



































































































































































































































Out come 3
& Out come of Rural Settings: Assessment of decision of treatment

demand.

The findings in Table 4.10 showed that s employment, age, wealth, education
and marital status were strongly positively significant at P<0.05 to correlate
treatment demand for the probability of sickness, while variables age square,

household sizes and poverty were negatively associated at P<0.05 (Table 4.10)

The finding by regions showed that Tigray, Afar, Amhara, Addis Ababa and
Diredewa showed significantly positive associations at P<0.05, while Somali,
Binshengul, SNNPR and Gambella showed negative corrections at P<0.05 (Table

4.10).

The inhabitants of Tigray, Afar,Amahra and Addis Ababa regions are among
regions more likely to demand medical treatment out side of home compared
with the reference region Oromeyia. But inhabitants of Somali, Binshengul,
SNNPR and Gambella were found to be less likely to demand medical
assistance out side of their home. The resident of Addis Ababa demanded
higher medical treatment compared to patients in the other region. One can

expect that the higher income of the consumer, if the consumer were a resident

of Addis Ababa, the higher demand for medical treatment in the probabilify. of
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The important variable that has fairly better effect (without expected sign) in the
rural setting is household education i.e. The more educated households have
better understanding of the benefits of modern health care service compared to
traditional ones. Similarly it can be seen from the table 4.10, having higher
educational level seemed to raise the probability of demanding out side of
medical assistance in the rural. Regression result indicates that the education
level of secondary and above live in the rural areas prefer to consult physicians

1.6 times as high as the patients at primary and no education categories.

Employment is an important variable that associated with demand for the
health care services. Moreover, the odd ratio confirmed that the chances for
employed household demand physicians at the time of illness estimated to be
more than that of unemployed. In this regard, employed households would
raise the probability of consulting physicians at the time of sickness increased

by a factor of 1.04 times greater than those of unemployed.
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Table 4.10 Decision whether treatment was demanded or not (Rural)

Binomial Logit model: Maximum likelihood Estimates (demanding treatment = 1, [

not demanding treatment = 0}

Variable Coefficient Odds ratio Z Value Level significant
Disd -0.04692 0.9541 -0.560 0.576
Sxd -0.0451 0.95587 -0.096 0.338
Empld 0.04878 1.04999 3.7HI* 0.000
Age head 0.04604 1.064 3.23%** 0.001
Age squr -0.000994 0.999 -4 .87%** 0.000
hhsize -0.04558 1.04663 -7.09*% 0.000
Poord -0.37847 0.68490 -10.47%* 0.000
Richd 0.2477482 1.2811 6.82%** 0.000
EducD 0.485599 1.625 6,16 0.000
Mrsd 0.189434 1.208 3.50%** 0.000
Tigrayd 0.3170 1.373 6.59%** 0.000
Afard 0.1919 1.21 3.34%%* 0.000
Amaharad 0.2016 1.22 4.87%* 0.000
Somalid 1.521 0.218 -15.13%** 0.000
Binshanguad | -0.0902 0.91 -1.61 0.106
SNNRPD -0.1261 0.881 -3.01%** 0.000
Gambellad -0.705 0.49 -9.06%** 0.000
Harrarid 0.0121 1.01 0.17 0.863
Addi Ababad 0.6584 1.931 6.83*** 0.000
Deri-Dawad 0.325 1.38 4.36%** 0.000
Cons 2.38419 - -9.98%** 0.001

LRChi? (20) = 1724.07 Prob > Chi?= 0.0000 Pseudo R2 = 0.6015

Number of obs = 33,117 Log likelihood = -17,973.86

N.B: The estimates are significantly different from zero at 10%*,5%** and 1%
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Out come 4
4 Out come of public and private preferences: Assessment of decision of

treatment demand.

The findings in Table 4.11 showed that s employment, age, wealth, education
and marital status and quality were strongly positive significant at P<0.05 to
correlate treatment demand for the probability of sickness, while variables
distance, household sizes and poverty were negatively associated at P<0.05

(Table 4.11)

The result also shows wealth significantly associated with the demand of the
private health care provider. The households’ preferences seem to shift from
government facilities to those of private ones as their wealth level rises because
the demand of government health care units tends to fall with the increase level
of wealth, while it rises in the case of private facilities. This because of an
individual takes in to account quality parameters in their preferences of private

providers.

Household size is significant determinant of demand of public health
provisions. It is significant at 5% level and negative determinant of private
health care demand. The negative value of this coefficient shows that larger the
household size the lower would be the probability of demanding private health

care. The possible explanation in that increasing the household size will put
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pressure on wealth of the household that spend on the child care consumption
of medical care, food, clothing etc, there by compelling such household to
demand cheaper provision of the health care. The result obtained on the size of
the household member shows that more patient the household member, the

less likely would the private facilities to be demanded for medical treatment.

Employment is an important variable that associated with demand for the
health care services to bring positive impact in the household. Moreover, the
odds ratio confirmed that employed household visiting private medical facilities
for treatment than public. In this regard, employed households would raise the
probability of visiting private facilities at the time of sickness increased by a

factor of 1.04 times greater than those of unemployed.

Educations are significant and positive determinants for the private health care
options. The regression result has shown more on the completion of primary
and secondary education level at 10% significant level the household prefers
private than public option. Completion of primary education by the household’s
head reduces the probability of visiting public facilities. This is the augmented
in the positive and significant impact of completion of primary education on
demand for private health care. Therefore, the probability of seeking medical
care significantly increases when the head of the household complete primary

education.
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Quality one important variable that positive and significantly determinant of
private health care option. The medical seeking behavior of modern health care
is influenced by the availability of health professionals such as (doctors, nurses
and midwives) and provision of key services in the health facilities such as
vaccination, mother and baby services. In concurrent to this table 4.11
suggests the quality variables are found significantly and positively influence
the demand of health care. Thus, health professional’s such as doctors or
nurses are quality factors classified in the categories of positive coefficient and
are considered as center of excellence for the probability of demanding modern
medical preferences. The regression result indicates that increasing the quality
variable estimated to raise the probability visiting private health facilities by a
factor of 2.5. However, private medical preferences of health facilities are
typical characteristics of the urban settings because of their accessibility and

congestion to the urban patients.
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Table 4.11 Demanding medical facilities (private versus public)

Binomial logit model: maximum likelihood Estimates (private=1, public =0}

Variable Coefficient Odds Ratio Z value Significant
level

Age head 0.0798 1.08311 1.78 0.166
Age squr -0.00125 0.9989 -1.67 0.183
Primary urban 0.21414 1.2388 1.82* 0.019
Secondary urban 02177 1.243296 1.79* 0.028
poord -.21777 0.4213 -6.05%** 0.000
Richd 0.6153 1.85032 DIOETIR 0.000
Empld 0.2302 1.2588 2.66%* 0.008
Sxd 0.2457 1.2785 PR et 0.008
Mrsd 0.2483999 1.28197 1.42 0.155
HHSIZE -0.0212 0.978 -2.78%* 0.004
quality 0.7323 2.0799 8.277rk* 0.000
disd -2.551 0.07796 -2.53** 0.018
cons -4.1296 =5, 85%* 0.000

N.B: The estimates are significantly different from zero at 10%*, 5%**, 1%***

Number of obs = 6557, LR chi2 (12) =450

Log likelihood = -1991.40

Prob > chi2

= 0.0000

Pseudo R2 =0.52
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CHAPTER FIVE
5. Conclusions and policy options

5.1. Conclusions

The provision of proper health care service delivery is a major component that
drives to improve health status of the people and economic development of the
country. This study was conducted with the prime objective of identifying the
determinants of demand for health care services in Ethiopia. The collected data
used from Demographic and health survey of Ethiopia 2005, (EDHS, 2005)
tried to examine the factor that determine the medical demanding behavior at
time of illness. The finding from both descriptive and empirical analysis showed
that the household wealth, quality, employment, education and distance were

the significant determinant of demand for medical treatment and utilization.

The study on the households’ responses against demographic, economic and
social factor analyses of the estimated empirical results had drawn the

following major conclusions:

First, the age level of the household in years and sex of the household head
were found to have a positively and significantly associated with demanding the
modern health facilities. The square of the age level of the patient was also

found to have negative association demanding the health care facilities.
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Increase in the age of the patient up to certain level (i.e. according to descriptive
part of discussion less or equals to 34 years) demand for the health care
increases and then starts to decline after words. Thus, based on the age and
age square, it can be concluded that demanding health care services are utilize

more by adult patients than the older patients.

Secondly, in the descriptive part of the study use of antenatal care service 1is
strongly correlated with mother’s level of education and wealth. The analysis
also revealed that women with secondary education are more likely to receive
antenatal care from health professional’s (81%) compared to women with
primary (39%) and no education (22%). The significant of this finding show the
correlation of wealth and receiving antenatal care from health professional and
women in the highest wealth rank which is nearly five times more likely to
receive antenatal care from a health professional compared to women in the

rank of lowest wealth.

Thirdly, In the empirical findings the socio-economic status( SES) expected to
impact in the maximum likelihood estimates of logistic regression Wwere
education of the households (Z=8.9, P=0.000), employment (Z=2.4, P=0.007)
and richness (Z=11.2, P=0.000), which showed statistically strong and positive
associations to influencing health care demand probably in case of sickness

from the providers, while the variables i.e. distance (Z=-1.89, P=0.002),
‘da
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household size (Z=-7.6, P=0.000), and Poor(Z=-11.2, P=0.000) showed

statistically negative associations.

The analyses carried out either positive or negative impacted of Health
demanding factors in the regions. Strongly associated in health demands for
the probability of sickness were Addis Ababa (Z-14.9, P=0.000) Tigray (Z=6.8,
P=0.000), Amhara (Z=5.6, P=0.000), Afar (Z=3.4, P=0.01) and Harar (Z=1.9,
P=0.08) were strongly associated in health demands for the probability of
sickness. While SNNPR (Z=-3.2, P=0.01), Gambella (Z=-7.3, P=0.000) and
Somali (Z=-15.8, P=0.000), regions were negatively associated health care
demand in the probability of sickness. One SES variable i.e. sex and two
regions i.e. Benshangul and Diredawa did not show positive or negative
correlations (sign for significance of coefficient direction of relationship) for
demanding health care services in the probability of sickness from the
providers. The empirical and descriptive part of the discussion call for the

government intervention.

The more the patient is educated, the more likely would have prefer private to
public health care units for medical treatment at time of illness. In this regard,
one would be safe to conclude that compared to none level of education, the
primary and higher level of education plays the significant role in determining

the health seeking behavior of the patient.
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The medical seeking behavior of modern health care is influenced by the
availability of health professionals such as (doctors, nurses and midwives) and
provision of key services in the health facilities such as vaccination, mother and
baby services. It also suggests the quality variables are found significantly and
positively influence the demand of health care. Thus, health professional’s
such as doctors or nurses are quality factors classified in the categories of
positive coefficient and are considered as center of excellence for the probability
of demanding modern medical preferences. The regression result indicates that
increasing the quality variable estimated to raise the probability visiting private
health facilities than public. Therefore, the quality of medical services being
provided and attitude and behavior of medical professional towards the patients
are important factors to attract patients to a particular health care unit. It can
therefore, better conclude that improving basic services such as the quality of
higher medical staff in a community is likely to have a significant effect on the

demand for health care.

The regression analysis also produced expected result by establishing the
household wealth to have significant positive impact on the for private or public
health care provision. Among wealth quantities, we observed in descriptive
analysis patient in the poorest quintiles are sensitive to medical cost and tends
to be significantly deterred by higher medical cost. On the other hand, quality

seems to impact on demanding behavior of the patients in the richest quintiles.
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Fourthly, In contrast, Ethiopia performance in antenatal care including
tetanus toxoid vaccination and delivery care is still not encouraged by the
World Bank 2004 study. Likewise, the use of these innervations is particularly
low in urban areas and almost negligible among the poorest community. Wealth
based differentials are most marked for delivery care: less than 13 percent of
deliveries were attended by health professionals among the poorest compared to
others.

5.2 policy implications

According to empirical and descriptive findings of the study, the following

recommendation can be drawn:

Medical care demand depends on both observed and unobserved characteristics
of the individual seeking medical care behavior. The sex and the age of the
household, size of the households, education, quality and wealth etc were
observed to significantly determine the decision of individuals medical seek
behavior. Except age and household size, the rest of the variables had
significantly and positively influences the decision of the household. Females
should much lower medical demanding behavior than males; this implies that,
as the children and mothers are the most vulnerable to the diseases due to age
and psychological related cases. These could be explained by mothers need care
which have no connection with men like obstetrics care and also mother more

likely accompany children to the health care thus demanding treatment for
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their own care at the same time. Therefore, mechanisms should be designed to
enable them the provision of special health care services to those groups. It
further suggested that women’s employment for cash is an important
determinant of the demand for the health care services from modern health
services, especially improved quality of the private. This may be due to progress
in women’s economic influence within the household through participation in
income generating activity. Therefore, strategies must be developed to increase
women’s productivity per unit of time both in paid work and domestic
production so that women can increase their wealth without spending
additional time. In addition, needs to raise awareness to get adequate

information for the available medical methods like family planning.

The health system in Ethiopia is underdeveloped, and transportation problems
are severe. The majority of the population resides in the rural areas and has
little access to any types of modern health institution. It is also estimated about
75 percent of the population suffers some types of communicable diseases and
malnutrition’s, which is potentially preventable (DHS, 2005). Hence, though
building health close to the community is the mainstream of expanding the
health coverage, even facilities that are nearest to the people is home will have
little value if they lack basic equipment and supplies. It has been described that
in many part of countries faulty planning whereby new facilities are
constructed before determine whether adequate running budget will be

available to operate them. There fore, adequate emphasis must be given to
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health education in many part of the country accompanied with training of
health professionals and operating cost of health facilities at the time of
planning. The stud further suggested that increasing the availability of public
health care facilities must be accompanied by the necessary medical inputs
such as essential drugs; medical equipment and trained health professional
improve the quality of the health care. This is important implication of the

government future plan in the public policy.

The ministry health policy would be aimed at promoting the participation of the
private sector in the provision of health care services should further be
strengthened by introducing various incentive schemes that could enable to
expand private facilities. In addition, the MOH should formulate mechanisms

that ensure the provision of best quality health care services to the users.

To sum up, this finding is based on 2005 DHS Data. The implication of this
finding is, therefore does not accurately estimate the economic situation of the
country. Hence, the dynamisms of recent economic situation demands future
research to estimate health care demand and preferences of quality, the status

of wealth and medical cost.
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ANNEX I: DEFINITIONS OF TERMS

Antenatal coverage: Coverage to the health institution made by a pregnant

women to be sure that she has a safe pregnancy.

Average household size: The mean number of member per household
Child mortality: The probability of dying between exact ages one and the fifth
birth day per 1000 children surviving to the first birth day.

Crude birth rate: The number of birth in the population during a specified
period divided by the number of person year lived by the population during the

same period. It is frequently expressed as a birth per 1000 population.

Crude death rate: the number of death in the population during a specified
period divided by the number of person years lived by a population during the

same period. It is frequently expressed as births per 1000 population.

Household: A single person living alone or a group voluntary living together,
having common household keeping arrangements for supplying basic living
needs, such as principal meals. The group may be consisting of related or

unreiated persons.

Infant mortality: the probability of dying between birth and age one per1000

live birth in given year.

Life expectancy at birth: the average number of years a new born infant can

expect to live under current mortality level.

Maternal mortality rate: A measure of the women risk of dying of the causes

associated with pregnancy
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Morbidity: the extent of illness, injury or disability in a population.

Postnatal visits: visits made by a mother to a HCU or visited by health workers

at home with in the first 45 days after giving birth.

Postnatal health service coverage: the population covered in percentage

based on existing health centers and health station in catchment’s area.

Under five mortality: the probability of dying between birth and age five 1000

live births in a give years.

Under five children: under five years children visited to health institution for
monitoring and of growth and development, screening of risk cases, and for

management of diseases.(Health and health related indicators, 2006)
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