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HEALTH CARE USE PATTERNS OF NON-SLUM RESIDENTS
IN DHAKA-CITY, BANGLADESH

Abstract

Health care seeking behaviour is known to be complex and multifactorial. There are thus far few
studies which approach this issue in a comprehensive way for urban settings in Bangladesh. An
investigation on health care use patterns of the slum population in Dhaka-City has already been
initiated by some of the authors of this study proposal. The present study is proposed to be
community-based and to combine quantitative and qualitative research techniques. In Dhaka-City
a variety of health care alternatives are available, such as modern private and public care,
traditional care, and self-care. Currently, the issue of sharing health care costs has become a high
priority issue in the health policy debate. Therefore, special attention will be paid in this study
to investigate health care user costs.

The aim of the study is to contribute to a more appropriate urban health policy by providing
policy-makers with findings on health care use of the non-slum population of Dhaka-City.

The specific objectives are firstly, to identify and study the components of health care decision
making processes, i.e. health care alternatives available to the study population, and the criteria
and constraints that operate in choices made among these aliernatives, secondly, to study direct
and indirect health care user costs, thirdly, to determine and investigate indicators of patient’s
satisfaction, and finally, to invegtigate explanatory variables that contribute to health care choice
making,.

Expected outcomes of the study are to contribute to a better understanding of health care seeking
in the non-slum population of Dhaka-City, and to provide an insight in health care expenditure
by the study population. With this, it is expected that policy-makers may adjust where required
existing health care strategies.

Research methods

The proposed study consists of three consecutive phases.

The first phase will generate descriptive data on the components of health care decision making
through interviews with about 30 individuals of the study population.

During the second phase - a 6-months longitudinal survey in 1,050 households (or about 5 75
individuals) -, data will be collected on all new illness episodes through fortnightly visits.
Slmu]taneously, selected socio-economic and demographic variables will be followed up on a
monthly basis. A stratified 2-stage sampling technique will be used for the selection of the
sample,

The third phase of the study will consist of a series of about 200 case studies on specific illness
and health care seeking experiences reported during the longitudinal survey.

Considering the nature of the study, a mixed team of junior and senior public health physicians
and anthropologists will be in charge of the study.



-t

£

y

9. AIMS AND OBJECTIVES

A. GENERAL AIM

to improve health care delivery through the assessment of baseline data on the use -
of health care, helpful for an appropriate health policy formulation, identification
and implementation.

B. SPECIFIC OBJECTIVES

1) to identify the components of decision making processes in health care in the
study popuiation : these are (a) the health care altematives that the study
population perceives to be available, (b) the criteria considered in choices among
these alternatives and operating constraints, (c) the individuals intervening as
decision-makers.

2} to determine and investigate indicators of patient’s satisfaction.
3)  to determine and investigate direct and indirect health care user costs.

4)  to determine the explanatory variables that contribute to health care choice
making, and investigate their relative importance with emphasis on their economic
significance. :

C. SIGNIFICANCE

Bangladesh has one of the Jowest per capita incomes of the world. More than half the
population lives below the poverty line and literacy rates are low. General health indicators
demonstrate the poor health and nutrition status of its population : morbidity and mortality are
high, life expectancy low and economic performance poor. The World Bank' points. further out
that three-quarters of the population (mainly women and children) 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-economic well-being of broad sections of the population and on
the availability of appropriate health care.

Research on use and provision pattérns of health care has become one of the cornerstones
of ICDDR,B’s scientific agenda. This may be illustrated by the following statement from the
section on ‘Health Services and Policy Research’ of the new Strategic Plan of ICDDR B, entitled
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"To The Year 20007 :

“The application of health ... technology ... is not straightforward, and ICDDR,B

has been in the forefront of developing the methodology for investigating this

-issue through the utilisation of health services and policy research...

and further in the same section : :

'No major increases in resources or dramatic breakthroughs in technology are foreseen in
the near future. Therefore, improvements in community health status will be possible
mainly through increased utilisation and effectiveness of existing infrastructure and
manpower,...'

In Dhaka, the capital of Bangladesh, a wide range of health care resources are available.
They range from modern to traditional, from public to private services, from formal to informal
care, and from hetero-treatment to self-care.

An Urban PHC Project has been set up and sponsored by the Ministry of Health and

Family Welfare in the 4 main cities of Bangladesh (Dhaka, Chittagong, Khulna, Rajshahi). These
cities will gradually be covered with a "ward-based PHC system”. Implementing and funding
agencies of the project include the Directorate General Health Services of the Ministry, the Dhaka
Urban Community Health Project (including the Aga Khan Community Health Project, and
UNICEF-Dhaka. The first phase of the project has started beginning 1994,
The overall operational goal of the project is to strengthen the collaboration between NGOs, the
Private Sector, the City Corporations and the Ministry to meet the mid-decade goals set by the
government. Both health care users and providers are encouraged to establish ward-wise forums
where they can exchange ideas. For the providers, this is the Consortium of Health Care
Providers, and, for the users the Citizens Group led by the Ward Commissioner. Finally, a
dialogue s initiated between the citizens group and the consortium to identify the problems that
both users and providers face towards establishing health care that better meets the health needs
of the population. The project has started in 15 out of the about 90 wards in Dhaka-City.

The underlying concept in this project is that people should take up more responsibility
for their own life, including ill-health and the ways in which the latter can be obtained or
preserved. User expenditure for health care is closely related to a vartety of factors relating to
the sick person and his/her family, to the characteristics of the illness as perceived by them, and
of the health care resources that are available to the population. These health care user costs are
in short related to the overall health care seeking pattern of the study population.

The managers of the project mentioned above are interested in havin g data on this issue with the
aim to feed the findings into the dialogue process that is taking place between the users and the
providers of health care. This process will ultimately serve as a model for replication in other

parts of Dhaka-City, as well as in the other cities.

Health care seeking behaviour of the slum population of Dhaka-City has been investigated
in a comprehensive longitudinal community-based study, conducted in 1993 by some of the
authors of this study proposal® The purpose of the present study is to investigate the same
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research issues but now in the non-slum population of Dhaka-City, living in the 15 wards where
the Urban PHC project operates.

When considering the urban population as a whole, the present study on the non-slum
population of Dhaka-City may be considered as an indispensable complement to the study
conducted on its slum population. Indeed, issues such as cross-subsidisation, the specific role of
public health services, the influence of newer life styles on health care seeking behaviour, can
only be fully understood and relevant policy recommendations made, if health care seeking of
all sections of the urban population are studied.

Finally, the combined results of both the studies on health care use in Dhaka-City may
be relevant for other megacities in the Indian subcontinent, and more generally in the world, with
similar socio-economic andfor cultural characteristics.

10. ETHICAL IMPLICATIONS

This study proposa! will be submitted to the Ethical Review Commission of ICDDR,B
for approval. Furthermore consent will be sought from the head of the household after a brief
explanation of the purpose of the study by the interviewer at her/his first passage. Afterwards,
consent will be sought .from each interviewee to participate in the study and in the case of the
children, from the head of the household. Dsta gathered from the households under investi gation
will be kept confidential (see Annex 1, consent form and procedure for maintaining
confidentiality). .

No invasive techniques or interventions will be used in the study. In cases of serious

illness episodes referrals will be made by a physician on request for appropriate facilities of the
patient’s choice.



11. BACKGROUND INFORMATION, RESEARCH PLAN

A. BACKGROUND INFORMATION

1. Conceptual basis of the study.

There exists a conceptual framework for the type of studies as the one proposed here.

Understanding the needs of a given community is based on an insight in people's
suffering. It is a dynamic concept in place and time taking a holistic view on human needs in all
possible development domains : education, housing, agriculture, health care, sociocultural,
economic and political development.

The level of relief of these needs is locally bound and depends 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 facilities in the different development domains.
In the field, needs are only partially covered by peoplé’s expressed demand for relief : this is the
so-called rational demand (the rest of this demand being irrational). In practice, action for relief,
as eg health care, usually covers also only partly the 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 technically defined needs. All detmnand
thus becomes then rational.

The proposed study limits its scope to the interaction between the expressed demand of
people 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 health care.

2. Research methods for the purpose of the study.

In the literature a variety 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 to their methodological features:

- 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 are considered and what relevant constrainis operate. It uses mainly qualitative
research techniques based on interviews of a small group of informants.*® The degree of validity
of these components of decision processes may then subsequently be tested.

- a correlational or statistical approach where one investigates how explanatory variables
contribute in the choice of health care. These variables can be classified into three groups
according to the characteristics (1) of the demander of health care and of the household to which
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he belongs, (2) of the disorders as perceived by the sick person and hisfher environment, and (3)
factors referring to the health care system(s).’

Both strategies should be utilised together because their findings are complementary and
both have specific methodological limitations.® Furthermore, no single aPproach can illuminate
the Wlde range of issues of potential relevance for understanding health seeking behaviour.

3. Background information on the subject for Bangladesh.

In spite of a considerable number of studies on health care use in rural Bangladesh, the
urban populations have received less attention. Furthermore, there are relatively few community-
based studies on aspects of the demand for health care in Dhaka or other urban areas in
Bangladesh. ‘

Overall major determinants in the decision process for health care 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 influence of gender on mortality in
children’s age groups.® Nop-utilisation of health care resources however has been shown to be

influenced by factors such as payment of a fee, timing of services and behaviour of the healer.

Rahman et al considered health care resource specific use rates for the urban population

broken down by some indicators of the users and by type of illness. They pointed that about one
fifth of the sick people did not have any treatment.” The literature further reveals the importance
of the private motlern health care sector and of traditional healers, and the extensive use of large
hospitals,'*!!
Two-thirds of urban pregnant women seek antenatal care, 30% of them after the fifth month of
pregnancy. About 60% of them have four or more check-up visits. About two-thirds of urban
women (and less than 25% of rural women) with pregnancy related complications visit
government health centres or non-government clinics. But one out of ten of these women visits
homeopaths, and a same proportion spiritual healers. Half of the deliveries occur at the own
house of the woman, and only one fourth at a clinic. Birth attendants are TBA’'s or ordinary dais
for 40% of the deliveries, MBBS doctors for about one third, and relations or neighbours for
about one fourth of the deliveries.® These data apply to the whole of the urban female population
and are thus not specific for the non-slum population.

In an interesting paper of F Nessa, § Rahman, and § Banu'? the importance of the “wait-
and-see” attitude and “self;care” were highlighted as initial steps related to treatment of diseases
in rural Bangladesh. Addltionally, there might be a sequence of steps taken from the wait-and-see
attitude to self-care and to doctor/hospital care. When the latter in turn does not help, an equal
choice for the three mentioped options is observed. In the case of self care, the type of treatment
seemed to be specific for ghe type of disease.

An important stu@y for rural and urban settings on health expenditure and finance



<

patterns, health status and health care use issues at the household level is the Bangladesh Health
Finance and Expenditure Study” of 1988. Many economic variables in health care were
considered in this study, such as user treatment and travel costs and indirect costs due to loss of
income, the structure of average direct costs, break-downs of the latter for different types of
health care provision, and aspects of the relation between health care costs and overall household
expenditure. Additionally, use rates were explored, including reasons for use and non-use for
different types of health care (such as curative (current sicknesses and one month prior to death),
preventive care, family planning, delivery practices) and health care providers.

One interesting economic finding was the much lower overall average user health care costs in
rural compared to urban areas, reflecting the epidemiologic transition in the latter. Some other
salient findings of this extensive study for the rural areas were the positive association between
expenditure on health and household expenditure, the use of relatives/neighbours and ordinary
daj for delivery in more than 80% of delivery cases, use of qualified allopath doctors in about
35% of current sicknesses:compared to less than 1% use of self-care, and a per capita annual
medical expenditure of US$ 3.30. This last figure is for instance more than double of what is
spent on public health care facilities which stands at about US$ 1.50 per capita per year.
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B. RESEARCH PLAN

I. Choice of study population

The study population is composed of the non-sium residents in the 15 wards in Dhaka-
City considered by the Urban Ward-based PHC Project. They are concentrated in the south and
south-eastern part of the City. Please see Annex 2 for a map of Dhaka-City and location of the
study area.

*  Although access to basic supplics such as water, gas, sanitation and electricity may be
similar, other socio-economic indicators, such as income and education levels may be different
among the study population. The non-slum population of Dhaka-City further comprises a variety
of occupational and professional groups, and of social and cultural organisations,

2. Choice of research strategy

As pointed out above, there are many research methods to explore the complexity of
health-seeking in a community, no one of which is clearly superior.

Therefore the study strategy will be built up with the following elements, which also
sepresent the consecutive phases of the study :

"/2.1. Locus_group discussions and in-depth interviews of a limited number of respondents will
generate descriptive data on the components of health care decision processes and disease
classification. This cognitively-oriented study will address questions on : '

(1) the components of health care decision making : |
(a) the major heqlth care alternatives that the study population perceives to be available,
(b) the criteria cansidered in choices amon g these alternatives and operating constraints,
(c) the role of hqﬁuseho]d and community members as decision-makers.
Data on those compone-;its will be collected on a number of recent illness episodes from an
opportunistic sample of households. In households where recent cases of illness are found, in-
~depth second and, if negessary third open-ended interviewing will be pursued, to get very full
information concerning details of decision-making, The exploration will attempt to get from the
informant a narrative of the health care-seeking process.
(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 used in the
longitudinal survey) a 115; of ‘tracer conditions' will be constructed requiring a sound knowledge
of the local disease patte;.}n and of symptoms descriptions. _
Patterns of symptoms, pprticularly synonyms and descriptive phrases will be explored.

With the findings of the cognitive study, non-exhaustive lists will be constructed on health
care alternatives, criteria and constraints and possible decision-makers in health skekin g, and on
perceived illness. These lists will be used by the interviewers during the longitudinal survey.
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jt is expected that this part of the investigation will take one to two months.

2.2.  Subsequently, a prospective longitudinal survey will be conducted comprising two
concurrent surveillance systems : ‘

(1) a surveillance system on all occurring illness episodes in the households under investigation.
Data will be collected on all health care resources used during each illness episode, including for
each health care resource used criteria for use and constraints in health care choice, indicators
for patient satisfaction and direct and indirect user costs. ' .

(2) a surveillance of the households under investigation for selected socio-economic and
demographic variables. 1t will be preceded by a more extensive baseline survey.

This design has been chosen to test the dynamics of health seeking behaviour (i.e. testing
the relative importance of the criteria (including constraints) and of different ‘decision makers’
in health care decision processes as developed in the first stage of the investigation.

Secondly, this design is appropriate to investigate healer shopping’, more specifically sequential
healer use, and to follow up the influence on health care choice of crisis situations (economic and
social) occurring in the household.

It also allows concurrent collection of data on a series of explanatory variables which may co-
vary with specific health care. Specific questionnaires will be used in each of the two surveillance
gystems.

The proposed duration of the longitudinal survey is six months and covers parts of the
major seasons because some household and illness characteristics tend to vary by time of the year
(eg irregular household income and availability of cash, major expenses for clothing etc in the
period before important religious events, changes in household composition, seasonal variation
in the incidence of illnesses).

Interviews will be conducted on a fortnightly basis for all illness episodes and on a
monthly basis for the seleeted demographic and socio-economic variables, Specific questionnaires
for each of the surveillance systems will be addressed.

2.3.  The final phase of the study will comprise a series of case studies. They will address
cases with particular illness andfor health care seeking behaviour experiences. The cases will be
selected according to the findings of the longitudinal survey (the data of the survey will be
analyzed simultaneously with the progress of the survey). About half of the case studies will be
reserved to develop and {est a decision-making model for 3 to 4 specific illness categories (2
childhood illnesses such as diarrhoea and acute respiratory diseases, and 1 to 2 adult illnesses),
that have been found to be the most frequent ones. The other half of the case studies will
concentrate on a number of areas of special interest for the study. These areas are delivery
practices (particularly dysiocias), hospitalisation cases and chronic illness cases.

Considering the nafure of the study a steam of public physicians and anthropologists will
be in charge of the study,
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3. Aspects of sampling

3.1. Cognitively-oriented study

Two groups (females and males) will be(”m each comprised of about 15
informants from the study population. They will be selected by the anthropologists of the
investigation team on the basis of their communication skiils and assumed knowledge relevant
to the subject of this study. They will be selected from the three thanas where the study
population is located. This study will include collection of data on the components of decision-
making on 25 to 30 illness episodes from an opportunistic sample of households.

3.2. Longitudinal survey

3.2.1. Sampling methods and procedure

The non-slum population of the 15 wards of Dhaka-City identified for this study has been
recorded by the Dhaka Urban Comuunity Health Project. The total number of recorded people
is about 619,012, out of which there are 545,847 non-slum residents. These population data have
been collected ward-wise : the data on the non-slum population comes from the national
Population Census of 1991. The 15 wards have been mapped with location of roads, religious
and social centres, health care facilities and slum areas. The mappers also determined areas of
different population density of the non-slum poputation.

Although the study population is clustered in one area of the City, the presence of
different types of health care resources is far from being homogeneous. As use of health care is
known to be substantially influenced by geographic accessibility, we propose to use a stratified
2-stage sampling technique with the “wards” as strata, “blocks” of comprising 80 to 120
households as primary sampling unit and “household” as secondary stage unit. Please see Annex
3.1. for further details.

3.2.2. Sample size calcylation

1) The unit of analysis for this part of the study is ‘illness episode’. The formula for
determining the required sample size is related to one of the analysis methods that will be used,
namely statistical analysis of proportions for the different explanatory variables involved in health
care choice. )

Assuming
- proportions of for instance 0.4 (pl) and 0.6 (p2) (eg difference in proportions of males (p1)
and females (p2) using modern health care versus traditional health care statistically significant
when greater than 20%)
- and P=(pi+p2)/2,
- a power of 90%,
- a confidence level of 95%,
then the sample size is, applying the formula
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n = 2P(1-P)x10.5/(p1-p2)* =2 x 0.5 x 0.5 x 10.5/0.2* = 131.25 in each group.
Allowing for 20% non-responders and drop-out in each group (eg. about 3 to 5% of the
households migrate out, they will not be replaced), the total in each group becomes [131.25 +
(131.25x0.2)] =117.5, or in total 117.5x2=315 cases ior each health problem under investigation.
In order to determine the number of individuals to be followed, we have calculated in the
table of Annex 3.2 the estimated illness episode incidences for different numbers of populations
for common and less common illnesses within a period of 6 months, the proposed duration of
the longitudinal survey.
A particular group of health problems are the pregnancy-related illnesses. The minimum required
number of pregnant women to be followed up for getting 315 illness episodes, namely 525, has
been calculated separately in the same Annex 3.2. _
The figures in this Annex indicate that the minimum sample of individuals for the survey is
5,000 individuals or 909 households, assuming an average of 5.5 individuals per household.
According to the minimum number of 525 pregnant women to be followed up, 525 households
will have to comprise a pregnant women. For operational reasons of sampling, we propose a total
sample size of 1,050 households or 5,775 individuals, out of which, 525 households will
purposively comprise a pregnant woman.

2) The minimum number of households to be screened in order to detect the 525 pregnant
women mentioned above, has been calculated in Annex 3.2. This minimum number is 12,353
households.

3.3. Case studies

It is suggested to conduct a total of about 200 case studies. This is because of budgetary
limitations and to avoid to ‘stretch out’ in time the data collection process’ with loss of recall.
About 100 cases will be used to develop decision-making models for selected illness categories
as mentioned on p.10 in the section on the case studies. The other 100 cases will be subdivided
over the areas of special interest as outlined on p.10 in the section on case studies.
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4. Methods of data collection

4.1. Cognitive study

The interviews with the informants will involve a range of methods and techniques such
as the posing of hypothetical situations, 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 communities. The interviews will gather information on
decision making processes and the constraints people face in actual health seeking situations as
well as concepts of ideal behaviour and disease taxonomy. Free listing and pile sorting of
ilinesses will be used in an exploratory manner to get data on groupings and causes of illnesses,
perceived illness severity, and expected treatments, including home remedies. Interviews will be
conducted with individuals and groups. Please see Annex 4 for the guidelines for these
interviews,

[

4.2. Longitudinal survey

4.2.1. Special forms will be used for the screening phase of the study. Please see Annex 5.1.
for the Screening Forms.

4.2.2. The questionnaires that will be addressed for both the illness episodes and the socio-
economic and demographic update will contain pre-coded and open-ended questions.™

(N For the illness episode surveillance, two questionnaires will be used : the first one in an
illness episode will address illness characteristics and data on use of the first health care resource
during the episode. The second one will contains questions on the use of any subséquent use of
health care resources. It will address the same questions on health care use as those contained
in the first questionnaire. ‘Tracer conditions” will be used for detecting the complaints of the
respondents. Please, sée Annex 5.2. for an outline of gquestionnaire 1, and Annex 5.3. for
questionnaire 2. g ‘

Interviews on auy new occurring illness episode will be taken every two weeks during
six months from every household member who is (has been) ill. For illness episodes of children
proxy-reporting by a close family member will be used. Each illness episode will be updated
until its resolution (death or recovery) during every subsequent visit to the household and
information will be collected on subsequent/synchronic use of any health care resource.

Re-visits will be necessary because of the difficulty of finding respondents at home during
day time hours, or when the patient is hospitalised. In the latter case interviews will be conducted
when the patient is back home. An interview with questionnaire is expected to take about 30
minutes.

For all these reasons 10 interviews with questionnaire have been planned per day.

(2) The baseline sacio-economic and demographic survey as well as the monthly update of
the selected socio-economic and demographic variables will be conducted with the help of
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special forms. Please see Annex 5.4. for an outline of the Baseline Survey form, and Annex 5.5.
of the Socio-economic and demographic update form.

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

43. In-depth interviews specific to the case studies technique will be carried out. Guidelines
will be elaborated relating to each area of interest for the case studies. A number of the
interviewers who will have working well in the longitudinal survey will be requested to stay on
for conducting the case studies. They will be especially trained for the purpose of this phase of
the study.

5. Sources of bias

There may be a selection bias in taking purposively households with pregnant women into
the sample of this study. Variables such as socio-economic status, women's age, household size
and marital status may indeed be different between the subsample of households with pregnant
women and the one without pregnant women, Data on these variables will be tested after the
screening phase (for SES a proxy variable will be taken, namely type of housing’). If significant
differences arise, then the total study sample will be randomly selected. In that case it is expected
to have in the sample only 10% households with a pregnant woman. As a result it will be
impossible to investigate thoroughly the health problem group of ‘pregnancy related
complications'.

An mapproprlatc, recall period may have considerable respondent bias. The reasons for
the choice of two weeks as recall period are :

- a shorter rt:_call period (and thus a more frequent submission to questions about the
actions interviewees take for illness episodes) could induce compliance of the
interviewees, and even a real change in their health care seeking behaviour ;

- with a longpr recall period, problems may arise of selection of only the more severe
episodes ‘and more generally of recall by the interviewee of the illness events
about the occurred illness episodes.

Bridges-Webb'® points put that a two-week recall for illness reporting has mostly been adopted
as ‘a compromise between obtaining enough .information about current illnesses and loss of
accuracy due to the vag“‘mes of memory'.

A potential bms may be induced by both interviewers and respondents in over
emphasizing the more severe illness episodes and thus decreasing the quality and quantity of the
data gathered for the trivial illness episodes. In the literature there are different views about
the validity of health interviews. '®" However, the use of a list of ‘tracer conditions’ in the
questionnaire ‘has beeq shown the most sensitive instrument for measuring perception of ill
health®®, especially of mmor and chronic conditions.
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A similar type of interviewer bias may arise when taking medically trained people (either
in modern or traditional practices) as interviewers. Non-medical women will be selected as
interviewers as women are considered the caretakers in the households and therefore better
accepted in the slums as interviewers. On the other hand, it may be expected that female
interviewer face problems to collect accurate data on economic variables of the household, such
as income and expenditure patterns. Due attention will therefore be given to this during the
training of the interviewers.

Proxy-reporting may introduce a potential respondent bias. Most authors agree,
nonetheless, that this technique - particularly when parents report for children - is appropriate for
investigation on individual's problem, especially where group management of illness cases
prevails in the community.?

Selective reporting related to the gender, especially of children, has been observed.”
Therefore, special attention will be given to the reporting of illness episodes of the female
members of the households.

Ay

6. Arrangements for data handling and analysis

Data from the interviews with the informants will be used qualitatively for the
identification of the components of health care decision processes and the list of tracer conditions.

Fox-Pro software 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 of the data on the co-variables
monitored during the Iongltudmal survey. Data will be analyzed at illness episode level,
individual household member level, and at household level.
Data related to the testing of the criteria and constraints in health care decision processes will be
analysed quantitatively ysing the analytical method suggested by JC Young (see also Annex 6

: outline of data dlldl}’SIb and expected outcome)

The case studies will be entered into the computer and analysed qualitatively according
to the areas specific to the interest of this part of the study.

15
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14. ITEMIZED SPECIFIC TASKS FOR EACH LISTED INVESTIGATOR

"

As mentioned earlier, the research team is compmed of anthropo]oglsts and pubhc health
physicians. The teams mclude

Principal investigators : M DESMET, M SIDDIQI
-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, mterpretahon of ﬂndmgs and reportmg
~writing up of fma] repott :

Co-investigator : dnthropologlqt F JAHAN
-finalize and translate outline for key informant interviews
-training of interviewers (mainly communication skills}
-participate in key informant interviews, ana}yze 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 : puh]lc health physicians : | BASHIR, N HAQUE
-finalize and tranqldte questionnaires
-training of interviewers (mainly communication skills)
-quality control of their work in the field
-code questionnairgs longitudinal survey -
-participate in integptetation of analysis findings and reporting
-ensure appropriate patient referral when requested by interviewee. .

18




Research Officer : N SOHEL
-training of interviewers (mainly socio-economic aspects of questiofnaires)
~quality control of the interviewers” work in the field '
-quality control of data entry process
~follow-up of the computer programmatic aspects of field data collection
-participate in interpretation of analysis findings and reporting
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15. BUDGET

Introduction

- T

For the purposes of this study, it is suggested to establish a consortium of three funding
sources, namely the Dhaka Urban Community Health Project, the Belgian Administration of
Development Cooperation, and third donors, amongst whom the Interational Development
Research Centre of Canada..

& i1 proposed | Proposed
’ tobe | to be
Totat |Proposed to be covered .| covered covered
budget by 3rd party by BADC by AKCHP
managed by !managed by
ICDDRE | AKCHP
SALARIES !
Pr Investigators (20%)
-M Desmet *
-M siddiqi *
-A Bhuiya *
Co-Investigators
-N schel (full-time) usp 500 x 24 12,000 12,000
-1 Bashir(full-time) ush 800 x 24 19,200 19,200
-N Haque Chalf-time) usph 300" x 24 7,200 6,000 1,200
-Fatima Jahan (full)’ usb 200 x 24 4,800 4,800 ;
Mapper Ush 150 x 2 x 2 600 600
Field Supervisor
-screening usp 300 x 2 600 600
-longitudinal survey ush 300 x ¢ Z,700 2,700
interviewers ]
-screening ! ush 200 x 2 x 10 4,000 4,000
-longigudinal survey usp 200 x 9 x 10 18,000 18,000
-case studies UsD 200 x 5 x 4 4,000 4,000
Data Entry Techn
-sampling usp 200 x 3 x 2 1,200 1,200
-longitudinal survey ush 200 x 19 x 2 4,000 2,000 2,000
Data Mgt Asst
-sampling - ush 300 x 3 Q00 00
-longitudinal survey usb 300 x 10 3,000 1,500 1,500
Secretary
-total duration study usD 300 x 24 7,200 ’ 7,200
Accountant (15%) -
-total duration study usp 100 x 24 2,400 2,400
) [l
]

21




TRANSPORT ! i E Lo
Interviewers H { : ¢ 1
-sereening 1 uysp SO x2x 10 1,000 ! 1,000 | 1
- longitudinal survey uUsp 50 x ¢ x 10 4,500 1 4,500 | i
-case studies UsD 50 x 5 x 4 1,000 ! 1,000 | i
Field supervisor :
-screening UsD 50 x 2 100 1 100 :
-1ongitudinal survey Usb S0 x 9 450 | 450 |
Co- investigators ! d
-total duration study UsD 50 x 24 x 4 4,800 2,400 2,400 :
Princ investigators
-total duration study Uso 50 x 24 x 2 2,400 1,200 1,200
OFFICE SUPFLIES :
Questionnaires booush .0625x(25200+7350) 2,034 2,034
smalt office supplies | USD 3500 3,500 1,500 3 1,000 1,000 E
I .
CAPITAL EQUIPMENT : '
Tape recorders usp 70 x 4 280 280
Hardware
-computer 486+printer usb 4000 I 4,000 4,000
-notebock [BM-compa usb 3750 ! 3,750 . 3,750
TOTALS 19,614 11,034 53,030 ! !
i |
OVERHEAD (12%)** 7,688 1,324 | 6,364 E E
. ‘. 1
GRAND TOTALS 127,302 71,752 38,350 | 17,200 E

*covered by respective organisations
**only on fhird party contribution

22




16. JUSTIFICATION OF BUDGET

1. Requirements in personnel

The principal investigators will put 20% of their time-load into the study. The input of
the other investigators required for the study is estimated at 100% for three of them, and at 50%

for the fourth one. .
It is suggested to recruit one secretary for the total duration of the study.

1.1. Sampling procedure

) Mappers will map in the field in each ward the estimated number of blocks, totaling
1,000 blocks. It is estimated that one mapper can map 10 blocks a day. This means 1,000/10 =
100 mapper-working days or 10024 = 4 mapper-working months. The required number of
mappers is thus 2 during 2 months, ‘

2) During the screenipg phase, 12,353 households or 124 blocks' have to-be screened.
Assuming that about 50 households or half a block can be screened a day, this gives 124/0.50
= 248 working days. It is proposed to recruit 10 interviewers for the longitudinal survey (please
see under 7.1.3.}, who will also be conducting the screening. So the screening phase will take 25
working days, or about 1.5 working months. ‘

A training specific for the screening purposes will be provided, and the screening forms will be
field tested. Training and field test are expected to take 0.5 month.

The data entry process for the sampling procedure will be'supervised. by a data
management assistant. :

1.2. Cognitive study

The cognitive study will be conducted by the anthropologist in the investigator team. It
is expected that the cognitive study will take 2 months. It will be conducted simultaneously with
the sampling procedure. ' '

1.3. Longitudinal survey

As mentioned above, the duration of the longitudinal study is proposed to be 6 months,
excluding one month of baseline survey. Training of the interviewers in the use of the
questionnaires may take 4 weeks. Field testing of the latter may involve another 2 weeks.

It is assumed that there is one new illness to be recorded per household under
investigation and per fortnightly visit. This means a month 2 x 1,050 = 2,100 new illnesses to
be followed up. As said earlier, it is expected that one interviewer may be able to conduct 10
interviews a day. This meaps 2,100/10 = 210 person-working days per month, or 210/24 days =
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10 interviewers to be recruited. .
Using the same assumptions, the 10 interviewers are able to conduct the baseline survey in 2 to

3 weeks time. . ‘
The supervision in the field of those 10 interviewers will be ensured by one Field Supervisor and

by the Junior Investigators.

Selection and training_of interviewers and field supervisors

As mentioned above, young women will be selected. The tequired educational level is
BSc Bachelor in Science or BA Bachelor of Art, with two 1o three years of field expetience in
interviewing.
As said earlier, a 4-week training course is proposed in the use of the questionnaires, in
communication skills and qualitative interviewing techniques.

e

1.4. Case studies -

The total proposed number of case studies is 200. It is estimated that one interviewer can
conduct and transcribe about 13 case studies interviews a month. This means 200/13 = 15
interviewer-months. It is proposed to complete the case studies into 3 months time. So, 15/3 =
4 interviewers will be selected for this purpose out of the 10 who will have collaborated with the
longitudinal survey.

A 2-weeks training course is proposed to introduce the interviewers into the specific methodology
for conducting case studies. The interviewers will further need about 4 weeks to prepare the
guidelines for each of the areas of interest of the case studies.

The conduct of these case studies will be supervised by the Junior Investigators.

1.5. Data entry and analysis, report writing

1) The secretary that will be recruited for the total duration of the study will be in charge
of typing into the computer the findings of the cognitive study.

2) Two data entry technicians will be required to enter the data of both the socio-
economic/demographic and the illness surveillance systems of the longitudinal survey. One will
be in charge of entering the data of the socio-economic/demographic surveillance, the other one
of the iliness surveillance. They will also be responsible of the sorting process of all the
questionnaires. The total duration of the data entry process is expected to be 10 months, starting
from the month of the baseline survey.

The data management ;_é;ssistant mentioned under 7.1.1. will supervise the data entry process.

3) The translation work for the case studies will be contracted out to professional translators
of the Dhaka University, Typing into the computer of the translated copies is proposed to be done
by a short term secretary. It is expected that on average 3 case sfudies can be typed and checked
a day. This means 200{3 = 67 secretary-working days, or duty for | secretary during (67/24=)
3 months. '
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-
As mentioned under 7.1.4., transcription of the case studies from the cassettes will be done by
the interviewers themselves. ' ' :

4) Data analysis and report writing will be performed by the team of inyesli gators, with the
help of the secretary of the study. They will also write all the requ_ired programines for data
entry.

2. Requirements in supplies

Minor office supplies such as paper, pens, editing materials, etc have been estimated for
all 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 surveillance : .

-expected number of illness episodes : 2,100 x 6 = 12,600 _

—and assuming the use of on average 2 health care alternatives per illness episode, we

obtain a total number of health care utilisation questionnaires of 12,600 x 2 = 25,200,
- for the socio-economic/demographic surveillance :

-baseline survey questionnaires : 1,050

-update forms : 1,050 x 6 = 6,300.

The questionnaires for the longifudinal survey will be the same as the ones used for the study
on “health care use patterns of slum-residents in Dhaka-City, Bangladesh” that has been
conducted in 1993 by some of the authors of the study proposed here. They have been translated
and tested for translation accuracy for the previous study. As the study presented here will be

carried out in another study population, their content and translation will be adjusted where
required. "

7/

Four tape recorders will be purchased for the cognitive study and for conducting the case
studies. ' :

For the purposes of data analysts, it is indicated to equip the Dhaka Urban Community
Health Project with a desk computer with a 486 processor and a printer.

Data entry will be done at the offices of the Dhaka Urban Community Health Project. The
project disposes of comyputers for this purpose.
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Annex 1. Consent form and details on procedure for maintaining confidentiality.

Consent form

[ have come from the International Centre for Diarrhoeal Disease Research, Bangladesh in
Mohakhali, Dhaka.

In different areas of Dhaka city, we are conducting a study on the types of health care people
seek when they are ill and on the reasons why they make those particular choices.

During six months we intend to visit you every two weeks to record data on this issue for every
illness episode which will occur.

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

Each interview will take about 30 minutes. AH the information collected will be kept confidential.
There are no risks for you in participating to this study.

We are requesting you to take part in this study. You have the option to accept or to refuse
participation. You may withdraw from the study at any later period.
If you agree, you may pleage sign your name or give left thumb impression on this form.

Signature of the interviewer Signature or left thumb impression of
the interviewee
Date Date

Details on procedure for maintaining confidentiality

1. During the training of the interviewers and field supervisors emphasis will be given on
the aspects of confidentiality in handling data of the survey.

Special attention wil} be addressed to the use and communication of any personal data of
the households under investigation or their members.

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

3. Computer files contuining the data will also be maintained in a secure and locked place.
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Annex 2. Map of Dhaka-City with location of study area
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Annex 3.1 Detailed sampling procedure.

I. STUDY POPULATION

The data presented hereunder are taken from the Ward Survey conducted by the Dhaka Url?an
Comimunity Health Project in 1993 and 1994' in the 15 selected wards for the first
implementation phase of the Ward based Urban PHC System.

Total population 619,012 pop, out of which there are ,

545,847 non-slum pop or about 99,245 HH (criterium 5.5 pop/HH?)
15 wards = 6,616 non-slum HHfward

Detailed ‘t_aogulatic)ni figutes and estimated household numbers

Ward # Tot pop non-slum estimated # of HH
pop ,

22 59,467 56,842 10,335 .
. 23 46,318 40,263 7,321
24 56,560 43515 7,912
25 48,606 45,976 8,359
26 15,855 12,175 2,214
27 ©61,114 58,604 10,655
31 27,008 23,978 4,360
32 44,877 43,347 7,881
33 26,408 25,008 4,547
34 56,545 49,015 8,912
35 42,045 31,820 5,785
36 40,768 39,188 7,125
84 24,735 23,935 4,352
85 | 28,252 15,222 2,768
86 40,554 36,959 6,720
Total 619,012 545,847 ' 99,245

! Most data from a presentation given by Dr Mizan Siddigi, Director Dhaka

Community Health Project at the Urban PHC Workshop on "Ward-based Urban PHC System
development", Dhaka, 23 June 1994.

2 average number 0f members per household from Slum Survey, conducted in 1991
by the Centre for Urban Studies, Dhaka University, and the MCH-FP Urban Extension
Project (formerly Urban Health Extension Project) of ICDDR,B.
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I1. SAMPLING PROCEDURE

11, Inrothution

1.

Referring to the sample size calculation, 12,353 HHs have to be selected for the screening
phase of the study

The Ward Survey (see footnote 1, previous page) has shown marked discrepancies of
health care resources availability between the wards, especially for institutionalised
modern health care. Differences in geographic accessibility may substantially influence
health care seeking. Therefore it is suggested to stratify the study population according
to the 15 wards under investigation.

Origin and level of population data of the Ward Survey :
~ the data on the non-slum population are from the National Census conducted in
1991
- data are aggregated at the level of the wards, not of Households
- no data are available on rough demographic figures nor on SES.
So, although SES may be an important determinant for health care utilization, the non-
existence of household based or other proxy SE indicators makes it impossible to stratify
for this variable.

The Ward Survey has resulted in a map of each ward designed with the Geographic
Information System software. Each map contains geographic locations of health care
resources (modern public and private, traditional, homeopathic), social/religious and
educational centres and organisations, and of slum and non-slum areas, parks and roads.
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#ed pm‘m\ stratified two-stage sampling

1. Definition of non-slum population : are all inhabitants of the 15 wards under investigation
who do not live in slum areas. A slum has been defined® as
“settlements of very high gross area density, poor housing,
inadequate water supply, poor sewerage and draiftage facilities,
little or no paved streets, irregular clearance of garbage and
absence of street lights”. .

2. The notion of a block will be used as primary sampling unit (PSU). A block is defined
as
“a unit of 80 to 120 households, geographically concentrated and
contained in 1 ward, and with as boundaries as much as possible
easily recognisable physical structures, such as roads and
commonly known buildings or Jandmarks”. '

3. Referring to the definition of a block and the total number of households in the study
population, there are about 1,000 blocks spread out over the 15 wards.
This means per ward the following number of blocks or PSU's :

Ward # non-shum estimated # blocks (PSU's)
pop of HH estimated %
4 ,

22 56,842 10,335 103 - 104
23 40,263 7,321 73 74
24 43,515 7912 79 3.0
25 45,976 8,359 84 8.5
26 12,175 2,214 22 22
27 58,604 10,655 107 10.8
31 23,978 4,360 43 43
32 43,347 7,881 79 8.0
33 25,008 4,547 45 . 4.5
34 49,015 8,912 89 9.0
35 31,820 5,785 58 5.9
36 39,188 7,125 71 7.2
R4 23,935 4352 44 4.4
85 15,222 2,768 28 2.8
86 36,959 8,720 67 6.8
Total 545,847 99,245 . 992 100.2

® According te the Slum Survey conducted in 1991 by the Centre for Urban

studies of Dhaka Uniwversity and the Urban Health Extension Project of ICDDR,B.
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The required number of households for the screening is 12,353. This is equal to 124
blocks or PSU’s. They will be assigned to the 15 wards by PPS.
This gives the following distribution :

Ward # non-slum estimated # blocks (PSU'S) # of assigned
pop - of HH estimated % PSU's
#

22 56,842 10,335 103 104 13
23 40,263 . 7,321 73 74 9
24 43,515 7.912 79 8.0 ‘ 13
25 45976 8,359 84 8.5 11
26 12,175 2,214 22 22 3
27 58,604 10,655 107 10.3 13
31 23,978 4,360 43 43 5
32 v 43347 7,881 79 8.0 « 10
33 25,008 4,547 45 45 6
34 49,015 8,912 89 9.0 11
35 31,820 - 5,785 58 5.9 7
36 39,188 7,125 71 7.2 9
84 23,935 4,352 44 44 6
85 15,222 2,768 28 2.8 3
86 36,959 6,720 67 6.8 8

Total 545,847 99,245 992 100.2 124

In order to locate for each ward the required number of blocks the following procedure
will be used :

-the estimated number of blocks will be mapped in the field in each ward using
the existing ward maps,

-for each ward the assigned number of blocks will be selected by SRS.

In the selected blocks :
the household is taken as secondary stage unit (SSU) :
in the field and for each block separately : listing (address, head of HH and spouse(s))
of all the HHs (see screening form, Annex 5.1) :
-the question if there is a pregnant woman in the HH will be addressed. IF YES,
then that HH will be taken into the sample;

-using this list of HHs, for each HH identified with a pregnant woman, another
HH wil] be added using SRS.

According to the sample size calculation, the result of the sampling procedure is expected
to be the identification of about 525 HHs with a pregnant woman and the selection of a

same number of HHs without a pregnant woman, giving the total required sample size of
1,050 HHs.

32



Annex 3.2. Some details on sample size calculation.

1. Table of iliness episode incidences for examples of illnesses under investigation and for
different numbers of populations

The following assumptions have been considered :
- the duration of the study (six months)
- population structure :
20% as the proportion of children under 5
40% as the proportion of children under 10
50% as the proportion of adults (above 15 years old)

~the number of illness episodes per child under 5 per year : . .
4.5 for diarrhoea
_ 2 for ARI
; 1.5 for fever ]

- the number of dysentery episodes per child under 10 : 0.5/year
- the number of illness episodes per adult per year : ‘
2 for diarrhoea
2 for fever
| for ARI
- the number of illness episodes for the whole of the sample :
0.8 for skin diseases
0.3 for injuries (all types)

Agefpop % pop | Heaith ILL Episfinhabitant # ILL Episodes/6 months
group problem
ftyr [6mths { pop=3,000 pop=5,000 pop=7,000
<5 yrs 20% Diarthoea 4.5 2.25 1,350 2,250 3,150
ARI 2 1 600 1,000 1,400
Fever . 1.5 0.75 450 750 1,050
Ear infection 0.6 0.3 180 300 420
<10 yrs 40% Dysentery 0.5 0.25 300 500 700
>15 yrs 50% Diarrhoea 2 1 1,500 . 2,500 3,500
Fever 2 1 1,500 2,500 3,500
ARI 1 0.5 750 1,250 1,750
All t00% Skin discase 0.8 04 1,200 2,000 2,800
Injury 03 0.15 450 750 1,050
Pregnant - Pregn-related 313 mths - - -
women® complic.

1. Minimum required number of pregnant women to be followed up

*For {he pregnancy related complications, the minimum required number of women to be
followed up in order to get 315 illness episodes during pregnancy, can be calculated as follows
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. if we assume that :

- about 20% of currently pregnant wommen experience complications,

- pregnant women are followed up in the survey for minimally three months,

- during this period, a pregnant woman with complications experiences about three illness

episodes,

then the minimum required number of pregnant women to be followed up becomes :
315 x 5/3 = 525.

Assuming further that pregnant wommen are household women, we can use 525 as a number of
households. Using the average number of 5.5 members per household mentioned above, this
represents 525 x 5.5 = 2,888 individuals.

I The minimum number of households to be screened in order to detect the 525 pregnant
women mentioned above can then be calculated as follows :
-we assutne that women are aware of their pregnancy from the third month of pregnancy,
and
-we need for the purpose of the study of complications due to pregnancy that women
should be detected in the second trimester of pregnancy,
-and assuming further that the crude birth rate is 3.4%, :
then with the formula : P=1xD, where P = prevalence of pregnancy at time x
I = incidence of pregnancy
D = duration of pregnancy under
investigation
we can calculate : P=34/10* x 0.25 = 8. ‘5/1(}”t at time x.
The minimum sample for the screening is then :

525/8.5/10° = 61,765 people, or divided by 5.5, | ],230 households. Allowing for
10% non- responders this becomes 12,353 households. o
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Annex 4 Guidelines for interviews with key informants

GUIDELINES - DISEASE CLASSIFICATION AND MANAGEMENT : Female and Male key
informants of the study population

INTRODUCTION
(1) The purpose of this interview is to investigate the main health disorders in the community,
their perceived causes, the ideal sources of treatment for different kinds of disorder and the

problems people face in obtaining treatment.

(11) The respondent has been selected because of histher special knowledge, expertise of
experience of health or community.

(111) The interviews will require some concentration and time and peace. Discuss with respondent

where he or she would be most comfortable and make transport arrangements if necessary ;
interviews could be conducted either in the respondents’ home or in the office.

[. List the names of common illnesses in this community.

2. List the symptoms of each type of each of these illnesses?

3. Who mostly suffers from each of these?

4. Should each illngss in be treated at home? If yes, which ones, how and why?

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

6. What are the main problems in obtaining cach kind of treatment?

7. Women and femaule patients are admitted to treatment centres less often than men. Why do you
think this is? )
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Annex 5.1,

L

1) Household list
Date ___f _ [ __

Screening forms

Interviewer : Name

ID#

Identification:
THANA

WARD #

BLOCK #

Name of Head of
HH

T
*® 3

Age
Woman

HH
Size

Marital
Status

Housing
type

Pregnant
Y/N

Selected
(tick)

—

N sl =Sy ] e ]

<

—

)

W

e

Lh

=)

-~

o0

o
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2) Enrollment form

Date __ /| _{ _ Interviewer : Name D#______

Identification:

THANA  —  _  WARDw#_______ BLOCK #_________

Location of the block:

N: S:

E: W:

Other information :

Number of HH in the block: .
Name of Addressf/Location Date of THA | WAR |BLO | HH
HH Head of HH L.ast Period NA |D CK
Pregnant HH

Y A
Y S
Y S
Y S

Non-Pregn HH
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ousehold No.: ! ! 11 1 1 4 bd 4 Wi\ Date: Interviewer:
ame: Id #: Respondent Id #: Resp.alone?tY/N
# QUESTIONS " |r ANSWERS |
1. Date of onset of illness eplsode (£ill dd/mm/yy) “ H_/__/__
I
2.Type of illness Probed? Cause 3.severe/ . = Mental/
Yes/No trivial. *~  physical
1) : L
1/ 2 1/ 2 1/ 2
2) :
1/ 2 1/ 2

4.llwhat did you FIRST do to combat the disease.......
(Use list of Health care resources or write down
if not in list)......... A A
If possible :Namg and address or specify 1ocatlon
of HCare resource :

5.|{Why did you choose this resource...l.
(use the list of criteria or write 2.

down when not in list ; fill 3.
from most to less important) 4.
v . 5. ‘
6.|Who did decide to take this Health care resource (encircle) :
Codes: 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 Neighbourg/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 sge".....cocoebbivocvns :
2. self care(personal family,commun)
3. pharma01es.,........‘...‘:.“...
4. DCC dlspensarles/satelllte clinics
5. govt hospltdls .

ey}



lousehold No.: | | 11 1} 1 11 1 1)V | | Date: Interviewer:
lame : Id #: Respondent Id #
10.||[How did you cover these expenses ? (fill how much has

been used)

-with cash money........... Ce s et st eaneennones ‘o
~with savings...i.i ittt ittt otttteseenansssnananns .
_~with loans from -relativeS.....cevevvevernennans

~friends...ciiiiiinnetnntrinrecans

—office/employer....coeevnennans

-money lender....ccieecertecnsea

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

—poultry/birds. et i i i e e

~1ivesStoCK,. i nr ot estinnicncassane|vanan

~CYOP.ss.s Y T

~OrNAMENtES . v eneeuvocsseansssesssnonns R
-others (specify)

Did you (or the ill person) use any other health care

11. YES l-->Quest
resource at the same time or after having used subseq.HC Res
used the first health care resource NO 2-->Q12

12.{a. Is the sick person still ill ? (YES=1 ; NO=2)......

If NO : f£fill date of end of episode (dd/mm/yy).....

If YES : 1) write down the reason why health care is|

no longer sought :

2) write date of visit.isiviiiiniennvennnnnn

S
S

b. # of working.days lost by :
- the 11l pPErsSON.... it ereiniiiinrereenannsinenns
-~ other HH members H
- Head HH. . cvveinninetonennnnnnnnan ceesasnann
- Father.......ccoiiiiiniiniinnnnans P
- mothe; (1f WOrKIng)iseesoneeeeoesaonnoonnss
- others.....................................

T
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Annex 5.3. Subseqdent Health Care Resource Questionnaire

susehold No.: ! | Il 1 1 U 1t 41 4t pate:’ Interviewer.
ame ¢ 1d # Respondent Id #‘
# QUESTIONS ANSWERS
1.} a) Repeat date of onset of illness eplsode..........
b) Health care resource #...........................
2.|| Used (Together=1, After=2)...iscecitnccsncrcncorneces
3.|| Wwere you sent to this HCare resaqurce by the first
HCare resource {(YES=1l, NO=2)...cuivseencnnsnnnns
4.|| Type of HCare repource (see list of HCare resources)
|| If possible :Name and address or specify location of
HCare resource :;
5.||Why did you choose this resource...l.
(use the list of criteria or write 2.
down when not in list ; fill 3.
from most to lesg important) 4.
: 5.
6.| Decided by (see QG for codes).......‘..........ia....
7.||[Why did you NOT cboose other Health care resources

(use list of congtraints or write down when not in list)
1. "wait and see®......... sebesaenn ‘

2. self care(pergonal,family,commun)

3- pharmacy--o-o.oo-tootnoototot-a-

4. DCC dispensaries/satellite clinics

5- gOVt hOSpltalﬁ...........ui‘...;

6. private allopath doctor (soloist)

7- private C].inié..-..-------uli--i-

8. free treatment centres....sic...

9- homEOpathoun-J’;oosno--o.--cilboto

100 koblra]/o]a-o;.-...--..--c-iii-.

l1. spiritual heajer.......... ieciae
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b.Did you have to travel to get the treatment ?.......

a.Were you satisfied with the treatment effects of the
chosen alternatjive ?2...ceeececerinvciacns cieneanans
Why (use list of service characteristics, or write
down if not in ljist ; fill from 1 '

ousehold No.: | _{_{i_i_i_i_Ii_i_t1_i_i Date: ~ Interviewer:
ame: Id #: Respondent Id #
8.]| (Fill YES=1, NO=2, DON'T KNOW=3)

most to less important)

e G N

If YES, how long ? (fill MinutesS)e.seeeesssoeesvanas

c.Did you have to wait at the place of care before
getting treatment 2..cees v st inaarscnncssass AR AR
If YES' hOW lonq ? (fill minutES) [ I NI

d.Did the people listen to what you had to say ? -
At the reception ? s 8 8 % 0 & o & b2 2 s h e e e a0 LI I B l. a " 8
Durinq the consultation ? & & b b s B s * % & & & 4 & & 8N

e.Were you -able to understand what the healer said to
you about your cpmplaints-and the treatment you .
had to take ?.l.gl...'cll!.‘....l.t ...... .0....'..!‘

f.Do you feel that'you have been well treated 2..,....

How much did you have to pay in taka for
1. Travel...... ......----s-s ------ Lises s e e e s
2. Entrance ticket......oeeetaisnntensnnnns ceaeies
3. Consultatlon(s)..........a...................;.
4. Drugs tabletsj ,syrup. ,1njectlon. fointment| |
other . !
5. Surgical interyention ceees
6. Hospltallsatlon.....a....s...................,.
7. Technical procedures & tests (specify)

d. FlrSt/dECldEd bY--.doilii---ii.---oo-cdootno ___/___
cost ?.....; ..... 44 e s e s i s s s st aa s sie s
b. Second/de01ded by.-i-illit.-n-i ...... T EEEEE __w/___
COSt 2 .ccueioossssacausisocsaonsssnsssossansy H
Ce. Thlrd/dEClded by...a.aiaaa ............ NN —__/___
COSt ?-.--.;oo-.-.-a-ti-ia---cn ------ NN
/

d- Fourth/deCiQEd bYllnl‘cildnodl--.oo;luoolni;.;-

COSt ?---ao;-aooaloooilboéo-loo-.-n--n----'

8. Other purposes  (specify ).cost?..

-,
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ousehold No.: | _| |} |} 1 41 1 1V 1 ! pate: Interviewer:

ame 2

Id #: Respondent Id #:

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

_With CaSh l'(lOl'ley. L B I I L R I B R I I R I s e o a0
_With SaVingS...i....--..........-..........a--..
'_with loanS from _relatiVES L B LI T I I A ) LI N T Y

~friends.....iiiiiviiiiiiiiienn,

~office/employer.........c0uuue

-money lender.....iveveceacneeen

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

-poultry/birds...... B T O T

—livestock.esiseieiiniinniionestnnnnnennel s

Bl 2 | & T s s

~OrNamMEeNES .. iqeeaceerennnssvssensssscacs|osnas
-others (specify)

Did you (or the ill person) still use another health
care resource ? (YES=1, NO=Z).uieeeeittunnonancnsns
If YES : fill questionnaire "subsequent health
care resource" '
If NO : go back to question 12 of illness
' episode questionnaire
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Annex 5.4. Household Baseline Survey Questionnaire

ate: - Interviewer: Respondent Id #:
ousehold No.: T Religion: ' Ethnic Group:
. Demographic data R
ID | Name DOB S |[M [R |[Mo|{Fa|Hu! E Health Provider'’'s
: : e |S |E D Info
# X L |[1dj1d|id| U
#| #| #| C ||Hlth|Kind|Trnd|DUR
HH ‘ 'Prov trt [ by
1. "
2.
3.
4.
5.
6.
7.
8.
9.
10,
2.House§old Expenditure :
Rice (Eg/day): (Tk./day).
Food (PKk./day).ceeetineeancannaat
Education(Tk./month).......ovuuu
Health care (Tk:/month).........:
Clothing&Bedding (Tk./ oot
House rent (Tk./month).......... :
GaS (Tk /month)s.iia YT EEE ]
Electricity (Tk./month).s.......:
Water (Tk. /month)........ ....... :
Sanitation (Tk./month)..........:
Occupation rel. expenses(Tk/month
Other gxpenses(Tk./month}....... 2
(specify
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4

Date: Interviewer: Respondent Id #1i HH No
3 .House Ownership 4 .House Construction 5.Assets
(in no.)
owned...veveaon 1 Type...flat | | detached | | |Fan....:
Rented......... 2 _ o TV.e . et
Squatter....... 3 # bedrooms.......| | Radio..:
Caretaker...... 4 living room...... Cycle..:
Other 7 length | __| breadth | | Table..:
, ‘ walls clean : Bed....:
Land Ownership: Y¥Y/N no spots Vo Watch..:
Size Unit some spots | | Cookpot
URBAN . dirty Vo -AluCu.:
‘ -earth.:
RURAL: environment of plot... Scooter:
-crowded | _| quiet | | Car-brand
-clean |_| less clean | | -type
dirty | _ Other
6.Water 7.Latrine 8.Fuel
Cook :
Source Drink Wash | Type >=5 yrs <5 yrs|Type
TAD« « v s s 1 1 Tl Con.sewerage.... 1 1 GaAS4eveennns 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 |bried 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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| # #] | 3Tun/|n. Jog! | -
ITUn/ |3Tuny Z#|T# | eye3| (w/m/p) |
eyexiqrtun| eyei|artun| =018 | atun [oas| 1 I
Z#0oUuI-pag| 140U D88 uooasg QwoouI *WTId |{TIdfl A a3ed|v #
! ¥ L} I
SuUoT3ednodo puocsasg uoT3ednooo wrid q S .
SWOOUT % EOHPMQBUU0.0H )] mm\mtm aweN JdI
tON HH :# pI 3juspuodssy :IOIMSTATIDQUT 1331eqg



Annex 5.5. Socio-economic and Demographic Update Form

Part I - Socio—aemographic evenpts update

The information structure of the demo
here-under. 1t will be updated for each m
under investigation

-
.

graphic events is given
ember of the households

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

Migration-in 1 Migrated in Source Reason X

Migration-out 2 Migrated out [Destination Reason X

Remigration 3 remigrated Reason : X X

. N ' i

Change of 4 Changed New status ‘X X

relation to HH relation : i

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/ Outcome Delivery Conducted

outcome Miscarriage type place by

Change of B 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
Lo monthly expenditure n
ID {Name f 1.0ccupation & Income '
# Pri| Prim.Income Secon Sec.Inc#l{Sec.Inc#2 |
Src| Unit Srce |Unit|taka |Unit,taka
(d/w/m) |taka #1142 | /unit /unit
#of U|/unit # #

2. Household Expenditure :

Rice (Kg/day).eeeees wrvvnnnnn.ns

Food (Tk./day)..eeeevnnnennnnnns
Education(Tk./month)............:
Health ¢are (Tk./month)......... :
Clothing....... {(Tk./ )
House rent (Tk./month)..........:
Gas (Tk./month)..... suuuuuunn..:
Electricity (Tk./month).........:

Water ('-jf'k-/month)..-ai..-.......:
Sanitation (Tk./month)..........:

Occupation related expenses.....: R
Other expenses(Tk./month).......: '

(6pecify -
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Annex 6 Qutline for data analysis and expected outcome.

EXPLANATORY AND RESPONSE (OUTCOME) VARIABLES TO BE INVESTIGATED
Explanatory variables (indicative) :

- of the sick subject and the household to which she/he belongs :
-age, sex, marital status, household size, status in household
(demographic) ; v
-religion, ethnic group, (cultural)
-occupation, assets, availability of cash (economic)
-formal education, interaction with family and neighbours (social)
- of the disorder (as-perceived by subject) :
-acute or chronic \ :
-severe or trivial
-mental or physical
- of the service
-objective geographical accessibility and type of service
-perceived accessibility : geographical, opening time, waiting time, type of service,
fees/fares charged ,
-patient’s satisfaction : expected benefits of treatment, healer-patient communication,
technical level of service '

Response (outcome) variables (indicative) :

-modern healers (public and private, allopathic qualified and unqualified})
-homeopathic healers

-traditional heal:'grs (fakir, imarm {spiritual, religious], kobiraj[herbal, minerals], TBA)
-drug sefler

-self care

-no action.

COMPONENTS IN HEALTH CARE DECISION PROCESSES TO BE INVESTIGATED

To be identified during the first stage of the study (cognitive study) and tested during the
longitudinal survey : =
-criteria including constraints to choose health care amongst the health care
alternatives available to the study population
-principjes for ranking of these criteria
-health gare alternatives that the study population considers as available

49



N OUTLINES OF DATA ANALYSIS

I. Choice of - subject
(perceived) associated with variables telated to - HH
HCare resource 'r - disorder
(OUTCOME) : - service (perceived)

1) descriptive patt : 2xc or rxc tables :
- categories of OUTCOME : see above and details on p.39

- categories of explanatory variables :
-binary : eg sex; acute vs chronic, severe vs trivial disorder
-categorical : eg marital status; income; location health service

- analysis : frequencies

2) analytical part : 2x2 iables ot rx2 tables :

- in accordance to results of 1) : regrouping of variable categories  where appropriate
into binary variablés.
- analysis : - 2 and where appropriate x2 for trend

- jnultivariate analysis of variables where association

Sample size : baéed on calculation of proportions,choice per (group of) Health Problem(s).

1. Health Care decision processes :

1) descriptive part : Heglth care decision processes determined by :
- criteria (incl constraints) to choose
- principles to psioritise criteria
- health care alternatives available to study population
- qualitative & quantitative analysis
Sample : key informants, longitudinal survey

2) analytical part : validity testing of the relative importance of criteria:
- on different sybsamples of 1. according to different (groups of) health problems
- quantitative analysis : each illness episode will be scored on each criterion relevant to
it, and the actuaj treatment choice(s) made compared with the one predicted through the
key informant i,iiterviews. With the same method reasons for non-use (constraints) will
be analysed.

(See the following figures qp determinants of health care choice, and of an example of a health care decision tree)
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EXPECTED OUTCOME

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

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

3. Provision of health care.
categorisation of health care resources
by type of delivered health care
by type of supplier
by indicators of accessibility
by indicators of patient’s satisfaction

4. Health care user costs

4.1. Direct costs
-average cost pet illness episode, by type of illness, for different iltness categories
-average cost per illness episode, by type of illness, by cost-item, for different
illness categories |
-average. cost per health care resource, by type of 1llness by health care resource,
for different illness categories
-average cost per illness episode, by socio-economic variables, by type of illness
-annual uset expenditure pet inhabitant, per household

4.2. Indlrect costs
same anglysis plan as for 6.1.

4.3. Total user ¢osts
same ana‘lys1s plan as for 6. 1

5. Development of heali,h care decision processes
using criteria, prmcnples for thetr ranking, and the health care alternatives available to the
study populatlon
b (groups of) health problems

6. Choice of health care resource
b}/ indicators related to the sick subject
by factors refated to the household to which he belongs
by factors related to the disorder (as perceived by study population)
bir factors related to the service

51




BIBLIOGRAPHY

1.

10.

11.

12.

13.

World Bank (1991) ‘Bangladesh, Fourth Population and Health Project : The
Population and Health Sector. _ 5

~ ICDDR,B (1994) "Stfateqic Plan - To The Year 2000", International Centre for

Diarrhoeal Disease Research, the Centre for Health and Population Research

M Desmet et al (199{3) "Health care use patterns of slum-residents in Bhaka-city,
Bangladesh". Study protocol . :

Young JC (1981) N{on-use of physicians : methodological approaches, policy
implications, and the utility of decision models, Soc.Sci.Med. 16B, 499-507

Kroeger A (1983) Anthropoloqical and socio-medical health': care research _in
developing countries, Soc.Sci.Med. 17 (3), 147-161 '

Health Information Unit (1977) Bangladesh Health Programming Document, Health
Division, Govt. of Bangladesh, 69, as quoted in ref 7 : :

Shahidultah M, Keranﬁat Ali S M, Salahuddin A K M_,'Rahman S (1981) Under five's
morbidity and mortaity in Dacca Medical College Hospital and morbidity pattern
at P.G. Hospital ang Lionhati Health Project Bangladesh Med.Counc.Bull, Dec.,
59-68 " E ; :

Stanton B F, C!emeps J D (1988) The influence of Gender on determinants of
Urban Childhood Mortality in Bangladesh, Int.J.Epidemiol., 17; 129-135,

Rahman S (1981) Report on determinants of the utilization of Maternal and Child.
Health Services, Natjonal Institute of Population Research & Training, as quoted
in ref 7 E E

Das A M, Bangali A M, islam M S (1991) An evaluation of the National Health For
All Strategy of Bangladesh, Directorate-General of Health Services, Ministry of
Health and Family Welfare, Bangladesh |

Urban Volunteer Program, International Centre for Diarrhoeal Disease Research,
Bangladesh, Mahmq.jda Khatun__Health Care Utilization By Dhaka City Slum
Residents, poster at’the First Annual Scientific Conference (1981), International
Centre for Diarrhoeaj Disease Research 4

Nessa F, Rahman.S, Banu S (1991) Seélf care in heélth. Bangladesh
Med.Res.Counc.Bullgtin XVI1,2, 63-73. E

Bangladesh Institut;_fa of Development Studies and Insti;g".ute of Business
Administration (1988) Bangladesh Healith Finance and Expenditure Study, BIDS

52



14,

15,

16.

17.

18.

19.

20.

21.

and IBA/Dhaka University

P G Smith & R H Morrow (1988) A tool-box for field trials of Interventions against
Tropical Diseases, WHO, Chapter 9 R

Bridges-Webb C (1973) The Traralgon health and illness ‘survey nMethod,
organisation apd comparison with other Australian surveys, tnt.J.Epidemiol., 2, 65
-71, as quoted in ref 20

D W Belchier, AK Neumann, FK Wurapa, IM Lourie’ (1976) Comparison of
morbidity_interviews with a health examination survey ip rural Africa, American
Journal of Tropical Medicine and Hygiene, Vol 25, No 5, 751-758

A M Gesler (1979) Morbidity measurement in household surveys in_developing
areas, Social Science and Medicine, Vol 13D, 223-226 ‘

Kalter H D, Greﬁy_'H H, Black R E, Gultiano S A (1991) Validation of the Diagnosis
of Childhood morbidity using maternal health interviews, Int. J. Epidgrniol., 20,
193-198 ; :

Kroeger A (19é3) Health Interview Surveys in Developinc} Countries :_a review of
the methods and results, Int. J. Epidemiol., 12; 465-481 - ' '

ibidem

Bairagi R (1992} Can we use weight-for-age indices to investigate sex differentials
in nutritional status of children in developing countries? (unpublished)

53



