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Foreword

This is the third publication in a series of Working Papers on health-care seeking
in the case of illness in Bangladesh from three studies, conducted from 1993 to the first half
of 1998 by the Health Systems Rescarch Team of ICDDR,B’s Health Econom‘ics
Programme at the Public Health Sciences Division. The first study collected information
from the slum population of Dhaka-City, the second, from its non-slum population, and the
third one from a peri-urban/rural area.

The overall objective of these studies was to get a better understanding of health-
care use and spending by different sub-populations, and to contribute, with the findings, to
the development of more appropriate health policies in Bangladesh and in other countries
with similar health-care provision patterns and socio-economic and/or cultural
characteristics. The specific objectives were (1) to document the components of health-care
decision processes. i.e. perceived illness patterns, the health-care options that the study
populations perceive to be available, and the reasons and constraints operating in health-
care choice making: (2) to determine and investigate variables that contribute to health-care
choice making and utilization; (3) to describe the patterns of direct household expenditure
on health-care: (4) to study indirect expenditure, namely loss of income due to iilness; and
finally. (5) to examine aspects of user satisfaction with health-care received,

A similar rescarch strategy was used for all the three studies, consisting of three
phascs and combining qualitative and quantitative research methods. The first phase was
a cognitive study to generate data on the components of health-care decision-making. It was
followed by a 6-month longitudinal survey, in which data were collected on atl new illness
episodes and existing chronic ones through fortnightly visits. Simultaneously, sclected
socio-economic and demographic variables were followed up on a monthly basis. Each
survey was preceded by a more extensive baseline survey on socio-cultural and economic
variables. Finally. a series of case studics was conducted on specific health-care sceking
experiences reporied during the longitudinal survey.

A number of working papers have been published on several parts of the findings
of each study. This Working Paper presents the illness profile and health-care utilization
patterns of the 905 households in the sample of the slum study. The interested reader may
also consult the following Working Papers on the other aspects of the same slum study:
-Demographic, socio-cultural and economic profile of Slum Residents in Dhaka-City, HEP
Working Paper No.3-98;

-Direct and indirect health-care expenditure by Slum Residents in Dhaka-City, HEP
Working Paper No.5-98;

-Specific health-care seeking experiences of Stum Residents in Dhaka-City, HEP Working
Paper No.6-98;

~Main findings and policy implications of a study on health-care sceking among the Slum
Residents in Dhaka-City, HEP Working Paper No.7-98.

vii
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ILLNESS PROFILE




Introduction

Classifying self-reported complaints

In our study. data on complaints of the respondents and their family members were
colfected, using open-ended questions. Throughout the world, the formulation of complaints
is locally bound with in each placc a wide varicty of expressions. Therefore, translating
these cxpressions into complaints or symptoms requires a correct understanding of the
‘language” used. During the cognitive phase of our study. information was collected about
the expressions used by the slum people in Dhaka-City. A public hcalth physician with
experience in curative care in the slums conducted the “translation” of these expressions into
complaints.

Aftcr this translation, the most specific complaint for each illness episode was
selected as the *dominant symptom’. For instance, if the respondent reported fever and
cough, cough was taken as the dominant symptom. If fever was reported as the only
symptom. it naturally became the dominant symptom,

Finalfy. these dominant symptoms served to construct broad ifness categories. For
instance. reporting of cough and fever combined was categorised as “respiratory ailment’.
of running nose and fever as “cold fever’. and of fever alone as “fever’. However. in about
10% of the illness episodes. 1wo symptoms were reporied of similar level of specificity: the
main combinations were headache and fever, joint pain and fever. weak body and fever,
gastric pain and headache. Categorisation of these cases was judged as follows: for
headache or joint pain or weak body and fever: illness category *fever’: for gastric pain and
headache: category “gastric pain”./

it should be emphasized that no further biomedical check of the complaints was
included in the design of our study. All ilinesses described in this paper are, thus, self-
reported. Furthermore, the respondents reported complaints according to their chronicity
{chronic or non-chronic types of complaints). and for non-chranic complaints according to
severity (minor or severe {ypes of complainis).

Estimating frequency of occurrence of illness

Ilness occurrence may be presented in absolute figures or in a relative way (i.e.. as
a rate), and as new cascs (i.¢c.. incidence) or as old and new cases together (i.c., prevalence).
Incidence will be used in this document to describe non-chronic illnesses, and period
prevalence for ehronie illnesses, The latter incorporates all existing chronic illness cases
at the start of the longitudinal survey plus all new chronic cases reported during the survey.
As a basis for the denominator of rates, we computed person-days as the total number of
days that cach individual under investigation was present at the study site during the course

l The methodology described here to classify self-reported complaints is

lrased on the operational research of the Kasonge Project, Zaire, on standardising
the tasks of auxiliaries for curative consultations at Health Centre level. See
for further information: Kasongo Project Team (1981) “The Kasongo Projesct. Lessons
of an experiment in the organisation of a primary health care systemn.” Annals of
the Belgian Society of Tropical Medicine, vol Bl, Supplement, pp 11-15.
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of the survey. This was made possible thanks to the demographic follow-up of all
individuals enrolled in the lengitudinal survey (see HEP Working Paper No.3-98 for more
details on demographic characteristics of our study sample)

The parameter that will be used here for relating iflness occurrence to a time period and
subjects under investigation is person-month (and in the rate. 100 person-maonths). The
number of person-months was obtained by subdividing the number of computed person-days
by 30.

Person-year as an aliernative parameter was not preferred. because it would extrapolate the
illness incidence of the survey beyvond the survey’s time frame. It would assume that the
incidence patierns during the survey period is the same as in the other hall of the year
during which the survey was not conducited.



CHAPTER 1

ILLNESS CATEGORIES AND OCCURRENCE

A. NON-CHRONIC ILLNESSES

About 86% of all reported non-chronic illnesses were grouped into 12 main illness
* categories {Table 1).
Overall, the most important categories arc cold fever (a commonly used term for common
cold). fever, diarrhoea, and skin ailments (together almost two-thirds of the total number
of cases). The respondents reported dysentery as a separate illness. If. however, dysentery
is added to the other diarrhoea cases, the group of diarrhoeal diseases becomes almost as
important as fever. Each subsequent main category represents between 3 and 4% of the total
number of cases, except the last main category. '
About 60% of the illness conditions have been reported as minor. For some iliness
categories, there are, however, more severe than minor repofted cases; injuries, gastric pain,
dysentery, joint ailment, and jaundice.

Table 1: Non-chronic illnesses reported by the respondents
during the longitudinal survey

Illness types

Illness category . Total (%)
Minor (%) Severe (%)

t. Cold fever 1312 1713 542 1854 (21)
2. Fevar 1070 166) 551 1821 {14
4. Diarrhora 657 (D8} 480 1137 (131
4, Skin aliment 572 [B&Y 290 962 (L0
S, Injury 124 208 {€3) 333 {4y
6. Respiratory aillment 210 (67 103 313 {3
7. Eye allment 206 (70} 40 29¢ { 3
B, Gastric pain 112 175 (6l 287 {3
9. Dysentery 117 158 {87 275 {3
10.Headache 140 154 120 260 {3
11.Joint ailment 121 134 (53) 255 3
12.Jaundice 59 127 {er) 186 2]
Total main categories 4,700 (61} 2,979 7,679 ine
Other illnesses 608 ag8l  (53) 1,288 L4y
Overall total 5,308 159 3,659 B, 967 1100}
Illness zases without - - 1z9

reported illness
sEverity

Conscquently. there are marked differences in the ranking of iliness categories
when illness severity is considered. although the same twelve categories remain the top
most important ones (Table 2). Overall. there is more spread over illness categories for
severe illnesses than for minor illnesses.
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Cold fever, isolated fever, diarrhoea, and skin ailments are the main iflness categories in
both minor and severe illness. However. when diarrhoea and dysentery arc taken together,
the group of ‘diarrhoeal diseases’ becomes the largest category of severe illnesses.

For minor iliness. the four main categories are followed by respiratory atlments (4%), eye
ailments (4%), and headache (3%). All other illness categories each contribute less than
2.5% to the overall minor illness burden.

In severe iliness conditions, injury becomes the fifth largest illness (6%), followed by
pastric pain (5%), and dysentery (4%). All other illness catcgories each contributes less than
4% 1o the overall severe illness burden.

Table 2: Non-chronic illness reported by the respondents during
the longitudinal survey by illness severity

Minor illness Severe illness

[llness category No. {%) {Illness categories o, (%)
1. Cold fever i312 (24.7)]1. Fever 551 (15.1)
2. Fever 1070 {20.1} |2. Cold fever 542 {14.8)
3. Diarrhoea 657 (12.4}) 13. Diarrhoea 480 (13.1)
4. Skin ailment 572 (10.8) |4. Skin ailment 2%0 (1.9
5. Respiratory ailment| 210 ( 4.0} |5. Injury 209 (5.7
6. Eye ailment 206 ( 3.9) |6. Gastric pain 175 { 4.8
7. Headache 140 { 2.€) |7. Dysentery 158 (4.3
8. Injury 124 { 2.3y [B. Joint ailment 134 1 3.1
9, Joint ailment 121 ( 2.3y19., Jaundice 127 [ 3.5)
10.Dysentery 117 [ 2.2y 110.Headache 120 (3.3
11.Castric pain 112t 2.1y {ll.Respiratory ailment| 103 { 2.8)
12.Jaundice 89 { 1.1} ]12.Eye ailment e ¢ 2.5)
Qthers 608 (il.5) |Cthers 580  (1B.8)
Total 5308 100 |Total 3659 10¢

B. CHRONIC ILLNESSES

In total, the respondents reported 918 chronic illnesses, As may be expected, the
main categories are substantially different from those for non-chronic illnesses (Table 3).

The twelve main illness categories of chronic ilinesses cover about 79% of the total
number of reported cases. Clearly. the most important one is gastric pain (18%). followed
by skin ailments (11%), joint ailments (8%), difficult breathing (in the local language
mostly denominated as *hapani’, 8%), headache (8%), diarrhoea (6%), and blood pressure
problems (5%). All other catcgories each contribute less than 4% to the overall chronic
illness burden. Chronic cases arc thus more spread over illness categories than scvere non-
chronic illnesses.




Table 3: Chronic illness reported by the respondents
during the lengitudinal survey

Illness categary No. ¥

l. Gastric pain 161 {17.%)
2. Skin ailments 102 {11.1;
3. Joint allments 77 { 8.4)
4, Difficult breathing 76 { 8.3)
5. Headache 74 { B.1}
&. Diarrhoea 55 { 6.0)
7. Blood pressure 46 { 5.0)
8. Non-specific pain 36 { 3.9)
9. Respiratory allment 25 { 2.7}
10 .Non-specific gastro- 24 { 2.6}

abdominal ailment

1l.Dental ailment 24 { 2.6)
12.Eye ailment 23 { 2.5}
Others 195 {21.2)
Total 918 {100}

In the following chapters, the data on illness rates will be presented as Figures and
Tables. Where there are Figures, the corresponding data in Tables are put in annexes: on
demographic variables in Annex 1; on sociocultural variables in Annex 2; and on economic
variables in Annex 3.



CHAPTER 2

ILLNESS RATES: DEMOGRAPHIC AND CLIMATOLOGICAL
VARIABLES

A. AGE AND GENDER

1. NON-CHRONIC ILLNESS

Fig. 1c shows that the overall illness burden is high. about 35 new illness ¢pisodes
per 100 person-months: this would correspond to more than 4 illness episodes per person-
vear, if there would be no variation in incidence between the 6 months that were under
investigation and the other half of the year.

We further abserve the typical U-shaped curve when age is considered. In males
(Fig. 1a), there is a gradual substantial decline in illness incidence over the childhood and
adolescent age-groups and a gradual increase in the adult age-groups. In females (Fig, 1b).
the incidence is also the highest in the 0-5 year age-group, is similar for the 6-12 and 13-18
year age-group. higher in the fully reproductive age-group, and slightly declines again in the
older female adults.

For both minor and severe illness conditions (Figs. td-i), the illness burden 1s fairly
similar for females and males till the age of 12 vears: it is twice as big for adolescent and
adult females younger than 45 years, while for the older adults the difference between
females and males again decreases.

Some of the disparity in the patterns for females and males may be due to respondent bias:
reporting on ilincss was primarily done by the housewife. which may have resulted in a

relative under-reporting of the illnesses of the female children {pereeived as less important).

and of the male adolescents and adults due to the lack of knowledge on the illnesses of the
laiter. [llnesses related to pregnancies and deliveries were excluded from the present
analysis.

Fig. 1a: Mon-chronic ilness incidence rete Flg. ib: Mon-chronic liness Incldenca rate Fig. 1c: Wor-chronic Hiness incldence rata
Males by age {Al) Malea by ege {AN} Males by age {(Al)
-—- - — —_—  B0-: .- - 80
I Si2 3018 19:45 >4§

2 13 16 19-45 » 48 -$2 13 1819.45 >45 Al
Age Age Age




Fig. 1d: Non-threnic iliness incidence rete F1g. 1e: Non-chronic liiness incidenca rate Fig. 1 Non-chrenic [Iinesa iIncldance ratd
Maley by aga (All) - Males by age (All) Malas by ape (AN)
&0 & - —————— B0 —- - —-
EGO — - — SB{! - §80 - -
g 2 g
ido — - !40 —_— e —— 3«: - --
!20. - R [ izo . - a igg - - — - RN - -
il ; d B L
s 812713 18 1045 >4s Al =5 8-12 10.18 18-45 »d45  Af >af  B-12 18-18 15-45 =45 Al
Age Age Age
Fig. 1g: Non-chronic liness incidance rate Fig. 1h: Non-chronle iilness incidenco rate Fig. 3i: Non-chronic llineas incidence rate
Males by age (All) Males by age (All} Males by age (All}
80 — e BO B0
aw -— _— 280-- —_— §ﬂ€l .- e—— - =
g ] 8
Ew- iaa-.-— - - —_ an-| —— .
! I 1
Em- . B izo- i Em-+_- _
3: Fa
oo BAN
Aopeodfl |BEepBBH EosBAR
e A-12 13-18 19-45 w45 Al 612 1318 19-45 =45 Al B 6-12 13-18 19-45 »45 Al
Age Age Age .

2. CHRONIC [LLNESSES

The overall period prevalence rate of chronic illnesses by age (Fig. 2¢) also shows
a U-shaped curve. but is here by far the highest for the older adults. followed by the younger
adults. It is the lowest in the 6-12 year age-group and about twice as high as in the up 1o
fives and 13-18 vear age-group.

I'ig.s 2a and 2b indicate that reported chronic iflness in females comparcd to males
is only lower in the youngest age-group. It is similar in the 6-12 year age-group. double in
the I3-18 year age-group. and about 60% and 25% higher in the 19-45 and above 45 year
age-groups respectively.

Overall. the ehronic illness period prevalence rate is about one-tenth of the non-
chronic iliness incidence rate, or the non-chronic/chronic illness rate ratio is 9.8. Chronic
ilinesses become relatively morc important than non-chronic ones with the increasing age.
with the rate ratio increasing from 3.0 in older adults to 27.2 in children aged less than six
vears {Annex [},
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Fig. 2a: Chronic itness prevelence rate Fig. 2b: Chronic Wness prevalenos rate Fig. 2c: Chronic Hiness provatence rale
Males by age Females by age Mates and femates by age
20 20 —_ 20 | -

5- 2 15—+ - - ——
g

0 - - - 3w -—
a

5 L 5
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Age Age Age

B. ILLNESS CATEGORY AND AGE

1. NON-CHRONIC ILLLNESSES

Table 4 indicates that the illness incidence rate per 100 person-months among
infants is very high, i.c., 78.3 illness cpisodes per 100 person-months (or about 3 illness
episodes in 4 months), and among 1 to 5 years old, it is 52.2 illness episodes per 100 person-
months.

When illness categories are also considered, we note that cold fever is particularly
high among the children aged less than six years, followed by diarrhoca/dysentery. fever.
and skin ailments, and further by respiratory ailments and eye ailments.

Cold fever, fever. diarrhoea/dysentery and skin ailiments are the four main illnesses in the
other age-groups. However, other illnesses. such as joint ailments. headache. gastric pain.
and injuries gradually become more important.

Table 4: Illness incidence rates fbr non-chronic illness
by illness category and age

Age-groups

Illness category -

<lyr 1-5 6-12 13-18 19-45 >45 all

¥rs ¥rs yrs YIS yrs

1. Cold fever 27.0 16.3 4.7 3.7 4.7 4.4 7.3
2. Faver 10.1 9.5 .1 4.0 5.4 6.4 5.4
'3, Riarrhoea iz2.1 12.0 3.1 1.9 2.4 2.9 4.5
4. 8kin allment 2.3 7.1 3.5 2.5 1.8 1.8 3.4
5. Injury .5 1.5 1.6 7 1.3 1.2 1.3
6. Respirat ailment 2.8 2.0 .9 .B 1.1 1.1 1.2
7. Bye ailment 2.6 2.1 1.2 .8 .8 ) 1.2
8. Gastric paii 1.2 .3 .6 .9 1.6 1.8 1.1
9. Dysentery 1.4 2.5 .4 .1 1.0 .6 1.1
10.Headache 1 1 .2 .9 1.9 1.3 1.0
li.Jeint ailment - 1 .2 .8 1.8 2.1 1.0
12 .Jaundice . .8 .6 .8 .B .5 ]
Others 11.4 4.8 2.6 3.3 6.1 6.3 5.0
Total . 78.3 59.2 25.8 21.7 30.8 30.¢9 35.1
HNo. Pourson-months 920.7 |4211.815466.1 | 2744.0 | 10248.2 |1917.0 | 25508.1
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2. CHRONIC [1LLNESSES

As mentioned above, the most frequently occurring chronic illnesses are gastric

pain. foliowed by skin and joint ailments, difficult breathing, headache, and diarrhoea
{Table 5). The overall period prevalence rate is by far the highest in the older adults (10.2).
twice as high as in the other group of adults. The rates are six times lower in the infants and
four times lower in the 6-12 year age-group.

Marked differences between age-groups are observed when the illness categories

arc considered:

In infunis. the most prevalent chronic ilinesses are diarrhoea and other infectious
discases, such as of the skin and of the respiratory tract;

Inthe /-3 vear age-group, the most prevalent illnesses are also diarrhoea and skin
atlments. in addition to difficult breathing: in the older children these are skin
ailments and difficult breathing:

Non-specific pain problems. skin ailments and furthermore diarthoea and headache
are the most prevalent ilinesses in adolescents:

Gastric pain has the highest rate in yownger adults; joint ailments, difficult
breathing and headache hiave half this rate, and skin ailments and blood pressure
one-fourth of the same rate.

Finally. gastric pain and joint ailments are the most prevalent illnesses in the older
adults, followed by blood pressure, headache, and difficuit breathing.

Teble 5: Pericd prevalence rates
for chronic illness by illness category and age

Age-groups

Tllness category

<1 1-5 6-12 |13-18 | 19-45 >45 All

yr YIS YES YIS Yrs YES
L. Gastric pain - - . .1 1.2 1.8 B
2. 8kin ailmenc | .6 .2 .4 4 .4 .4
3. Joint ailment - - - - .4 1.8 -3
4. Difficult breathing .1 .5 3 W1 .2 . 8 .3
5. tleadache - - - .2 .- .9 .3
4. Diarrhona .4 .5 - .2 W1 ) .2
7. Blood pressure - - - - .3 1.0 .2
8. Non-specific pain ~ - - .9 V2 .2 .1
9. Respiratory ailment | . .4 .1 - - -1 .2 .1
in.Nen-specific gas- - - - - .2 3 -1

abdo ailment

ll.Dental ailment - .1 - 1 .1 3 .1
1Z2.Eay ailment .1 .2 .1 - - - .1
Others .2 .5 .3 5 l.¢ 2.0 .8
Total 1.7 2.4 1.2 2.2 4.7 10.2 3.6
HWo. I'erscn~months 920.7 }4211.8 [5466.1 | 2744.1.] 10248.2 1917.0 | 2550B.1
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C. SEASONAL PATTERNS OF ILLNESS INCIDENCE

The longitudinal survey was conducted during | May to 31 October 1993, This
period was subdivided into the following periods: early monsoon (15 May-15 tuly), full
monsoon {16 July-15 September), and late monsoon {16 Scptember-31 October). Table 6
shows the incidence rates for non-chronic illnesses for those periods for the main illness
calegories.

For cold tever, fever, skin and cye ailments. and the category of all other ailments,
there is a trend in the incidence over the three considered time periods. In Bangladesh. cold
fever typically peaks during the cold season (November-January). Therefore, it is no
surprise that cold fever gradually increases towards the cold scason. On the other hand. ,
there is no {irsthand explanation for the downward trend in the incidence of fever. The
diarrhoea incidence rate during our survey in 1993 did not change, despite the fact that in
Bangladesh. the diarrhoea epidemic has two peaks a year when the seasons change (April-
May and October-November). This is for instance illustrated by a U-shaped trend in
admission in between the epidemic peaks, at the ICDDR.B hospital in Dhaka. From 1993
March-April onwards, however. there was an epidemic outbreak of diarrhoea with a new
cholera strain, called 0139 Bengal (identified in the ICDDR,B laboratories), resuiting in
continuing large numbers of diarrhoca patients throughout the rest of the year.

Table 6: Illness incidence rates for non-chreonic illness
by illness category and by seasonal periods

Iliness category Incidence/l100 person-months
Early full Lata

MONsSo0n mONsoon mensoon
1. Ceold fever 4.7 7.9 8.7
2. Fever 7.0 5.1 4.5
3. Diarrhoea 4.4 4.6 4.2
4. Skin ailment 2.7 4.0 3.3
5. Gastric pain 1.2 1.0 1.1
6. Resplratory aillment 1.1 1.2 1.2
7. Joinmt allment 1.1 L9 .8
B. Injury 1.2 1.4 1.4
9. Headache .9 1.1 1.1
10.Eye alilment 1.0 1.1 1.5
il.Dysentery .8 1.2 1.2
12 . Jaundice .8 .6 .6
Orhers 4.5 5.0 5.3
Total o 31.2 35.1 35.1
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D. HOUSEHOLD LOCATION

Table 7 shows that the total non-chronic and chronic illness rates are higher in
public slums than in the private slums. However, the rate for minor non-chronic illness is
higher in the public slums, while for severe illness. it is higher in private slums.

Table 7: Illness incidence rates for
non-chronic and chronic illness by slum type

Illness incidence/100 person-months
No. of
$1lum EPMs Nen-chronic illness Chronic
type illness
Minor Severe Total

Public 12540.7 23.4 13.1 36.4 4.0
Private 12967.3 18.3 15.6 33.9 3.2

ALl 25508.1 20.8 14.3 35.1 3.6
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CHAPTER 3
ILLNESS RATES: SOCIO-CULTURAL VARIABLES

A. HOUSEHOLI) ETHNICITY

In HEP Working Paper No.3-98. the Biharis have been described as a community
of Pakistani nationals, stranded in Bangladesh since’its independence in 1971, and
originating from the statc of Bihar in [ndia. Table 8 indicates that the Bihari families tend
to have more minor and less severe illness than the Bengali familics.

Table 8: Iilness rates for
non-chronic and chrenic illness by household ethnicity

Household Il1lness/100 person-months

ethricicy - Total
Non-crhroniv itllness Chronic N, ot

tilness Pis

Minor Severe Total

Bengali 0.1 I RACI 3.3 21444 .2
Sihari 24.5 E 33.49 3.9 4061 .2
AlLL 20.8 14.2 3501 3.6 25508, 1

B. HOUSEHOLD RELIGION

The Muslim familics reported more illness cases for all illness types than Hindu
tamilies. Considering the very low number of person-months (17.2) for the Christians, their
iliness rate data are not given in Table 9.

Tabkle %: l1llness rates for
non-uhironic and chronlic illness by househoid religlon

Household Iilness/i100 person-months

religion Total
Non-chronic illness Chronic Ho. of

illness PMs

Minor Severe Total

Muslim 21.1 14.5 35,6 3.7 24112 .4
Hindu 16.0 11.5 27.4 2.7 1378.4
All 20.8 i4.3 35.2 3.6 25508.1




The non-chronic illness incidence rates are considered here for the 0-5 and 6-12
year age-groups. and for the tollowing education categories for mothers and fathers: no
education. 1-S years ol education, and more than 5 years of education (see Annex 2 for the
tables with data).

The incidence rates in minor and severe illness in the 0-5 yeurs age-group (Fig.s
3a-d) shows decreasing rates between the education levels “1-5 years’ of education and
‘more than 5 years™ of education of both fathers and mothers, except in minor itiness and
father’s education.

In contrast, the rates in the older children shows an upward trend with increasing

education levels of fathers and mothers (Fig.s 4a-d, next page). This is particularly so in the
case of mother’s education. ’
In addition. there is an increase in incidence between the categories ‘no’ and *1-5 years’
ol education in all the cases - except in father’s education and 0-5 years old (for minor
iliness) and 6-12 vears old (for severe illness). These increases in reported illness incidence
with increasing education level may be the result of a commonly recognised fact that there
is a greater awareness about health problems once some education is received (especially
by the mother), with consequently a higher reporting of illness.

Fig. 3a: liness incidence {Minar/U-8} Fig. 3b: liness incidence (Savere/l)-6)
Methaer's aducation Mether's education
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Fig. 3¢: linees incidence (MinorJ-6) Fig. 3d: inese incidence (Severe/U-6)
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Fig. 4a; liness incidance (MinorfG-12)
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CHAPTER 4
ILLNESS RATES: ECONOMIC VARIABLES

A, HOUSEHOLD INCOME

In Fig. 5 and the corresponding table in Annex 3. income has been categorised as
income quintiles. as described in HEP Working Paper No.3-98.

[. NON-CHRONIC ILLNESSES

Fig. 5 shows that there is a substantial downward trend in the non-chronic itlness
burden with an increasing income. The association is the strongest for severe illness {ratios
of 1.72 and 1.49 between lowest and
highest income quintiles for scvere and
minor illness respectively),

- Fig. 5 lllness Incidence
by Income quintile
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2. CHRONIC [LLNESSES

In contrast to non-chronic illness, there are no marked differences in the period
prevalence rates of chronic illnesses acress the income quintiles (Annex 3, A).
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B. OCCUPATION

Data on #on-chronic iiness cases only are presented here (see Annex 3. B for the
tables with data).

. WAGE UNIT
IFig.s 6a-c show that the non-chronic illness incidence rates are fairly similar for

monthly and daily wagers, although the severe tllness incidence rate tends 10 be higher for
daily wagers.

Fig. 6a: (ineas Incidence by wage unit Fig. 6b: liness incidonce by wage unit Flg. 6c: ilineys incldence by wage unit
ALL ILLNESS MINCR ILLNESS SEVERE ILLMESS
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2. WAGE UNIT AND GENDER

2.1. Daily wagers by gender

Fig.s 7a-c show that morc illnesses arc reported for female than for male daily
wagers, particularly for severe illness cases.

Fig. 7& linpza Incid by gender-Daily wag Fig. 7b: Iliness Incidence by gancer-Daily wagers Flig. 7¢&: Ninass ir by gandar-Dally wag

ALL ILLNESS MINCH ILLNESS SEVERE ILLNESS




2.2. Monthly wavers by gender

Fig.s 8a-c on illness incidence by gender for monthly wagers show a similar picture
as for daily wagers. The differences, however, are more proncunced here than for daily
Wagers,

Fig. 8a: lIiness Incidence by gender-Monthly wagers  Fig. 8b: Iliness incidence by gendar-Manthly wagers  Flg. Sc: lliness incidence by gander-Monthly wagers
ALL ILLNESS MINGR ILLNESS SEVERE ILLNESS

Daily and monthly female income-earners have thus higher reported illness than
their male counterparts.

CTYPE OF OCCUPATION AND AGE

2

3.1, In the 6-12 vear age-group

Income-earners in the 6-12 year age-group clearly show lower reported illness
incidence rates than schoot-attendants and non-school atiendants/non-income carners (Fig.s
9a-¢). The tables in Annex 4 indicate that this picture is not affected by gender.

Fig. 9a: lilnass incidence by ocou/i-12 yr Fig. 9 [fness incidenca by occwB-12 yr Fig. B¢: Iineas incidence by ocouw6-12 yr
ALL ILLNESS MINCR ILLNESS SEVERE ILLNESS

R ——— e e e — — — - -

* 5A=5chocl-attendant. NSA/MIE=Non-schoo! attendantNon-income earner; IE=Income-earner
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3.2. In the 13-18 year age-group

Fig.s 10a-c show a stmilar picture as for the 6-12 year age-group in the case of
minor ilinesses and all illness cases combined. In the case of severe illnesses howcever. the
illncss incidence rates arc similar for both income-earners and school-attendants and lower
than for the third category. In addition, Annex 4 with a break-down by gender. indicates
that:

in scvere illness, the situation for females reflects the overall picture, i.c.. stmilar

rates for female school-attendants and income-earners which are lower than the rate

for the non-school attendants/mon-income carners. In males, however. income-
carners have slightly higher rates than school-attendants and the third occupation
category has an illness rate about a half of those of the other two categories.

Fig. 10a: Itneas Incidence by 00a13-10 y1 Fig. 1{b: Itness incldonce by occuw13-18 yr ‘Flg. 10c: Mness incidence by Goow/13-18 y1
ALL ILLNESS MINOR ILLNESS SEVERE ILLNESS

* 8A=School-attendant; NSA/NIE=Non-schoal attendant/Non-income earner; IE=Iincome-earner

4. OCCUPATION CATEGORIES AND GENDER

4.1, Main occupation categories

Overall. rickshaw/pushcart pullers have the highest illness incidence rates. followed
by service workers and the category of other occupations (Table 10). In the case of severe
tlinesses. labourers also have a relatively high illness rate.

The lowest overall illness incidence rates are found for small business workers and vehicle
drivers.

Table 10: Illness incidence rates for main
occupation categories

Qccupation Minor Severe All No, PMs
Rickshaw 14.86 14.5 29.2 1313.4
Jervice 13.8 10,4 24.2 1338.2 :
Sales 12.0 10.4 22.4 1225.1
Garments 12.0 9.4 21.4 1101.8
Labourer 9.8 11.8 21.6 459.3
Small business 9.0 8.9 18.0¢ 395.2
Vehicle drivers 8.1 10.6 18.7 283.6
thers 13.2 11.9 25.1 2939.9
Total 12.7 Ll.4 24.0 905¢.8




4.2. Male occupation

Among male income-earners, the illness burden is by far the highest for
rickshaw/pushcart pullers. [t is the lowest for garment workers and small business workers
(Table 11).

Table 11: Illness incidence rates for
male occupation categories

Qceoupation Male

Minor Severe All No . PMs
Rickshaw 14.6 14.5 29.2 1313.4
Service 11.¢ 7.0 18.0 814.8
Sales 11.8 9.5 21.1 1123.2
Garments - 5.3 7.8 15,1 370.4
Labourer 5.1 11.8 20.9 372.3
Small business 8.3 8.5 16.8 351.4
Vehicle drivers 8.1 10.6. 18.7 283.6
Cthers 10.3 G.6 19.9 2167 .4
Total 11,0 10.3 21.3 6796.9

4.3. Femalg gccupation

Among female income-earners, the illness burden is the highest for sales workers
and the catcgory of other occupations, and the lowest for garment workers (Table 12).

Table 12: Illness incidence rates for
female cccupation categories

Female
Occupation

Minor Severe A1l No. PMs
Garment 14.4 10.3 24.6 731.3
Jervice 19.2 15,7 33.8 523.2
Brick/stone 10.5 22.1 32.7 94.8
Sales 16.7 19.6 36.3 101.9
Other 2CT 17.0 11.4 28.4 270.9
Others 23.8 19.2 43.0 537.5
Total 17.7 14,7 32.4 2259.9
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CHAPTER §

ILLNESS RATES: PROXIMATE INDICATORS FOR -
SOCIO-ECONOMIC STATUS

A, HOUSEHOLD SIZE

There is a strong association between household size and the overall non-chronic
ilfness incidence rate. No particular trend is observed when period prevalence rates for
chronic ilnesses are considered (Table [3).

A similar pattern as for all non-chronic illnesses combined. is observed for minor
and severe illncsses scparately. The ratios between categories “1-27 and "more than 6
members per houschold is higher for severe illnesses than for minor illnesses (1.77 and 1.52 -
respectively).

Table 13: Illness rates for
ron-chronic anc chronic illness by household size

Househaold Illness cases/100 person-months
size
No. EMa Norn-chrenic illness Chronig
illness
Minor Jevere Total
-2 1086.4 26.7 20.2 16.9 2.9
3-4 6851.3 24.% 17.0 11.8 1.1
5-6 8735. % 2C.2 14. 86 34.8 St
> BR35.1 14,5 1.4 2R.9 3.5
Al 255080 Z0UH 14.3 5.1 K

These strong associations between non-chronic illness incidence rates and
houschold size are not surprising in light of the strong relationship found in HEP Working
Paper No.3-98 between income and household size on one hand. and between houschold
income and non-chronic illness incidence rates on the other.

B. LAND OWNERSHIP

Overall, the incidence rates are similar in the three categorics of land ownership for
non-chronic illnesses, but no associations are observed when severity is considered (Table
14).

Period prevalence rates for chronic illnesses showa slight upward trend.



Tablé 14: Illness rates for
non-chronic and chronic illness by land ownership
Land illness cases/100 person-months
owned N, PMs i
Non=chronic illness Chrenic
- iliness
Minor Severe Total
J 20318.3 20.8 14.4 5.3 i.h
1 kigha 31362.4 20.3 14.4 34.7 3.4
> 1. migka 14268 21.8 12,9 347 4.4
z1l 255081 20.8 14,3 35.2 3.6

C. NUMBER OF ROOMS OCCUPIED BY THE HOUSEHOLD

A steep decline in overall, minor and severe non-chronic illness incidence rates is
observed with increasing number of rooms occupied per household (Table 15). This is in
line with the association of number of rooms occupied and household income on the one
hand. and of househeld income and illness occurrence on the other hand.

For chromic iflness however, there is no particular trend in the period prevalence rate.

Table 15: Illness rates for non-chronic
and chronic illness cases by number of rooms occupied
per household

Number Tliness cases/100 person-months
AT oroors Ha. Pl=
Non-chrornic illness Chronia
illness
Mincr Bavere Total
1 188865.9 21.9 14.9 36.8 3.5
Z 4751.4 i9.1 14.1 33.2 3.8
>2 1770.8 14.1 2.7 22.8 3.9
AlLL 25508.1 20.8 14.34 i5.2 3.6

D. HOUSE STRUCTURE

For all three the criteria (roof, wall, and floor), there is a decrease in non-chronic
ilness incidence (Table 16a) with increasing construction material quality. The steepest
increase is observed for the criterion “wall’,

For chronic illnesses (Table 16b), an opposite trend is observed for the roof and the wall
and to trend for the variable ‘floor’.
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Table l6a: Incidence rate for non-chronic illness
by house structure

Categories Illness cases/100 person-months
of materials

Roof Wall Fleor

No ., PMs Incid Ne . PMs Incid No . FMs Incid
Non-Permanent 1669.4 36.2 1177.6 39.5 16846.9 i6.2
Semi-permanent 10748.5 36.3 20936.5 35.4 i561.8 35.1
Permanent 12767.0 34.1 3288.8 32.0 1026.3 32.1

Table 16b: Period prevalence rate for chronic illness
by house structure

Categories Illness cases/l100 person-menths
of materials

Roof Wall Flocor

No. PMs Preval | No.PMs Preval | No.PMs Preval
Non-Permanent 16694 2.6 1177.6 3.0 16846, 9 3.6 J
Semi-permanent | 10748.5 3.4 20936.5 3.6 1561.8 2.7
Fermanent 12767.0 3.9 3z288.8 3.7 7026.3 3.9

E. HOUSEHOLD ASSETS

1. ALUMINIUM COOKING POTS

Overall, when non-chronic illnesses are considered, there is a shght downward
trend in incidence rate with increasing number of aluminium cooking pots owned. except
for the category ‘no pots owned' (Table 17). A similar picture is noted in minor illnesses.
whereas no trend is observed for severe iflnesses.

For chronic illnesses, there is also a downward trend, but in this case {rom the
category ‘no pots owned’ 1o the category '11-15 pots owned',

Takle 17: Illness rates for non-chronic and
chronic illness cases by number of aluminium cocking pots owned

No. . Illness cases/100 person-months
of cooking No . PMs
pots owned Non-chronic illness Chronic
illiness
Minor Severe All
0 1391.8 20.8 13.7 34.5 4.3
1-5 5653.2 22.4 15.7 38.1 3.7
6-10 10409.8 21.7 14.1 35.8 3.6
11-15 3941.5 20.1 13.5 33.6 3.3
»1l5 4111.7 17.0 14,2 1.2 3.5
All 25505.8 20.8 14.3 35.1 3.8
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2. BED

There is a reverse association between non-chronic illness incidence rates (overall,
minor and severe illness) and the number of beds owned (Table 18). In contrast, the chronic
_illness incidence rate shows a slightly positive association with the number of beds owned.

Table 18: Illness rates for non-chronic and
chronic illness cases by number of beds owned

No. Illness cases/l00 person-months
of beds No. PMs
owned Non-chronic illness Chronic
illness
Minor Severe A1l
0 6846.6 21.7 16.8 3g.6 3.1
1 14241.6 21.3 13.8 35.2 3.7
22 441%.8 17.7 12.1 29.8 4.2
All 25508.1 20.8 20.8 35.2 3.6
3. FAN

When the number of fans owned are considered, there is as for the variable ‘beds
owned’, a negative association with the incidence of non-chronic illness (Table 19).
For chronic illnesses however, there is no trend.

Table 19: Illness rates for non-chronic and
chronic illness cases by number of fans owned

No. Illness cases/100 person-months
of fans No. PMs
owned Nen-chronic illness Chronic
illness
Minor Severe Total
a 15490.6 21.4 15.7 37.0 3.4
1 B274.2 20.9 13.¢ 33.9 1.1
22 1743.1 15.14 8.9 2q9.2 3.4
All 25508.1 20.8 14.3 35.2 3.6
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4, WATCH

Except for non-chronic minor illness, a similar association as for the variable ‘fans’
is observed here between the number of watches owned and incidence of non-chronic and

chronic illness (Table 20).

Table 20: Illness rates for nen-chronic and
chronic illness cases by number of watches owned
Mo, Illness cases/100 person-months
of No. PMs
watches Nen-chronic illness Chronic
owned illness
Minor Severe Total
0 17465.7 20.7 15.5 36.2 3.5
1 5311.2 21.6 12.8 344 3.8
22 2731.2 19.8 9.8 29.7 3.7
ALl 25508.1 20.8 14.3 35.1 3.6

The associations between household assets and illness occurrence are not surprising
in light of the associations between these variables and the household income on the one

hand, and, between the household income and illness occurrence on the other.
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CONCLUSION: ILLNESS PROFILE OF THE STUDY SAMPLE

The overall illness profile of the study sample is one of infectious diseases. Cold
fever, fever, diarrhoeal diseases, and skin ailments constitute more than two thirds
of the overall illness burden. 'In addition, respiratory and eye ailments, and
jaundice figure among the 12 main illness categories. Factors, such as
overcrowding, poor housing. and low hygienic conditions - all characteristics of a
poor overall socioeconomic environment such as the one observed in slum areas -
may be considered as major contributors to this situation. These factors were
described in HEP Working Paper No.3-98 on the socioeconomic profile of our
study sample.

The illness category next to the four most occurring ones, is injuries. Insecurity and
vialence are known every-day problems in the slums, and a direct cause for the
emergence of injuries as an important iliness category.

However, overall. the most prevalent chronic illness categories are gastric pain,
skin and joint ailments, breathing difficulties and headache. In children
nevertheless, communicable diseases such as chronic diarrhoea, skin and
respiratory ailments remain predominant, whereas in old age, chronic gastric pain,
joint atlments, and aitments related to the cardio-vascular systems, such as blood
pressure, become the main illness categories. In contrast to the situation in children.
the patterns of chronic illness in adults is thus largely of a non-communicable
nature. To a lesser extent this trend is also observed for non-chronic illnesses.

Overall, reported non-chronic illness incidence rates are by far the highest in the
under-6 year age-group, and chronic illness period prevalence rates in the older
adults. Both non-chronic and chronic age-specific illness rates show the classical
U-shaped trend. The relatively higher illness occurrence (particularly non-chronic
illnesses) in the fully reproductive period may be at least partially the result of a
respondent bias as respondents were mainly the spouses of the household heads.

Thete is a close relationship between non-chronic illness occurrence and the
household income level (there is however, no association for chronic illnesses) :
this association is stronger for severe non-chronic illnesses than for minor ones.
This finding is striking. in that differences in income levels in the slums - which are
all near or under the poverty level - do reflect differences in illness burden.
However, the fact that there is a substantial gradient in the household income in the
slums (see HEP Working Paper No.3-98) may contribute to this finding.

Similar relationships are found between several proximate indicators of
socioeconomic status and non-chronic illness occurrence. This is not a surprising
finding in view of the strong associations found in HEP Working Paper No.3-98
between most of those indicators and household income.
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Finally, occupation-related incidence rates of reported illness indicate that firstly,
income-earners arc less ill than non-income carners, and secondly,
rickshaw/pushcart pullers have the highest rates of all occupation categories. While
the former may point at the fact that *income-earners may not fall ill, otherwise
there is loss of income’, the latter finding may be associated with the hard physical
efforts rickshaw/pushcart pullers have to make to pull their rickshaws/pushcarts. .
Thirdly, the findings suggest that female income-earners are more frequently ill
than male earners. As mentioned above, respondent bias (respondents were mainly
females) may account at least partially for this disparity.
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PART B

USE OF HEALTH-CARE
OPTIONS



Introduction: the health-care sector in urban Bangladesh

Bangladesh embraced - as many developing countries did at their independence -
an official policy to ensure access of all citizens to health-care. In the 1970s, its Ministry
of Health, like in some other low-income countries, was subdivided under donor pressure
into two wings, which since then operate completely separately, from top to grass-roots
level.! These wings are the 'Family Welfare' wing that, besides family planning scrvices,
also delivers Mother and Child Health services, and the 'Health’ wing, which is in charge
of all other health services. The Family Welfare wing is heavily subsidised by bi- and
multitateral donors, and is therefore more organised and pro-active in its operations. Vested
interests and the imbalance in resource efficiency (i.e., availability and use) between both
the wings have long hampered a smooth coordinatien and/or integration of their activities,
However, the government is currently in a process of ‘unifying’ the health infrastructure
of the two wings at thana Jevel and below.’ This process was initiated as a prerequisite for
the implementation of the fifth Health and Population Project. co-funded by a consortium
of donors led by the World Bank. A high-powered committee of national experts prepared
a policy document on the matter after broad consultations of all the partners involved.

Since the end of the 1970s, Bangladesh initiated, assisted by donor consortia also
led by the World Bank, a huge long-term project to provide each of the nearly 496- rural
thanas with a small hospital of 31 beds. This project has been followed up by another one
for building up or renovating union’-level Health and Family Planning Subcentres. Despite
the build-up of such an infrastructure it has been shown that rural public health-care is only
marginally used by the rural population at large.? This is associated with epidemiological
factors of disease distribution, socio-cultural factors, such as female mobility and education,
knowledge of providers, and aspects of care delivery, such as (perceived and technical)
quality of services (provider-patient communication, irregular and/or insufficient supplies,
periodical absence of (mainly) doctors, lack of supervision, top-down, strictly hierarchical
management, the functional split between ‘health’ and ‘family welfare’ personnel, and
absence of community involvement in the functioning of the system®.
in the urban areas, the public health-care infrastructure has largely remained dependent
upon the big (teaching) hospitals. In addition, community-based family planning and some
mother and child health services (static and doorstep) have been set up under the 'Family
Planning’ wing of the Ministry. However, an Asian Development Bank project is to be
started up for the establishment of ward’-based Health Centres under the Local
Governments of the four main cities in Bangladesh.

As mentioned above, Bangladesh ensures access for all (including the poor) to
health-care of an acceptable quality as a constitutional right. This is expressed among others
by:

- the existence of a substantial publicly owned and managed health-care infrastructure;

r

- In the rural areas, a thana covers abeout 300,000 inhabitants,

" No. of thanas and no. of hospital beds, Bangladesh Bureau ¢f Statistics;
1983,

* A union covers about 25,000 to 30,000 inhabitants.
" A ward in urban areas covers from 20,000 to 50,000 inhabitants,
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- no user fees for preventive care, as it is considered a public good;
- only nominal, low user fees for curative care (and only at levels of care, higher than the
thana level).

Finally, a landmark in the development of a health policy in Bangladesh was the
adoption of an Essential Drugs Policy in 1982, for which it received international
recognition and was acclaimed by the one, and undermined by others, particularly by a
number of developed countries and their mighty lobbies of pharmaceutical multinationals.*’

|. HEALTH-CARE PROVISION IN DHAKA-CITY

A broad range of health-care alternatives are available in Dhaka : modern private,
public and non-government care, traditional healers under various forms, and home-care.
Over the past decade, a virtually unregulated boom of not-for-profit and for-profit private
health-care has been observed : from community-based services, such as pharmacies, lower-
level health workers and general practitioners, to clinics and hospitals. This evolution is in
response to a constantly increasing demand from the ever growing urban population. A 1992
report® and a survey conducted in 19937 reveal a total figure of health-care providers for
curative care of over 13,000 for the city of Dhaka (Table 21). About 45% of the pharmacies
and 64% of the general practitioners are registered.

Table 21: Health-care providers in Dhaka-City

Type of health-care provider Number
Pharmacies 5,500*
General practitioners 3,300
Non-government health centres 138
Private clinics & hospitals 215
Dental chambers 192 °
Diagnostic centres 236
Public facilities

-Dispensaries 20

-Hospitals 42
Traditional healers

-Kobiraj, Unani, Ayurvedic 172

~Spiritual healers 160
Homeopath chambers E38
Total 13,013

* estimated figure

Pharmacies are located almost literally at every street corner. They sell a wide
variety of basic cosmetics, family planning devices and drugs, but also surgical supplies
such as needles, suture thread, bandages, as well as intravenous fluids and vaccines. This
is because in many hospitals, particularly the public ones, there are important supply
shortages and patients and their families are obliged to provide almost all necessary drugs
and minor medical supplies from the private market. Similarly, a recent study on the role
of pharmacies in the supply of contraceptives and oral rehydration salts (‘ORS’) showed
that 40% of pill and condom users purchase supplies from the pharmacy and consider the
latter more convenient or preferred the wider range of brands available, despite an extensive
network of family planning field workers providing similar supplies at the doorstep.?
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General practitioners arc often attached to a pharmacy, a relationship that benefits
both the pharmacy owner/drug seller and the practitioner. As many people go straight to the
pharmacy for treatment, the drug seller often acts as a ‘consultant’ and may suggest that the
patient see the doctor when he judges the patient needs it. [n turn, the pharmacist may
expect higher profits from sales thanks to the attraction exerted by the presence of the
doctor and the prescriptions he makes. Consequently, over-prescribing drugs is a common
practice by many Bangladeshi doctors, that the essential drugs policy is unable to
overcome.” In addition, not only doctors, but also the pharmacists prescribe and sell
unnecessary and inappropriate drugs.”'* There is not only the detrimental impact on health
due to possible side-effects of drugs, but also their opportunity costs have to be highlighted.
Moreover, there is also over-prescribing of diagnostic tests. One reason for this, besides the
expectation pattern from the patient to be ‘tested’, is the common practice adopted by
diagnostic centres of providing a commission of 20% to 40% to doctors on the bills paid by
diagnostic test referrals."’

Private clinics are also present in the city, but are more concentrated in richer arcas:
they provide specialist outpatient and inpatient services and some of them surgical
interventions. They have, however, only a limited bed capacity. Usually, a clinic is
considered 'big', when it has more than 20 beds.

Non-government health facilities are concentrated in the poorer urban areas. Their
service package typically comprises of (some) mother and child health-care (curative
activities, such as distribution of ORS packages or treatment of common discases, besides
educational and counseling activities) and/or family planning, the latter often being the main
target, Services are provided in many instances at the doorstep for family planning and
preventive carc, and in fixed centres for curative care. Some of these organisations have
been experimenting with volunteers, who can provide a first link to health-care not only for
selected curative carc, but also for health education and referral,"?

As mentioned above, the Family Planning wing of the Ministry of Health has a
network of doorsiep family planning and some mother and child health services delivered
by 66 health-carc workers. Other health-care at the doorstep is delivered by one health
worker per ward, dependent from the local government, the Dhaka City Corporation.
Besides this, there are 20 or so local government-run dispensaries and medical centres, and
an EPI-clinic in cach ward for outpaticnis.

Finally, there is a range of big to very big private and public hospitals. The big ones
are concentrated in a few areas of the city : in the southeastern and central part (sce Map).
The biggest hospitals, having considerable outpatient departments, are three public teaching
hospitals, the Institute of Post-Graduate Medical Research (nowadays converted into the
Bangabandhu Sheikh Mujib Medical University) with a total bed capacity of nearly 1,000,
the Dhaka Medical College Hospital with a capacity of about 850% beds, and the Sir
Salimullah Mcdical College Hospital with several hundreds of beds. A niimber of hospitals
are semi-autonomous and cover a range of specialised care, such as paediatrics,

* This is the official capacity of this hopital according to the hospital
administration.
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orthopaedics, chest diseases, cancer, and ophthalmology, the biggest of which also have
several hundred beds. Besides, there is a limited number of non-government hospitals of
which the hospital of the Bangladesh Institute of Research and Rehabilitation on Diabetes,
Endocrine and Metabolic Disorders is the biggest with 700 beds and an important outpatient
department. It is located in front of the Bangabandhu Sheikh Mujib Medical University.

The urban public hospitals and local-government run facilitics suffer from the same
shortcomings as mentioned above for their rural counterparts, such as inappropriate
management; chronic shortage in supply; undet-motivated personnel considering themselves
being underpaid; absence of effective supervision; top-down decision-making (¢.g. fees
levied at the hospital go straight to the national treasury); virtually no functional
community-based health facilities, and last but not least no involvement of users and
community in the functioning of public health-care.

Besides the above described health-care providers and facilitics, there are another
three provider categories operating in the urban areas unqualified modern practitioners.
homeopathy, and traditional healers. The first category (also called 'quacks'} are partially
or untrained modern practitioners. They practice everywhere in the city, and perform at
times home visits in scarch of patients. Homeopathy has a long tradition in Bangladesh, and
has a reputation to be particularly appropriate for children (because the dilutions used as
treatment are not considered aggressive or harmful for children compared to "western’ drugs)
and for adult illncss abandoned or only symptomatically treated by modern medicine. such
as cancer or asthma. The latter and other illness categories are also treated by rraditional
healers. A detailed description of the types of traditional healers is given in Table 22.

Furthermore, there is a variety of home-remedies, i.e., application of body care and
taking of proper food. Finally, the patient and/or her/his family may not take any action to
treat the illness and ‘wait and se¢” its progress.

2. THE HEALTH-CARE OPTIONS CONSIDERED IN OUR STUDY

The health-care alternatives or options that have been taken into account for our
study comprise all types of health-care options that the study population perceived to be
available at time of illness. Identification of these options was carried out during the
cognitive study that preceded the longitudinal survey. These options include the providers
and facilities that were described above. However, they do also include home-care and the
wait-and-see attitude. Table 22 comprises the detailed descriptions of each of these health-
care options,

Table 22: The health-care options considered in our study

Health-care Descripticn
option

“Wait-and-See People perceive an illness and do not take action to
Attitude” treat the illness.
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Health-care
cption

Description

“Home-care*

Taking body care {e.g. rest) and food (e.qg. eating or
withdrawing special food, drinking a herbal tea);
reassurance and support received from lay advisors.

“Pharmacy” Drugs are purchased with or without advice from the
pharmacist or drug vendor.

“MB, B3S- The patient consulted first an MB,BS doctor {(a G.P. or a

Soloist” specialist) in his/her chamber and then purchased drugs,
underwent tests, etc. according to the prescription.

“Private An institution where specialised medical care is provided

clinie” on a profit-making basis. It includes outdoor and indoor
facilities. A typical number of beds is between 10 and
15. It is commonly called ‘private c¢linic’.

“Public A gevernment-run facility: may be a dispensary, but is

facility” almost exclusively hospitals in the case of curative care
in Dhaka-City.

"Non- Health-care facilities -+ run by non-governmental

government organisations. They are operated on a not-for-profit

facility” basis. May be a dispensary or a clinic, or a hospital.
Includes the so-called free-Friday clinics run only on
Friday in specific places on a charitable basis.

“Modern All sorts of untrained, informal practitioners using

ungqualified modern treatment techniques.

healer”

“Homeopathy” Healing technique that treats the patient with a variety
of highly diluted drugs.!® In Bangladesh, it is an
officially recognised form of health-care.

“Kobiraj” Includes the two systems of traditional medicine in

Bangladesh' : {1) Kobiraj, i.e., the practitioner of
Ayurvedic system of medicine which ¢an be traced back to
the Vedic pericd (2000 BC to 900 BC). It relates to the
humeral theory of disease causation as an imbalance in
Bayu (wind), Pitta (bile) and Kaffa {phlegm) .

{2) Hakim, i.e.,, the practitioner of Unanj system of
medicine, which was developed in Ancient Greece (500-800
BC), medified in Baghdad and was introduced in the Indian
subcontinent by invaders in the early eighth century AD.

"Spiritual

Healers who do not use drugs under any form, but heal

healers” through ritual chanting, amulets and charms.' This group
includes religious priests i.e., pirs, fakirs and imams.
Another group is prominent who uses a magico-religious
approach for driving away evil spirits or neutralising
the influence of spells or 'evil eye'.'? 'Ojha' healers
purport to cure by reciting verses from the holy boaoks.!S
“Traditional Female health-care provider, recognized as a birth
birth attendant, locally called 'dai'’, with limited on-the-job
attendant”

training on delivery practices (mostly informal, although
government-organised training exists)
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CHAPTER 6

NUMBER OF CONTACTS AND SEQUENCES
IN HEALTH-CARE OPTION USE

The vnit applied here for the study of health-care utilisation data is a ‘health-care
option contact’. It is defined as : “Any one-time use of a health-care option, whether it is the
‘wait-and-see’ -attitude, home-care or a health-care provider.” For a health-care provider, a
‘contact’ includes besides the consultation, ‘executing by the patient of prescriptions made
by the provider for diagnostic tests and/or administration of drugs’. Definitions of the
different health-care options considered were given in Table 22 on the previous pages.

A. NUMBER OF HEALTH-CARE OPTION CONTACTS

Table 23 shows that in total, more than 16,000 contacts were reported. For al

illness episodes combined, the wait-and-see attitude and home-care clearly have by far the
highest contribution to the total number of contacts (30% and 27.5% respectively), followed
by pharmacies/drug stores (16%). The latter are followed in descending order by MB,BS-
soloists (8.5%), modern non-government facilities (5%), spiritual healers (3%}, homeopathy
(3%), public health-care (2.5%), kobirajes (2%}, and unqualified modern healers (1.5%).
Private clinics and ojha are almost not used.
Because use of private clinics is neglegible, their data are combined for further analysis with
those for MB,BS soloists into one category of ‘modern private care’ (and which thus groups
all qualified modern private for-profit providers). In addition, all traditional health-care
options are grouped into one category, namely ‘traditional care’. Furthermore - although
they are numericallly not very important - , the sub-categories public health-care, non-
government health-care and unqualified modern practitioners have been kept separate,
because of their specific nature.

Contacts with all modern qualified health-care options combined (i.e., private,
public, and non-government health-care options combined) only represent 17% of all the
contacts, about the same as the contacts for pharmacies, or as the sum of the contacts for
unqualified modem practitioners, homeopathy and traditional healers combined. Out of all
modern qualified healthi-care options, public care is the least used. The many shortcomings
in the public health-care services indicated in the introduction to this part, prevent them
from adequately responding to the needs of the population.

Table 23 further shows that the use of several health-care options is dependent upon
the type of illness. In minor illness episodes - compared to all illness episodes combined -,
the contributions of the wait-and-see attitude and home-care increase, those of modern non-
government and unqualified care remain about equal, and for all other options the
contributions decrease. The opposite trends are observed for severe illness episodes. In
addition, traditional care becomes in severe illness an equally important source of health-
care as public and non-government care combined. Similarly, in the same severe illness
cases, traditional care and homeopathy combined are as important as private modern care.
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Finally, non-government services are as much used as modern private care in minor iliness
(each about 43% of the contacts with modern qualified care). In contrast, in severe illnesses
modern brivate care is used in 60% of the contacts with modern qualified care, and non-
government and public care in 24% and 16% of the contacts respectively.

Table 23: Number of contacts by health-care option

All illness Minor Severe
: illness illness
Type of Health-care Option Contacts Contacts Contacts
NO. 3 NG. % No. %
1. Wait & See 4902 30.1 3009 35.0 1893 24.86
2, Home-care 4501 27.6 2655 30.95 |1846 23.9
Modern 3. Pharmacy 2597 15.9 1231 14.3 1366 17.7
g;iigg;care T W5.BS soloist 1369 8.4 | 492 5.7 | 877 1.4
5. Private clinic BO .5 21 .3 59 )
6. Public 423 2.6 173 2.0 230 3.2
7. Non-government | 863 5.3 90 5.7 | 3713 4.8
8. Ungualified 244 1.5 T4 .9 170 2.2
9. Homeopath 461 . 2.8 199 2.3 262 3.4
Traditional |10. Kobiraj 364 2.2 50 1.1 274 3.6
Health-care |11. Spirit, healer 482 3.0 154 1.8 izg 4.3
Cptions 12. Cjha 18 .1 5 .0 13 .1
Total Number of contacts 16304 100 8593 100 7711 100

B. SEQUENCE OF HEALTH-CARE CONTACTS DURING ILLNESS EPISODES

Table 24 indicates that in 47% of the 5308 minor illness episodes, there is a second
health-care contact, in 1 1% a third contact, in 3% a fourth, and in 2% a 5th or any further
subsequent contact.

Table 24: Sequence of health-care contacts by illness severity’

sequence of Health- All Minor Severe
care Contact illness epis illness epis illness epis’
No. % No. % Ne. %
lst 8o967* la0.0 5308 100.0 3659 100.0
2nd 4945 55.1 2467 46.5 2478 67.7
ard 1543 17.2 579 10.9 964 26.3
4th 494 5.5 158 3.1 336 2.2
5th + subseq 355 4.0 81 1.5 274 7.5
average No. contacts/
illness episode 1.82 1.62 2.11

These percentages substantially rise for severe illness episodes to 68%, 26%, 9%
and 7% respectively. There is thus substantial health-care option ‘shopping’ during illness
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episodes, particularly during the severe ones, with the average number of health-care option
contacts per illness episode at .82, 1.62 and 2.11 during all, minor and severe illnesses
episodes respectively. The highest number of contacts in one severe illness episode, found
in our study, was 14.

C. INITIAL AND SUBSEQUENT CONTACTS BY HEALTH-CARE OPTION

In Tables 25a and 25b, health-care contacts have been braken down by health-care
option and sequence of use for minor and severe iliness episodes respectively.
The totals in the bottom rows in each table give the same figures as in Tables 25a and 25b
for the initial contact and each subsequent health-care contacts. Because of their small
numbers particularly in minor illnesses, the data for the 5th, 6th and any further subsequent
health-care option used, are combined in one column in brackets in both minor and severe
iliness types.

Table 25a: Health-care option use rates by sequence
for minor illness episodes
Health~care lst 2nad 3rd 4th {5th+3ubseq)
option
No. % Ng. 3 [ No. % |No. % [No.) (%)
1. Wait-and-see 2977 56 11 .5 13 2 5 3 {3 {4)
2. Home-care 1791 34 736 30 94 16 26 16 (8} {10)
3, Pharmacy 326 6 767 29 |15 27 31 20 |(12) {15}
4. Modern private 66 1 290 12 [109 19 | 30 19 [(18) {22}
5. Public 25 .5 | 104 4| 26 4 9 6 | (9 {11)
6. Non-government 9 .9 a07 12 84 15 316 23 | (14} {17)
7. Ungualified g |2 52 2 12 2 1 1 (-} { -}
B. Homeopath 25 .5 | 127 g 35 6 5 3 (6] r7)
9. Traditicnal 40 <3| 133 5 50 g 15 g | (11] {14)
healer *
Total No. 5308 100 |2467 100 |579 100 158 100 |(81) (100)
Table 25b: Health-care option use rates by sequence
for severe illness episcodes
Health-care lst 2nd ird 4th {Stht+Subseq)
option
Ne. % Na. % No. % No. % | (Ne.) (%)
1. Wait-and-see 1884 51 2 .1 4 .4 2 .6 (1) {.4})
2. Home-care - 1035 28 651 28 97 10 36 11 ({27} {10}
3. Pharmacy 320 9 ]| 548 26 |266 28 | 72 21 | (60} (22)
4. Modern private 154 4 436 18 |208 22 76 23 | (61} [22)
5%, Public 54 1 94 4 51 5 20 6 | (3L} {11}
6. Non-government 35 1| 178 7 fl03 11 | 28 g [ (29} (11}
7. Unqualified 56 2 86 3 21 2 2 .6 {5) (2}
8. Homecpath 46 1 | 102 4 65 7] 31 9 |(18) (N
9. Traditional 75 2| 281 11 |14% 15 68 20 | (42) (13)
healer
Total No. 3659 100 |2478 100 | 964 100 |336 100 {(274) (100)
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There is a large predominance of the wait-and-see attitude and home-care at the
start of an iliness episode (together 90 and 79% of the contacts respectively), with.slightly
higher proportions in minor compared to severe illness episodes. Thesc options are
followed by pharmacies. All other health-care options remain unimportant as first health-
care option, particularly in minor illness episode

From the use of a second health-care option onwards, however, there is a shift towards use
of home-care and pharmacies, followed by modern private and non-government care in
minor illness cases and by modern private care and traditional healers in severe illness
CASES.

In further subsequent health-care option contacts in minor illness, modem private and non-
government care, and to a lesser extent traditional care, become more important, whereas
home-care and pharmacies gradually become less important. In comparison, in severe illness
cases, pharmacies. modern private care and traditional care become the main health-care
options.

As already stated earlicr, these data confirm that there is a great variety of health-
care options used by the slum residents during illness episodes in both minor and severe
iliness episodes. This is termed 'healer shopping’ in the literature. in our case, because of
the presence of the wait-and-see attitude and home-care as health-care alternatives, it may
be more appropriately referred to as "health-care option shopping".

D. TYPES OF HEALTH-CARE OPTION SEQUENCES

In view of the complex nature of utilisation of health-care options during illness
episodes. a number of ‘health-care option sequences' are presented in this section. The
sequences have been elaborated first for minor illness episodes, and then for severe illness
cpisodes.

I. HEALTH-CARE OPTION SEQUENCES DURING MINOR ILLNESS EPISODES

Table 26 details the main health-care option sequences for minor illness episodes,

Twenty sequences could be identified that each represent at least 1% of the total number
of illness episodes. -

In nearly one-fourth of the illness episodes no treatment is sought, and in another
22% only home-care is used. In addition, 9% end with a sequence of wait-and-see and
home-care. More than half the minor iliness episodes end thus without any assistance from
health-care providers.

The three next most important scquences, totaling 16% of the ifiness episodes
involve only pharmacies as health-care provider, whether after the use of wait-and-see or
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home-care or not,

The remaining 30% of the minor illness episodes, show a variety of health-care
option sequences. The four main ones, each representing about 2.5% of all minor illness
episodes, are wait-and-see followed by either non-govermment or modern private care, and,
wait-and-sec or home-care followed by either public health-care, unqualified modern care,
homeopathy or traditional care.

Use of only public, non-government, unqualified modern care, homeopathy or traditional
care, and, of a three option sequence of wait-and-sce, followed by home-care and any other
health-care option than pharmacy, each represent another 2%.

Table 26: Health-care optlon saquences
in minor illness episodes

N Health-care option sequences No. %
1 Only wait-and-see 1273 24.0
2 Only home-care 1146 21.6
3 Wait-and-see + Home-care 449 8.5
4 " + Pharmacy 386 7.3
5 | Only Pharmacy 263 5.0
6 Home-care + Pharmacy 202 3.B
7 " + Public/Ungualif/Homeo or Tradit 138 2.6
8 Wait—-and-see + Non-govt. 137 2.6
9 » + Modern private 132 2.5
10 ” + Public/Unqualif/Homeo or Tradit 120 2.3
11 Only Public/Non-govt. /Unqualif/Homeoe or Tradit 113 2.1
12 Wait—-and~-see + Home-care + 1 of all other HCOs ' 106 2.0
than pharmacy
13 Home-care + Modern private 3B 1.9
14 Wait-and-see + 2 of all other HCOs 95 1.8
15 Home-care + 2 of all other HCOs 87 1.6
16 " + Non-govt. 72 1.4
17 Wait-and-see + Traditional 70 1.3
18 - + Home-care + Pharmacy 63 1.2
19 Only modern private 51 1.0
20 Walt-and-see + Pharmacy + 1 of all other HCOs 50 .9
21 FPharmacy + 1 of all other HCOs 46 .9
22 2 of all other HCOs or 3 of all other HCOs 53 1.0
23 More than 3 HCOs used 158 3.0
a1l 5308 100.0

2. HEALTH-CARE OPTION SEQUENCES DURING SEVERE ILLNESS EPISODES

The importance and types of health-care option sequences for severe illness
episodes are substantially different from those for minor illness episodes (Table 27). First
of all, the number of possible sequences is much greater, reflecting a yet complexer and
more pluriform utilisation pattern than in minor illness episodes. Secondly, although wait-
and-see or home-carc as sole health-carc option are also here the ' most used, their relative
importance is much smaller than in minor illness cases and only marginally greater than of
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the sequences wait-and-see followed by pharmacy, and of use of only pharmacy. Each one
of these four sequences represents between about 9% and 7%, or together about one third
of all severe illness episodes combined. Thirdly, in only 8% of the cases no action was taken
(3 times less than in minor iliness episodes). Fourthly. in less than one fourth of the cases
none of the health-care providers was involved i.e.. the sequences ‘only wait-and-see” or
“only home-care’. and wait-and-see followed by home-care (half the number compared to
nunor illness cases). Fifthly. - as in minor illness episodes -, the pharmacies are by far the
most used health-care provider (28%)., whether it is as sole health-care option. or after the
use of wait-and-see, home-care or both. However, modern private care as endpoint becosmes
relatively important in severe illness episodes {13% compared to 5.5% in minor illness
episodes).

Finally, although the percentage contribution of wait-and-see is fairly similar as first
health-care option in mindr and severe illness episodes (see above, Tables 25z and b). it is
much more often followed by a choice of another option in severe illness eptsodes than in
minor ones (84% or [(51-8)/51] vs. 57% or [(56-24)/56]). In the case of home-care..these
percentages are 67% [or (28-9.3)/28)] and 36% [or (34-21.6)/34] respectively.

Table 27: Health-care opticon sequences
in severe illness episocdes

No Health-care option seguences No, %
1. Only home-care 340 9.3
2 Only walt-and-see 297 B.1
3 Wait-and-see + Pharmacy 284 7.8
4 Only Pharmacy 258 7.1
5 Wait-and-see + Home-care 193 5.3
&6 Home-care + Pharmacy 180 5.2
7 Wait-and-see + Modern private _ ’ 151 4.1
g Home-care + Modern private ’ 138 3.8
9 " + 1 of all other HCOs 130 1.6
19 Only modern private : 112 3.1
11 Wait-and-see + Home-care + Pharmacy 110 3.0
12 " + Traditional 99 2.7
13 Only 1 of ‘all other HCOs’ 92 2.5
14 Wait-and-see + Home-care + 1 of all other HCOs 89 2.4
15 " + 1 of all other HCOs B6 2.4
16 Home-care + ¢ of all other HCOs Be 2.4
17 Wait-and-see + Non-gowt. 66 1.8
18 " + Home-care + Modern private T B2 1.7
19 " + Pharmacy + 1 of all other HCOs 60 1.6
20 2 of all other HCOs 54 1.5
21 Home-care + Traditional 51 1.4
22 Only traditional 45 1.2
23 Pharmacy + All other HCOs 45 1.2
24 Wait-and-see + Mod priv + 1 of all other HCOs 43 1.2
25 3 of all other HCOs 42 1.1
26 Wait-and-see + Traditio + 1 of all other HCOs 41 1.1
27 Ungualified only 40 1.1
28 Home-care + Pharmacy + 1 of all other HCOs 36 1.0
29 Wait-and-see + Won-govt, + 1 of all other HCOs 31 .8
30 " + 2 of all other HCOs 28 . 8
31 Modern priv. + 1 of all other HCOs 24 .7
32 More than 3 HCOs used 336 9.2
A1l 3Je5% 100.0
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CHAPTER 7
HEALTH-CARE OPTION UTILISATION: DEMOGRAPHIC VARIABLES

Introduction: on measuring heaith-care option use

The method proposed here to assess the level of inequalitics in health-care use in
our study population is derived from the equity principle ‘equal utilisation for equal nced”.
Indeed. the distributive achicvements of health-care delivery should be assessed in terms
of equal “ability to obtain health-care’.'® This. in turn, is translated - and more and more
agreed upon in the past few years''® - into (1) equal use according to equal need, regardiess
of such factors, like race, gender, marital status or income, and, {2) payment according to
ability to pay. The former indicates ‘horizontal equality’ in health-care use. The latter points
out the ‘vertical equality’ in payment for health-care, to be distinguished from ‘horizontal
equality” which would involve equal payment according to equal need." Health-care user
expenditurc will be discussed in HEP Working Paper No.5-98.

The parameter that witl be used here for the analysis of the principle ‘equal use according
10 equal need” is based on the use-need ratio®. It is illustrated in the following hypothetical
example, with:

- as explanatory variable: ‘gender’ with the categories male and female children in the
under-five age-group; and, |

- as response variable: ‘health-care option contact™. Three hypothetical health-carc options
(*HCQ'} are considered : HCO |, HCO 2, and HCO 3.

Table 28a shows hypothetical numbers of contacts with the three HCOs for male and female
children aged less than five years.

Table 28a: Hypothetical contacts with 3 health-care options
for male and female under-fives

(1) {21 {3 {4) {3)
Total
Gender HCO 1 HCO 2 HCO 3 Total Mo,
No. Nea. No. NG. Person-
contacts | contacts { contacts | contacts Months
Male 660 275 165 1100 2300
Female 630 560 210 1400 2430

Column 5 of the table gives the total number of person-months under investigation : for the
male children it is 2,300 and for the female children 2,430.

‘Use/need’ ratios as a measure for assessing inequalities in health-care
use have also been discussed in the fellowing title “The Black Report.
Inequalitirs in health”, edited by P. Townsend and N. Davidson, published
in 1982 by Penguin Books, p. 70. :
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The first step consists of calculating the health-carc option use rate per 100 person-
months. This is done by subdividing in Table 28a (he number of contacts in
columns (1) to (4) by the number of person-months in column (5) for male and
female children separately. By doing so, the following table is obtained:

Table 28pk: Illness rates and health-care option use rates

for the hypothetical data presented in Table 28a

HCO 1 HCO 2 HCO 3 ALl HCO
Illness
Gendar Use rate Use rate Use rate Use rate rate
(/100 BMY) | (/100 PM; (/100 pM) | (/200 FM) | (/100 PM)
Male 28.70 11.96 T.17 47 .83 7
Female 25.93 23.05 8.64 537,61 62

2. . In the second step we adjust these use rates for illnesy incidence rate. We assume
that the illness incidence per 100 person-months for male children aged less than
five years is 67, and for female children, 62. A 'use/need ratio " is thus obtained and
given in Tabie 28c. This ratio reflects thus the absolute quantity of each health-care
option used by individuals in a category of a variable under investigation. adjusted
for the iliness occurrence in the same individuals.

Table 28c: Use/need ratios for the
hypothetical example given above

HCO i HCO 2 HCO 3 All HCO

Gender Use/need | Use/neéd | Use/need | Use/need
ratio ratio ratio ratio

Male .428 179 .108 715

Female .42 .37 .14 .93

3. The overall absolute use/need ratio of .715 for the boys is the sum of the use/nced

ratios for the 3 health-care options. Similarly the ratio of .93 for the girls. These
overall ratios, however, are not the same. As a result, the higher use/need ratios for
females for health-care options 2 and 3 may be fully or partially due to the higher
overall use/need ratio in females. Therefore, the use/need ratios for each health-care
option in both the gender categorics are converted into percentuge useneed ratios
of the respective overall ratio for this category. These percentage use/need ratios
for the hypothetical example are given in Table 28d.

Percentage use/need ratios do thus not reflect absolute quantities of health-care

option use. However, they allow to compare in each category of an explanatory variable
the relative contribution of each health-care option into the to1al number of contacts.
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Table 28d: Percentage use/need ratiocs derived from:

the use/need ratios in Table Z28c
HCO 1 HCO 2 HCO 3 All HCC
% % % 3
Gender Use/need | Use/need | Use/need | Use/need
ratio ratio ratio ratio
Male 59,9 25.0 15.1 100
Female 15,2 32.8 15.1 100

In the present and the following chapters, the health-care option use patterns,
expressed as percentage use/need ratios are described for a series of demographic, cultural
and socioeconomic variables, including proximate indicators for socioeconomic status. The
variables used herc are the same as in the previous Part on illness occurrence of this
Working Paper.

Statistical analysis of percentage use/need ratios is based on comparison of
proportions in 2-by-2 tables (x*) and 2-by-c tables (x’-for-trend). Associations arc expressed
as follows

- p<.01: strong asscciation, or statistically highly significant association; or. in use

térmS' far more/less vse;

01 =< p < .05: mcdcrale association, or statistically moderately significant
association: or in use téams : moderately more/less use;

- .05 =< p < .20: weak association, or siallst:cally weakly significant association:

or in usc terms: slightly more/less use;

-p >=.20: no association: or in use terms: similar usc.

Only health-care option use during non-chronic illness episodes will be presented
here. The findings on chronic illness will be presented in HEP Working Paper No.6-98 on
specific health-care seeking experiences.
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A. AGE

In this section, two age-groups- early childhood ( 0-5 years) and adulthood (19- 45
years) are compared for health-care option use. This is separately done for the minor and
severe illness types, and for both the types combined. A selection of the main iliness
categories will be used for the analysis: cold fever, fever, and diarrhoeal, respiratory, and
skin ailments. They were also used in the description of the illness profile (see Part A,
Chapter one of this Working Paper). -

Fig. 11 graphically shows the differentials in health-care option use between the two
age-groups. Table 28 shows the statistical associations (a positive association means more
nse in child illness). The findings can be summarised as foliows:
[n both minor and severe illness types, there are positive associations for non-
government care and homeopathy (strong in both types), home-care (strong in
minor. and weak in severe illness), public care (moderate in minor and weak in
severe iliness). There are negative associations for pharmacies (strong in both
types) and modern private care (moderate in minor and strong in severe iliness};

In addition, in severe illness, there is further a weak negative association for
modern unqualified healers, and a moderately positive association for traditional

Fig. 11: Percentage use/need ratio for

selected illnesses by age (0-5 year and 19-45 year age-groups)
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Table 29: Statistical trends in use of health-care options for
selected illnesses by age (0-5 year vs 19-45 year age-groups)

Health-care ALL TLLNESSES MINOR SEVERE
Option ]
% & Dir » P Dir ® P Dir
value | ** value | ** value o
wait-and-see | .9 e | ] 2e | e | 16 | .73
Home-care i6.0 |.00006| - 13.9 .0b0oz2 + 2.3 .13 (+3
Pharmacy IBR.3 1 .00000 | - 145.6 | . 00000 | - 57.8 [.00000 | -
Mod priv LB.T L0Qoo2 | - 6.0 .015 - 10.4 L0013 -
Public 6.5 011 + 6.02 .14 + 1.7 .19 [
Mon-govi. 57.7 |.00000] + 28.6 | .00000 ] + 29.5 | .0000G | -
Unqualif 1.1 .30 . 23 .61 2.1 .15 (=
Homeopath 71.9 |.o000C | + 34.4 .OQOOO + 39.3 | .00000 | 4
Tradivional | 5.8 | .016 | + | .91 | .32 | | 6.7 | .o10 |«

*+« pDir = direction of association: + = more used in child illness.

B. AGE AND GENDER

In this section. use of health-care options is compared between males and females
in 5 age-groups: early childhood (0-5 years). older childhood (6-12 years). adolescents (13-
18 vears), early adulthood {19-45 years), and older adults {more than 45 years). In order to
avoid gender bias in health-carc option use as a result of the inclusion of gender-specific
iliness cases. the same five main illness categorics as in scction A are taken as the basis for
analysis here. However. for some age-groups, some annotations are alse made regarding
health-care option use. bascd on the analysis for all illness categories combined.
A positive association in the tables with statistics means that there is more use of the health-
care option when males arc ill.

1. UNDER SIX YEAR AGE-GROUP

Fig. 12 indicates that the health-care option usc patterns are quite similar for the
male and female children aged less than 6 years. There are, however, a few statistically
significant associations (Table 30):

. Unqualified healers are more used for the male children. particularly in severc
illness (strong statistical association in all and severe illness, weak associalion in
minor iliness):

. Home-care (in all illness cases) and pharmacies (in severe cases) are slightly more

' used for the female children, while homcopathy and traditional care are slightly
more used for the male children in severe illness cases, and homeopathy moderatcly
more used when all illnesses are combined.
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Fig. 12: Percentage use/need ratio for selected illnesses

by age (0-5 year age-group} and gender
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Statistical trends in use of health-care opticns for
{0-5 year age-group} and gender

Health-care ALL ILLMNESSES MINOR SEVERE
Cption _ " - -
% F Dir x* P Dix b P Dir
value | ** value | ** value ( **
Wait-and-see .87 .35 .06 .80 .86 L35
Hoeme-care 2.54 .11 a3 .31 s .45
Pharmacy LG5 .81 .41 .52 2.20 .14
Mod priw L00 .25 .06 .81 .14 .71
Public .01 .93 .14 .71 .00 .95
Nocn-gove . .70 A0 .13 12 65 .42
Ungualified 13.08].0003 | + .79 L0985 | i+ | 9.57 .00l +
Homeopath 4.16 041 .30 2,35 .13 {+]
Traditional 1.01 .31 19 2.45 L1200 1)

* o Dlr —

direction of association:

more used by males.
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2.SIX TO TWELVE YEAR AGE-GROUP

Fig. 13 shows a mixed picture, when health-care option use is compared between

male and female children in the 6 - 12 year age-group. In Table 31, there are only a few
associations (again in the five selected illness categories) for all and severe illness. and no
associations for minor iliness. However, more associations are found, if analysis is done on
alf iilness categories combined : they will also be presented here.

% U/N Ratio % U/N Ratio

% /N Ratie

-3

2

=
]
%E
éF

i
f

First, when the five main illness calegories only are considered. there is a weak
neguiive associalion, i.e., more use for female children, for home-care, when aff
illness cases are considered.

in addition, further analysis based on all illness categories combined shows that the
negative association for home-care becomes stranger. and that there are positive
associations for all kinds of modern qualified and unqualified care (weak).
homeopathy (weak), and traditional care (moderate);

In severe illnesy cases of the five main Hiness categorics, there is slightly more usc
of home-care and moderately less use of homeopathy for female children.

Again, when all illness categories are considered, there is slightly more use made
of public care, non-government care and traditional care for male children. {n
addition, far more use is made of homeopathy. In contrast, moderately less use is
made of home-care, and slightly less use of wait-and-sce.

Fig. 13: Percentage use/need ratio for selected illnesses
by age (6-12 year age-group) and gender
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Table 31: Statistical trends in use of health-care options for

selected illnesses by age

{(6-12 year age-group!]

and gender

Health- nLL TLLNESS MINOR SEVERE
care - .
COption %’ P Dir ®e P. Dir % P Dir
" | value | ** value | +* value | **
Hait&See 55 | a6 | 19 | .67 35
Home-care 2,80 .09 (-1 N .38 07 {=]
Pharmacy .55 .46 .48 .49 .21 .63
Mod priv .63 .43 T .38 .23 .63
Public 1.19 | .28 | 1.00 | .32 3¢ | .56
Noa-govt | 1.55 | .21 | 62 | .43 1.06 [ .31 F
Ungualif 1.22 .27 .12 Y.45 77 .38
Homeopath .15 10 1.40 .24 15.83 .015 +
Tradit T Y o0 00| a3 | oLzs [

* Fisher Z-tailed exact results (1 cell value <5,

** Bir = direction of association;:

3. ADOLHSCENTS (13-18 YEAR AGE-GROUP)

+ = meore used by males,.

A few differences in use can be observed between male and female adolescents
(Fig. 14 with graphical representation. and Table 32 with statistical associations):

. A weak negative association for wait-and-sec, i.e.. slightly more use for female
adolescents in atl and minor illness: )
» For male adolescents, non-government care is moderately. more used in all and

minor itlness, and non-government care is slightly more used in all and severe

illness.

Furthermore, when all iliness categories are considered. public care is slightly more
used by female adolescents in severe illness. .
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Fig. 14: Percentage use/need ratic for selected illnesses
by age {13-18 ysar age-group) and gender

ALL

% D/Y Ratie

% O/N Ratio

o
g — 2
4 9
2 L]
- - - 14
= 2
-~ ~
= 1n — _ =
) ﬁ "
] - . _n-__El
Private Pubkc NGO
©
om0 o
Hal e}
I i+
2o ]
Z g
=l 10 . =
- -
L =l

8 wae

| reman

MINOR
.
..
.
.
..

L

g~ R S e

I Ferre

E] Make

SEVERE

% Us/N Ratic
B

0 JE—
O -
P
el
d oy -
=
"o,
Dm-‘— . .
-
n_Jﬂl".E]l.jﬂl_
B vum | B

Table 32: Statistical trends in use of health-care options
for selected illnesses by age (13-18 year age-group) and gender

Health- ALL ILLNESS MINOR SEVERE
care " - - .
Dption " P Dir| =- P Dir e B Dir
value | ** value | ** value | **
Wait&See 3.56 | .06 |(-3]3.251 .071 [(-)] .02 .88 |
ome—care | .07 | .19 | 15 | .69 01 | .85 |
Pharmacy 00 | .99 0z | .89 | 16 6e |
Mod priv 2.68 | .10 |+ ] .14 .70 2.40 12 | h
Public 34 | 72 | 15 | ».66 2.60 | *+.25
Non-govt 4.3 O3B + 6.19 L0113 + .33 L, 71
Ungualif T T 1z | w1 ] Les | ovest
Homeopath .05 .82 .15 Y. 66 .32 .57
Tradit .26 .78 .09 | *1.0 .65 | *+.51

* Tisher 2-tailed- exact results {1 cell value <3}.
*+ pir = direction of association: +

more used by

males.
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4. YOUNGER ADULTS (19-45 YEAR AGE-GROUP)

This is the age-group where there are by far the most differentials in health-care use

between females and males (Fig. 15. graphical representation, and Table 33, statistical
associations).

% U/N Ratio ¥ U/H Ratio

% U/N Ratio

When il ilinesses combined are considered, females use far more wait-and-sec and
non-government carc and slightly more public care than males. In contrast. males
use far more pharmacies and moderately more modern private care. The targer use
of wait-and-see by women may be related to the limited mobility of women in
[slamic societies due to 'purdah’ (the religious-traditional belief that women.
particularly married women, should avoid contact with other men, and thus be kept
inside the home). However, home-care, another health-care option that avoids
contact with men, is not more used by females. This may be due to the fact that
firstly, females still depend upon males for the purchase of food or other items
required for home-care. and secondly, that the main reason for use of home-care is
illness-related (see Part C of this Working Paper),
For minor ithiess conditions, similar associations are found for wait-and-see, non-
government care and pharmacies. In addition. there is moderatety more use of
modetn unqualificd care by men, and of traditional care by women:
For severe illness cases, again, males use {ar more pharmacies and moderately morc
modern private care, and females far more wait-and-see and modcrately more non-
g(‘l\’(.‘I'I"II'I‘J.CIII care

Fig. 15: Percentage use/need ratio for selected illnesses

by age {19-45 year age-group) and gender
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Table 33: Statistical trends in use of health-care options
for selected illnesses by age {19-45 year age-group) and gender

Health- ALL ILLNESS MINOR SEVERE
care
Option b i Dir % P Dir| x P Dir
value w4 value A value b
Wair&See 22.01 | .00000 - 1G6.39 L0012 - 7.34 L0087 -
Home-care | .09 77 L | .oa .85 .00 .96

Pharmacy 35.65 | .0000 + {31.6% . 000 + |253.91)].00000 | +

Mod priv | 6.45 | .ot1 | + | .33 55 || 5.59 [ .018 | «
public 2.20 | .14 fiy| 1.26 26 b 1.a0 | .24
Non-govt |12.27| .0005 | - | 6.21 | .013 [ - | 6.02 | .01 | -
‘Unqualif i3 | .72 a.49 | 032 |+ | 1.27 | .26
Homeopath | 1.28 | .26 k- {1.61{ .20 | | .28 .59
Tradit 12 73 b facaa| co3s |- | .e2 .43

*+ Dir = direction of association: + = more used by males.

5. OLDER ADULTS (MORE THAN 45 YEAR AGE-GROUP)

As for younger children and adolescents, in the older adults, few associations in
health-carc option use are found. (Fig. 16 and Table 34). The following differentials in use

are found : .

. Older adult females use slightly more wait-and-see in all and severe illness cases
and public care in minor and severe illness cases:

. Moderately more use is made of modern private care by older adult males in severe

illness cases, but by females in mild illness cases.

Moreover, if all illness categories are considered, pharmacics are far more used by
older adult males. :
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Fig. 16: Percentage use/nead ratio for selected illnesses
by age (more than 45 year age-group) and gender
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Table 34: Statistical trends in use of health-care options
for selected illnesses by age (over 45 year age-group) and gender

Health- ALL ILLNESS MINOR SEVERE
care
Option’ x? P Dir X’ P Dir x* P Dir
- value | *~ value | ** value | **
Wait&See 2.04 .15 .20 .66 2.48 .12
Home-care .10 .76 .08 .77 .00 . 8%
Pharmacy .98 .32 .BO .37 .18 .67 -
Mod priv 1.33 .25 1.80°] .18 4.86 .027 +
Public .03 1.0 3.05 .15 3.13 *.12 | 1)
Non-govt .35 .55 .00 1.0 .83 .36
Unqualif .26 .74 .15 *1.0 .62 * .68
Homeopath .03 -] 1.0 1.22 .41 1.08 *.36
Tradit .34 .67 .15 *1.0 |, 4 1.96 *.50 ’

* Fisher 2-tailed exact results {1 cell vélue <5).
** Dir = direction of association: + = more used by males.
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CONCLUSIONS ON THE HEALTH-CARE OPTION UTILISATION PATTERN

WHEN AGE, AND AGE AND GENDER ARE CONSIDERED

The lindings presented above indicate that utilisation of health-care options is age

and gender related,

When age is considered (comparison of the 0-5 and 19-45 year age-groups). the

following is found:

L]

Home-care. non-goversuent health services and fomeopatine are much more used
for children than for adults. ’

The larger use of non-government health services is associated with the specific
supply of health-care by many non-government organisations to children, while the
farger use of homeopathy is related to the widespread beliel in the Bangladeshi
society that homeopathy is better for children. because it treats with small doses of
drugs and has thus less side-effects than modern medicines.

In the case of home-care. there is only a much larger use in minor illaess cases.,
indicating that in severe cases. there is a relative shift 1o other healih-care options,
such as pharmacies. traditional care, homeepathy. and 10 a lesser exienl non-
government care.

Public health-care (in minor tllness) and fraditional care (in severe illness) are also
more used in the case of child illness.

For public health-care, particularly the few community-based facilities. 1he same
explanation may be valid as for non-government services. For traditional care, there
is. besides the shifl 1o it from home-care, the cultural belief that child illness is
more trequently relaied to supernatural causes than adult illness.

In contrast. pharmacies and modern private care are much mare used in the case
of adult illness than in child illness.

In addition. a number of striking findings concern the relationship between health-

care option utilisation and gender and age. Indeed, where statistical associations can be
identified. the following picture emerges:

| =]

Wuait-and-see is more used by females in several age-groups,

This may be attributed 10 the overall lower social status of girls and women and, as
mentioned above. 10 the practice of *purdah” for marricd women (i.e.. the religious-
traditional belief that women must avoid contact with other men, and thus be kept
inside).

Phurmacies are more used by males in adult age-groups.
This may be related to the greater access to cash by males and to their greater
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mobility in these age-groups. and to the correlated practice of *purdah” for women.

Modern private care is more used by males in adult age-groups and to a lesser
extent adolescent males. except a slightly more use for older adult women in minor
illness.

Considered of a higher quality. but also at a higher cost. male adults appear to
reserve this health-care option for themselves, as they also have greater access to
cash. However. as is indicated below. this may aiso be related to the fact that
“alternatives” arc available for women in the public and the non-government
sectors. Especially the latter one docs not provide health services to adult males.
who are thus relegated to other forms of modern care. such as pharmacies and
private for-profit care. .
Non-government care s more used by women in the reproductive age-group. and
te a lesser extent tor illness in male older children and by female adolescents.
This may be a consequence of the fact that many non-government facilities of'fer.
besides child care, maternal health-care (that is culturally accepted by the society.
i.c.. for which purdah’ is not applied). but no services for male adults.

The tinding that non-government health-care is more used in iliness of male older
children may express the gender preference in favour of boys in the Bangladeshi
society,

C. HOUSEHOLD LOCATION

Fig. 17 shows scveral trends in the use of health-care options, when the variable

“household location” is considercd. Table 35 details their statistical associations (a positive
association means more use when living in public slums}).

The following trends and associations are found:

In both minor and severe iflness cases. therc are posirive associations for public and
non-governmenl care (strong associations), and a megative association for
pharmacies (weak in the case of minor illness, strong in the case of severe illness):
In addition. in minor illness conditions, there are strong negative associations for
wail-and-sec and for homeopathy. There is further a weak positive association for
traditional healers:

In severe illness conditions, there is further a weak negative association for modern
private care.

The fact that houscholds in public slum use more *not-for-profit” services (public

and particularly non-government services) is related to the fact that there are big public
stums where Biharis live (sec HEP Working Paper No.3-98 for more details on the origin
of the Bihans). These Biharis. as we will describe later, have established special non-
government health facilities that they extensively use.
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Fig. 17: Percentage use/need ratio
by household location
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Health-care ALL ILLNESSES MINOR SEVERE
Option -
x’ P Dir x* P Dir x* P Dir
crend* | value ** ol trend* | value ** | trenda* | value -
Wait-and-see| 1.08 .30 18,53 .00001 - .51 .48
et
Home-care .16 .69 | .58 Aa o [F ] 12 .73
Pharmacy 17.86 LGooo02 - 2.14 .14 12.31 L0004 -
Mod priwv 9,22 .G02 - .01 .91 i 3.34 .08 (=)
Public 29.14 L 00000 + 31.87 .Q0000 + 10.05 Q015 +
Non-gove. 134.64 | .00000 | + |105.63 | .00000 + 31.01 |.00000 | +
Unqualif 1.77 .18 |-y .08 77 b ] .15 .70
Homeopath 12.07 L0005 - 12.67 L0004 - .75 L3¢
Traditional .ao .96 | 1 3,286 071 {+) .76 .38

* Categories: public/private slum.
** Dir = direction of association: + = more use when living in public slum.
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D. SEASONAL PATTERNS

Fig. 18 shows the health-care option use patterns during the three scasons of the
survey, i.c.. early, full, and late monsoon season.

Table 36 dctails the statistical associations in health-care option use during these
seasons (a positive trend indicates that the earlier the season, the more use of a particular
health-care option is observed).

The findings may be summarised as follows:
. In both minor and severe illness cases, therc arc positive associations for
pharmacies (moderate) and modern private care (strong), and a strong negative
association for wait-and-sec;

. In minor illness, there are further strong positive associations for home-care and
traditional healers;
. [n severe illness, there are further moderately negative associations for modern

unqualified healers and homeopathy.

Fig. 18 Percentage use/need ratio
by season
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Table 36: Statistical trends in use of health-care
options by season ’

ALL ILLMESSES MINOR SEVERE
Health-care .
Option x P Dir ® = Dir ®- B Dir

value * value * value *
Wait-and-see 60.8 | .00000 - 55.7 | .00000 - 14.8 } .0001 -
Home-care 5.5 L01% + 7.1 L0073 + 0.04 -84 |
Pharmacy 11.0] .00G9 + 6.0 .014 + 6.0 .014 +
Mod priv 7 19.5].00001 + 11.7 .0006 + 11.3 | .o008 +
Public 5.6 | .4 0.3 | .61 1os | a7
Non-govt. 0.1 | .74 0.0 ] .94 o.2 | .e2
Ungualif 6.0 .014 - 1.0 .32 q.4 .036 -
Homeopath 1.6 | .21 1.5 | .22 | {67 | .010 | -
Traditional 6.3 .012 + .|12.2 L0005 + 1.4 .24

- Dir = direction of association: + = the earlier the season, the more use.



CHAPTER 8

HEALTH-CARE OPTION UTILISATION: SOCIOCULTURAL
VARIABLES

A. HOUSEHOLD RELIGION

Hcalth-care option use differentials between Muslims and Hindus are represented

in Fig, 19. Table 37 indicates their statistical associations (a positive association means more
use by Muslims):

In both minor and severe illness, there is a positive association for non-government
health-care (strong in minor cases. moderate in severe cases); _
In minor illness cases, there is further a strong positive association for wail-and-sce,
and negative associations for pharmacies {strong}, for home-care (weak). and for

public health-care (weak):
In severe cases. there is a2 weak negative association for modern private health-care,

Fig. 19: Percentage use/need ratio by household religion
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Table 37: Statistical trends in use of health-care
options by household religion '
Heaith-care ALL ILLNESSES MINOR SEVERE
Option
x P Dir x- P Dir 'S F [t
value | ** valus | ** value b
Wait-and-see 7.74 | .0054 + 9.01 .002 + .65 .42
Home-care 1.50 22 3.51 .06 {-) .08 .78
Pharmacy g.18).00a2 | - | 9.14| 002 | - | 1.12 | .29
Mod priv 3.93).0472| - | 1.51 .22 | 1249 .12 |0
Public 1.89 16 | {-b) 2.16 .14 f-3 .37 .54
Mon-govt. 18.57 | .0000 + 13.88{ .0001 + 6.06 .01 +
Unqualif Az | .13 1 21| .es .51 47
Homeopath .50 -44 1 .01 .82 1.25 .26
Traditional 1.63 .20 {+) 17 .68 § 1.59 .21
*% pir = direction of association: + = more used by Muslims.

B. HOUSEHOLD ETHNICITY

Considering the relationship between the ethnic origin of the households under
investigation and health-care option use, Fig. 20 and Table 38 show the following (a
positive association means more use by Bengalis):

In both minor and severe illness cases, a slightly larger use is made of public care
by Bengalis. In contrast, a much larger use is made of non-government care by the
Biharis. This reflects the existence of non-government health-care facilities in the

public slums where Biharis live and which specifically serve Bihari people:

Additionally. in minor illness cases, a much larger use is made by Bengalis of wait-

and-see, and moderately more of traditional care;

In severe illness cases. Bengalis use moderately more home-care and public care.
and far more pharmacies. Conversely, Biharis use far more unqualified modern

healers.
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Fig. 20: Percentage use/need ratio by household ethnicity
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Statistical trends in use of health-care

Health-care 4LL ILINESSES - MINOCR SEVERE
Oprion )
® P Dir xr* P Dir ® P Dir
value | ** value [ **+ value | *+
Wait-anrd-see 23.531.000CG0 | + 57.7 .00a + .94 L33
Home-care .00 1.00 .00 .98 6.44 .01 +
Pharmacy 7.68 L0056 + .20 .66 .; 14.43 | .0001 4
Mod oriv 50 .48 .43 .51 1.40 .24 .
Puirlic L3.27 | .0002 + 3.67 .08 {+1 ] 6.89 .01 +
Non-govt. 418.3 ] .00000 | - 293.2 1 .0000 - [111.5 .0000 -
Unqualif 9.86 | oot | ~ | .20 | .66 | & 30.4 | .o00 | ~
Homeopath .02 .88 .01 92 | 1.57 .21
Traditional 18.03 | .0000 + 6.42 .01 + 1.02 <31

L.

mir o=

divection of association:

+ = more used by Bengali.
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C. EDUCATION

The assoctation between father's and mother's education and health-care option use
is discussed here for illness episodes of children aged up to 12 years,

1. FATHER'S EDUCATION

Graphical and statistical representations of the relationship between level of father’s

education and health-care option use are shown in Fig. 21 and Table 39,

The following trends can be found:

. The lwver the education level, the more use is made of wait-and-see (far more use
when severe illness. moderately more use when minor). of non-government health-
care {far more use made when minor illness, slighlv more use made when severe
illness), of pharmacics {slightly more use in minor illness), and of traditional care
{shightly more use made, when all illnesses combined);

. Conversely. when the education level is higher, far more uve is made of public care
and slightly more use of homeopathy in both minor and severe illness. [n addition®
more vse is made of home-care {(imoderately more in minor illnesses, and slightly
more in severe illnesses). Furthermore, slightly more use is madc of modern private
carc {in the case of minor illnesses and of all illnesses combined).

Fig. 21: Percentage use/need ratios by
father's education (0-12 years child iliness)
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Table 39: Statistical trends in use of health-care
options by father’s ecducation level

Health-care ALL TILLNESSES MINOR SEVERE
option % P Dir X P Dir %" P Dir
* value | ©* * value | ** * value | *°
Wait-and-see |15.101 .000L - h.09 .01 - 112.13 .00 -
Home-care 9.64 L0019 + 5.21 .01 + 2.8BY .05 {4
Pharmacy 1,00 32 3.88 05 | =) .51 .48
Mod peiv 3.1 L0774 (4] 3.72 .0% {+) s 72 LAG
Pullic 36.74 ] .00000 | + 31.981 .000 + 11.50 .00 +
MNOon-govL. 13.32]| .0003 - 12.55| .000 - 2.04 .15 (=}
Unqualif 003 | .96 | .31 { .58 003 | 96 |
Homeopath 5.6% .017 + 2.91 .09 {(+) | 3.19 .07 {+)
Traditional | z.42 | .12 |t-1| .48 [ a5 | | 1.54 | .22

* Cateqories: No edu/l-3 yrs edu/>5 yrs education.

i+ pir = direction of associaltion:

laval.

2. MOTHER’S EDUCATION

+ = more used when higher education

Fig. 22 and Tablc 40 show graphical and statistical associations between the
mother's education level and health-care option use.

Overall. a similar pattern is observed as for the case of father's education, However, there
are some differences:

. Unqualified modern care is substantially more used. the higher the education level:

. The use trend for homeopathy is stronger in the case of mother’s education in both

minor and scvere illness cases. Similarly. the use trend for non-government care is

stronger in severe illnesses, and for pharmacies in minor illnesses and all illnesses -

combined:

Another most striking difference is that the trend in the use of modern private care
is now statistically significant betweer the categories ‘no education’ and ‘1-3
years'(y” =6.22. p=.013 in all illness cases combined; x> =6.46, p=.011 in minor

illness: x™=1.83. p=.18 in severe iilness).
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Fig. 22: Percentage use/need ratio by
mother's education (0-12 years child iltness)
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Table 47: Statistical trends In use of nealth-care
opticns by moelhern’s eduocallon level
Health-care ALTL TLLNESSES MINGR SEVIRE
Opt.io:*;
LS b3 Dir ® B Dir ® P Dir
value | *~ value | ** value | **
Walt-and-sa= 13.9] LO00Z - 10,31 .00 - 3.6l .06 (=)
Heme-cate 5.4¢ .0LG + 1.75 .00 + .22 .64
Fharmagcy G6.04 L014 - |111.13 LG0 - i0 T
Mad priv 45 .50 .52 .47 04 .85
ruplic 40,25 .00000 | ~ J23.15 | .000 - 17.16 L Q00 -
Mon-govt 17.7€ }.onoc3 | - 7.8% .00 - 9.939 LG -
Urngcalil 20481 0004 ol 25,43 L OG0 + 40 52
Homecpath 36.61 | .00000 | + 24 .75 .000 + 12.93 L) -
Tragitional 1.2z . 1A {-r) 2.886 .09 (=3 .37 . bhg
= Categories: No edu/l1-% yrs edu/>3 yrs of education.
'*Sirection of associavien: + = more used when higher education level,
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CONCLUSIONS ON THE RELATIONSHIPS BETWEEN
USE OF HEALTH-CARE OPTIONS AND
FATHER'S AND MOTHER’S EDUCATION
IN THE CASE OF CHILDHOOD ILLNESS {0-12 YEAR AGE- GROUP)

in Tables 41 {lor minor illness cases) and 42 ({or severe illness cases). the findings

are summarised on the associations between the health-care option use in child illness and
tather’s and mother’s education. It appears from the tables that there arc a number of
similarities in these associations:

in minor itfness (Table 41): the less educated the parents, the more usé is made of
wait-and-see and non-government carc aL’ud to a lesser extent pharmacies. and, the
less use is made of home-care, public care and to a lesser extent homcopathy:

in severe iffness (Table 42): the less educated the parents, the more use is again
made of wait-and-see and of non-government care, and, the less use is again made
of public care and to a lesser extent homcopathy.

Table 41: Summary table on trends in use of health-care coptions

for father's and mother's education (minor illness cases)

Minor illness cases i Father Mother
Less educated The more use of Wait-and-sae Wait-and-see
Non-govt Pharmacy
{Pharmacy)* Non-govt
) {Traditional)
The less use of Home-care Home-care
Public Public
{Modern private} Unqualified
(Homeopathy) Homeopathy

* Health-care option in brackets: .05 > p <20

Table 42: Summary table on trends 'in use of health-care options

for father's and mother's education (severe illness cases]

Severe illness cases Father Mother
Less educated The more use of Wait-and-see {(Wait-and-see)
[(Non-gowvt) ~ Non-govt
cthe less use of Public Public
(Home-care) Homeopathy
FHomeopathyl

Healrh-care option in brackets: .05 -'p < .20

The increasing use of home-care and homeopathy in minor illness with the

increasing level of education may be attributed to the fact that more educated parents know

more home remedies and berter identify cases for homeopathy than less or non-educated
mothers and fathers.

The refationships between wait-and-see and the three types of modern qualified care

and education reflect the associations between education levels of fathers and mothers and
household income on the one hand (see HEP Working Paper No0.3-98), and, between

household income and health-care option use on thc other. The latter is detailed in the next
chapter.
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CHAPTER 9

HEALTH-CARE OPTION UTILISATION: ECONOMIC VARIABLES

A. HOUSEHOLD INCOME

The “income quintiles™ are used as categories for “household income’, dcscrlbcd in

HEP Working Paper No.3-98,

There are scveral trends in the use of health-care options when household income

is considered (Fip. 23). Table 43 details the statistical significance of those trends. The
following findings are observed (a positive association means more use. the higher the
income level):

In both the illness conditions, there are positive associations for modern private
care and public facilities (both strong), pharmacies (weak in minor illness and
moderate in severe iliness). and homeopathy (moderate in minor illness, strong in
severe illness);

In both the illness conditions, strong negative associations for wait-and-see are
observed. In addition; in the case of severe illness, there are negative-associations
for home-carc and non-government care (weak), and for modern unqualified
pl’O\’Idel‘R and traditional healers (strong); e

In the ¢ase of minor iliness conditions, there are ho assoc iations for home-care,
non-government care. modern unqualificd providers, and traditional healers. In

contrast. in the case of major illness. all associations are weak to strong:

Finally. in severe illness cases, all associations become stronger than in minor

_illness conditions. The exceptions arc the options which are already statistically

highly significant in minor illness cases (wait-and-sec. maodern private and public
care).
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Fig. 23: Percentage usé/need ratio
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Table 43: Statistical trends in use of hesalth-care
options by household income

ALL ILLNESSES MINOR SEVERE
Hezlth-care 7
Option ®° P Dir* x| p Dir~ X" P Dir*
value | value trand | value
|
Wait-and-see | 36.80|.00000 - 22.67 L0000 - 14.95 ] .0001 -
Home-care .083 .77 1.10 .29 2.80 . 084 (-}
Pharmacy 6.16 .013 + 2.19 14 {43 4.17 .41 +
Modern priv 47.28 | .00000 + 13.3:4 0003 + 35.50 | .000C0C +
Public 22.07 1 .00000 + 11.55 ] .0007 + 20.82 {.00001 +
Mon-gov'k 4.58 .032 - 1.67 .20 3.17 .075 {-)
Unqualified | 8.98 | .0027 | - | 1.29 | .26 8.05 | .0045 | ~
Homeopath 12.25| 0005 | + |4.12 | .o4 + | 8.36 | .o004 +
Traditional 6.97 008 - .02z .89 L0012 -

* Categories of household income:

use when higher incoma.

more
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The findings suggest, firstly, that there are clear links between household income
and choice of health-care alternatives for almost all health-care options. secondly. that the
associations are stronger in severc illness cases than in minor ones. and thirdly. that the
direction and strength of these associations are particular for cach health-care option. Fhese
obscrvations have schematically been put in a summary table (Table 44):

Qut of the three modern qualified health-care options, only non-government care is slightly
more used when households are poorer. All other modern qualified care. including
pharmacies. arc substantially less used, the poorer the houschold. This is particularly true
in the casc of scvere iflness. Conversely. the other healih-care options and particularly wait-
and-see, are then substantially more used (except home-care), the poorer the household.

Finally, homeopathy is also more used when houscholds are economically better-otf.

Table 44: Trends in use of health-care options
by household income

Minor Severe

The poorer |The more use of Wait-and-see Wait-and-sea
Modern ungualifiea
Traditional
{Home-care}
(Non-govi)

The less use of Modern private Pharmacy
Public Modern private
Heomeopath Fublic
{Pharmacy]) Homeopath

Comparing the findings in severe illness cases for the highest and the lowest income
quintiles, the following is observed. By households in the lowest quintile:

. Wail-and-see is about 25% more vsed,;

. Pharmacies are about 20% less used;

. Private-for-profit and public care, and homeopathy are about 50% less used:

. Non-government care, unqualificd modern healers, and traditional care are 25% to

30% more used.

Fig. 24 and Table 45 show the utilisation patterns of wait-and-scc as the only
health-care option used during an itiness episode by income quintile. This groups, thus. the
iliness episodes in which no care was sought at all, even no home-care.

The following is observed:

e *  Overall, the proportion of illness episodes in which no care was sought
substantially decrcases with the increasing household income. These trends are all
statistically highly significant

. The steepest decline is found for severe illness episodes. about 50% {whereas about
40% in minor ilincss cpisodes).
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i

These figures strongly suggest thus that lh:c poorer the slum houscholds, the more
illness episedes arc left without attention. This is (by definition) more so in the case of
severe illness episodes. although precisely thesc episodes require by definition more
professional attention than minor ones.

Fig. 24: Proportion of illness episodes where no care was
sought by household income
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Table 4%: Statistical association 0f the proportion of illness
episcdes where no care was sought by heousehold income
A

ALL ILLHESZSES MINOER SEVERFE
Healzh-care
Optien b P Dir- ® P Dir % P Dir*

value value trend | value

Wait-and-see
only 42.15 ] .00000 -~ 8.35 | .0040 - 25.25 | . 00000 -

- Cartegories of household income: quintiles. Direction of trend: + = more
use when higher income.

B. OCCUPATION

. HEALTH-CARLE OPTION UTILISATION BY WAGE UNIT

Fig. 25 shows health-care option use patterns by wage unit. Table 46 gives the
statistical associations (a positive association nieans more use by monthly .wagers). The

findings are: L

. in both minor and severe illness cases. there is a negative association for traditional
healers (moderate in minor illness. weak in severe illness):

. [n minor illness cases, there are further strong positive associations for modern
private and public carc. and a strong ncgative association for pharmacics;

. In severe cases. there is further a moderate negative association for modern

unqualified providers.

Daily wagers use thus more traditional care, pharmacies and modern unqualified
providers. whereas monthly wagers use more private and public care.



Fig. 25: Percentage use/naed ratios
by wage unit
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Table 46: Statistical trends in use of health-care
options by wage unit

Hwulith-care ALL ILLNESSES MINCR SEVERE
Opt.ion - - - i
®° P Dir x- P Dir M P Dir
value | *~ value | ** value il

Wait-and-see | 1.23 | .27 | | .05 .82 | .s4 .36
Hun Zare .19 .66 ;iuﬁ .31 .58 :_:ﬁ; .01 .93
Fharmacy 3.43 .064 | {-)] 7.80 L0065 - .00 .97
Moa priv 3.83 . 050 + 11.98 | .000% + .18 .67
Public 14.5 | .0001 | + 17.30 )] .00003 | 4 2.38 <12 L
Moti—govt 25 | a2 | 1o 76 | | o3 .34
Unqualif 5.78 .016 - i.22 L27 3.82 .050 -
Homeopath 1.85 .17 (-} .27 .60 ' B 1.29 .26 :
Tradit 7.96 | 005 | - | a.05 | .04¢ | - | 2.99 084 [{-)

“r Pir = direction ¢f association: + = more used by Monthly wagers.
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2, HEALTH-CARE OPTION USL BY WAGE U|k['l‘ AND GENDER

In order to avoid gender bias, analyses were again conducted on the five main
illness categorics as for the variables age and gender.

2.1. Daily wagers by gender

Fig. 26 graphically represents health-care option usc for the male and female daily
wagers. Table 47 shows the statistical associations$ (a positive association means more use
by males). The findings are:

. There is a positive association for pharmacics (strong in all illncsses combined,
moderate in minor illness. weak in severe illness). and a negaiive association for
wait-and-see (strong in minor illness. moderate in severe iltness):

. ln severe cases. there is further a moderately positive association for modern private
care, and a weak negative association for public care. In minor illness, there is a
weak positive association for home-care. and a weak negative association for
homeopathy.

Fig. 26: Percentage uselneed ratios
for daily wagers by gender
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Tabie ¢7: Statistical trends in use of kealth-care
opricns for selected illnesses tor daily wagers by gendgr

Hea tl.-catre ALL ILLMESSES MINDR SEVERE
o= oo

® P Dir b4 c Dir x : T

Vaiun n valus | 77 value r

Wait-and=-see | 13243 0003 - jll.22+ .co0g | - 4.20 .64 -
Homz-care 1.07 .30 2.37 .12 ) 3.0 .96

Pharmacy 7,51 006 + 5,260 .02 + 2.30 .13 i~

Modern priv 2.42 12 (+}) -GO -1 - 2.99 L0486 -

Public 2.45 .15 (- ) LETe 3.51 NUSL L=
“Jon-govt: aa | | 10 | .76 ) 1.1 | 2o
Ungualified 07 .79 .02 .gg+ .13 L12-
Heomaopatr & 2.61 il 1~} 2.7R L0895 =) .62 R
Traditional .20 85 P : 1.22 V2T .03 .G+

* Fisher Z-tailed exact results (at least 1 cell wvalue < &}
** Dir = direcrtion of assocliation: + = more used by males.

2.2. Monthly wagers by gender

Fig. 27 shows health-care option use patterns for the male and female monthly
wagers. Table 48 shows the statistical associations {a positive association méans more by
males). The findingseare:

. There is a negative association for wait-and-see (strong in minor illness. weak in
severe illness);

. [n minor illness cases, there are further positive associations for pharmacies and
modern private care (both weak): .

. When all illnesses combined are considered. there is further a moderately positive

association for public care and modern private care. For pharmacies. there is further
a weak positive association). '

Pharmacies. and modern private care arc thus more used by male wagers than by
female ones. whether they are daily or monthly wagers. [n contrast, wait-and-see is more
used by female wagers: whereas public care is more used by female daily wagers only.
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Fig. 27: Percentage use/need ratios

for monthly wagers by gender
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Table 4y 'Statistical trends in use of health-care optd ons
for selected illness categories for menthly wagers by gendex

Hea>th-caxro ALL TLLNESSZS hINOR SEVERE
Cpticn

® 2 Dir » B Dir x P Dur

valua | - value v value .

Waol-and-sne 9.44% nicz - 7.16 207 - 1.BR 17 f-
Home-czare Li3 T2 .21 .65 .01 .92
Pharmacy 1.72 ie [t e[| 0 Y

HModern priv 3.82 0:l t 1.84 17 (+1 ] 1.62 20 |
Fublic 5.21 022 + 3.05 ! 080 | 2.40 22+
Nor-govt 01 | og 00 | 1.0 | 03 g7
Unguali fied .60 .44 .01 1.4~ 1.ig .35~
Homeopath 1.86 .17 L6 .63 1.18 35+
Traditional .03 .85 .44 690 | .05 1.0

*

Fisher 2-tailed exact results fabL least | call value < 5}

Y Dir = direction of association:|+ = more used by males.
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3. HEALTH-CARE OPTION USE BY TYPE OF OCCUPATION AND AGE

In this section, two age-groups are considered, the 6-12 and 13-18 year agc-groups.
For each age-group, health-carc option percentage use/need ratios and related statisticat
significance levels are compared for the two main types of occupation. In HEP Warking
Paper No.3-98, child and adolescent occupation was presented according to three types of
occupation: income-earners, school-attendants, and non-income earncrs/non-school
attendants.
The two largest groups in the 6-12 year age-proup are the school-attendants and the non-
school/non-income earners. In the 13-18 year age-group, they are the income-earners and
the non-school/non-income earners.

Here, again the same five main categories as those used in section 2 are considered.

3.1. In the 6-12 year age-group

Fig. 28 presents health-care option use patterns for the school-attendants and non-
school/non-income earners in 6-12 year age-group. Table 49 shows the statistical
associations (a positive association means more use in illness of school-attendants). The

findings are:

. In both minor and severe illness cases, there is a positive association for non-
government care (weak in minor illness, and moderate in severe illness);
. Ln minor illness cases. there is further a strong negative association for home-care

and a weak positive association for public care.

School-attendants in the 6-12 year age-group tend thus to use more non-government
and public care. Non-school attendants/non-income earners use more home-care {only in
minor illnesses). This may be related to the fact that they are ofien at home.
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Fig. 28: Percentage use/need ratios
by main occupation categories for male income earners
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Table 49: Statistical trends in use of health-care cptions for
selected illnesses by type cf occhation in 6-12 year age-group:

Health-care ALL ILLNESSES MINGR SEVERE
Option - i N : - )
®” P Dir X" P Dir X~ E Dir
value | ** : value | ** value il
Wait-and-see .07 .79 .125 .13 .43 .52
Home-care 4.75 .03 7.4ll L0085 .02 .89
Fharmacy 1.04 .31 1 18: 28 0z g8
Mod priv .11 .74 I .80 ] =)
Public L4l .34 TlS 04 3=
Tner-govt 6:6b 2.-5;6:""l 11 | ] aca2 1 Lose
TUnqualified .12 .32 .90
Homecpath .30 81;_ 1.00*
Traditicnal 1.189 0 .20*.

iisher 2-tailed exact results (1 g¢gell value <G).
** Dir = direction of asseciation: + = more used by schocol-attendants.
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3.2, In_the 13-18 vear age-proup

Fig. 29 graphically represents healthi-care option use for the income-earners and
non-school attendants/non-inconie earncrs in 13-18 year age-group. Table 50 shows the
statistical associations (a positive association means more use by income-carners). The
findings are:

. In both minor and severe illness cases. there is a weak negative association for
wasl-and-see {and a strong negative association when all tliness cases are
combined):

. b minor illness cases (and when all illness cases are combined), there is further a
moderately positive association for non-government care:
. In addition. Tig. 29 appears to indicate more use by the income-earners of home-

ciare. pharmacies. modern private care and traditional care (in all. minor and severe
illness cases). and less use of homeopathy {also in all. minor and severe illness
cases). However. none of thesc rclationships result in statistically significant
associations,

Fig. 29: Percentage use/need ratios by main
occupation categories for female income eamers
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Statistical associations in use of health-care

Table “0: .
oplions for selected illnesses by type of occupation
in 12-18 year |age-group
Heallth-care ALL 1LLNESSES MINOR SEVERE
Ootion - i .
X p Dir b Dir x P Dir
value | -~ value | ** value .
Wait-and-see 1} 6.79 ] .00%2 2.6} AL -y 2032 13 (=)
Eome-care .50 | a8 31 | e8| .20 65 |
Pharmacy .29 .58 .03 .86 .19 .66
Modern priv 1.43 .23 .26 . 65 .48 .49
Public 1.0l 62 1.59 | .one | 06 ) 1.0k f
Non-jove 4.74 .030 5.801 L0168 + .50 L7
Unauatified .00 | 1.00 29 { .70+ .05 1.0
Homeopath 1.63 .20 6? .63 1.62 .24
Traditional LT .40 (613 L.nas .26 .74

* = Fisher 2-tailed exact results (1 cell wvalue <5)
** Dir = direction of associatiofi: + = mere used by income-earners.

- HEALTH-CARE OPTION USE BY OCCUPATION CATEGORY AND GENDER

The percentage use/need ratios presented here are compared with the pereentage

number of contacts for cach health-care option in Table | of this Part.

. . 1 - . .
4.1. Health-care option use by the main occupation categories for male income-earners

Fig. 30 graphically presents the health-care option use patterns by the male income-
carners. The occupation categories are the main ones in terms of illness incidence ratc given
in Table 11, of this Working Paper. :

The main findings are:

. The most striking finding is that the usc of all health-carc options, with the

exception of wait-and-see and home-care, is clearly fower than in the overall study
poptation (i.c.. the use/need ratios dre lower than the percentage number of
contacts for those health-care options in Table 23 of this Working Paper), In

addition, the usc of pharmacies is slightly lower than its averages in Table 23, and

the lowest for the sales and garment w!orkcrs;

Particularty for the sales and garment \vorkers. the percentage use/need ratios for
wait-and-see are whove the percentage number of contacts for ‘wait-and-see.
presented in Table 23;

The use of home-care is similar 10 the averages for the overall study population
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shown in Table 23. However. its use is the lowest for the sales and garment
workers.

Fig. 30: Percentage use/need ratios
by main accupation categories for male income earners
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The male sales and garment workers use less home-care and pharmacies than
rickshaw-pullers and male service workers, Conversely. wait-and-see is less used by the

latter two occupation categories.

4.2. Health-care_option_use by the main occupation categories for female income-

CaArncrs

Fig.31 graphically represents health-care option use by the female income-carners.
The occupation categories are again the main ones in ferms of illness inctdence rate

presented in Table 12 of this Working Paper. The figures show that:

. The use of wait-and-see by the female income-carners is even higher than by their
male counterparts.elhe use is extremely high tor brick/stone breakers in severe
illness. However. the total number of contacts for this category in severe iltness is
only 12, and w minor illnesses it is only 19. So the findings for this category should
be taken with caution. The use of home-care is similar as or lower than in the
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overall population:

. As for the main male occupation categories, the use of all other health-care optiens

is extremely low. Quly in severe illness. private care and. to a lesser extent. public
carc and unqualified modern healers. are of some importance. In the case of
pharmacics, only garment workers have use rates similar to the averages in Tablc
23 of this Working Paper.

Fig. 31: Percentage use/need ratios by main
occupation categories for female income earners
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Male sales and garment workers use relatively more wait-and-see while female
garment workers use relatively less wait-and-sdc.
However. the overall larger use of wait-and-sce and lesser use of pharmacies (particuiarly)
and other health-care options by female income-earncrs may be due to the societal rules,
known as “purdah’. preventing women from using pharmacics as extensively as men do. In
addition, the larger use of wait-and-see in illness cases of not self-employed income-carners
may also be related to the fear of being disimissed when absent from the working place.
Furthermore, it was noted above that income-earners, whether male or {cmale. make a much
larger nse of wait-and-sce than the overall use percentages for wait-and-see indicate, [t is
possible that this phenomenon results at least partially, from a respondent bias (i.e., the
income-earners. particularly the males. may have used a health-carc option other than wait-
and-see without informing the usual respondents, who were the spouses of the household
heads). However, in this case one would expect similar percentage use/need ratios for wait-
and-see for all mate or female occupation categories. which is, according to the figures
presented above, not the case.
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CHAPTER 10
HEALTH-CARE OPTION USE: PROXIMATE INDICATORS
FOR SOCIOECONOMIC STATUS
A. HOUSEHOLD S1ZE

tig. 32 and Table 51 show graphical and statistical associations between the
household size and the health-care option use (a positive association means more use, 1he
bigper the houschold size):

. In both minor and severe illness cases, there is a strong pusirive association for non-
government care. and a negative association for wait-and-see (moderate in minor
illness and slight in severe illness); _

. Furthermore, in minor illness, there is a weak positive association for public care,
and in severe illness for home-care.

Close associations are observed between the household income and household size
on the one hand. and bhiealth-care option use on the other in HEP Working Paper No, 3/98
and this Working Paper respectively,
Therefore, it is rather surprising that 1there are not more significant associations between
household size and health-care option use. These observations may be explained by the fact
that firstly, the houscholds arc unevenly distributed over the four calegorics of (he
household size: and secondly the weak association between household income and some
health-care options {pharmacies in minor illness. and home-care and ron-government care
in severe illness). For the vse of non-government care, this may help explain the discrepancy
between its strong positive association between with the househeld size on the one hand.
and the weak ncgative association with household income on the other.
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Fig. 32: Percentage use/need ratio
by household size
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Table 51: Statistical trends in use of health-care
options by household size

ALL ILLNESSES MINOR ILLNESS SEVERE ILLNESS
Health-care + *
Option X
x- P Dir % P Dir = P Dir
value | ** value | ** value | *~
Wait-and-see | 7.29 .007 - 6.72 o1 - 2.41 .12 {-1
Home-care 1.62 .20 (=) .35 .59 2.38 .12 {-)
Pharmacy .00 1.0 .31 .58 49 .48
Mod private .02 .90 _ .21 .64 .27 .61
Fubiic 3.16 076 (+31 2.9¢6 .08 {+) .98 .32
Non-govt. 57.241.00000 .00000 | + 13.09 L 000 +
Ungualified .28 .60 .61 .02 89 .
Homeopath .43 .51 .90 .44 .51
Traditional .03 87 P .75 .09 e -
* Categories of Household size = 1-2; 3-4; 5-6; >6 members

"= Dir = direction of association:

+ = more used the bigger
size

the houscholds
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B. LAND OWNERSHIP

As for the household size, there are only a few associations between land ownership
and health-care option use (Fig. 33 and Table 52).
When less land is owned by the household:

. There is far more use made of non-government care (in minor and severe iliness).
and more use of traditional care (in severe ilness);
. Conversely, there is far less use made of pharmacies in severe illness.

The same arguments as those mentioned above for the variable household size may
be used here to explain the limited number of associations found here, despite the
associations between land ownership and household income on the one hand, and between
household income and health-care option use on the other.

Fig. 33: Percentage use/need ratio
by land ownership
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Table 52: 5t

atistical trends in use of health-care
options by land ownership

Health-care

ALL ILLNESSES
*

MINOR [LLWESS

Ed

SEVERE ILLNESS

*

Option x’ b Dir < ' P Pir « p Dir
value | ** : value | ** value k*
Wait-and-see | 1.57 21 o) rsa |2 .92
Home-care 003 | .es [ Le2 .36 .36
Pharmacy §.56 | .003 | + | .92 | .34 0011 | +
Mod private 2.09 .15 .03 .88 .14 ?
Public 1.31 | .25 | 3.33 | .07 || .00 96 |
Non-govt. 16.98 | .00004| - | 8.67 | .0032 | ~ [ 8.73 | .o031 | -
Unqualified | .72 | .40 71 | a0 F .10 s
Homeopath 72 .40 1.16 | .28 .07 .79
Traditional | 6.13 [ .023 | - | .59 .44 4.99 026 | -

* Categories of land owned = ng land; 1-33 dééimals; >33 decimals

** Dir = direction of association: + 4 more used, the more land owned.

|

C. NUMBER OF ROOMS OCCUPIED BY THE HOUSEHOLD

Fig. 34 shows several trends in the use of‘health-care options when the number of

rooms occupied per household is considered. Tab

(a positive association means larger use when mdre rooms are occupied).
The following trends and associations may be idefntiﬁed:

modern private care, public care, and mo:dern unqualified healers;
. In minor illness, there are further negative associations for wait-and-see (strong),

non-government care (moderate), and fof homeo
In scvere illness. there is further a weak

pathy (moderate);
negative association for home-care.

€ 53 details their statistical associations

In both minor and severe illness cases, strong positive associations are found for
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Table 53: Statistical trends in use of health-care
options by the number of rooms occupied by the household
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Fig. 34: Percentage use/need ratio
by the number of rooms occupied per household

& /W Ratio

k)

[
E ._1 : . .
° E«nasu_E L -

o

SEVERE

Hemwcae  Phwmacy

ﬁw+— —_—
o
-
&, o
=,
~
=
-] . .
o
s Na W 1
Privata Putdi NG
" _ - .

% /N Ratio
g

Urausiined

w4 —

Homegpul  STraditanal -

[ [ JESE]

ALL ILLNESSES MINOR ILLNESS SEVERE 1iLLMESS

Health-care * * *
Option N
x* P Dir| x° P Dir P Dir
value | ** value [ ** value | **

Wait-and-see |11.82 ] .00066 - |12.63 | .0004 - .63 220
Home-care .24 .63 1 .84 .36 .63 L0587 {~!
Pharmacy 004 | o5 | fi.e2| a3 | 47 .22
Mod priv 17.52 }.00003 + 11.47 | .0007 + .93 005 +
Publig 27.62 |.00000 + [22.79].00000 | + .37 L0038 +
Non-govt. 6.10 .014 - 5.85 .016 - .00 .32 1
Ungualified 30.71 |.00000 + 12.00 | .0005 + 19.66 | .00001 | +
Eopmecopath .48 49 F -ﬁ 4.009 .045 - .80 .37
Traditional .92 S .34 ; E .22 .64 .57 A3 ]

*

of rooms.

+ = more used,

* Categories of ‘number of rooms’: 1; 2; more than 2.
Dir = direction of association:

the higher the number
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D. HOUSE STRUCTURE ’

Mlui_lmn materials {or roofs. walls. and Moors

The same cateaorics of quality of cor
Will e used here ax those used in Pact A of this Working Paper on the iflness incidence.
l when the rool. wall, or floor materials

If the use of a particular health-care option is larger
are of 3 betier quatlity. the association is termed positive.

I ROOF ‘

Fig. 35 shows several trends in the use of health-care options. particularly in severe

Nness. when the roof structure of the houses of the households under investigation are

considered. Table 54 shows their statistical assoc{ations.

The following trends ad associations are lound: ‘

. In both minor and severe illness. there are positive assoctations for home-care
(moderate it minor illness. weak in severe illness). and for public carc (strong in
hoth iliness conditions). I contrast. there is a strong megaive association for non-
gOVErINent care:

. In severe illness, there are several more rends and associations: strong negaltive
associations (o wait-and-see and traditional care. and. positive associations for
pharmacy and homeopathy (hoth strong). unqualified modern healers {moderate).
and moderm private care (weak),

Fig. 35; Percentage use/need ratio
by house structure (roof)
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Table 54: Statistical trends in use of health-care
options by structure of house {roof)

Health-care House structure* : ROOF
Option ALL ILLNESSES MINOR SEVERE
t r}é‘nd va lP ue RAE t r’fa‘nd va f ue D*i*r £ r);nd va fue D*if
Wait-and-see |16.13 |.00006| - | .31 58 | | 21.86 | 00000 | -
Home-care 5,32 021 | o+ 5.72 .017 + 1.80 AR |4y
Fharmacy 7.24 . 007 s | .38 .54 ! 8.53 .004 +
Mod Driv 119 | .28 | | o2 34 b 2,13 STI LS
Public 35.72 | 00000 + | 19.80 | .00001 | + | 14.85 | .o001 | +
Non-govt. 54.29f.00000( - | 44.72 | .o0000 [ - | 12.79 | .co04 | -
Unqualified [ 9.02 | .o003 | + | 2.93 .087 EPEEEE
Homeopath 6.47 | coma |+ | L0100 ] ez | | s.02 | .o03 [+
Traditicnal 6.80 .009 - L073 .79 3 | 11.79 L0006 -
* House structure = categories of material = non- perﬁénent/seml permanent /
permanent.

** Dir = direction of association: + = more used when better construction
material.

2. WALL

A fairly similar picture is observed as the one for the roof structure, when the wall
structure of slum dwellers™ houses is considered (Fig. 36, graphical representation. and
Table 55, statistical associations).

The following trends and associations are found:

. In both minor and severe illness cases. there is a positive association for pharmacies
{weak in minor tliness, strong in severe illness), and regative associations for wait-
and-see (strong in both the iliness conditions) and for traditional care (weak in
minor illness and moderate in severe illngss):

. In minor illness, there are further positive associations for homeopathy (strong).
home-care {ihoderate) and non-govermiment care (weak), and a weak negative
association for modern unqualified heaiers:

. In severe iliness, ther are further weak positive associations for modern private care
and public care.
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Fig. 36: Percentage use/need ratio
by house structuré (wall)
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55: Statistical trendJ in use of health-care

Table
opticns by Structure|0f house walls
House structure* WALL
Health-care y
Option ALL TLLNESSES MINOR SEVERE
® P Dir b P Dir x P Dir
trend | value i trend value *| trend | value | *+
Wait~and-see |24.94].00000 | - 1¢.70 . 001 - 20.13 | .00001 | -
Home-care 5.31 | .o21 | + | s.69 | .o17 |+ | .22 | .eq {
Pharmacy 11.02 | .0009 + 2.35 .13 10.53 .002 +
Mod priv 1.82 18 ji+y ] 1.12 .29 1.84 .18 |+
Public 2.16 .14 t+) .05 .82 3.33 .07 {+)
................. i amm— Nzzaceess
Non-=govt. 1.16 .28 2.17 .14 {(+3 L0186 .90
Ungualified . 007 .94 2.70 .10 {-y] 1.27 .26
Homeopath s.98 | .o1a | + | 7.8/ | .o005 [+ | .99 32 |
Traditional 10.50 .001 - 2.58 - 084 (=) 5.60 .018 -
. L
* House structure = material categories =

permnanent
ok

material.

Dir = direction of assocliation: + =

more

non-permanent/semi-permanent’/

used when better construction



88

3. FLOOR

Fig. 37 shows several trends in the use of health-care options.particularly in severe
ilness. when the structure of the house Noor are considered. Table 56 detaiis their statistical
associations.

The following trends and associations may be identificd; :
. {n both minor and severe iliness conditions, strong positive associations are found
for public and non-government care. and negative associations for wait-and-see

(strong} and traditional care {weak): ,

. [0 minor illness cases. there is [urther a weak positive association for pharmacics.

In severe cases. there are further weak positive associations for modern private care

and maodern ungualified healers.

tn summary. all three the components of the house structure. ie.. rool, wali. and
floor. show similar patierns of association between the quality of construction materials and
the heaith-care option use. Where statistical associations can be found. there are exceptions
for only two health-care options: '
- fur non-government care: the direction of the trend s strongly negative for the roof, and
positive for the ather two house structure components (for the wall it is weakly positive,
whereas for the Toor, it is strongly positive): and
- for unqualificd modern heaiers: the dircetion of the trend is moderately positive for I‘ht.‘
roof and weakly positive for the floor (in severe illness). but tor the wall weakly negative

(in minor illness).
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Fig. 37: Percentage usefneed ratio
byhouseSUUcnne(ﬂoon
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House stfucture' : FLOOR

Health-cars
Opticn ALL ILLNESSES MINOR SEVLERE
LA p Dir X P Dir ® P pir
trend | value . trend:{ wvalue | trens | vaive | v
Wait-and-ses | 33.661) .0000 - 78,01 LQ0000 | - 14.06 | 0002 -
Home-care a.17 | .0ar |+ | 1.32]| Les 1 e 73
Pharmacy 000 | oLee | 247 12 e | .32 57
Mod priv 16 1 .69 | | .es .42 1 to7e | cim o
ruklic 26.48 | 0000 + 15.9% | .oooos | 4 19.87 | 00001
Non-govi. 147.% ] .0000Q | + |115.64 [ .000C0 | + | 2¢6.73 |.000NG ¢ -«
Tnaua lified .067 .80 |} { .01 .92 | 2.78 S e
Homeopath 490 16 .65 .42 .21 |- .6b
Tradivional |18.03 | .00002 | - 2.12: 15 (-1 3.64 L0568 |-}
+ pouse structure = material categorigs = non-permanent/semi-permanent/
permanent

»+ Dir = direction of association: + = more used when better construction
material.
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E. HOUSEHOLD ASSETS

.A“ association between each type of household asset and the use of a given health-
carc option Is termed hercunder *positive,” when the use of the health option is larger. it the
household owns more of the given houschold assct.

I ALUMINIUM COOKING POTS

Fig. 38 shows several trends in the usc of health-care options. when the number of
aluminium cooking pots owned by the houschold are considered. Table 57 shows their
statistical associations.

The tollowing trends and associations may be identified:

. In both minor and severe illness conditions, there are strong positive associations
for modern private and public health-care (except for the latter in minor illness.
where the association is moderate).

’ In minor itlness conditions, there are further positive associations for home-care
(moderate} and for unqualificd modern healers (weak). and a strong negative
association {or wait-and-see:

. In severe illness conditions. there are further weak negative associations for home-
care (contrziry thus to the dircction of the association tor minor illness cases). ‘
pharmacies, and homcopathy.
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Fig. 38: Percentage usé¢/need ratio
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options by number of

Trmhtierm|

% U/N Ratlia

% U/N Ratio

Unpuaifngg
B cevkwro

Homenpeth | Tragwonsl

B e

fin use of health-care
aluminipm cooking pots owned

Health-care ALL ILLNESSES IMINOR SEVERE
Oplion .
e P Pir x’ [ P Dir ¥ P Dir
Erend* | value | v+ trend‘_ value o trend* | value .
Wait-and-see | 12.74 | .0004 [ - | 15 79 00007 | = | o5 .33
Home-care 001 L9 _ 4.11 | 042 + 3.42 . 064 {—})
Y |
Pharmacy 2.85 2092 -3 1.01 Jo-3rp 2.34 13 (-
I
Mod priv 27.42 { .oonoo| - B.40 | .004 + | 16.05 {.00006 | +
)
Public 14.97 | ooy | + 5.93 1 013 + 8.15 . 004 +
Naon-govt . .001 . 98 G54 f .82 .14 S
Ungualified 2.78 1 .096 |+ 2.47 41 (12 |+ | g3 .43
Homecpath .74 .39 |78 | 225 | .13 |
Traditions] .85 .36 72 {40 .04 .84 '

Categories:

pots,

0/1—5/6—10/11—15/>15
** Dir = direction of association: + =

|
|
|

alumgnium cooking pots.
©re used when owning more cooking
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2. BED

Fig. 39 shows a number of trends in the use of health-care options, when the
variable "beds owned by the household™ is considered. Table 58 details their statistical
associations.

The foltowing trends and associations may be identified:
. [n both minor and severe illness cases. there is a positive association for modern
private care (weak for minor illness, and strong for severe illness). and a negeative
association for wait-and-see (modcrate for minor illness. and strong for severe
iliness):

In addition. in minor illness cases. there are positive associations for home-care
{weak} and public care (moderate):

In severe illness cases, there is further a moderate negative association for
traditional healers.

Fig. 39: Percentage use/need ratio
by the number of beds
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tatistical & i f health-care

Table 58:; Statistical trends in use o
oprions by number of beds owhed by the household

93

Heallh-care ALL TLLNESSES ILJINOR SEVERE
e g vague D*i‘: X*: ' va?ue D'i*r ’Eo vai)ue Dij_‘r
Wait-and-see | 13.85 | L0002 | - | s.9e | _.on | - |13.73 | o002 -
| Home-care 3,79 | 051 J(+)] 2.12 .[ 1S |+ .59 .44
Frarmacy .00 1.60 ss l e | Le7 .32
Mod priv 12.59 | o004 | + 2.03 r .15 (+)| 16.00 | .00006 +.
Public 479 | 029 { + | 7.12(( .01 + | .76 38 |
on-govt. . 004 o5 | 27 er | ] .m .54
sogualitice | 83 | 36 |y oeef 32 ) ooz | s |
Homeapath 1.2 | .20 | roan'| a3 : .33 .57
Tradivional [ 7.16 [ 007 (- | el [ 3 3.72 | .050 | -

Categeories: 0/1/>1 bed owned. | _
‘* Dit = direction of association: + = more used when more beds owned.

|

|
3. FAN [

Fig. 40 shows several trends in the usel of health-care options, when the variable
number of tans owned by the household” is cﬁmsidercd. Table 59 details their statistical
associations.

The fellowing trends and associations may be identified:

. In both minor and severe illness, there are positive associations for modern private
care {moderate in minor illness, strong tn severe illness), public care (strong in both
the iliness conditions), and hom&opathyi(weak in minor illness, and strong in severe
tlness).

There are negarive associations for |wait-and-sec {strong in both the illness

conditions) and traditional care (a negative, but statistically not significant trend in

L ] .
minor illness, and a weak association in severe iflness);

. In minor illness. there are further positlivc associations for home-care (moderate),
pharmacies (weak) and non-government care (strong);
. In severe illness, there is further a weak negative association for home-care

(contrary thus to the direction in minolr illness).

|
|
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Fig. 40: Percentage use/need ratio
by the number of fans
ALL MINOR
0 T__ = —— - oo-,.;— -—— —
R R Jod{ - -3
b ] b= . u
« o l g E — é‘g b | _I . 2
g: = | =
= £ f = ) s
gl | Addl
L g _E & w
o ok : - ok . .
Watd Bes  Homecas  Pharmacy Wal & See  Homecas  Phaetwey
4o-|r —_ — ao-|———— - —_— a0 —_
|
] . - . a . - - - . Dot
:rém-l HNT —— L‘ ¥ | E—
m o]
& o - - o - 4
- e 8
s e
S g | — I — ¢ — = w4 — =
-« T = a
M -ee P D s . |
Privalc Pubile HOD Private Putiic NGO
w- — — wo— — _—
g — o gab ;
T E a
o _ S o6 _
ier—— — — imi- - :NJ- L
0~ ﬁm Hl;-rnupdh j —— Urnuaifed  Homsapah | Tradwenal O nuained ~ Homaogsin  Trwccrisl
Boe M W Mo M: MW mo M. W2
Tabla 5%: Statistical trends in use of health-care
options by the number of fans owned by the household
Health-care ALL TLLNESSES MINOR SEVERE
Option
R P D*i‘tt ® N p D*i*r b4 P i
trend~ | value trend value crena* | value | +*
Wait-and-=see | 60.89 | .COO00C) - 62.95 .300300 - 15,86 .3a00 -
Home-care 1.43 .23 4._94 .03 + 2.91 L0E -1
Pharmacy 1.14 .28 3.13 .08 + .04 .84
Mod priv 8.12 .0CG44 + 5.48 .02 + 8.22 Q04 +
Public 34.38 L 000004 + 21.69 . 0000 + 17.29 . 0000 -
Non-govt. 20.99 | .00000]) + ig.2¢6 L0000 - 1.17 .28
Ongualified 0.02 .89 L.44 .23 1.40 24
Fomeopath 8.8%9 L0033 Ll 2.35 12 + 5.03 002 b
Traditional | 7.01 | .o08 | - | 1.18 .28 { 2.30 a3 | -
* Categories: 0/1/>1 fan owned.
i+ mir = direction of assoclation: + = more use the more {ans ownrmd.




85

4, WATCH

‘nwmber of watches owned by the household”

cveral trends in the use of health-care options. when the variable

Fig. 41 shows s !
is coiisidered, Table 60 details their statistical

associanions,

The following trends and associations are found:

% U/N Ratic

% U/N Ratio

% U/N Ratia

For hoth ntinor and severe ilIness cases. there are strong positive associations for
modern private and public care. and a strong negative association for wait-and-see:
There is turthermore, in minor iliness coddilinns. a strong positive association for

home-care: ‘
in severe illness cases. there is furiher a strong positive association for homeopathy.

and negative associations for pharmacies and traditional healers (for both a weak
association). and for unqualified modern healers (moderate association).

Fig. 41: Percentage use/need ratio
by the number of watches
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T_able 60: Statistical trends in use of health-care
options by the number of watches owned by the household

Heaolptchi—oiare ALL ILLNESSES MINOR SEVERE
by P i i
trend?® | value R rend* vaEue DL tr,:nd' Vaj‘m D‘j '
Wait-and-see{61.318 ¢ .00000 | - 58.18 | .00000 | - 22.20 | .0udd0 | -
Heme-care 15.184 | 0001 + 153.47 | .0Q007 + .01 C¥i
Pharmacy 2,260 .13 (-3 .002 .86 2,37 12 (=)
Mod priv 26.923|.00000 | + { i4.68 | .0001 | + | 25.46 [.00000 | +
Public 12.495 [ .00000 [ + 33.05 | 00000 | + 17.50 oooes | +
Noﬁ-govt. 0.007 .93 .26 61 | .63 13
Ungualif a.454| o35 [ - .01 93 b 3.0 | .oam | -
Homeopath 15.592 | .00008 | + .12 .13 31.71 00000 | +
Traditional '5.621 .018 - .15 .70 2.01 .1€ {-}
* Categories: 0/1/>1 watches owned.
“4 pPir = direction o asscciation: + = more used when watches owned.

CONCLUSIONS: HEALTH-CARE OPTION USE BY PROXIMATE

INDICATORS FOR SOCIOECONOMIC STATUS

The findings on the trends and statistical associations in health-care option use for
the proximate indicators described above, generally confirm the use patterns described with
household income as explanatory variable. This is not surprising in view of the associations
found in HEP Working Paper No.3-98 between household income and those proximate

indicators.
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Introduction

There are scveral ways of studying health-care secking. In the previous Part of this
Working Paper. findings on health-care use we;re presented according to a pumber of .
cultural, social, demiographic aid economic explanatory variables, In HEP Working Paper .
No.5-98, direct and indirect health-care user expéndilures are discussed. U

Iii this Part. the aim is to look into a number of aspects of the dynamics in health-
care decision processes. These aspects include firstly, the role in these processes of the
paticnts and members of their households and of the neighbouring community, and
secondly, criteria and constraints that are ope!rating in health-care choice-making. In
addition, we will discuss patient's (dis)satisfaction with the treatment received. which may
influence future health-care decisions. Finally, reasons are explored why - in a number of
illness episodes - no further health-care was sought after the use of one (or more) health-

carc option(s). even if the patient was not cured

- Consequently, this part contains the following chapters:
~chapter 1 1: the role of different types of decision-makers:
-chapter 12: criteria and constraints operating ifi health-care choice-making:
-chapter 13: patient satisfaction with health-caré options; and
~finally, chapter 14. he rcasons why no further action was taken after the use of one or more
health-care options. even if the illness was not ¢ured.
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" CHAPTER 11

THE ROLE OF PATIENTS, THEIR FAMILY AND COMMUNITY
MEMBERS IN THE HEALTH-CARE DECISION-PROCESS

Often patients alone do not choose what health-care option to use from among the
range of available health-care options. Household members, relatives and members from the
community may be involved in this process. In this Chapter, the relative contribution of
patients and of these groups will be examined for a number of variables related to the
patient (such as gender and marital status), to the illness (such as illness severity). and to
the health-care option used (such as use sequence and type of health-carc option). All these
variables are discussed by age-group.

A. DECISION-MAKERS IN HEALTH-CARE CHOICE DURING CHILDHOOD
ILLNESS

|. PATIENT'S AGE AND GENDER

In 90% or more of the contacts during iliness episodes in childhood, parents take
the decision on which health-care option to use (Table 61). In about two-thirds of the cases.
the mother is the decision-maker (somewhat lower when male children are ill), whereas the
father is involved in 11% to 13% and the parents together in another 13% to |5%.
Grandparents arc involved in 5% to 6% in the 0-5 year age group, and in less than half this
percentage in the 6-12 year age-group. For the remaining, this picture is neither particularly
affected by the child’s gender, nor by the age group to which she/he belongs.

Table 61: Decision-makers in childhood illness
by age and gender of .the patient
{All illness cases combined)

PATIENT'S AGE

DECISION-MAKER 0-5 YEARS 6-12 YEARS

Fem Male Fem | Male

% % k2 %
Patient - - - -
Mother 66 62 68 €3
Father 11 13 11 13
Parents 13 15 14 15
Grandparents 5 & 2 2
Family member 1 1 3 2
Neighbour 3 3 2 3
Others g .9 4 2
Total No. 3020 3026 1140 1162
- contacts




2. PATIENT'S AGE, GENDER, AND ILLNESS SEVERITY

The picture in Table 62 reflects the overall pattern given for Table 61. However,

there are some particularities:

The contribution of neighbours and the category of others (which includes
combinations of decision-makers), alJlthough overall not very important in
percentages, doubles in severe illnesses compared to the minor illness cases;

The somewhat lower contribution of the mother in case of illness of male children
is here systematic for each age-group and each illness type. The role of the futher,
particularly in severe illness cases, or of the parents together, increases
correspondingly.

Table 62: Decision-makers in childhcood minor
and severe illness by age and gender

MINOR ILLMESS SEVERE ILLNESS

DECISION- 0-5 years 6-12 years 0-5 years 6-12 years
MAKER , _

Fem Male Fem Male Fem Male Fem Male

% % % % % % % %
Patient - - - - - - - -
Mother 68 65 68 Gl 64 5% a9 66
Father 10 12 12 13 11 14 8 13
Parents 12 13 13 17 13 17 15 1z
Grandparents 5 6 2 3 5 5 1 .6
Family member .9 1 2 .4 2 . B 3 [
Neighbour 2 2 2 2 1 q 4 5
Others .8 .6 3 L7 1 1 7 3
Total No. 1761 1605 704 685 1259 1421 436 4770
contacts

3. PATIENT’S AGE AND UTILISATION SEQUENCE

3.1

Table 63 indicates for all jllness cases combined, that

The mother is more important in the f'rst health-care option contact compared to
the subsequent contacts (70% to 72% vs. 55% to 59%):

Correspondingly. the father (partncularl;'x), neighbours and the category of others,
become twice as important as decisionymakers in subsequent health-care option
contacts than in the first one (for fathers 17% to 18% from 7% 10 8%:; for
neighbours, 5% from 1% to 2%; for others, 2% from less than 1%).
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Table 63: Decision-makers in childhood illness by
patient’s age and sequence of health-care option use
(Rll illness cases combined)

0-5 years 6-12 years
DECISTON-
MAKER First sub- First sub-

seq seq

% 3 % %
Patient - - - -
Mother 72 55 70 59
Father 7 17 8 18
Parents 13 14 15 14
Grandparents 5 & 2 1
Family member -9 1 3 2
Neighbour 1 5 2 5
Others .2 2 .1 2
Total No. 3274 2772 1353 949
contacts

3.2 As Annex 4 indicates, the picture described above for all illness cases combined is

not substanttally influenced by the severity of the iliness cases.

The differences in the pattern of decision-makers between the first and any
subsequent health-care option contact may be explained by the substantial differences in the
use of health-care options between the first and subsequent contacts. Tables 25a (for mild
iliness episodes) and 25b (for severe episodes) in Part B of this Working Paper illustrate
these disparities in use, They mainly concern the dramatic decrease in the use of the wait-
and-see attitude from the second contact onwards and, to a lesser extent, of home-care from
the third contact, and the related increase in the use of other health-care options.
Therefore, decision-makers by the type of health-care option will be discussed in the next
section.

4. PATIENT'S AGE, GENDER AND HEALTH-CARE OPTION

1f the type of health-care option is considered. the picture shows the following (all
figures in parentheses in Tables 64a to 64i are derived from less than 50 observations. The
findings relating to these small absolute numbers, presented hereunder, should, thus, be
taken with caution):

. Mothers are by far the most important decision-maker, when wait-and-see. home-
care and non-government care is chosen, In two-third to three-fourth of the
contacts, she is the only decision-maker, and in concertation with the father in
another 10% to 15% of the contacts:

. Mothers remain important decision-makers in the use of all other health-...¢
options (between 40% and 60% depending upon the health-care option};
. The greatest involvement of fathers is observed for the use of pharmacies {in 20%

to 40% of the contacts), of modern private care (in 15% to 25% of the contacts).



and of traditional and public care (in 5% to 20%), although the figures for the latter
two, are not always high enough to draw !valid conclusions. For the other health-
care options, fathers are decision-makers in less than 10% of the cases;

Where fathers are involved, and particularly, in decisions to use pharmacies and
modern private care, they are often more concerned when sons are ill, especially
when they are severily ill;

Parents together take the decision in a significant way only for modern private care
{between 20% and 30% of the contacts) arid for public care (between 15% and 40%
of the contacts). Unfortunately, the latter figures are too small to validly draw
conclusions;

Overall, grandparents, other family members, and neighbours are less involved in
decision-making on health-care. Grandparents and neighbours, however, intervene
in decision-making, particularly when trhditional healers are chosen for children
aged less than five years (each in 10%! to 15% of the contacts). Other family
members and all combinations of possible decision-makers are almost negligible

as sources in health-care decision-making.

Table &4a: Decisicn—makerl in childhood minor
and severe illness, when wait-and-see is used

Wait-and-see MINOR ILLNESS SEVERE ILLNESS
DECTISTION- 0-5 years 6-12 yﬁars 0-5 years 6-12 years
MAKER Fem Male Fem Male Fem Male Fem Male

% % % % % % % %
Patient - - - - - - - -
Mother 79 8 75 71 80 76 B2 BS5
Father 4 6 9 [ 5 6 3 4
Parents 12 9 11 .17 9 15 1z 9
Grandparents 3 4 2 2 q 3 3 -
Family member .6 .5 3 3 1 & - i
Neighbour .B .5 4 8 .6 - - 1
Others .2 - - - - .3 - -
Total No. 625 567 250 238 334 337 114 102
contacts

Table 64b ~ Decision-makeys in childhood minor
and severe illness, when home-care is used

Home-care MINOR ILLNESS SEVERE TLLNESS
DECISION- 0-5 years 6-12 years 0-5 years 6-12 years
MAKER

Fam Male Fem Male Fem Male Fem Male

% % % ] % % L) %
Patient - - - - - - - -
Mother 74 72 75 67 75 69 73 76
Father 6 [ ? 9 6 [ 2 3
Parents 10 11 10 13 10 13 13 15
Grandparents 6 8 2 A 3 7 1 1
Family member 1 1 2 4 2 1 ) -
Neighbour 4 2 3 "3 4 3 4 3
Others .2 2 1 .4 - 1 - 3
Total No. 590 524 256 227 izl 369 134 117
contacts
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Table 64c¢: Decision-makers in childhood minor
and severe illness, when pharmacies are used
Pharmacies MINOR ILLNESS SEVERE TLLNESS
DECISION- 0-5 years 6-12 vears 0-5 years 6-12 years
MAKER
Fam Male Fem Male Fem Male Fem Male
% % % 2 % % $ 3
Patient - - - - - _ - -
Mother 36 32 42 34 44 40 57 45
Father 40 39 30 36 28 39 18 27
Parents 18 19 23 25 15 16 16 18
Grandparents 2 4 1 - 3 3 - -
Family member 2 1 2 2 5 . 6 3 1
Neighbour 2 3 1 1 3 2 5 7
Others - 2 - 1 1 .6 1 1
Total No. 157 155 g1 85 188 176 77 73
contacts
Table 64d: Decision-makers in childhood mineor
" and severe illness, when public care is used
Public care MI-NOR ILLNESS SEVERE ILLNESS
DECISION- 0-5 years £-12 years 0-5 years 6-12 years
MAKER Fam Male Fem Male Fem Male Fem Male
% % % % % % % %
Patient (-} (-] (-} {-) (-} - t-) (-
Mother {48) {37 (64} {(4M 122} 49 (40) {45}
Father {14} (17 129} {13} {14} 12 1107 {1e
Farents {26} {14) {7} {33) {43]) 21 {40} {14}
Grandparents (7 (9) (-} {7 {8) 7 (-} (5)
Family member (-} (11} (-} {-) -l - {-) i-)
Neighbour {21 {9) (-} (7 (8) 3 {-} {2)
Othars (2 (3 (-l (=3 {3) 5 (1o} (14}
Tatal No. {42} {35) {14} (15) {37) 57 {10} {22)
contacts
Table 64e: Decision-makers in childhood minocr
and severe illness, when modern private care is used
Modern MINOR ILLNESS SEVERE ILLNESS
private care
DECISION- 0-5 years 6-12 years 0-5 years 6-12 years
MAKER Fem Male Fem Male Fem Male Fam Male
% % % % % % % %
Patient - - - - - - - -
Mother 41 23 31y (41) 45 34 (55} 58
Father 30 37 {29 (25} 18 25 {16} 20
Parents 18 29 {31) {20} 22 30 {22} B
Grandparents 5 9 (3) {2} 5 5 - 2
Family member - i {3) {7} 2 8 (4} -
Neighbour 3 1 {3) {2} 7 3 (2} 6
Others 2 - - {2} 2 2 - 6
Total No, 91 B2 {35) (443 121 128 {49) 64
contacts
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Table 64f: Decision-makers
and severe illness, when non-¢governmen

in childhood minor
t care is used

Non-gov’t MINOR ILLNESS SEVERE ILLMNESS
EEE?SION— 0-5 years 6-12 years 0-5 years =12 years
MAKER Fem Male Fem Male Fem Male Fam Male

% % % % % % % %
Patient - - - = - - - -
Mother 70 T2 {83) {82} 78 66 (97 (62}
Father 3 7 (3} {3} 2 6 (N =}
Parents 10 g (9} (81 7 15 {14 (L5}
Grandparents B 5 (6} {3} 5 3 (7] -
Family wember - 1 - - 1 - - {41
Neighbour 2 4 - - 3 & {7 112}
Others 7 2 - (5} 3 4 (7 (8
Total No. 132 122 {35} [38) g2 109 (143 (26)
contacts .

Table 64g: Decision-makerls in childhood minor
and severe illness, when modern unqualified care is used

Modern MINOR ILLWESS SEVERE ILLNESS
ungualified f
DECISION- 0-5 years 6-12 ye¢ars 0-5 years 6-12 years
MAKER Fem | Male Fem | Male Fem | Male Fem | Male

% % % % % % % %

1
Patient (-} (=} (-} (=} (=} (=} (-} =}
Mother (40} {21} (67} {29] (56] (44) {22 {36}
Father (30} {47} 1333 {57 {22} (28} {71} {43}
Parents (10 (28] -1 {14} (113 (18} {—} (187
Grandparents (- (=1 (=3 (=3 (110 (8} (= (=
Family member {10} (5] = (-1 (=3 (=) (=1 =1
Neighbour {10} (=} (- = =1 i3] (= {-]
Others (-} (=} (=} It*} (-} (-} {~} (-}
Total No. an [ | @ | | e | enl m | an
contacts
Table 64h: Decision-makets in childhood minor
and severe illness, when homeopathy is used

Homeopathy MINOR ILLNESS ' SEVERE ILLNESS
DECISION- 0-5 years 6-12 years 0-5 years 6-12 years
MAKER '

Fem Male Fem Male Fem Male Fem Male

% % % % % % % %
Patient - - (=} (=} - - (=} (=3
Mother 44 47 {50} {40} 43 47 {751 {70}
Fathexr 23 13 {25) {40) 20 24 (=] © 1209
Parants 10 19 (19} (20} 25 20 (-} {10)
Grandparents 13 11 -y ' (-} 1 6 {-} (=1
Family member - 5 (6} (-3 - - (=} (-}
Neighbour 5 5 (- (=) 3 3 {25} (=)
Others - 2 {-0) {—) 3 - (=1 (=1
Total No. 62 6a | aer | oy | se1 88 4y | 20
contacts
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Table 64i: Decision-makers in childhood minor
and severe i1llness, when traditional care is used

Traditional MINOR ILLNESS SEVERE ILLNESS
care
DECISION- 0-5 years 6-12 years 0-5% years 6-12 years
MAEKER
Fem Male Fem Male Fem Male Fem Male
% % % % ) 4% % %
Patient - (=3 {-) (=i - - {-) ()
Mother L% (43} {43) (33} 54 16 {70} {55)
Father 6 (3} (21 {19) 5 B {4} (17)
Parents 15 {8) {7} {29) 15 18 (11} {3)
Grandparents 6 {24) {7) (5} 11 13 i4) {-)
Family member 2 (3) {7} {5} 2 .9 (-3 {-}
Neighbour € (16) {14} {10) 11 14 (11} {19}
Others - (3] (=3 (-} 1 - (=) (5}
Total No. 52 {37 {14) {21) 98 118 {27} {42)
contacts

B. DECISION-MAKERS IN HEALTH-CARE CHOICE DURING ILLNESS IN
ADOLESCENTS

1. GENDER AND MARITAL STATUS OF PATIENTS

Table 65 shows that, when gender and marital status are considered, there are

considerable differences in decision-makers between the categories of male and female
adolescent patients in ‘never married’ adolescents, and, between the latter and ‘currently
married’ female adolescenis.

1.1. Never married adolescents

Male patients decide themselves upon which health-care option to use in about 40%
more contacts than female patients (28% vs. 20%);

While mothers take the decision in slightly less than 50% of the cases, parents
together take three times more the decision in the case of sick female adolescents
than of the sick male adolescents (14% vs. 5%);

Other family members and neighbours are clearly more involved in decisions when
never-married adolescents are ill than in the picture given above for children (in up
to 10% of the contacts).

1 2 Currently married adglescents

Female patients take decisions themselves about which health-care option 1o use
in almost 60% of the cases, almost three times the percentages of female non-
married adolescent patients. In about one-fifth of the cases her Ausband does it and
in 5% of the cases her mother-in-law;

The figures for the male patients are too low to draw meaningful conclusions.
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Table 65: Decision-makers in ad¢lescence illngss cases
by gender and marital status of.the patient
(Bll illness cases combined)

PATIENT' § MARITAL STATUS
L
DECISION- NEVER CURRENTLY
MAKER MARRIEE!J MARRIED
Fem Mdle Fem Male
ol I B
Patient 20 8 57 {20}
Mother 45 g 10 130}
Father 10 9 3 {10}
Parents 14 15 1 (403
Wife - - - -
Husband - - 19 -
Mother—-in-law - - 5 -
Father-in-law - - - -
Grandparents 1 2 - -
Family member 4 4 1 -
Neighbour 4 4 4 -
QOthers ] .3 1 -
Total No. 278 332 460 | {10}
contacts

~ Annex 5 shows that the picture described above for all iliness cases combined is
similar for mild and severe iliness cases.

2. DECISION-MAKERS AND USE SEQUENCE

2.1, Table 66 gives the decision-makers in the first and subsequent health-care option

contact for never married female and male adglescent patients.
The data in Table 66 indicate that:

. Mothers are the decision-maker in about 50% of the fitst contacts. This only
decreases for the females in any subsequent contact (to 37%);
. The patient him/herself is the decision-maker in one-fourth (for females) to one-

third (for males) of the first contacts. These percentages are about halved in any
subsequent contact. The females, thus, take clearly less decisions themselves than

the male adolescents. The data suggest that this gap is filled by decisions taken by
the parents together;

’ Fathers are decision-makers in about 14% of the subsequent contacts, and in only
4% to 7% of the first contacts;

. Family members and neighbours are particularly involved in decision-making in
subsequent contacts (from 2% in the first contacts to 5% to 6% in any subsequent
contact). '

Annex 6 shows that the picture described above is not substantially altered by
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lllness. severity, except that the role of the mother is greater in severe than in mild illness
cases in both the first and in any subsequent health-care option contact.

Table 66: Decision-makers during illness cases in adolescents
by gender and sequence of health-care option use
(All illness cases combined of never married adolescents)

USE SEQUENCE

DECISION- First Any subseqg
MAKER

Fem Male Fem Male

% % 1 E
Fatient 26 35 1z 21
Mother 52 49 37 48
Father 7 4 14 14
Parents 10 5 19 4
Grandparents 7 2 2 .6
Family member 2 2 [ 5
Neighbour 1 1 7 7
Others T 3 2
Total No. 152 164 126 168
contacts

2.2 For currently married female adolescents, Table 67 indicates that:

. Currently married female adolescents mostly decide themselves on which health-
care option to use for the first contact (70%), but for the subsequent contact she
does so in only about one-third of the contacts; '

. Other decision-makers in the first health-care option contact are the mother and the
hushand (each about 10%). However, in subsequent contacts, the husband becomes
almost as important as decision-maker as his wife, each in about one-third of the
contacts. In addition, the wife ’s parents take the decision in another 20%:

. The mother-in-law takes the decision in about the same percentage in the first and
subsequent contacts (i.e., 3%).

—
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Table 67: Decision-makers during illness cases in adolescents
by gender and sequence of health-care option use
(A1l illness cases combined ¢f currently married
female adolescents)

USE
SEQUENCE
DECISION-
MAKER First Any
% subseq

%
Patient 71 37
Mother 8 13
Father LT 6
Parents 1 1
Husband 12 30
Mother-in~law 4 5
Father—in~law - -
Grandparents - -
Family member i .6
Neighbour 3 5
Others - 2
Total No. 278, 182
contacts .

Annex 6 shows that here also, the picture described above, is not particularly
influenced by illness severity, except that the role of the mather and of the husband become
much more important in severe itlness cases in both the first and subsequent contacts (for
the mother, 13% and 16% vs. 5% and 10%. and, for the husband. 18% and 35% vs. 8% and
24% respectively).

Both Tables 66 and 67 show, thus, pictures that clearly associate the type of
decision-maker with utilisation sequence. As mentioned above for contacts during
childhood illness, the percentage use of health-care options is very different for the first
contact compared to the subsequent ones. Therefore, in the next section, decision-makers
during illness of adolescents are exaimined for each health-care option and illness category
separately.

3. DECISION-MAKERS BY HEALTH-CARE OPTION
All figures presented in Tables 68a to 68e refer to never married adolescents. The
pattern for married adolescent females are presented in Tables 69a and 69b.

3.1, Most figures in Tables 68a to 68¢ for nevér married adolescents are too small to
draw valid conclusions. Some trends may nevertheless be observed:

. Overall, never married male adolescents decide themselves more often than females
which health-care option to use. This appears to be particularly the case for
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pharmacies (55% vs. 20% to 30%) and to a lesser extent for modern private care.
(14% vs. 5%) However, female adolescents take more often the decision when
home-care is involved (26% vs. 16%);

Mothers are the main decision-makers in the use of wait-and-see (especially in
severe iliness, about 60%) and in home-care {also about 60%4);

Fathery appear to become more involved as decision-makers for pharmacies (13%
to 22%}) and modern private care (particularly when male adolescents are ill);
Neighbours appear to be more involved as decision-makers when traditional care
is chosen.

Table 68a: Decision-makers in mild and severe illness
by health-care option (Never married adeclescents)

WAIT-AND-5EE HOME-CARE
DECISTON-
MAKER MILD SEVERE MILD SEVERE
ILLRESS ILLNESS ILLNESS ILLNESS
Fam Male Fem Male Fem Male Fem Male
% % % % % % % %
Patient 30 41 (23} {28) {27) {17} {26} {186)
Mother 46 37 {29) (64} {56) {62) {57) {66)
Facther 13 6 - - (43 {2) {4} (83
Parents ? 8 {14) (3 4 {5} 53] )
Grandparents - 4 - - - 153 - -
Family member 2 2 (5] (3} {2) (2} - 13}
Neighbour 2 2 - - t7) {5 - (3}
Others - - - - - {2) (43} -
Total No. 54 51 {22} (39} {45) {42) (23) (38}
contacts

Table 6Bb: Decision-makers in mild and severe illness
by health-care option (Never married adolescents)

PHARMACY PUBLIC
DECISION-
MAKER MILD SEVERE MILD SEVERE
TLLNESS ILLNESS ILLNESS ILLNESS
Fam Male Fem Male Fem Male Fem Male
% % % % % % % ]
Patient (29) {55} (19) {55) - {50) - 1100}
Mother (36) (s {441 {19; {20} - (20} -
Father {1\ {13) (22} {133 {20 - {(20). -
Pavents {143 {3 {7 13) - {30) {40 -
Grandparents - - - - {60) - - -
Family member - (3} (43 (10} - - - -
Neighbour {4} (10} - - - - - -
Others - - - 141 - - - {20% -
Total No. {28 {31 {27} {3 (3} {2} {3) {1)
contacts




113

Table 68c: :
by health-care option

Decision-makers in mild and severe illness

(Never married adolescents)
1

MODERN FRIVATE

NON-GOVERNMENT

DECISION= MILD SEVERE MILD SEVERE
MAKER ILLNESS ILLNESS| ILLWESS ILLNESS

Fem Male Fem Mahe Fem Male Fem Male

% % % % % % %

Patient - {13) {5) (14) - (13 - -
Mother {22) (25]) (113 (5?! {100) {81) (1aMm (80)
Father 1L 138) (5 (25) - - - -
Parents {33} {13} {68) (g - - - -
Grandparents - - - = - {(6) - -
Family member - - {11} - - - - (20]
Neighbour (33 113 - - - - - -
Others - - - - - - - -
Total No. {9 (8) {19) | (18} (3) (16) (2) (5)
contacts

Table 68d: Decision-makers in mild and severe illness
by health-care option {(Never] married adolescents)
|

N

by health-care option ({Neve

TRADITIONAL CARE

DECISION-
MAKER MILD SEVERE
ILLNEE’S ILLNESS
Fem Male Fem Male
% % % %
Patient - £33) - {61
Mother {50} (33 {32} (61}
Father - - {11} -
Parents - - 121 {11}
Grandparents - - - -
Family member - - {5) -
MNeighbour {50} {33% {26) {22)
Others - - {3} -
“Total No. (2 (31 | (19 | a8
contacts

MODERN UNQUALIFIED: HOMEOQPATHY
| DECISION- ;
MAKER MILD SEVERE MILD SEVERE
ILLNESS ILLNESS ILLNESS ILLNESS
Fem Male Fem Male Fem Male Fem Male
% % % % % % % %
Patient (S0} - (13) | (50 - - - (13)
Mother - (2sy | (713 | 50 - (337 | (67 | (50)
Father {50 {25} - - - {33} {33} {37}
Parents - - - - - - - -
Grandparents - - {13} - - - - =
Family member - {507 - - - - - -
Neighbour - - - - - {33} - -
Others - - - - - - - _
Total No. (2) {4) (8) | 0 (3) (3) (8)
contacts
1
Table 68e: Decisicn-makers in mild and severe illness

+ married adolescents)
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3.2, Tables 69a and 69b give the decision-makers during illness of currently married
femaje adolescents. Although as in Table 68, the absolute figures are often too small to
.draw fully valid conclusions, Tables 69a and 69b seem to indicate that:

. Contrary to never married female adolescents, currently married female adolescents
~usually take decisions themscives, when wait-and-see and home-care are used;
. For the other health-care options, Ausbands appear to be the main decision-makers,
often in more than half of the contacts;
. Mothers-in-law appear to be involved in minor illness cases, when wait-and-see or

home-care is used (between 2% and 11%). In addition, there is some indication that
they are also involved when traditional care is used.

Table 6%9a: Decision-makers in mild and severe illness
by health-care option (Currently married female adolescents)

DECISION- WAIT&SEE |HOME-CARE| PHARMACY PUBLIC PRIVATE
MALKER

MILD |SEVE |MILD|SEVE |MILD|SEVE |[MILD |SEVE |MILD| SEVE

% RE % % RE % % RE % % RE % S RE %

Patient B2 79 65 |51y |54y |39y ] (100 ]33y ](21) | (31}
Mothet 3 6 9 (17 (51 | (&) Yoty o | 115
Father - - q {2y | (8) ]| (3) - - (7 -
Parents 2 2 - - {3} - = - - -
Hushand 10 12 q (1Y p(21yfis2y) -~ {33) (64| (54)
Mother-in-law 4 2 11 {2} {5} - - {17 - -
Father-in-law - - - - - - - - - -
Grandparents - - - - - - - - - -
Family member - - 3 - - - - - - -
Neighbour - - 4 (11y | - - - - - -
Others - - - - {5} - - - - -
Total No. 105 52 75 |47y |39y 431y (1} (&Y J{14){ (26}
contaces

Table 69b: Decision-makers in mild and severe illness
by health-care option {(Currently married female adolescents)

DECISION- NON-GOV' T UNQUALIF HOMEQOPATHY TRADITION
MAKER >

MILD SEVE MILD SEVE MILD | SEVE MILD SEVE

2 RE % % RE % % RE % % RE %

Fatient (80} - - - - {33} {13} (22)
Mother - {50) - {33) (60) {33} {13) (22)
Father {20) - {25) - {20) - - -
Parents - - - - - {11) - -
Husband - {50) {50} {67 {20) {11) £50) {4)
Mother~in-law - - - - - - - {171
Father—in-law - - - - - - - -
Grandparents - - - - - - - -
Family member - - - - - - - (43
Neighbour - - - - - (11) (25) (26)
Others - - ] 2m - - - - (4)
Total No. {10} {2} {4} (3} {5} {9 (8) {23}
contacts
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C. DECISION-MAKERS IN HEALTH-CARE CHOICE DURING ILLNESS IN
ADULTS

| GENDER AND MARITAL STATUS OF THE PATIENT

Table 70 shows the following particularities, when patient’s gender and marital
status are considered.

1.1 Never married adults

. The patients take in about half of the cases themselves the decisions about health-
care option use, irrespective of gender; N
. However, in about one-third of the cases, family members take the decision when

the patient is female, while this is only 8% for male patients. Correspondingly,
particularly the mother, but also the fathér take more frequently the decision for
male patients;

. Neighbours and combinations of decision-makers are also more invoived when the
patient is female (up to 6%), although they are, overall, much less important.

1.2. Currently married adults

’ When ill. over 80% of the male and 70% of the female patients take themselves
decisions about health-care option choice;

* Husbands take decisions for their wives in twice as much cases as wives for their
husbands (17% vs. 9%);

. The other decision-makers intervene in similar ways for male and female adults.

1.3. Widowed females

As mentioned in HEP Working Paper Nb.3-98, there are no male widows and 14
female widows.

» When widowed adult women are ill, they take in more than 80% of the contacts the
decision for health-care option use themselves;
. The remaining decisions are taken by family members, neighbours (6% cach) and

combinations of decision-makers (3%).
1.4. Divorced/separated adults

In our study, there were 28 divorced/separated individuals, of whom 25 were
females (see HEP Working Paper No.3-98)

. Divorced/separated women, when ill, take themselves decisions on the use of
health-care options in 70% of the cases. In the remaining cases, family members
mainly take the decisions;

. Figures for divorced/separated men are small. Nevertheless, it appears that the
overall picture is similar to the one for divorced/separated women.
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Table 70:

Decision-makers in illness cases of adults
by gender and marital status of the patient
{all illness cases combined)

PATIENT'S MARITAL STATUS

DECTSTON~ NEVER CURRENTLY WIDOWED DIVORCED/
MAKER MARRIED MARRIED SEPARATED

Fem Male Fem Male Fem Male Fem Male

% % % % % % 1 %
Patient 47 56 71 81 82 - 70 {56)
Mother 9 21 . 4 3 2 - 5 -
Father 4 B .6 3 1 - .6 -
Parents 4 q .4 6 - - A -
Wife - - - 9 - - - -
Husband - - 17 - - - - -
Mother-in-law - - .9 L7 - - -
Father-in-law - - 1 .1 - - -
Grandparents - - .1 2 - - - -
Family member 31 8 2 2 6 - 19 {44)
Neighbour 4 1 3 2 ) - 2 -
Others 2 1 2 2 3 - 2 -
Total No. 55 208 3562 2376 109 0 491 {32)
contacts

Annex 7 indicates that some particularities appear, when the severity of illness is

further considered:

2

The hushands of currently married female adults take more often the decision in
severe than in mild illness cases (in 20% vs. 14% of the contacts);
Mothers-in-law are almost not involved in decision-making, irrespective of illness

severity:

Other famity members, neighbours and combinations of decision-makers overall are
more involved in decision-making in severe illness cases, except in illness of
divorced/separated women, where they are involved in 20% to 25% of the contacts
in both mild and severe iliness cases.

. DECISION-MAKERS AND UTILISATION SEQUENCE

2.1. Never married female and male adu

When the decision-makers for the first and any subsequent hcalth-care option

contacts are examined scparately (Table 71), then the following may be observed:

Female and malc (although for the latter, the absolute figures are small) never
married adults tend to decide themselves in about 20% less contacts in any
subsequent health-care option use than in first contacts (44% and 51% for
subsequent contacts vs. 50% and 62% in first contacts),

in subsequent contacts, this gap is about equally filled by the mother and family
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members. and to a lesser extent by neighbours.

by gender and sequence of health-care option use

Table 71l: Decision-makers durin% illness cases in adults
(A1l illness cases combined of never married adults}

1
UTILISATION SEQUENCE
DECISTON- Firsy Any subseq
MAKER Fem Miale Fem | Male
% % % %
patient sy | 62 | a4y | 31
Mother 1113 20 (7 22
Father {41 5 (] 10
Parents 14 6 {4) 3
Grandparents - - - -
Family member {32) 5 (307 10
Neighbour - - (7 3
thers - 2 (4} 1
Total No. {28} .99 (2N 109
contacts :
T

2.2. Currently married adults

Table 72 suggests the following in illness cases of currently married adults, when
the patient’s gender and sequence of health-carg option use are considered:

. The paticnts take in about 85% of the fifst contacts the decision themselves aboul
which health-care option to use. This pgrcentage dramatically drops in females to
slightly more than 50% of any subsequeft contact, while for males it cnly drops to
76%;

. Consequently, there is in subsequent health-care contacts during illness of females,
a 3.5 times increase of the involvement of the hushand to 28% of the contacts {vs.
8% in the first contacts). In contrast, decision-making by the wives of sick male
adults only increases by 50% from 7%:in the first contacts to | 1% in subsequent
contacts;

. lnvolvemnent of the mother, neighbours, family members and combinations of

decision-makers is also somewhat highdr in subsequent contacts, although none of
these categories reaches more than 4% and 6% of the total number of first and
subsequent contacts respectively.
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Table 72: Decision-makers during illness cases in adults
by gender and sequence of health-care option use
(All illness cases combined of currently married adults)

UTTLISATION SEQUENCE
DECTSION- First Any subsegq
MAKER Fem Male Fem Male

% % % %
Patient 84 86 534 76
Mother 3 2 & 3
Father .3 .2 .9 .5
Parents .4 .3 .4 .8
Wife - 7 - 11
Hushand B - 2 -
Mother-in-law 1 .7 .7 N
Father-in-law - - .3 .2
Grandparents .1 .2 .1 .1
Family member 1 1 2 3
Meighbour 1 .6 5 4
Others 5 .9 3 2
Total Wo. 14851 1276 i6ll 1100
contacts

2.3. Widowed and divorced/separated female adults

Table 73 gives details on decision-makers when widowed and divorced/separated
female adults are ill. One observes that:

. Widowed female adults:
Il widowed female adults decide themselves in 86% of the first contacts which

health-care option to use. This tends to be lower (the percentage drops to 74%) in
subsequent health-care contacts, the gap being filled particularly by neighbours;

. Divorced/separated female adults:
A simtlar pattern is seen as for widowed female adults. However, the gap is now

filled by family members and to a lesser extent neighbours.
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Table 73: Decision-makers during illness cases in.
widowed and divorced/separated fe ale adults
by sequence of health-care cptjon use
(ALl illness-caseg combined)

WIDOWED DILVORCED/
SEPARATED
DECISION- First Any First Any
MAKER % subseq % subseq
% %
Patient 86 (74} 80 59
Mother 3 - 4 [
Father 2 = .8 .4
Parents - = .8 -
Husband - - -4 4
Mother-in-law 2 - - -
Grandparents - + - -
Family member 5 £t 12 2B
Neilghbour 2 {1id} .4 4
Others 2 {$) 2 2
Total No. 66 {43) 265 226
contacts .

3. DECISION-MAKERS BY HEALTH-CARE OPTION IN ADULT ILLNESS

Tables 74a to 74i iflustrate the followinglon type of decision-makers, when patient’s

gender, marital status and type of health-care option are taken in{o account:

3.1

32

Never married adults

In this group, the absolute figures are often small. Therefore, comments are given
on the health-care options which have for females apd males combined more than
25 observations. This is the case for wait-and-se¢, home-care, pharmacies and
modern private care;
Patients take decisions themselves in the majority of health-care contacts, except
for home-care in illness of male aduits. [n the latter case, the patient and his mother
each are involved in about one third of the contact$. Mothers may be involved so
much, because our data indicated that never married adults, particularly males, are
on average younger than married adults;

For the same reason, overall, parents appear to bé more involved, when a male
never married adult is ill.

Currently married adults

Patients are the main decision-makers for all health-care options, except modern
private care. However, for all options, males are cl:lcarly taking more frequently
decisions on their own than females, except for wait-and-see, home-care and non-

government care. The biggest differences are seen for pharmacies (91% vs. 54%),
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3.3,

modern private (77% vs. 50%) and public care (78% vs. 39%). The opposite
situation is abserved for wait-and-see (where the percentages are similar for female
and malc paticnts and more than 90%}), home-care (slightly more by females and
about 75%), and non-government care (clearly more by females, and also about
75%);

The role of the husband in decision-making during their wives’ illnesses is the
smallest when wait-and-see, home-care or non-government care is chosen. It is
clearly the biggest for modern private care, where husbands are the main decision-
maker (45%). For the remaining health-care options, i.e, pharmacies, public care,
unqualified modern care, homeopathy and traditional care, the husband intervenes
in 22% to 34% of the contacts; .

Wives are the most involved in decision-making for their sick husbands when non-
government care, home-care, traditional care or unqualified care is used (23%,
19%, 18% and 16% of the contacts respectively), and the least, when wait-and-see
or pharmacies are used (3% each), .

Mothers, fathers, or parents together are, overall. only marginally involved (up to
7% of the contacts). However, they are more involved for public care (12%), and
for modern unqualified and traditional care (10% each):

Family members, neighbours and othery are most involved when traditional care
is used (23% in illness of females, 18% in illness of males), and the least when
wait-and-see is used (less than 1%) or home-care (8% in illness of fcmales, 5% in
iliness of males). They are aiso of some importance in illness of females for modern
private and public care (13% and 14%) and unqualified care (11%), and in itlness
of both females and males for public care (13% and 11%).

Widowed female adults

Almost all the absolute figures are too small to draw any meaningful conclusion.

Only for wait-and-see and 1o a lesser extent pharmacies, the figures are of some magnitude.
They appear to point out that widowed females are mainly dependent upon themselves for
decision-making about which health-care option to choosc.

34

Divor € t

Only for wait-and-see, home-care, pharmacies, modern private care and to a lesser

extent non-government care, the absolute figures are important enough to be discussed:

Although the divorced and separated female adulis arc for all these health-care
options the main decision-makers when they are sick. Sfumily members, are - as
already mentioned above - in several instances the decision-makers. This is
particularty the case for pharmacies and modern private care (about one-third of the
contacts for each), followed by non-government care and home-care (16% to 17%).
and wait-and-see (11%);

Neighbours and others are of some importance {or modern private care (1 1% and
pharmacies (7%}, and the parents to some extent for modern private care (9%).
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Table 74a: Decision?makers in adult illness

and gender, when wait-and-see ils used

by marital status

Wait-and-see NEVER CURRENTEY WINCWED DIVORCED/

MARRIED MRARRIE SEPARATED
DECISION- +
MAKER Fem Male Femn Male Fem Fem

3 % % K % 5
Patient (33} {63} 92 p4 193] 85
Mother {23 (17 2 2 (2} 4
Father - {10} .2 - - -
Parents - {4) .4 .3 - -
Wife - - - 3 - -
Huskand - - 4 - - -
Mother-in-law - - .6 w2 - -
Grandparents - - 2 - - -
Family member {42} (&) .6 T {2] 11
Neighbour - - .1 - - -
Others - - .2 - (2) -
Total Mo, {12} {44} 1141 587 45) 148
contacts |
Table T74b: Decision-makers in adult illness by marital status

and gender, when home-care ig used
Home-care HEVER CURREN;LY WIDOWED DIVORCED/
MARRIED MARRTIHD SEPARATED
DECISION- y
MAKER Fem Male Fem Male Fem Fem
- % % % % % %

1

T
Patient {50} 34 76 6% (89) 72
Mother {71 36 4 5 - 7
Father - 12 .6 .2 - -
Farents {7} 2 .2 N - 2
Wife - - - 19 - -
Hushband - - 10 - - *. 8
Mother-in-law - - .9 1 - -
Father-in-law - - - - - -
Grandparents - - - 7 - -
Family member {36) iz 2 2 {(6) 17
Neighbour - 2 5 2 (&) 2
Others - 2 .9 L - .B

L
Total No. {14} 50 875 '588 {18) 124
contacts
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Table 74c: Decision-makers in adult illness by marital status
and gender, when pharmacies are used

Pharmacies NEVER CURRENTLY WIDOWED DIVORCED/

MARRIED MARRIED SEPARATED
DECISION-
MAKER Fem Male Fem Male Fem Fem

% % % % % %
Patient {53} {78) .54 21 {68) 58
Mother - {12) 3 1 {3 3
Father {€&) {2} .9 - - -
Parents {6) {2) ? .3 - -
wWife - - - 3 - -
Husband - - 34 - - 1
Mother-in-law - - 7 .3 {5) -
Father-in-law - - - .2 - -
Grandparents - - - - - -
Family member (35} (4% 3 2 {9} 31
Neighbour - - 3 1 {3) 4
Others - {2) 1 . B {9} 3
Total No. {17} {49 590 631 (22} 98
contacts

Table 74d: Decision-makers in adult illness by marital status
and gender, when public care is used

Public care NEVER CURRENTLY WIDCWED DIVORCED/

MARRIED MARRIED SEPARATED
DECISION- :
MAKER Fem Male Fem Male Fem Fem

% % % % % %
Fatient {100) - 50 (77} - {75}
Mother - (33 14 - - {6)
Father - - - - - -
Parents - (67 2 - - —
Rife - - - in - -
Husband - - 25 - - -
Mother-in-law - - 1 {2) - -
Father-in-law - - - {2) - -
Grandparents - - 1 - - -
Family member - - 1 - - -
Neighbour - - 4 {2} {100} {13)
Others - - 7 (9} - (6]
Total No. {2) {3) 104 {44) (2} {16)
contacts
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e

marital status
is used

Modern NEVER CURRENTLY WIDOWED ‘ DIVORCED/
private care MARRIED MARRIED SEPRRATED
DECLSION- cem | Male | Fem | Mald Fem Fem
MAKER % % ki b k ¥
parient 1409 {65} 39 78 (883 49
Mother - (15) 5 1 gy 2
Father [20) - 2 T {133 4
parents - 1) .3 1 - -
wife - - - 5 - i
Husband - - 43 - - -
Mother—-in-law - - 1 1 - -
Father—-in-law - - 3 - y -
Grandparents - - .3 - B -
Family member {201} (127 2 4 - 32
Neighbour - - 4 2 . 4
Others (207 {4) 2 ‘]. + 1
Total No. 5) | 26y | 341 286 (B 57
contacts .
Table 74f: Decision-makers in adult illness| by marital status
and gender, when neon-goveynment care ig used
Non-gov't NEVER CURRENT[LY WIDOWED DIVORCED/
care MERRIED MARRIED SEPARATED
DECISTION- Fem Male Fem Mile Fem Fem
MAKER % % % ﬁ% ' % %
Patient - 25} 75 (iﬁll {80} 76
Mother {1007 25) 5 - - ({8‘]
Father - 259 121 - -
Farents - - - - - —
Wife - - - 23 - -
Husband - - 11 - - -
Mother-in-law - - 2 - - -
Father-in-law - - - - - -
Grandparents - - - - - _
Family member - - - {") -

. ; 16
Heighbour - {251 .6 (N 20 t_)
others - - [} 5} - -
Total No. L | 4 | o7a | o (5) (25)
contacts
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Table 74g: Decision-makers in adult illness by marital status
and gender, when unqualified modern care is used

Ungualified NEVER CURRENTLY WIDOWED DIVORCED/
modern care MARRIED MARRIED SEPARATED
DECISION- Frzm Male Fem Male Fem
MAKER % $ 3 % 3 Fgm
Patient - {25} 55 {68) (50}

{75
Mother - {(25) ] {3} - - )
Father - 125) 2 {3) - -
Farents - - - - - -
Wife - - - {16} - -
Husband - - 31 - - -
Mother-in-law - - - - - -
Father-in-law - - 2 - - -
Grandparents - - - - - -
Family member - {25} - (3) {50) {25)
Neighbour - - 2 (3) - -
Others - - 2 {3) - -
Total No, - (4} 64 {38} (2} {(4)
contacts

Table 74h: Decision-makers in adult illness by marital status
and gender, when homeopathy is used

Homeopathy NEVER CURRENTLY WIDOWED DIVORCED/
MARRIED MARRIED SEPARATED
DECIS10ON~
MREER Fam Male Fem Male Fem Fem
%, % % % % A
Parient {100} {100) gl (721 1o {57
Mother - - 2 - i - (14}
Father - - - 8 \ - (14
- Parents - - 2 {4} - -
Wife - - - {12) - -
Husband - - 23 - - -
Mother-in-law - - - - - -
Father-in-law - - 2 - - -
Grandparents - - - - - -
Family membekr - - 3 {4] - (14}
Neighbour - - g - - -
Others - - Z - - =
Total No. {0 {4} 66 {25} {2} (7

contacts
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Table 741: pecision-makers in adult ijllness py marital status
and gender, when traditiongl care 15 used

Traditional NEVER CURRENTLY WIDOWED DIVORCED/
care MARRIED MARRIED SEPARDBTED
DECISION- Fem Male Fem Malé Fem Fem
MAKER % % % % ) %
Patient 133} {45) 43 54 {40) {64
Mother - 12%) 9 & - -
Father - (103 .5 .8 - -
Parents - {103 - .8 - -
Wife - - - 18 - -
Husband - - 22 - - -
Mother-in-law - - 2 3 - -
Father-in-law - - .5 - - -
Grandparents - - - - - -
Family member - 13} 4 3 {20} {29)
Neighbkour 167) {5} 14 13 140} {7
orhers - - 5 2 - -

! Total WNo. 3 1201 207 133 {53 {14}
contaclts

CONCLUSIONS ON DECISION-MAKERS IN
HEALTH-CARE CHOICE-MAKING

|

I
From the findings presented above, it betomes clear that who determines which
health-care option is used during an illness episode, is dependent upon a variety of factors.
They relate 1o the patient, such as the patient’s age, gender and marital status; to
characteristics of the illness, such as illness sevlarity; and to features of the health-care
option used, such as health-care option utilisation sequence. and type of health-care option.

In Part B. it was emphasized that there is differential use of health-care options with
'the sequence of contacts. Wait-and-sce and home-tare make up 90% of the first contacts in
mild iliness episodes (56% and 34% respectively) and 79% in severe illness episodes (51%
and 28% respectively). In subsequent contacts, wait-and-sce is almost nonexistent. while
home-care remains a relatively important option, particularly in minor illness cases. The
other catcgories of health-care options - a variety of modern and traditional care and
homeopathy - become important as source of health-care from the second contact onwards.
From the findings presented above, it is clear that for each category of health-care option,
there are a few major decision-makers. Therefore, the conclusions on health-care decision-
makers here will be presented by health-care option with details. where appropriate, across
patients” age-groups, gender and marital status, and levels of illness severity.
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. Summarizing for the health-care options most frequently used as first contact, such
as wait-and-see and home-care, the decision is in the vast majority of the contacts
more often taken by the mother the younger the non-married children, or. in the
other cases - including the illness cases of currently marricd females - by the sick
person her/himself,

These health-care options have in common to be free of charge or cheap (see HEP
Working Paper No.5-98) and accessible even to married women, because there is no need
for the females to go outside the house to apply them. However, in the case of home-care
with particular food items, it is highly probable - because of the traditional customs of
‘purdah’ - that women, although they report to have decided themselves to usefapply home-
care. still depend upon their husbands or male relatives to bring from the market the
particular items to be applied in home-care.

In addition, the findings suggest that fathers for their children and husbands for their
wives show little or no interest when wait-and-see or home-care is chosen, and. that
grandparents arc only marginally involved.

2. In contrast. for the usc of modern health-care options, (almost always as
subsequent health-care option), the well-known dominance of males in the society
becomes apparent. Particularly for the use of pharmacies, modern private, public
and unqualificd care, husbands decide in about 33% to 50% of the contacts during
illness of their wives, and fathers (alone or together with the mothers) in about the
same proportions during illness of their children. In contrast. if non-government
care is used, women decide in 70% to 80% of the cases themselves when they are
ill or their children.

Non-government care appears thus to be well accepted by husbands as a health-care
option their wives can decide for themselves to use in case they are ill or their children.
However, the findings in Part B indicate that, out of all modern qualified health-care options
and pharmacies combined, non-government care only represents about 14% of the contacls
during adult fcmale illness. and about 24% in childhood iliness. In Part B, it is further
discussed that this may be attributed - at the exception of one or two large non-government
hospitals - to the type of scrvices offered by non-government health providers, which are
quite often limited to services for mother and ciild health,

Finally, concerning modern health-care options, there are three particular findings.
The first one is that fathers, when their sons are ill, intervene more often in the choice of
pharmacies and modern private health-care (these are the two most extensively used modern
health-care options). This indicates their greater interest in their sons’ health problems and
points at the widespread societal preference for boys, particularly in poorer sections of the
population.
A second particular finding is that - as for wail-and-see and home-care - grandparents in the
case of childhood illness and mothers-in-law in the case of illness of their daughters-in-law
do not appear to play a major role in health-care decision-making, This may be due to the
fact that. as iltustrated in HEP Working Paper No.3-98, less than 10% of the slum
households are composed of parents, children and grand-parents.
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The third particular finling emerges from further analysis of our data. It shows that married
women who are employed decide themselves to us€ modern health-care other than non-
government care, nearly 20% more often than their pon-employed counterparts (55% vs.
47%). This finding may he one example of the many ¢hanges in social interaction between
spouses, brought about thanks to employment of poor urban women, resulting in their
higher self-esteem and access to cash.

3. In the decision to use (raditional health-care, there are SOME particular decision-
makers. Firstly, in childhood illness, grandparents and neighbours together
constitute the decision-makers in up to 20% to 25% of the contacts. Secondly, in

never married adolescents and currently married female adolescents, the
contribution of neighbours alone may alregdy attain this level, while in currently
married adults, neighbours are in 13% to 14% of the contacts the decision-makers
{compared to hardly a few percentages for ieach of the other health-care options).

In the case of childhood iliness, decisions tb use traditional care appear thus to be
often influenced by older people, such as grandparenits oF some members of the community,
who may hold more traditional opinions on treatment of illnesses. This reasoning may also
hold true for the examples in the other age-groups. They all indicate that the choice for
either modern or traditional care is part of generatiqnal differences in views between older
and younger sections of the slum society on illnesses and the appropriateness of different
‘health-care options 1o treat them. ‘

4, Finally, the pattern of decision-makers foruse of homeopathy in childhood illness
is similar to the one for pharmacies and modern private care, with fathers alone or
in concertation with the mothers being important decision-makers. In currently

married adults again, the pattemn follows that of pharmacies and modern private
care.

Two special groups of adults concern the widowed and the divorced or separated
women. :

Although the figures for widowed womeh are too low to draw full conclusions by
health-care option, the overall picture, neverthéless, indicates that they largely rely on
themselves for decisions on which health-care option to use. Occasionally a neighbour or
a family member may be involved.

Although figures are also low for several health-care options for the divorced or
separated women, it appears that they take decisions mainly themselves besides relying .
upon family members and sometimes neighbours in 11% to 3 1% of the contacts. '

A final overall finding is that illness severity does not influence much on the
paiterns of decision-makers described above, except in currently married females, where
mothers and husbands are much more important decision-makers (than the women
themselves) in severe illness cases.
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CHAPTER 12

CRITERIA AND CONSTRAINTS OPERATING IN HEALTH-CARE
DECISION-MAKING

During our survey, the respondents were asked for every health-care option contact
why they did choose that health-care option. Additionally, they were asked why they did not
choose cach one of the other health-care options available to them. Data on these criteria
and constraints operating in health-care decision-making were collected through open-ended
questions. These data are examined here.

A. CRITERIA OPERATING IN HEALTH-CARE CHOICE-MAKING

The detailed tables on criteria (in Annex 8, all criteria having more than 1.5% of
the responses) and summary tables (in the next pages) have been constructed for mild and
severe ilincsses separately, according to five main categorics, These categories and their
respective criteria are as follows:

1/ The health-care option is known to the family. or advised by or heard of from another
(lay) person; the household is used to consult the practitioner/facility, the practitioner is
a member of the household or a close relative; the patient was sent or advised by the
previous health-care option.

2/ Reasons related to perceived (lack of ) service quality of the health-care option:
_treatment-related: one receives good or better treatment (than from another health-
care option); medicine works quickly;

-practitioner-related: the practitioner is good;

—general: the option is appropriate for children; the option was tried because the
illness was not cured with the previous one; the health-care option was used to
become well.

3/ Economic reasons: )
_direct cost-related: no money in the household; treatment is cheap; treatment is
free of charge; the household can afford it; :
-indirect cost-related: the practitioner/facility is nearby: the work is hampered if
another health-care option is used.

4/ Ilness-related reasons:
-thc option is appropriate for the iilness or complaints;
-the option is appropriate for the cause of the iliness;
-no treatment or medicines are needed for the illness;
-no other treatment or medicine is useful for the illness;
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-the illness is not severe and/or acute:
-the illness is not so severe;

-the outcome of the illness is awaited.,

5/ Secial reasons:

the father or the hushand has no time.

In many cases there were multi
The total numbers of res

ponses for each o

ple responses for each health-carc option con
ption are given in Table 75, On average. for ¢

act.
ach

health-care option, a slightly lower number of Tesponses per contact were reported for mild

compared to severe illness cases. The lowest proportions are found for wait-and-sec
contacts in mild illness cases. and, for wait-and-see and home-care contacts in severe illness
cases, :
Table 75: Number of responses dn criteria for use of
health-care options
Minor ' Sevare
illness cases illness cases
Healih-care ;
aption MNo. No. Lih No. No. Ll
responses|contacts| (2} responses |contacts (2)
{1} {2} {1} {2)
Wait-and-see 4018 3009 1.34 2401 1883 1.27
Home-care 4049 2655 1.53 26248 184¢ 1.42
Pharmacy 2044 1231 1.66 2204 1366 1.61
Modern private 928 513 i.81 1678 936 1.79
Public 340 173 1.927 404 250 .62
Non-government 882 490 1.80 641 373 1.72
Unqualified 1i3 74 1.53 2€0 170 1.53
Homeopath 158 199 1.80 433 262 1.65
Traditional 455 249 1‘83i 1035 615 1.68.

Tables 76 and 77 on pages 133 and 134 summarise by health-care option, the
reported reasons for their use. Overall,
categories of criteria is refated 10 the type of health-care option; (2) there are similarities in
relative importance for minor and severe illness cases.
The detailed data on reported criteria by health-care o;')tion and by illness severity indicate
the following;

. I'or wait-and-see and home-care, the main category is illness-reluted criteria

(57%). but economic reasons are also impolrtant, particularly for wait-and-sce
(20%). wherce they are mainly related to the ablsence of money in the houschold (o
use/purchase other health-care gptions. As Fia. 42 indicates, economic reasens in
wait-and-sec are clearly associated with hbusehold income: the poorer the
household. the more economic criteria are reported. The percentage contribution

of these criteria reaches a staggering more than one-third of al| reported criteria in
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the lowest income-quintile for severe illncsses (compared to only 9% in the highest
quintile: in mild illnesses the percemages are 32% and 11% respectively). While
not availing health-care in mild iliness cases is most probably a befter choice than

using heaith-care (becausc most of thcse cases are self-

Fig. 42: Economic arteria for useof ~ resolving), it is not an appropriate option in severe cases.
wait-and-s6é by income quintis where in most casés (early) treatment is indicated. Fear of the
nfo- 1 higher economic consequences of treating “severe’ illness

cases compared to minor ones may also delay the use of
N modern health-care more (often) than in minor iliness cascs.
1M In addition. the two primary illncss-related reasons. i.e.. "no
- need for treatment’ and *see the outcome of the illness™ may at
O e [ least partially hide the lack of money for purchasing treatment.
as poor people may not want to disclose that they are poor, and
thus financially unable to avail other health-care options than wait-and-see and
hotne-care.
As a result, reported non-availability of cash as a criterion for using wait-and-see
imay well be more important than the percentages stated above:

B L b

For pharmacies, economic (mainly the ncarness of the pharmacy, a reference 1o
indirect costs) and illness-reluted reasons are about equally important { about 20%
for the former: for the latter, 22% and 27%), followed by perceived service qualify-
refated reasons (12%):

For modern private care, perceived yervice guulity is the main stated reason (21%
and 26%). This criterion is also an important reason for unqualified healers (15%
and 17%):

However. for modern public, non-government and unqualified care. the main
stated reasons for their use are ecomomic (24% and 34%) : the reason that the
services are free or cheap accounts for two-thirds in it for public and non-
government facilities, while for unqualified healers, it is the nearness of the option:

For all medern health-care options. but particularly for public and private ones.
another important reason is the fact 1o know or to have been advised or heard ubmut
the provider by other peaple (13% and 24%). It is indeed common knowledge that
for instance, knowing staff members in public facilities is a critical factor 'to pet
things done’. Additionally, lower level staff may act as middlemen. Finally. pcople
may be attricted to use a practitioner, particularly a private one, because of his/her
good reputation in the community; '

For all medern care, including pharmacies, and to a lesser exient tor homeopathy
one particular illness-related criterion is of special interest in severe illness cases:
the fact that the ifiress iv severe. It accounts for about 10% to 15% of the stated
reasons. This special reference to illness severity indicates that the respondents tend
to realisc that the use of modern health-care options is indicated, when the illness
is really severe, This correlates with the criterion ‘the illness is not so severc'
reported for wait-and-see (11%), reflecting that this option may be used as long as
the iliness case has not become too severe. This is substantiated in Part B of this



‘\J‘

131

Working Paper, where it was shown that ih minor illness, wait-and-see and home-
care are extensively used as first contact, but in further contacts are replaced to a
high extent by other health-care options, primarily pharmacies and other (modern)
health-care options.

Similarty. in minor illness cases and agaln particularly for pharmacies and now
only qualified modern care, there is another specific reason for their use. namely
'because the illness became severe' (7%1o 13%). With this reason, respondents
again show that they know that modernj health-care is better used. when minor
illngss cases become severe,

. For homeopathy. three categories of .criteria are almost equally important:
perceived service quality (25% and 16%, out of which 8% to 9% is accounted for
by the perception that this option is good *0:‘ children), illness-related criteria (22%
and 24%). and economic fuctors (21% and 14%).
Homeopathy is the only option, where miention is made of its appropriateness for
children. In Part B, it was already highlighted that respondents prefer homeopathy
for children because they believe that the Hiluted drugs used in homeopathy are less
harmful to children than those used by modern care practitioners;

. For traditional healers, iifness-related ¢riteria account for about one-third of all
reported reasons. In addition, the first category of criteria, i.e, knowing the healer,
or being advised or having heard about him, or the habif to consult him, is also
important (20% and 25%).

Another two criteria were reported for almost all health-care options in about the
same proportions (See the tables in Annex 8). The first one is *10 hecome well " (3% to 8%
in mild. and 4% to 9% in severe illness cases, except for wait-and-see). This criterion points
at the respondents’ hope to be cured. Opposed to this hope stands the second criterion,
namely ‘not cured with the previous health-care option’ (3% to 6% in all health-care
options, except for wait-and-see and home-care). This criterion reflects perceived failure
of treatment with the previous health-care option. As emphasised above, particularly mild
iliness cascs are self-resolving: the real responsibility of the provider is then to give
approprialc advice that is well-understood by the patient, and, if necessary, to provide some
comfort-increasing medicines. This obviously agsumes that providers not only ‘prescribe
drugs to treat the symptom presented by the patiept’, but that they have the ability to create
effective communication and interaction with thei patient and his/her family. Some aspects
of patient-healer interaction and patient satisfaction with treatment will be explored in the
next Chapter of this Part.

Finally, there is one particular criterion that reflects referral from one provider to
another, i.e., ‘advised/sent by another practitioner’ (See Annex 8). Not surprisingly. this
criterion is only found in severe illness cases and, between the modern institutional health-
care providers. Qur survey data on referral patteins reveal that:

. Only about 10% of the contacts with government hospitals are cases referred by
another health-care provider:
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. Out of the 80 contacts with private clinics, 27 cases or 33% are cases referrcd by
other health-care providers:
. Out of the 14 contacts with specialists, anly | case occurred through referral by

another health-care provider (an MB,BS doctor).

Government hospitals, private clinics and specialists are supposed to be uscd as
referral level health-care options, The findings above suggest that particularly public
hospitals and specialists are only marginally used in that capacity. Government hospitals.
private c¢linics. and specialists function thus much more as primary care providers, a
function contrary to their role as higher-level care provider.
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Table 76: Summary table on criteria operating in health-care
choice- mah1ng

Yeaith- |Reasons for use of health-care optlom
=]
g;iion MINOR ILLNESS % % SEVERE ILLNESS % %
Wait-g- |1/- and 2/- 1/~ and 2/-
see 3/ Wo money 16.3 3/ No money 1%8.5
Free of charge 4.1 20.4 Free of charge 3.5 23.0
*4/ Wo nead of R/ 21.2 4/ See putcome 25.32
See outcome 18.5 No need of R/ 19.7
Ill not severe 12.2 111 not so severe 11.3 56.3
Geed for illness 4.8 56.7
5/ Father/husband no time 2.2 %/ Father/husband no time 2.7
Heme= 1/ Known,heard of,etc 9.3 |1/ Enown, heard of,etc 8.9
care 2/ Quality: R/ 5.0 |2/ Quality: R/ 3.4
3/ Wo money 8.6 3/ No money 8.3
Free/cheap 6.3 Free of charge/cheap 5.7 14.0
HHE can afford it 2.3 17.2 }4/ Geod for ill/compl 31.5
4/ Goed for ill/compl. 30.6 1 Ill severe/acute 5.2
o need of R/ 7.5 i No need of R/ 4.6
I11 not severe 4.5 ; See outcome 4.3
Sege outcome 2.9 45.% I1l not so severe 3.1 5z2.7
Illness became severs 4.8,
Ehar- 1/ Enown, heard of, etc 7.8 |1/ Enown, heard oI, etc 10.3
macy 2/ Quality: RS 12.3 2/ Quality: R/ 11.6
3/ Nearby 10,4 13/ Nearby 12.0
Cheap 7.3 . Cheap 5.1
Work is hampered 1.8 HH can afford it 2.0
HH can afford it 2.2 21.7. No money 1.8 20.9
4/ Good for ill/compl 20.9 4/ Good for ill/compl 14.4
Ill not severe 1.5 22.4 I11 severe/acute 12.7 27,1
Illness became severe 9.8|
Mod, 1/ Enown, heard of, etc lB.lI 1/ Enown, heard of, etc 23.3
priv 2/ Quality: R/ 22.4 2/ Quality: R/ - 17,0
‘doctor!’ 3.6 26.0 ‘doctor’ 4.% 21.8%5
3/ Nearby 5.8 3/ Nearby : 7.8
Cheap 2.8 8.7 Cheap 3.5 11.3
4/ Good for ill/complaint 10.2 |4/ Illness severe/acute 14.4
Illriess became severe 11.2I Good for ill/complaint 6.5 20.8%
Public |1/ Known, heard of, etc 24.1I 1/ Enown, heard of, etc 1.6
2/ Cuality: R/ 10.8: |2/ Quality: R/ 4.7
3/ Free/cheap 21.4 3/ Free/cheap 12.7
Nearby 12.1 33.5 Wearby 6.2
4/ Good for this illness 5.0 HH can afford it 2.5
Tllness became severe 7.4 No money - 2.0 24.1
4/ Illness severe/acute 13.1
| Good for ill/complaint B.%2 22.0
Moo= 1/ Enown, heard of,etc 15.9% |1/ Enown, heard of, etc 17.7
gqov't 2/ Quality: R/ 8.5 2/ Quality: R/ 11.0
good for children 2.2 10.7 |3/ Cheap/free 13.6
3/ Free/cheap z21.8 Hearby 7.3 25.8
Nearby 6.7 28.6/ |4/ Illness severe/acute 14.4
4/ Good for ill/complaint 9.5 Good for ill/cemplaint 8.1 22.5
Iliness became severe 13.2: ’
Mod . 1/ ¥nown, heard of,etc 16.8: 1/ Known, heard of,etc 13.1
ungual |2/ Quality: R/ 10.6 2/ Quality: R/ 8.5
'doctor! 3.5 ‘doctaor’ 6.2 14,7
good for children 2.7 16.81|3/ Hearby 16.9
3/ HNearby 18.86 Cheap 8.1
Cheap 9.7 28.3 Gives loan 1.9 2g6.9%
4/ Good for ill/complaint 8.8/ |4/ Illness severe/acuke =~ 13.1
Illness became severe E.ﬁ - Good for ill/cemplaint 2.7 15.8
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1/ Enown, heard of, etc 11.7 |1/ Known, heard of,etc 1¢.1
Homeo- [2/ Quality: R/ 15.3 2/ Quality: R/ 7.9
path good for children 9.2 24.9 good for children g.1 16.0
3/ Free/cheap 12.2 3/ Nearby 6.2
Nearby g.7 20.9 Cheap 7.7 13,9
4/ Good for ill/complaint 15.7 |4/ Good for ill/compl 13.¢
ITllness gevere/acute T.2
Illness became severe 5.9 No other R/ useful 2.8 23.9
Tradi- |1/ Kpoown, hoard of,elc 1%4.7 |1/ Known, heard of, estc a8
ton 2/ Quality: RS 3.5 |2/ Qualicy: R/ 5.3
3/ Free/cheap 7.0 3/ Wearby a.1
Wearby 6.6 13.% Free/cheap 5.8 1lL.@
4/ Good for ill/compl 24.4 4/ Gogd for ill/compl 23.%
Good for cause of il 4.0 Good for cause of fil 5.1
Mo other B/ useful 3.5 121.9 Illness severa/facute 4.2 33.2
* B/ = treatment
Table 77: Summary table on the main categories of criteria
operating in health-care cholce-making
Categories of criteria
Health- Illness
caie typ;e 1 2 3 4 Illness-related |5
option "Option |Percelived Egonomic Sogial
known' |Quality 4a Other |4b
illness~ |1l1lness
related ([became/is
severa
Wait-and- {Minor - - 20.4 56.7 - 2.2
see Severe 23.0 56.3 - 2.7
Home-care |Minor 8.3 5.0 17.2 45.5 4.8 -
Severe 8.9 3.4 14.0 43.5 g.2 -
Pharmacy |[¥Minor 7.8 12.3 21.7 22.4 9.4 -
Savere 10.3 11.6 20.9 14.4 12.7 -
|Mod . Minor 18.1 26.0 8.7 10.2 1.2 -
private Severe 23.3 21.5 11.3 6.5 14.4 -
Public Minor 24.1 10.8 33.5 5.0 7.4 -
Severe 18.8 4.7 24.1 8.9 13.1 -
Non-gov't [Minor 15.9 10.7 28.6 9.5 13.2 -
Severe 17.7 11.0 25.9 g.1 14.4 -
Ungqualif |Minor 16.8 16.8 28.3 8.8 5.3 -
Severe 13.1 14.7 26.9 2.7 13.1 -
Homeo- Minor 11.7 24,5 20.9 15,7 5.9 -
path - Severe 19.1 16.0 13.9 i6.7 7.2 -
Tradit Minor 19.7 3.5 13.6 31.9 - -
Severe 25.2 6.2 11.9 29.0 4.2 -
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B. CONSTRAINTS OPERATING IN HEALTH-CARE SEEKING

In the present section, constraints operating in the use of health-care options are
examined. The detailed tables (in Annex 9, all constraints having more than 1.5% of the
responses) and summary tables 79 and 80 (on pages 138 and 139) have been constructed for -
cach health-care option and for minor and severe |lIness cases separately. according to the
same five main categories as for the criteria in hedlth-care choice-making, discussed in the
previous section, These categories and their respective constraints are:

1/ The health-carc option is unknown 1o the family; there is no good health-care option
available:

2/ Constraints relating to perceived service quality of the health-care option:
-treatmeni-reluted: the medicine does not work, or does not work quickly enough,
the treatment is bad: only a few or no medicines are given;

-practitioner-related: practitioner/personpe! do not behave well, are not friendly;
-general: no belief in the (effectiveness of the) health-care option for all illnesses;

3/ Economie constraints:
-direct cost-reluted: the health-care optidn is too expensive;
-indirect cost-reluted. the health-care eption is too far away: one has to wait too
long to get things done: no time availablk to consult the health-care option:

4/ Tllness-related constraints:
-the illness 1s minor:
-the illness is not so severe;
-the health-care option is not good/appropriate/required for this illness or for the
cause ot this illness;
-not useful, no faith in this health-care option for this illness.

Contrary to the criteria discussed in the previous section, here there was on average
only slightly more than cne respense per questipn, the highest rate being for public care
(Table 78).

In addition, two points must be mentioned here:

* For some health-care options, namely pharmacies and modern unqualified
practitioners, constraints for their use are not presented. This is because these
health-care options were not included in the questionnaire;

. For traditional healers, there were separate questions on the three different types
of traditional healers investigated in the study. Because of the similarities of the
responses for these three types, they hdve been grouped: this explains the high
number of responses and interviews for this health-care option in Table 78.
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Table 78: Number of responses on constraints operating in
health-care decision-making )

Minor illness Severe lllness

cases cases
Ng. res- |No. inter- {11 |Neo. res- [Neo. inter- {1)
ponses views (2] |ponses views {2)

{1 {2) (1) (2)
Walt-and-see 3245 3223 1.01 2992 2966 1.01
Home-care 4248 3974 1.07 3287 3220 1.02
Modern private 8327 7638 1.09 6247 6035 1.04
bublic 10595 g259 1.28 8441 7214 1.17
Kon-government 2090 7862 1.16 1707 7089 1.09
Homeopath 9293 8228 1.13 7530 71786 1.0%
Traditional 26325 24862 1.06 22230 21560 1.03

Overall, the data in summary Tables 79 and 80 on pages 138 and 139 suggest, as
for the criteria for use of health-care options in the previous section. that ( [} the nature and
relative importance of constraints is related to the type of health-care option, and (2) for a
given health-care option. constraints are similar for mild and severe illness cases.

The detailed data on reported constraints by health-care option and. where appropriate. by
iliness severity in Tables 79 and 80 show that:

. For wait-and-see. by far the main category of reasons for its non-use is ilnesss-
reluted reasons. The principal reason for minor illness cases is becausc the illness
was not so minar’ (33%). and for severe cases ‘because the illness was severe/acute’
(60%). They cxpress - as already stressed above - that slum people want (o avoid
wait-and-see when the illness is scvere. A more general other reported reason for
non-use of wait-and-see is 'to become well' (18% and 10%);

. Iliness-related reasons for non-use are also dominant in home-care (44% and
35%). tollowed by ignorance about uppropriate home-remedies Tor the given
iliness. Economic reasons are less important, but rather particular : respondents

" have no time to spend to use home-remedies. Thus. although the average costs of
this health-care option is very low (see HEP Working Paper No.5-98). home-
remedies appear to require time to prepare {special food) or to apply (such as
ointments or oil on the skin);

’ By far the primary stated reason for non-use of modern private care is onc
economic constraint : the health-care option is too expensive (60% and 67%). This

. " overwhelming proportion is clearty symptomatic for the

Fig. 43: Moder priata care s o expensive  perception of slum families about their inability to use this
g D% mnses by ngoma auiie) health-care option because of its direct cost. Moreover. this
o ETe— 1 reported inability is income-related as Figure 43 illustrates.
) In the lower income quintiles this constraint represents up

, - .- . . to three quarters of all responses given on constraints for
: —-—] use of modern private care. while in the highest quintile this
oot

MEROF RN sﬂnﬂm;ﬂ’l_ is (011Iy) 550/;0'
T o W in addition, another category of stated rcasons for non-usc
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of modern private care is illness-related (25% and 15%), the main reason in severe
illness being ‘the illness is minor’. It appears thus that respondents may hide the
real severity of the illness in order not to have to disclose that they are too poor to
pay for expensive modern private care. A$ a result, economic reasons may thus be
even more important than the percentage suggest above;

To a lesser extent - but still very prevalent - economic factors are also the main
reasons for non-use of public and non-government services. However, the nature
of the economic constraints is different hére: now indirect costs are dominant: (1)
the health-care option is too far away, or.{2) one has to wait too long to get things
done. Together they represent 41% for public services, with predominantly reason
(1). and, 26% to 27% for non-government services, with predominantly reason (2).
(These differentials are reflected in the details on travel time and waiting time for
cach health-care option, discussed in Part B of HEP Working Paper No.5-98.) As
a correlate, some respondents reported that they have no time to spend for availing
public or non-government services. Furthgrmore, direct costs account for about 7%
to 9% of the responses.

In addition, although representing only 2% of the responses, ‘paying tips and bribes
to get things done® is a reason for non-usejonly reported for public care. We already
indicated earlier that in public facilities, staff act as middlemen to facilitate access
to consultations and to have all sorts of t¢sts done. They do so against payment of
unofficial fees.

Perceived service quality-related reasgns for the non-use of public and non-
government care represent 13% of the r¢sponses for public care and 15% to 16%
for non-government services. Reasons rdlated to perceived substandard treatment
are in both the health-care options predpminant. A particular reported reason of
perceived service quality is that non-govérnment services do not treat adults. This
is in line with the fact already highlighted in Part B of this Working Paper, that
virtually all these services only treat children and, among the adults, only women
in reproductive age.

Finally. for non-government services, a flirther frequently reported reason for their
non-use (20%) is ignorance by slum familics about the (location of) services:

The main reported reason for not using hpmeopathy is related to perceived lack of
gquality (35% and 42%), almost entirgly covered by one single reason : 'the
medicine does not work quickly enough!. Besides quality-related reasons, further
significant categories are (1) iliness-relgted reasons (27% and 28%), mainly that
the option is not appropriate for the iflfess (20% and 24%), and, (2) economic
reasons {18% and 12%., related to direct ¢osts involved in availing this health-care
option),

Finally, by far the primary reason not t¢ avail traditional care is illness-related
(51% and 39%), with as clearly the main stated reason : 'the option is not
appropriate for the illness' (38% and 47%). It correlates with the main reported
reasons for its use which are also illness-related.

Perceived lack of service quality is amother reported reason (11% and 15%),
followed by indirect costs (7% and 8%),
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Table 79: Summary table on criteria operating in health-care

choice-making
Health- |Reasons for non-use of health-care option
care .
option MINCR ILLNESS % % SEVERE ILLNESS 3 3
Wait-&~ |1/- 1/- 2/-
see 2/ Not good for habies/children 2.0 |3/ If used, may hamper work 4.7
3/ If used, may hamper work 5.3 14/ Iliness severe/acute 59.5
4/ Ill not so minor 33.4 Not good/useful 12.6 72.1
Not good/useful 17.5
11l may become severe 5.5 56.4 To become well 10.8
To become well 17.7
Home - 1/ Unknown 27.2 |1/ Unknown 32.1
care 2/ - 2/ -
3/ No time to spend 7.3 3/ No time te spend 4.2
Too expensive 2.1 9.4 Too expensive 2.0 6.2
4/ Illness was mimnor . 15.3 4/Not useful /appr/required 18.0
Mot appr/useful/required 17.5 Illness severe/acute 11.0
Illness not 50 minor 5.8 Illness not so savere 3.5
See the outcome 5.1 43.7 5ee the outcome 2.9 35.4
out of laziness 7.0 |5/ Do neot do anything tlaziness) 15.5
Mod. 1/- 2/- 1/- 2/-
priv. 3/ Too expensive £§0.4 |3/ Too expensive 66.7
4/ Illness was minor 15.6 4/ Wot approp./reguired 10.4
Not approp./required 9.0 24.6 Illness not 8o severe 2.1
See the outcome 2.0 14.5
Public |1/ Unknown 6.9 |1/ Unknown 9.3
2/ Quality: R/ 10.3 2/ Quality: RS 10.6
kehaviour 2.2 12.5 behaviour 2.1 12.7
3/ Teo far away 32.5 3/ Teoo far away 30.7
Too long to wait B.6 Toe long to wait 10.8
Too expensive B.2 Too axpensive 8.4 4%.9
No time to spend 3.6 4/ Mot approp./required 6.6
One has to bribe to get
things done 1.8 54.7
4/ Illness was minor 9.3
Not approp./reguired 5.9 15.1
Non- 1/ Unknown | 19.1 |1/ Unknown 21.0
gov't 2/ Quality: R/ 12.2 2/ Quality: R/ 8.7
' . behaviour 2.3 14.5 No treatment to adults 3.2
3/ Too long to wait 16.4 behaviour 2.7 13.6
Too far away 9.8 3/ Too long to wait 14.9
Too eXpensive 6.9 Teo far away 12.2
No time to spend 4.2 37.3 Too expensive 8.4
4/ Illness was minor 6.9 No time to spend 1.5 37.4
Mot required/appropriate 6.1 13.0 |4/ Not approp./required 9.1
Homeo 1/ Unknown 2.0 |1/ Unknown 2.4
path 2/ Quality: R/ 32.1 2/ OQuality: RS 39.3
No belief in it .3 35.4 No belief in it 3.7 42.0
3/ Too expensive 17.9 |3/ Too expensive 12.0
4/ Not appr/required/useful 20.0 4/Not appr/required/useful 23.5
Illness was minor 7.2 21.2 I1llness severe/acute 2.5
Not approp for ill caus 2.2 28.2
Tradi 1/ Unknown 7.0 |1/ Unknown 5.3
tien 2/ Quality: R/ g.7 2/ Quality: R/ 5.8
No belief in it 7.6 17.3 Ne belief in it 6.5 12.3
3/ Too expensive 4.5 3/ Toc expensive 4.4
Toc far away 2.5 7.0 Toc far away 3.2 7.6
4/ Wot good/required/useful 37.5 4/Not appr/useful/required 47.1
Illness was minot 6.3 Wot appr for ill cause 10.2
Neot goed for 111 cause 6.9 50.7 Ill severe/acute 2.0 58.3
Out of laziness 5.8

* R/ = treatment
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Table 80: Summary table on the main categories of constraints

operating in health—caFe choice-making

. I
Categpries of constraints
Health-care |Illness ;
option type 1 2 3 4 5
tOptien [Perceilved |Economic |Illness- Other
unknown' [Quality related
Wait-and- Minor - 2.0 5.3 56,4 17.7
3ee Severe - - 4.7 2.1 10.8
Home-care Minor 27.2 - 9.4 43.7 7.0
Severe 32.9 - 6.2 35.4 15.5
1
Modern Minor - - 60.4 24.6 -
private Severe - - 66,7 14.5 -
1
Public Minor .9 12,43 54.7 15.1 -
Severe 9.3 12,7 49.9 6.6 -
Non-gov't  |Minor 19.1 14,5 37.3 13. -
Severe 21.0 15,6 37.4 8.1 -
Homeopath Minor 2.0 35,4 17.9 27.2 -
Severe 2.4 42,0 12.0 28.2 -
Traditional [Minor 7.0 17,3 7.0 50.7 -
Severe 5.3 12,3 7.6 549 5.9
T
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COMPARING ENABLING FACTORS FOR AND BARRIERS TO
THE USE OF HEALTH-CARE OPTIONS

The purpose of investigating reasons for use and non-use of health-care options 1s
to find out what may be important facilitating factors and barriers to their usc. Section A,
on reasons for use and section B. on reasons for non-use reveal that there arc a number of
strong opinions and feelings among slums residents about why to use and not to use
different health-care options. Overall, these opinions and feelings are more outspoken for
barriers to use.

1} There are prominent econontic barriers to the use of modern qualified health-care

options.

. High direct health-care costs arc the overwhelming deterrent to use modern
private care. This barrier is income-related and the strongest single barrier to use,
reported in the study.

. However. mainly indirect costs. such as (particularly) distance from the facility and
long waiting times, but also lack of perceived service quality (in terms of treatment
received and attitudinal characteristics of health personnel), and direct costs prevent
slum dwellers to usc public care.

. A similar set of barriers as the ones to the use of public care, is reported in the case
of non-government care. Amongst the indircct costs, distance to the facility,
however, is far less reported compared to waiting time, corresponding to
differences in reported travel and waiting times between public and non-
government facilities (sec Part B in HEP Working Paper No0.5-98). In additicn,
there is another specifically reported barrier, namely slum dwellers’ ignorance
about non-government services.

In contrast, the reusons for use of modern health-care options are more evenly
spread over the different categorics of reasons. For modern private care, these are in
descending order perceived good service quality (mainly of treatment received), tllness-
related reasons and knowledge about the practitioner, and to a lesser extent economic
reasons (mainly the ncarness of the option). For public and non-government care however,
the main reported reasons arc economic (mainly low or no charges levied), followed by
knowledge about the health-care option, and illness-related reasons. For both the options.
perceived service quality is not reported as a reason for their use, which is thus in contrast
with modern private care, but correlates with the reported barriers to their use.

) For pharmacies and modern unqualified care, only questions about reasons for
their use were included in the questionnaire. These options are mainly used becausc they
are nearby (and cheap), of good perceived service quality. and, particularly for pharmacies.
because they arc appropriate for the given illness.
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3) Several reasons for use and non-use of hpme-care, homeopathy and traditio‘nal
care illustrate the slum dwellers® perception that these health-care options are appropriate
for particular illnesses and should not be used fot others. N
Furthermore, as for modern qualified care, the fact to know the homeopath or the traditional
healer is reported here too as an important reason for their use.

In addition, the respondents indicate that homeopathy is good for treatment of child illness,
perceived to be harmless for children because of its reliance upon diluted drugs. On the
other hand, the slow effect of homeopathic drugs:is the main stated reason for its non-use.
In the case of home-care. the low cost of the treatment and the fact not to have money for
other types of care, are supplementary reasons fgr its use.

4) There are two particular findings for wait-and-see and to a lesser extent home-
care:

Firstly, that stum dwellers realise that use of thesd health-care options is not indicated when
the illness is (becomes) severe. (This is also expressed by the constant reference to the
severity of illness in 10% to ! 5% of the responses|as a reason for use of all other health-care
options) However, the very large use of wait-apd-see and home-care confirms the very
existence of major obstacles to the use of other h¢alth-care options, which are mainly of an
economic nature for modern qualified care, as ilhustraled above,

This is substantiated by the second particular ﬁndﬁng, namely that non-availability of money
is a major reason for use of wait-and-see (and to a lesser extent of home-care, as stated
above), and that this is the more so the poorer the households are. It was further noted that
illness-refated reasons for its use, such as ‘the itlijess is not so severe’ in the case of severe
illness, may in fact hide economic reasons, as sluin residents do not always want to disclose
that they arc poor and unable to avoid other health-care options.

5) One important observation concerns the organisation of modern health-care
delivery. ,

The findings indicate that health-care options, su¢h as government hospitals, private clinics
and specialists, take only marginally up their rol¢ as higher-level care. This clearly relates
to the absence of policies defining a functiopal health-care system with appropriate
community-based health-care facilities {treating most health problems), i.e., near to where
people live and in continuous interaction with them, and proper referral mechanisms for
more serious illness cases to higher levels of cate. :

The absence of such policies must result in. amongst others, overcrowded out-patient
departments of government hospitals. In such circumstances it is not surprising, as
highlighted above, to find that only 10% of the contacts with public hospitals result from
referrals by other practitioners and that time gosts are a major reason for non-use of
government hospitals. However, important reperted factors for their use include their low
direct costs, indicating that health-care deliveryishould be organised at an affordable user
expenditure level. To obtain this and given the fact that higher levels of care are by
definition more expensive, the best alternative is to implement equitable payment
mechanisms at functional community-based facilities while removing financial barriers to
use of higher levels of care, provided there are groper referral channels.,
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CHAPTER 13
PATIENT SATISFACTION WITH HEALTH-CARE OPTIONS

For each contact with a health-care option, the respondent was asked whether she/he
was satisfied with the option or not, and the reasons why. In this chapter, aspects of patient
satisfaction and dissatisfaction witl be presented separately for each category of modern
qualified providers and for unqualified health-care providers, homeopathy and traditional
healers. Afterwards, some elements will be added on satisfaction and dissatisfaction with
wait-and-see and home-care. -

A. PATIENT SATISFACTION

Table 81 shows that factors relating to patient satisfaction with different types of
modern and other health-care providers are fairly similar. Overall, the picture illustrates the
logical fact that people are pleased with a provider, if she/he manages to cure the illness or
to relieve the patient’s complaints with ‘good” treatment, and/or if the interaction between
the paticnt and the provider is patient-centered (i.., the provider’s behaviour towards the
patient is respectful and the provider shows interest in the patient’s problems).

These aspects refer to essential characteristics of service quality, namely it should be:

Te effective, that means relieving/curing the patient,

. delivered with full attention to the patient’s health problem and/or complaints, and
responding to patient’s questions. Correct patient-healer interaction needs to be
empathic, taking into account not only the health problem, but also all aspects of
the patient’s socioeconiomic and cultural environment that influence on the patient’s
current health status. This aspect refers to one of the basic features of quality of
care, namely health-care must be holistic.

Table 81 further shows some particularities:

. the perception that good treatment/drugs were given is the lowest for modern
unqualified and traditional care; \
. reporting to demands by the patient gets the highest score {not surprisingly) for

modern private care, followed by public care.
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Table 81: Elements of patient satisfaction with
health-care options

: .
CRITERION Modern |fublic-|Nen- Ungua- |Homeo- |Tradit
private govt fied [path
(% of 3 of |(% of |(% of [{% of |(% of
resp.) tesp.) |resp.) |resp.)|resp.) resp.|
L
. i
32.9
Illness got cured 28.9 2.1 28.8 41.6 [29.2
Got relieved 17.3 0.0 22.7 26.9 23.9 33,5
47.2 | b2.1 51.5 68.5] 53.1i] 6&.4
Gives good treatment/drugs 24.3  [19.6 [23.0 [11.2 |[25.2 |14.2
Listens and gives explanation, !
rakes good care 11.8 Fl.l; 7.8 6.6 | 4.8 |4.2
Is well behaved 1.7 i1.9 1.5 5 1.3 .3
Did what I asked for 4.6 53.5 1.6 2.5 2.1 1.5
Less to pay 2.5 2.2 1.9 1.5 3.8 1.2
Does not require money - 12.2 5.2 - g 2.2

B. PATIENT DISSATISFACTION

The list of aspects of patient dissatisfactibn with health-care providers are reflected
as the negative versions of the criteria for satisfa¢tion with health-care options (Table 82).
The main elements of discontent are that the illness was not cured, bad treatment was given,
and poor patient-provider interaction. As for pati¢nt satisfaction criteria, these elements and
some other criteria are linked with the different iealth-care options, although the criterion
‘the illness was not cured’ is the main element for all licalth-care options. In addition there
are the following elements:

. *The illness was not cured’ has by or thelhighest scores for the three types of non-
modern non-qualified providers;
. ‘Bad treatment’ is a complaint representing about 25% of all responses for public

and non-government care, and half or I¢ss than half this percentage for the other
health-care options;

. “No interaction with patients’ and ‘incofrect provider behaviour’ are again by far
the highest for public and non-governmient care, 12% and 16% respectively. The
other health-care options only have 1% jor 2 %;

. ‘Medicine to be purchases from outside’lis an element that is only mentioned again
for public and non-government care. However, here the percentage for public care
is 3 times higher than for non-governmgnt care;

. In contrast, the ‘cost of treatment’ is maiply reported for modern private and public
care, cach 7%, while for the other options, the percentage is 2% to 3%;

. “Time needed to use the health-care option’ is mainly reported for public care;

. ‘Having been referred to another practitioner’ is an element only reported for the

three modern qualified health-care optigns.
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Table 82: Elements of patient non-satisfaction with
health-care options

CRITERIQON Modern |Public |Nen- |Ungqua- |Hemec |Tradit
private govt lified |[path
. (% of (% of (% of |(¥ of {% of [{% of
resp.] |resp.} |resp.)}|resp.} resp. ) |resp.}
Illness was not cured 63.2 33.9 [ 49.2 |t80.0y+ | 77.3 | 82.0
Treatment not good/drugs
not working enough 13.1 25.3 25.4 (17.8) 10.0 7.5
Does not listen, does not
take care, not good 2.0 14.6 9.5 {-) .3 2.1
Is not well behaved .3 1.6 2.0 {=] - -
Medicine to be bought from
coutside - 5.4 1.7 (-} - -
{Too much} money required 7.0 7.0 3.1 {-) 2.0 2.9
Paid money for nothing 1.7 - 1.0 (2.2} 3.3 .8
It is time-consuming - 3.8 1.4 (=) 1.3 .4
Referred to another provider 2.3 2.2 0.7 {-} - -

* No. responses = only 45, for all other health~care options, it is
more than 1%0. Therefore, the figures for ungualified care are in
parentheses.

Summarising. the fact that the criterion ‘the illness was not cured’ gets the highest
percentages for non-modern non-qualified health-care options. not only reflects the likely
less effective nature of these health-care options, but also the greater importance of other
criteria for modern health-care options. Those criteria (i.e.. all the criteria relating to the
absence of service quality and to direct and indirect costs) have the highest percentages for
public care. These data indicate thus that the greatest degree of dissatisfaction for these
criteria is with public care. This is substantiated with the following finding on overall
degrees of patient satisfaction and dissatisfaction. which was a question addressed to the
respondents before the one on details of (dis)satisfaction (Table 83).

Tablé 83: Degrees of satisfaction and dissatisfaction with
health-care options

MINOR ILLNESS SEVERE ILLNESS

Health-care
option Satis Dis- Don‘t | Satis Dis- pon' t

fied satis know fied satis know

(%) (%) (%) (%) {%) (%)
Pharmacies 81.7 17.2 1.1 71.1 26.4 2.5
Medern private 87.5 10.7 1.8 8.5 18.5 3.0
Fublic care £9.4 29.7 .9 53.7 40,0 6.3
Non-gov' t 72.4 25.8 1.8 65.1 29.8 5.1
Modern ungualif. 77.7 15.3 7.1 75.7 18.5 5.8
Homeopathy 76.8 20.1 3.2 60.5 33.7 5.8
Traditional 78.7 1%.9 1.4 68.4 27.2 4.5
Wait-and-see 30.3 £8.9 .8 10.6 B8.6 .8
Home-care 61.9 36.9 1.2 39.3 59.3 1.4
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The highest degrees of dissatisfaction (and thus the lowest degree of satisfactiop)
among all health-care options (except wait-and-see and home-care) are indeed found for
public care (up to 40% of the responses in severe iliness), foliowed by non-government care
in minor illness cases and homeopathy in severe ¢ases. o
On the other hand, the lowest overall degree of dissatisfaction is for modern private and
modern unqualiﬁed care. By far the highest degrees of dissatisfaction are found for wait-
and-see and, to a lesser extent, for home-care (bottpm, Table 83). We found that the primary
reason for the feeling of dissatisfaction with wait-and-see and home-care is that the illness
did not get cured (87%). Another specific, though far less important, reason is the fact not
to dispose of money to use other health-care options (6% for wait-and-see, 4% for home-
care).

Finally, ‘dissatisfaction with the listed health-care options is greater in the case of
severe illness: this may indicate the greater ‘pressure’ of people to get cured in severe
illness cases.

CONCLUSIONS ON ASPECTS OF PATIENT (DIS)SATISFACTION

A number of specific issues may be highlighted when the findings on patient
(dis)satisfaction are considered:

’ The first issue is that the reasons for patiént (dis)satisfaction reflect two particular
aspects of quality of care/delivery, namely that:
{1] health-care should be effective, -
i.e., it should relieve/cure the patient. It/ was already earlier stressed in this paper
that this effective treatment does not only include treatment regimens with drugs,
but also (and in many cases primarily) proper counseling. The latter in turn requires
the second aspect of quality of care: delivery, revealed by the elements of

. (dis)satisfaction, namely,

[2] health-care must be delivered in an ¢mpathic way,
i.c.. treatment must be delivered in a patient-centered interaction between patient
and provider, that takes into account not only the patient’s current health
complaints, but also her/his socio-cuitutal and economic environment.
If such quality is to be obtained, first-level care providers will have to become
really community-based, i.e., (1) rooted into the realities of the community with a
good understanding of the socio-cultural and economic characteristics of the
population, (2) with an ability to listen and to communicate with the community
and individual patients, and (3) at an affordable cost;

. The second issue concerns the perceptioh of slum dwellers about the performanée
of public health facilities.
Out of all health-care provider options, public health’ facilities get the highest
overall rate of dissatisfaction. This rating is related to perceptions of low service
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quality {i.e.. poor quality treatment, poor patient-healer communication and non-
availability of drugs), and high indirect (and direct) costs.

Non-availability of drugs as a reason for dissatisfaction points at the expectation
people have about public health facilitics that they should provide drugs.
Furthermore, they expect the drugs 1o be provided free or at low cost, because

" another reason of dissatisfaction is the high treatment costs (which is real. sce HEP

Working Paper No.5-98 on the importance of drugs in the average cost structure of
a contact with a public health-care provider): ‘

Fhe third issue concerns the opinion of respondents on the performance of non-
government care.

The overall rating of dissatisfaction is the second highest for nen-government care
in minor illness cases and the third highest in severe illness cases. Dissatisfaction
with nen-government care mainly concerns perceived poor quality treatment and
poor paticnt-provider interaction. However, respondents reported good treatment
as a factor of satisfaction as well:

In contrast, modern private care providers get the highest satisfaction rating.
This is not reflected in particular reasons. except that out of the three modern
qualitied health-care options, it has the highest rate for satisfaction with treatment.
It is also reported to respond more to demands by the patients;

Finally. wait-and-see and home-care have by far the highest rates of
dissatisfaction. By far the main reason is their inability to cure the disease. The
other less important reported reason is the non-availability of money to use other
health-care options:
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CHAPTER 14 -

REASONS WHY NO FURTHER ACTION WAS UNDERTAKEN, WHILE
THE ILLNESS WAS NOT CURED

The last chapter of this Part concerns Jhe reasons why no further action was
undertaken, while the illness was not cured.
Table 84 shows that, out of the 5308 mild illness gpisodes, 95% were reported to be cured
atter having used one or more health-care options. Four percent were reported to be still
suffering. Threc death cases were reported, Out pf the 2659 severe illness episodes, 93%
were reported as curcd. 6% as still suffering. and there were 12 reported death cases.
The high percentage of cured illness episodes indigates that patients. irrespective of the type
of health-care option used. find that their suffering was diminished to an acceptable level.
This is thus different from the way in which physicians define total cure.

Table 84: Outcome of fllness episodes

Qutcome Minot Severe
of illness episode 1ilndgss .| illness
No ., % No. %
1. Cured 5046 95.1 | 3404 3.0
2. Still-suffering 216 4.1 200 5.5
3. Dead 3 .1 12 .3
4, Out-migrated 43 .8 43 1.2
1
T
Total 5308I © 100 3659 100
T

1n 83% (180/216) of the non-cured mild fliness episodes. and in a same proportion
(165/200) of non-cured severe illness episodes, reasons were reported why no action was
taken any longer (Table 85, next page). '
Table 85 gives the main reasons and their absojute and relative frequencies for mild and
severe ilinesses separately. It indicates that: '

. The main reason for discontinuation of use of health-care options, while still being
itl. is non-availability of money. This i more accentuated in severe illness cases
(50% vs. 41%). This reason indicates (1)that slum people spend on less appropriate
health-care options. and (2) that anticipated costs of health-care are a deterrent for
continuing treatment,

. The next most important reason is that the suffering caused by the illness has
decreased to levels for which they consider care is not required anymore. This
reason is more pronounced in mild illnes cases (35% vs. 28%). This reason reflects
what is indicated above on the perceptions of slum people about “being cured” and
‘not being cured’;

. The third reason relates to the use of nnultiple health-care options during the illness
episode withour being cured, and thus the respondents’ opinion that continuing to
use health-care options would not yield any better result.
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The second and the third reasons reflect the finding in Part B and this Part of the
present Working Paper that slum people often use (a series of) inappropriate health-care
options without being properly cured. It further illustrates that sium people lack proper
advice and effective therapeutic intervention, because of the absence --mentioned above -

of functional community-based services.

Table 85: Reasons why no further action was undertaken,

while the patient was still ill

. Mild Severe

Reason illness illness
No. % Neo. %

IEcopomic
1. Do not have money to continue treatment 73 40.6 82 49.7
2. Do not have time / 3 1.7 2 1.2
Illness~related .
1. There is not much suffering anymore 62 34.5 46 27.8
2. It is an old illness, not getting better B8 4.4 3 1.8
Ireatment-related
1. A lot of "treatment was tried out, but the 15 8.3 14 8.5
illness was not cured
2. The illness did not cure with any medicine 5 2.8 6 3.6
Social ’
1. Husband does not give attention to the 4 2.2 3 1.8
illness )
2, I am ill, but there is no one to take me to 2 1.1 - -
the doctor
other 8 4.4 9 5.5
Total 180 100 165 130
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Annex 1:

A. AGE AND GENDER

1.

Illness rates by

demographicivariables

HOW-CHRONIC TLLNESSES BY AGE AND GRENDER

Minor illnesses

1
Gender
Age ’
categories Male No.PMs (Female xll Mo . PMs
No.PMs
1
<=5 yrs 38.5 2494.3 40. 2638.2 |39.4 5132.5
6-12 vyis 1i7.8 2500.0 1a. 2966.1 [1l6. @ 5d66.1
12-18 yrus 8.5 1221.1 16. 1522.9 (13.2 2744.,1
19-45 yrs 11.0  5267.8 §j22.1 4980.4 t1a.4 10248.2
>15 yrs 14,6 982.7 |19.3 934.2 [16.8  1917.0
Total 17.5 12466,1 |23.¢ 13041.9 |20.8 25508.1
T
Severe illnesses
i
Gender
Age f
categories Male Mo, PMs |Female No. PMs |RLL Ho. PMs
§=5 YES 25.1 2494.3 21. 2638.2 123.2 5132.5
h-12 yrs 8.6 2500.0 g. 2666.1 8.5 54¢6.1
13-18 vyrs 6.5 1221.1 10. 1522.9 5.5 2744.1
19-45 vrs- 10.7 5267.8 18. 4980.4 [14.4 10248.2
515 YIS 12.1 982.7 | 16.P 934.2 1i14.1  1917.0
T
Total 13.1 1z4a6.1 IS.F 13041.9 (14.3 25508.1
T
211 ilinesses
i
Gender
hge i
categories Male N, PMs Femﬁle Vg, PMs |ALL oL PMs
1
<=?,yr5 63.7 2494.3 BL.5 2638.2 162.5 5132.5
=12 vrs 27.4 2500.0, 24 .3 2964.1 5.4 5466.1
13-183 vrs 15. ¢ 1221.1 2701 1%22.9 121.7 2744,
19j45 YIS Z21.6 5267.8 40..6 4980 .4 |30.8 1nz42.%
»>45 vrs 26.7 982.7 35,4 934.2 [30.9 19:%.0
Total. 30.9 12466.1 | 39,2 13041.9 |35.1 25508.1
1




2. CHRONIC ILLNESS FERIOD PREVALENCE RATES

Gender Ratio

Age . non-chronic/
categories |Male No.PMs [Female No.PMs |All No. PMs chronic

<=5 yrs 2.6 2494.3 2.0 2638.2 | 2.3 5132.5 27.2

6-12 yrs 1.1 2500.0 1.3 2966.1 1.2 5466,1 21.5
13-18 yrs 1.4 1221.1 2.8 1522.9 | 2.2 2744.1 9.8
15-45 yrs 3.5 5267.8 5.8 4980.4 4.7 10248.2 6.6
>45 yrs 9.1 982.7 | 11.3 934.2 |10.2 1917.0 3.0
Total 3.0 12466.1 4.1 13041.9 3.6 25508.1 5.8
Annex 2: Illness rates by sociocultural variables
EDUCATION

.Childhood non-chronic

illness incidence by mother’s education

Education Illness incidence/100 person-months
level
0-5 years 6-12 years

Minor Severe All No.PMa |Minor Severe 2all No.PMs
na educat 39.5 23.2 62.7 4072.9 [17.1 8.8 26.0 4268.7
1 - 5 years |41.1 ©23.5 6d.7 T14.4 |18B.5 10.4 28.9 595.8
> 5 years 34.17 22.9 57.6 196.2 (29.4 20.0 49.4 895.2
All 39.% 23.3 62.8 4883.6 |17.5 5.2 26.8 4959%.8

childhood non-chronic illness incidence by father’s education

Education Illness incidence/100 person-months
level "
0-5 years 6-12 years

Minor Severe All No.PMs |Minor Severe All No.PMs
no educat 10.5 23.5 63.9 3054.0 |16.1 8.7 24.8 3154.8
1 - 5 years [38.8 24.9 6l.6 1011.9 [18.4 8.6 27.1 960.6
> 5 years 39.4 20.3 5%.6 691.0 |22.2 11.14 33.6 621.2
All 40.0 23.3 63.3 4756.9 |17.4 9.0 26.4 4736.7




prnex 3: fllness rates by

A. HOUSEHOLD INCOME

economic variables

Income Illness incidence/100 Qerson—months No. PMs
Quintiles - ; -
Non-chronic illness Chronic
* illness
Minor Severe thal .
1 25.1 19.3 a4.4 3.3 3569.3
2 24.%9 14.6 ip.5 3.7 4262.2
3 20.4 15.4 35.8 4.0 4879.1
4 20.6 14.2 34.8 3.0 5504.1
5 16.8 11.2 207.9 3.9 7293.3
A1l 20.8 14.3 39.2 3.6 25508.1
B. OCCUPATION
1. & 2. WAGE UNIT BY AGE AND GENDER
Minor illness
Sex Monthly NO.PMF Daily No. FMs
Male 3.0 1366.16 12, 1932.1
Female 19.0 1189.[5 15, 361.1
Total 13.7 2556.2 i3. 2293.3
Severe illness
Sex Monthly No.PMs | Daily No. PMs
T T
Male 7.8 1366.6 12. 1932.1
Female 14.3 1189.5 21 36l1.1
1
Total 10.8 255612 13. 2293.3




3. TYPE OF OCCUPATION, AGE BAND GENDER

Minor Illness

’ Gender
Age ) . All
categories Male Female

TIE+* NIE/NSA* 3AY IE NIE/NSA SA IE NIE/NSA SA
6-12 yrs [10.7 20.6 16.6 |11.2 15.9

17.00110.9 17,
13-18 yrs 7.0 8.9 : ¢

16.8
5.9 16.4 13.4

10.4 ] 14.8 18.4 16.8
+E=Income-Earner; NIE/HNSA=Nen-income Earner/Non-school Attendant;
SA=5School-Attendant

Severe Illness

Gender All
Age
categories Male Female
IE* NIE/NSA* SA* IE NIE/NSA SA 1E NIE/NSA SA

6-12 yrs | 5.7 9.9 9.9§5.0 - 8.3 8.3 5.4 8.9 9.1

13-18 yrs 7.7 3.5 6.6 | 7.4 iz.1 7.7 7.6 16.2 7.1
‘All Illness
Gender A}l
Age
categories Male B Female
IE* NIE/NSA* SA*? IE NIE/NSA SA IE NIE/NSA 5A

6-12 yrs 16.4 30.5 26.5 16.1 24,1 25.3|16.3 26.7 25.9
13-18 yrs |[14.6 12.4 17.0 | 22

5 3005 24.5]17.5 26.6 20.5

Number of Person-months for each category considered

Gender all
age
categories Male Female
IE* NIE/NSR* SA* IE NIE/NSA S5A 1E NIE/NSA SA
6-12 yrs |384.5 1099.4 952.4

340.7 1632.2 939.5 725.2 2731.7 18%1.9
13-18 yrs |703.7 202.1 240.7 | 432.0 74n.0 208.3 1135.8 947.2 449.1
+IE=Income-Earner; NIE/NSA=Non-income Farner/Non-school Attendant;

sh=S5chool -Attendant




Annex 4: Decision-maker in illnéss cases of children by
patient’s age, illness severity, and sequence of
health-care option use

I
MILD ILLMNESS SEVERE ILLNESS
DECISION- ‘
MAKER 0-5 years 6-12 yeats 0-5 years 6-12 years
st sub- 1st suFD— 1st sub- 1st sub-
seq s¢q sed . seq
% % % % % % %
Patient - - - T - - B -
Mother 74 55 70 5 69 55 71 63
Father 7 18 8 1 g 16 7 14
Parents 13 12 14 b 15 16 15 12
Grandparents 5 7 3 5 5 1 .9
Fam member T 2 3 1 1 2 2
Neighbour 1 4 1 2 5 3 6
Others .0 2 2 S .4 2z 2 2
Total No. 2056 | 1310 | 892 o7 | 1218 | 1462 | 461 452
contacts .
T
Annex 5: Decision-makers in illpess cases of adolescents by
patient’s gender, marital status and illness severity
MILD ILLNESS SEVERE ILLNESS
DECISION- :
MAKER NEVER CURRENTLY NEVER CURRENTLY
MARRIED MARRIED MARRIED MARRIED
1
Fem Male Fem Mele Fem Male Fem Male
% % % % % % % %
1
Patient 25 31 65 -] 14 25 48 {29}
Mother 16 13 7 {33 45 54 14 {29
Father 11 8 4 -] 9 10 1 {14)
Farents 9 b 1 &7 20 3 1 (29}
Wife - - - -} - - _ -
Husband - - 14 -} - - 26 -
Mother-in-law - - 5 -3 - - 4 .
Father-in-law - - - =) - - - -
Grandparents 2 3 - -} .8 - - -
Fam membear 3 3 .8 - 4 5 .5 -
Neighbour 41 & 2 - 4 3 [ -
Qthers - . B 1 =) 3 - .5 -
Total No. 150 160 261 k3 128 172 199 {?)
contacts




Annex 6: Decision-makera in illness cases of adolescents by
patient’s gender and marital status, illness severity,
and sequence of health-care option use )

NEVER MARRIED ADOLESCENTS

MILD ILLNESS SEVERE ILLNESS

DECISION-
MAKER lst Any subseg 1st Any subseq

Fem Male Fem Male Fem Male Fem Male

3 % % % % % % %
Patient 31 33 12 29 17 39 12 15
Mother 4% 47 39 37 57 53 36 55
Father 9 ? 14 10 4 - 13 17
Parents 7 5 12 & 15 4 24 3
Grandparents - 4 6 1 2 - - -
Fam member 1 1 3 6 4 4 4 5
Neighbour 2 2 8 10 - - 7 5
Others - 1 - - 2 - 4 -
Total No. a9 92 51 68 53 72 75 100
contacts

CURRENTLY MARRIED FEMALE ADOLESCENTS

MILD ILLNESS SEVERE ILLNESS
DECISION-
MAKER lst Any 1st Any

subseq subseq

Patient 17 43 61 31
Mother 5 10 13 16
Father 1 10 - 2
Parents 1 1 .9 1
Hushand 8 24 18 s
Mother-in-law 4 7 4 3
Father-in-law - - - -
Grandparents - - -
Fam member 1 - 1
Neighbour 2z 2 4 9
Cthers - 3 - 1
Total No. 167 94 111 B8
contacts




Annex 7: Decision-makers in illness cases of adults by patient!s
gender and marital status, and illness severity

MTNOR ILLNESS CASES

PATIENT!S MARITAL STATUS
_ HEVER CURRENTLY WIDOWED DIVORCED/
EEEEEION MARRIED MARRIED SEPARATED
Fem | Male Fam Male Fem Male Fem Male
% % % % % % % %
1
"~ Patient {147 56 Ta B6 1911 - 12 {60}
Mother {13} 24 3 3 - - 5 -
Father {7 6 .5 5 - - .5 -
Parents t13) 7 .3 2 - - .9 -
Wife - - - 7 - - - -
Husband - - 14 - - - - -
Mother-in-law - - 1 .3 - - - -
Father-in-law - - - - - - - -
Grandparents - - L1 1 - - - -
Fam member 120} 6 2 2 {4} - 20 (40
Neighbour - 1 2 1 {2} - 2 -
' Others - - 1 2 (2) - 5 -
Total Ho. {15) 101 1770 L1063 {45} - 222 (15)
contacts :

SEVERE ILLNESS CASES

PATIENT'S MARITAL STATUS
DECISION- NEVER CURRENTLY WIDOWED DIVORCED/
| MAKER MARRIED MARRIED SEPARATED
Fem Male Fem Male Fem Male Fem Male
% % % % % % % %
1
Fatient {48} 56 65 78 75 - 69 {(53)
Mother {8) 13 o) 2 3 - 5 -
Father 83 9 T .2 2 - ) -
Parents - 2 .5 .8 - - - -
Wife - - - 10 - - - -
Husband - - 20° - - - 7 -
Mother-in-law - - i 1 2 - - -
Father-in-~law - - .2 L2 - - - -
Grandparents - - .2 .2 - - - -
Fam member {35} 9 2 2 & - 19 {47)
Neighbour {5) pi 5 K 9 - 3 -
Others {3} 3 2 {3 3 - 3 -
Total N (40} | 107 | 1792 }i1313 | 64 - 269 | (17)
contacts !
. 1




Apnex 8:

MINOR TLLNESSES

Criteria operating in health-care choica-making

Uegalth-care

Reasons for use (period of responses per health-care option)

aption Option is known to respon- Parceived Econgmic Illness-relaced
dent/advised by lay person gquality
Wait-amg-see Enown to all 2. - No money 16.3 |Wo need of treatment 21.2
Free of charge 4.1 {See ocutcome illhess 18.5
Father/husband have no Illness is not severe/
time/not at home 2.2 acute 12.2
Good for this 1llness 4.8
Illpess is severe 3.0
Home-Care Advised by other person 3. Receive good/better Ho money 2.6 |Good for this ceomplaint 15.8
Known to all 2. treatment 5.0 |Free of charge 1.7 |Good for this illness 14.8
Heard from other person 1. To become well 4.5 |Treatment 1s cheap 2.6 .|No need of other treatm't 7.5
We can afford it 2.3 |Illness became severe/
arute 4.8
Tiiness is not severe/
acuta 4.5
See outcome illness 2.9
Pharmacy Known to the family 2. Recelve good/better Mearby 10.4 |Goed for this illness 13.4
Used to go to the same treatment 7.0 |Treatment is cheap 7.3 |Good for this complaint 7.9
practitioner 2. Medicine works quickly 5.9 |Work will be hampered 1.8 JIllness is not severe/
Heard from/advised by To become well 6.0 |We can afford it 2.2 acute 1.5
other person 3. Illness became severe/
acute 2.8
Mot used with previous
HCO* 5.3
Modern private [Known té the family a8, Receive good/better Hearby 5.8 |Good for this illness 8.0
Used to go to the same treatment 12.4 |Treatment is cheap 2.9 |Good for this complaint 2.2
practitioner 6. Medicine warks quickly 10.0 Illness became severe/
Heard from/advised by Doctor is good 3.6 acute 11.2
other person 3. To becoms well 7.3 Notf used with previgus
HCO 4.7
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Public Known to the family 15.3 |Receive good/better Free of charge 12.6 |Good for this illmess 5.0
Used to go to the same treatment 7.9 |Nearby 12.1 |Illness became severe/
facility 3.8 |Medicine works quickly 2.9 |Treatment is cheap 8.9 acute 7.4
Advised by other person 2.6 [To become well 2.9 Not used with previous
Heard from other person 2.4 HCO 3.8
Non-gov't Enown to the familly 6.8 |Receive good/better Free of charge i5.1 |Good for this illness e. L
Used to go to the same treatment B.5 [Treatment is cheap 6.8 |cood for this complaint 3.4
facility 5.8 {To become well 4.1 [Nearby 6.7 |1llness became severe/
Advised by/heard from _ Good for children 2.2 acute 13.2
other person 3.3 pot used with previous
HCO €.5
Mod. unqualif |[Known to the family 7.1 |Receive good/better Nearby 18.6 |Good for this illness 5.3
: Used to go the same treatment i0.6 |Treatment is cheap 9.7 |Good for this complaint 3.5
practiticoner 5.3 |[Boctor is geoed 3.5 Illness became severe/
Advised by other perscn 4.4 |Good for children 2.7 acute 5.3
To become well 3.5 Not used with previous
HCO 7.1
Homeopath advised by other person 4.2 |Receive good/better Treatment 15 cheap 5.8 fcood for this illness 12.6
L KEnown to the family - 2.8 treatment ’ 11.7 |Nearby 8.7 {Good for this complaint 3.3
4 JUsed to go to the same Medicines work quickly 3.6 |Free of charge 3.4 |Illness became severe/
practitioner 2.5 |Goed for children 9.2 { T T aCUtE S5
Practitioner is a member To becoms well 3.6 Not used with previous
of the HH or close HCO 3.4
relative 2.2
Traditieonal Bdvised by other pers 12.5 |Receive good/bettex Nearby 6.6 |Good for this illness 16.1
: Practitioner is a member treatment 3.5 |Free of charge 3.7 |Good for this complaint 8.3
of the HH or a close To become well 7.9 |Treatment is cheap 3.3 |Good for the cause of
relative 3.7 |- the illness 4.0
Enown to the family 3.5 No other medicine/treatment
is useful 3.5
Net used with previous
HCO 1.2
*HCO = health-care option




SEVERE ILLNESSES

Health-care
option

reasons for use {(period of

responses per health-care option)}

QOption is known Lo respon-
dent fadvised by lay person

perceived
quality

Economic

Illness-related

ndvised/sent by
practitioner 2.

Pt

Wait-and-see Do not know what te do 3.1 |- Do not have money. 13.5 |See outcoms illness 25.3
Free af charge 3.% |Ho need of treatment i9.7
Father/husband no time 2.7 |Illness not so severe 11.3
Home-care advised by e¢ther person 5.9 |Is good treatment 3.4 |po not have money 8.3 |Good for this ceomplaint 20.1
Heard from other person 2.0 |To become well 4.9 |Free of charge/cheap 5.5 |Good for this illness 11.4
- Illness severe/acute 9.2
Ho need of medicine 4.6
See gutcome 1llness 4.3
Illness not so severe/
agute 3.1
Not used with previous
HCGH 1.6
Pharmacy Used to go to the same Receive good/better Hearby 12.0 |Illness severe/ acute 12.7
pharmacy 4.0 treatment 7.2 |Treatment is cheap 5.1 |Good for this complaint 8.4
Known to the family 4.1 lMedicines work quigkly 4.4 JWe can afford it 2.0 |Good for this illness 6.0
Heard from/advised by To becme well 3.8 |Do not have money 1.8 |Not used with previous
other person 3.z HCO 6.0
Modern private |Used to go ro the same Receive good/better Nearby 7.8 ]illness severe/facute 14.4
practitioner 14.1 treatment 11.1 |Treatment is cheap 3.5 [Good for this illness 4.4
Known to the family 5.7 |Medicines work quickly 5.9 Good for this complaint 2.1
Heard from other person 2.8 |[boctor is good 4.5 Not used with previous
Advised by other person 2.6 |To become well 7.3 HCO 4.5
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Public Known to the family Receive good/better Nearby 6.9 |Iliness severe/acute 13.
Used to go to the same treatment .7 |Free of charge 7.0 |[Good for this illness 5.
health-care option To become well Treatment is cheap 5.7 |Good for this complaint 3.
Heard from other perscn 4. Wwe can afford it 2.5 |Not used with previous
Advised by other person 4.2 No money 2.0 HCO 5.
Advised/sent by
practitioner 6.5
Non-gov't Used to go to the same Receive good/better Treatment is cheap 10.0 |Illness severe/acute 14.
health-care option 7.0 treatment 9.0 |Free of charge 8.6 |Good for this illness 5.0
Know to family 4.5 |Medicines work quickly 2.0 |Nearby 7.3 |Good for this complaint 3.
Advised by other perscon 3.4 |Toc become well 6.4 ’ Hot used with previous
Heard from other person 2.8 HCO 4.
Advised/sent by
practitioner 2.8
Mod. ungualif |Used to go to the same Receive good/better Nearby i6.9 |Illness severe/acute 13.1
: practitioner 8.1 treatment 6.2 |Treatment is cheap 8.1 |Good for this complaint 2.
Known to family 5.0 |Doctor is good 6.2 |Gives loan 1.9 |Not used with previous
Medicine works quickly 2.3 HEO 6.
Homeopath Advised by other person 8.1 |Good for children ‘8.1 |Treatment is cheal 7.7 (Gond for this 1llness a.
Used to go to the same Receive good/better Nearby 6.2 |Illness severe/acute 7.
T practitioner .2 T trestment T {Seod for thl mplaink 2.
Heard from other person 2.5 |To become well 7.2 No other treatment
Known to the family 2.3 useful 2.
Not used with previous
HCO 5.
Traditional Advised by other pers 15.0 ]|Receive good/better Nearby 6.1 |Good for this illness i6.
Known to family 4.7 treatment 4.3 |Free of charge 3.0 |Good for this complaint 7.
Practitioner is a member Many got cured by the Treatment is cheap 2.8 |Good for cause of this
of the household or close medicine 2.3 illness 6.
relative 3.1 [To become well 5.5 Illness severe/facute 4
Heard from other person 2.8 Not used with previous
HCO )

*HCO = health-care eption
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nnex 9:

MINOQR ILLNES

Constraints operating in health-care choice-making

SES

Health-care

Reasons for non-use {{period of responses per health-care oprion))

Illness-related

cption COption is unknown to pPerceived ECOonomic
respondent quality

Wait-and-see - Not good for babies/ if used, may hamper work 5.3 |Illness not so minor 33.4
children 2.0 Not approp.for this ill 9.8
Net useful for this ill 3.7
Ill may become severe 5.5
Te become well 17.7
Home-care Not known | 27.2 |- No time to spend for it 7.3 |Illness was minor 15.3
Too expensive 2.1 |illness was not so minor 5.8
Not reguired for this ill 5.6
See the outcome 5.1
Not useful for this ill 4.8
Not approp. for this.ill 3.8
No need to do anything 3.3
Modern private - - Too expensive 60.4 {Illness was minor 15.6
Wot reguired for this 111 5.2
Not approp. for this iil 3.8
Public Hot known 6.9 |No good/only some medicine Too far away 32.5 |Illness was minor 9.3
is given 6.5 |one has to wait too long Not required for this 111 3.3
Treatment is bad 3.8 to get things done 8.6 |Wot approp. for this i1l 2.5

Personnel not friendly/ Too expensive 8.2

not well behaved 2.2 |No time to spend for it 3.6
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Non-gov't Not known 1%.1 {No good/only some medicine One has to wait too long Illness was minor 6.9
is given 6.6 te get things done 16.0 |Mot required for this ikl 3.7
Treatment is bad . 4.0 |Too far away 5,8 |Wot approp. for this ill 2.6
Madicine does not work Too expensive 5.9 fout of laziness 2.3
gquickly enough 1.6 |NHo time to spend for it 4.2
Parsonnel not friendly/
not well behaved 2.3
Homeopath Hot known 2.0 fbrugs do not work Too expensive 17.9 |Wot approp. for this ill 9.4
{quickly encugh) 32.1 Mot required for this ill 8.0
No belief in it 3.3 Illness was minor 7.3
Wot useful for this i1l 2.6
Traditional zotkknown . N 2.7 {No belief in it 7.7 {Too expensive 5.6 |Not good for this ill 29.8
ack of availability of Drugs do not work Too far away 3.3 |Illness was minor 8.2
{goog} practitiomer 3.7 {quickly enough) 1.5 Not good for the cause of
the illness 7.9
Not required for this ill 5.7
Mot useful for this i1l 4.6
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SEVERE ILLMESSES

Health-care

reasons for non-use {(period of responses per health-care option))

option option is unknown to rerceived Econcmic Illness-related
respondent gquality
_ If used, may hamper Illness severe/facute 59,5
Wait-and-see |~ work 1.7 |not useful for this ill 7.1
Not approp. feor this ill 5.5
To bhecome well 0.8
32.1 ]~ No time to spend for it 4.2 ]Illness severa/acute 11.0
Home-care Not known . Too expensive 2.0 |Mot useful for this ill 6.4
Not approp. for this ill 4.0
Illness not Lo severe i.5
See the outcome 2.9
Better to use another
health-care option 2.4
Not required for this 111 2.5
¥o need to do anything 2.4
. . - Too expensive 66.7 |Not approp. for this 1ill 6.6
Modern private |- Mot required for this ill 3.8
Iliness not s0 severe 2.1
S5ee the outcome 2.0
- i .7 Idot approp. for this ill 3.7
i .3 |Treatment is bad 5. Too far away 30 : i1l
Pubiic ot known 23 ¥o good/only some Oone has to wait too lang Not required  for this ill 2.9
drugs is/fare given 5. to get things done 10.8
personnel not friendly/ Too expensive 8.4
not well behaved 2.
. eatment is bad 5. One has to wait toeo long Not ApPIOP. for thi§ i}l 5.1
Non-gov't Not known 21.0 g; Sood/only some to get things done 14.9 [Not required for this ill 3.0
drugs are/is given q. Too far away 12.2 .
No treatment given to Too expansive 8.8
adults 3. No time to spend for it 1.5

personnel not friendly/
not well behaved

%]
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Homeopath Kot known 2.4 |prugs do not work Too expensive 12.0 [Not approp. for this ill 14.1
{gquickly encugh) 38. Mot required for this ill 6.9
Mo belief in it 3. Not useful for this ill 2.5
Illness severe/acute 2.5
Not for the cause of this
iliness 2.2
Out of laziness 2.8
Traditional Not known 2.8 [No belief in it 6. Too expensive 5.2 [Not good for this ill ig.2
Lack of availability of Drugs do not work Too far away 3.9 |Hot good for the cause
{good) practitioner 4.9 (quickly enough} 4. of this illness 10.7
Not useful for this ii1l 5.0
Wot reguired for this ill 3.8
Illness not so sever/acute 2.7
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