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Abstract

Health care secking behaviour is known to be complex and rn?llllaclc)rlal Relatively few

studics have addressed this issuc for rural scttings in Bangladesh.

_small-scale surveys involving only some aspects and vartables ths
secking. The present study is a community-bascd and longituding
conducted in a rural area near Dhaka, the capital of Bangladesh. In

Kendra (GK) has developed over the past 20 years a healih care systen

.morc health care alternatives, modern and traditional, including sclf-¢
and used by the population. Since 1972, GK has gradually cstablished
In addition, the issuc of sharing health care costs has been put high o

ost findings are based on

{ intervene in health care

I survey, proposed to be

this arca, the Gonosasthya

1. In the same area, many
arc practices, are available
a health insurance scheme.
1 the health policy agenda.

costs.
sccking have atready been
ly, the same methodology

Thercfore, this study will pay particular attention to health carc user
By some of the authors of this proposal, similar studics on health care
initiated in two different sub-populations of Dhaka-City. Conscquent
used for those studies is suggested in the present study proposal.

The aim of the study is to provide policy-makers, including the team
care system, with lindings on the current health care use pattern in tl
‘catchment area.
The specific objectives are firstly, to investigate health care utilizatign according to a series of
socio-cultural, cconomic, demographic, and illness and treatment related variables, secondly, to
determine how much is being spent on health care according to the same variables as for the first
ol)Jeulw,, and finally 1o investigate perecived guality of care and reasons for use and non-use of
health care alternatives.

in charge of the GK health
¢ GK hcalth care system'’s

i

|
Expected outcomes of the study are a better understanding of the complex nature of health care
seeking in a rural setting, and of the factors that play a role in it. Additionally, it is expected that
with the llindings gained from the study, the GK health team and other health policy-makers will
be able to adjust where required their existing health strategics lor thc GK catchment area, for
rural arcas in Bangladesh and in other countrics with similar socio-economic dlld cultural

patterns. i

|
é
Research methods  The study will consist of three consecutive phascs.
The first phasc will clicit the components of health care decision nmkm;3 through a limited
number of interviews with individuals of the study population. f
In the sccond phase, a 12-months longitudinal survey in 674 hotscholds (or about 3 ,000
individuals) will record data on all new itlness episodes througt: fortnightly visits. Concurrently,
socio-economic and demographic variables will be lollowed up on a monthly basis. The sample
for this survey will be selected through a one-stage stratificd sampling procedure. Data collection
will be done with appropriate questiontaires containing open-ended and sell-coding questions.
The third phase of the study will comprise a series of about 100 cascfsludics on specific health
care secking and illness experiences reported during the longitudinal survey. :
.

Considering the nature of the study, a mixed team of junior and scnior public bealth
physicians and anthropologists will be in charge of 1he study.



9. AIMS AND OBJECTIVES

A. GENERAL AIM

! to improve health care use and delivery through the assessment of baseline data
on health care use patterns in the GK health care svsteni’s catchment area in
Savar and Gazipur thanas. The purposc is to contribute with the available data to
health policy formulation, identitication and implementation py the GK health care
team as well as by policy-makers and managers at the natipnal level. The study
aims at determining from a users’ perspective the utility and tconomic practicality
of the GK health care systcim which is financed by a combination of health
insurance and {ces-for-scrvice, and subsidics.

B. SPECIFIC OBJECTIVES

1) To investigate health care utilization in the study population according to the foltowing
variables :
-illness-related characteristics, such as perceived severity arid cause of illness,
-treatment-related variabies, such as likely objective el‘i'ecti\]cness, and perceived quality
of care,

-kind of health care alternative used,

-distance between user and health care alternative,
-subscription to the GK health insurance scheme,
-demographic variables, such as age, sex, houschold size and migration pattem,
-socio-cultural variables, such as cthuic group, religion and education,

-economic variables, such as income, expenditure, occupation and assets,
-proxy-indicators for SES, such as access 1o and use of water and sanitation [acilitics, and
house structure. ' f

2)  To determine how much is being spent on health care (direct and indirect user cosls)
according to the same scries ol variables listed under specific objective ).

3) To investigate perceived quality of carc and reasons fnr use, and non-use of health carc
alternatives )

C. SIGNIFICANCE

Bangladesh has one of the fowest per capita incomes of Ihl, world. More than half the
population lives below the poverty line and illiteracy rates are lugh General health indicators
demonstrate the poor health and nutrition status ol its population :nnorblduy and mortality are
high, life expectancy low and cconomic performance poor. The W01 1d Bank' points further out
that three~-quarters of the population (mainly women and (,inldrqn) are continuously ill and
severely malnourished. Similarly, the health and nutrition status of adult males is also very poor.

-



In order to escape this vicious circle of poverty and ill health, interventions should be
focused on improving the socio-cconomic wellare of broad sections|of the population and on the
availability of appropriate health care.

Research on use patterns of health care has become one of the comerstones of ICDDR,B's
scientilic agenda. This may be illustrated by the following slalcmcnr from the section on ‘Health
Services and Policy Rescarch’ of the new Strategic Plan of iCDDR B, cntitled “To The Year
20007 ; l
' “The application of health ... technology ... is not straightfotward, and ICDDR,B
has been in the forefront of developing the methodology lm investigating this
issue through the utilisation ol health services and policy rascarch...’
and further in the same section :
‘No major increases in resources or dramatic breakthroughs in technology are foreseen in
the near future. Thercfore, improvements in community health status will be possible
mainly through increased utilisation and cffectiveness of]| existing infrastructure and
manpowcr,...” : |

Beginning in the early 70ics, a health care system has bu,q developed by Gonosasthya
Kendra Health Project (GKHP) in parts of the Savar and Gazipur thanas (the administrative unit
comprising on-average about 250,000 inhabitants). These thanas are 4 rapidly changing rural area,
close to a major city, with an influx of small indusiry and other job Iupportunities. In all of these
respects it is quite typical of the situation which will prevail in most of South Asia ten years or
so {rom now. The GKHP currently serves 6 unions with a total population of about 160,000
inhabitants (19,000 to 30,000 per union). This system is built up in three tiers © grass-roots health
workers, subcentres and the Relerral Hospitat in Savar. 1

Besides the GKHP, a wide range of other health care resources are available. They range
from modem to traditional, from public to private services, [vom formal to informal care, and
from hetero-treatment to sclf-care, ‘

There are two systems of payment for services in the GKHP ¢ a health insurance scheme,
introduced since 1972, and a fee-for-services system. About 30% af the population covered by
the GK health system have currently subscribed to the health insurapee scheme. There is a much
higher participation to the scheme by the poorer part of the pupulallun The premium, payable
on an annual basis, is based on a sliding scale according to socio-cconomic status and the status
of the subscribing family in the scheme (i.e. old or newly reg lst(,red subscriber). The fees-for-
service are levied on all the clements of the health care system (i.e. consultations,
hospitalisations, drugs, diagnostic tests) according 1o subscription status to the health insurance
scheme : subscribers pay fees according (o socio-economic status ; nnn -subscribers pay flat fees
which are higher than the oncs applicd to the highest socio-cconomic category.
Fecs-for-service are levied only for curative services at the Subcentre and the Hospital, and not
for preventive scrvices (the latter arc also free for the non-insured), ' On the other hand, curative
services as a consequence of preventive check-ups are not free of u)sl as for instance Cesarian
Sections.

The cxperience so far has led the leaders of the project to Tormulate a number of
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questions relating to health care seeking, including health care financing by the population :
-what factors operate in health care choice making, and in use and non-usc of particular
health care resources, and what is their relative iimportance
-how much do houscholds spend on health carc in the catchment area of the GK health
care system,
-for which types of health care resources do they do so,
-knowing that the houscholds arc already paying for health jcare:
-what are the financing mechanisms that are acceptable to the community
-how much can be charged o the community and what are the differentials to be
taken into account. Are cxemption mechanisms required : il yes @ for whom, and
how whould they be implemented.

The present study aims at addressing (hese research questiohs through a coraprehensive
analysis of the health care secking behaviour of the population living in the catchment area of
the GKHP. The proposed study uscs methods which have been uséd in other studies on health
carc utilization. Particular to this study is that these methods are applied in an area with an
ongoing health insurance scheme linked to a project providing wha}l is believed to be effective
health care. In this way, it will complement the existing work on community-based health
insurance undertaken primarily in Africa. Finally, as mentioned aboyce the sctting of the study is
quite typical of the situation which will prevail in most of South Alsia's peri-urban areas in the
forcsecable future. ’

Along with this study on health care use patierns, it is proposed also to carry out in the
same area a series of studies on health care provision patterns, including the GKHP itsclf,

Findings {rom both the studics will be relevant to idetjllil'y new avenues for the
organization and functioning of health care in rural areas in Bangladesh, as well as for
determining how the local comniunitics can be involved in it and contribute to it.
Furthermore, those findings and their policy implications, together with the specific approach and
rescarch strategies used, may be relevant to other developing countries with similar socio-cultural
and/or economic background. B

10. EYHICAL IMPLICATIONS
i ‘

, This study proposal will he submitted to the Ethical Review Committee of ICDDR,B for
approval. Furthermore consent will be sought from the head of the houschold after a briel

. explanation of the purpose of tire study by the interviewer at het first passage. Afterwards,

- paticnt’s choice,

consent will be sought from cach interviewee to participate in the study and in the case of the
children, from the head of the household. Data gathered from the ]101?501101(13 under investigation
will be kept confidential (sce Annex 1, consent form and procedure for maintaining
coplidentiality). B - ;

No invasive techniques or intéﬁrvcutions ‘Will be used in the study. In cascs of serious

ETW . - . : - - . T B
illpess cpisades, referrals will be mad(i'i_hy a p,hy:y?mn on request forfappropriate facilitics oi’ the




(L. BACKGROUND, RESEARCIH PLAN AND BIBLIOGRAPHY

" A. BACKGROUND INFORMATION

1. Conceptual basis of the study.

Understanding the needs of a given community is based on an appropriate insight in
people’s suffering. 1t is a dynamic concept in place and time taking a holistic view ol human
needs in all possible development domains : education, hnusiné,, agriculture, health care,
sociocultural, economic and political development.

The leve! of relicf of these needs is locally bound and dcpend? on people’s preoccupations
and the efforts they deploy to solve their problems, on the input of resources, and on the
availability and correct functioning of services or facilitics in the different development domains.
In the ficld, needs are only partially covered by people’s cxpressed demand for reliefl. In practice,
action for relief, as eg health care, usually covers also only partly tiic expressed demand as well

as only part of the needs, The ultimate goal of action in the health domain is that health care

delivery meets the demand of the people and that in turn this demand meets techuically defined
necds. All demand thus hecomes then rational. g
i
The proposed study limits its scope to the interaction bhetween the cxpressed demand of
peoplc for and the availability of health care. It does not intend to assess needs or to investigate
the relationship of the latter with people’s actual demands or the availability of bealth care.

1
i

3 Rescarch methods for the purpose of the study. ‘
' l
In the literature a varicty of strategies are described for exploring the variables influencing
health care use and detecting the most important ones. They can grossly be subdivided into two
groups, related o their methodological [catures: '
- a decision making approach : it focuses on the components of health care decision processes,
i.e. on what people take into account when they face an illness treatment decision, how available
alternatives arc considered and what relevant constraints operate. It uscs mainly qualitative
tesearch techniques based on interviews of a small group ol inforinants.® The degree of validity
of these components of decision processes may then subsequently, be tested.
- a correlational or statistical approach where onc investigates how cxplanatory varables
contribute in the choice of health care. These variables can be classificd into three groups
according o the characteristics (1) of the sick person and of the houschold to which shefhe
belongs, (2) of the disorder as perceived by the sick person and herfhis environment, and (3)
factors referring to the health care system(s).! ‘

!
Both stiategies should be utilised topether because their findings are complementary and

~
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both have specific methodological limitations.® Furthermore, no singlc approach can illuminate
the wide range of issucs of potential relevance for understanding health secking behaviour,

}
3. Background information vn (he subject Tor Bangladesh.

There are relatively few community-based studies on the demand for health care in rural
- Bangladesh.

Overall major determinants in the decision process for health carc in Bangladesh are '
socio-economic such as income, education level of the parents and the gender of the sick
subject.™ Amongst others, the latter may contribute to the inltaence of gender on mortality in
~children’s age groups.” Non-utilisation of health care resources howgver has been shown to be
“influcnced by factors such as payment of a lee, timing of services aid behaviour of the healer.
A recent community-based study by Md Ali® carried out in a rural arca on 179 cases of diarthoea
in under fives showed that advice by the mother on what treatment measures o apply was mainly
~sought from the mother-in-law followed by the child’s father. 1t has been attributed to the
recognition of the child’s grandmother’s past experiences in rearing, her own children and the fact
that women are living in the husband's family. Advice from (he father feads statistically more
often to taking the sick child to a practitioner: Overall, only one third of the cascs have been
taken to a practitioner. The reasons for non-use of practitioners in the rematning two thirds were
crefated to the trivial nature of the illness., and o socio-cconomic and distance-related lactors. The
study results scemed to show no gender difference in choice for consultation with a practitioner.
"House structure, taken as a proxy lor cconomic status, and mother's education were significantly
related 1o consultation. Hlnesses related (o dysentery were most likely 10 have been taken to a
practitioner. Most of the allopath practitioners maintain continuity of care and frequently contact
heir cases. Satisfaction with treatment was found in about 50% of the cases, and was almost
stmilar for all types of practitioners. ‘

Rahman ct al considered health care resource specific use rates for the urban population
broken down by some indicators of the users and by type of illuess. They pointed that about one
[ifth of the sick people did not have any treatment.” The literature further reveals the importance
of the private modern health care sector and of traditional healers, and the extensive use of large
hospitals.!%!1
A community-bascd study'? of 150 rural houscholds showed that $0% use modem aliopathic care,

-out of which 60% use the thana health complex and 33% went 1o private practitioners, despite
~complaints on long distances, mismanagement, and provider's poor attitude. This high ligure for
use of government services, or modern care in general may be due to the fact that for instance
sclf-care and traditional healers were not considered in the study. Forjinstance, Salauddin et al.”
observed that in their rural study population about 60% ol the health gure providers used by their
sample were traditional village doctors, 35% used chemist shops, and only 5% sought care from
‘government health workers.

In an interesting paper by I Nessa, S Rahunan, and S Ban,™ the importance of the "wait-
and-see” aititude and "self-care” were highlighted as initial steps related (o treatment of discases



in rural Bangladesh. Additionally, there might be a sequence ol steps taken from the wait-and-sce
attitude over scll-care to doctorfhospital care. When the Tatter in turn does not help, an equal
choice for the three mentioned options is observed. In the case of sulll' care, the type of treatment
seemed to be specific for the type of discase.

An important study for rural and urban settings on health expenditure and finance

patterns, health status and health care use issues at the houschold Jevel is the Bangladesh Health
Finance and Expenditure Study' of 1988, Many  cconomic variables in health care were
considered in this study, such as user treatment anl travel costs and indireet costs due to loss of
income, the structure ol average direet costs, break-downs of the fatter for different types of
health care provision, and aspects of the relation between health caré costs and overall household
expenditure.  Additionally, usc rates were explored, including reasons for use and non-use for
different types ol health care {such as curative (current sicknesses and one month prior to death),
preventive care, lamily planning, delivery practices) and health care providers.
One interesting cconomic finding was the much lower overall average uscer health care costs in
rural compared to urban arcas, reflecting the epidemiologic transition in the latter. Some other
salient findings of this extensive study Tor the rural arcas were the positive association between
expenditure on health and houschold cxpenditure, (he use of relatives/nciphbours and ordinary
dai lor delivery in more than 80% of delivery cases, use of quatificd aliopath doctors in about
35% ol current sicknesses compared 1o tess than 1% use of self-care, and a per capita annual
medical expenditure off US$ 3.30. This fast Tigure is Tor instance more than double of what is
spent on public health care facilities which stands at ahout US$ 1.5} per capita per year.
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B. RESEARCH PLAN

1. Choice of study population

#
' »

The study population is composed of the population living in tlrc catchment area of the
GK healih care system. Geographically, this means 5 out ol the 6 northern unions of the Savar
thana and | union of Gazipur thana. The total nuniber of people is 159,'){52, ranging from 19,671
(o 33,686 inhabitants per union. (please see Aunnex 3.1 under the sectionjon the study population)
The town of Savar is located in the south-westem part of the arca, nbout 40 kms away from
Dhaka, the capital ol Bangladesh. (plcast, sce Annex 2 for a map of lh](, area)

The main cconomic activity in the arca is agriculture, both subsistence and cash crops, including
jute. As mentioned above, industry is rapidly increasing, although ‘lbrl(,lt“lil‘t, still predominates.

2. Choice of rescarch stratepy

I

As mentioned before, there are many rescarch methods to explore the complexity of health
secking in a community, no one of which is clearly superior.
Therefore the study strategy will comprise the following (ht

proposed to be the three phases ol the study :

e elements which are

-

1 Focus group discussions and in-depth interviews ol a hmited number of respondents
will be conducted in a cognitively-oriented study. Questions will be addressed on :
(1) the components of health care decision making : f
(a) the major healih carc alicmatives that the study population pereeives to be available,
(b) the criteria considered in choices among these alternatives agul operating constraints,
(¢) the individuals in the environment of the sick person involved in health care decision
making. |
(2) Attempts will be made to refine these findings for different health problems or groups of
health problems. Therefore (and also for the design of the questionnaire .to be uscd in the
Iongjltudmal survey) a list of ‘tracer conditions’ will be constructeid rcqumugs a sound knowledge
of the locul discase pattern and ol perceived illness taxonomy.
With the findings of the cognitive study, non-exhaustive lists will be u)nslruuud on health care
alternatives, criterin and constraints and possible decision-makers in: health seeking, and on
perceived illness. These lists will be used by the interviewers during the longitudinal survey.
Additionally, this cognitive study will provide independent reports ot several aspects of health
carc sccking at an carly stage of the study.
It is expected that this part of the investigation will take about three months.

' t
2) During a prospective longitudinal survey, data will be collected through two concurrent
surveillance systems.
The first one will [ollow up all the illness episodes oceurring in the households under
investigation, and, the other one will record data on selected demogr aphic and socio-economic

| 9




variables of the same households.

This design has been chosen to test the dynamics of heaith se
the relative importance of the criteria (including constraints) and off
in health care decision processes as developed in the first stage of t

Seccondly, this design is appropriate to investigate "healer shopping’,
heater use, and to follow up chronic illnesses and the inlluence on
situations (economic and social) occurring in the houschold.

It also allows concurrent collection of data on a scries of explanato

vary with specific health care. Specific questionnaires will be used in
systems,

bking behaviour (i.e. testing
different ‘decision makers’
1e investigation).

nore specifically sequential
health care choice of crisis

'y variables which may co-
kach of the two surveillance

The proposed duration of the longitudinal survey is twelve months, because some

~ household and illncss characteristics tend to substantially vary by ti
household income and availability of cash, major cxpenses for cloth
important religious events, changes in houschold composition, scason

of iilnesses).

ne of the year (eg irregular
ing ctc in the period before
al variation in the incidence

Interviews will be conducted on a fortnightly basis for all1 iliness episodes and on a
monthly.basis for the sclected demographic and socio-cconomic vagiablcs.

3)

Finally, during the longitudinal survey, a scries of ease studies will be conducted on

norntal and complicated delivery case and difterent delivery outcomes, because the longitudinal
survey only addresses illness episodes and not delivery cases. Questions about utilisation of

. services as well as costs involved in delivery cases, will be addressed

Considering the interdisciplinary nature of the study, a team
and anthropologists will be in charge of the study.

of public health physicians

10



3. Aspects ol _s;unpling

3.1. Cognitivily-oriented study

The informants will be sclected by the anthropologists: of [the investigation team on the
basis of their communicatioin skills and assumed knowledge rejevant to this study. Separate
scrics a key-informant intervics will be organised with males amlL l[emales. The informants will
be sclected from one nearby and and one far away union, and accopding to the SE categories that
are used by GK [or its health insurance scheme (the lowest category is very small and therefore
not taken). This will bring the number of focus groups on 6 for males, and a same number for
females. It is proposed not to take more than 8 participants in each focus group.

3.2, Longitudinal survey

3.2.1. Sampling methods and procedure

As mentioned above, the study population is the pupulalinsn of the 5 northern unions of
the Savar thana, and one union of Gazipur thana which totals 159,752 inhabitants (please sce
Annex 2 for a map of the catchment arca ol the GK health system). For this population, the GK
health system maintains annually updated data on population and number of houscholds per
union, houschold location and subscription status 1o the health insurance scheme, and household
socio-economic status,

!
Viewing the complex nature of health care secking, it is ])l'(;p()scd {o carry out a stratifted

one-stage sampling. I

The study population will be stratified according o geographical location (one stratum for each

union), subscription status to the health insurance scheme, and socio-economic status (4

categories), thus totaling 48 substrata. The GK Health is able to produce houschold lists for each

of these substrata. ;

The required number of houscholds to be selected will be assipned to these substrata with

probability-propottional-to-size sampling. Within cach substratum, t]u houscholds will be selected

with systematic sampling. :

Please see Annex 3.1 for all details on the sampling procedure.

3.2.2. Sample size calculation

i
+

‘ Determining the required sumple size is related 10 one of the analysis methods that will
be used in the study, namnely statistical analysis ol proportions for the different explanatory
variables involved in health care choice. Assuming i
-, proportions of 0.4 (p1) and 0.6 (p2} (cg differcnce in proportions of males (ph) and lt,mdfu.
(p2) using modern health care versuy traditional Ticalth care statistigally signilicant when g ;,reau,r
than 20%), o ¥ o ﬁ -
ip=(plapa2, Howen b | | '
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- a power of 90%,

- a confidence level of 95%,

then the sample size is, applying the fonmula

n = 2P(1-P)x10.5/(pi-p2)* =

2 x 0.5 x 0.5 x 10.5/0.2% = 131.25 in cach group.
Allowing for 20% non-responders and drop-out in cach group
houscholds migrate out, they will not be replaced), the total in ¢

(cg. about 3 1o 5% of the
ych group becomes [ 131.25 +

(131.25x0.2)] =117.5, or in total 117.5x2=315 cases for cach health problem under investigation.

In order to determine the number of individuals to be fol
separately for each of the two study populations in Annex 3.2
incidences for different numbers of populations for commor and
a period of 12 months, the proposed duration of the longitudinal

The figures in Annex 3.2, indicate that the minimum sa
individuals or 674 houscholds, using the GK average houschold

houschold.(for the sclection procedure, sce Annex 3.1, section 11

3.3. Case Studics

owed .up, we have calculated
the estimated illness episode
less common illnesses within
SUTVEY.

nple for the survey is 3,000
size of 4.4488 individuals per
‘Sampling procedure’).

It is suggested to conduct 100 case studies. This is because the expected number of

dcliveries cases in the study sample ts expected to be about 100.

4. Muihods of data collection

4. 1. Cognitivel v-oricnted study

The interviews with the informants will involve a range of qualitative methods and

technigues such as ranking tasks, and informal open ended discussions on respondent’s own past
health care decisions as well as their more general observations on health and health seeking
behaviour in their communitics. The interviews will gather information on decision making
processes and the constraints people face in actual health secking situations as well as concepts
of idcal behaviour and discase taxonomy. Interviews will be copducted with individuals and
groups. Please sce Annex 4 for the guidelines for these inlcrview§.
1
4.2, Longitudinal survey ‘
The questionnaires that will be addressed for both the i]l‘ncss episodes and the socio-
econumic and demographic update will contain pre-coded ard open-cnded guestions. ™

t
For the illness episode surveillance, two questionnaites will be used : the first one will

(1)

. i 12



address questions on illness characteristics and data on use of the firstjhealth care resource during
the episode. The sccond onc will contains questions on the usce of apy health care resource. Tt
will address the same questions on health carc use as those containegl in the first questionnaire,
“A non-cxhaustive list of ‘tracer conditions’ will be used for detecting the complaints of the
‘respondents. Please, see Annex 5.1. for an outline of questionnaire 1, and Annex 5.2. for
qucslionnalre 2.
 Interviews on any new occurring illness episode will be takgn every two weeks during
six, months from every houschold member who is (has been) ill. For jliness cpisodes of children
proxy-rcportmg, by a close family member will be used. Each illnegs episode will be updated
until its resolution (death or recovery) during every subsequent visit to the household and
information will be collected on subscquent/synchronic use of any hgalth care resource.
Re-visits will be necessary because of the difficulty of finding tespondents at home during
~day time hours, or when the patient is hospitalised. In the latter case interviews will be eonducted
when the patient is back home. An interview with questionnaire s lexpected to take about 30
minutes.

(2) The baseline socio-economic and demographic survey as wd] as the monthly update of
the selected socio-economic and demographic variables will be comluctul with the help of
special forms. Please see Annex 5.3, for an outline of the Bascline Sur vey form, and Annex 5.4,
of the Socio-economic and demographic update form.

Interviewers will be recruited and trained in the use of all thel forms and questionnaires.
‘Outlined instructions will be available for this purpose.
The questionnaires will be ficld tested.

. . LRFRL . . . \ . - L]
4.3.  In-depth interviews specific to the case studics technique will {be carried out. Guidelines

will be elaborated relating (o the arcas of interest for the case studics. The interviewers will
specilically be trained for the purpose of (his phase of the study.

3. Sousces of bias.

Considering the illness surveiltance during the longitudinal sur\in,y, an inappropriate recall
period may have considerable respondent bias. The reasons for the LhO!LC of two weeks as recall
period are : ;

; = a shorter recall period (and thus a more frequent submission o questions about the
actions inferviewees take for iflness episodes) could induce compliance of the
interviewees, and cven a real change in their health care sceking behaviour

- with a longer recall period, problems may arise of svlu,llqn of only the more severe

! cpisodes and more gencrally of recall by the interviewee ol the illncss events

‘ about the occurred illness cpisodes. !

BrldbbS Webb'” points out that a two-week recall for iliness reporting has mostly been adopted

as ‘a compromlsc, between obtaining enough information about curfent illnesses and loss of

accuracy due to the vagarics of memory’.

13
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A potential bias may be induced by both intervicwers

emphasizing the more severe illness episodes and thus decreasing the

data gathered for the trivial illness episodes. In the literature there ar

validity of health interviews.

18,19,

¥ However, the use of a list of ‘tracer

naire ‘has been shown the most sensitive instrument for measuring

.especially of minor and chronic conditions.

A similar type of interviewer bias may arise when taking med

in modern or traditional practices) as interviewers. Non-medical

and respondents in over
quality and quantity of the
> differcot views about the
conditions’ in the question-
perception of ilt health?,

cally trained people (either

women will be selected as

intervicwers as women are considered the carctakers in the households and therefore better
accepted as interviewers. On the other hand, it may be cxpected that female interviewer face
preblems to collect accurate data on cconomic variables of the houschold, such as income and
expendilure patterns, Due allunum will theretfore be given to thisiduring the lmmmg of the

intervicwers.

Proxy-reporting may introduce a ‘potential respondent b

i

jas. Most authors agree,

nonetheless, that this technique - particularly when parents report for children - is appropriate for

investigation on individual’s problem, especially where group ma
~prevails in the community ?
Sclective reporting related to the gender, especially ol children,

wagement of illness. cases

has been observed.”

“Therefore, special attention will be given to the reporting of illness episodes of the female

"members of the households.

i

. l

~

6. Arrangements [or data handling and analysis.

Data from the interviews with the informants in phase one ol'lthc study will be analysed
“qualitatively for the identification of Ilu. cotmponents of health care (Iu,mon processes and the

list of tracer conditions.

Fox Pro will be used for the computerised design of the questionnaires to be addressed

“in the longitudinal survey.

SAS will be used for the univariate and multivariate analysis ol lhu data on the co-variables
monitored during the longitudinal survey. Data will be amlym,d. at illness episode level,
individual houschold member level, and at houschold level. Appropriate statistical techniques for
'multllevul data analysis will be applied wherever required.
Data related to the testing of the criteria and constraints in health (,are decision processes w1ll be
.malyscd quantitatively using the analytical method suggested by IC Young (see also Annex 6:
coutline of data analysis and expected outcome)

{

The case studies will be entered into the computer and dndly*,u.l gualitatively according
o the areas specific to the interest of this part of the study.

i

i
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'13. FLOW CHART | . |

1 2 3 4 5 6 7 8 910 11 12 13 14 15 16 17 18 19 20 21 23 24 :l
Total duration of study bt —————————
1 2 3
1. Sampling procegure F———]
l 2 3 —— b [P ‘,_ . Cee e et e et e
" 2. Cognitive Study —+—+
1 2 3 4 5 6 7 8 9 10 11 12
3. Longitudinal Survey +—t——F———F—t—F+——l
-training & field test
-baseline survey ‘ ‘
-survey , 11—+
4. Case Studies : —t—t——t—t—t—t—t+—+—t—
-training '
-elaborate guidelines _ 1
. -field work 11—+
) ‘ 1 2 3 1 2 3 4 5 6 7 8 9 10
" 5. Dpata Coding,Entry, —t— ——t—t—t++t—1—+—FF1

Edit, Clean

- _ 1 2 3 4 5 6 7 8 91011 12
6. Data Afalysis & Reporting —+—+— : 1+ |
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14. ITEMIZED SPECIFIC TASKS FOR EACH LISTED INVESTIGATOR

As mentioned earlier, the research team is composed of anthropologists and public health

physicians. The teams include :

Principal investigators : M DESMET, AQ CHOWDHURY
-overall responsibility for the study
-develop and finalize protocol
_finalize outline for key informant interviews
-develop and finalize questionnaires
-select and train interviewers (mainly use of questionnaires)
—participate in quality control of their work in the field
-analyze data from questionnaires, interpretation of findings and reporting
_-writing up of final report

Co-investigator : anthropologist : J SHAH
-finalize and translate outline for key informant interviews
-training of interviewers (mainly communication skills)
-participate in key informant interviews, analyze data and reporting
-participate in in depth interviews
-code questionnaires longitudinal survey

-quality control of in depth interviews, participate in data analysis and reporting

Co-investigators : public health physicians : M CHOWDHURY, KMQ AHMED, S

SHAMIANAZ, I BASHIR

-finalize and translate questionnaires :

-training of interviewers (mainly communication skills)

-quality control of their work in the field

_code questionnaires longitudinal survey

-participate in interpretation of analysis findings and reporting
-ensure appropriate patient referral when requested by interviewee.

17
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Co-investigator : research officer @ N SOHEL
-training of interviewers (mainly socio-cconontic aspects of questionnaires)
_quality control of the interviewers” work in the ficld |
-quality control ol data cntry process '

-follow-up of the computer programmatic aspects of ficld data collection
-participate in interpretation of analysis findings and reporting

Co-investigator : A BHUIYA j

-oversee quantitative data collection process

~designing of questionnaires [
-coding and computerization :
-data editing and analysis

-oversce sociv-demographic and cconomic sarvey. :

18



15. BUDGET

Introduction

For this study, it is proposed to create a consortium of three funding agencies, namely the
Gonosasthya Kendra itself, and two external donors, the Belgian Administration for Development
Cooperation and another third donor to be identified. There is a high probability that the
International Development Research Centre of Canada will co-fund the study as this third donor.

Please see in the section 8. 3 the details of the budget and the proposed dlstrlbutlon of
the budget items over the three agencies.

E i ! i Proposed i Proposed i
! ! i | to be | to be H
| ! Total |Proposed to be covered | covered | covered
i " budget by 3rd party }l by BADC | by GK
At A [T R
! managed by |managed by |
E ' 1CODRB 6K '
N bl EEEE LR L ]
SALARIES ' i
Pr lnvestigators i !
-M Desmet i * } * ! |
-Q Chowdhury i * : * ' |
Co Investigators . ! ] H
-d Shah usb 50 x 12 600 ! 600 | !
-M Chowdhury ush 250 x 24 6,000 ! ! 6,000 |
-S Shamianaz usp 250 x 24 6,000 ! H 6,000 |
~KMQ Ahmed UsD 250 x 24 6,000 ! 6,000 |
-1 Bashir usp 250 x 24 6,000 i &,000 !
~N Sohet usp 250 x 24 6,000 ! 6,000 |
-A Bhuiva * * | ! ] |
Field Supervisor ! ! i
-longitudinal survey usb 200 x 15 3,000 ! 3,000 | !
Interviewers . ! i i ;
-longitudinal survey usD 150 x 15 x 7 15,750 | H 15,750 | i
bata Entry Techn ' ; 1 | H
-sampl ing i Uush 200 x 3 x 2 ' 1,200 |} i H 1,200 |
-longitudinal survey USD 200 x 16 H 3,200 | 1,600 | 1,600 |
Data Mgt Asst (50%) ! i i i
-sampling ! usb 150 x 3 450 ! 450 |
-longitudinal survey | USD 150 x 16 2,400 2,400 H
Secretary ! !
-total duration study] USD 200 x 24 4,800 | ! ! 4,800
-case studies{typing} Usb 200 x 3 600 ] 608
-case stud(transtat,) usp 10 x 200 2,000 | 2,000
Accountant (25%) H i
~-total duration study usD 100 x 24 2,400 | 2,400
3
TRANSPORT :
Interviewers ; ! ! [
-longitudinal survey | USD 50 x 15 x 7 ! 5,250 5,250 | |
Field supervisor H i |
-longitudinal survey | usb 50 x 15 H 750 750 |
Co investigators ' H |
-total duration study Ush 50 x 24 x & 7,200 | 2,400 | 4,800 ' H
Princ investigators ! ! [ H i
-total duration study UsSD 50 x 24 x 2 2,400 1,200 | 1,200 !
[l ] 1 ]
1 ] [} }
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16. JUSTIFICATION OF BUDGET

1. Requirements in personnel

The Principal Investigators will put 20 % of their time- ]U.l('ii into the study.The input in
time of the other investigators required for the study is estimated at 50%. The requirements of
non-scientific personnel is given below for cach one ol the phdscs of the study.

|

About 36,000 houscholds with the variables mentioned in Annex 3.1. section II, have to
be entered into the computer in order to construct the honwhuid lists corresponding to cach
substratum. It is estimated that-one data entry technician is able to enter about 250 households
a day. In GK there arc on average 24 working days a month. '
So, the total working days required for entering 36,000 |10u~u,|10|(|‘~. is

36,000 / 250 = 144 working days, or 144 [ 24 = 6 wmklng, months.
Therefore, it is suggested to usc the services of 2 data entry technicians for 3 months.

-

1.1. Szunpling procedure

This data entry prou,ss will be supervised by a data mdndgunent assistant.
;

.- - }
1.2. Cognitive study j
i

The cognitive study will be conducted by the mcmhcrrs of the investigator team.
Secretarial support will be required. It will continue throughout the other phases of the study.
It is expected that the cognitive study will take about 3 months of interviews. It will be

conducted concomitantly with the sampling procedure. ‘

1.3. Longitudinal survey

As mentioned above, the longitudinal survey will take 12 :nnnths excluding one month
of bascline survey. Training sessions will be required o make interviewcers familiar with the
survey questionnaires. The duration of this training may be cstimated at 3 weeks. Field testing
of the guestionnaires, analysis of the ficld test results including rwmons may involve another
3 weeks.

It is assumed that there will be one new illness per houschold per visit. This means 674
x 2 = 1,348 new illnesses (o be followed up a month, or, 1,348 / 24 = 56 a day. In the section
on Methods of data collection it is mentioned that one interviewer is able to conduct on average
10 interviews a day. This means that 5.6 interviewers are necded for the longitudinal survey. In
the section on ‘Case studies’ hereunder, it has been caleulated that 1.25 supplementary interviewer
is required to conduct these case studies. The total number of interviewers to be recruited for
conducting simultaneously the longitudinal survey and case studies becomes thus 7.

Using the same assumptions as above for the longitudinal suzvey, these 6 interviewers are able
|
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to conduct the baseline survey in 2 to 3 weeks time. :
The supervision of these interviewers in the field will be ensdred by one Field Supervisor

and by the Junior Investigaltors.,

Selection and taining of interviewers and ficld supervisors _
As said above, women will be sclected. The required cducational level is BSc Bachelor

in Science or BA Bachelor of Art with two or three years of field ¢xperience.

As said above, we propose a 3-weeks training course in the use of the questionnaires, in

communication skills and qualitative interviewing techniques.

1.4. Casc studics

As mentioned carlier, the total proposed number of case stugics is 100 and they will be
conducted during the longitudinal survey, 1t is estimated that one interviewer can conduct and
transcribe about 7 case studies interviews a month, This means 100/7 14.3 intervicwer-months.
As these case studies will be conducted during the 12 months uf the longitudinal survey, a
supplementary number of 14.3/12 = 1.2 interviewers is required.
A training of about 2 wecks will be required to introduce the interviewers in the specific
methodology for conducting case studics. The interviewers will further need 2 to 3 weeks to
preparc the guidelines for the arcas ol interest of the case studies.

1.5. Data entry and analysis, report writing

1) The sceretary to be recruited for the whole duration of the study will be responsible for
typing into the computer of the lindings of the cognitive study. As mentioned above under 7.2.1.,
two data entry technicians will be required for cntering the data needed for the samplmg

~ procedure. {

!

- 2) One data entry technician will be required to enter thé data of both the socio-

econonmic/demographic and the illness surveillance systems of the longitudinal survey. He/She

- will also be responsible of the sorting process of all the questionnairgs. The total duration of the

data entry process is expected 1o be 16 months, starting from the month of the bascline survey.
The data management assistant mentioned under 7.1.1. will supervise the data entry process.

; :
3) FFor the case studices, (he translation work will be contracted out (o professional transtators
of Dhaka University. The typing into the computer of the translated copies is proposed to be done
by a short term secretary. It is expected that about 3 case studies can be typed and checked a

- day. This means 200 / 3 = 67 sceretary-days, which makes lor 1 scerctary about (67 f 24) 3

- done by the intcrviewers.

months. As mentioned above, transcriptions of the case studics fmm the tape recorders will be

i
|
4) Data analysis and report writing will be performed by the team of investigators. They will

also elaborate all the programmes for data entry, '
i
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" 1.6. Technical personnel requirements

Apart from_the recruitment of a full-time sceretary, as meéntioned under 7.1.2, it is
propused to use the part-time scrvices of an accountant throughout the total duration of the study
- to manage all supply and financial matters of the study.

2. Requirements in supplics

Four tape recorders will be purchased For the cognitive studyjas well as for conducting
the interviews of the case studics.

Minor office supplics such as paper, pens, cditing matcerial, etc have been cstimated for
all the study components combined. (please see under section 8.3. on the budget). The number
of questionnaire required for the longitudinal survey is :

- for the illness survcillance :

-cxpected number of illness episodes : 1,348 x 12 = 16,176

-and assuming the use of on average 2 health care alternatives per illness cpisode, we

obtain a total number of health care utilisation qucsliommims‘nl' 16,176 x 2 = 32,352,
- for the socio-cconomic/demographic surveillance -

-baseline survey questionnaires : 674 .

-update forms : 674 x 12 = 8,088.

The questionnaires for the longitudinal survey will be the same as ll% ones used for the study

1 "Health care usce pattems of slum-residents in Dhaka- Cuy, Bangﬁladu.h" that has been
cunduutul in 1993 by some of the authors of the study 50T hey have been translated
and tested for translation accurary for the previous study. As the study presented here will be

carricd out in another study population, their content and tmnsldnon will be adjusted where
required. -

GK does not dispose of 4 SAS statistical software. Taking a !t)n(, year license for SAS
package will thus be required. Purchase of a FoxPro software pdbkabb is planned. It is also
proposed: to purchase a computer IBM-compatible with 486 pmu,ssm and minimum 50 MHz
speed. This is to allow appropriate analysis of the data of the present study at the GK Health
Project Office in Savar, and, more generally to upgrade GK's institutional rescarch capacity.’
GK will-provide 2 computers for cntering the data of the study. %

A notebook IBM-compatible with 486 processor and minimum 33 MHz speed will be
purchased for the investigators located at ICDDR,B.

1
o~
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Annex 1. Consent form and details on procedure for maintaining confidentiality.

Consent form

- I'have come from the International Centre for Diarthocal Disease Resdarch, Bangladesh in Dhaka.
In the thanas of Savar and Gazipur, we are conducting a study on theltypes of health care people
scek when they are ill and on the reasons why they make those particutar choices.

\

During six months we intend to visit you every two weeks to record data on this issue for every
iliness episode which will oceur, !

{

We also would like to ask you some questions about yoursell, your Family and your living
conditions.

'Each interview will take about 30 minutes. All the information collected will he kept confidential.

There are no risks for you in participating to this study.

!
i

We are requesting you (o take part in this study. You have the option to accept or to refuse

participation. You may withdraw (rom the study at any later |)vriod.§
Al you agree, you may please sign your name or give lelt thumb impression on this form.
t

i

H

3
Signature of the interviewer Signature or left thumb impression of
i

Date

Details on procedure for maintaining confidentiality

the interviewee
Date

During the training of the interviewers and ficld supervisors emphasis will be given on
the aspeets ol confidentiafity in handling data of the survey.

Special attention will be addressed to the use and communication of any personal data of
the houscholds under investigation or their members,

The data that will be collected will be kept in a locked place.

Computer files containing the data will also be maintained in a secure and locked place.

[



Annex 2. Map of the Savar Thana and the Catchment Area of the GK health system
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Anncx 3.1 Detailed sampling procedure.

L. STUDY POPULATION

1.

T

The data presented here are taken from the GKHP Management Information System'’s
‘Monthly Report of September 1994,

This total pspulstisn for the 6 uniong of His GK 1ealth System Cotehiment Aréa s
159,752, whereas the total number of houscholds (HHs)' is]35,909. The average number
of members per houschold stands thus at 4.4488.

Deiailed population_ and houschold figures by union and by health insurance status
{

Union Insured Non-insured i Total
Pop i #HII PPop #11H 1 Pop #HH pop/HH
1. Pathalya 06,612 258 1,475 19059 4,252 25,071 5,727 4.48
2. Dhamsona 10,754 334 | 2373 | 21428 4,728 2182 [ 7,101 4.53
3. Panisyle 6,744 26.0 LS1O 19,151 4,305 25895 | 5821 4.45
4. Jarun 9,894 294 | 2300 | 23792 5511 2080 | 7831 | 430
5. Shinmlia 8,198 36.2 1,845 14,449 3,252 22,647 5,097 4.44
6.Mirarchingouan 4.995 254 1,100 14,676 3,232 19,671 4,332 4,54
Total 47,197 29.5 11,609 112,555 25,300 159,752 35,909 4.45
3. Obscrvations : ;
-only about 30% of the total population  has subscribed to the insurance scheme. _
-amongst the unions, there are substantial differences in insprance status, There are also
slight differences in the average number of members per houschold.
) . . ~ ' ~
4. Subscription fees are based on the houschold, not on the number of HH members.
J. The population has been subdivided into 4 socio-cconomie categorics by the GK. Health

System. They determine the levels of contributions to the health insurance scheme and
of co-payments. These categories are constructed as Tollows

“destitute’ : neglected widow or widow rom a landiess family, women abandoned by
hushand, beggar, mentally and physicaily disabled.

poor’ - landless farmer (less than | oacre land), door to-door vendor, daily wagers, all

' A household is defined as the household head, his/her spouse, dependent

father and mother of the household head and his/her spouse, and the unmarried
children of household head and spousc. So, more than one “houschold’ may eat from
the same coocking pot.

| 27



other houscholds with no regular income source. So, those families who cannot afford 2
meals a day :
“middle-class’ : farmer with 2 to 3 acres of own land, keepers of permanent small shops
in the market place (paan’ store), permanent labourers in ipdustry, office menials (cg
clerks), owner of three rickshaws or boats. So, those househplds who can afford 3 meals
a day and cover other basic needs such as clothing, but whg do not have any savings at
the end of the year.
“rich’ : big shops and business, farmers holding more than |3 acres of land, middle and
upper class officers and private professions such as enginegr, college teacher, doctors
combination of 2 or more indicators of the ‘middle class’ category. So, HHs that are able
to take 3 meals, to cover all basic needs and 1o gather savilgs at the end of the year.
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I1. SAMPLING PROCEDURE

.1, Introdutivn

According to the health tcam of the GK Health System, there are marked differenf.‘es
amongst the unions in the availability of health care TUSOUICLS ather than III.()S(F belonging
to the GK -Health System. There is a parallel governmgnt run health infrastructure,
including a small Referral Hospital of 30 beds but without surgical facilitics. Additionally,
some unions are further away from the GK Referral Hospital than the others, Health care

‘resource  availability and geographic accessibility are known to be an important

. . {
determinant in health care use. [

b .
Similarly, the observed union-wise differences in proportions of  population who
subscribed to the GK insurance scheme may he considerably dssociated with health care
sccking.

Finally, socio-cconomic status ts known 1o substantially iinllucncc health care choice
making. As mentioned above, for their insurance schemie, (the GK Health System has

subdivided the study population into 4 socio-cconomic categorics.

Thercfore, it is suggested to stratily the study population for the [ollowing variables:

-union O substrata
-health insurance status 2 snbstrata
-s0Cio-ceonomic status 4 substrata

The total number of substrata becomes then 6x2x4 = 48,

Each houschold of the catchment arca of the GKHP is registered with the Health
Information System of the GK Health System : the information of each houschold is kept
on a Card of which a copy is available at the GK Hospital in Savar : it contains all
information on the variables required for statification. These cards are updated on a
monthly basis. :

All information required for the sampling procedure will be cntered into the computer
(see further for the format).

In the GK Health System’s Catchment Area there are 173 villages with a number of HHs
per village ranging from about 100 o 500.
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~ So, the format for the substratum lists becomes .
UNION : R
INSURANCE STATUS : ____ ...
- SE CATEGORY : R

1.2, Supgested pﬂxﬁd\:ﬂt 1 stratificd one-stage sampling

1.

Sk# Name Sl HH particulars sclec

Vill Village HH ted 7
Natne Head Locationf Address

Total - -

As mentioned above, the study population will be stratified weording to

-union 6 substrata
“health insurance status 2 substrata
-socio-economic status 4 substrata.

So, we obtain a total number of 48 substrata represented in HH lists sorted by village.

Referring to the sample size calculation (sce section 3.2.2. in the ch

sampling and Anncx 3.1), we need to select a sample of 674 HHs.

These HHs will be assigned to the 48 substrata with PPS.

Subsequently, in each substratum the required number of
systematic sampling.

apter on Aspects of

HHs will be selected by
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Annex 3.2. Some details on sample size calculation.

Table of illness episode incidences for examples of illnesses under igvestigation and for different
numbers of populations
The following assumptions have been considered (p.lrtmlly based on the findings of the Health
Information System of the GK Health Care System) :
- the duration of the study (six months)
- population structure :
13% as the proportion of children under 5
45% as the proportion of children under 12
50% as the proportion of adults (above 15 years old)
1.5% as currently pregnant women
- the number of iliness episodes per child under 5 per year

3 for diarrhoea 3 for fever
3 for ARI 0.3 Tor car infection
- the number of illness episodes per child under [2 per yea
I for dysentery 0.3 for car infection
- the number of iliness episodes per adult per year :
2 for diarthoca 1 for ARI

2 lor fever

- lhb number of illness episodes per year for the whole ol the study population :
0.3 for skin discases

0.2 for injurics (all types)

Agefpop % pop Hualth - 1.1, lipi.s/ # ILL |Episodesfyecar
group problem inhabitant
flyr pop=2,00( poi)=3,UOU pop=5,000
<5 yrs 13% Diarrhoea 3 780 [,170 1,950
ARI : R} 780 1.170 1,950
Fever k| T8O 1,170 1,950
Ear infection 0.3 78 P18 196
<12 yrs 45% Dysentery i 900 1,350 2,250
Ear infection .3 270 | 406 676
>15 yrs 50% Ditarrhoca 2 2,000 3.000 5.000
Fever 2 2,600 3,000 5,000
ARI | 1,000 1,500 2,500
All - 100% | Skin discase 0.3 600 1000 1.500
Injury 02 400 oo 1,000

RV
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Annex 4 Guidelines for interviews with key informants

GUIDELINES - DISEASE CLASSIFICATION AND MANAGEMENT : Female and Male key
informants_of_the sludv_ population :

INTRODUCTION

(1) "Ihe purpose of this interview is (o investigate the main health ﬁlism'dcrs in the community,
their perceived causes, the ideal sources of treatment Tor dil'['crcn} kinds of disorder and the
problems people face in obtaining treatment. ' C
(1) The respondent has been selected because of his\her special knowledge, expertise of
experience of health or community. ; .

(1) The interviews will require some concentration and time and peace. Discuss with respondent
where he or she would be most comfortable and make transport arsangements if necessary |
interviews could be conducted cither in the respondents” home or in the office.

i
1. List the names of common illnesses in this conmmunity.

i

2. List the symplu;ns and the eause(s) of cach type of these illnesses?
3. Who mostly suffers from cach of these?

4. How should cach illness be treated 7 and why?

5. Should outside treatment be sought for the tinesses mentioned m the answer on question 17
If yes, what kind and why?

6. What are the main problems in obtaining cach Kind of treatiment?

i
7. Womnen and female patients are admitted 1o treatment centres less often than men. Why do you
think this is? '
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Anncx 5.1, Hlness and First Health Care Resource Questionnaire

Interviewer:

usehold No.: {ﬂ]_ll_l_[;i_l{_|_||_{_{ Date:v_ﬂ_dﬁ__
me: 1d #: Respondent 1d #: Resp.alone?:Y/N
i ’ QUESTIONS ‘ ANSWERS
1.|[lDate of onset of illness episode (f£ill dd/mm/yy? S
2.Type of illness Probed? Cause E.Seyere/ Mentgl/

Yes/No triyial physical
1) o o :

1/ 2 - - L/ 2 1/ 2
T T T . i
2y ,
1/ 2 1/ 2

4.|(What did you FIRST do to combat the disease.......
{(Use list of Health care resourcves ovr write down

if not in list) '
If possible :Name and address o1 specify locatiocn
of HCare resource

5.||Why did you choose this resource...l. o
(use the list of criteria ot write 2. -
down when not in list ; fill 3.
from most to less jwportant) 4 .

.

-

6.|{|Who did decide to take this Health care resource {(encircle)

Codeg: 1 Patient 6 Husband
2 Mother 7 Mother-in-law
3 Father 8 Father-in-law
4 Parents 9 Grand parents
5 Wife 10 Other family members.
77 Other _ 11 Neighbours/relatives

7.||Why did you NOT choose other Health care resources
{(use list of constraints or write down when not in list)
1. "wait and see" '

2. self care(personal, family,commun}
3. pharmacy. ..... ... ... oL o
4. govt -union subcentre/satellite c¢linic
-thana hespital.............
private -allopath deoctor........
-clinic. ... ... ... . L ”
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1sehold No. | | M1ttt _H_l.\ Date: ___|interviewer:

[ o -
ne : id #: Respondent Id (#:_
6. GK -subcentre/satellite clinic..
chospital......... ... ... . ...
7. homeopath............ PR
8. kobiraj... ... it .
9. spiritual psychologist.......... '
10. free treatment centre........... e |

3. {Fill YES=1, NO=2, DON'T KNOW=3 ; or as appropriate)
a.Were you satisfied with the elfeccts of the chosen
health care resource 2... .. ... ... oo
Why (use list of service characteristics, or write
down if not in list ; fil1l From 1 1

most to leds important) 2 N
3
4 .
b.Did you have to travel to get the treatment P
If YES, how Jlong ? (fill minutes) : min
c¢.Did you have to wait at the place of care before
getting treatment 2........ ... ... ... ...
If YES, how long ? (fill minutes) ; min
d.Did the people listen to what you had to say ?
At the reception ?....... .. ... . . ... ...
During_the consultation 2..................... e

e.Were you able to understand what the healer said to
you about your complaints and the treatment you
had to take ?........ ... ..

1. Travel . ...
2. Entrance ticket...... ... ... ... .. ... ... .. ... ..
3. Consultation(s)........ .. ... .. ... ... .. ... . ... .
4. Drugs tablets| |syrup|_|injection| |ointment]| |
other e A I e
5. Surgical intervention .
6. Hospitalisation.............. e e
7. Technical procedures & tests (specify)
a. First/decided by....................... e /
COBE 2 .ttt e e . -
b. Second/decided by....... ... ... ... ... .. ..... _/
COBE 2 . e e e e e e e e e e e
c. Third/decided by.... ... ... ... . .. ... . ... .... /
COSE 2 i e ettt et et e e L -
d. Fourth/decided by....... ... ... .. ... . .. ... ... /
costt 7. ... L e e e e e e e e e e .. . . -
8. Other purposes (specify . )Y.cost?..




Household No.: | _J_li_i_1_1_Mi_I_tI_lt_{| bate:__ | __ Interviewer:

Name:

Id #: Respondent (1d #:

10.

How did you cover these expenses ? (fill howimuch has
been used)

-with cash money. . . ... .. e e

-wlth savings. ... . ... . . e

-with leoans from -relatives......................

-friends.................. Lo

~office/ewployer... ... ... ... ...

=N eY I vlE s e o e s s g e e

~with grants from office/employer or others......
-with sale/mortgage of qa3e=1,mortg=2

Spondtry/birds. oL oL

-livestock. .. ... Lo P

S o T o IR

—ornaments. . ... L. e e e e

-others (specify)

11.||Did you {or the ill person) use any other health care YES 1-->Quest
resource at the same time or after having used subseqg.HC Resg
used the first health care resource NO 2-->Q12
i2.{|a. Is the sick person still ill ? (YES=1 ; NO=2)......
If NO : f£ill date of end of episode {(dd/mm/yy)..... / /
1f YES : 1) write down the reason why health care 1is
no longer sought
2} write date of visit.......... ... ....... / /

b. # of working days lost by

- the i1l person....... ... ... ... ... . ... ...
- other HH members '
- Head HH. .. ... .. .
- Fathex. ... .. ... .
- mother (if working)........................
- others. ... ... . . ... ..

i
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Amnex 5.2, Subsequent Health Care Resource Questionnaire

1sehold No.: | { Py v vt b1\ Date: ) : Interviewer:
1
ne: Id #: Respondent Id. #:
|
1
: QUESTIONS I ANSWERS
.|| a) Repeat date of onset of illness episode.......... S
b) Health care resource #...........ccotunnnn. APRER
2.|| Used (Together=1, After=2)......... 0000 e

3.|| Were you sent to this HCare resource by the first
HCare resource (YES=1l, NO=2). et it onaeencecans

4.l Type of HCare resource (see list -of HCare resources)
If possible :Name and address or specify location of
HCare resource

5.{|Why did you choose this resource...

(use the list of criteria or write

down when not in list ; fill

from most to less important)

Ul L Do =
e v s e .

5. Decided by (see Q6 for codes)..... i iiiinnnnnnn.

—fl— ' .
].||[Why~did you NOT choose other Health care resources

{use l]StaOf constraints or write down when not in list)
"wait and See’ . ... ...

self care(persond-7famlly commun)

pharmacy.............. I

[ EL I

govt -union subcentre/sateliite. CllnlC

—thana hospital.............

5. private -allopath doctor........ ) R

—ClinicC. s et i it e T

6. GK -subcentre/satellite clinic.. T

-hospital............... PR ] -

7. homecopath............ ... .......
S P ] o 5 of -

9. spiritual psychologist..........

10. free treatment centre........... -
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ne:

Id #: Respondent. Id #:

asehold No.: | | 11 1 1 1 ti_i_yi_i_1 Dbate: | Interviewer:

(Fill YES=1, NO=2, DON'T KNOW=3) _
a.Were you satisfied with the treatment effectj of the
chosen alternative R R R P
Why (use list of service characteristics, or write
down if not in list ; £ill from 1

most to less important)

B L N

mmlﬁ_XQQ*_hghﬁi_ng_i_1£;LJ mﬁugggﬁ)... ........ e s e oy

¢.Did you have to wait at the place of care before
getting treatment 2. ... .. ...ttt e e
If YES, how long ? (fill minutesS)......uuuuurnunesss

d.Did the people llsten to what you had to say ?

During the consultation 2............o..... C eeeeea

e.Were you able to understand what the healer said to
you about your complaints and the treatment you
o= (e B o o=V L PP

f.Do you feel that you have been well treated ?.......

How much did you have to pay in taka for

L. Travel. ...ttt i i e e e e
2. Entrance ticketb.. ... .ottt
3. Consultation(8) . ittt ettt tae
4. Drugs tablets, |syrup; |injection| |ointment! !
other L
5. Surgical intervention .
6. Hospitalisation.......uum it e e inns oeee e,
7. Technical procedures & tests (specify)
a., First/decided by........ ... i, .. 7
o1 ] N A I I
b. Second/decided by......c.i it 7
o] o 1=} i
c. Third/decided by......... ... nenn.. _/
ofe ]} S P DI ..
d. Fourth/decided by................ et e 7/
COSE 2 i s e e oo a v oo et oo a s oo aa s o4t nsasonanssaana
8. Other purposes (specify : J.cost?..
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usehold No.: | | 14 V1 1 414 :I;l_l Date: Interviewer:

me:

!
Id #: Respondent Id #:

HOQ did you cover these expenses ? (fill how much has
been used)

—with cash Mmoney...... .. emaiaanresnresennss

—WIth BAVINGS . ittt ittt it

~with. loans from ~relatives......c.oeeerirensonsens

—friends..... ...ttt

—-office/employer...... ..o

-money lender........ e

-with grants from office/employer................
-with sale/mortgage of sale=1,mortg=2

—poultry/birds.. ... .. i i [ oo e

S R T2-Y-1 oo Yo S Y

2 o o T E R

2 8 317 = 14 1= 3 B = T

-others (specify)_

Did you (or the ill person) still use another health
care resource ? (YES=1l, NO=Z2) ...ttt tanneencaanns
If YES : fill questionnaire "subseguent health
care resource"”
If NO : go back to question 12 of illness
episode questionnaxre
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Annex 5.3. Houschold Baseline Survey Questionnaire

HH

Prov|trt
l_

by

et Interviewer: Respondent Id ﬁ:

1sehold No.: Religion: i Ethdic Group:

Demoaraphic data i

b] Name posB g |M |R |MojFa|Hu B Health Provider’'s

e |8 [|E D Info

# pe L lrdlid|id| U

- ) : #1 #| #1 C Hlth|Kind|Trnd|DUR
!

10.

2 .Household Expenditure

Rice (kg/day):_ (Tk./day)...
Food (Tk./day).-ceceeeervannenes :
Education(Tk./month).....eeeee.n :
Health care {Tk./month).........:
Clothing&Bedding (Tk./ __ _ )---¢
House rent (Tk./month)..........:
Gas (Tk./month)..... ceeceverenens
Electricity (Tk./monti).........%_
Water (Tk./month)........oeveenei
sanitation (Tk./month)..........:
Occupation rel. expenses {Tk/month. :
Other expenses(Tk./month) ..... -
(specify

——— ————
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Date: Interviewer: Respondent 1d #: HH No
Household No.:
3.House Ownership 4 .House Construction 5.Assets
(in no.)
owned. ....cevv-- Roof Wall Floor Fan....:
Rented......... Jhupri..... 1 1 1 TV..oaes
Squatter....... Bamboo..... 2 2 2 Radio..:_
Caretaker...... Wood....... 3 3 3 Cycle..:
Other Tin........ 4 4 4 Table..:
Mud........ 5 5 5 Bed....: o
Land Ownership: ¥/N Pucca...... 6 6 6 Watch..:
Size Unit Other...... 7 7 7 Cockpot
URBAN: -AluCu.:
-earth.:_
- RURAL: #rooms Other
6.Water 7.Latrine 8.Fuel
Cook
Source Drink Wash |Type >=5 yrs <5 yrs|Type
Tap...:...1 1 1 Con.swerage..... 1 1 GasS....euen 1
Tubewell. .2 2 2 Con.septic tank. 2 2 Kerosine.... 2
Well...... 3 3 3 Con.open area... 3 3 Firewood.... 3
Pond/river4 4 4 Pit with ring... 4 4 Cow-dung.... 4
Other..... 7 7 7 Dughole......... 5 5 Garbage/Misc
Hanging(open)... 6 6 scraps.. 5
Shared by: No fixed site... 7 7 Dried leafs/
HH.members. 1 1 Others 8 8 or coconut. 6
Comm. people. 2 2 No child........ - 9 Other 7
Shared by:
# households HH.members..... 1 1
-'sharing... Comm,. people..... 2 2

# households

sharing.......

# latrines......
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Date:

Household No.:

Interviewer:

Respondent Id #:

HH No:

ID

Name

|

IPI‘i
{Sre

|

| (d/w/m)

10.0ccupation & Income

Prim.Income
Unit {
|taka
- k#of U|/unit

Secon
Srce
$1)42

1

Sec.Inc#l

Unit|taka

| /unit
o

|
|

L

Sec.Inc#?2
IUnit

taka
/unit
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Annex 5.4. Socio-economic and Demographic Update Form :

Part I - Socio-demographic events update

1
The information structure of the demographic events is given
here-under. It will be updated for each member  of the households
under investigation : .

Type of Event Event #|Date Data #1 Data #2 Data #3

Migration-in 1 Migrated in Source Reason X

Migration-out 2 Migrated out |[PDestination Reason X

Remigration 3 remigrated Reason X X

Change of 4 Changed New status X X

relation to HH relation

Change of 5 New marital [New status X X

marital status status

Change of preg-{ ~ 6 New pregnancy|New status X X

nancy status status

Pregnancy 7 Delivered/ Cutcome Delivery Conducted

outcome Miscarriage type place by

Change of 8 Started New status X X

feeding status new food

Death 9 Died Cause of death|Place of death Attended
by
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- Part II - Economic data : individual income data and household

monthly expenditure

ID |Name 1.0ccupation & Income ”
# Pri| Prim.lnconme Secon Sec.Inc#l|Sec.Inc#2
src| Unit | Srce |Unit|taka |Unit taka

| | (d/w/m) |taka | #1]|#2 /unit /unitl|

| | | #of U|/unit | # # i

J

2.

Household Expenditure

Rice (kg/day)..
Food (Tk./day).

Education(Tk./month)............:
Health care (Tk./month)......... :
Clothing....
House rent (Tk./month)..........z

Gas (Tk./month)

Electricity (Tk./month}.........: T
Water (Tk./month).s...icueneeeant
Sanitation (Tk./month)..........:
Occupation related expenses.....:
Other expenses(Tk./month).......:

(specify

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

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

(Tk./ | SR

.................




Anncx 6 Outline for data analysis and expected outcome.

EXPLANATORY AND RESPONSE (OUTCOME) YVARIABLES TO BE INVESTIGATED

Explanatory variables (indicative) :

- of the sick subjcct and the houschold to which shefhe bdongjs )
-age, sex, marital status, houschold size, status in huuschnld, migration (demographic)
-religion, ethnic group, (cultural)
-occupation, asscls, availability of cash {ccononic)
-access to fuse of water, sanitary facilitics, house structure (proxy-cconomic)
-formal education, interaction with family and neighbours (social)
-subscription to health insurance scheme

- ol the disorder (as pereeived by subject) -
-acute or chronic
-gevere or trivial
-cause of illness
-illness outcome

- of the service
-objective geographical accessibility and type of service
-pereeived accessibility @ geographical, opening time, waiting time, type of scrvice,
feesflares charged
-patient’s satislaction @ cxpected benefits of treatment, healer-patient communtcation,
technical level of service

Response (outcome) variables (indicative) :
-tikely cffcctiveness of treatment
-modem healers (public and private, alopathic qualificd and unqualified, community-
based and referral levels)
- homeopathic
-traditional healers (fakir [spiritual], kobiraj jherbal], TI3A)
-drug scller
-self care
-no action.

COMPONENTS IN HEALTH CARE DECISION PROCESSES TO BE INVESTIGATED

To be identificd during the fisst stage of the study (cognitive study) and tested during the
longitudinal survey :
-criteria including constraints 1o choose health care amongst the health care
alternatives available to the study population
-principles for ranking of these criteria
-health care alternatives that the study population perceives as being available
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. . OUTLINES OF DATA ANALYSIS

I. Choice of - subject
(perceived) associated with variables related to - HH
HCare resource - disorder
(OUTCOME) - service (perecived)
i
1) descriptive part : 2xc or rxc tables : '

- categorics of OUTCOML : sce above and details on p.39

- categories of explanatory variables -
~binary : eg sex; acute vs chronic, scvere vs (rivial disorder
-catcporical : eg marital status; income; focation health scervice |
- analysis : frequencies

2) analytical part : 2x2 tables or rx2 tables :

- in accordance to results of 1) @ regrouping of variable categorics where appropriate into
binary variables.
-analysis : - x2 and where appropriate 2 for trend '
- multivariate analysis of variables where association
Sample sizc : based on calculation ol proportions,choice per (group of) Health Problem(s).

H. Health Care decision processes

1) descriptive part : Health care decision processes determined by
- criteria (incl constraints) to choose
- principles to prioritise criteria
- health care altematives available 1o study population
- qualitative and guantitative analysis
Sample : key informants and longitudinal survey

2) analytical part : validity testing of the relative importance ol criteria:

' - on different subsamples of 1. according to different (groups of) health problems
- quantitative analysis : cach illness episode will be scored on cach criterion relevant to
it, and the actual treatment choice(s) mide compared with the one predicted through the
key informant interviews. With the same method reasons for non-use (constraints) will

' be analysed.
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Characteristiecs

Explanatorv variables
(interrelated)

demographic
-age, sex .
-marital status,HH®size,status in HH

cultural

-religion

~ethnic group

-degree _of cultural adaptation_

of the subiect

Perceived
occurrence of
health problewms
interacts

with

of the disorder
and their

perception

of the gervice
and their
perception

(health system
factors)

economic

-occupation

-assats {livestock, income)
-availability of cash

social

-formal edycation

-jnteraction with family, neighbours,
community, etc

~innpovator

-type of disorder

-gcute or chronic

~geverity

-origin (psychoscmatic vs somatic)

-aetiological model (matural or
supernatural}

-expected benefits of treatment
tmodern versus traditional)

accessibility

-location {travel time)
-opening time, waiting time
-type {curative, preventive)
-fees,fares charged

appeal, acceptance (healer-patient
communication)

attractiveress due to technical level
of services

CHOICE OF

HEALTH

l CARE

RESOURCE

Dependent variable

Traditional healer
talim, kobiraij, TBa,
quacks, aruvvedic,etc)

Modern healer
-allopathic (phvsicians, nurses,

pmmmrr e med. auxil:aries, pharmacist,
etc)
-homeopathic

Drug seller (shop, street}

Self care
{self medication, reassurance
and support by lay advisers)

No action

Pig. . Possible determinants in the choice of health care resource in Bangladesh.
! (adapted from A Kroeger)



EXPECTED OUTCOME

1. Study population. J
categorisation of the non-slum residents by different sociocconomic and cultural indicat-

QOrs.

2. llcalth problems occurring,_ in the study population
categorisation of the health problems as they are pereeived by the study population
by socio-economic indicators of the study population

3. Provision_ol health care.
categorisation of health care resources
by type of delivered health care
by type of supplicr
by indicators of accessibility
by indicators of patient’s satislaction

4. Health care user costs

4.1. Direel_costs

—average cost per illness episode. by (ype of ilness, for different liness categories
-average cost per illness episode, by type ol illness, by cost- item, for dilferent itlness

categories
-average cost per health care resource, by type of illness, by health care resource, for

difTerent illness categories
-average cost per iliness episode, by sociu—ccunmnic variables, by type of illness
-annual user expenditure per inhabitant, per houschold
4.2, Indireel_costs
same analysis plan as lor 0.
4.3. Total user costs
same analysts plan as for 6.

5. Development of health care decision processes
using criteria, principles for their ranking, and the health care alternatives available to the
study population
by (groups of) health problems

6. Choice of health eare resource
by indicators related to the sick subject
by factors related to the houschold o which he belongs
by factors related to the disorder (as perecived by study population)
by lactors related to the service
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REVIEW OF PROPQOSAL: l

"Health care usge patterns in the catchment area of Gonosasthya
Kendra Health Care System in Savar and |Gazipur Thanas,
Bangladesh" . i

] )
Although this proposal is well-written and clearly presented, its
critical weakness is its lack of focus. As a study seeking to

© provide support to health system managers and. policy-makers it

is particularly important that its relevance to them is clear -
and demonstrated in objectives, methods and outputs.

- Originality and focus

: ‘
The study is not particularly original. There is already a wealth

-of knowledge about utilization patterns and the factors

influencing them; and there is some knowledge shout the factors
influencing patient satisfaction with treatment and some
knowledge about user costsgs. Studying health care utilization
patterns in the general way proposed is unlikely to provide the
sort of information that can be most helpful to policy makers.
I suggest that it is important to clearly identify the way in

. which the information generated will he used, in order to clarify

the type and extent of infowmation that is requived and
appreopriate data collection procedures. In other words, the
specific objectives should identify the potential policy-
relevance of the study rather than the breoad topics of
investigation'.

If, for example, the main aim of the study is Lo support the
planning activities of the GK health team then it would Dbe
possible to undertake a quicker, less expensive gqualitative study

‘to explore satisfaction and dis-satisfaction with available

services. To achieve this objecltive it is probhably not necessary

,to undertake an extensive household survey. Alternatively, the

GK health team may already have a clear idea of some critical
problems undermining satisfaction and use of the their services:
the study could then directly tavrget these problems, rather than
seeking only to confirm what managers may already know.

‘A third alternative would be to focus the study on the

differences in utilization of GK health services {(as well as.
patient satisfaction and costs) between populations covered and
not covered by insurance (assuming that not all the population

'in the thanas served by the GK health system is covered by
insurance). A study focused int his way would have considerable
.potential to be of use to policy-makers seghking to address the

financial constraints of public health systems. 1t would also
complement the existing work on community-basad insurance

undertaken primarily in Africa.

;whatevcr the specific policy focus of the study it wculd be

f

! For each of the sgpecific objectives listed on p.b I
wondcxcd why they were being addressed; the end to which the data

collected would be used.
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important to review existing experience in that'area to determine
key issues that should be explored and relevant methodological

approaches.

Given the focus on utilization decision-makiﬁg I felt that as
much emphasis should be given to qualitative data collection

- methods, which are more likely to generate infarmation about why

people use different health services (as o¢pposed to which
services they use), as the household survey. It is important to
clarify which groups would be included in focus group discussions
and which individuals would be interviewed, how many would be .
undertaken and whether they would be undertaken before, during
or after the household survey( arguments for and against each
option).

I was also unclear about the proposed case studies (p.10/12):

~what data would be collected, from whom and how; ond how it would

complement other data collection methods.

" The household survey design seems very thoroﬁgh but might cellect

more information than was necessary or usable. I was also unclear
of the basis for the sample size calculations, as 'the
explanatory variables involved in health care choice' seen as the
basis for these calculations (p.11)} were not clearly identified.
The focus appears to be on the incidence of different illness

| episodes (p.l1l2) rather than variables explaining health care
tutilization, which I understood to he the focus of the study.

However, I admit to having no gapecialist knowledge in this area.

Financial support requested

As it stands the study's budget is well justified. My main
concern is whether the expenditure proposed can be justified in
terms of the study outputs - and their relevance to policy-makers
{see above).
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Title :'Health Carae Use Patterns 1in -the Catchment Area of
Gonosasthya Kendra Health Care System in Savar and Gazipur Thanas,
Bangladesh !

|

i
Summary of Referee's Opinions. : Please see the following table to
evaluate the various aspects of the proposal by checking the
appropriate boxes, Your detailed omments are sought on a separate,
attached page,

Ranlk score

High |Medium Low
Quality of Project B ' \//
Adeguacy of Project Design o 3 u/
Suitability of Methodology ?
Feasibi]ity within time period —?
Appropriateness of budget ! ?
Potential value of field of knowledge N4

CONCLUSIONS

I support the application

a) without qualification

b) with qualification

- on technical grounds

fr—
el

- on level of financial support

I do not support the application



Eator snl Poiewer 2.

18 February, 1995

Dr. KM.A. Aziz

Acting Divisional Director

Community Health Division

International Center for Diarrheal Disease Research, Bangladesh
GPO Box 128

Dhaka-1000

Banpladesh

Dear Dr. Aziz,

I have begn through the proposal entitied "Health Care Use Patterns in the Catchment
Arca of the Gonoshasthaya Kendra Health System....." and I find it both interesting and
important. I strongly support its approval. In addition to its merit as a well designed study of &
very important and timely subject, it will be useful to Gonoshasthaya Kendra, since it provides
an independent check of the accuracy of the census and monthly surveys conducted by the GK
workers. This will strengthen the value of this data for future research. Furthermore, of course,
the study will give GK useful information on the public perception of the program.

My comments follow: .

1). It is & very larpe and ambitious design. Thought should be given to modifications which would
simplily data collection and analysis, e.g.:

- it would be much simpler 1o concentrate the study in, say, two unions. There is variation
between unions, but Savar as a whole has characteristics which are different from much of the
rest of Bangladesh and any report will have to take into account the differences betwesn the area
studicd and the rest of Bangladesh,

- tracer conditions might be selected at an early stage, and detailed data collection
confined to these cases. (You have already decided to do this in the case of pregnancy care,)

2) The focus group discussions and the in depth interviews will provide very important
information, particularly on the perception of the possibilities of cure and effective treatment.
They will be the most important basis (together with clinical and epidemiological knowledge) for
the selection of tracer conditions. ] think you will need more than two focus group sessions to

/
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obtain a representative idea of the situation in the various economic and social strata of this
society. | hope you can expand this and make it into a part of the study which could provide
independent reports at an early stage.

3) There are two references you should be sure 1o consult:

Caldwell's study of perceptions about health care in Sri Lanka,
Aldis's survey of health care utilization in Companyganj in 1976-'77.

4) The Specilic Objectives need to be tightened and related directly to the information plan to
collect and the analysis which will be done. This applies particularly to the 4th objcetive "to
determine ... the explanatory variables which contribute to health care choicc making..." _Could
you explain how you will decide which is more explanatory than another?

5) Some points taken from the discussion:

-the health insurance scheme at GK is not recently introduced; it has been therc for 20
years, which adds to the interest in detcrmining why only 30% choose to usc it. Clue: the poorer
part of the community has a much higher % participation. '

-there is more than “some" industrialization in S8avar. Industry is pervasive and rapidly -
increasing, even though agriculture still predominates. This is not a disadvantage, since this is the
picture in much of the developing world, but it has to be taken into account.

6) Finally, I am not an expert on questionnaires, but the ones included with the proposal clearly
nced more work. For example, you could use a better measure of illness severity than "missed
work", since many men work intermittently, most women don't work outside the home (but some
do) and illncss among children is an important problem to be studied.



Study Proposal '
"Health Care Use Patterns in the Catchment Area of the Gonosasthya Kendra
Health Care System in Savar and Gazipur Thanas, Bangladesh."

Reply on the External Reviewers' comments

REVIEWER 1.

1. The study is not particularly original. There is already a wealth of knowledge about
utilization and the lactors influencing it, patient satisfaction and user costs.
Although the authors agree on the fact that there is alrcady quite some literature available

. on wtilisation, they nevertheless point out that the issucs at stuke in the study proposal are by

their very nature locally bound. Health care seeking is indeed, dependent upon the local socio-
cultural belicls and perceptions of ill-health and  socio-cconomic houschold  stratification.
Additionally, it is determined by the Tocal health care provision practices and availability, and

" by accessibility and acceptance of health care alternatives. To the knowledge of the authors this

study is also one of the first relatively large-scale ones that will include "Wait-and-see attitude’
as a health carc alternative,

Moreover, while the study uses methods that have indeed been used in other studies, they
will be applied in an arca with an ongoing health insurance scheme linked (o a project which
provide what is thought to be effective service. I will indeed, as the reviewer notes at the hottom
of pl of his/her comments, ‘complement the existing work on community-based insurance
undertaken primarily in Africa’, where modern services are likely to be more functional and
culturally accepted than in Bangladesh.

Finally, the region of Savar is a rapidly changing rural arca, close to a major cily, with
an influx of small industry and other job opportunitics. 1 all these respects it is quite typicat of
the situation which will prevail in most of South Asia ten years {rom now, In this context this

~study focuses on the potential for change.

The authors recognize that these specifications have not cnough been outlined in the

section on "Justification”. Therclore, they sugpest

(1) to add after the first sentence in the paragraph on p3 starting with ‘Beginning in the early 70-
ics,.., the following :
“These thanas are a rapidly changing rural arca, close to a major city, with an
“influx of small industry and other job opportunitics. In all of these respects it is
quite typical of the sttuation which will prevail in most of South Asia ten years
or 50 from now.”
(2) and on p.4 in the paragraph starting with the sentence “The present study aims at addressing
these...of the GKHP :
“The proposed study uses methods which have been vsed in other studics on
health care utilization. Particular to this study is that these methods are applied in
an arca with an ongoing health insurance scheme linked to a project providing
what is belicved to be effective health care. In this way, it will complement the
existing work on community-based health insurance undettaken primarily in



Africa. Finally, as mentioned above the setting of the study s quite typical .of the
situation which will prevail in most of South Asia’s pc{l—urban areas in the

foresecable future.” .

| |

2. The study secks to provide support to health system managers al'ld policy-makers. Therefore,
the study's specific objectives should identily the potential policy-relevance of the study rather
than the broad topics of investigation. Additionally, the relevance should be demonstrated in
niethods and outputs. '
2.1. About the objectives :
-the general aim of the study, p.5 :
it is suggested to modify the general aim into the foliowing (additions in italic) :
“to improve health carc use and delivery through thc assessiment of bascline data on
health carc use patterns in the GK health care system’s caichment area in Savar and
Gazipur thanas. The purpose is to contribute with the available data to heaith policy
formulation, identification and implementation by the GK health care team as well as by
policy-makers and managers at the national level. The study aims at determining from a
users' perspective the utility and economic practicality of the GK health care system
which is financed by a combination of health inswrance and fees-for-service, and
subsidies.” ! |
-the specific objectives of the study : ’
the specific objectives will be modilied as follows : .
“1)  To investigate health care utilization in the study population according to the following
variables : .
_illness-related characteristics, such as perceived severily and cause of illness,
_treatment-related variables, such as likcly objective cffectiveness, and perceived quality
“of care,
-kind of health care alternative used,
-distance between user and healt care alternative,
-subscription to the GK health insurace scheme, ’,
~-demographic variables, such as age, sex, houschold size and migration pattemn,
-socio-cultural variables, such as cthnic group, religion and ,education,
_cconomic variables, such as income, expenditure, occupation and assets,
-proxy-indicators for SES, such as access to and use of water and sanitation lacilities, and

house structure., .

2) To determine how much is being spent on health care (direct and indirect user costs)
according to the same scrics of variables listed under specific objective 1).

3) To investigate perceived guality of care and reasons for use and non-use of health care

alternatives.” -
The list of explanatory variables is in Annex 6 of the propesal (Qutlines of data analysis and
expected outcome).

5 2 The recommendations listed by the reviewer as alternative rescarch questions and methods
would not respond to the research questions listed in the scetion on the significance of the study




proposal :

1) The research questions do not only relate to satisfaction or dissatisfaction with GK
services, but to all possible health care aliernatives available 1o the study population,
including the 'wait-and-sec’ attitude and home-remedics.

2) The proposed study aims at investigating health care utilization in a manner independent
from what the GK health care tcam may identify as ‘critical problems undermining
satislaction and use of their services”. The study wanis to identify and investigate those
critical problems from a representative sample of the population in the GK catchment
area, and not only for the GK health service, but for all available health care alternatives.

3) The study does focus on diffcrences in atilization of health care alternatives, patient
satislaction and costs, as between the insured and uninsured, bhut it does so in the context

ol the research questions outlined on p.3, and the specific objectives on p.4.

Consequently, both the cognitive study and the longitudinal survey arc necessary for addressing

the rescarch questions mentioned above and the study's specific objectives.

3. Cognitive study (phase [ of the study : Clarification on (1) which groups would be included
in focus group discussions and which individuals would be interviewed.(2) how many would be
undertaken_and (3) whether they would be undertaken before, during or after the household
survey

For.the clements (1) and (2), the authors refer to the reply given to the comments of Reviewer
2, under section 2. .

About clement (3), the focus group discussions will give an insight in the components of health
care choice listed on p9 of the study proposal under section 2.1, The Tast but one sentence of this
section outlines one of the purposes of collecting this information, i.c. the findings will be used
to construct non-cxhaustive lists of health care alternatives, criteria and constraints that operate
in health care choice and perceived illness. These lists will be used as puidelines during the
longitudinal survey. In order o comply with this objective, this qualitative research has
necessarily o be carried out before the longitudinal survey.

4. Casc studies : what data coliccted, from whom and how : how it would complement other data
collection methods
The authors have decided to conline the case studics (o normal and complicated delivery cases
and different delivery outcomes, because the longitudinal survey only addresses illness episodes
and not delivery cases. Questions about wilisation of services as well as costs involved in
delivery cascs, will be addressed. According to the expected number of deliveries in the study
sample, the total number of case studies will be limited to 100.
Therefore, the authors suggest to change e following scctions in the text ;
(1) the section on case studics under the chapter on ‘Choice of research strategy’ into the
following (changces in italic) :

“Finally, during the longitudinal survey, a scries 2 case studies will be conducted

on rormal and complicated delivery case and different delivery outcomes, because

the longitudinal survey only addresses illness episvdes and not delivery cases.




Questions about utilisation of services as well as costs involved in delivery cases,
will be addressed.”

(2) and the section on case-studies under the chapter 'Aspects of sampling :
"1t is suggested to conduct 100 case studies. This is because the expected mimber
of deliveries cases in the study sample is expected to be about 100."

5. The amount of information pathered through the houschold survey

it is the authors’ opinion that the amount of information pathered through the houschold survey
is appropriate (both the illness and socio-cconomic and demographic update surveys). Data are
collected on variables that are found in’the literature to be relevant for studics on health care
secking : a figure with relevant variables, adapted from A Kroeger has been added to Annex 6
(Outline of data analysis).

6. About the basis for sample size calculation /

In view of the complex nature ol the study, it is impossible to chouse one formula to calculate
the study's sample size. The formula that has been selected is based on one of the analyses that
will be conducted, namely analysis of proportions for the different explanatory variables involved
in health care choice. This is mentioned on p.ii of the study proposal.

The explanatory and outcome variables proposed to be used in the study are listed in Annex 6
of the study proposal. The ones that are used to illustrate the sample size calculation are in that
list (i.c. gender and health care provider).

Finally, the samiple size is based on the incidence of illnesses. This is because attempts will be

made to investigate explanatory variables for different (groups ol ilnesses. (sce Annex 6 under
Outline of analysis’ and ‘Expected outcome’).

REVIEWER 2.

1. The possibility of simplifying data collection and analysis

1.1 concentrating the longitudinal survey in for instance two WHORS !

The implications of such an approach are twoflold : scientilic and logistical.

- From a scientific_point of vicw, this approach represents a loss in representativeness of the
findings of the study, thus in quatity of the data. Furthermore, if this approach is to be adopted,
there ate -considering the complex nature of this study - no clearcut criteria on which (o base the

selection of these two unions out of the existing six.

- About the budpetfresources usc and lopistical implications :

the sample size of the survey would not be alfected by this cffort to concentrate the sample in
two unions. The decrcase would ouly be produced through a concentration of field staft and
investingtors, and thus reduction in transport costs, which represent only about 10% of the Lotal
budget. As a result, the implications ol such @ measure on the study budget may be expected o
be minitnal.

Conscquently, it is the authors’ opinion that the gains in terms ol resource use/logistics do not

4




outweigh the loss in representativeness of the data.

1.2. selection of tracer conditions at an early stage and detailed data collection confined to these
cases.

If the Jongitudinal survey would be confined to a sclection of illness cases, some of the study's
objectives could not be met on important issues for which the total number of illness episodes
is required, such as average number of illness episodes per inhabitant or groups of inhabitants,
average number of contacts with health carc providers, and average uscr expenditure per iliness
episode. {

On the other hand, conducting the survey only on a sclection of cases of important illnesses, thus
with the highest incidence would reduce by half the expenses related to interviewers required for
longitudinal survey and sample sclection, because the sample size (and thus the number of
interviewers required) would be brought down to half the size in the proposal. This would result

in an overall decrease of the budget of about 15-20%. '
The authors cstimate that the savings in costs do not outweigh the loss in the issucs that con be

investigated through this study.

7 Focus group discussions and in-depth_interviews |
The authors agree with the reviewer (hat more than two scssions will be needed. Additionally,
in the study proposal it is stated only that two groups of individuals (males and females) will be
sclecied. Selection criteria may he expanded to include ‘geographic location’ (eg one nearby and
one far away union) and the SE categorics as they are uscd by GK for its health insurance
scheme (the lowest category is very small and therefore not taken)(sce pp.26-27). This will bring
the total number of focus groups to 2 x 3 = 6 for males, and another 6 for [ emales.
Furtheriore, the authors suggest to retain only the technique of in-depth interviews for economic
as well as scientific reasons. |
Therefore, the authors suggest to delete the text in the proposal in the Chapter on ‘Apects of
sampling’, section 3.1. ‘Copgnitively-oriented study’, and to replace it with the following text (p.11)
' |

“The informants will be selected by the anthiropologists of the investigation team

on the basis of their communicatioin ckills and assunied kpowledge relevant to

this study. Separate scrics a key-informant intervices will be organised with males

and females. The informants will be selected from one nearby and and one far

away union, and according 1o the SE categories that are used by GK for its health

insurance scheme {the lowest catcgory is very small and therefore not taken)(see

pp.26-27). This will bring the number of focus groups on 6 for males, and a same

number for females. It is proposed not to take more than 8 participants in each

focus group.” :
With this expansion of the key-informant interviews, the authors consider that this part of the
study will provide independent reports at an & rly stage of the study, as is mentioned by the
reviewer. The authors therefore suggest o add the following sentence in the chapter on 'Choice
of rescarch strategy’, section 2.1) after the last but one sentence of this scction (p9) :

“ Additionally, this cognitive study will provide independent reports on several aspects of

| .
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health care secking at an early stage of the study.”.

4. The specific objectives need to be tightened and related direcl]ly 1o ihe information that is

planned to be collected and to the analysis which_wil be done.
Please, sce for this the comments on Reviewer 1, section 2 for the reformulation of the

objectives.

5. Points _taken from the discussion : I
- it has been noted in the Chapter Justification’, Sth paragraph that GK has introduced a health
insurance scheme since 1972. About the much higher participation of the poor to the scheme, the
authors suggest to add the following sentence in the same paragraph after the second sentence
of it : ' |
"There is a much higher participation to the scheme by the poorer part of the
population.” :
-there is more than some industrialisation in Savar. It is suggested to delete the last sentence in
the first paragraph on p9 under the heading ‘Choice of study’ population’, and 10 replace it with
the following scntence : .
»As mentioned above, industry is rapidly increasing, although agriculture still
predominates.” j

6. About the questionnaires :

There are better measures of illness severity than "missed work" since many men work
intermittently and nmost women don't work owtside the home, and iliness among children is an
important problem to be studied. ‘

“The measure of ‘illness severity’ used in the study is whether the illness is perceived as being
'severe’ by the respondent. This is reflected on p33 in question 2 of the illness and first health
care resource guestionnaire. ; :

Furthermore, other measures will be used, such as whether the illness has been cured or not, and
the illncss duration as a combined measure of chronicity and severity.

_It is not the intention of the authors to usce “Missed work” as a measure of illness severity. The
first purpose of including this variable is to calculate indireet health care user costs in terms of
rworking time lost'. From the during the longitudinal survey ongoing data collection on income,
the authors will be able to estimate the monctary value of this ‘working time lost’

Do T Deswd .




