0.05) in the table except for the item 

which says 'I seem to get sick a little easier than other people since I am poor' (p=0.032 < 0.05). 

It was 63.63 % who perceived so are likely to visit immediate healthcare. But to what extent 

perceiving so and to seek prompt healthcare relate? To this end, the Chi Square symmetric 

measure (phi value = 0.165) indicate that the relationship is weak. 

Attitude of the PoP towards Health, Healthcare Providers and Institutions 

Under this subsection, three main issues are presented. Both the qualitative and 

quantitative finding concern ing the attitude of the PoP towards health, the attitude ofthe PoP 

towards healthcare providers and public healthcare faci lities are concurrently presented. In 

addition, the relationship between some demographic characteristi cs with attitude of the PoP 

towards their health has al so given due emphasis. 
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Table C Attitude of the PoP towards Health, Healthcare Provider and Public Facilities 

Types of N Range Minimu Maxi Mean Std. 
Attitude m mum Deviation 

Statist Statis Statistic Statistic Statistic Std. Stat istic 

ic tic Error 

AHCP 168 24 9 33 26.45 .325 4.215 
AH 168 20 10 30 21.40 .316 4.091 

APHCI 168 20 7 27 17.44 .397 5.147 
[Note. AHCP= Attitude towards Healthcare Prov iders, AH= Attitude towards health, 

APHCI= Attitude to public healthcare institutions] 

The SPSS output, as presented in the above table, indicates the attitude of survey 

participants towards three entities; healthcare providers, their health, and public healthcare 

institutions. Accordingly, the mean attitude of participants to health care providers, their health, 

and public healthcare institutions is 26.45 (4.25 SO), 21.4 (4.09 SO) and 17.44 (5.14 SD) 

respectively. In addition, the minimum composite measure of attitude of the parti cipants (out of 

35) towards hea lthcare providers was 9 and the maximum was 33 . While the minimum and the 

maximum att itude of participants to their health was 10 and 30, the att itude of participants to 

public healthcare institutions lays from 7 to 27 with a range of20. 

Sex, Place of origin, education, income and the attitude of PoP to health . The 

subsequent few pages attempted to see whether there is significant difference or association 

between the attitude of health and socioeconomic and demographic characteristics of the PoP. 

Table D: Comparison of Participants' Attitude to Health by Sex 

Sex N Mean Std. Std. Error Mean P 

Dev iation value 

Attitude to Male 75 21.68 4.205 .486 0.435 

health Female 93 21.18 4.005 .415 
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The independent samples t test result which compares the mean difference between male 

(21.68) and female (21.18) indicates that the attitude of the PoP towards their health is the same 

across categories of sex (p=0.435 > 0.05) with a 95% confidence level. This is to mean, there is 

no a statistically significant difference in the attitude of male and females to their health. In 

addition, as per the Chi Square test of association, place of origin has found no association with 

the attitude of participants to their health (p=0.594>0.05) . 

Table E: ANOYA Result of the Attitude of PoP towards their Health by Education 

Sum of DC Mean Square F Sig. 

Sguares 

Between 320.548 3 106.849 7.083 .000 

Groups 

Within 2473 .928 164 15.085 

GrouEs 

Total 2794.476 167 

To see whether there is a statistically significant difference in the attitude of survey 

participants to their health across the different categories of education, one way ANOY A was 

used. The test result (F=7.083 & p=O.OO < 0.05 with the Df-= 3) signifies that there is a 

statistically significant difference in the attitude of the PoP towards their health across their 

educational levels. Similarly, the Spearman's coefficient of correlation also indicates the 

existence of positive but weak relationship between education and the attitude of participants 

towards their health (r=0.307) . In addition, to compare in pair among the categories of 

education, further statistical test was used, Post Hoc test. The following table presents the post 

hoc result concerning the attitude of respondents among the categories of education. 
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Table F : Post Hoc Tests: Multiple Comparisons of Attitude to Health and Educational 
Level 

(I) Highest (J) Highest level Mean Std. Sig. 95% Confidence Interval 

level of of education Differe Error Lower Upper 

education attained nee (1- Bound Bound 

attained J) 

lIIiterate Read and write -1.360 .722 .239 -3.23 .51 

Elementary -2.532' .761 .006 -4.51 -.56 

High school -6.300' 1.663 .001 -10.62 -1.98 

Read and Illiterate 1.360 .722 .239 -.51 3.23 

write 
Elementary -1.172 .773 .430 -3 .18 .83 

High school -4.940' 1.668 .018 ' 9.27 -.61 

Elementary lIIiterate 2.532' .761 .006 .56 4.51 

Read and write 1.172 .773 .430 -.83 3.18 

High school -3.768 1.686 .1 18 -8.14 .6 1 

High lIIiterate 6.300' 1.663 .001 1.98 10.62 

school 
Read and write 4.940' 1.668 .018 .61 9.27 
Elementary 3.768 1.686 .118 -.61 8.14 

* .The mean difference is significant at the 0.05 level. 

Previous ly, it is proved the existence of a statistically significant difference in terms of 

the attitudes of health across the participants' educational level. But, there is an additional query 

that has to be answered, i.e. is there any statistically significant difference between each 

category? The Post Hoc test in the table above conveyed the comparison in the attitude of the 

PoP to health by their educational background. Accordingly, there is a statistically significant 

difference between illiterate versus elementary (p=0.006), read & write versus high school 

(p=0.0 18), and high school versus illiterate (p=O.OI) regarding their attitude to health. But, 
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statistically insign ificant difference in atti tude of health between illiterate and read & write, read 

& write and elementary, and elementary and high school was observed. 

The SPSS output of the one way ANOVA indicates that there is no statistically 

sign ificant difference in the attitude to health across the different groups of re li gios ity (F= I .204 

& p=O.3 I). In addition, Pearson's coefficient of correlation (r=-O.I 06) that was used to see the 

association between age and attitude to health indicates the two variables are negatively 

correlated, though weak. As individuals get older; the attitude to their health will decline. The 

following table summarizes the relationship between attitude to health and monthly income. 

Table G. Correlations between Average Monthly income a nd Attitnde towards health 

Corre lation AMHI AH 
Pearson Correlation I .116 

AHMI Sig. (2-tailed) .134 
N 168 168 

AH Pearson Correlation .1 16 I 
Sig. (2-railed) .1 34 

N 168 168 

[Note. AHMI= Average Household Monthly Income, AH=Attitude towards Health] 

Pearson's correlation result that oscillates between I and -I shows there was positive but 

weak (r=0. 116) relationship between income and attitude oflhe PoP to thei r health . By positive 

and weak is to mean, as the income level of the PoP increase, their attitude towards their health is 

likely increase, but to some extent. 

Table H. Summa ry of AHCP, AH a nd APHCI of survey Participants 

Level of Frequency Percentage Frequency Percentage Frequency Percentage 

Attitude (AHCP) (AHCP) (AH) (AH) (APHCl) (AHCl) 

SNA 4 2.4 4 2.4 44 26.2 



HEALTH SEEKING BERA VIOR AMONG URBAN POOR 49 

NA 

PA 

SPA 

15 

102' 

47 

Total 168 

8.9 

60.7 

28 

100 

36 

93 

35 

168 

21.4 

55.4 

20.8 

100 

56 

49 

19 

168 

33 .3 

29.2 

11.3 

100 

. [Note. AHCP- Attitude towards Healthcare Providers, AH- Attitude of respondents 

towards their health, APHCI= Attitude of respondents towards public healthcare institutions; 

SNA=Strong Negative Attitude, NA=Negative Attitude, PA=Posit ive Attitude and SPA=Strong 

Positive Attitude 1 
The predisposition of the PoP to their health, health care providers and faci lities was 

recorded as strong negative attitude, negative attitude, positive attitude and strong positive 

attitude. Thus, as presented in the above table, table H, 4 (2.4%), 15 (8.9%), 102 (60 .7%) and 47 

(28%) had a strong negative attitude, negative att itude, positive attitude and strong positive 

attitude respectively to healthcare providers. This data indicates that, the maj ority, 88.7% of the 

participants had a favo rable attitude to healthcare providers which would have an impact on the 

HSB of the poor. In addition, the table also demonstrates that positive (55.4%) and strong 

positive (20.8%) attitude towards their health. In relation to their attitude towards public 

healthcare institutions, whi le 59.5 % of the participants had strong and negative attitude, 40.5 % 

of them had strong and positive attitude. 

Though it is not straightforward to determ ine the attitude of the PoP qua li tatively, an 

in depth understanding about the attitude of the PoP to hea lth, healthcare provider and healthcare 

facilities was generated. Accordingly, regarding the attitude of the PoP towards health, almost all 

of the interviewed participants indicated as they do have positive att itude to their health. 

Consistent to thi s idea, one participant said "I furni sh due value to my hea lth and thi s could be 

explained in terms of keep ing my hygiene to protect myself from health concerns." In contrary, 
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an informant from Wereda 06 put that "since the people living around the area are dominantly 

beggars and lower socioeconomic status, they don ' t give much value for their health, health is 

not their priority." Another added that " if someone gets ill, he or she will not seek prompt care 

rather prov ides priority to his/her work or other matters which could be an indicator to their 

health is not favorable." 

Unlike the survey participants who had negative attitude towards public hea lthcare 

institutions, the interviewed participants highlighted a positive feeling to public healthcare 

facili ties and this is due to the fact the healthcare service in the government institutions is for free 

for the PoP. One of them stated that "public health care facilities are much better than the private 

ones and are mainly due to the fact it furnish service without charge or at least cost." On the 

other hand, one key informant stated that "the PoP usually misinformed each other as, mostly, 

there is no medicine and laboratory for fee waiver beneficiaries that resulted in devaluing public 

healthcare institutions and wish to visit private healthcare if they do have money." Similar to the 

quantitative finding, all except two of the interview participants had positive attitude to 

healthcare providers. In contrary to this, participants who had negative feeling to them said 

though there are some who are devoted to bring change on one's health positively, some others 

counteract. 

Healthcare Seeking Behavior of the PoP 

This subsection presented to what extent the study participants seek health care promptly. 

Various tests have been used to test the association between demographic characteristics and 

behavioral variables with healthcare seeking behavior. In addition, the qualitative data was 

incl uded to substantiate the quantitative one. 
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Table I: Binomial Test of Healthcare Seeking Behavior of the PoP 

Question Category N Observed Test Exact Sig. 

Pro~. Pro~. {I-tailed) 

Do you seek Group I Yes 55 0.327 .003 .000 

healthcare Group 2 No 11 3 0.673 
immediately 1.00 
~our sickness? 

Total 168 

As the SPSS output indicates, of the total surveyed populat ion, only 32.7% of them seek 

immediate healthcare, whereas, the majority, 67.3 % didn' t. To compare th is figure with the 

national standard (0 .003) taken from the health development indicator of Eth iop ia (2008) 

binomial chi square test was used. The binomial test indicates that there is significant di fference 

in seeking immediate healthcare between the surveyed population and the national standard 

(p=O.OO < 0.05). 

Demographic cha racteristics and healthcare seeking behavior of the poor. 

Table J. Hea lthcare Seeking Behavior and Sex 

Cross Tabulation Sex 
Male Female 

Yes Count 18 37 
Expected Count 24.6 30.4 

Do you seek Residual -6.6 6.6 
healthcare No Count 57 56 
immediately Expected Count 50.4 62.6 
your Res idual 6.6 -6.6 
sickness? 

Total Count 75 93 

Expected Count 75 .0 93.0 

Total 

Pea rson 
X2 Corr­
elation 

55 0.033 

55 

11 3 

11 3 

168 

168 
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The cross tabulation of sex and health care seeking indicates that of 75 male participants, 

18 of them seek immediate healthcare whi le it is 37 out of93 male participants who seek so. But, 

is there a statistically significant difference in prompt healthcare utilization between females and 

males? To compare the healthcare seeking behavior offemales and males, Pearson Chi Square 

Correlation was used. From the test result (p~0.33 < 0.05), we can understand that there is 

difference in seeking prompt healthcare among female and male participants. Female are more 

likely to seek prompt healthcare than males but the extent of relationship is weak since (phi ~ -

0.1 67). Test has been made to see whether there is a significant difference in seeking immediate 

healthcare among the categories of religious affiliation ofthe PoP. The test result informs the 

existence of a statistically significant difference in health care seeking behavior among Orthodox 

Christians, Muslims and Protestants (p~0.007< 0.05). But the difference is very small since 

phi~0.007 (refer Table J J in the appendix for detail) . 

Education is presumed to have an association with healthcare seeking behavior. To 

confirm it, Chi Square test of independence was used. The SPSS output (Table 12) signified that 

there is no a statistically significant association between education and seeking prompt 

healthcare (p~0.095 > 0.05). The other demographic characteristic that was thought to have an 

association with healthcare seeking behavior was age of the heads of the household. The Chi 

Square test output signified that there is no a statistically significant association between age and 

seeking prompt health care (p~0.657 > 0.05). Similarly, there was no a statistically sign ificant 

difference in immediate health care utilization across household size since the p va lue is greater 

than the significance level considered in this study. 

Alike the quantitative result, the qualitative resu lt indicated the absence of difference in 

prompt healthcare seeking behavior among the PoP across household size. But one key 
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informant from Addis Hiwot Hea lth center reported that prompt healthcare seeking behavior 

among the PoP, sometimes, decl ine as household size of the PoP increase since there is a fixed 

frequency of visiting hea lthcare for free. In her own words: 

A PoP is a llowed to get healthcare service for free for four visits per a year. In the fifth 

and sixth visit, he/she is expected to pay 15% ofthe cost of the service. For seventh and 

more visits, the PoP has to pay 50 % of the service. In addition, if the household size is 

two and more, ten visit (a ll the visits by each member of the household added) is the 

maximum per a year. Otherwise, for the next two visits (II th & l2'h) visits, they would 

pay 15 % and for the 13th and more, they have to pay 50% of the service. Hence, as the 

size of the household and the frequency of illness in the household increases, the 

likelihood to seek health care will be adversely impacted since the PoP are liab le to be 

charged . 

Chi Square test of association between place of origin and healthcare seeking behavior 

depict that there is no assoc iation between them. It was also found the absence of a statistically 

significant difference in healthcare seeking behav ior among the married, never married, 

widowed, divorced and separated (p=O.l86 > 0.05). Sim ilarly, the statistical summary that 

shows the relationship between monthly income and immediate healthcare behavior 

demonstrates that there is no a stati stica lly significant association between them, having the 

significance level of 0.282. 

Attitude to Health, Healthcare Facilities and Providers and .Health care Seeking Behavior 

Chi square test of independence was used to analyze the relationship between immediate 

healthcare seeking behavior and the attitude of the research participants towards healthcare 

providers, their health, and public healthcare facilities. Accordingly, whil e attitude towards 
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health (p; 0.00 < 0.05) and attitude towards public health facilities (p;0.009 < 0.05) had shown 

relationship with healthcare seeking behavior, att itude towards healthcare providers had no 

relationship since p; 0.707 which is greater than the margi n of error assumed in this study. The 

extent of the relationship between attitude to health and healthcare seeking behavior exp lained 

by eta; 0.709 which is strong. Therefore, the data reveal ed that the favorable or positive att itude 

that the PoP have to their health, the more probabil ity to seek immediate hea lthcare. 

Perceived Benefit and Healthcare Seeking Behavior 

Of all the survey participants, it was only a single individual who perceived that seeking 

healthcare institutions is not important at all and this individual's attitude to health, healthcare 

prov iders and seeking immediate health care was minimal. Otherwise, all perceived that it is 

important to seek healthcare from healthcare institutions. Correspondingly, almost all of the 

qualitative participants perceived they could best benefited from visiting healthcare facilities . But 

one key informant put the reverse. She stated that "the perceived benefit that the PoP place for 

healthcare facilities is insignificant and is adversely influencing their healthcare seeking behavior 

timely". 

Perceived Severity of Illness and Healthcare Seeking Behavior 

As it has been presented previously, survey participa'nts perceived the severity of illness 

differently. To mention they perce ived an illness is severe when an individual is bed ridden 

(39.9%), fai led to walk (31.1 %), illness prevents from routine activities (22.2%), fail to hand le 

activities independently and thinking that illness may cause disabi li ty or other serious problems 

(3. 1% each) and 0.7 % said when fa iled to eat. Do perceiving severity of an illness as such had 

any relation with the PoP ' s sought for healthcare was the other query th at needs to be answered. 

Accordingly, the chi square test of association resu lt from the SPSS revealed that, except with 
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perce iving as bed ridden, others have no association with seeking immediate healthcare. The Chi 

square test result indicated that there is signifi cant association between perceiving illness as 

sever when bed ridden and seeking immed iate healthcare (refer tab le 10 & 12 in the appendix for 

detail) . 

As indicated in tab le 12, the statistical summary that tests the relationships between 

perce iving the severity of illness when the person gets bed ridden and seeking immediate health 

care indicates there is significant difference in seeking immediate hea lthcare among those who 

perceived so and not since the significance level is 0.00 wh ich is less than 0.05. The symmetric 

measure shows to what extent the two variables are related. To thi s end, the phi statistics (-0.395) 

shows there is strong association between perceiving the severity of illness as bed ridden and to 

sought prompt healthcare. Literally, it is to mean that the PoP who perceived the severity of 

ill ness as bed ridden are less likely to seek immediate healthcare while those who didn ' t perceive 

as such are more li kely to seek prompt hea lthcare. 

The qualitative evidence also confirmed the same. Most of the qual itative partic ipants 

indicated that someone could be said severely ill when he/she is bed ridden or can 't move which 

could potentially deteriorates their prompt healthcare. Similarly, one key informant from Wereda 

06 health center, Addis Hiwot health center, sa id "people around here [Wereda 06] perce ive 

illness as minor and it is when the urban health extension worker visit home to home and refer 

them that the PoP seek healthcare." The PoP do not see mild illness as it can endanger their life. 

From the data we can understand that the PoP understood an illness as severe when it reaches on 

the stage that can hurt them much and difficult for restoration. 

As the cross tabulation indicates in table 9, ofall 15 partici pants who reported that 

healthcare prov iders are not friendly and empathetic, 12 of them do not seek immed iate 
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healthcare when they get ill. To test whether the difference is statisticall y significant, the Chi 

Square test statistic shows the absence of significant difference in seeking immediate healthcare 

among the participant who said healthcare providers are friend ly and emphatic and who didn't 

(p= 0.27 > 0.05 ). Regarding the qualitative participants, most of them narrated that healthcare 

prov ider has friendly approach during treatment. A story from a 78 years old man, the order from 

some healthcare providers to buy med icine out-of-pocket is understood positively and shows a 

sign of trust ship between the two parties. He said: 

Healthcare providers are so interactive and attempt to help me their best. Sometimes, they 

recommend buyi ng medicine and using laboratory out-of-pocket, but I perceive it 

positively. I believe, had it been the medicine, they wou ld not disallow us because it is 

noth ing that the healthcare providers going to cost. 

A 30 years old woman shares the idea but stated quite differently. She stated: 

Generally healthcare providers are good enough, but somet imes they insisted us to buy 

medicine from our pocket, though it prevails. At that moment, if! can, I' ll buy it. If! 

have no the cash, I wi ll keep silent and is mandatory to do so though the illness could 

hurt me. This wi ll never prohibit me not to seek treatment and will not bored since I fee l 

that the medicine will prevail another time and that moment wi ll never happen again. 

As depicted in table 13, the ten items that were prepared to measure the religiosity of 

participants indicates that the mean of religiosity participants was 35.02 (SD=5.616) with a 

minimum of 13 and maximum of 49. After preparing three cut points (20, 30, & 40), the 

distribution was categorized as very weak, weak, religious, and very religious. Accord ingly, 

more than 72% ofthe pmticipants are religious and very re ligious. Is there any association 

between of religiosity and the option of hea lth care that parti ci pants sought? The Chi Square test 
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of independence was computed to see whether there is any relation between the type of 

healthcare options and the level of religiosity. Consequently, it has been found that there is no 

significant association between the type of treatment options that the PoP sought and rel igiosity 

having all p values greater than 0.05. Do religious people immediately seek treatment? The 

subsequent tables focused on this issue. 

Table K. Association between Religiosity and Healthcare Seeking Behavior 

Do you seek 

healthcare 

immediately your Very 

sickness? Weak 

Yes Count 2 

Expected 1.0 

Count 

Residual 1.0 

No Count 

Expected 2.0 

Count 

Residual -1.0 

Total Count 3 

Expected 3.0 

Count 

Religiosity of respondents 

Weak Relig Very 

ious Religious 

2 41 10 

8.5 38.0 7.5 

-6 .5 3.0 2.5 

24 75 13 

17.5 78.0 15.5 

6.5 -3 .0 -2.5 

26 116 23 

26.0 116.0 23.0 

Tot 

al 

55 

55 

113 

13 

168 

168 

Pearson x2 

Correlation 

0.015 

To check the association between healthcare utilization and re li giosity, Chi Square test of 

independence was used . As table K tells, there is statistically significant association to seek 

prompt health care and the religious levels (among very weak, weak, religious, very religious) of 
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the PoP in the study area (p=O.O 15 < 0.05) . The test stati stics Phi and Cramer's value (0 .25) 

depicts that the association between religious level and immediate healthcare sought is moderate. 

Fee Waiver, Health and HSB of the PoP 

The last inquiry of this thesis was to investigate the relationship between the fee waiver 

system that has been applied by MoH and its meaning on the health and hea lthcare seeking 

behavior ofthe poor in the study area. More specifically, the sub-section attempted to look 

thoroughl y the fo llowing issues: What is new on the health and hea lthcare seeking behavior of 

the PoP since their inclusion in the fee waiver system? Is there any difference in some health 

behaviors before and after their inclusion? What was the decision that the PoP used to make 

before their inclusion and what is the view of the PoP on the existing practice of the fee waiver 

system? 

Table L: Descriptive Statistics on Fee Waiver, Health and HSB of the PoP 

A N % Resp N(%) B N (%) 
onse 

Much 3 1.8 Yes 153 (91.1) Poor 6(3.6) 
worse Do you 
Somewha 2 2 think No 9(5.3) 
t Worse that change 

your 
No 66 39.3 HSB Improved 100(59.5) 
change improv 

ed 
AFW? 

No 15 (8.9) 

Somewha 66 39.3 
t better 

Very 53(31.5) 
Improved 

Much 31 18.5 
Better 
Total 168 100 Total 168 Total 168 

(100%) (100%) 
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Note. A= Health Status After fee waiver system, B= Health seeking behavior after Fee Waiver 
system, AFW= After Fee Waiver System 

The table above, table L, summarizes what· looks like the health and hea lthcare seeking 

behav ior of the PoP after the inclusion of the PoP in the fee waiver system. About 97 (57.8 %) of 

the participants reported that there is an incredible change in their health after the ir inclusion 

with in the scheme. Para ll el to thi s, 91.1 % of the participants said that their HSB has been 

improved favorably since their inclusion in the fee waiver system. As it is previously indicated, 

though 91.1 % of the respondents have reported progress in their HSB, in practice, it is only 55 

(32.7%) of the participants who seek immediate healthcare. The qualitative evidence a lso 

ind icates the same. Most of the PoP put their health and sought for healthcare has been improved 

signi fi cantly as of their inclusion. A PoP from Wereda 03 explained the pos itive contribution of 

the scheme on his hea lth and healthcare as foll ows: 

My health is getting improved after my inclusion in the system. [ fee l better s ince I am 

not bed ridden and came to talk to you because 1 am okay. Regarding my heal thcare 

seeking behavior, the scheme brought s ignificant improvement in my sought for 

healthcare. I used to vis it healthcare rarel y due to financia l constraint, but 1 start to visit 

healthcare keenly as of my inclusion. 

A 56 years old woman also shares the idea that the system brought a stri king outcome on 

her health and hea lthcare utilization. She explained the issue as: 

My inclusion contributed much to be healthy and stm1ed to fo llow up my health 

seriously. I made a surgery three times, get cured from my health concerns and my 

motivation to seek healthcare promptly has been increased significantl y. And I fee l that 

hadn't been inc luded in the scheme, I would die. Thanks God and government! 
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The key informants at the two Weredas indicated that though the HSB of the PoP has 

been improved as of their inclusion, in practice, it is not possible to say the PoP seek immediate 

health care during sickness. [n support of this idea, a health extension Worker from Wereda 06 

explained for the question ' do the HSB of the PoP increased after their inclusion?' as: 

Absolutely not! Everybody is eager to be included in the scheme, both poor and rich. 

Their strong keen is to have the fee waiver certificate that makes them eligible for fee 

waiver. But after they got the certificate, their sought for prompt healthcare don't 

increased. They all need their inclusion to use the scheme when they face sever 

conditions and their illness get sever since seeking modern healthcare is their last option 

among these people. 

In the same way, another informant provided a slightly different idea (from the 

PoP) regarding the aftermath offee waiver on the healthcare seeking behavior of the PoP. 

Putting what she said in her own words: 

It is difficult to say the healthcare seeking behavior of the PoP either increased or 

decreased . Most of the people residing in this Wereda are mobile and when we 

move home to home for health education, we [urban health extension workers 1 

rarely came across the person that we met before. So for me, I am afra id to say the 

healthcare seek ing behavior of the poor is either after fee waiver gets introduced 

in the area. 

Generall y, from the findings of both the quantitative and qualitative data one can 

easily understand that the scheme has brought progress on the health and HSB of the PoP. 

But, still, the data reveals the prompt healthcare seek ing behavior is low. 



HEALTH SEEKING BEHAVIOR AMONG URBAN POOR 61 

Decision on hea lth issues before inclusion in the Scheme. The quantitative part 

of the study came up with a variety decisions that the PoP mostly overtook whenever 

they face health concerns starting from transferring other expenses fo r medical treatment 

to ignoring illness episode. The coming table clearly summarizes the issue. 

Table M. Decisions Used to Take BFWS by the PoP 

What you Used to do during Illness Episode BFWS· 

(MR)? 
Professional allopathic through transferring other 

expenses for medical treatment 

Seek help from my soc ial network 

Seek treatment from traditional hea lers since it is less 

costly 
Praying 

Taking medicines from pharm acies 

Seek help from NGOs for medical service 

Ignoring the symptoms 
Fee wa iver User 

Total 

BFWS= Before Fee Waiver System, MR=Multiple Response 

N 

265 

Responses 

Percent 

115 43.4% 

17 6.4% 

16 6.0% 

56 21.1% 

12 4.5% 

2 0.8% 

43 16.2% 

4 1.5% 

100.0% 

Table M demonstrates the decisions that participants used to take before their inclusion in 

the fee waiver system. Accordingly, the majority, 11 5 (43.3%) reported they used to transfer 

other expenses for medica l treatment fo llowed by sp iritual healing as praying and holly water 

(2 1. 1%). The remaining responded that seeking help from social network (6.4%), trad itional 

healer (6%), pharmacies (4 .5%), has been fee waiver user since earlier (I .5%), and seeking help 

from NGOs (0.8%). 

Correspond ingly, the qualitative participants used to decide, dominantly, either ignoring 

the symptom or seeking healthcare out-of-pocket if they had money before th ei r inclusion in the 

scheme. A 30 years old woman stated her decision used to take as "before my inclusion, I used to 
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visit healthcare out-of-pocket and if! had no money, I keep silent. But after I included in "the 

scheme, I start to experience a remarkable progress in my health and health care seeking 

behavior." Similarly, a 27 years old woman explained the scheme as follows: 

The scheme is significant from so many perspectives. If you are sick, it is possible to get 

served free ly, at least bed service for severe illness let alone medicine, laboratory and 

other expenses. Before my inclusion, mostly I ignore the symptom and rarely used to visit 

treatment in health centers. Even after my inclusion, occasiona lly, the physicians order to 

buy medicine from pocket and at that instance, either I wi ll buy if! have or pray in front 

of God to bring blessing since God will never leave us. I remember the moment that I lost 

my first chi ld. My child was extremely sick and admitted at the hospital. The doctor 

repeatedly requested me to buy medicine from pocket but I did have nothing at that 

juncture and my child passes away (overwhelmed with deep sorrow & ... crying). 

Health decisions of the PoP before and after the scheme: Comparison. Participants 

were asked to make a comparison on some health decisions before and after their inclusion. They 

were asked to compare what looks like their healthcare sought, using home and traditional 

healthcare and worry to their health before and after the introduction of the scheme. The 

following table summarizes the issue in detail. 

Table N. Two related Samples test of the PoP 

Statements Before FWS After FWS Wilcoxon 
(TRST) P-

Yes=N(%) No=N(%) Yes=N(%) No=N(%) value 

A 133(79.2) 35(20.8) 109(64.9) 59 (35.1) 0.00 
B 155 (92.9) 12(7. 1) 137 (8 1.5) 31(18.5) 0.00 

C 89 (53) 79 (47) 28(16.7) 140 (83.3) 0.00 

0 95 (56.5) 73(43.5) 15 (8.9) 153 (91.1) 0.00 

E 35(20.8) 133(79.2) 55 (32.7) 11 3(67.3) 0.00 

F 136(81) 32 (19) 140 (83.3) 28 (16.7) 0.248 
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[Note. FWS= Fee waiver system, TRST=Two-Related- Samples Test, A= I wait to seek 
treatment till my illness get sever, B= [ seek treatment as per the type of illness, C= I seek 
treatment at home or traditional than going modern health facilities, D= I don ' t like to visit 
health faci lities though I know that my illness is hurting me, E= I go to health faci lities promptly 

when I get sick & F= I worry much to my health] 

Table N depicts the distribution of survey participants in some impOitant health decisions 

before and after their inclusion in the fee waiver system and attempts to compare between two. 

To mention some, about 20.8% used to seek prompt healthcare before their inclusion and 

increased to 32.7% after the introduction of fee waiver system. The Wilcoxon test (sig. =0.00) 

also informs the prevalence ofa stati stically significant difference in seeking immediate 

healthcare before and after intervention within the study participants. 

With respect to seeking treatment at home or traditional health, for 53% of the 

participants traditional and homeopathic treatment was the prime hea lthcare option before their 

inclusion in the fee waiver scheme and reduced to 16% after incl usion. To know whether these 

figures (53% & 16%) have a statisticall y significant d ifference, Wilcoxon test was used. The 

tests stati stics indicates that there is a statistically significant difference in seek ing treatment at 

home and traditional healer before and after the introducti on offee waiver system (p= 0.00 < 

0.05). Literally from the data, one can understand that the likel ihood of visiting traditional healer 

and using home treatment has been dim in ished as of the commencement of fee wa iver system. In 

other words, the PoP in the study area are somewhat instigated to vis it modern healthcare after 

their inclusion in the health care safety net. 

From the data, it is simple to understand that the value that participants furni sh to their 

health had also enhanced. Previously, about 95 (56 .5%) of the survey participants were 

indifferent to visit modern healthcare faci lities though they know that their illness could hu rt 
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them. But after inclusion, the figure declined to 8.9%. The Wilcoxon test statistic also confirms 

that there is a stati stically significant difference in having an interest to visit healthcare before 

and after the .introduction of the fee waiver scheme. Factually, it is possible to say that the PoP 

who used to dislike vis it ing heaIthcare facilities though their illness is hurting them has been 

decreasing as of the beginning of the fee waiver scheme. In relation to ones worry to health, 

while 80% of the partic ipant used to worry much concerning their health before their inclusion, 

the figure increased to 83.3% after inclusion in the fee waiver system and the two related sample 

test depict that there is no statistically significant difference regarding th ei r worry to health 

before and after the commencement of fee waiver system to the PoP in the study area. 

Views of the PoP to the Fee Waiver System 

Survey participants were asked their opinion concerning the fee waiver scheme. The table 

below summarized the reflection of the PoP towards the healthcare safety net that they are 

benefiting out of it. 

Table O. PoP's View on the Fee Waiver System 

Responses A B 

Yes 

No 

Total 

58 (34 .5%) 

110 (65.5%) 

168 (100%) 

102 (60.7%) 

66 (39.3%) 

168 (100%) 

c 
41 (24.4%) 

127 (75 .6%) 

168 (100%) 

Note. A- Physicians don' t treat us equally as those clients who are paying out-of-pocket­

healthcare; B= The scheme is not adequate enough; & C= The healthcare prov iders 

disempowered me due to the fact that they notice as I am privileged for fee waiver. 

The table above depicts the views of the PoP on the fee waiver system. 110 (65.5%) of 

the participants reported healthcare providers didn't treat as like as those who are using the 

service out-of-pocket and the remaining 34.5 % sa id the healthcare providers treat clients 

irrespective of who they are. Regarding the adequacy of the service, the majority, 102 (60 .7%) of 
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the participants felt that the scheme is not adequate enough and the remaining 66 (39.3%) 

thought that the serv ice is adequate. 127 (75.6%) of the participants reported that the healthcare 

providers didn't disempowered them due to the mere reason of knowing they are privileged for 

fee waiver but the remaining 41 (24.4%) reported the reverse. 

The qualitative part ofthe study engendered an 'in depth perspective regarding the view of 

the PoP to the fee waiver system. The interview result with the PoP indicate the scheme is 

somehow inadequate because there are instances whereby the PoP are req uested to use out-of­

pocket for healthcare especially for medicine and laboratory. Th is was also repeatedly raised by 

the key informants. In addition, most of the key in formants stated that there was a problem in 

identifying the PoP and making eligible for the serv ice, To this regard, one health extension 

worker who worked at Wereda 06 for more than three years emphasis the identification of the 

PoP has a problem. She said: 

The Committee who recruited the PoP was not in accord with the parameters given, For 

me, the process had a problem. There are households who included in the fee wa iver 

system even though they shou ld not and vis-a-vis. The Committee didn ' t visit home to 

home. But we [health extension workers] know who is poor and not. There were people 

who are included though they rent home and better living condition . In the reverse, the 

chance was given to the other people. Genera lly, for me, it is not possible to say that the 

system is best benefiting the PoP. 

Generally, from the data it is understood that the process of identifying the PoP had a 

trouble. This could because of the failure to meaningfully interpret the parameters issued by the 

MoH. This is really diverting the very intent of the scheme though measures to correct the 

problems are being done through revision. 
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Discllssion 

Introduction 

The focus of this part of the thesis is relating the finding ofthe study with ex isting 

knowledge. More specifically, it attempted to compare the finding of the study with prev ious 

researches related the issue. But, due to the existence of scanty empirical works on HSB of the 

poor in Ethiopian context, the findings of the study was, utmost, discussed in line with works 

which were done abroad. An attempt was also made to link the findings of study with the tenets 

of the model used as a conceptual frame work. Moreover, tlie researcher has also incorporated 

his personal reflection considering the finding of thi s study and others too. Accord ingly, 

alternatives of health care of the PoP, perception towards hea lth and healthcare of the PoP, 

atti tude of the PoP towards health and hea lthcare, hea lthcare seeking behavior of the PoP, and 

the relationship between fee waiver and HSB of the PoP are discussed thoroughly. 

Alternatives of Health care of the PoP 

People are likely to use various types of health care options to resolve their health 

problem. For Alam, Khanam & Hossain (2000), relevant issues in the process of solving health 

problems are: What is the process of decision making? Where to go? Are there any , 

preferences? Is it possible to discern any pattern in the cho ice for health services? An 

understanding of these issues could playa pivotal role since the use of different health services 

depends on it. In this study, HSB of the PoP in light of the issues raised above was 

uncovered. 

As per the quantitative study conducted by Diop, Seshamani & Mulenga (1998),34 

percent of the survey part icipants used self-medication only. The prevalence Of se l f care does not 

vary much by demographic characteristics of the ind ividual or the socioeconomic characteristics 
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of the household (p.14). Similarly, but in different way, I found that 44.6% of the study 

participant used self care but concurrently with other healthcare options in my study. [n addition, 

the study also confirmed that there is no significant difference in seeking self medication across 

demographic characterist ics of the study participants. 

Un like the research findings (Gupta & Dasgupta, nd and Diop, Seshamani & Mulenga, 

1998), in this study, spiritual healing is the second most preference of healthcare alternative. It is 

50% of the participants who are experienced in using spiritual healing either alone or 

concurrently with other healthcare options. Surprisingly, some of the study participants had also 

the interest to use spiritual treatment, especially holly water treatment, for chronic illness and 

professional allopathic for treating acute illness wh ich makes this study quite different from the 

studies mentioned above. 

A study conducted by Gupta & Dasgupta (nd) revealed that irrespective of all 

socioeconomic categories in 'the study, allopathic treatment was preferred. A more general study 

conducted by Anagaw Mebratie et al (2013) on the health care seeking behavior in rural Ethiopia 

found out that there is a strong preference for modern healthcare. Keeping in touch the issue to 

this study, the situation is quite different. Though the PoP had a preference for allopathic 

treatment during illness episode occurred, they were indifferent in utilizing professional 

allopathic alone rather they are likely to utilize other types alongside, as self-care, traditional 

healer, spiritual healing or buying medicine from pharmacy without the prescription of a 

physician. In contrary to the studies (Anagaw Mebratie et aI, 2013 & Gupta & Dasgupta, nd) 

which highlighted allopathic treatment as the prime preference, the qualitative evidence of the 

study produced that the PoP are likely to use one option after the other and found that allopathic 

treatment was given the last precedence. It is after self care and visiting spiritual healthcare, and 

when these options are not bringing recovery or the illness gets severe that they sought modern 
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healthcare. So, the pattern of seeking healthcare, as per the qualitative fact, is self-care, sp iritual 

healing and then to professional allopathic. 

Another point to note is that, as per the research done in urban Delhi, poorer households 

don't rely much on traditional healers; nor are they relying much on the charitable facilities. 

Private hospitals are also completely out of reach of the poorer people (Gupta & Dasgupta, nd). 

But in this study, though the PoP in the study area had also the experience of visiting traditional 

healers including spiritual healing, unlike Gupta & Dasguptas' finding, the PoP had also relay on 

the modern healthcare [public] since they get the service for free. Generally, from this and other 

findings, it is possible to say that the poor incline 'various types of health care alternatives as 

professional allopathic, traditional healer or self-care but the way the use is quite different. For 

example, in the case of this study, it is after the trial of other healthcare alternatives that the poor 

seek treatment from professional allopathic. And they [the PoP] mostly use the treatment of 

professional allopathic parallel to other options. 

Perception of the PoP to Health and Healthcare 

It is important to know how people interpret their health, its relation to physique and 

living conditions before designing any program or intervention for encouraging people to use 

different healthcare facilities. It is also pertinent enough to understand the mindset regarding how 

people look at health problems, when, how, and where they go for treatment (AI am, Khanam & 

Hossain, 2000). 

Health definition. To understand healthcare seeking behavior, it is necessary to find out 

how people look at different types of diseases. It is also important to have a clear knowledge of 

how people define and perceive disease (Alam, Khanam & Hossain, 2000). A qualitative study 

conducted by Alam, Khanam & Hossain revealed that health was perceived in terms of the 

absence of different diseases. The diseases range from simple body ache or headache to 
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serious diseases such as jaundice, typhoid and gastric (2000, p.12). In line with this, thi s study 

also yields the same. Both the qualitative and the quantitative finding revealed the definition 

given to health deemed to the physical health- the absence of disease or di sconformities in one's 

body. It is almost 68% of the surveyed participants that they define health being the absence of 

disease and physical disconformities. Unlike this, there are also participants who perceived 

health from the perspective of social and mental wellbeing which is consistent to the definition 

of health by the WHO as health is a state of complete physical, mental and social well-being and 

not merely the absence of disease or infirmity. To this respect, 15% said mind remain fresh, 

8.7% able to eat what one have, 2.7% having few children, 2.4% remaining clean, 1.8% looking 

good, 1.2% children play, and a single respondent said ab le to lead a peaceful life. Generally, 

from the evidence, it is vivid to understand that health is, dominantly, conceptualized from one 

dimension, physical/biological health, which is to mean absence of disease or physical 

disconformities whereby a person is able to toil to make a living. Other aspects of health are not 

given due place among the PoP. 

Perception of severity illness: According to Anderson's model which is used as a 

conceptual framework indicates that perceived severity of illness has an impact on the HSB of 

individuals (Pillay, 1993). Evidence from Western Nepal indicated that the perception of severity 

of illness for child illness by mothers was a predictor for appropriate care but not prompt care 

(Sreeramareddy et aI., 2006). Similarly, a research in Bangladish showed that people are 

indifferent to take any medicine unless it became serious. Mi ld sickness was considered normal, 

tolerable and could be cured by self-medication or just by staying at home. In severe sickness, 

medical support becomes necessary (Alam, Khanam & Hossain, 2000). My study discerned 

various cues of perceiving as an individual 's illness is severe as when the person is bed ridden, 
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failed to walk, prevented from routine activities, fail to handle activities independently arid 

thinking that illness may cause disability or other serious problems. Consistent to Alam, Khanam 

& Hossains' (2000) finding, done on the HSB of urban population in Banglad ish, the study 

found that the PoP don't seek prompt healthcare since they felt that they would be okay as day in 

or day out or through home treatment. So, the subjective understanding of the seriousness of 

illness has a strong influence on the prompt healthcare utilization of the PoP. 

Types and causes of illness. Diop, Seshamani & Mulenga (1998) found out that 43% of 

the study participants used modern health services for acute ·illness as headaches, diarrhea, etc. 

and 51 % of them seek modern healthcare for chronic illness (p. 14). Consistently, the finding of 

my study revealed that while only 2.4 of the participants used for chronic illness, half and 47% 

of the participant sought healthcare for acute, and both chron ic and acute types of illness 

respectively. The qualitative aspect of the study indicated that while half of the participants 

reported they seek for acute, the other half for chronic especially for diabetes and hypertension. 

From this, we can understand that chronic illnesses which are usually associated with the upper 

class society, are not the only the concern of people living in the higher soc ioeconomic class, 

rather such diseases also prevailed among the poor community. 

As per Mackian (nd), health promotion programs on the causes of illness are an essential 

tool to bring behavioral change. In this study the majority of the participants had a conception 

that ill health happen due to biogenic factors (66.2%). By biogenic, it meant infections, 

environments factors as hygiene problems and pollution, manmade and natural disasters and 

heredity could be the main causes of illness. In addition, part ici pants also attribute the causes of 

illness to various socio-cultural and economic factors like alcoholism, being poor, and absence of 

peace with in the fami ly. Though they were insignificant, still there are participants who don't 
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really know the cause of ill health and calls for more intervention to promote their health and 

seek healthcare timely which is consistent with Mackian (nd). 

Perceived vulnerability and poverty. Empir ical works (Gupta & Dasgupta, nd, 

Tipping's, 1994, Wardlaw, 2003) indicate the existence of relationship between being poor and 

vulnerability to ill health. A study conducted in urban Delhi disclosed that the high and middle 

income households have a lower probability of fa ll ing sick than the low income households 

(Gupta & Dasgupta, nd) and the poor are more vulnerable. The PoP in thi s study are also 

vulnerable to varied illness and even more than half (51.8%) of the surveyed PoP perceived that 

their socioeconom ic status [living in poverty] exposed them to different kinds of health 

problems. Inconsistent to this, Tipping's (1994) work in rural Vietnam indicated no marked 

differences in the prevalence of illness comparing poor and non poor. 

There were also PoP who perceived that poorness never let the poor to ill health rather it 

is the rich who are mostly vulnerable to different types of diseases due to their life style, 

especially, for chronic diseases. So, the PoP had also a mentality of attaching some diseases as a 

disease of the rich and will not be contracted by these diseases. 

Attitude towards health, Hea[thcare Providers and Public Healthcare Facilities and HSB 

Health beliefs and att itudes about medical care, physicians and disease has an 

influence on the health seeking behavior of people. For example, those families that believes 

in the efficacy of medical treatment will seek care sooner and more often (Pillay, 1993). 

[n this regard, the attitude of an individual towards health and physicians has a link with the HSB 

of individuals. 

The Chi Square test was used so as to ana lyze the relationship between immediate 

healthcare seeking behavior and the attitude of the research pmticipants towards hea lthcare 
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providers, their health, and public health institutions. Accordingly, consistent to the Anderson's 

model and what was said by Pillay (1993), attitude towards health has a significant relationship 

with seeking .prompt healthcare. This could be explained as people starts to avoid letting illness 

interfere; feel health as the base for other aspects of life; more interested to consult health care 

providers, and pleased to visit health care facility, undoubtedly, the likelihood ofvisitingprompt 

healthcare would significantly increase. 

A study conducted by Diop, Seshamani and Mulenga revealed that people think good 

treatment is not available at a government hospital. It is the private ones who provide a full 

pledged treatment for patients (1998, p. 15). Unlike this, the study generated an opposite finding. 

It revealed, almost 60% ofthe quantitative palticipants had a positive attitude towards public 

healthcare facilities. Meaning, participants had a conception that public health facilities are as 

good as the private ones; prefer the publ ic than the private though the cost is the same; don ' t seek 

treatment at public as a result of the existence of free service, public health faci lities are clean 

enough, have no long waiting time and have the necessary medical equipments. On the other 

hand, 40 % of the quantitative participants had a negative attitude towards public healthcare 

faci lities which informs that they didn ' t get the elements that are mentioned before. Thi s is also 

explained by the Anderson's model by which attitude of people toward health faci lities has an 

impact on their health seeking behavior. But, unlike the model, the study revealed that there is no 

significant association between seeking healthcare and attitude towards healthcare providers. 

Age was negatively associated with evaluation of one ' s health. The evidence indicated 

that the elderly persons have an attitude that they are no more useful to their soc iety and said 

"nobody values an old person." Meaning as individual ' s age gets older, the attitude that they 

have towards to their age decline (Waweru, Kaabiru, Mbithi, & Some, 2003). Similarly, the 
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Pearson's correlation resu lt shows that there is a negative correlation between age and attitude of 

peop le, though very weak (r=-O.I 06). The fi gure indicates that as the age of participants' 

increases, their attitude to their health is like ly to decline. In addition, the attitude to health has 

also a positive association with the income of participants though weak (r=0.1) which is to mean 

as the monthly income of participants increase, their attitude towards their health too. The 

attitude of participants towards health varies across the diffei'ent levels of education which is 

simi lar to the model used as a conceptual framework. From this we can und erstand that 

education cou ld enab le people to furni sh due vale to their health. 

Healthcare Seeking behavior and Socioeconomic Characteristic 

Age, sex, marital status, education, occupation, etc were explained as factors that shape 

the health seeking behavior of people (Pi llay, 1993). Similarly, Diop, Seshamani, & Mulenga 

(1998) revealed that socioeconomic characteristics of the household could affect the use of the 

modern health sector. Sick individuals who are members of househo lds headed by a male have a 

higher probability of entering the modern health sector (p. 14). Inconsistent to this, th is study has 

found females are more interested to visit immediate health care than males. 

The study also found out that there was no marked difference in seeking immediate 

healthcare across the different educational categories which is inconsistent with what was found 

by Diop, Seshamani, & Mulenga (1998). Their empirical ev idence indicate that while s ick 

persons from households headed by ind iv idua ls with no schooling or with a primary level of 

education have a comparable likel ihood of entering the modern health sector, those from 

households headed by individuals with secondary level of education or higher have a 

significantl y higher probability of entering the modern health sector (p.14). On the other hand, 

there was a study which illuminated maternal education has no any association w ith seeking 
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immed iate healthcare for child illness (Sreeramareddy, Shankar, Sreekumaran, Subba, Joshi, & 

Ramachandran, 2006). 

A study conducted by Waweru, Kaabiru, Mbithi , and Some (2003) disclosed with 

advancing age, the proportion of those seeking health care reduced. Likewise, Diop, Seshamani, 

& Mulenga (1998), age operates as a variable affecting the likelihood of entering the modern 

health sector for curative care. Children and youngster do have more likelihood of seeking 

entering the modern hea lth sector than people who are above the age of 65 years old. But in this 

research, heal thcare seeking behavior has no a di fference across the age of the research 

participants, though the study incorporates people from the age of 19 to 83. In addition, a study 

conducted in urban Delh i indicated that a higher household size has a negative relationship with 

probability of falling sick and lower probability of seeking healthcare (Gupta & Dasgupta, nd). 

Meaning, peop le having more household in urban Delhi were more vulnerable to ill health and 

their motivation to take an aversive health action was insignificant. But, unlike the case in urban 

Delhi, this study, the quantitative of course, depicted the existence of insignificance difference in 

the health care seeking behavior of the PoP having different household size. Hence, from this we 

can understand that the size ofthe household has no associati on with the likel ihood of the PoP to 

seek prompt healthcare. But as the qualitative evidence informs household size has a detrimental 

relation with household healthcare seeking behavior, in some instances. 

In relation to reli giosity and hea lthcare seeking behav ior, it is assumed that the more the 

religious, the more to seek spi ritual healthcare and delay to seek immediate modern health care 

system. Consistently, the stud y verified the existence of a stati stically marked difference in 

hea lthcare seek ing behavior [professional allopathic] across the level of rel igiosity was observed 

among the participants of the study. Client-provider interaction is recognized as playing a 
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major role in health seeking behavior. An essential factor in determining whether a person 

seeking health care, complies with treatment and maintains a relationship with the health 

facility and/or provider is c lient satisfaction (Olenja, 2003) by wh ich the sound client provider 

interaction, the better treatment process and seeking healthcare. But the finding of this study' 

completely contradicts with Olenja (2003) . Both the qualitative and the quantitative data 

disclosed that the interact ion that they have with the service providers has nothing to do with 

their care seeking behavior. For example, from the qualitative data, it is possible to understand 

that providers sometimes disempowered them and even prohibit them from getting medicine and 

as a result they [the PoP] nag with them. Though they noticed that they are mistreating them 

against their right, they will never hes itate to visit healthcare by another time. 

Health expend iture and budget is one of the indicators of HSB. A study from urban Delhi 

verified that there is no much difference in hea lth care expend iture among low, middle, and high­

income households contributed almost equally to total health expend iture (Gupta & Dasgupta, 

nd). But in this study, most of the health expenditure of the PoP is covered by the government 

except when the PoP are requested to buy medicine out of their pocket, rare though. Moreover, 

all of the PoP in the study didn ' t budget healthcare costs in either their monthly or yearly 

expenditure. 

Fee waiver and HeaIthcare Seeking Behaviour 

There are two arguments concerning the relationship between the existence of free health 

care and HSB. While some put it as it enhances once HSB, the other argued the reverse. Direct 

and indirect treatment costs are among the most commonly mentioned obstacles to adequate 

HSB of the poor (Worrall , et aI., 2003). On the other hand, even ifdirect costs are affordable, or 

ifmedical services are free, indirect costs (for transport, special food, and ' under-the-counter 



HEALTH SEEKING BEHAVIOR AMONG URBAN POOR 76 

' fees) can limit access to treatment or lead patients to interrupt therapies (Muela, Ribera & 

Nyamongo,2003). In addition, Foster and Anderson (1980) noted that underutilization of 

modern health services is rarel y due to the influence of local beliefs rather depends on the 

cost of the service especially for the poor. It is generally asslllned that interventions for the poor 

will enhance their material and social capacities to prevent ill health, and to seek appropriate and 

timely care (Ahmed, Adams, Chowdhury & Bhuiya, nd). Anderson's model wh ich guides thi s 

study also put income and policy related issues as an enabling factors. 

On the other way, Diop, Seshamani, & Mulenga (1998) noted that fees in the modern 

health sector and household income have a low effect on the probability of entering the sector. It 

is distance from the healthcare facility that determines most. Therefore, fee service or insurance 

might not be able to guarantee true access to needed care for people unless the comprehensive 

health care provider networks are designed to cover more types of services, be more convenient 

and have more access ible health care providers. 

In the case of th is study, the evidences portray the same with the ex isting literatures. 

There were PoP who felt the introduction of the scheme has a positive association with their 

health and HSB. The scheme has played a significant progress in their health because the PoP 

have got treatment for free and recovered from their illness which is consistent with (Ah med, 

Adams, Chowdhury & Bhuiya , nd & Diop, Seshamani & Mulenga, 1998). In this regard, 91.1 % 

of the quantitative participants revealed the improvement of their HSB since their inclusion. This 

is also consistent enough with Anderson's model which underscores medical aid as one of the 

enabling factors that is explained in the conceptual framework of the study (Pillay, 1993). In 

contrary, there were also PoP who claimed that the fee wa iver scheme has insign ificant influence 

on their health and HSB which is in harmony with (Diop, Seshamani & Mulenga (1998). 
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From the findings, we can also be aware of that though the PoP alleged an immense 

positive contribution of the scheme on their HSB, practicall y; their prompt healthcare utilization 

is very low. It is only 55 from 168 PoP that seek immediate healthcare when they get ill. Hence, 

relatively speaking, the HSB of the PoP had shown progress as of the implementation of the 

scheme. But, given the existence offree healthcare, the prompt modern healthcare seeking 

behavior is minimal. 

The PoP used to take various measures to as to avert their health concerns. But of all their 

actions, the PoP dominantly used to transfer other expenses to cover hea lthcare cost and spiritual 

healing as a major one. Manipulating their social network, seeking treatment from traditional 

healers and taking medicine from pharmacy were also used as a so lution. Above all, significant 

portion of the participants revealed that they were forced to ignore the symptoms (16.2%), as last 

options which used to threaten their health immensely. Here, poss ibly to say, the scheme is 

playing a significant role on the health and HSB of the poor and is the right policy response to 

the health needs of the poor section ofthe society. This could be explained in terms of the 

findings that were obtained from the comparison of some health behaviors before and after the 

inclusion of the PoP. As the Wilcoxon test of comparison revealed, there was a stati stica lly 

significant difference [meaning progress] in terms of visiting healthcare promptly, waiting to 

seek treatment till illness gets severe, seeking treatment based on the type of illness, and seeking 

treatment at modern health care than at home or traditional healthcare. 
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Conclusion and Implications of the Study 

This part of the thesis has two basic sub-sections. The first sub section is concerned with 

the conclusion and the second is all about the implicati ons ofthe study to various entities. Both 

were articulated based on the evidences obtained from the study. 

Conclusion 

After looking the findings of the study scrutiny, the subsequent concluding remarks were 

made. 

The PoP in the study area used diverse healthcare options including modern healthcare 

that they can use for free. From the qualitative and quantitative evidence it is possible to paint the 

health care seeking options of the study participants. As it is clearly presented in the result and 

discussion section, the PoP are indifferent in utilizing professional allopathic immediately 

especially for mild illnesses rather they were keen to use self-care or ignore the symptom. It is 

when the illness episode gets severe that they sought the help of professional allopathic. The PoP 

in the study area, therefore, are not interested to opt for trained allopathic immediately to respond 

to their sickness rather they seek for other options or ignoring the symptoms and it is at the last 

stage that the PoP seek help from trained allopathic. Moreover, using over-the-counter drugs is 

not as such used among the PoP in study area. 

As the findings of the study disclosed, participants don ' t seek prompt healthcare. An 

illness episode wh ich can bring an immense effect on their health is usually understood as silly 

and not concerned much. The PoP are more likely interested to maintain their usual activities 

though they are sick. The PoP in the study area perceived illness as sever and should be treated 

by the professional allopathic when the person is bed ridden, couldn't work and move or the 

illness disallow from doing day to day activities. Therefore, to seek healthcare when illness gets 
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severe seems a normative action among the study participants. From thi s, we can say that the 

perception that the PoP had towards the severity of illness had negatively influenced the quick 

healthcare utilization ofthe PoP among the study area. 

It has been env isaged that peoples ' att itude towards their health wou ld have a strong 

association to seek immediate healthcare. It was confirmed that as the PoP have a positive 

attitude towards their health, they wou ld start to give due value to their health issues, more likely 

to consu lt doctors, interested to worry to their health and ultimately keen to visit immediate 

healthcare. Thus, from this it is possible deduce that attitude towards health plays a prominent 

role to seek prompt healthcare among the PoP. 

Vividly, intervention has a power to bring progress in human behavior. The 

commencement or the fee waiver scheme has brought progress in some of the health decisions of 

the PoP. There is progress in healthcare seeking behav ior, providing due value to one's health, 

change in health care alternative etc. Though there is improvement in the health care seeking 

behavior of the PoP, given the existence of free hea lthcare service, prompt modern healthcare is 

sti ll minimal among the PoP. 

Socio demographic factors are believed to have an effect on prompt healthcare seeking 

behavior (Diop, Seshamani, & Mulenga, 1998; Pillay, 1993). Socio demographic characteristic 

like education, marita l status, age, household size, religious affiliation and place of origin has no 

any association with prompt healthcare utilization among the PoP in the study area. Though the 

extent varies, religiosity, sex and income of the PoP has a relationship with seeking immediate 

healthcare among the PoP. 

The Ministry of Health has outli ned parameters that could enable to identifY the PoP both 

in the urban and rural setting which cou ld be interpreted in to contexts. Accordingly, Gullele Sub 
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city has drawn the criteria in to its situation and has been benefitting the PoP through fee waiver 

scheme. But, the process of identifying the beneficiaries in the study area has a problem and the 

criteria set by the MoH to identify the PoP have not been interpreted duly. 

Implications of the Study 

This part of the thesis is concerned with the implication behind the findings of the study 

from various perspectives. [n particular, it illuminates the undertone of the study find ings in three 

major areas. These are: what are the implications of the study to Social Work education and 

practice in Ethiopia, as an infant profession in the country? What are the implications for policy 

and practice in the area? And what it implies for further research? These issues are incorporated 

in detail subsequently. 

Implication for policy and practice. Ethiop ia has gone through with healthcare 

financing since the recent past so as to best serve citizens. There are schemes wh ich are known to 

be exempted healthcare and fee waiver system, while the first benefits all irrespective of their 

economic status, the second targeted the poor section of the society. Dominantly, the cost is 

covered by donor agencies and partly by the government which raises the question of 

sustainabilityand financial burden. Moreover, the scheme is also creating a dependency 

syndrome on the psyche of the PoP. Whenever the PoP ordered to use out-of-pocket, they 

hesitate. Therefore, there has to be a policy response that could create self-reliance, for example, 

a special health insurance system that could best embrace the poorest thereby moving away from 

free health care care service eventually. 

Countries use various healthcare safety nets for the lower socioeconomic section of their 

citizens. But from experience and empirical researches (Ahmed, et ai, nd & Diop, Seshamani, 

and Mulenga, 1998), it is possib le to learn that the existence of such healthcare insurances and 
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other schemes never be a guarantee to be used by the poor. Rather, there are other structural, 

socio-cultural and psychological states of affairs that condition benefiting out of the scheme. The 

same is true in this particular study. The people who are named to be eligible for the scheme are 

not using the system effectively. Thus, for the effective implementation of the policy, a lot has to 

be done at the grass root level especially on the perception ar.d attitude of the PoP to health and 

healthcare. 

Education is believed to have a paramount role to bring a progressive behavioral change 

especiall y formal education has an assoc iation with the attitude of one's health and is an input to 

bring progress on one's health status. Educating the PoP about the causes of diseases, 

'\ 
mechanisms of preventing illness, health extension, etc would advance their attitude to their 

health in a positive direction thereby the likelihood of doing a prompt action on their health 

problems will be improved. Formal education is, however, a long-term investment, as an 

alternative and in the short term, therefore, a special health literacy program that targets the PoP 

has to be applied ifan authentic change in the health status of the PoP is needed. 

Poverty and health problems are interrelated; one breads the other. Though the health 

needs are properly addressed through the fee waiver system, the other dimension of their life, 

living in poverty trap, had not been attempted to curtail which in turn puts them in to health 

problems. If the intention is to bring a remarkable progress in the health and HSB of the PoP, it 

would be better if holi stic intervention made in these vulnerable sections of the society in an 

integrated manner. In addition, it was found the existence of problems in properly identifying 

fee waiver beneficiaries. The PoP are not identified in accord with the parameters of the MoH. 

Therefore, here, it needs to rethink the organization and management of the servi ce system. MoH 
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should help and monitor the process of the identifying the PoP at the grass root for the better off 

implementation of the Policy. 

Implication for social work education and practice. It is apparent that addressing the 

bio-psycho social and spiritual needs of clients is important for the progress of clients. It was 

observed the absence of Social ' Worker at the health centers and community which could best 

help clients holistically. They [the PoP] are treated one dimension of their health and other parts 

are not given due emphasis. Thus, Social Work, a profess ion which claims standing in favor of 

the vulnerable, the PoP in this case, has to produce more Social Workers which could boost the 

rejuvenation process of the poor, even at diploma and certificate level that could be hired as a 

social worker in each health center and community. The schools of Social Work education in 

Eth iopia, mainly the school in Addis Ababa University, need to uphold the issue to be designed 

as a policy and show the way of its implementation. Moreover, the biomedical model has 

dominated the process in the health setting. Therefore, Social Wok practice in the health setting 

has to challenge the biomedical model and need to advocate for the contemporary model in the 

area-biopsychosocial and spiritual model. 

Implications for resea rch. This study invites a number of issues as a research question. 

As it is reviewed by the researcher, there were scant local researches which highlight the patterns 

and predominant factors shaping the HSB of the urban poor in Ethiopia. Therefore, the study 

ca ll s for further researches to focus in these areas to fill the knowledge gap thereby can generate 

or reveal indigenous knowledge which could best inform the practice in the area. In addition, as 

the fee waiver scheme is being implemented in the rural and urban settings, it would be better if 

researches conducted to reveal out a comparative analysis on the HSB ofthe urban PoP and its 
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counterpart since the socio-cultural conditions ofthe two settings, urban and rural, are quite 

different. 

To the best of the researcher of this study, an attempt was made to review the studies that 

are already conducted about the implementation of the fee waiver system in Ethiopia. But it was 

found that there are no researches in this regard. Therefore, this study invites future researches to 

give attention regarding the effectiveness, challenges and prospects of the scheme for the well­

off implementation of the scheme. In addition, this study was conducted in urban setting, Addis 

Ababa, even in one sub city. This informs a country wide research to be done on the issue 

especially the rural setting, rural PoP, since the majority ofthe Ethiopian population lives in the 

rural part of Ethiopia. Moreover, for evidence based practice, the reason behind the gender 

inequality in seeking prompt healthcare utilization needs future research . 

It is lucid that residing in a poverty trap cou ld potentially contribute to different type of 

health problems, especially to communicable disease. Therefore, it is im portant if evidences are 

revealed concerning the predominant diseases that mostly affect the PoP and the healthcare 

seeking behavior of the PoP to specific types of illness has to be verified. In addition, still 

traditional healing is significantly being used by the PoP as a solut ion for their health problem 

and needs future research regarding their effectiveness of course. 

It is generall y assumed that policy interventions, as fee waiver schemes, on the poor 

will enhance their material and social capacities to prevent ill health, and to seek appropriate and 

timely care. The study confirmed that the prompt modern healthcare seeking behavior of the PoP 

is low even though availability and afferdability of health care are not a question since the PoP 

are eligible free healthcare. Thus, researches have to be done to justify this irony. 
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Appendix I: SPSS Output Tables 

Table 1: Socioeconomic and Demographic Characteristics of Survey Participants 

Socia-demographic Frequ Percent Socia-demographic Frequency percent 
characteristics ency characteristics 

Sex Male 75 44.6 Origin Rural 129 76.8 
Female 93 55.4 Urban 39 23.2 
< 25 2 1.2 <3 31 18.45 

Age 26-40 47 27.97 Househo 4-6 89 52.97 
41-55 54 32.14 Id size 7-9 42 25 

56-70 59 35.1 > 10 6 3.6 
71-85 6 3.6 Total 168 100 
Illiterate 60 35.7 Olihodox 125 74.4 

Level of Read and 56 33 .3 Muslim 37 22.0 
Education write Religion 

Primary 46 27.4 Protestant 5 3.0 

High 6 3.6 Catholic I 0.6 
school Tota l 168 100 

Mother 81 48.2 Amhara 59 35. 1 

Head of Father 66 39.3 Ethnicity Oromo 46 27.4 
the Grand 4 2.4 Tigre 27 16.1 

household parent 

Child 11 6.5 Gamo 27 16. 1 

Brother 5 3 Gurage 5 3.0 

Aunt 1 0.6 Welayita I 0.6 

Siltie 3 1.8 

Average 100-300 48 28.6 Petty trade 26 15.5 

Monthly 301 -500 81 48.2 Major Dai ly Labor 44 26.2 

Income 501 -700 35 20.8 Source Pension 31 18.5 

70 1-900 3 1.8 of Employed 27 16.1 

>900 0.6 Income ~enting 2 1.2 

Never 11 6.5 property 

married 

Marita l Married 63 37.5 Farming I 0.6 

Status Widowed 54 32. 1 Waiving 20 11.9 

Divorced 35 20.8 Relative 14 8.3 

support 

Separated 5 3.0 Begging 2 1.2 

Total 168 100 Other 0.6 
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Table 2. Socioeconomic and Demographic details of the Qualitative participants' 

Participa Sex Age Educational ' Sources of Religio Ethnici Househ 
nts Background income n ty old size 
KJ-l Female 30 Nurse UHEW NA** NA** NA** 
KJ-2 Female 27 Nurse UHEW NA** NA** NA** 
KJ-3 Female 27 Nurse UHEW NA** NA** NA** 
KJ-4 Male 45 Health officer Official NA* NA* * NA** 
KJ-5 Female 34 Health officer Official NA* NA** NA** 

KJ-6 Female 29 12 completed Card NA* NA** NA** 
Section 

IDI-l Male 78 llliterate Farmer OC Amhara 3 

IDI-2 Female 56 Read & write Petty trade OC Amhara 4 
IDI-3 Male 42 Read & write Daily OC Oromo 6 

laborer 
IDI-4 Female 30 Illiterate Housewife OC Amhara 5 
IDI-5 Female 27 Illiterate Petty trade OC Amhara 3 
IDI-6 Female 38 Read & write Petty trade OC Gurage 4 
IDI-7 Male 50 Illiterate Waiver OC Gamo 2 
IDI-8 Female 29 Illiterate Dai ly . OC Gamo 3 

laborer 
[Note . • * NA=Not Applicable: Col lecting some basic information from key participants was 
exempted. 101= In-depth Interview, KI=Key Informant, OC=Orthodox Christian, UHEW= 

Urban Health Extension Worker] 

Table 3. Health care Alternatives of the PoP 

Healthcare alternatives: Multiple Responses Percent 

Response N Percent of Cases 

Se lf-medication 75 21.2% 44.6% 

Spiritual healing 84 23.7% 50.0% 

Tradit ional Healer 24 6.8% 14.3% 

Pharmacy 3 0.8% 1.8% 

Professional Allopathic 168 47.5% 100.0% 

Total 354 100.0% 2 10.7% 
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Table 4. Decision Power for Hcalthcare Options by Respondcnts 
Who decides? 

Mother 
Father 
All do have equal power 
The household member who gets ill 

Brother/sister/child 
Aunt 

Total 

Frequency 

73 
53 
27 

4 

9 
2 

168 

Table 5: the Definition of Health by the PoP (MR) 

Definition of Health by the 
PoP N 

Absence of disease 104 
Able to work/move 123 
Remaining clean 8 
Few children 9 
children play 4 
Look good 6 
Mind remain fresh 50 
Able to eat what one have 29 

peacefu l life 

Total 334 

Table 6: Perceived Causes of Illness by the PoP (MR) 

Percent 

43.5 
31.5 
16.1 

2.4 
5.4 
1.2 

100.0 

Responses 
Percent 

3 1.1 % 

36.8% 
2.4% 

2.7% 
1.2% 
1.8% 

15 .0% 

8.7% 

0.3% 

100.0% 

Percent of 

Cases 

61.9% 
73.2% 

4.8% 
5.4% 
2.4% 
3.6% 

29.8% 

17.3% 
0.6% 

198.8% 

Perceived Causes Of Illness Responses Percent of 
(MR) N % Cases 

Biogenic 147 66.2% 88.0% 
CuI tural/rel igious 8 3.6% 4.8% 
Socioeconom ic 63 28.4% 37.7% 
I don ' t know 4 1.8% 2.4% 

Total 222 100% 132.9% 
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Table 7: Types of Health Problem and Perceived Cue/Prompt for Seeking Medical Help 

Illness Types Perceived cue/prompt for treatment Total 

Chronic 

Acute 

For all 
Types 

Phys ical 
signs 

4 

73 

77 

advice by 
another 
person 

0 

8 

Inab ility to cope Routine Other 

with normal health 
responsibilities check 

0 0 o 

0 o 

Table 8. Time to Seek Treatment and First L ine of Action during Illness Episode 

4 

84 

80 

Perceived Time to Frequency Percent Perceived first line of Frequ Perce 
Seek Treatment action during ency nt 

Within 24 hours 53 31.5 Seek immediate help 128 76.2 

from medical 

professionals 
After 24 hours 0.6 Wait and see if 2 1.2 

condition improves 
When it get sever 43 25.6 Pray and expect a 2 1.2 

miracle 

Depends on the 70 41.7 Wait till it gets sever 35 20.8 

type of illness 

Other .6 Other .6 

Total 168 100.0 Total 168 100 

Table 9. Perceived Client-providers interaction and Perceived benefit of health care 

Responses Do you think that the healthcare Do you think that seeking 

providers are friend ly and empathetic? treatment in healthcare 
institutions is im[>ortant? 

Frequency Percent Frequency Percent 

Yes 153 91.1 167 99.4 
'No 15 8.9 .6 

Tota l 168 100.0 168 100.0 
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Table 10: Perception of Severity of Illness by the PoP (MR) 

Perception of the severity of illness Responses Percent of 
N Percent Cases 

When illness prevents from routine activities 65 22.2% 38.9% 
When failed to walk 91 31.1% 54.5% 
When the person fail to handle activities 9 3.1% 5.4% 
independently and seek the help of others 
When the person is bed-ridden 117 39.9% 70. 1% 
When I thought that the illness can cause 9 3. 1% 5.4% 
disability or other sever problems 
Failed to eat 2 0.7% 1.2% 

Total 293 100.0% 175.4% 

Table 11. Chi-sq uare Test of Association between Religious Affiliation and Prompt 
Healthcare Seeking Behavior 

Chi-Square Tests Value D Sig. Symmetric Measures Value Sig. 
f 

Pearson Chi-Square 12.07 3 .007 Phi .268 .007 
Likelihood Ratio 13.88 3 .003 Nom inal 

by Nominal 
Linear-by-Linear .690 .406 
Association Valid cases 
Valid Cases ]68 168 

Table 12: Chi-Square Tests of Perceiving the Severity of Illness Bed Ridden And 
Prompt Healthcare 

Value 

Pearson Chi-Square 26.159 
Continuity 24.362 

Correction 
Likelihood Ratio 25.407 
Fisher's Exact Test 

Linear-by-Linear 26.003 

N of Valid Cases 
~ 

168 

Df Asymp. Sig. (2-
sided) 

.000 

.000 

.000 

.000 

Exact Sig. 
(2-sided) 

.000 

Exact 
Sig. I 

.000 
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Table 13. Descriptive Statistics of Religiously of the PoP (Wheu Recoded) 

Religiosity of Frequeucy Percent Valid Cumulative 
respondents Percent Percent 

Very Weak 3 1.8 1.8 1.8 

Weak 26 15 .5 15.5 17.3 

Religiolls 116 69.0 69.0 86.3 
Very Religious 23 13.7 13.7 100.0 

Total 168 100.0 100.0 
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Appendix II: Questionnaire 

PART I. Socioeconomic Detai ls (Please indicate your answers in the space/box provided in the 
each of the questions .) 

I. Sex 1= Male 2= Female D 2. Age 

3. Marital status 4. Religious affi liation 
I = Never married 

D 
I = Orthodox Christian 

D 2= Married 2= Muslim 
3= Widowed 3= Catho lic 
4= Divorced 4= Protestant 
5= Separated 5= Others (specify ) 

5. Who is the head of the household? 6. House hold size 
1= Mother D 7. Ethnicity 

D 2= Father 1= Am hara 
3=Grand parent 2= Oromo 
4= Chi ld 3= Tigre 
5= Other (specify ) . 4= = other (specify ) 

8. Major sources of income 9. High~st level of education attained 
I = Petty trade I =IIIiterate 
2= Daily Labor 2=Read and write D 3= Pension 

D 3=Elementary 
4=Employed 4=High school 
5=Renting Property (House) 5=College and above 
6=Farming 
7=Waiving 

10. Place of birth/Origin I = rural 2= urban 
8=Relative support 
9= Begging D IO=others (specify ) 

II. Household income per a month (on 
average) 13. If ' yes': Average Household expenditure for 

12. Does your household include health care costs in health and health care annually: 
your monthly/annual expenditures? 

D 1= Yes 2= No 

PART II. Questions Regard ing Treatment options 

14. Do you visit health centers or any other alternative immediately after your first symptom? 
I=Yes 

2=No 
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15. Options sought when you and 1- Selfmedication 
your household get ill 2= Spiritual healing 

D 3= Traditional healer 
4=Drug stores (pharmacies) 

5= Professional allopathic 
6= Ignore the symptom 

7=Other(Specify ) 

16. Have you ever lIsed anything other than that given to you by a medical professional to treat illness? 
I=Yes 2=No 

17. If ' yes' for Q. 18, which type of treatment options you have used? 

I = Self medication 
2= Spiritual healing 

D 3= Traditional healer 

4=Drug stores (pharmacies) 
5= Other(Specify ) 
18. How often do you generally seek health care at a health center or hospital? 
I = twice per a year 

D 2=· Once per year 
3= Once in past 5 years 
4= Never in past 5 years 

5=Never in the future even 

19. Who decides the treatment option sought when one of the member of the household get sick? 

I = The mother 

2= The father D 3= All do have eq ual power in the process 

4= The household member who gets ill 
5= Other (specify) 
20. Do you seek healthcare immediately your sickness? I I 

1= Yes 2= No 

PART III. Health Perceptions Questions 

General perception (please put your answers ill the box provided in each questions) 

21. What does health mean for you? (Multiple responses is possible) 

I = Absence of disease 6= Looks good 
2= Able to work/move D 7= Mind remains fresh 
3= Remaining clean 8= Able to eat what one have 
4= Few children 9= other (specify ) 
5= Children can play 
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22. Perceived causes of iliness(Multiple responses is poss ible) 

I = Biogenic (heredity, infection, environmental po llution) D 
2= Cultural/relig ious 
3= Socioeconomic 
4= other (Specify ) 

23. Perceived cue/prompt before seeking medical help(Multiple responses is possib le) 
I = Physical signs 
2= Advice by another person D 
3= Inabi lity to cope with normal responsibilities 
4= Routine health check 
5= due to mass media campaign 
6= Others _____ _ 

24. For what type of health problem you seek treatment? (Multiple responses is possible) 

1= Chronic D 
2= Acute 
3= For a ll type of illness 
4= I don ' t seek at all 

25. When do you think that a person should seek medical care? 
I = within 24 hours 
2= after 24 hours 
3= When it get sever 
4= It depends on the type of illness 
5= I don ' t seek whenever 
6= Other Specify -----------------

26. Do you think that seeking treatment in healthcare institutions is important? 

I=Yes 

2=No 

27. Do you think that the healthcare providers are friendly and empathetic? 
I=Yes 
2= No 

28. What do you think should be the first line of action when someone gets ill ? 

I = Seek immediate help from medical professional s 

2= Wait and see if condition improves 

3= Pray and expect a miracle 

4= Seek help from traditional healer 

5= Wait ti ll it gets sever 

6= other (specifY ___ ---') 

29. How do you perceive the severity of an illness? 

D 

D 

D 



HEALTH SEEKING BEHAVIOUR AMONG URBAN POOR 

1. When illness prevents from routine activities 
2. When failed to walk 

3. When the person fa il to handle activities independently and seek the help of others 
4. When the person is bed-ridden 

5. When I thought that the ill ness can cause disabi lity or other sever problems 
6. Other specify ______ _ 

Perception Towards Health and Healthcare 

30. Please read each of-the following statements, and then respond to each statement by saying 
either true or false . 

Item True False 

I. ! seem to get sick a little easier than other people since·! am poor 

2. My body seems to resist illness very well 

3. Being healthy is to mean not being sick for a long time 

4. When ['m sick, ! try to just keep going as usual 

5. I think my health will be worse in the future than it is now 

6. ! worry about my health more than other people worry about their health 

7. One should take previously prescribed medicine for an illness which seems 

similar to the previous one 

8. It is better to stop taking medicine even if the regimen prescribed has not 

been completed 

Part IV: Attitude towards healthcare providers, health and healthcare institutions 

Dear respondent! Read each of the following statements that states your attitude towards 

healthcare and healthcare providers and rate your stand by saying strongly agree (5), agree 
(4), neutral (3), disagree (2) and strongly disagree (5). Please encircle the numbers which 

represents your affiliation towards each of the statements. 

31. Attitude towards healthcare providers 

1. Healthcare providers are not always correct 

2 3 4 5 
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Strongly agree Agree Neutral disagree Strongly disagree 

2. The healthcare providers are friendly and empathetic 

5 4 3 2 I 

Strongly agree Agree Neutral . Disagree Strongly di sagree 
3. I feel that doctors simply prescribe medicine than providing a holi stic treatment 

I 2 3 4 5 

Strongly agree Agree Neutral di sagree Strongly di sagree 

4. Healthcare providers are helpful to improve patients health 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly disagree 

5. Healthcare providers are corruptive 

I 2 3 4 5 

Strongly agree Agree Neutral disagree Strongly di sagree 

6. The health care providers don 't not ensure confidentiality and privacy 

I 2 3 4 5 

Strongly agree Agree Neutral di sagree Strongly disagree 

7. The health care providers took more time to examine and li stening my concerns 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly disagree 

For researcher only 

Sum total= 

32. Attitude towards Health 
I. I try to avoid letting illness interfere with my life 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly disagree 
2. Health is the base for other aspects of life 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly disagree 
3. It is only the ill that that should consult hea lthcare providers 

I 2 3 4 5 
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Strongly wee Agree Neutral di sagree Strongly disagree 
4. J don' t like to go to the healthcare institutions 

I 2 3 4 5 

Strongly agree Agree Neutral disagree Strongly disagree 

5. Getting sick sometimes is part of a life 
I 2 3 4 5 

Stronglvagree Agree Neutral di sagree Stronglv di sagree 
6. If! get sick, J seek treatment immediately 

5 4 3 2 1 

Strongly agree Agree Neutral Disagree Strongly disagree 

For researcher on ly 

Sum total~ 

33 Attitude towards Healthcare Institutions 
I. Public health faci lities are as good as the private ones 

5 4 3 2 I 
Stronglvagree Agree Neutral Disagree Stronglv disagree 

2. I would prefer a private than the public one if costs are the same 
1 2 3 4 5 

Stronglvagree Agree Neutral disagree Stronglv disagree 
3. I visit public health fac ilities since the service is for free 

I 2 3 4 5 
Strongly agree Agree Neutral disagree Stronglv disagree 

4. Public health facilities don ' t have the necessary medical eq uipments 
1 2 3 4 5 

Strongly agree Agree Neutral disagree Strongly disagree 

5. Public health facilities are not clean enough 

1 2 3 4 5 
Stronglvagree Agree Neutral disagree Strongly disagree 

6. Public health facilities have long waiting time 

I 2 3 4 5 
Stronglv Agree Agree Neutral disagree Stronglv disagree 

For researcher only 

Sum total~ 

34. The following statements attempt to measure your religiosity. Please indicate to what extent 
you agree or disagree with the following statements by encirc ling the alte rnatives given. 
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I. Although I believe in my religion, many other things are more important in life. 
I 2 3 4 5 

Strongly agree Agree Neutral disagree Strongly disagree 

2. I rarely attend the religious festivity of my religion 
I 2 3 4 5 

Strongly agree Agree Neutra l disagree Strongly di sagree 

3. I always fast as per the expectation of my religion 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly disagree 

4. My beliefs in God give meaning to my li fe's joys and sorrows. 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly di sagree 

5. I rarely read the bible or other religious literatures 
I 2 3 4 5 

Strongly agree Agree Neutral disagree Strongly disagree 

6. I am trying to fulfill my God-given purpose in life 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly di sagree 

7. My whole approach to life is based on my religion. 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly disagree 

8. I fee l that re ligiolls healing is not as effective as any other heal ings 
I 2 3 4 5 

Strongly agree Agree Neutral disagree Strongly di sagree 

9. My religious bel iefs makes me not to have trust on physicians and healthcare system 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly di sagree 

10.1 feel that I am knowledgeable concern ing the dogma of my religion 

5 4 3 2 I 

Strongly agree Agree Neutral Disagree Strongly di sagree 
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PART V. Question regarding the Fee waiver 

35. Answer every question by marking the answer as ind icated . After your inclusion in the fee 
waiver scheme, how would you rate your health, in general, now? 

5= Much better now than my inclusion 

4= Somewhat better now than my inclusion D 3= About the same as before my inclusion 

2= Somewhat worse now than my incl usion 

1 = Much worse now than my inclusion 

36. Do you think that your healthcare seeking behavior has improved favorabl y after your 
inclusion in the scheme of fee waiver? 

1= Yes D 
2=No 

37. If 'yes', in general, what would you say on' yotir healthcare seeking behavior after your 

inclusion in the fee wa iver system? 

5 = Very improved 

4= improved 

3= No change at all 

2= Poor 

1= Very poor 

D 

38. What wou ld you do if you get ill before your inclusion in the fee waiver scheme? 

1 = I will transfer other expenses for med ical treatment 

2= Seek help from my social network 

3= Seek treatment from tradit ional healers since it is less costly 

4= Praying 

5= Taking medicines from pharmacies 

6= Seek help fro m NGOs for medical service 

7= Ignoring the symptoms 

8= other (specify _____ --') 

D 
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39. Dear respondent! Read each of the fo ll owing statements and respond your stand by saying 
either 'Yes' or 'No ' . You can use this x to indicate your response. 

Items Yes (I) No (2) 

I. Physicians don ' t treat as equally as those clients who are paying out-
of-pocket- healthcare 

2. The fee waiver scheme is not adequate enou gh 

3. The fee waiver system has no any implication on our sought for 
modern medical facilities 

4. The hea lthcare providers di sempowered me due to the fact that they 
notice as I am privi leged for fee waiver 

40. The following statements attempt to describe your perception, att itude, towards health, ill 
health and healthcare before and after you r inclusion in the fee waiver system. You arc kindly 

requested to respond by saying yes or no for both, before and after their inclusion (use x to 
indicate your affi liation). 

Items Before your After your 

inclusion in fce inclusion in fee 

waiver waiver 
Yes (I) No (2) Yes (I) No (2) 

I. I go to hea lth fac il ities promptly when I get 

sick 

2. I wait to seek treatment till my illness get 

sever 

3. I seek treatment as per the type of illness 

4. I seek treatment at home or traditional than 

going modern health facilit ies 

5. I don't like to visit health facilities though I 
know that my illness is hurting me 

6. I worry much to my health 
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Appendix III: Interview Guide with POP 

Exploring Participants ' background: 

I. Tell me your biographical information including age, household size, religion , ethnicity, 

education, major source of income, average monthly income 

2. Duration of living in Addis Ababa? 

3. When did you included in the Fee waiver scheme? 

Focus area Specific questions Probes 

What does health mean for you? Acute/chronic? 

For what kinds of health problems do you Communicable/non 

seek health care? communicable? 

p What is the perceived cue/prompt before Why? What? How? 

er seeking medical? Physical signs, advice by 

Percepti ce Is there any relationship between being poor another person, inability to cope 

on and pt and vulnerability to ill health? If yes, how? with normal responsibilities, 

attitude io Would you explain in detail how illnesses Routine health check or mass 

towards n happen? media campaign? 

health How do you define the severity of disease? 

and What are the benefits of visiting health care? 

healthca What do you think should be the first line of 
Why? 

re action when someone gets ill? 

A -What is your attitude towards health? -Ones wariness and taking 

Iti -What is your attitude towards health care precaution, consulting medical 

tu providers? personnel about ones health, 

de -what is your attitude towards the service visiting healthcare 

provision public health facilities? How do institutions??? 

you compare it with the private ones? -Negative/positive? Client-

providers interaction, 

corruption, empathy, Explain in 

detail? 
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-In terms of cost, service, 

equipments and staffs, neatness, 

waiting time, etc? 

Medical - How are di sease treated sociall y in your 

options community? 

sought for 
-What kind of health care option do you seek 

treatment 
when you get ill ? Why? 

-Do you use any kind of complementary 

medicine? If yes, what and why? 

Fee waiver Would you explain the implication that the Probe on before and after their 

system and fee waiver scheme has on your health and inclusion regarding health 

health HSB? attitude?, perception?, and 

seeking 
-What measures you used to take before 

healthcare seeking behavior? 

behavior Seeking care promptl y, using 
your inclusion in the fee wa iver scheme? 

other care options, worrying to 
-How do you explain your interaction with 

one's health, etc? 
healthcare providers in relation to being 

Is the serv ice adequate enough? 
beneficiary in the fee waiver system? 

Why? Any comment that has to 

be improved on the waiver 

scheme? 

Appendix IV. Interview Gnide for Key Informants 

1. Tell me your Position, educational qualification and work experi ence 

2. How do the PoP perceive health and healthcare? How health defined? Perceived severity? 

Perceived cue? 

3. How are disease treated socially in the ultra poor community? 

4. What are the treatment alternatives that the ultra poor use dominantly? Why? 
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5. How do you explain the attitude of the ultra poor towards their hea lth and healthcare? Why? 

6. What is your view regarding the healthcare seeking behavior of the ultra poor? Why? 

7. How do you explain the impact of the fee wa iver scheme on the health and HSB of the PoP? 

8. How do you see the health and HSB of the PoP before and after the fee waiver system? 

9. What are the challenges with the implementation of the scheme on the poor community? 

Appendix V: Informed Consent for Survey Participants 

I am Addisu Tegegn, post graduate student from Addis Ababa University, School of 

Social Work. I am doing my thesis on the health seeking behavior of the ' Poorest of th e Poor' 

(PoP) in Gullele Sub City of Addis Ababa. The objective ofthe study is to understand the health 

seeking behavior of the PoP in Gullele Sub City. More specifically, it targets on determining and 

describing the attitude and perception ofthe PoP toward s health and healthcare, identifying the 

choices of hea lth care, their utilization, and the meaning that the fee wa iver system has on the 

health and healthcare seeking behav ior of the poorest sections of the Sub City's populace. The 

fi nding of the stud y will contribute much for policy makers, practit ioners and future researchers. 

Therefore, your participation has a due place for the success of the study. 

You, as a resident in Wereda 03 or 06 of Guile Ie Sub City, are selected randomly as a 

participant. Your name will not be disclosed in any kind of documentation and the information 

you give is anonymous. It would be kept in secret and be used onl y for the consumption of 

academic purpose. There is no expected risk of participating in study beyond los ing up to 20 

min utes of your time and you have the right to quite at any stages of the process if you fee l risky. 

If you have any questi on in the progress, feel free to ask and you have al so the right not to 

respond for the question you feel d iscom fort. 
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Genera lly. understanding the objecti ves of the study. hopefull y you are quite positive 

to work for and collaborate for the success of the study. Putting your signature is not as such a 

mandatory since you can also assure your informed consent orally. 

Date. ________ --'- Signature of the Participant. ________ _ 

Appendix VI: Am haric Version of the informed Consent for Survey 
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.I'.·u vu·nt.·h'!·n h<j:t\·f VmS'> mS /'1.:1"111··'/- <j:~HI a~lD'" )ar:: 

.eu TC;~' .I'.·lff ilt\mC;'far: mS /'1.:1"1t\·:"; hC; VmC; '~:lia7:" !'~:far, ~,{IDt\l]h''/-: M·~<'\o·n I,C; VmS I,h.:l 

II.J' .?T"'I·'far ra'l.lDil.!'n 'far, {ID<j:·'/-'tl"f nT.:I'i't 1I{ID.P,OIl .e'l"h6-.:I: : htLVV" r"'l.17ar {IDt.'Jf ntlc1- t\"'I.II';' 

/'I]<\~.: -r{ID6-"'I6l"fC; 1'11.1\. 'i'6-Il"'f h 1.1'. "I·no:" t\.m-nn .e:r~.:I:: ilt\1f)V" VCOl" V"~ 7i t\'I'C;.p ilh.,:r"'l)·'/­

h'f;1'1 M"'l.m<PV" hlLV n;l,f r·~Ht.H~,:"I TJ"/ll"f h I··c{IDM·.:I'~ hm.e,Pt\rr :: 

V"<\nl" <j:~V" "'I.ilT6-'eH V-rmn<P II.lfl rTC;.p 6Tt.·'/- lI.'i'c·nV" "'IIH <j:~V" /'.e711 )('V":: nTC;·~ nav<,\.~6.l" 

/'I·"'EV" 7"0,.} r"~.e'i't. ar II.lfl n·hXl."'I6V" n"'ll<;'ar~ 1.H. 1'<'\''/-G:l''1 V"'I*t.1'C; TN ra'I<pt.·n ao·n·)' 

M?"'/-:: nTC;'" t\{ID<'\1'<j: <j:'p.~<;' ilt\1f)' /,J'oonnh· h;l'f .. C{IDl":'" V"'IM{lDT~ If) !'1I"'IMo"T an·n·)­

Ml"')': : 

'i'I-------------------------------------- .. Ca?--------------------------------
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Appendix VII: Informed Consent for Interview Participants 

I am Addisu Tegegn, post graduate student from Addis Ababa University, School of 

Social Work. I am doing my thesis on the health seeking behav ior of the 'Poorest of th e Poor' 

(PoP) in Gullele Sub City of Addis Ababa. The objective of the study is to understand the health 

seeking behavior of the PoP in Gullele Sub City. More spec ifically, it targets on determining and 

describing the atti tude and perception of the PoP towards hea lth and healthcare, identifying the 

choices of health care, their utilization, and the meaning that the fee waiver system has on the 

health and healthcare seeking behav ior of the P90rest sections of the Sub City's populace. The 

finding of the study will contribute much for policy makers, practitioners and future researchers. 

Therefore, your participation has a due place for the success ofthe study. 

You are selected as a participant to share your understand ing about the issue 

understudy. Your name wi ll not be discloscd in any kind of documentation amI the information 

yo u give is anonymous. It would be kept in secret and be used only for the consumption of 

academic purpose. There is no expected risk of participating in study beyond losing up to 50 

minutes of your time and you have the right to quite at any stages ofthe process if you feel risky. 

If you have any question in the progress, feel free to ask and you have al so the right not to ' 

respond fo r the question you feel discomfort. 

Generally, understanding the objectives of the study, hopefull y you are quite positive 

to work for and coll aborate for the success of the study. Based on you consent; I am interested to 

tape record. Putting your signature is not as such a mandatory since you can also assure your 

informed consent orall y. 

Date _________ _ Signature of the Participant _________ _ 
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Appendix VIII. The Amharic Version of the Informed Consent for the Interview 

},~ },-"dl' 1"71 CV,."r.1I hfVl niicll-t (l7iClOlCh ~·f(l.r '"IM'cll 1""'lt (II)'") foooot.<£Y xu-to' f.t:-U .t:-'1 rT'lIl' 

fV·Ot.-/"Ml h .. llo:r fmS },7C1"111°')' fout..I1"1 'lVt·'fOl· \1"') },'.I:'"I.ooM Mm)v· },7'i't'lU-:: f'l'<;".p '1'<;" M'"I\I" 

.t:-U fV{lt.·hHl h"llo:f fmS<;" mS ~\7C1"111°'} .. ~H' a'IOl;P jar :: .eV 1'<;"1' .~.V':r. MmS'FOl'l mS 

},7C1"1l1o -}1 },<;" fmS '/-'.1ia~_} y~.y.ar, }'OOII~h -}l },M<,\i'I'O ) . .., rms },htI ILY;J'l''"I'Far r'"l.OlIlf... 'Far, 

oo .. 1-'t:9':f O'l'Cl1'-} t'loo." i'III .e'l"h6oA:: 

hlW\I" f'"l.71ar oot.~ OHci· t'I'"I.M. },~~-}l -/-oo6o'"It9':r<;" 1'11.11. 1'6ot?:f }".~ "I·oo-} ILm;P\l" .e:f~CI:: 

MV')\I" fCi'l9' \I"~'(j i'I'l'<;".p 1Ih..f'"l)-} },'f:7-' Ma'Lm'p\l" hlW 0;J·:r f-/-Ht.II~·r, 'l'YlIlP:f }, ,.<\.ooCl(}'CI 1 
},m.e:Pt\.v·:: \I"~7i1P "X.\I" a'Li'I'l'6o'f)'P HmM ILV', f'l'<;"-p t1·t.r II. 1'C{l\l" "'m·Y· .. )1.\1" h.e7t'1l'>\I":: 

O'l'<;".p OOO<,\1"t..1P },').o,'I:\I" 7-,0,7. f'"l.e<;, t.ar ILtrl nTm'"lt\l" 0'"l,'i'ar9° 1.IL 1"<'\-}f!:P', f'"l'.1it. 'l'<;" 'l' Y'k 

f'"l;Pt.·O OO'Or M9'-}:: 1I\1"I'Inilnar 00t.~ 'l'6or<;" ;r},a?~)_} IL'lCl ":J>'I'_~IP hV') au;Pt.)I .t:-\I"l'> oam1'?" 

f\l"t..CI"I ILtrl 'l'<;".p h1"7'l· .. .I: OM f"'L.l:ooi'lll .eV'<;"CI :::J>lIoom.e:J>'I:' Mh 50 _~<£:J> IL_~cll .e:f~CI : : il'l'<;".p 

r\<1a<'\1"" .. :J>.I:'i' Mlf'l- Mooll7'h· h;r:f ~caulPr, r'"lIl1'oo'l'\I" V') Ylla'III1'OD'l' oD{lr MlPt: : 

1', ... - ... --......................... . ~C"'I····-····-·····---···--
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