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ABSTRACT

A policy of free health seivices a1 Primary Health Care was introduced in Oyo

Siate 1n 1999. The policy covers the {ollowing services: Antenalel Care (ANC), nonnal

delivery, y/mmunizatton, essential drugs, some cumtivie senvices {(minor travma, malaris,

acute infeciions, and diarthca), consultation, admission {exciuding feeding) and treatment

of disease inchildren. Laborutory and X-ray-services are subsidized. This study assessed

the expcriences of nursing mothers on this set of free ajid subsided services in Igbo-Om,
Oyo Suate. Nigeria.

The study was descriplive and cross-seclional in design. The 1arge! population
consisicd of women who had delivered babies in years 2000 and 200}, afier the
introduction of free Health Care Policy. A fist of family compounds in Igbo-Ora was
compiled. Each $amily compound was visiled to idcniify all women who had delivered
babies in the years 2600 snd 2001, The women with the most recent delivery were then

selected 10 amve al a sampie of 3S1 women. Perceplions and experienees of tactlors thal

influence ublization oi health facibty such as cost, quality of services ot health facility

were oblained thsough four focus group discussions, and these were used lo develop a
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: inisier ined
semi.situclured questionnaire. The instrument was pretesied and adniinisicred by traine

inlervicwers. A total of 351 questionngires were sdminssicred by 5 Rescarch Assistants.

The ages of 35} tespondents ranged from 18 — SO years with amean 0f 274 (SD

t 6.38) A majority 241, (68,7%), were Musiims and 75 (21.94%) had no formal

educalion. Two hundred and sixly-one (74.4%) had heard csbout [ree health services
cither on radio, television, churches, mosques or from heaiih workers. Two hundred and
sixty-six (75.8%) had used local or state governmeni facility, 66(18.8) used private
clinics and 12(3.4%) had used other services including Traditional Birth Attendants.
Two hundred and fotty-live (69.8%) women with pnmasy or no formal edueation had
used govemment {acility as compared with 126(30.2%) women with secondaiy or higher
education (P = 0.02). This shows that utitization of governnsent facility was posilively

associaled wilh towcr education levels, Among the 266 who had used government
facihity, 251 (94.4%%) paid money for {rec heath services, the amount paid ranged from N5

10 N70Q, wilh a mean of N242. On a 5-point caling scalc on the quality of free health

care, those who ollended public heallth faeilitjes had a mean score of 3.8, A good

propoition of womes thal ulilized govemment facility, 155 (43.2%). identificd problems
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associated wilh the fiee heallh setvices scheme to include inadequate drup supply and

frequent gbsence from duty by the health workers.
In concluston, the study shows that govemment services are uiilized mostly by
low-inconic earmers who still pay for services that are supposed o be free most especially
drugs. There is therefore a gap belween government policy-of fice health services and its

implenientation. This point to the need for the government to properly monitor the

implementation of the free health policy 1o tbarapa Central LGA.

Key Words. Free 1lealth Setvices, Service Implecmentation, Policy, Health Services,

Utilisation.
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CHAPTER ONE

INTRODUCTION

Background

In keeping with a campaign promise, the Governiitent of Oyo State (GOS)
led by Governor Lam Adesino adopted a policy of free health cafe serviees and
began implementing it in 1999. Policies aimed at promoting public health sz vices
especially those relating 1o psimary health rare, have constituted a feature of most
civilian administranions in Oyo State (GOS, 1999). Since 1999, Oyo State hesith
policy. to a large cxtent, focuses more on the pnmasy health care which involves the
provision of totally Irec health services, The free healih care policy also seeks o
establish an eflicient referrnl systcan from pnmary through secondary to the tetmry
level. People thus refecred. would reccive some subsidized sennace at the sccondary

health care level, The policy stipulaies that a health insurance cheme would be

integrated in10 the Simte’s health care delivery sysiem (GOS, 1999)

The specilic components of (ha Free Pnmary Heshh Care (PHC)

programme include (e following immunization, micronutrient supplementation for
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chiidren aged 0-5 and pregnant women; curative services for minor trauma,

malaria, acute infections and diarrhea diseases. (GOS, 1999).

Conslitutionally, local government authonties (LGAs) are responsible for
the provision of PHC services (FGON, 1988). in Oyo staic, they are nlso obliged to
be providing frce PHC at the grassrools level. The LGAs, untler the supervision

and technical assistance of the State and Federa| Mimistiy of Health, are expected [o
be caitying out a number of key scrvices. Four of them will be hightighted. One of

the maojor sctvices is the provision of healih services of preventive, curative,

promotion and rehabilitative services as the entry point into the health care system

at thc community, distnict and local government levels.

Another responsibility is the promotion of primary health care

services through  Village Heplih \orkers (VHVYs), Community Health

Extcnsion Workess (CHEWSs), Communily Health Officers (CHOs),

Environmental Health Officers (EHOs) and Nurses /Midwives. This is done

under the supervision of o LGA Medical Off cer of Health. The LGAs in

Oyo State ase expected to be providing funds and mobilizing other resources
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for the implementation of PHC activities through the full logistical and financial

suppoit of the LGA chairman,

Lastly, it is the duty of LdAs to be collecting, maintaining and submatting
health and refated data 1o the Siate Ministty of Health (MOI!} and other designated
authorities, on 8 regular basis, This way, LOAs contribute {0 the promotion of the
Notionaj Hcallh Information System. Oyo State is not aicne in Nigerig, and in fact in
Africa, in having a histoty of free health services. iiany other African countries have
expcrimented with the scheme or policy at one time ot the other.

A sltudy conducled in Johannesburg, South Africa by Power, Eis,
Zwarcenstein, L.ewin, Vundule and Mosteti, (1997) on the inteoduction of (ree health
care in Red Cross \War Memorial Children’s §lospital revealed that there was an
increase 1n the ulilization of health services by the children. This adverscly affected
the scrvices that were provided ot the hospital. The free scrvices increased the
numbcr of childien that were altending the health facilitics ond thcy out-numbered

the facilitics and services provided by the authority, On the long run, children were

unable o rceeive quatily health services. Introduction of free health Scrvices m

Tanzanio led 10 inndequaie supplics of diugs and food in hospitals. Therefore,

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



paticnts preferred to pay to private clinics to obtain qualitative hea'th scrvices (Abel

- Smith and Rawat, 1992).

Another study conducted in Tanzania by Abel -~ Smith et al, (1992) on the
effect of free heallh services on the population has revented that free health services
was placed an unafferdable financial burden on the poor. This is because the ‘poor”
tend to seek for qualitative health serviees in private climics since the public health
centers could not provide quality health services. Recent surveys have indicated that
many African countries have introduccd some (ormn of Iree healih services. Fourieen
ot of 15 African countries surveyed by Russell and Giison, (1995) and 28 out of the
37 Aftican couninies susveyed by Nolan and Turbat, (1995), have introduced some
form of fsee health services

Cumrently, Afncan Nauons arc moving away from fice services towards a
sysicm that siresses cost rccovery such as the UNICET's supporied Bamako

Invualive in 1987. The Bamako Imtiative (BI) (i987) sponsored by UNICEF. ihe

World Bank and WHO is mimed at providing essential drugs at Prsimary Health: Case
level. By the introduction of drug chaiges at the primaty health centers, it is hoped

that whole community programmes on drug polici¢s may be funded directly os
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indirectly by community members that patronize public health scivices. Since the
inauguration of B1, introduction of user fees has gained patient aeceptance 1n Kenya
(Collins, Quick, Musau, Kraushaar and Hussein, 1996). Gilson, (1997) has observed

that user’s fec should be seen as 2 health case tisk sharing and f{inarcing package that

shoutd include some fotm of risk sharing.

A siudy conducted by AKin, Birdsall and de Farranti, (1987) on heallh carc
f nancing in developing countries revealed that revenue generated through user fees
can be used 10 cxtend appropriate facilities for the underserved, thus providing a
mose cquitable services. Gilson, (1997) obscrved in scparate studtes that for there to
be susloinabijity i the detivery of qualitative health sysiem at primary, secondaty
and tertiary levels, the role of extemal support in terns of introduetion of user fees,
cannot be tuled oul.

Fmenicial, logistical and political constraints have prevented fee health
services from gerving everyonc (Drennan, 1991). Such negative effects led Got,
(1988) 10 question the inotives betind free health services. These motives often
include economic or polilical constdesation or mere need for publicity., The

economic considesation coines in when majority of the populace cannot afford basic
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health care services, The politica) basis of free health care services may have slems
[rom the need by government organizations to win the populace to iheir side. This is
done with lhe hope that beneliciaries would applaude the free health care providers,
thercby making them (i.e. the pioviders) popular.

Research conducted 10 detennine the effect of user fee in remote areas of
Uganda showed that the scheme resulted in an incresse in utilization of health
facilities. Thc user fee was used to pay hecalth workers® incentives thereby
encouraging them to offer improved scrvices. The improved setvices encouraged
commuimly members 10 patronize health facilitics (Kipp. Kamngish, Jacobs,
Bumham, Rubaale, 2001)

The Oyo State new free health scheme has been implemented for over four
years. There is deanh of information regording peoples’ perception of the schente

and paltern ol utilization of free heaith services. This constitutes the focus of this

siudy
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Statement of the problem

The implementation of fiee or highly subsidized health scivices is not a
novelty in South Westcrn Nigeria. In Oyo Siate for instance, succzssive govemments
have been ajlemating the implementation of free health services and cost recovery
health progmunmes. Mosi civilian governments in thc state, opernic the fiee hcalth

policy while military governments oficn implement the cost recovery health care

scryvices.

Nursing mothers and their children constlivie the major bencficiasics of the
Oyo Slatc free prnmary hcaith care and subsidized secondary health care
prograinmes. No atlempt has however been mode lo sysicmatically dclermine
nursing mothers perceptions and patlein of ulilization of frce hcalth scrvices

especially in rusal arcas where most nursing mothers rely on primary health care

scrvices. This study is therefo:c designed 10 address this problem in Igbo O, a nwral

¢ommunity in Ibarapa Centrol LGA, Oyo Siale.
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Research Question

The research questions formulated to guide the study are as {bliow:

What is the ievel of knowledge of nursing mothers regarding the components

of the free health services programme of Oyo State?

. Whal arc the heatlh care facilities patronized by nusing mothers and which

of them render free health services?

Whal 1s the pattern of use of health facilitics among the nursing mothers?

What are the factors, which detetmine nursing mothers’ choice of health care

faciliue:?

Whal are the problems which nussing mothers encounter in pubiic and praivate

heoalth care fac)ities?
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6. Whal arc the perceived healths promoting practices or health seeking

behaviours of nursing mothers dunng pregnancy?

Broad Objective

The broad objectivc of the study is to determine nursing mothers' perceptions

and paitem ol wtilization of health services within the context of a (ree health

services programme of Oyo Stalc

Specific Objectives

The specific objectives of thestudy are 10:

1. Dectennine nursing mothers® level of awareness about the components of the

free healih services programme of Oyo State,

2. ldcniify nursing mothers’ sources(s) of information about free heaith

services

.
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3. Determune the patiemn of utilization of health services among nursing

mothers.

Dectermine the (aclors, which influence nursing mothers' chotee of healih

[acelities.

5. Identify the problems perecived by nursing moihe:s to be associsted, with the
utilizalion of public and privale health care [neilities.

6. Document nursing mothers perceived heaith promoting and health seeking
pracliccs during pregnancy.

7. Make appropriatc recommendations for improving the patlem of wtilization

of healih services by nuising mothers based on ihe findings denved from

objectives 1 - 6.
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Rationale for the study

The rotionale behind the conducl of this study lies in the nced 1o document

the opinions and perceplion of nursing mothers about free health services. [n
addition, the study has polential for yiciding information relating to the pattern of
utilization of free health services by nursing mothers. The findings of the study will
assist in guiding the formulation of policies relating ic the implementation and

sustainability of the free health services scheme of Oyo State.

Opcrationat Definition of Terms

Altituile:

An altitude is a disposition town:ds an object, person or situation, This
disposition may be favoursblc or unfavouruble. An altitude may develop from

personal expericnces or through intcraclion and leaming lrom other pcople’s

cxpericeces.
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Free Health Services:

These are health services that are rendered free. The bencficiaries pdy no
money 1o receive them, The financial implication of tlie health services is usually

borme by stakcholders including govemment organizntions in most cases (Federal,

State or Local) and Non Govemnmental Organizations (NGO).

Subsldized Ilecalthh Services:

In cases where the financial implications of health services cannot be bome
alonc by governmental organizations and non-govemmental organizatioo, the
subsidized health services are iniroduced. In this case. the beneficiaries and the
providers of the health services contribute to the financing of the health services.

These contributions depend on (he policy of individual organization or govermment

of the day.
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Orpanization of the Text:

Thes dissertation is organized into five chapters. The genera! introduction lo
the 1escasch topic conslitutes the lirst chopter. Chapter two focuscs on the review of

relevant literaturc relating (o policy and concepts of users fees as well as free health
services. A conceptual framework, which guides the study, concludes the chapter.
Cliapter three explains the methodology employed for the study, the study design
scope, study variables, description of the study arca, study population, sampling

procedurcs, data collection process, data analysis, reliability and validity and

fimitation of the study.

The cthical guidetines that were followed in the conduct of the study are also
contained ia chapier three. The results of the study me presented in chapter four.
They include the key socio- demographic vaniables; level of awareness about free
health services: health promoting and health sceking behaviois; perceptions and
experiences with heahh facslity; social supporl to receive hcalih care; and
companson of heslth care facilitics used. Chapter five discusses the implications of

the results, compared wath ciber studies and ends with aprropnale recommendatioas.
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CHAPTER- TWO

REVIEW OF LITERATURE

This rcview of the literature related (o the study dwells to a large extent on
the patternt of utilization of health scrvices provided by the government and f(aclors
affecting it. &t also points 10 the introduction of users’ {=e in hcalth services as a
means of fuiding heaith system and introduction of fice health services as a mcans
of increasing utilization of health facilities for pcople that cannot afford quality
health care a1 any cost. Other related policy issucs on health services discussed
included health insuiance and health assistance as 8 means of providing qualilative
health as well as sustaining health services. This chapler is organized into four
sections. The first section deals with the review of the factors, which offect the
utilization of health services gencrally. The introductipn of users’ fees into health

facilitics is reviewed ond presented-in the sccond section. The third section presents

oiler policy issues ond health services while the fourth section focuses on (ree health

cace policy in Africs.
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Factors Affectinpg Utilization of ll.callh Services:

Health services rescarches have focused on health core serviees affects the
choice of health (acilitics, frequency of use and mode of their use (Metzner, 1969;
Weiss and Greenlick, 1970; Weiss, Greenlick and Jones, 1970; Shannon, Bashshur &
Metaner, 1969; Boshshur, Shonnon and Metzner, 197)). Oiher different patterns of
utilization of health services among populations. Individuals in many countries
choose betwcen western and alternative care services in an allempt fo seek for

quality health services. Many factors ase responsibic for choosing the types of health
facilities utilized by the population. Various studies have indicated that distance from
factors that determine choice of health facilities are; demographic characicristics
(Bice and Eichchor, 1971; Kalimo, 1969, Reinke and Baker, 1967), organization of
health services (Atkinson and Ngenda, [ 996). socio-medical variation (Nyamongo,
2002), quality of health services (Calnan, 1988; Slim. Picrre, Nima and Fassinet,
1998. Ssuerborn, Ngoutara and Dicsfeld, 1989. Forsbery, Bamos, Victoria, 1992;
Thomason and Edward, 199!; Mwabu, 1986: }Hotchkiss, 1993; Gilson. Alilio,
Heggenhougen, 1994), rciigion (Monill and Earickson, 1969), fee charging (Morrill

and Earickson, 1969), socio-psychological factors such as perceived scriousness of
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Factors Affecting Utilization of H.callh Services:

Health services rescarches have focused on health core services afiects the
choice of health facilities, frequency of use and mode of their use {Metzner. §969,
Weiss and Greenlick, 1970; Weiss, Greentick and Jones, 1970, Shannon, Bashshur &
Metzner, 1969; Bashshur, Shannon and Metzner, 1971). Oiher different pattems of
utifization of health sesvices among populations. lndividuals in many countiies
choose bciween western and oltemative care services in an altempt to seck for
quality henlth services. Many i'aclor; asc responsibic for choosiag the types of health
facilities utilized by 1he population. Various studies have indicated that distance from
factors that determine chotce of healih facilities are; demographic charaeteristies
(Bice and Eichchor, 1971; Kalimo, 1969; Reinke ond Baker, 1967), organization of
health services (Atkinson nnd Ngenda, 1996), socio-medical vaciation (Nyamongo,
2002), quality of hcalth services (Calnan, 1988; Slim, Picrre, Nima and Fassinet,
1998, Seucrbom, Ngoulara and Diesfeld, 1989; Forsbery, Baros, Vietoria, 1992;
Toomason ond Edwasd, 199!; Mwabu. 1986; llotchkiss, 1993; Gilson, Alilio,

Heggenhougen, 1994), religlon (Morntill and Earickson, 1969), fee charging (Morrit!

and Eaickson, 1969), socio-psychological fociors such as perceived seriousness of
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the health problem (Coe and Wessen, 1965), community interest or culwral

background (Adajuigbe, 1980; Jorge, Helga and Alimed, 2001).

Majorily of consumers take into consideration distance of hecalth facililies to
their houses or place of work bcforc. choosing what health facifities 1o be patronizing.
The neager a health facility is to consumers’ homes, the greater the choice and
frequency of usc of such facility. Shannon et al, (1969) stresses the importatice of
distancc in dcciding health facility 10 be utilized. They noted that health facilities that
ore far from homes are not likely to be considercd. Further studies conductied by
Weiss & Greenick, (1970) and Weiss, Greenilick and Jones, (1970) on factots that
influence utilization of health services, conf .rmed that proximity of health facitity to
consumers’ homes encouraged patronage. In a study conducted by King, (1973) and
Euen, (1972). it was noted that distatice alonc does not explain everything about
decision of consumei$ to use cenazin health facilities. Some recent cfoits have gone
2 bit to further identify other {nciors, which offect health facility utilization.

it has been shown for instance 1hst most paticnts would choose the health
institution which they consider would give them the best services rather than the

ones ncarest o them which would not (lyun, 1980). Adajuigbe. (1980) {n his study
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indicated that patronage of medical establishments is affected by two common
factors only, namely "distance" and '‘community interest”. Consvmers usually

patronize health facilities that are nearer to their homes and faciliiies whete most

members of the community patronize which can be regarded as the “noim” of the

commuaily.

Slim, Foumnier, Machouf and Yatars, (1998) have observed in a study on
Community Pesception of Primary Heallh Care Secvices in Guinea that the lay
people’s perception of quality of Primaty Health Csre Services which influences the
utilszation of health facifities includes the folicwing: technieal competency in terms
of good clinical examination, good diagnosis, good use of diagnostic equipment,
effective communication and inteiviewing skills, appropriate prescription and
tefenals, dispensing good drugs, dispensing drugs rpidly, administration of
injections, giving good advice and goed follow up during patients stay. Others arc
attitude and conduct of staff, in tesms of patient’s reception and support by health
workers, respect and kindness to phticnt. availability and adequacy of resources and
scrvices, in terma of presence of good doctars, availability of good drugs, availability:

of diagnosuc equipment, availability of hospital beds, running water, washrooms,
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in-pattent food and cleaning of bed spread. Additional factors often taken into

consideration are accessibility to facility, provision of free drugs and services and
delivery of services not conditional upon prior payment. Effectivcness, in terms of

reduced waiting time, access to doclors upon arrival and rapid i1ecovery from

sickriess were also found to influence utilization of health scrvices.

A recent study conducted in Tanzania by Atkiason and Ngenda, (1996) in
which 250 women were invited to discuss their previous cxperieaces with public,
private and traditionn) providers revealed that in public health seclor, perceived
quality of health services are determined by conduct of health staff, convenience of
the health facility, organization of health carz in the delivery of health serviees,
ovailability of drugs and prescription pattem in the health facilities. Litt/e attention
had \herefore been pnid to the quality of Primary Health Care (PHC) services in
devcloping counuies (Sauerbor, Ngoutarm, Diesfeld, 1989, Forsbeiy, Barros,
Victona, 1992; Haddad and Foumeir, 1995), The lack of interest in the utilization of

bealth services can be exploined by the priotity that has long been placed on
improving services In conlexts where there have been enormous need of modem

bealth equipments to replace the obsolete ones aid qualified health personnel that
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have bcen hardly been met. The evaluation of perceived quality by the public is

justificd by the desire to meet users’ expectation (Calnan, 1988).

Mwabu, (1986); Sauerbor et al, (1989):; Hoichkiss, (1993); Gilson, Alijlio and

Heggenhougen, (1994), as well as Haddad and Fourncir, (1995) have noted in their

studics that perceived quality is one of the principal detcnnining factors of ulilization

and non-utilization of health services. interest in the quality of health care services in

developing countnes appears 10 be on the rise because there hos been an increase in
the nunber of actions abned a1l maineining acceplable standards of quality
(T;\omuon and Edwards, 1991). The actions involved the criteria used 10 judpe
quolity as supported by previous obscrvation on the delcrmination of bealth services
utilization in developing countries

Close nssociations have been found between utilization and people’s
perceptions regarding overall qualjty in South Nganza, Kenya (Ellis, Kingia and
Mwabu, 1970): utilizaticn snd facility reputation in Maseru Lesotho (Pepperalt,
Garaer, Foxrushby, Moji ond Hatpham, 1995); ulilizaiion and accessibility of health
(acilitics in rutal Nigeria (Stock, 1985) and utilization and availability of drugs

(Unger, Mbaye and Dieo, 1990; Woddington aid Enymayekwa, 1999, Litvack and
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Bodart, 1993, Giison ct al, 1994). In as much as users’ fee hos been argued out to
facilnate the delivery of qualitative health care in developing counfries, payment
procedure should therefore be systematically intcgrated into the health facility and
user fee introduction should not impose economic hardship on coasumers (Haddad
and Fournier, 1995). Time spent by patients in waiting for consultation, has also
been found to influence utitization of public health facilities. Waiting time should be
reduced 10 ecncournge paticnts 10 visit public health facilitics. (Kloos, Etez, Degefa,
Ags, Solomon, Abera, Abegaz and Belemo, 1987; Tsongo, Willis, Ded, Wong, 1993;
Pepperall etal, 1995; Atkinson and Ngenda, 1996).

Ulilizatton hes also been related to health workers' qualification. Consumers
tend to seck health services where there are qualified health workers like doctors and
nusses (Aboscde, {984: Berman, 1984; Saucrbor ct al., 1989). Good technical
competence in terms of diognostic process, and treatment process increases
utilization of health facilitics (Egunjobi, 1983; Tsongo et al 1993; Giison et al., §994;
Haddad and Fournier. 1995). llonesty by health workers also incrcases utilization
paticm. This implies that consumcrs will reccive qualitauve health core where there

arc honest and diligent henlth workers (Bruce, 1990; Gilson et al; 1994; Haddad and
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Fournier, 1995) Good conduct of health workers also increases utilization paltem of

health facility (Bichman, Diesfeid, Agboton, Gbaguindi and Simhauser, 1991; Gilson

| et a}, 1994; jfaddad and Foumnicr, 1995; Pcpperall et af,, 1995).

A study conducted by Bice'and Eichhor (1971); Kalimo (1969); Reinke and
Baker, (1967) revealed that demographic characteristics of consumers determine
pattern of utilization of health services. Variables such as sex, age. cducational
status, religion, piace of residents, occupation and masital ststus, are among the
demographic characteristics that eitber increase or decreasz the utilization of health
services by consurners. The most important of the variable 18 the socio-economic
status of the consumers. Socio-¢cconomic status (SES) has a posilive association with
the health service utilization. The SES eiher has posilive or negative association
with sucb factors as disposable income, cducational status, and job status (Tramana,
Campostrini, Tolley and De Lalla, 1977; Myriantophulos and French, 1968).

On the influence of socio<conomic faclors in dclermining consumers’
utlization patiem of health services, Nyomong, (2002) has obscrvcd that patients of
lowes socio-economic sizius are more likely 10 start 10 (reat themselves at home as

they wait for a imc during which they observe their progress. This allows them to
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Foumnier, 1995). Good conduct of health workers also increases utilization pattern of

health facility (Bichman, Diesfcld, Agboton, Gbaguindi and Simhauser, 1991, Gilson

etal., 1994; 11addad and Foumier, 1995; Peppcrall et al.. 1995).

A study conducted by Bice¢ and Eichhor (1971); Kalimo (1969); Reinke and
Baker, (1967) 1eveaied that dcmographic characteristics of consumces detennine
pattemn of ulilization of health services. Varisblcs such as sex, age, educational
status, religion, place of residents, occupation nnd marital status, are among the
demographic chamcteristics that either increase or decrease the utilization of health
services by coasumers. The most impoitant of ihe vanable 1s the socio-economic
status of the consumers. Socio-economic siatus (SES) has a posilive associalioo with
the heolth service utilization. The SES cither has posilive or ncgative association
with such factors as disposablc income, cducational status, and job status (Tranarin,
Cainpostsini, Tolley and De Latla, 1977; Mynantophulos and French, 1968).

On the influence of socio-economie faciers in delermining consumers’

ulilization patiern of health services, Nyamong, (2002) has observed that patients of

lower socio-cconomic stotus are more likely to =tart to treat themselves st home as

they wait for a lime during which they obsecve their progress. This allows them o

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



™

22

minimize expenditure incurred as a result of the sickness and the aniicipated cost of

trcatment. Patients' judgments of the intensity of sickness, thercfore detecmine their

choice of treotment Poor headth services utilization ts usually associated with lower

so¢10-economic status.

The trends of health serviee utilization in eight provinees in China revealed
that there is no evidence that health care utilization is decieasing as a result of the
more markel econon:y policy, which brought China to a period of economic reform.
Rather, for people in 8 community survey reporting mainly mild or moderote illness,
have incrcased health care wtilizalion sinee heaith {acilities are aceessible to them
(chdctsbn. AKin, Mutehinson, lin, Wang, Dietcich and Mao, 1998). Yu, (1992)
tepoticd that series of surveys in China prior to 1989 have demonstrated a slight
decrease in the percentage of people who did not scek care when ill and cited
cconomic difliculty as the main reason for not seeking needed care.

Studies conducted by Wirick, (1966); Anderscn, (1968); Andcrson, (1973);

Bice and White, (1969) have revealed that evailability of health services affect
utldization pattem of healih facility. If health serviees are aveilable and rendered at

beaith [acilitics, consumcrs will be encouraged to use them. They may on the other
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hand be discouraged if health services are not available during any of their visits to
health centers.
The perceived seriousness of a health problem is a sccio- psychological

factor, which affects the pattern of utilization of hcalth scrvices. The pattern of
choosing health care scrvices in Nigetia is similar 1o the pattemns of choosing heaith
care in most devcloping nations because most often the perceived seriousness of the
health problem and the effectiveness of the heath facility in dealing with the health
problemn arc imporant factors in sclecting hezith care serviees (Euchans. Hugh
Nnadi and Kabai, 1984).

People tend 10 seck for health services when they pereeive a specific
cucumstance that arises as lamnful or life threatening. The degree of perceived
harmfulness of a discased state differs from one person to another. When a discasd
stme 18 karmnful or life threstening thicre are possibilities the subject would take
ptompt actions to seck for health services in dppropriate places that he or ahe terma
as “cfTfecuve healih facility” (Brieger, 2000). Perceptions conceming the acpousness

of a healsh problem vary fiom person to person. This includes pererptions of iliness

outcome such as death, reduced physical or social function, stigmatization, and
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disability and reduced social relations (Eucharia et al, 1984). Young, (1981) in his
study in Mexico also found that seriousness of illness is the most important factor in
choice of health care provider. The pereeived severity of an illness and benelits from

the health care provider is of primaty imporntance in choosiag a health care provider
for n specific health problem (Euchasia et al, 1984),

Panents’ level of satisfaction with health facilities influences pattern of useo f
such health facilities, A study canied out in Trinidaod and Tobago clearly showed
this. It was observed that approximately 74% of the interviewees numbering 145)
were satislied with the performances of the daciors in health centers. This led o an
increace in the usc of the health facilities. The intetviewees also mentioned that they
were satisfied with the services rendered by the nurses and thot the greatest need for
improvernent were perceived to be in phormacisis’ and doclors® services with

pmucular refercnces lo waiting time wilth the doctors (Singh. Haqq. Mustapha,
1999) |

The cuftural background of people determines clients® utilization of health
sarvices. Though optimal care ahould be eapable of mecting both medical and

psychasgcial nood of heslth connumnen. it may lail to meet the client’s emoticoal or
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social necds. The care that meets psychological nceds may leave the clients
medically at risk (Mendoza, Piechuick and Al- Sabir, 2001). It therefore, means that

developing countries promoting client - orientated health services should carry out

more in-depth esearch on the determinants of clients’ satistaction (Mendoza et al,

2001). A study on low use of rural matemity services in Uganda revealed that lack of
skilled staff at PHC, complaints of abuse, neglect and poor Ueatment in hospitals and
poorly understood reasons for procedutcs are factor scsponsible for unwillingness of
women to deliver in health f(acilities (Kyomuhendo, 2003). Other factors included
adherence (0 traditional bithing piactices and belief that pregnancy is a test of
endurance (kyomuhendo, 2003).

A study has been conducted to identify factors responsible for poor utilization
of PHC savices tin a rural community 1 Nigeria. The major factors that cause pon
atendance of the available services ineluded high cost to drugs and other service
charges, easy access o truditionn! healers, difliculty in getting tanspar 10 a health
facility, the unfriendly atniude of the healith warkers and wastiag of paticne” lime at
the health facilhiies. Recommendations suggested for corective maasures included

rusing the standard of praciice of health workers through training, provisioa of
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integrated services st PHC facilities, introduction anl sustenance of Kevolving Drug
Fund Scheme at PHC leve) (Katung, 2001). In another study in Quagadougoa,
Burkina-Faso, the curative cate (self casre) of minor ailmenus provided by family
members decreased their utilization pattern of henlth Gaciinies. People therefore
decided not to attend modern health facilities and traditicna! healery: in order 10 seek

for care since they can manage most ailments in their homes and at the barest cost.
(Develay, Sauerbom and Diesleld, 1996),

Usens Fee, Ity Ratlonaic and Effcct on Health Service Provivion and [tilizaties:
Users® fee i1 delined ss means of generating sufficient rehade rencurcas fiv

conti=—x and wmproved provissan of heelih cace (iir the growing populstion

(Leaghiton, 1995). Although never explicily identified as an objective of wser fous,

e doiiee 10 ase' revenue and improve scrvizee: can be related 1o concem 1o tackle

problom of sestunability in heslt: syarma The role of exsernal sepport of health

ByRSTRS Sagpcats that, sy Sem sustaunability o the capacity of the health systom w

femcinan oftmu. iy over Lo wy hun 0 munimum of svicrnal suppon (Lafiond, |93

Odzoe 1997 Uier fex i 1 Componant of publc healih financing ( Fabnoans,
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Kamars and Mill, 1999) User foes for health care were permitted in i autions 29 ¢

 mmesss of wsing private funds 1o improve the quality and availabilit < ¢ government
“mmdmfu-ﬂtﬂhmmmﬂ—ﬁ
Tescuroes are used efficiently (Fabricant, Kamara, and Mills, !%7)

Critics counter that user fees are detrimental to houssheld badgets and will
cmuse poot people to make less use of quality health care services (Fabricant et al,
1999) A sty condiscted in Zambia by Bennett and Musambo, (1990) on the effect
of the etrudscnon of user fee for curative care in clnics and hospitals showed that »
cdharge of four Kwacha (US $10) for a patient reduced the visit of health consamers
= boapetals © shout haif because they cousd 00t afford the financial lmplication of
e momume in csey fee Users fee for haalth services are not sew in Afca. A fow
s @ Asglophone Afnca had | ed o stiomal user foe systlem for yeans Tibsopsa,
Nommohus and South Africe are gou{ cnamples (Nolsn and Tusbst, 1904, Russell st
. 1999

o meey Ber countin: charges have Ristcrieally hoen spplind & el

AT mmeldi el g AR cuber o AN emtien @EEDITERg SR
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form of user fee system (Nolan ct al 1995; Russell at al, 1995). Newbrander, Collins
and Gilson, (2001) have revinaled thal the introdw:tion of user fee is Kenya, Guinea,
Tanzania, Fouador and Indonesia have reduced e access of the poor to heslth
service wtilizstion since they couvld not afford the cost of the uier fee. Afier user foos
weye maplornented 18 Kenya's government beslth factliiiss in the early 1990, the
revense generated was aamarked for the facility iroptovesoent fond (FIF) By 1994,
foes had not mervased for two yean and Cost REOver) rites were decrenng due o
e effiect of inflation in the country, Therefore, 2s & remilt of the unaffondable cost
mposed by mflation, two ncw stratcgics formulaied included: possible changes &=
cstegory of persons exempied from foc and inglementation of new foe strscture S
favoend the low-income camer as well as the poor (Mussu. Kiloues asd Newbrasdes
| P

CUm the costrary, introduction of user foe in government hoalth facilisien in
Kabusvie district sn Kenys, incroasad utilization of facilities located in remncte sress
-ﬁlwummﬂm-uhmll“mnﬂ
Bamdas and fadasle 2000 ) he increase utilization of health facilines @ resmate

-ﬂn-n-ﬂﬂub,mﬁrm-mmlm"_
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forin of user fee system (Nolan et al 1995; Russell at al, 1995). Newbrandcr, Collins
and Gilson, (2001) have revcaled thot the introduction of user fe¢ in Kenya, Guinea,
Tanzania, Zcuador and Indonesia have reduced the access of the poor to health
service utitization since they could not afford the cost of the user fee. After user fees
wcre implemented in Kenya's govermment health facilitics tn the ecarly 1990, the
revenue generated wvas carmarked for the facility improvement fwmd (FIF). By 1996,
fees had not increased for two years and cost recovery rates were decreasing due (o
the effect of inflation in the country. Therefore, 2= 8 result of the unaffordable cost
imposed by intlation, two ncw strategies formuloted included: possible changes in
catcgory of persons exempted ftom fee and imiplemcntation of new fee structure that

favored the low-income camcr as wel] as the poor (Mussu, Kilonzo and Newbrander
1996).

On the eontrry, introduction of user fcc in government health facilities in
Kabarole district in Kcnya, incrcasced utilization of facilities located in remote areas
while 1t decrcased in those urban or semi-urban areas (Kipp. Kamugisha, Jacobs,
Bumham aad Rubaale, 2001). The incrcase utilization of health facilities in remote

arcas was considered o be inrgely ottrtbuted 1o health workers inecntive payments
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derived ftom cost charging revenue. The incentive payments to health workers
encouraged them to ofler improved services o patients since patients” tumout did

not outnumber the health {facilities and personnels provided. Gther factors might

-

include; improve drugs supply to health facilities and increased public identification

with community projects in remole areas (Kipp, et al, 2001},

Apart from the introduction of users' fee, a cost-shanng programme was
introduced by Kenya Minisiry of H.eallh in December {989, Early implementation of
the outpatient registration fee, led (0 the suspension of this major source of revenue
in September 1990. [n 1991, the Ministiy inilisted » progtamme of management for
improvement and gradual re-introduction of an out-patient fee, but this time as a
treatment fee. [t 1s suggesied that implcmentation of user fee in phases at the PHC

level of health facility is impottant to goin patients’ acceptance, (0 develop the
requasite management systems, and tc orientate ministry siaff to the new system
(Collins, Quick, Mussu, KNUS’\I’«H.‘I Jusscin, 1996),

At several periods, policy makers usually have to take decisions withows
adequaie information on the cosis and benefits of health programme. It is this

informalion that economic evaluaiion secks 1o provide. Economic cyaluations
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tlechniques have impostant role in decision-making (Anne and Drommond, 1987).
Fees should therefore be seen as a8 health care financing package (hai should include
some forn of risk sharing. Within this package, fees have greater potential role
within sccondory and tertiary care levels rather than the primaty care level in raising
revenues lo improve sScrvices provided at public health faciiities. Such fee is esscnlial

in secondary and tertiary care lcvels o provide quality health care for consumers.

Policy makers can judge whether or not, when and how to implement the fce policy

so it would not affect the poor who could not afford such fee in the utilization of

health carc services (Gilson, 1997). Their judgment and lcadership remains the most
critical elements in cflcciive implementation of ihe policy (Gilson, 1997).

Itis the belief that the user charges for health services in developing countries
asc likely lo improve welfore (Akin, Birdsa!! and deForranti, 1987). The World Bank
sometimes f{inances hcalth services in developing countries. i stresses the
imporiance of uscr fee, insurance and private sector as tools for stiengthening health
sector (Akin ct a), 1987). Griffin, (1992) revealed that 1he inttoduction of users’ fce
as a policy emphasizes the potcntial selfare costs of higher mcdical services

imposed on cansumers, \which rmight not be affordable for the poor. Laugeri, (1987)
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has observed that the question of who should pay and how much, depends on the
scarcity of the commodity, considerations of equity and investment pians. Everyone

thercfore should contribute to the cost, but not necessarily in the same proportion, in

the same way or at the same time.

User fec have come 0 be seen as a critical important alternative to tax
payment (n some countrics like Kenya and Tanzania, where governments had
previously provided government care in health factiities free at the point of use
(Russell e, al, 1995). Recent surveys have indicated that most African countries
have now introduced some form of fec in govermment health care lacilities (Russell
ci al. 1995; Nolan et al, 1995).

The rationale behind the introduction and implementation of user fee for
heallh case in Afiica was to support sustainable health care financing and
implemeniation. Dut it has been found that many of the benefits of user fees which
are to raise revenue needed 10 improve services have not been realized because of
implamnontation difliculies (Nolan et al, 1995; Russell et al. 1995), According to
lienderton et al, (1998), Uwse difficulties included technical incompetence; poor

diagnosiic  process, inapprogriale  prescniption. inapproprinle  refcrrals  and
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inappropriate ireatiment process, bad attitudes of health workets to consumers, non
availability and inadequacy of both human and material resources and sefvices such
as non- availability o f drugs, hospital beds, running water, washtooms workers).
Other constraints which undetmine the effective implementation of fec
systems arc; poor design of fee systems which include difficulty 1o administer
cosnplex fec struciure, lack of financial manngement throughout the health system
especially at district or community level, lzck ofinformation with which to target the
poorest effectively through exemptions, limited {unding for the supervision and
suppott needed by primary level, the populetion's lnock of experience in paying for
public heslth service, which generate an unwiliingness lo pay for them. o varicty of

socio-culturul and political constraints at both tocal ond national level.(Collins et al,
1996; Gilson et al. 1995; Nolon and Turbat, 1995).

Recent initiative to strenglthen primary health core through user charges
included the provision thalt improved quality care through introduction of cost
tecovery measures (Lerberghe, Teller, Von Dormeal, 1993; Hanson and Mepake,
1993). [t is orgued thet these interventions may actually increase utilization and

imptove nccess o core, thereby promoling more cquitable hcalth care delivety
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services (Litvack and Bodact, 1993). Gilson's recent review of the impact of user fee

and access for the poor in a variely of setiings, suggests that cflon (o safeguard the

poor has had limited success (Gilson, Alilio and Heggenhougen, 1994).

Policy [ssucs and Health Services:

The health sector o f many countries of the developing world is in a particular
sifualion | of weakness with little room to mano=uvre. [laving suffered a
disproportionate cut-back in [unding, they have to face the pressure from such
powerlul aid donors’ groupings as the \Vorld Bank, UNICEF and bilatern! donors
who ottemipt 1o address the severe social cffecis of adjusiment policies (Lob-Levyt,
1990). Is it right thai in the developing world, fundamentnl changes in the nature of
ftinding nnd supply of health programme should be allovwed o be dictated by the aid
donors? (Lob-Levyt, 1990). Various ciforts have been iniliated in Ecuador to extend
pnmary health care coverage, parlicularly to the rural arca (Karen, Mangeldorf,
Jorge and lloward, 1988). Some community health workers have been timined but

they have often been poorly superviscd and inodequolely supplied with medicines

and cquipmenl.
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Scvae ceonomic dificulties have sided the rural comumunity ‘o diintegate.
as peasanls seck work in urben arcas. Maintensnce of quality prvnary heslth care 1
therefore a devejopmental stretegy lo meet the needs of both noa! and arban prople
(Karen et al. 1988), In a rescarch conducted by Lincoln, (1987} in Chica end lodia,

COONGIMC crisis presents an opporunily for 8 structural ccview o f socicty's heulth
sysiem. I i is true that “good health is within the reach of a!i™ what are the pgnonoes
for padicy-makers who hoped 1o achicve improvenxats in health states despise the
need for camomic stringency like the implementanion of Structural Adjusenem
Progrmamme ondee the auspices of World Bank in Zimbabwe (Govermmen| of
Zamimbeee. 1990). The grogramme consisted of cconomic refoms, which included
mduction 2 social expenditure, curtency devaluation and trale |iberalization

Iz the beahh sectov. collecions of user fees initially were enfosced In
Limsbalrws in 199)-19%4, (Bijimakcy, Bassert and Saners, 1995). Perhaps s mont
sgificans fanction of health policy is w ensnure: that health and nutrition in addisies
e ecomommac:, coamemand e hghatl priority in developewmt and soonomis
sdjustmcst (Lincoln, 1987) Ve sucoesefid implementation of a PHC palicy in the

nﬂwhnm-war‘wm.ﬂmmlmﬂlﬁIﬂhﬂ
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ensuting that the plans arc translated into 8 new pattem of healti activities: A

coordinated spproach (o planning and management of resources allocation is

essential for successfut implementation, Within the Ministry of Health, this will

require the strengthening of the capacity 0 influence the use of resources and to

direct them to meet PHC policy priorities (Gerald, 1988).

Healh insurance has evolved lo poo) the risk of incurring high bealth care
actoss individuals. The evaluation of insurance anangements in many' posiaolomial
countnes patticularly in Africa and Asia has been slightly differeat (Shaw aod
Griffin, 1995). Upon grining independenice, most govemment intervened diseedy in
tbe financing and provision of health care (Shaw and Gnflin, 1995). In poorer
countrics or slalcs, health initiatives luave {loundered because of low levels of
funding. 1ncquatable distribution and inappropriate se1vices.

Govanments have encouraged inswance- based funding organizxtions to
relieve the burden on public finances and improve the quality of bealth care
provided. The spproach is supporicd by organizations such as the World Bank (Shaw
and GnfTin, 1995). A statement of the naticnal heslth care financing made by The

Federa! Government of Nigzna states that “within available resowaoes high priorites
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shall be accorded to PHC with particular reference to underserved arcas and groups™.

It was also cmphasized that community resources shall be mobilized in the spirit of

seif-heip and self-reliance (FGON, 1988).

In order to improve health service delivery to the grass-root in Nigeria, the
Federal Govemment emphasizes the importance of health in socio-economic
development of a nation, and m:md-nlcs all governments of the federation in Nigeria
review their financinl ollocations o health in relation to the requirements of other
sectors of the economy. High priotity programmes for Primary Healthh Core shall
have [lirst consideration of any additional resources that may be available (FGON,
1988).

Clinical rescarches in Chino have shown that patients without insurance have

much shorter hospital siays and reecive fewer and sometinics inapproptiate
medications ond treatment than thosc who have insurance (Phillips, 1997). In
developing countiies mutual and state- sponsorcd social health jnsumnce
arrengements hove risen 0 supplement the basic cover provided by public

institutions (Neil and Sofann, 1997), Hcslth sector aid policies have changed over

the past decades wath the deveiopment of paimary heatth care (PHC) concepts. In a
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rescorch conducted by Lob-Levyt (1990), a vital question was asked which probed

into the motives behind health-sector aid.

Various questions hod been asked for reasons for giving health-sector aids.
Mcntioned included compassion, economic or politics. There asc reasons. for giving
health-sector oids by the providers in most nations. fn mosi poor nations, health aids
has long been seen as a political issue (L.ob- Levyt, 1999). During the 1936 Spanish
civil war, most westem governments dispiayed an ambivalent or a “neutral hostility”

10 the demoacratically elected Republican Governmient in Spain. They therefore gave

hed)th aids to them through fund:-raising activities from numeous sympathetic
organizations in the United Kiagdom, United Siates of America and Caands
(Shopiro, 1983),

The public perception of health aids is strongly shaped by the media citber in
the powerful television images of a helpless, starving Africans reeciving famine
tclict, or inthe tradltions| views of the “charity” of health care (Patten, 1988). Health
aid has s low priorily in the domestic political agenda of th¢ donor countrics. It is

rare (hat n government fcars the loss of power or voles through its health policies.

The current climate in the West (in termy of majonty of govermorents in power) is
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one of disinterest in aid. Many in positions of aid decision —making openly express

doubts as o whcther aid “works™ despite good evidence to the contrary (Patton,

1983).

Throughout the world, bilateral agencies usually coniribute 30% of health
scctor aid and this represenls govemment-to-government aid, svhile mulsjateral
agencies contributes 24% health sector aid (Howard. 1986). NGOS contributed 18%
and UN organization a further 18% (Howard, 1986). In Scptember 1987 in Barnako
Mali, African health ministers adopted what has bccome known as the Bamako
Initiative (B), sponsored by UNICEF, The World Bank and WHO. The aim of the
project is essentially to provide drugs as aid. By the implementation of drug chasges
at the primaty tevel, it is hoped that operational costs and in lime, whole community
health programme, may be funded. For somclimes, the World Bauk has been an
acuve component of user charges for health services. Revenue gencraied through

users fecs can be used lo extead approprisic facilities for the uadcrserved. thus

prowviding & more equitable service (Akin, 1987).

On the basis of infomiauon gathered from epidemiological, sociological and

sociocconomic surveys in rural Mali, 8 comprehensive national plan has teen deawn
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onc of disinterest in aid. Many in positions of oid decision —making openly express

doubts as to whether aid “works" despitc good evidence to the coatrary (Patton,

1988).

Throughout the world, bilatcral agencies usually coniribuie 30% of health
scclor aid and this represents govemment-lo-govemment aid, while multilateral
agencies contributes 24% hcalth scctor aid (Howard, 1986). NGOS contributed 8%
and UN drgnnization a further 18% (Howard, 1986). In September 1987 in Bamoko
Mali, African health ministers adopted what has txcome known as the Bamako
Initiative (BI), sponsored by UNICEF, The Worid Bank and \WWHO. The aim of the
project is essentially to provide drugs as aid. By the implemcntation of drug charges
at the primary levet, it is hoped that operationat costs and in time, whole community
health programme, may be funded. For soinctimes, the \World Bank has been an

scuve component of uscr charges for health services. Revenue geacrated thnough

users fees can be used lo cxtend appropriote facilities for the underserved, thus

providing 8 more equitable service (Akin, 1987).

On the basis of information gathercd from epidemiological, sociological and

soctiocconomlc surveys in iural Mali, a comprchensive natianal plan has been drmwn
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up for the provision of water supplics and the improvement of health- It is intended
that responsibility for bringing the project schemes to fruition will be shared by
individual consumer. This is a fotm of cost sharing technique {(Sanoussi, 1988).

The free health policy in most cases usually encournges wastefirl presciibing by

doctors and cxcessive demands by patients, Therefore, (¢ avoid wastage, medicmnal

drugs of proven cflectivencess should be made available 10 all those who need them at

a reasonable price, Al the same time, meny who arc poor or not working cannot
aflord the medicine, so medicine should be provided free for these set of people
(Bidwell, 1988). In every sysiem of health care. it must be decided on how medicines
are 10 be paid for. At one extreme, the health care budgets bear the whole cost of all
medicines (as in free health services), at the cther, 1he individunl consumer pay the
full price of any medicine he nceds whicn he does so {Bidwcil, 1988). For these
o0, most govemmenis and private henlth senvices impose some limit en the
supply of frec mediclne. Free supplics are restricted to certain categories of persmm
c§ dependent children, pregnant women, pensioners &nd thase in reseipt of souisd

secury) beaefitls. Free supplics are also restiicied 10 cerain caxgorss of Rues
(Bidwzl). 1948)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



40

Finally, the attainment of health for all rcquired that a complex range of
political, social, tnanagerial and technical problems neced to be overcome. To this
end, it is nccessary to producc.a sufficient number of heaith-for-al] lcaders
throughout the world, that will possess the convincing knowledgo that will allow

them 1o galvanize the masses into taking action on their own behalf (Bidwell, 1988).

Frec llcalth Carc Policy in Africa:

Should the government provide health services as a basic human right, free
1o all regardless of income? (Drennan, 1991), For years, many developing countries
tried 1o provide free health services (o all, considening it a basic human nght.
Financiat, logistic and political constiainis have prevented them from serving
everyonc howcver (Dreanan. 1991). Furthermore, like the demand for family
planning, the demand for health caic is increasing. and govermment has not kept
pacc. Thus, government afong with donor ageneies and private voluntaty
organizations are scarching for ncw ways to pay for health services (Drennan, 1991).

Researches on the willingness of people to pay for preventive health setvices

such as family planning, have shown thnt people are willing 1o pay for carative
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services more than preventive secvices because the benefils in curative seivices are

clear and immediate (DeFerranti, [985; Lewis, and Kenny, 1988; Stinson, 1982; and
Zschock, 1982). In many cases, Iree hicalth services are synonyms with the provision
of frec family planning. Frec or pastially subsidized fomily planning supplies and
services may draw customers away [rom private health providers. But the question of
importancc is that could pcople who benclit from family planning as well as free
health services contribute to the services received? (Dreanan, 1991).

Family planning users in the developing countries now pay an estimated [0%
of total planning cost. Could some family planning users who now rcly on free
supplies and services pay something for family planning and could employers and
insurers, who save money when their employee or clients use family planning, help
to pay for family planning also? (Deennan, 199t), Paying for family planning is pan
of the lasger problem for paying f_or heaith care in developing countries, in which
cconomics, palitics and publicily usually have profound influence on people's
health. Advertising the provision of free health services, which are inadequately

provided by the government for examplc. is often in conflict with the interests of

good hcalth through the reliance that politicians place on it for their own
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advancement {Got, |988). Adverse influence on people’s health should be

vigorously exposed by all concemed with pcople’s well being.

Tanzania is one of the Africa counuies that have implemented frec health
services. The provision of free health services in Tanzania since independent has
been an integial part of her overall development. It has ilins become difficult in

recent years 10 rnainiain adequate government health services (AbelSmith and
Rawaj, 1992). The reason can be related primarily to the under financing of the
health sector due to thc present cconomic crisis and Structural Adjustment
Programme. The level of financing which the Minisiry of Finance in Tanzania is able
to provide for the public health sector is not, however, not sufficient to maointain this

expanded service effectively. The proportion of the budget devoted to social sector
has been falling and the goverument is under pressure to cut publie expenditure

{Abel-Smith and Rawaj, 1992).

A case study of Tanzania revealed the efTect of frec health services on the
population. Information was collected on travel time, travcl cost and wailing time,
which health facilitics were cliosen and why, the cost of using thein and diflicully in

finding the money to pay ond willingness to pay usetr chorges. The most impoitant
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conclusion was that because of inadequate supplies of drugs and of food at health
facilitics, many patients had to incur substantial costs to use “free™ services in

addition 1o travcl costs, It was found that if patients could pay for traditional mode of
carc and care provided in mission health services, there were justifications for
chorging at government scrvices. [t was concluded that "“lrec™ services n Tanzania
arc plocing unaffordable burden on the poor (Abel-Smith and Raws), 1992).

To measure the effect of the introduction of free health care, a nsearch was
conducted by Power. Zwasestein, Lewin, Vundule and Mostert, {[997) at Red Crass
Was Memoria! Children’s hospital in South Africa among children less than 6years

on 1equirement [or levels of care ranging from home to super-specialist. [t was found
that the hospilal provided care 1o a lurge number of children $8% of who were
unreferred. On the introduction of fice heaith care, the number of unreflered childien
increased 10 83% and consequently the number of children that attended health
focility out-numbered the free health services provided.

In 1980, the Zimbabwean govemment inherited at independence, fragmensed
heslth services, which was urban-centered and focused on cumtive serviees. This led

them 10 adopt a free health policy thal cnsures greater equity in access © bhealtb
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services (Chincmana and Sandets 1993, Locwenson, Sanders, and avies, 1991).

The Zimbabwean health was free for 90% of the population based on an income cul-

ofT of Z § 150 (Bassctii, Bijlmakers and Sanders, 1997).
The South African Government (SAG. 1996) free health policy states thus:

“Free health witl be provided in the public sector for children under six
years, pregnant and nursing mothers, the efders, the disabled and certain
categorices of the chronically ill. Prcventive and promotive activisies, school
health services, antenaial Iand delivery scrvices, coniraceplive services,
murition suppori, curative care for public health problems and cammunlty
based, care will also be pravided fiee of chorge in the public sector. User fee
Jor insured patients using public hospiials will be tncreased to ensurc full
cos! recovery'’.
Another study conducted in Soweto, South Afriea, in a dental clinic, compared
patients’ atiendance roles one year before and ofter the introduction of free primary
dental health scrvices. The siudy revealed a stalistically significant increase in casual
patent attendance in the year after free primary dental health care was introduced

(Bhayst and Clenton-Jones, 2003). The impact of free matemal health care on South
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Africa was also studied by Schneider and Gilson, (2000). Jn their study there was an

increase in the utilization of government health services due 10 the iatroduction of

free matcrmal heakth care (Schneider and Gilson, 2000).

On the 19 of May 1997, in Johanncsburg, Prestdent Nelson Mandela visited
Kathleong Non Clinic, e asked a nurse about free health care services (Simon,
1997). Her first ceaction was 0 point at the crowded woodcn benches of the hospital
wailing room. She said.

"There are lots of pattents
When users’ fees were scrapped, more patients tumed up for carc. The South Afncan
Health Rcvicw in 1996 sasd the rise in ottendance figures confismed that users’ fees
10 states scctor had been a barrier 10 heaith (Simon, 1997). In an intervicw conducted

in a study by Schneider and Gilson, (2008) a professional nursc in Northem Cape,

she said: .

“Paticnis in this place arc abusing froe health care service, and we don 't
have control over it. A patient will come on Monday with a headache, on Wednesday

with stomach-ache and an Friday will remember an old sprain he got when e was
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young and come complaining of knec pain. We have to provide them with service and

we can't chaye them, How do we control this?

Govemment health policy in Nigeria increasingly had become an issue of
public dcbate and public contention in the late 1980s. The issue emerged during the
Constituent Assembly meeting held in 1989. The draft reported by the assembly

included a clause specifying that free and adequate heaith care was lo be available as
a matter of right to all Nigerians within certain caiegorics. The categories included
al) childrén younger than cighteen; all people sixty-five and older; and all 1hose
physically cisabled or handicapped (FOS, 1921). The provision was however,
deleted by the president and the governing council when they reviewed the deafi

constitution (FQS, 1991).

tt will be recalled that free heslih policy has been the policy of past civilian
administratlons in Oyo Stale since independence, with the exception of the 29 years
of mililry regimes (GOS, 1999). llowever, it was not unti] the c<ivilian
administation of §979-1963 (hot the free heatth policy was given Rl

Implementation (QOS, 1999). The free health policy is therclore termed a “Soaial
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heritage”. The free health policy under the manifesto of the defunct Hnity Party of
Nigeria (UPN) was given full implc-mcnm!ion in 1979. [t pointed out that health care
delivery should be totolly {ree at all levels in all state owned health facilitics. As a
result of -the economic situation in Nigeria including Oyo State, and the ever-
increasing population, the provision of health has become an expensive social
contract, the financial implications of which could not be bome alone by the state

govemment. The Oyo Statc new free health policy was then formulated (GOS.
1999).

The Oyo State new free health policy contains (0 a large extent. some
subsidies. This implies that healih delivery in its entire ramitication in the State
would not be totally free. (GOS, 1999). The high points of operastion of the new

health care policy in Oyo State under the !eadership of the Alliance for Democracy
inciuded:
Free primury health care, snbsidized sccondary heofth care. and

establishment of cfficlent referral sysiem and integration of health insurance scheme

inio the Jree health care poitcy
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Total {rec primary health carc included”

Free ante-natal and normal delivery, free immunization (NPI)
services free consultotion and examinotion, free micro- nuirient supplements for
children 0-5 years and pregnant women, free curalive services — minor trauma,

malaria. acute infeciions, diarrhea diseases, health educaiion and school health

programme (GOS. 1999).

Conecptual Framework:

Theories and models are very impociant tools in health education. They
provide information about strategies and meihods for understanding individual's
behaviour before planning and implementing health imtervention programmes. A
combination of models and thecoiies iz oficn recommended since no one theory can
capture all aspecis of behaviours {l.gun. 1988). Thus, therc is strength in using morc
than one motdlel/thcory (Tanner nid Cockerham, 1983). A model is a visyal constnict
of the causal linkages among a set of concepls believed to be relaied to a pafticulas

public hcalth problem (Earp end Enncth, 1991), In planning health education

research and inicrvention programmes, il is itnportant 1o consider the individual and
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his micro-leve]l factors that influence him/her as well as other influential

envitonmental and socia! forces thnt are involved in gencraling ithe individual's
behavior, In this study, a model was adopted, and it provided clearer explanation of

how factors such as beliefs, attitudes, knowledge and socia! supports may be

associated with pattern of utilization of health services. Thic model is Health Belief

Model (HBM).

itcalth Beliel Model:

The HBM was developed by Rosenstock and Becker during the 1950s to
explain preventive licalth behavior, pasticularly rcgarding the relationship of health
behavior 10 utilization of healih services such as screcning and immunization
progmmme (Ross and Mico, 1980). Tiic HIBM has been applied to many other

aspects of health behaviours as well (1 [ubbley, 1993). The model explains preventive

or curative hcalth bchaviour by cxamining the extent 10 which an individual
perceives a prablem to be serious and has high prabability of accurrence. The model

considers motivation as a nccessary condition for hecaith action since motives
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sclectively determine one's perception of the environment. The key components of

the model are as follow;

I'crecived susceptibility, which refers to the subject:ve perception of risk or
vuincrability 10 a health problem.

Perccived scverity, which consists of ones’ perception of the seriousness of

the heaith problem,

Pcrecived benelit, which involves the cfficaey of an action, designed to
prevent or reduce the thecat of an iliness.

A “rccommended” health actlon aimed ot preventing or amcliorating a

given discase threat.

Perceived burrlers, which refers (o the ncgative consequences that might be
aasaciated svith the preventive beliaviour.

Modlfying fuctors, which tefer to the socio-demographic chmaescristics of
the person and the knowlcedge they possess about the health issues.

Cur 1o actions, which nre the stimuli that inctcase threat perceplion and

therefore promnotc aciion
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The afforementioned components of HBM are shown in figure 1. The
susceplibility aud severity in combination mobilize the individual (o act, whereas the
cost-benelit anndysis provides the person with a preferred course of aclion: Although
the individual s energized 10 act, the desired action may nct occur unless a cue is
present. Such cucs may be intema) (e .g. discases symptoms) or external (¢.g mass
media message. influence of others). Modifying faciots arc vasinbles that raay
indirecily affect the likelihood of o self.protective act through their influence on one
or more of the model component (Pretice-Dunn and Roger. 1986). The HBM
provides a useful guide for choosing the poirnits to emphasize in any commurucation
process relating to the impoitance of perceived seriousness. suscepubility and

preventability. It hos somc wceaknesscs in the sense that it does not coansider soQal

pressures from others in the family or community and ignores cnabling factors

{Hubley, 1993).

This model has been applied in this study to explain pregnant women's health
promotive and preventive behaviours within the context of free health services. Their

perceived suscepltibillty to complicatlons in pregnancy and perceived seriousness of
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complication has potential for enabling 10 1ake actions relating to visiting health care
facilities for ANC. These bechaviours could be reinforced by the influence of
promotion of free health seivices by govermment on clectronic media like radio and
television to stimulate the utilization pattern of health services. Mothers usually
cvaluate llhc benefits and constraints of utilization and non-utilizalton of government
free health services during pregnancy. They are therefore likely 1o choose whether 10
go 10 government health facilitics or not, if they belicve that the benefit of doing so
outweighs the constraints. It is important that the mothers’ perccption and judgments
on utilization of free health services be determined. The HBM was used as a guide

for formmulating questions in the iastrument relating 10 the demographic
characteristics of nursing mothers, their hcalth seeking and health promoting

activities duting pregnancy, facilities respondents used during and alter delivery and

what services they received.
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Figure |

[Tealth Bellelf Model Applied to the Ulitization of Health Services in

Prcgnancy

MODIFYING FACTORS

e Socio-demographic variables:
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status, religion, ethnic group,
occupation, social class
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complication.
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stage of pregnancy.
Too long waiting time in
health facilitics
None availability of free
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PERCEIVED THREAT

CUES 70 ACTION

» Communication {rom health care

provider
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husbands etec.
o Cumrent symptoms,
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clectionic media by goverument
e Previous prepiiancy experience,
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ACTION
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free hicalth services and
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CHARPTER TUREE

METHODOLOCY

Thie chapler begins with a brief description o f the study design, followed by
the scop¢ of the study, variables ia the study and description of the study ares. It also
includes study population ond samples, sampling procedure and sample size, method

and instruments for dsia collection, dotz collection process, dota management and
analysis. validity and reliability, ethical consideration and limitations of the study.
The reseascher was interested in gaining a broad understanding of the
perceplion and ulllization of free health services omong nursing mothers. Thie pattern
of utilization of govemment factlitics was obtained from the booking and delivery:
data in all public heallh centers in igbo-Om and Tdere owns from 1996 to 200§,
before and alter the commeneement of the new (ree health policy of the Oyo State

Government {sce {ables ! and 2 respectively). The data enabled the researcher to sce
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the trend of utilization pattem of the public health facilities before and after the

commencement of the new frec hcalth policy 1.e. whether the wiiization paltemn

increased or decreased with the introduction o f the health policy.

Description Of The Study Area

Igbo-Ora, the headquasters of lbarapa Central Local Government Arca

(LGA) in Oyo State Nigeria, is situated on Longitude 71* 2 N and Latitude 30°4
(Watson and Warcham, 1963). The community is located about 130km southwest of

Ibadan, the Oyo State Capital and about 40kin northwest of Abeokutn, the Ogun

State Capital.

The type of soil in the area is latenitic, with cassava, maize and melon being
the commonest food crops grown (Phelan, 1993). The community usually passes
through three distinct seasons. These include a period of major rains from April
through August, a season of minor rmins from August through October, and a period
of dry scason, from Novemberihrough March

The people of lbarapa Central Local LGA belong primarily (o the Yoruba
cthnic group. They speok Onke dialect of Yoruba language 1gbo.Ora constsls of six

culturnl/Mistorico] wards with cach having its traditional ruler known as Baale, The
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Badte or Chicl of [gbo-Ora te the oflicially recognized head of the entir= communuty.

Most of the community uadiuonal chiclaincy ulleholders and heads of extended
fantilics arc clders, While a 'Baale’ is the head of the community and the trustee of
the community lands the 'Bale’ is the besd of the extended family compound (/le)
From cast to west, these wards are: igbole, Pako, Iberckodo, ldofin, Sagaun and
Igbo-Ora. Two of them have finther subdivisions, i.c Iberckodo ward has Ago-Oro,
fta-Basle and Pataoju as its subdivisions, while 1gbo-Ora is subdivided into Oke-
Iseri. Isalc Oba, Isale Ogede and Oke Odo. The sstilement pastern of Igbo-Ora is

made up of 3)9 exiended family housing clusicrs called sompounds or Agbole in the
local language (Adcbayo, 1996) The whole LGA is comprised of 10 political wards
of which Igbo-Om lown has seven. A sketch map of the lown is seen in figwe 2.

The predominant occupation of the people is peasant farming although
ortisans and pelty \raders nlso abound. 8cing a local govemment headquarters, lgbo-
Qra offers its residents numerous public service employment opporiunities such as
teaching and heaith care, Igbo-Or@ has 20 public primary schools. § private

nuescry/pnmaty schools, 6 publie sceondary schools end one goveauneal technical

college.
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A varicly of health care options arc available. The local govemment runs
three matcmity centre/dispensary units located at Igbole and Sagaiin. The Oyo State
Mintstry of Health, in collaboration with the College of Medicine. University of
{badan, operates a gencrol hospital ot the western edge of the town, There are four
privaic health care facilities. two of which offer inpatient care. Nearly 50 patent

mcdicine shops are scatiered throughout the eomniunily, as there are numerous

indigenous health care providers.

Intra-town transpostation is mainly by foot but theie are motorcycle taxis,
locally called nibo-ntbo. Occasionally taxicabs arc available for long distances across
town. The distance (rom the new motor pask at Igbole to the general hospital is 7.
Motorcars, buses and Lotries are used for intcr-lown transportation of goods and
persons. NewSpapers are occasionally circulated in the community, owt the peopic
rcly mostly on battery opemied radio scis for external news.

Electneily and pipe-bomc water supply were installed in the community ncarly
35 years ogo, Pipc bome water supply has since stop while electricity supply
cpileptic; the people therefore use kerosene lantems for light, eod fircnood and

kerosene stoves for eooking. Walcr is fetched from beooks and shallow wells many
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of which go dry during the dry season. For this reason, guinea woem disease 1emains

endemtcin the areas.

Most homes have no toilets and baths. Generally, bath stalis are constructed of
corrugated iron sheets adiacent to the homes. Very few homes have flush water
toilets, somic use pit lairines, and while most dispose of human waste in unoccupied
bushy plots of land within or surrounding the town.

Mosques, churches and shrines are located ihroughout the community as
residents consist of Muslims, Christians and traditional Afncan worshippers. Within
the contmunily, people of different faiths usually live in harmony. An extended
family usuclly consists of membcers who belong 10 a variety of religious groups.

Although there have been clashes over the years among adherents of diflérent

beliefs, the community clders and leadess usually take strong role in resolving such

disputes.

Study Deslgn

From the data collected, it was noted that the introduction of the new free

health policy in 1999, has not signilicantly changed the pattem of utilization of
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Variables

The independent variables included age, religion, marital sialus, whether
tegistered for ANC, educational status and occupation. Thc major dependent

vaniables of inlerest were utilization of Iree pnmary heailh services including
antcnatal carc, delivery ond regular care. Other dcpendeni variables included, where
mothers registered for ANC, place of delivery, which advised mothers (o use healih
facility and seasons for using such facility.

Intennediate faciors that might influence utilization include level of

knowledge about free health seivices, awareness of the services, perecptions of free
health setvices and amount paid in heaith ccniers. Perceptions in this case nclude

attitudes towards the services. beliefs about the quality of (he services and perceived

problems 1n utilizing the services,

Hypothesls

A number of hypothescs were formulated 10 facilimte o greater udderadigr

of the pattern of utilizauon of hiealth services among the mothers. These were thar:
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. There will be no significant relationship between the type of health

carc [acility used and stage of pregnancy.

There will be no significant relationship between the type of health

carc facility used mui arnount paid for ANC.
There will be no significant relationship detween the health care
facility where dclivery took place and peiceived health status.

There will be no significant relationship between health care facility

used for ANC and social supporl received.

There will be no significant relationship between health care facility
used for childbirth and social support received.

There will be no significant retationship between Jevel of awareness
of feee health services and type of (acility used for booking.

There will be no signiticant relotionship between awareness of fiee

hcalth sceviees and type of facility used for delivery.
There will be no sigailicant relationship between type of (acilily used

for ANC and respondents” socio-demogzaphic characieristics.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Popalstion And Sample

The target popuistion connisted of women who had slvered babies in
fhe years 2000 and 2001, after the introdustion of the Free Heal'Ss C2ze Policy of e

Ove Suse povermment Nurnag mothers were targeted becz@v: m any comumamity.

mothery and children constitute a priority group The study covared nursing mothers
who had been residing in the town since year 1999, Kovenichers have pegped ihe
population of Igho-Ora itseif &1 60,000 (Ososanyz. 1993) and 65917 (Adebayn,
1905 While there 15 much mobility among the povernal pupulation betwoen Igho-
Oen and noardy large cities (Brieger, 1984, Osonanyn and Prieger, |994) and
betewss @ Wwen and surounding farm bamicts (Brieger, Akpovi, Johason sad
Ademry, 1902, 1 s Lkely that the peopls fonusd ot heme are ropresestative of e
mrung mofery populstion 18 e Ve snaly rebed on the abulitn of sy
Beens © reall epenences relating b the stilidshon of wrvees @ e pebls
beal® (amiery Surang ANC and dab ey

By eotar of Mew mo <y and lane voknenabiiity te DendS peetdvem,
ATl e T S e Ul ey A BB <f RO T e, o SRSy
e Pras Ly m oo e osbeas ¢ e et edme Oun wvimd. cdohd et snshanel
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mortality rotes are high in many developing countries. Fuithermore, much of the

sicknesses and dcaths among mothers and children are largely prcventable. By

improving the health of motheis and children, we will be conliribuiing to the healthof
the general population. These considerations have led to the formulation of special
health services for mothars and children all over the world inciuding the study area
The health of mothers and childcen still rema:ns one of the most serious health
problems affceting the community, paiticularly in the developing countries. The
piesent strategy is 1o provide mother and child health services as an integratad
packoge of “essential health care™ also known as primaty heallh care which s based

on 1he prnciples of equily, intersectional coordination and community parucipstico

(Pask, 1997; WHO/UNICEF, 1978)

Sampling Procedure and Snmple Size

Igbo-Ors town has 3 lolal number of six wards namely: Igbole; which has 35
compounds, P2&o; which has 43 compounds, [berckodo; shich is further subdivided
into Ago- ora; which has 8 compounds, 1tn Baale: which has 31 compounds and

Patos-ojuy; which has SI compounds. ldolin has 26 compounds, Sagam; 12
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compounds and [gbo-Ora which is also subdivided into Oke Iscri; 62 compounds,
lsule Ubu; 31 componds, Isale Ogede: 18 cumpounds und Oke odo; 22 compounts.
The total number of compounds was 339. Effort was made to ensure
representativeness o{the whole town. Extended family compounds, which arc 339 in
number, served as sampling units. This implied that ni lcast one woman was
interviewed per extended family. In any large compound, two women were
interviewed. One farge compound cach, was identificd in igbole, Pako, Idofin and

Okeodo, and two large compounds were identilied in [ta Baale,, Pata- oju, Oke Iseri

and Isale Oba, so two \wwomen were interviewed in each of the houses.

Each (amily house was visiled to identify all women who had delivered
withm the last (wo Years preceding the study. The woman with the most recent baby

was sclected. This meant thot a sampie size of 351 respondenis (women) was

obtained as shown in tablc 3.
Methods and tnsiruments for Dala Collection

Combinations of two methods (one qualitative and the other quantitative)

were used 10 (acilitate datn eclieciion. These were focus group discussions and semi-
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structured interview. The instruments will be described in greater detail: one after the

other,

FGD QCuide:

A focus group discussion (FGD) gutde was developed afler a review of
litetatuze related to pattern of utilization of health services and factors influencing it.
The $GD guide consisted of open-ended questions. The questions were used to probe

into issues relating mothers practices duting pregnancy, opinion about public health

facilives, factors influencing utilization of health focilities, perception of nwsing

mothcrs abgout health facilities, opinicn aboul free hcalth services and
recommendation on hos 1o improve fiee heaith services.

The researcher followed guidelines requiring that the respondents must be
demogtaphically homogenous but must not be known to each other prior 10 the
intetview 10 ailow free flow of infor-mntion (Kiucger, 1988). The guide was pretested

through a FGD session in o neighboring town, Idcre. This helped to familiarize the

researchcr, the observer and 1wo recorders with their expeeted roles.
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The FGD questions were translated into Yoruba, the language of the subjects,
Back tronsintion was done with a view to determining the sccuracy of translation

using translators who arc fluent in both English and Yoruba. There was need to use

the FGD to develop the semi-stsuctured questionnaire for the survey compounds.

Questionnuire

The questionnaire was the quantitative instument for this study. 1t was

initially prepared in English langusge using locol issues and concerms that emerged

from the FGDs. It was later trapsiated into Yoruba, after a review for content

validity by the r¢searcher's supenvisor and experienced rescarch assistants, The
questionnaire was later back Uonslated to Tnglish by another Yoruba language
expert.

The questionnaire had a briel introduction wherein the interviewer sought to
establish rapport with the interviewees, sought their consent, explained the purpose

ol the rescarch and solicited for their suppost. The women were also screened 10

dctermine who wus qualified to respond, as mothers of babies delivesed in years

2000 and 200} were required
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The questionnaire consisted of three scctlions namely Sections A, B, C. The
lirst section (A) of the questionnaire consists of questions re!aling to the
demographic characteristic of the respondents. Section B elicited information about
the following, from the respondents; personal hygiene, what food they cat, routine
drugs taken during ANC, immunization taken during ANC, exercise, social meetings
attended, enviroomental hygiene, booking for ANC, use of concoction during
pregnancy and so on. In Section B, questions were asked about the role played by
the significant others. E.g. husbands, grandmothers, mother —in- laws, and sister elc
in encouraging or discouraging the utilization of government frec health service.

Seciion C sought information on respondents’ level of awareness of health services

encounicred in the utilization of govemment health facilities and suggestions to

improve the free health policy.

Ten copies of the questionnaire were pre-tesied on nursing mothers in Idere, a
lown about live kilometers from Igbo.-Ora. Thus., the investigator had the

opportunity of correcting any procedural problems that arose in the {icld.
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Validity and Religbility

Validity ts the cxtent to which an instrument actually mcasures what its
suppose o measure (Davitz and Davits, 1997). Making surc that the varnables
generated from the FGD sessions were reflected during the development of the
questionnaire ensured the validity of the items in the questionnaite. The validity of
the qucstionnaite was also ensuted by pretesting the insisument before final data
administration in a different place from the study area

Reliability is the degree to which an insirument yields consislent responses

{Davitz and Davits. 1997). To achieve this, the rescareher recruited expenenced

research asststants who hed participated in this Xind of survey previously and trained
them spccifically on both the FGD and questionnaire administraiion. Training of the
intervicwcers was aimed at reducing inicr-observer bias. FGD sessions helped provide
morc insight into the imporiant issues of this rescarch and to monitor the intemal
validity of the deta genemted through the questionnaire. The FGD guide was pre-
tested in Idere. Neeessary delelion, addition and corrections were made before the

finnl guides used for the siudy were produced, Pre-testing of the questionneire

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




69

assisted the researcher to make necessary modifications in terins o f content and the

time {rame for completing an interview before the final production,

The researcher himself did conduct a number of inicrviews, and was

therefore, in a good position when reviewing the questionnaires of others each day to

detect anomalies and inconsislencies.

The interviewers, including the reseaicher. used the local language (Yoruba)

throughout o ensure consistency and firtl understanding of the respondents, many of

who were illiterate or semi-illiterate.

Nata Coltectlian Pracess

The qualitative and quantitptive data collection processes will he described.
The focus group discussion componenis of the study will be described first. The
conduct of the focus group discussion preceded the survey. A team of four people
consisting of the investigalor who served as the moderator and thiee Research
Assistants (RAS) conducied the discussions. The RAS were indigenes of igbo- Ora
community who liave bcen involved in several rescarch projects. They were all

vatned on the roles they werc expected 10 play during the discussions. One of the
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sistants. served as the observer while the other two served as recorders. A tape

recorder was used to complement the efforts of the recorders who were involved in
writing down the proceedings. The discussants were recruited with the assistance of

the community leaders who were properly briefed abaut the purpose of the study.
Dates, time and venue for the conduct of the FGDs were agreed upon after

| coasulting the women in the community. The FGDs werc conducted in places, which
were free of distractions. There wese between 5 and 7 participants in each of the
groups.

The moderetor siarted by inuoducing himselfl and the RAS, made the purpose
of the FGD kiiown 10 the women, assured them of confidentiality of their respoascs
and encouraged them to be free, well relaxed and ready to express their opinions.
The imPOrtance ond need to use o tope recorder was also explained (0 them. It was
only uscd alter approval by the discussants. Four FGDs were coaducicd at different

locations in the town in the ecasly evenings and on oppropriate ime was chasto for
each session. Ench discussion lasied between JO and 45 minutes. Refteshments were

scrved 10 escordance 1o the wishes of the women dunng the discussions to cowae

free flow of conversation and relaxatinn.
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After aach FGDY | the notes taken by the recorders were merged with a view

o ¢oming up with one report. The recorded lapes were pleyed buck and the

investigator carefully wrote down their contents, The transcribing of each FGD was
dore the day it was conducted. The notes taken by the reseasch assistants and
informioo obeained from the tapes were merged with a view 0 comug up with ane
FGD repon,
A description of the data collection process regarding the survey
coupnot of the study now follows: Five trained RAS and the investigator himnsetf,

malcng 2 tots! menber of 6. administored |he quesiionnaires. The investgatoe acted
-hmuﬁkmm-mcbmmut&MSmm-M
Supervisor. A local somowunity resident was reonuiled (o act a3 scout in the
commumity. The foacarch (can then moved fiom compound o compound
monvreng identified cligible ropondents who ware women who had delivensd
haiics in the years 7000 and 2001. The women with ihe most recent delivery were
then sclected witil the regered number of respondents was reached lnfiwmed
Conaed was obtasnd from the cvlerviewees afler proper explanation of the purposy

aof e miervicw [ntor ow o elmamistored ussthmaires weors osed The weams
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ere intcrvicwed in their homes. Each RA completed an average of 5 questionnaires
a diay and the exercise lasted 8 period of [2 days. The researcher made sure that all

the questions were well answered and submitted (o him on daily basis: A total of 351

respondcnis were interviewed across the whole.

Dala Management and Analysis

Al the end of cach FGD, the two recordess compared their notes and
produced one transcript of the session. The moderator who is the researcher ensured
ihat they faithfully reflected the proceedings of the discussions. The researcher then
teviewcd the four ronscripts for similasitics and differences in content among
nursing mothers. Text Base Beta was used ic code and sort the FGD transcript.

The adminisicred questionnaire were sotled and coded manually by the
researcher. They were then cntered into the computer using the EP} INFO 6.1
soflwarc package devefoped by the 1).S. Centre for Diseases Control and Prevention
(CDCP). . Basic frequencies weee first generated, from which frequency tables and

charts were developed. EP1 INFO was also used for data nnalysis using primasnly

Anaalysisof Variance.
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Ethical Consideration

On reaching any house selected during data collection, the interviewets
introduced themselves and stated 1the puipose of the study. Consent of all women to
patticipate in the study was sought. Any one who was nat inicrested in the research
wvork was left alone. Participants were assured that information volunteered by them

would be kept secret. Their consent was also obtaincd before a tape recorder was

used. Only verbal conscnt was sought.

Limitations Of The Study

Suzveys arc usually charocterized with limitations, This study was limited by
the lugh mobility of the lgbo-Ora prople especially wamen (Bricger, [984;
Ososanya and Bricger, 199.), This foct was verified during pretesting. The women
left a1 home, in all likelihoad, represented the relauvely stable residents of the

communily who could provide needed valid informotion about health services

slilizstion paticens in Igbo-Ora
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Similorly, response bias associaled with under-rating or over-rating of
perception of (ree health services may pose a risk to the quality of the data in tetms
of their gencratizability. Recoll bias is another potential source of error. Fortunately,
most of the items focused on current knowledge about free health services, problems
faced during utilization of free health serviees, and assessnients of free health
services. 1t is not unlikely for some of the respondenis to deliberately provide
incorrect information about themselves. There was no way of verifying the

authenticity of information volunieered by the respondents. So the investigator had

10 rely only on whalever the subjeets reported. Tliis is usually a major limitation of

most survey reseiuches involving intesvicws
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Booking Pattern in Primary Health Centers before and after the

Table 1

Commencement of Free Health Servicesin 1999

Facilities Before FHS ~ After FIIS
1996 |1997 |1998 | 1999 |2000 |2001

Igbole MC 240 [261 [220 [88 [203 [19s
| Oke Agogo MC S27 |[718 [527 |546 246 |S43
Idere HC 178 [304 [301 |310 [264 | 246
Igbo-Ora GH 67 |99 [129 Tm 109 | 196
Oke-Odo MC 0 0 80‘“191 198 |13 |
Total _1012 1382 | (257 1]268 1020 | 1193
FHS - Free Health Scrvices
MC - Matemity Centres
HC - Health Centres
GH - General IHospitals
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Table 2
Delivery Pattern in PHC hefore and after the commencement of

FI[S in 1999

L Facilitics Becfore FHS rAftcr FHS
1996 | 1997 1998 | 1999 |2000 |200]

Igbole MC 196 (232 [190 [178 [ 152 147
Oke Agogo MC ~ [449  [S66 |405 |468 |397 |404
Idere HC K 209 227 |221 1244 |200 |174
Igbo-Ora GH 96 72 125|123 [107 |127
Oke-Odo MC 176 [183 [136 [147 [156 [158
Toal 1126 | 1280 i'l'um 1160 | 1013 [ 1010
FHS - Free Health Services

MC - Maternity Centres

HC - Health Centres

GH - Generol Hospitals
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Table 3

Thic Summary of the Sampling Process

[ \Ward/Subdivision No of compounds _LN'o of women selected
ngbole 35 | 36
Pako 43 | 44
| Iberekodo
Ago-oro 8 8
lta Baale 3] 33
Pata- Oju 51 53
1dofin 26 ~ 27
Sagaun 12 12
Igbo-Ora
Oke lseri 62 64
Isale Oba 31 33
Isale Ogede 18 18 ,
Oke Odo | 22 23 |
[ Total | 339 ) 351 *
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Figure 2: Sketch Map of Igbo-Ora Towa
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CHAPTER FOUR

RESULTS

This chapter presents the qualitative (FGD) and quantitative (Survey)
findings of the study. The focus group discussion findings which ase presented firsi
are organized under the following sections: Health promoiing and health secking
practices; opinions of women about health facilities availablc in the community and
types of services obtainable there; foctors that influence the use of health facilities by
women in the community; awareness of women ahoul the free hcalth services, how it
is being practiced and what they have beneliled; effeciiveness of the health policy
and how it can be modified. The lindings from the quentitative aspect of the study
are organized into six sections as follow: The socio-demographic charactesistics;

awareness of {rec hcallh services; hcalthi promoting and health seeking practices;

perceplions and experiences with healbth facilities and free hcalth carc services;

comparison of health facility uliiization practices by level of awareness and kcy

socio-demogzaphic vartables.
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Findings (rom the Focus Group Dlscussion

llealth Promoting and Health sceking praciices:

During the FGD, discussants mentioned Jots of acliviiies they engaged in so
as (o stay healthy dunng pregnancy. They reportedly ate nuuitious food and fiuiis
that will make the fctus develop. Such food and fruils are beans, fish, amala. egs,

meat, snail, vegetables, pap. moin-mein, plantain, akara oronges, pavw~paw. banana
and mangoes. Most ol the discussants also reporicd that they went to heaith facilitics
during pregnancy for medical ¢xamination, received drugs, injections and vacetnes.
Few of the discussants disclosed that they took agnwemu. agbo and any other
concoction with the routine drugs given 1o them in hospitals in order to stay healihy.
Vetry few said they did not take routine drugs at all bul agunn, agbo and native
rings given (o them by their fathcr-in-laws. Majority of them rcported that they had
stopped taking agbo and agunni: but only took routine drugs given in hospitals.
Vety few also took routine diugs with agbo and agunmu, Diseussants also mentioned
that they did lois of exercises to keep their “‘babies kicking'” The exercises they

participated tn included, sweeping their houses and the immediate envitonment.
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washing clothics, fetching water from borehole, pounding “elubs”, singing and
dancing t0 kecp the foctus kicking in the stomach, (idying up the house, sale of pelty

things or hawk around the ncighborhood in other to keep their babies alive.

Opinion ol Women about Health Facilitics io the Comniunity and types of

sctvices obtainahle:

Discussanis mentioned that they visiled instesnity centers, private clinics,
traditional healets, traditionol birth auendants and feith healers duning pregnancy.,

Mojority of the discussants reported that they had decided not to go to TBAs and
tiadilioan! healers ngatn beecause every woman was becoming enlightened and
educoted in thc community. Many said, “The ogbo or aguamu from traditional
healers would give problems to out babies", Vety few of the discussants still insisted
on the use of agunmu ooyf, which was given lo them by their father-in-laws. Very
few rcporicd the weanng of native rings, which they claimed, made women stiong.
Feww mentioned the use of agdo irohi agba kakoro, and black soap for bathing so as
o siay henlthy. Majority of the discussants believed that women that went to

taditionnl healers during pregrancy were the ones with scrious deedly discases
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Maonty of discussanl went o govemment heallh focilitics during pregnancy.

Mujority ulso went for bovking ut the seveith mouth, becuuse they “belicved’ they

were heallhy and there was no problemd with their felus. Many mentioned thal it is
pcople that had one problem or the other thal wwould go carlier io book for ANC.
Many respondents reported that during therr vislts to health facilities, health
, workers gave routine drugs like vitam:n B-Complex tablels, Sunday-Sunday tablets
(a malaria chcmoprophylaclic}, ferrous tablets, Chloroquine tablets and Paracctamol
tablcts. They mentioned that they paid an average of N300 (or drugs and injections in
public hcalth facilities. Few of the discussants prefeired the use of pnvate chinics lo
govemment hospitals because they were noi saiisfied with the services sendered at
the government hospilals. They disclosed ihat at the private clinics, health workers
allended lo them on time but fees paid in private clinics were more. Very few of the
discussants who used private clinic before stated that private clinics rendered bettier

quality health services than govemment health facilities.

very few respondernits visited only chuiches for prayers for divine
intervention dunng delivery. Majonty of discuszants maintained that staying healtby

dunng pregnancy was important lo them regardicss of where they sought it Majonity
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of thent Jiscloged tha they sought divine intervention from the feith heafers and a1

the same tinmve anceded govemment hospitais. Majorily reposted, **Prayers work with

dmigs "

Fuctors (hat influcnce the use of health facilitles:

Many discussants mentioned thst they docided on what facility to aitend
during pregnancy by listening to advise gven (o themm by husbands, fathes-in.law,
mother-in-law, neighbours, fMends and by atiending what facility majority of
cammunily membera attended. Oiher factors reporied by many discussants included:
neainess lo their homes, ncamess to their places of work, cost of receiving the
scrvices, reintionship of health workers with patients, ptesence of qualified personnel
ot health fncilitics, presence of health workers at their duty post. Majority of the
discyssants diselosed that they visited a pairticular hcalth faeilily because of the
availability of drugs at phatmacy department, availability of vaccines. availability of
cards for consultaiton and witting moteniols. Very few discussants reported that they

ulilized the public health faciliiies becavse of ihe firee health services provided by the
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state govemment. Very few discussants disclosed that they had never visited cither

public or private clinics. They gave no reasons for this.

Awarencss Ahout Frece llealth Scervices:

Majority of respondents reported they heard about Ovo Swte Free Health
Scrvices on radio, public address system. from husbands, ncighbowrs and fmends
Very few heard it from health workers and their childien. Respondents remarked that
despite the free primacy health care. they paid money at the public health facilities
for scrvices received. Services they paid for included: ANC, delivery, immunization
and booking. The amount of money they paid veries in different facilites. Very fow
respoadents discloscd lint they received roucne diugs and immunizstion fice on
; vaxy rare occastons. They cxplaned firther tha: free drugs and free immunization
were not always avoilable at health facilities becouse heaith workers were not
allowed to collect unofficial fee nt go vemment health facilities as they used 0 do
before the commencement of (he {ree healih policy. Many also reported (har since oo
moasy »as collccted in the public health facilities, there were oo drugs or vaccncs
available. In addition 1o the money paid for services that were supposed to be free at
the public health facilities, respondents mentioned that health workers roqacszed tor
some tems fo¢ delivery before admisiion was made, The itams listed are arszowd
in table 4
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| 'E'l’nhle 4: ltems usually submlitted by cxpectant mothers to health
facilities hefore sidmission for delivery

Ttems Quantity —,
[ Detto) ~| T botile — oA

Kerosine I bottle j
| Cotton woo! :l‘ Suflicieni quantity —=

Detergent BE packet . ™

Rxxor blade |

|
Spins i bottle
Sarpical glove 2 pairy
Necdle and synnges 7

[ Ofive 01 | bottle
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Respondents also reported the drugs that they had ever received fiee in public
health facilities. The drugs included the tablets form of the follo'wing: paracctamol,
chloroquine. ferrous sulphate, mullivitamins, folic acid, sunday-sunday medicine and
vitamin C,

Many respondents disclosed that drugs and vaccines were nol always
available at the pharmacy depattment of public heaith focilities. A majonty also
reportcd that there were availlability of drugs during the early pemod of

implcmentation of the programune bul were not always available dunng the later

period.

LEffeciiveness of the I'ree llealth Policy:

Discussants were asked how effeclive the frec health poliey \was. Majority
mentioned that the progranune wes nol a success at all while very fow reported it
was a success. All discussanis disclosed thei the programme wns not properly
implemented because health workers sull demanded for money to be paid at health

facilitics before patients could receive adequate treatment and there was no adequate
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supply of drugs to govermmenl health facility. Very few mentioned that the

programee was good and very few also reported that they could not assess the

elfcctivencss of the programme.

Respondents werc asked if the [ree health services motivated their use of

public health faciliies. Many respondents reported thai the policy did not change
theer frequency of use of the public health facilives. Majonty of the discussants
mcntioned that despite the free health policy, the utilization pattern of public health
facilities did not increase at all, compared with when no service was free in health
facilities

Opinion of discussants was sought on t1he aspect of the progiamme that
needed modification, Majorily suggested that the supply of drugs and vaccines

should be increased and that there should be no payment made at all L€ health

services ai the PLIC are indecd toially fiee,  Few discussants suggested that

government shouid slop false propaganda iclating to the proviston of free health care

whereas it 1s nol being implemenied (o the last Ictter. Few discussants suggested the
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supply of drugs to povernmentl heaith facility. Very few mentioned that the

progrummc was good and very few also reported that they couid not assess the

cflectivencss of the programme

Respondents were asked i the free health services motivated their use of

public hcalth facilitics. Many respondents reported that the policy did not change
their frequency of use of the public health facilitics. Majority of the discussants
mentioncd that despiic the free health policy, the vttlization pattemn of public health
facilities did not increase at ail, compared with when no service was [ree i1n health
factlitics.

Opinion of discussanis was sought on the aspect of the programme that
nceded modification. Majonty suggested that the supply of drugs and vaccines

should be increased and thot there should be no payment made at all if health

services 81 the PHC are indeed totally free.  Few discussants suggested that

government should stop false propuganda telating to the provision o ( {ree health care

whereas it is not being implemented 10 the last letter. Few discussants suggested the
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recruitment of qualified and enough number of health workers. Few discussants also
wanted improved remuncration and conditions ol service for health workesrs: Very

few discussant wanted government to adequatcly maintain clcan and conducive

environment.

The Survey Results

The survey component of this study involves a total of 351 nursing mothers who had

delivered babies in the years 2000 and 2001.

The Socio — Demographic Characteristics of Iiespondents

Table S shows the socio.demographie characteristics of the respondeats, The
ages of respandents mnged from 18-50years with a mecan of 27.5 (SD+ 6.38).
Majority of the women, I97($6.I?'e). were engaged in petty trading as a piimary
means of livelihood. Other oecupations the womecn engaged in were artisan,
87(24.8%); farming, 15(4.3%); ward aids, 10(2.8%); professional (teachers).

8(2.3%); clerical duties, 2(0.6%); ond students. 1 (0.3%) Only 31 (8.8%) of the

mothers were full time liouscwives

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



89

The husbands of 232 (66.1%) of the women were married to only one wile,
while the husbands of 105(29.9%) women were maried (o other wile/wives. Seven

(2.0%%) of the women were single; 5(1.4%) were divorced and only 2(0.6%) were
widowed. Slightly less than 170 (48.4%) of the mothess had primary school
education; 75 (21.4%) had no education; 50 (142%) of the women had junior
secondary education; 46(13.1%) had senior secondary education; 9(2.6%) had post
secondaty education which included University and Polytechnic and one (0.3%) had

a post graduate degree.

‘The religions commonly pricticed by respondents arc Islam, 241 (68.7%6) and

Christianity, 107 (30.5%). Only 3 (0.9%) respondents swere ndherents of ttaditional

African religion. Three hundred and fotty-one (97.2%) of the respondents were

Yorubas; 3(0.9%) were Fulanis; 2(0.6%:) were lgbos; 2(0.6%) were Sabes; 2(0.9%)

were Togolese (Non Nigerizns) and one (0.3%) respondent was a Hauss woman.

Awareness of Free Health Service

Information was sought from the respondcnts on whether they were aware

that services were totally fiee o1 the PHC. Thtec hundred and twenty (91.2%) of the
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respondents mentioned that they knew tmmunization was free; 16(4.6%) satd they
were not aware and 15(4.3%) reported that they were not sure immuni2ation was
free. Two hundred and thisty two (66.1%) disclosed thal they knew examination by
doctors was free; 63(17.9%) responded they never knew and 56(16.0%) were nol
surc it was free. A total number 230 (65.5%) knew ANC was fice;, 79 (22.5%) were

not aware il was free and 42(12.0%) were not sure. Two hundred and scventeen
(61.8%) knew cards collection was free; 90(25.6%) never knew and 44 (12.5%) were
not sure, One hundred and ninety (54.1%) Kknew these were free drugs in health
centers; 115(32.8%) never knew and 46(13.1%) wese not surc. (See lable 6 for

dctails).

Table 7 shows that & majority, 159 (60.9%) of the respondents had head
about free health scrvices Gom healih workers and 69(26.4%) heard abou: it on
radio. Twenty nine (11.i%%) hcord of it on public addrcss system, 23(8.8%)
respondents heard about it from friends and 20(7.7%) from necighbours. Twelve
(4.6%) 1cspondenis reporied thicy heard from husbands. 5(1 9%8) on televistons,

¥1.5%) respondents mentioned they heard om churches and (own criers
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respectively, 2(0.8%) heasd about it from politicians, 2 (08%) heard from

community members and 1{0.4%) respondent heard about it from school children.
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r-AGe group
15-19 12(3.4)
20-24 101 (28.8)
25 -29 106 (30..2)
0-M 82(249)
}5.39 31 (8 8)
40-44 a2
45 -350 3 {0.9)
Occupation
Peny trading 197 (56.1)
Aniqan 87 (24.8)
Full Houee Wife 318 %)
Farmer 1${33)
Woard asd 10 (2.8)
Professional 8(2J)
Clenea 2(06)
Students 10y
Marlial Status and Iype of marriage
Husband mamed to°me alone 232 (66 1)
Hushand nainicd 10 me snd other wife/nives 105(299)
NoI mamned 7{20)
Divorced s(14)
Widowtd | 2(06)
Level of Eduesilon
Pnmary 170 (48 4)
Nanc 150121 4)
355/Modan 304142)
SSS 46 (13.1)
Post Sccondary 9(2.6)
Po1 ereduate 1000
Reliptan
TNV ) ) (687)
Chnsianity 107 30 3)
Traditiona! eelilion 3t99)
[ ]
L;I:::;’Emupm lamalily M1 (91)
Fultam 2 gg:))
e 169
RPN £ 2- 210 61
17 A yean AfLC (ANfe » 18.-50years

Mean age v’
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Table 6: Respondents level of awarcness about health services that

were [ree:

Card

N=35|
Services Aware Not Awarc | Unsure
No (%) No (%) No (%)
Antenatal Clinic (ANC) 236(65.5) |79 (225) | 42(12.0)
| Delivery 80 (22.8) 220 (62.7) | 51 (14.5)
Drugs |' 190 (54.1) 115(32.8) |46 (13.1)
| T rediment of minor ailment - 140 (39.9) 119 (33.9) |92 (26.2)
Examination by doclors 232(66.1) 63 (17.9) | 56(16.0)
Admission of pregnant women for dcliv;ry 109 31.1) 118 (33.6) TLQ“ (35.3)
Immunization ~ [32009t.) 16 (4.6) 15 (4.3)
217 (61.8) 90 (25.6) [ 44(12.5)
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Table 7: Sources of Informnation about Free Health Services

N=261
Sources of Informatian No* (%)
Health Waorkers 159 (60.9)
Rodio 69 (26.4)
Public address systein 29(1E.1)
Friends —F 23 (8.8)
Neighbours 20 (7.‘3
Husbands i 12?3‘,
Televisions 5(1.9)
Churches ﬁ (1.5)
Town crier K (1.5)
Politicians 2(0.8)
In the town ~12(0.8)
School Childten 3 1 (0.4)

. Multiple responscs included
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llcalith Promoting and llealth Seeking Praclices

The reported health promoling piactices anong respondent are shown in
table 8. Three hundred and thinty two respondents (94.6%) meaiioned that they ate

nutritious food to stay healthy during pregnancy. Other hcahh promoting and health
secking activities they reported included taking 1outine drugs and vaccines, 313
(89.1%6); observation of good food hygicne, 291 (82.9%), going for booking and
ANC, 284 (80.9%); relaxetion, 282 (80.3%); doing domestic works, 264 (75.2%);
have romantic pley with husbands, 245(69.8%4); tock herbal conesoction, 209(59.6%).
keep body clean, 195(55.5%); ond aliending associstion’s mectings and social
functions, 156{44.5%). Only 40(11.4%) sespondents disclosed they wore native
rings during pregnancy to stay healthy.

ln order to stay healthy durilng pregnancy, iespondents were requested lo use
o particular facility or might decide on theirown (0 use a particular facility. Mojority
of respondenys, 158(45.0%), decided 10 go o malemity centers on their own: 104
{29.6%) respondents rcported thei their husbands mandated them to use governmment

health facility they visited during pregnency, Eighteen (5.1%) women took (o the

instiuction of their mothes-in-lows; 15(4.3%) were adviscd by their father-in-law,
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11(3.1%) respondents mentioned that their neighbours introducsd them to the

matemily center they used and 23(6.6%) could not decide who advised them (o use

malernity cenler.

For Igbo-Orn General Hospital (IGH), 169 (48.1%¢) of the respondsnts

decided they could use the facility on their own; 77(21.9%) were instrnucted 10 use

IGH by their husbands and 12(3.4%) respondents were introduced o it by thexr
mother-in-laws. Fourteen (4.0%) \s'.Oan were advised fo use IGH by their father-in-
laws; 7(2.0%) werc requested by their mothers: €(1.7%) were advised by their
fathers and 4(1.1%) by their neighbours. Six (1.7%) tespoadents could oot decade
who requestied them 10 use [GH (Sce table 9 for details).

Information was sought on reported reasons why respondants used the Gee
health services during previous pregrancy, Their responscs are presented in table 10,
Onc hundred and twenty seven (54.3%) respondents disclosed thar Uxy used the
scTVIces because it was nearer (o their homes: 41(7.59¢) r€poaed that drugs were
puchased a1 reduced cost ot government health facilities: 32(13.793) said the Deglth
woikers® cordial felationship and services with pouents made (bap 50 theve:

18(7.7%) acted on the advice of otbers: 1(5.1%4) reported whai their busiands de
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rclalives could not affoird the cost of using private health facilities and 4(1.7%)

mentioned they went to public health facilities because of government's campaign on

radio and television on the need to use fiee health services.
Respondents werce interviewed on the types of h=alth facilities they

patronized and the type of health services reeeived during ANC. Majority of the
respondents went to matemily homes and received services such as; booking,
250(71.2%); ANC, 249 (70.9%); immunization, 250 (71.2%); collection of cards,
248 (70.7%); medical examinotion, 247 (70.4%); blood/urine test, 245(69.8%) and
delivery, 206(58.7%). Those who patronised IGH received the following services:
ANC, 24(6.8%) respondents; booking. 24(6.8%); immunization, 24(6.8%); rouline
drugs, 24(6.8%); collection of cards, 25(7.1%); medical examinotion, 24(6.8%);
blood/urine test, 24(6.8%); and delivery, 17(4.8%). Other health facilities paronized
included private clinics and the services received at the private clinics were: booking
64(18.2%); ANC, 61(17.4%) TBAs: booking, 7(2.0%); ANC, 5(1.4%); delivery.
401 19%); spiritualist: booking, 9(2.6%); delivery, 13(3.7%); others: delivery,

17(4.8%). (Sce wble 1) for deuils),
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Respondents were asked about the set of free hcalth services they had
benefited from (See table 12). The services listed included: Immunization, 261
(74.4%); treatment of minor ailment and diseases, 125(35.6%); free drugs including
routine drugs, 93(26.5%); cxamination by doctors, 77(21 9%); collection of cards,
71(20.3%); ANC. 61 (17.4%); delivery, 15(4.3%) ond admission for delivery,
12(3.4%).

It was found that there was 8 signilicant reiationship between the types of
facility used and period they wemt for booking. The result of the testing of the
hypothesis that states that ‘there will be no signiticant relationship between the type
of heaith care facility used and stoge of pregnancy' are presented in table 13.
Information about respondents® places of last delivery was obtained. More than half,
206 (58.7%) rcportedly gave birth inmatesnity homes. Other places of delivery were

private hospitals, 90(25.6%); IGH. 17(3.8%); home, 17(4.8%); churches, 13(3.7%%);

TBAhome, 4(1.1%6); herbalist home, 4(1.1%). (See figure 3).
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Table B: Heulth Promoling Praciices among Respondents

N=351]
i~ 1{ealth Promoting Practices Spontaneous | Afrer Prodbe Total
No (%) ,l No (%) No (%)
Eat nutritious food 212(604) | 120(34.2) [332(%46)

Take routine drugs and vaccines 136(38.7) [ 177(504) | 313 (89.])
Observe good food hygienc 168 (47.9) 123 (35.0) | 291 (82.9)
Go for booking ond ANC 99 (28.2) 185(52.7) | 284 (80.9)
Rest/Relnx 59 (16.8) 223(61.5) | 282(80.3)

[ Do domestic work 80(22.2) 184 (524) | 264 (152)
1iave romnntic ptay with husbands 1 (11.9) 204 (58.1) [245(69.3)
Took herbal concoction 61 (17.9) 148 (422) | 209(59.6)
Keep my body clean 16307.9) 132 (37.6) [195(55.5)
Allend organization meeting /soclal 15(4.3) 141 (40.1) [156(449)
functions
Use black soap 10 bath 31(8.8) 1120632 [15133.0)

Carry oul environmental bygiene aad 30(8.5) 103 (29.3) | 133 (37.8)
related activities
7 N 18(5.1) 9(82) [117(333)
Attend retigious mectings 10(2.8) 81 (23.1) 91 (25.9)
Wear native rings 3(09) 37(10 3) 10(11.9)
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Table 9: Micalth Facllitics Respondents wete requested to be using

N=351
Adviser Facilitics ndviscd te be usingg*®
Matcrnity | IGH* | Privatc | Hcrbolist | Spirituali | ***
ccaler No (%) | clinics | house st llouse | TBAs
| No () No () | (N¢ (%) | No (%) flouse
| No (%)
Self 158(45.0) | 169(48.1) | 176 145 (47.0) | 165 (47.0) | 178
¢gon | {50.7)
‘Husband 104(29.6) |77 (21.9) [88(25.1) [9S(27.1) [9S(22.1) |82(23.9)
Mother-in-low 18 (5.1) 1204) [15(4) |12(34) 1 (3.1) 10 (2.8) |
Father-in-law 1S {4.3) 14(4.0) 18723) 126(24) 9(2.6) 9{2.6)
Health workers 3 (0.9) 2 (0.6) 3 (09) 1(0.3) 0 0
Neighbolrs 110 [aQll) j2(06) ]210.6) 2(05) 2(0.6)
Brothers/sislers 0 1¢03) [2(06) 12¢0.6) 4(1.1) 1 (0.3)
Mother 9(2.9) 7RA) 171200 17Q.0) 5(14) 5(1.4)
Fathes 6 (1.7 6(1.7) | 2(06) 1(1.1) 2 (0.6) 2 (0.6)
Sister.in.law 1 (03) 2(0.6) 12(06) [2¢0.6) 1 (0.3) 1(03)
Family choice 0 1(0.3) | (03) 0 0 0
Elderleldest wife 3(09) 0 |1 o 0 0
Undecided who 23 (6.6) 601.7) | 4(123) [55(15.7)  |$7(16.2) | 16¢a.6)
| requested

¢ IRbo Ora Gencral Hospital

S Multiple responscs

LA

Traditional Birth Atiendants
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Table 10: Reported Reasons for using Free Health Facilities during previous

Pregnancy
| N=234
Reporicd Reasons No (%)
Proximity to my home ] l27—(54.3)
Reducced cost of drugs i 41 (12.5)
Hecalh workers' coedinl zclationship 32(13.7)
Adviccof others (18 (1D

MY husband/zclatives cannot afford other 12 (5.1)

ptivate heaith facilities

L] hcatd it on 1adio/television 4(1.7)

=1
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Table 11: Types of health Facilitics patronized and Scrvices recelvedt during
ANC

N=351

Type Services received 3

of Booking | ANC [immuni [ **Rontinc | Collecti [ Medical Blood/urin | Delivery

heaith zalion | drugs on of Examinatio | etest

faciliti cards 0

€S i

| Mater | 250 249 250 247(70.4) | 248 247(70.4) | 245(69.8) | 206

mity | (71.2) | (709) |(7).2) (70.7) (58.7)

homes

IGH® | 24(6.8) |24 24(6.8) |24(68) |25(7.)) |24(6.8) 24(6.8) |1%(4.8)
{6.8) \

Private | 64 q 57 60(17.1) |6 63 (17.9) 59(16.8) |9925.6)

Lclinies [(18.2) [(17.4) |(i62) 174y

TBAs |7(20) [S(1.4) [3¢0.6) [2(0.6) S(1.4) 305 3(0.9) 4(1.1)

Spirita [9.6) 17G0) [5(14) | 504 F(t.n 720 7@ TBE

alist

Otbers [ 1(0.3) |0 1(03) |0 lo 0 0 17 (4.8)

igbo O General Hospital

B. Complex tablet, Folic acid tabler, Multivitamin 1ablet, Darapsim tablcts,
Paracetamol tablets, Ferrous sulphate tablet

Homes
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Table 12+ Frce Health Services Respondents reccived

N=351

Scrvices? No (%)
Immunization 261(74.4)
Treatment | 125(35.6)
Freedrugs EB(ZG.S)
Examination by doctors a 77(21.9)
Cards I 71 (20.3)
Antcnatal clinics (ANC) | 61(17.4)
Delivery 15 (4.3)
l_r\drnission for delivery - 12 (3.4)

Multiple responses included
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Table 13: Ilcalth Facilities used by Stage of Pregnancy

Stage of 'regnancy
Type of facility used 1" trimester | 2nd  trimester | 3rd  (rimester | Tolal
No (%) No (%) No (%)
Public heaith facilicy 6(2.3) (31 (49 2) 129 (48.5) 266
Other Facilities 7(9.0) 44 (56.4) 27 (34.6) 78
X2 = 10.38. df E 2, p-valuc= 0.005
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Figure 3t Health Incilitics reportedly used for delivery
during preyious pregnancy
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Pereceptions and Expericnces with Health Facilities and Frce Iealth Care

Services

The respondenis weie requesied to comment on the quality of free health
services seceived by them. Slightly more than half, 182 (51.9%) ated the free health
care services as  “not good™; 94(26.8%) stated that the services were “'good”;
12(3.4%) tepoited they did not know how 10 assess it nnd only three (0.9%) ceported
that theservices were "very good”; (Sec table 14).

Respondents were asked to mention diugs ihey had ever received free of
charge. The free drugs received were haematinics, 202 (57.5%); analgesic, 192
(54.7%); multivitomins, 190 (54. 1%); and malacia 1ablets, 145(4£.3%). as reporied in
wble 18,

Although thcre was aggressive public enlightenmient about free health
services, heslth consumers (cxpectant mothers) were still requesied 1o come to the
public health facilities with onc item or the other. ltcms prcgmant women were
usually sequesicd to bring to hcalth facilities to faciliate delivery were: One bottle
of dettol, 254(72.3%); pad, 254(72.3%); onc botile of olive oil, 253(71 1%):; one

bottle of spirit, 248(70.7%); one bathing sosp, 244(69.5%); detergent, 227(64 7%);
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one bottle of kerosene, 218 (62.1%) and necdle and syringe, 65(18.5%). (Seedctails
in table 16).

Inforination was sought about the opinion of respondents about the free
heaith services. A mojority of respondents. 218(62.1%) disclosed that health workers
pecformed their duties very well. Foity-one (§1.7%) repoiied that the services
rendeted before the commencement of the free health scrvices and during the
impiementation of the policy progmmme wete not remarkably different while only
34(9.6%) mentioned thet the services rendered were well orgonized, Another thing
teporied by the respondents was that they received free drugs and vaccines,

12(3.4%). Ten (2,9%) respondents acknowledged that health lacilities swere dirty and
needed repasir. Other deinils about the opinions of respondents are contained in (able
17.

Problems respondents encountezed during their Jast visit to the public health

facilities were mentioned (sce tabie 18). Some of the respondents, 43(25.6%) stoted

that free drugs were not encugh at health facilitics: Thirty-nine (23.2%) 1esponded

that health workers were nol always on duty; 24(14.3%) repotied the 100 long

wniﬁng time of patients and 18(10.7%) disclosed there were iondequacy of heslth
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equipments and personnels. Fourteen (8.3%) mentioned that health centers were
dirty and in a state of collapsc and only one (0.6%%) respondent responded that there

were no wriling materials to be used by health workess in hospitals,

Information was sought {rom respondents on the amount of money paid for
receiving different services at different health facilities. The average amount paid in
govemsment maternity center for delivery was N 499.40; N 220,78 for booking; N
12.06 for routinc drugs; N 7.39 for obtaining o ¢ard ond N 7.07 for ANC. Other
amount paid for different scrvices were urine/blood test, N 6.93; immunization, N

3.38; and medical examination, N 1.84.

In IGH, the mean amount paid for booking was N 187,50, N 162.35 for
dclivery; N 32,08 for urine/blood test; N 11.66 for immunization and N 7.91 for
ANC. The mean amount paid in privaie hospitais was N 1400.53 for delivery, N
366.8 for baoking and N 31.80 for ANC (Detnils are shown in table 19).

A compatison of the mean amount poid for ANC with 1ype of facility used
indicated no significant relatlonship was established. The results of the testing of the

hypothesis which states that “there will be no significant relationship beiween the

type of health care faciiity used and smount paid for ANC are prescated 1n wable 20
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Table 21 shows that no significant rclationship was established between problems
percelved by respondents with type of health facility used for delivery. The results
of the testing of the hypathesis which states that "there will bz no significant

relntionship between the 1ype of health care facility used for delivery and pejeeived

health status showed this.
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Tablc 14: Respondcuts Perception of Quality of Free EHealth Services

N=351
Perception of Quality ! No (%)
Not good i 182 (51.9)
Not good at all _ |9 (26.8)
Good 60¢17.0)
Don't Jenow 112049)
Very Good ‘ 3 (0.9)
Total 351 (100)
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Table 15: Drugs Received free of Charge at [Tealth Facllities

el N=351
Types nf Druges*«* No (%)
Haematinics® I 202 (57.5)
Anatgesics®® | 192(54.7)
Multivitamins®** -~ [190(54.1)
Malana tablets®*®** ® 145 (41.3)
Others®=** 121 (34.4)

| -

Folic acid, {errous sulphale tablcts

Parocctainol tablels

Multivite, B complex tablets

Misl expeclorant sytup, ketrax lablet, Antacids, Immuniaotion
veses Multiple responses

$eeee+ Choloquine tablets.
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Table 16: Items Requested to be brought to Free Public ealth Facilities for

Dclivery
N=351
Ttems Spontaneous After Probe Total
response No (%) No (%)
No (%)
Decitol 170 (48.4) 84 (23.9) 254 (72.3)
Pad 130(37.0) 124 (35.3) 254 (72.3)
Olive O 138 (39.3) " 15(32.8) 253 (T1.1)
Spirit 121 34.5) 1127 362) 248 (70.7)
Soap 158 (45.0) | 86 (24.5) 244 (69.5)
Detergent 109 (31.1) 118 (33.6) 227(64.7)
Kerosine 119(33.9) 99 (28.2) 218 (62.1)
Cotion wool 73(208) 128 (36.5) 201 (57.3)
Diode S (154) 137(39.0) 191 (54.4)
Matches 57(16.2) 126 (35.9) 183 (52.1)
Gloves 19 (5.4) 48 (13.7) 67 (19.1)
Needie & Syringe 6(1.7) 59(16.8) 65 (18.5)
| Drugy/Injections _,l 3(09) 16 (4.6) 19 (5.5)
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Table 17: Respondents’ General Perceptions about the Free [Tealth Services

- — N=351 —_—
Expenses | No (%)
Health workers performed their dutics very well 218 (62.1)

[ Services rendered beforc the commencement of the {ree health [ 41 (11.7)
services ond during were notremarkably diflerent
The services rendered were well organized X 34(9.6)
We were given free diugs ond vaccines 12(3.4)
Health facilities were dirty and needed repair A 10 (2.9)
No qualificd health workers in heatih focilitics 9 (2.6)
Too long wailing time 7(2.0)

We were referred to private hospital v 7(2.0)
No suflicient free drugs 5 (1.5)
Govemment docs not take caroof health workers well 4(1.2)
Tlcalth workers went on sinke 1{0.9)
There were qualified health wo?kcnl ot health fucilities ) (0.3)
L
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Table 18: Problems Encountercd by Respondents during their last visit to Free
Public Health Facilitics

N=168

Problems Encountered No (%)
There was not enough free diugsand vaccines at health centers 43 (25.6)
Hecalih workers were no! nlwnysz work 39 (23.2)
Waiting time at health racilitics is too long R 24 (14.3)
Inadequate facilities and personne! 18 (10.7)
Health centers are dirty and dilapidated 14 (8.3)
Health workers' rciaﬁonship with patient is t,:; 14 (8.3)
Money s paid for one thing or the other despite the free services 12(2.1)
Kealth workers weni on strike v, 3 (1.8)
Thicre were no wriiing materials 10 be used by health workers 1(0.6)
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Table 19:Types of Health Services Utidized and Awnount (in N) I'aid at the
[lealth Facilltics

Scrvice(s) Mean Amount "ald in N

Maternity 161 Private |
Delivery 499.40 16235 1400.53
Rooking 220.78 187,50 366.89 =
Routine drugs 12.06 j: 11.66 22.10
Card 7.39 6.80 40.82
ANC 7.07 I LT 31.80
Urine/blood test 6.93 - 32.08 7830
Immunizalion 338 | 11.66 2.10
Examination by doctors X 240 18.57

S
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Table 20: Compnrison of licalth Facilitics by Amount {(in N) 'aid for ANC

Facilivy Number Mean Medlan Std. Devintion
Public health facility 238 6.51 10.000 19.477
Other facility 8! £9.09 0.000 60.076
Diffesrence -12.58
ANOVA
Varation SS Df MS Fstatistic P.value  1-value
Belween 1663.468 1 1663.468 3.261 0.072162 1.805829
Within 125996.371 247 510.107
Total 127657.835 248

Banleit's Chi Square = 48.990

Degree of Freedom - |

K ruskal-Wallis (cquivalent to Chi Square} = 0330

No significant relationship between varinbles.
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Tabjg 21 Type ol heatth Facittties whets detisery was made by peicesved
healih stalm

Fecceived heaith siaiua | Public heakth | Oher hesith | No
faclities fcilities |

| Hiad no health problem 1 2650 | Npsn | m
1{ad health problem 'rl'il_lbl 3 37 (38.3) ‘flﬂ

i ~—

s

Montel -Hoensqel:  XF = (46, P.valuc « 148707711
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Social Support For Recciving Health Care Services
Comparison of means of social support ccceived by type of health facility
used for ANC showed a significant rclationship between the variabics. The results of
Lhe testing of the hypothesis., which states “there will be no significant relationship
between the type of health care facility used for ANC and sociat support received™

arc presented in table22.

On companing mean of social suppait received by type of facility used for
delivery, a significant relationship was established. The result of the testing is also

shown in table 23
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Table 22: Comparison of Mcans of Support by Type of 1lealth Facility used for

ANC

Facility Nomber | Meon  Metisn Sid. Deviation
Public health facility 266 22665  25.000 2.519

Other facifity 85 22,129 25.000 3.236

Difference 0.536

ANOVA - ‘

Vastalion SS Df MS F-staustic  P-value  t.value
“Between 18.507 i 18507 2522 0.113161 [.588137
Within 2560.798 349 7.338

Total 2579305 350

o f +
Bastle\t's test for homogengity o vasnance

- 8.637
Bastieit’s Chi Square :
Depice of Freedom
- 0.003294
P-volue
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Tablc 23: Comparison of mcans of support by fucility used for Child Birth

Facility Number Mean Median Std. Deviation
Public health facility ~ 22) 22,744  25.000 2.522
Other facility 128 22,172 25.000 2.996
Difference 0.573
ANOVA
Variation SS Df MS F-statistic  P.value  t-value
Between 26.656 1 26.656  3.641 0.057079 £.909024
Within 2552.649 149 7314
Tota! 2579.305 350 " fRR

Dantletts Chi Squure =14.905

Degree of IFscedom - ’

P.valuc = 0.026775
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Comparison of Health facility utilization practices by level of awarencss and key

socio-demographic variablcs.

A compazison of means of awareness of free health services by types of

facility respondents used fos booking showed a significant relasionship between the

fvo variables. The results of the testing of the hypothesis, which siates “there will be

no significant relationship between the type of health €a: {acility used for booking

and level of awareness of free health services™ 1S presented in tuble 24, A

eompan:on of the eans of awareness of free health secvices with the type of facility

used for ANC showed o significant relnionshup between the mentioned variables.

The 1e511ng of the hypothesis 18 shown 1n table23

A comparison of means of ages of tezpondents by types of facility used for

ANC was made. Result revealed no significant rclationship - between the two

variables. When the type of facility used for ANC was also compared withthe level
of cducation of respondents, 2 sigmficant relmsonship was established. The results of

the tcsting of the hypothesis, wliich states, “there wilt be no significant relanonship
beween the type of health care (acility used for booking for ANC \ delivery and

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



122

respondents’ socio-demographic chasacterisucs ™ arc presenled in tables 26 and 27

respectively.

When the means of awareness of ftee health services by (ype of [acility used
childbirth was compared. result showed that there was a significant relationship
between the two variables. The resuit of the tesling of the hypothesis is presented in

lable 28. Comparing the type of facility used for delivery Ly rcligion of respendents
| indicated a significant relationship between the varigbies. Result of testing for the

hypothesis is shown in table 29

A comparison of mean age of respondenis by type of facility used fof
chifdbirth showed that no significant relationship was esiablished, . The results of (he
testing of the hypothesis, which stotes “there will be no signif eamt relationship
between the type of health care facility used for childbirth and respondents® socio-
demographic chamcteristies' is showa in Wable 30, Respondents were asked to make
recommendations for improving lic free health services in public heafih faeilities. A
majority of the respondents. 255(72.6%), suggesicd that govemment should ensure
adequate supply of free diugs. Many 148(.12.2%) were of the view that govemmen

should recpuit qualificd and morc health workers: 134(38.2%) mentioned hat
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government should cnsuse that vaccines for immunizution are availabi= in all public
health facilities, while132 (37.6%) opined that goverament should ensure that no

money 15 paid nt public health Jacilities where health is totalty free. Other

suggestions and recommendations aic conlained in table 31.
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of Facility for booking

Tahle 24;: Comiparison of means of Awarcness of Frec Health Services by Type
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E-_T?nl:ilily Number  Mean Mcdian Std. Deviation
Public bealth facifity 250 3856 5.000 1.071
Other facility 101 3.891 4.000 0.904
Difference 0,035 \
ANOVA
Var alion SS Df MS Festatistic  P-value  t-valuc
“Between 0.089 | 0089  0.084 0.771704 0.290372
Within 366618 349 1.350
Tolal 366.707 350
Bartlens Chi Squnare A
Degree of Freedom . !
- 0.051337
p-value
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Table 25: Comparison of mcans of Awareness of frec Health Scrvices by ty pe of

Kacility used for ANC
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Facility Number Mean  Median Std. Devistion
Tublic health facility 19 3.620 5.000 1.191
Other facility 2N 3938 5.000 0.960
Differcoce -0.317
ANOVA
Varialion SS Df MS F-statistic  P-velue  t-value
Between 6161 | 6161  5.964 0.015095 2.442163
Within 360.545 349 1.03)
Total 366.70700 350

Banletts Chi Square 2 6.013 ’

Degree of Freedom .

= = 0014200
p-value



126

Table 26: Comparison of means of Ages of Respondents by Types of Facility

uscd for ANC
'I;':lcliity Number Mean Median Std. Deviation
wblic health facility 266 27.72 30.0 5.446
Other facility 85 26.45 300 5.760
Difference
"ANOVA
Vanation SS Df MS F-slalistic P-value  (-value
l ;—Bttwcen 104.674 1 ~104.674 3238 0072816 1.799417
Withyy 11282.425 349 32328
Totu) 11387.100 350
Bartieits Chi Square - 0.392
Degree of Freedom E 1
- 0.531359

p-value
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Tablc 27: Comparison of type of lucility used for ANC by leve! o educatlon

[ Type of facility Educational status
No Primar | JSS1/* | SSS°** | Post ***others | No
education |y moder secondory
. I
Public heolth [ 60(226) [136 [35 |29 6(23) 0 266 |
l facifities (51.1) |(13.2) |( 19.9) |
' Other facilities | 15 (17.6) | 34 15 17 3(3.5) 1(1.2) |85
| (400) [(17.6) |(200)
X1 = 10.89
Df T4 g
Povaiue = 0.05360322
P-Valuc -3 0.05

* Junior Seconda:y School
+* Sepnior Secondney School
Possgraduate schoo!

v e
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Table 28: Comparison of means of Awarcness of frec health scrvices by type of

.?ncilily Number  Mean Median Std. Devintion
“Public health facility 223 3933 5000 1.018
Other focility 128 3750 4000 1.027
Difference 0.183
ANOVA -
Variation SS Df M F-slatistic P-value  tavaluc
Between 2716 l 2716 2.604 0.107526 1.613593
Within 363.991 349 1.043
Total 366.707 350
Bartletts Chi Square - 0.12.667
Depiee of Freedom - I
= 0.000372

p-vajuc -
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Table 29: Comparison of specific place of delivery by religion

P-value = 0.0171!
Chi-Square = 15.44
Dr - 6 ’
*IGH )gbo- Ora General Hospital
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| Specifie Types of facilities Religions
Istam Christianity
Matemity centres | 148 (61.49) 56 (52.3)
Private clinics 60 (24.9) 30 (28.0)
*IGH 15(6.2) 2(1.9)
At home 9{(3.7) 8 (7.5)
 Church homes 4(1.7) 9(84)
TBAs home 3{1.2) 1 (09)
| Herbatist homes 2 (0.8) 110.9)S
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Table 30; Comparison of mean age of respondents by &'pe of facility used for

Total

childbirth
: Facility Number Mcan  Mcedien Sud. Nevintion
~ Tublic health facility 223 2764 30.00 5.748
Other facility 128 27.00 30.00 5.625
Diflcrence 064
“ANOVA NG
Vasintion SS Df MS Festotislic P-value  r.value
Between 31.094 ' 33.094 1.017  0.313875 1.008587
Within 11354.006 349 32533
11387.100 350

Bartletts Chi Square
Degree of Freedom

p-value

= G075
- |
- 0.784711
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| Tuable 31: Respondents’ Recommendation for Improvine Free Health
Scevices (N=331)

.
Reconimendations | . No (%)

Govemment should ensure adeouate supply of free dnugs | 255(72.6)
Govemment shou!d recruit qualified and more health workers 148 (42.2)

Government should ensure that vaccines for immunization is | 134 (38.2)
available in all oublic heaith facilitics

Government should ensure that no money is paid at public health | 132 (37.6)
facilitics where heaith is totally free

Govemment should ensure good nunagement of health policies | 87 (24.8)
and improved services

Govemment should eive adeaunte remuneration to ‘\cnlth workers | 84 (23.9)
Govermment should ensure adequate supply of equipment/facilities | 84 (23.1)
and renovate dilapidoted buildings |
There should bc continued education o seminar 10 updaic | 43 (12.3)
knowledge of healith workers
There should be good relationship between patients and health | 42 (12.0)
workers nnd reduce waiting time inhosgitals
sensitizalion of free health services | 32 (9.1)
Govermment shouid swop false ||
' when nothing in on eround
Govermment should provide fice health services for adults only at | 13 (3.7
1 old age —— |
Govemment should consti iute moniloiing team fo monior the | 3(0.9)
implcmentntion of free heaith poticy

mcohh workers should be ounctuat nnd hard working at Wock 2 (0.6)
_Gos-cm:;\:r-n should introduce UScis fee. 2 (0.6)
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CHAPTER FIVE

DISCUSSION
The implications of the fiudings of the study are discussed tn this chapter.

The major issues discussed included: the socio-demog:aphic information, heatih

promoting and health seebiing practices, awarencss. expenences and perceplions of

free health services in public health facilitics as well s faclors intluencing paticrmn of

ulilization of health factlsties 1n the study scea.

Demographic charncteristic

The study has reveated thal the study population is tedalively young. Some of
the sacio-demo graphic faclors thar were significantly associaled with (he pattcm of
ulilization of the public health services are religion, level of educalion and penod
thal respondents went to register for ANC. Other vasisbles (lat hove Significam
associption with the patira of utilization of free health seiviecs are; suppot of

influence group and kakwiedge of provision of free healih seevices.
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Researches done by Eucharia el a}, (1984) in cural arcas of Nigeria revealed
that sex. religion, occupation, ethnie group, locus of residencz (usban or rural),
education, income and age werc found to have signilicant association with the choice
of type of health care services used by subjects, Likcwise, Hoffmon, Pick, Cooper
and Meyers, (1997) reported that age, education and mositsi status hove significant
association with women's knowledge of services for cervical smear in henlth clinics
in South Africa. A reasonable proportion of thc respondents folk into the category of
low:income eamers, Titiloye documented a simiidr age and socio-economic profile
in the study arca among the same population ¢ few years ago (Titiloye, 2001). e
could bec orgued thot many of the respondents are snfiucnced to use free health
facilities as a result of their low socio€Conomic status. It should be nojed (hat
treotment charges are compamtively higher in pnvate health care facilities than in
public health facilities in the community.

A large proportion of the respondents an (he study aces ase adherents of
Islamic religjon. This is 10 te expected, as bslam is the most predominani religion 1g
Igbo-Ora (Oshiname, 1990: Bricger and Kendol, 1996; Chirwa, 1987; Titilgye,

2001) The celigious lenders in the Sludy ored constitute potcnt;al sources of
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information for the dissemination of information about fie¢ health services. A
majonty of respondents live with their husbands who arc married 1o only. one wife
Even moslems in the study area now sticks to only onc wilc as a result of the
prevailing economic dcpression Their decision 1o usc o panicular health facility is
greatly influenced by their husbands. Among the tbampa Yorubas, the advice,
choices and prefcrences of husbands' lasgely determine women's heajth seeking
behaviour (Titiloye, 2001: Nwankwo, 1998; Ogunlesi, £989; Salami, 2000).

Majority of thc respondents had primary education. This has been the
highest level of cducational otwinment among many residents in the study grea
(Oshiname, £990: Niwankwo, £998; Titiloye, 2001: Solami: 2000). The respondents’
level of education is positively associntcd with the utilizotion patierm of public health
facilities. Respondents with pnmary of no formal education use the public health
facility especinlly the matemity cenires, thon respondentd with secondary or gther
higher educational lcvel, Previous seseafcheS have suggested that mgierma)
education s one of thc sucngest determinams of utili2ation of health ¢are sl
(Cleland and Von Ginneken. 1988). The respondents” ethnic group was positively

associated with the utilization of public health seevices. The Yorubag especially of
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'_i'ncc the advent of allopathe medical care in South Western Nigeriz,

| Health promoting und llealth Seeking Practices:

Tho reporied activities performed by nxist rcupondenss in the study area to
naintoin good health dunng pregrancy include cating of 3ood food. Good food wis
explained ua nutritlous food that would promote the health of the mothers and that of
the developing fetus. The subjecta ate a variety of {ood substances, These include;
beans, cggs, fruits, vegetables and esbohydmie containing food substances, If they
are taken in enough quantity, yuality and in fiBht combination. then the available
food substances are sowvey of balansed diet for expectait mothers and 1he fetys.
Balanced dict should be promoled among expecianl mothers as it prolects gnd
promate their health and the unbom child (Holmboc-otiesen, 1995). In view' of the
fact that mony of the subjects have no formal educsiion. the promotion of the

concept of balanced dict should be based on culiusally appropiisce Concepe.

(Bricger. 1989).
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Another health promoting activitiy engaged in by o large majority of

women was clinic attendance for ANC, Patronage of health care facilities for ANC

is a reccommended health secking behaviour for pregnant women (Kambaiani,

Chircnje and Rusakaniko, £999). Most of thc women registered for ANC at

matcrnity centers in the sixth and seventh month of pregnancy. This implies that itis

a1 this period that women sat to reccive professional care including patient
education,

During pregnancy, women 100k routine drugs in order 1o have adequate
vitamins and mineral supplements. The vitemens, which ore particularly promoted
omong pregnant women by health workers are B-complex and multivitamins while
iron-contining drugs promoted among them, include folic acid and ferrous sulphate-

The subjects cited the receipt of immunization as a health promoting activity.
A person is said 1o be immuned when he possesses “Specific proteetive anlibodies as
a result of previous infection or immuaization, or 1s so conditioned by such previous
experience as to respond 2dequately 1o prevent infection and clinical illness
following exposure 1o a specitie infection agent™ (Benenson, 1981), In May 1974

the WHO officially launched o global immunization progmmme, Lnown as
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Expanded Programme on immunization (EPI) to protect ali children of the world

pgeinst siX vaccine- prevenlable diseases, namely: diphtheriz, s<hooping cough,
letanus, polio, tuberculosis aid measies by the year 2000. Therefore the six vaccines
recommended in childhood by WHO for inclusion in the EPi are BCG, Diphtheria
Toxoid, Pertussis veccine, Tctanus Toxoid, polio vaccines and measles vaccine
(WIHO. 1978). A study of children with measles seen at the [gbo-Ora Rurat Health

Care Centre and at a0 urban Centre in Ibadan during an epidemic revealed that 30%

——

ond $7% of the children hod received messles vaccine, The most likely causes of
immunization failure in these children were inappropridte immunization 0g¢ «und
breakdown in the cold choin {(Asuzu and Onodcko, 1984).

Simple domestic nctivities mentioned by the women who o heslth-
promoling Measutes in pregnoancy weie sweeping, Washing end maintenance of good
personal hygiene. These are proctices, Which siould be promoted or encourpged
ameng pregnant \Women, in addition to the use of safe drinking water, which should
be given top priorily to mainain good health in pregnancy (Khosla, Dahiya and

Dahiya, 2002).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



138

Going 10 churches, mosques and spiritual homes for prayers was cited as part
of the aclivitics performed to ensuce health maintenance. O0zturk, Guzet, Gan and
Osturk, (2002) have noted the signifcancc of rcligious institutions in the
modificalion of social atlitudes and behaviours of the sociely including women.

. These religious mstituions should be mobilized for the promotion of the health of
women dusing pregnancy. A combination of orthodox and native medicines was
activcly used together by few respondents to maiatain health during pregnancy, A
similar observation has been reported by Damase-iMichel, Lapeyrc-Mestre, Moly,
Foumic and Montastrue, (2000) in Paris. They noted that pregnant women
consumed an average of two medicines per week. The attention of pregnant women

n the arca should be drawn 1o the harmful consequences of diug use in pregnancy

Awarcness, Experlcnees and perceptions of Free [lealth Scrvlces
The results showed that a majonty of the subjecls were aware of the free
[ §
health scrvices off'ered in public health focilities, in Oyo Stale. Mealth workers

constituted the source of information about fite health scrvices 10 mapy of the

subjects This point 10 the nced to prepre health workers adequately to be provi A
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simple, clear and accurate infonination about free health services t0 expectant

mothers.

In Oyo State, there arc six {unctioning clectronic media. These include three
television stations and three radio stations. As at the time tiiis study was conducted,

there was no electricity in lgbo-Ora, therefore, most people depended on the use of
smoll transistor sadios for news. Media advocacy for the patronage of the Oyo State

free health services was largely conducted through the electronic mass media. Only

' those who have powered radio sets couldlisiento the Oyo State free health advocacy

| progtamme, Public addtess system ia market places is another source of information

about free hecalth services, The local health authorities that disseminate heslth

related inforination to the generol populace ususlly use public address system.

Lastly, friends told fowv respondents about free healih seivices. Their

perceprion of free health and the gquality of services rendered in public heahh

facilitics is quite revealing. A majority of the respondenis’ perceived frec health
vICCs ,

isied with the free heslth services or not. Very few of the women were satistied
satisfi ¢ el

th the qunlity of services provided. Perceived satisfaction could be implicitly or
with the q }
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cxplicitlyl defined as on “evaluation based on the fulfillment of expectation™
(Willimns, 1994),

Respondents olso reported that services rendered by healih workers before
the commencement of the (rec heolth services and during the winplementation of the
free hcalth programme were not remarkably different. This cannot be uncomnerted
with the chronic shoriage of diugs in the public care facilities before 2nd during the
frec heolth care programme of the stale govemment. For iastance, it has been
observed prior 1o the intreduction of the Oyo Staic free health programme, that it s

not uncommon for patients to be refesred [rom public health care facilities in the

study arca to the infortnal (privole) diug stores for their drug needs. Pagents g
dissalisficd with the quality of health case if drugs are not availsble (Othiname
1990). This is so because it is diug availability that is porecived to determioe the
¢redibility of any health care (Haddad €1 al, [998). It 1s necessary to probe deeper
Into respondents’ other sources of dissatisfaction with the fiee health services of Oyo

State govemment, Thia f2 necessary 30 68 10 yicld deperddable baseline informutie

for appropriate intervention-
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Gencrally, consumers make judgment about quality of healith care by
asscssing factors they can appraise such as courtesy, responssveness, pitentiveness
and perceived competence (Calnaan, 1988). Respondents noted (hat they waited for

100 long o timc on their vasits 10 public health facilities. This phenomenon is not

however peculiar t0 Oyo State health facilities care. It has been noted that people
who use public health scrvices oflen must pay in time (Drcnnan, 1991). This
problem was ajso reported by Katung, (2001) in Nigena and Singh et al, (1999) in
Ttinidad and Tobago in their studies.

, Another mojor problem reposied by respondents was the iaadequacy of health
care equipnient and health workers at health centos. There is @ linkage belween
inadequate equipment, heafth stafY and wailing time. Shorage of (hese resousees

increases waiting time in healih care facilities. Patients in the study area thearefore

resortcd 10 the procurement of prescribed drugs 1o phamiacy shops outside the heslth

centers at exorbitant prices A research conducted by Abel.Smith et a). (1992) in

Tanzania has showed ot substantial coSts were sicurred by those using EOvemen)

“Free” services in termis of cost of travelling 10 receive free consuliation and by 138
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ptescribed drugs, which wete not avaiiable free at govemsuent health facifities

Consequently, free health secvicesin Tanzania places great burdens on the poor,

Factors Influencing Pattern of Utilization of Health Facilitics

Perception of quality and ability to pay for health services influenced
respondents’ choice of hestih faciliny. Respendents that were not satisfied with the
free health services had to go 10 privote clinics (or iheir ANC and delivery, 7This
observation is similar to the result of a study conducted by the Ministcy of Health
and Family Welfate in Dhoks, Bangladeshi where unoflicial fee collection had
negative influence on patients' sdlisfaction and pecception of quelity of health
services. UnofTicinl fec collection reduced wilization of health services by patieats
(Killingsworth, llossain, Hedrick-\¥ong, Thomas, Rahwon wid Begum, 1999).

In this study, mos1 sespondents had their booking for ANC in their last

trimester  When they were asked why they did so. their responses were that
‘because we had no problem during our carly swge’. The last irimester of pregnancy

Is regarded os the most serious of imPerant in piegnancy, which requires

Professional care, In hexico, Young, (1981) found that the seriousness of j|iness s
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the mo st imponant ftictor in the choice of a health care provider, Another important
fnclor that influcnces choice of a health facility (s tbe perceived =ffectiveness of the
heaith eare provider in desling with the health problems presenied (Fucharia. el al,
1984). They noted that individusls would continue to use the services of any health
care provider as long as the individual fecls 1hat the healti: provider will effectively
deal with his/her problems. One can thetefore conclude thal pereeived severity of a
health condition and benefits from beslih care provider or health seavices s of major
imporiance in ¢choosing a health care provider
Respondenus provided infonmation on ihe reinforcing factors (Green, Krueter,

Deeds and Partidge, 1980) that mouvated shern to We public health facilitics dunng
' pregaancy, Of great importance is the influences of otk rs In making them decide an
what faeility 1o use. Many vwomen decided lo use matemity centers on thejr oun
because they observed thet friends and relatives went there. Many respondenss v
advised to use maternity centers dy their husbands because most hushands wanted
therr wives 10 ayend govemment heallh fscilitics where free health SCNTCEs Were

provided and where most women in the community atended. Matemity eenters =

the most common healih establishments (or expectants and nursing motbers in Igbo-
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Ora:  As at the fime of this study, there were two public matemity centets in the
community. These are Jocated in Sagaun and Igbole arcas of Igbo-Gra. in addition,
the comprehensive hospital owned 1by the Oyo Staie governmeng, provides ANC and
postnotal services.

A study by Singh et al (1999) in Trinidad and Tokogo rcvealed that primary

care services asc fully financed by the siate govermment and the people who use them

are mostly poor, uneducated and unemployed. Tiiese people have the greatest
difficulty in cvalunting what is provided becnuse, a8 o rule, they have no bases for
comparison, As for the igbo-Ora study population. there are private sources of care
whose services can be compared with the public health care facilities. Another
major factor that was reported by majority of respondents to be influencing their
pottern of ulilizadon of health faciliiics was the proximity of health facilities to their
homes  Mos! women use only the health care facilitics closest lo them, Of course,
this is the rationale behind the establishinent of these heahth facilities in he study
aren. Egunjobi. (1983) in his siudy on faciors influencing choice of hospitals in
Norihern part of Oye siote, revealed thal neamess 1s perceived 1o be the most

sipraficant factor that influcnced the utilizagion patiem of the subjccts in the area. e
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noted that the nearer the respondents’ homes to health facilities, the higher the
panem of utilization. Mortll, {1970) also observed that people choose hospstals on
the basis of accessibility in the sarne way they choose supermarkcts.

Other documented factors which influence psttern of utilization of heslth
services elsewhere include; high cost of drugs, inecrnse in seyvice charges, easy
access o Iraditional heales, difficulty in getling wansport to s heslth facility,
unfriendly attitude of health workers and long waiting ume m health facilies
(Kanang, 2001).

Despite the implementstion of ihe f(ree bealth policy in Oyo Saee
tespondents were asked to bring onc item or the other for therr delivesy 1n matermity
camean. Somctimes, clien!s may poy moncy “under the table™ o get fast senices
Paying moncy “under the tablc™ is o phenomenon of teibing the heslih workes 3o as
1o gt good health services. The free health care for all 18 pot otally ceradered I
mofl developing countrics, concluded Drennan, (1994). varying emowuam of ey
was paid in Naire for vanous scrvices, The ressan for the collecton of focs .S oot
clemsly exted but sape “cummww)'mbuitmhmm‘
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I'qbes!ions obout the free health care policy. Bitran, (1989), in his research in Zaire,
observed that despite the "free™ health services in develaping countiies, the poor still
pay 1% to 8% of their income for health care. A study in Coted’ Ivoric and Peru also

found that poor families pay 1.6% ard 4.5% of their income on health care (Gertler

and Vandcr Gaag, 1990).

Adcquate financing of health sector is therefore a igsk 10 be accomplished so
as 10 promote increase utilization of the health services (Akin. Birdsall and de
Fcreantis, 1987). There jiave been intensive discussions conceming the need to
gencralc more resoucces for the heahly sccior, The main options are compulsary
health insurance (Abel-Smith, 1986), commumity financing (Stinson. t982) and user
charges (Gilson, 1997). The prmary rcason has been that most developing countries
find ghem'selvcs no longer ablc to misc the additional revenue requirsd 1o fin ance

J their health services through taxation. 1¢t 3lone find the exua resources needed 0
achieve “Heolth for ail and the Free Health Policy” under present economic
difTiculties. Therc Is an economic theory, which says that most patients'shouid pay'at

: least the marginal cost of what is provided (AKin ct al, 1987). They explained thay

‘ sinCe patients or¢ Poying considcreblc sums 10 mission hospitafs, private hospitals o
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even iraditional healers, they should be able to pay similar charges !0 government

hospitals.

Akin et o, (1987) reported in their studies that ireatment charges wese paid in
the subsidized health policy and in sccondary health case, Therefore. if palients are
willing to pay for hcalth services provided by the govemnineni. then charges paid for
the services should be used to improve hepith services. Some organizations, for
example MEXFAM in Mexico. and PROFAMILIA in Columbin, insist that aH
clients pay something (Lopez, 1991 Negrelte, 1991} for their health care. MEXFAM
nis0 extended credit rathcs than providing free services

The subsidized Secandary Heslth Care and (otal Free Primary Health Care in
Oyo State (GOS, 1999) isa good health policy but the govemment should review the
paliey 1o casure that the prevailing problems associated with the free health care
programme are climinoted of (educed to the basest minumum. Moreovel. healih

workers shoutd be tought o scecen and acccss patients who cannot afford chages
paid for hiealth secvices. jn Dominican Republic for example, clinic staff can judge
people’s ability to pay by their addresses (Lewis. 1930). Exemptions for the poor can

invite trouble from othicr clicnts if they found out that somcone elsc paid loss.
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Generally, organizations set fee that most of their clicnts could afford and few clients

asked for exemption.

The Planned Pasenthood Federation of Nigeria exempts the poor by their
pbysical appeasance (Sulaiman, 1991). Most poor patients arc usually malnounished,
unkempl, dirsy, rough and skinny. Another screening piocedure can be to conduct
wtesview for the clients. The Family Planning Association of the Philippine
interviews clients 1o ask their monthly family income before they could be excluded

from fce payment (Tanedo, 1991). In Niger, clients mesent proof of poveny and

village chief sssist the health care provider by issulng <ard o indigents that are too

poor 10 pay hospital bills. These bills ar thea paid by 1he Jocal governmen:
(Weaver, 1990). Also, in public hospitals in Jamaica, fees are waived for people
who receive subsidies for food (Lewis and parker. 1991). Clients living in poor areas
are usually given discounts or exemptions, this they do by asking clients that come o
clinics where they live, or clinics in poor areas, may chaspe less than Clinic in
wealthier arcas (Lew(s, 1950) |

In Oyo State, this proecas or procedure for exemPLing people fiom paying for

health cace mgy be characicrised by [roud due 10 fack of objecuve indicators for
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determining who can or cannot pay. Thisis more so, as some health svorkers request
for extra -Jegal fces before providing legitimate services. Respondents proposed
recommendations for improving free heath services in Oyo Siate, Most of the
recommendations focus on the provision of adequate humman and material resowees,
The respondents observed that since health was totally free at the primary health care
level, payment of any forin of money at this health care level is illogical.

A study conducted by the Mimstry of Health end Family \Welfare in Dhaka

Banglodesh found that unofficiel fec collection When serviees were supposed 10 be

-—

free hos impact on the efficiency of bealth izcility (Killings Woith el ol, 2002), The
fee imposed unafTordable hagdship on consumers thercby reducing their uiilization
pattern of health facilitics. The 1¢spondents suggested that government should
ensure a formulation of good health palicics and provision of improved services.

[n addition, respondents stated that govermment should adequately repumerstc health

workers so that they will be motivated 10 perfora their duty adequaiely. Inedequate

renumemtjon probably accounts for why health staffs demand for illegal charges o

payment bch{C I'Cﬂ';h'ing nﬂy services in pubhc henlth fﬂCilitiCS. A" the

recommendations mode, point 10 foctors, Wwhich mdy hiave been adversely ofTecting
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mmined by the women was improvement of putiets - bealth ward oo relaticnship.
Mrevious researches done by Gilson, (1991) in Teazasia an! Waddington and
Enymayeka, (1990) in Ghana showed that mon petieats a.owplaioed that purses
treated them harshly and with contempt al thear vists o hoitn facilities.

ImpHentiona of the Aadiap for hesith cducation

Scries of hetith aducation srmeDes o b trpoied o the pursing mothers,
1he health workers and the government 10 amthiorte the problems associsted with
the implementation of the Oyo St frea baalth poticy. Majorty'of tha respandcr
had primary! edixation and many peapie hiad no formal oducation. Patient edocation,
which is culturally ppeopasse, should be watinged in public heslth center

Deliberate efforts should be made (0 vpprade expetant mothers’ knowiedge sbout

the importance of ANC. Murket pased bealth educsiion services have boea shown

bo effective (Akpovi, Johssrae sad Breget, 1981). Market$ arc {mparnan) places fog

reoching many women Witlt nealth education scIVices because most mariets are acar

healih fachlties, A asketbased intervention has heen suocesShully used to facilitate
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~ the reporting of cases of guinea worm in the study area (Brieger and ¥ endall, 1996).
Programmes meant to upgrmade womcen's knowledge should be organized in

collaboration with market women associations.

Training is useful for upgrading the knowlcdge of religicns leaders about care
of pregnency and cnbancing their capacities to provide education to the followers,
Pumary Care Training of Patient medicine vendors in Igbo- Ora has yieided a
positivc result in upgrading tbeir knowledge through appropriotc educational
strategics (Oshiname and Bricger. 1992). Troined health workers such as nupses
could provide patient education sesvices, which include right to good health and right
10 public bealth facilities. Training of health workers is a viwsl issue in heglth
education (Bricger and Akpovi. 1982/83). Health workers should be allowed (o
benel ¢ from continuing education programme about health care management. This
is 10 improve their knowledge 90 as to be able to educate paticnts and grher
subordinate health workess on the imponance of healih services. Tiaining of health

workers on health care manogement will enhance the implementation of the free

health policy
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Public enlighteniment programmes which focus on the fres health services
provided by the government should be organized by the local and siate governments
10 sensitizc women on the need 1o use public health facilitics and services pravided

for them. The public enlightenment programme should however rely on eulturatly

appropriaie communication media and methods in line with ihe principles of primary

health care (WHO/UNICEF 1978).

The findings of this study may be explained using the HBM (Ross et al,
1980; Hubbley, 1993). There is likelihood that pregnant women aitend healih
facilities for ANC and deliveiy becouse of their perceplion of seriousness gnd
susceplibilily of diseases in pregnancy. Theie perception about the discase
seriousncss moyvutcd women 10 usc publie health facilities to seek healthy condition
duning pregnancy

Advocacy of the provision of free heslth services in the public health
facilitics by Oyo Siate government may not molivale wemen to use any faciliyy if
their pecception about qualily of heallh services provided by the stote gOvemment is
low Moihers may nol usc public hesbih facilities if they considered thny distance

from their homes te heaith facilities istoo fag, if there 1s 8 transpontation difficully in
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the area. too long waiting time spent in the health facilities for consu'tation and non
availability of free drugs. The implication is that if pregnant svoriien perceive the
benefit of wilizing a public health facility as outweighing the constraints, there is
likelihood they adopt the utilization of such facility irregordless of influence of any

ceference groups or any other external factors.

| CONCLUSION:

‘This study shows that most of the wornen who still patronize public health
facilities and pay for setvices that are supposed (0 be frec are low-income eamers,
As a result o f inadeguate supply of free drugs. free vaccines and inrdequate number
of qualif .ed health werkers in health facilitics, many pattents had 1o incur subsiantial
cOsts 0 use “frec” services, These (hey do by paying unofficial fee for drugs and
services in govemment health facilities i an atiempt to receive qualilative hegjeh
services The new free health policy of Oyo State, which includes free PHC Hds
obvious advantages 1o patienls in thal it cnoournges \WOMEN 10 use serviets as soon as

they nge needed rather than going to scck for health care in the hands of quacks The
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sidized SHC aiso has sdvnntages in that it enables patients to contribute indirectly

towards the financing of health care sysiem.

Subsidized users fee in SHC was introduced becevse of the financial
i'mplicntion of the total free health service in PHC and SHC which cannot be bome

by the government alone. The free health care programme is a desiruble initialive,
However, pregnant women are dissatisfied with it as a result of its mode of
implementation, The study points out that there are therefore gaps between
government's free health policy and its implementation. Despite the good intention
of the policy, health workets have oot been implementing the policy as required.
Respondents pay  different amount of moncy for different scrvices sueh as
vaccination, outine diugs, normal delivery, antendul care, treaiment of minor
traumg, tregtment of malanga, iresment of acute infection and diarrhea discases
which are supposed 10 be free ai both PHC and SHC levels. Health workers also
request patienls 1o bring vasious ifems SUch as dettol. methylated spirit, eotton woal,
surgical gloves, necdle ond syringe to health facilitics during their antenntal visics of

during delivary. These prctices call 1o question the type and quality of free health

services being provided in the study arca.  Therefore, there Is neced for the
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ovenment 10 monitor the implementation of the free health pelicy in Ibarapa

Central Local Govemnment Area and Oyo State in genem| so zs 10 climinote the

associated abuses and the implementation barriers thot are associaied with it

RECOMMENDATIONS:

. A combination of health education straicgies are needed o promote the
adoption of free health services among women in the study area. For
instance, training geared towmds upwading health providers’ knowledge
ond skills relating to Ways of promoting qualitative free health services

ore recommended. Well-designed appropriote medin interventions are

nceded o create public awareness about the naturo and scope of free

health services being provided with a view to avoiding falsc cxpeetations,

The ciedibility of a health care facifity i3 a funcuon of the gvailability of

' drugs. To enswe that thesc resources ase always available, a drug

cevolving fund scheme should be institviionalized in each heaith care

facility in the study community .
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Government shauld sppoint 2 monitonng ieam that will be charped with
the responsibility of monitoring the implementation of thz free health

policy at primary and secandary health core Jevels. Such a feam should'

. Ensure regular supply of frec coential drugs and vactines, which are
of good quality, at PHC centers.

- Enswe that no moncy is paid ot the PHC conters and no patiens I8
asked 0 bring aoything to the hezith contert

. Eange health workors are constantiy & ther duty' posta.

+  Organim suskebolden mectings 1o create opporunity for pecple
wemw,mwmmmmmm——

be improved upon
which have
dﬂ'-mm“mmhﬂ; potzmmade fior

scraaming he pruvision of qualitative fres health seavices © eupectant wnd

s b ae smualy wres St 8 sty will bead w the generstion of
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FGD GUIDE ON THE
ASSESSMENT OF PERCEPTION OF QUALITY Oi-
ANTENATAL SERVICES IN OYO STATE FREE i1I:ALTH SERVICES

Ioieduction;

medicine, University of Ibadan. [ am here to share your vicu's on
senvices you receive ag parts of antenatal care dunng pregna

implore you that we should ail contribute since your contnbut
discussion,

Good day. [welcome you 8}l to this discussion. § am a siudent of ihe College of

the gualityof health
ney period [ wunt to
'on would help usin this

What do pregnant-women m this community do to stay healthy during
psegnancy/”?
u. Probe
f, What type of food anddrug do they take to make them heatthy (Juning
pregnancy?
", Do they do any exercise or sclivilies ot the penod 10 make the:n healthy?
ni. Whero do they goto recetve care and what treaiment do they rece
there?  Probe:
(1) What govermment services do they use?
(2) \What pnvate Servaces do they use?
(3) \Whattrad:uonal services do Ihey use?
(4) \What (aith based servaces do they use?

ive from

What are the opinions of women about ditferent heaith services ovilshle in this

comnuinmty

probe! : : :

a \Vhgt arc the different health facihies women use In this community during
their pregnancy period, PROBE:

i, \What type of services do pregnant women receive from the governmen,
hospital.

ii. What typ¢ of sstvices do picgnant women recesve from the privaie chine

itl. What type el scrvices do Pregnam Women receive from the tralivionalhenler

iv. What lype of senvices do presrant Women ceccave from Ihe faith (1eulers

b. (forecachof the fncilili‘cs ask for lthr role about: ANC. booking, dollvery,
immuitization, admission, consuliation. day menl)
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I:ox; do pregnant women decide of what 1ype of faci lity to usc for thelt ANC?
robe:

a. Why do women choose 1o use or not to use governmenl hospital?
b. Why do women choose 1o use or not 1o use private ¢lsnic?
¢. Whydo women choose to use ornot lo use traditional healers?
d. Why do women choose to lise or not to use fasth healers?
e. For eachofthe facilitics ask for what they like or dislike ahout
1. cost,
tl. proxtnuty,
1ti. others= influenee,
tv. quality of service, (Bive examples)
v. patienl-nurse/pioviders relaticnships

4. QOyo State embarkcd on [ree health services a few yeirs ngo.,
0 Whot have you heard about {rec health serviees
b. l§ow do you hcar sbout thie? (e g muclio, TV, signiflcant eother,
husband, Mmeqds, in.Jaws, lown crier)
¢ What aspects of the zervices are supposed 1o be free? Prabe:
£ for prugouitl woien?
ii for women who arc ready to deliver?

it for small children? ‘
d Which of thesz serviecs have you of your friends used?
¢ When these services were used -

i. Werc these any products you piovided inthe hospital
is. Was there any cost incurred for eonsultation, admijssion,
immunization, trealment, drugs. day meal
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. How cllective 13 the progiamme?

l1,

11

) 4

Probe in terms of guality, promptness,
nccess - i.e, ask the women 10 give
examples lo supporl their claims.
Has free health services affecicd women =8
use of health services in this community
\. does it afTect their choice between
government, pnvate and other
services? If yes, how
2. does ¢t affect when they book for
ANC? I yes, iow?
\Whal aspect of the programme needs to e
mabilial?
{follow-up) We noticed from rcecords tha
swwomen usually book frons thetr seventh
month of pregnancy onword:. Please
cxplain why women wait until thes lime to
st ANC

Thank you for yaur paticace and contnbution smce the heginmung of

Lthe discussion
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ASSESSMENT OF PERCEPTION OF QUALITY OF ANTENATAL

SERVICES IN OYQO STATE FREE HEALTH SERVICES

Introduclioy:
l Good day, 1 am a student of the College of Medicine, University-of
Ibadan. 1 am working on the health and social needs of hregiant women in ihis

comMunity, 501 am here to share your views.onthe quality of health senvecs you
‘ recelved 8s parts of antenatal carc duting your pregaancy peited. 1 woufd also
‘ Itke to share the type of suppon you received and what area you would expect

improvement in the futute. All your responses will be keps conlidential; thus your

name is Aot needed. Ace you ready for the interview? If yes please mark (V) the

box 1o the right and continue. However, if the respondent is not resdy. please
thank the 1espondent ani disconiinue.

Daic /72002 Llocationr  Oigbo.Oa  Clldere 10) No,

SECTION A: DEMOGRAPHIC DATA

1. What is your age? _ =

2 What is your religton? OMustim O Christian
O Traditlonal Religion O None 0 Others
3 What i5 youe level ol education?  (JNone 1} Pamay
11 ISSM™Modem O SSS O Post-secondary 3 Others (Spccify)

4 What is your marital stolus? O Notmamed OMamed O Dyvorced
U Separated U Husdand hasmore thai snc wife U Olhyers

5 What Is your husband's educations! qualiianan? I Nane
(I Primary  3JS5/Modem (188§ D Pon-secondary

d Olheni (Specify)

\ = Snall oadmn
6. what is your husband's occupation? g
0 Atssan i3 Large rade O Farvos t1Cleniesl
O Professional OOther

- ' lowing people”™ O Husband s relat
7. Do you live together with the o . hes
o ]Own relative O Unrelated Bouscmnn'es T No others

g What is your inbe? O Youbo [ gho (1 Hausa ) Other
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9. \What is your occupalion? O Small trading ... .,..... OAstisan .
OCargetrading ... ... UOfanner ... O clerical. i iy inisi
O Professional ............... Ofulihousewife . . ... . [l Othes

10. Sex of last child O Male O Female (if twin )
1. Ageoflastchild: Monmh ... ... Year ... ...
12. What is the position oflast chitd?
13. Whero did you give bitth?
Qathome. .. .......... D private hospital ... .............

O govt hospital ... .......... D local govt matemnity ... ..

Oachurch........... 0 (TBA) Traditional birth attendance

O aplrituplise ........... Q(farm) ........... Jothers ... ...
SECTION B. ACTIVITIES DIMING PREGNANCY
14. What were some ol the things you did (o stay healthy duwing pregnancy? (Please

underline what they menlioned spontancously and mark it. Ask for the rest
and mar: their boxed)

Ogo to health facilities {) take routine drugs and infections

0 eat nourishing food {J observe personat hygiene

0 go for booking and ANC O Seck good hes!th care

0 drink or bath with hesbs  DJusednative rings

O bathe with black soap B usc concoction (aseie)
O take agunmu Qothers ... . ceoveevvven,... specify
O relax / rest -
15, Speclficaily, did you sitend ANC (ipade) when you were pregnant with Wt
child?
a (Ifyes)where?  OLGA 0 IGH Q Pnvare

() Church O Others
b (Il yes) At what month of pregnancy finst book? 12345 ¢ 9 89
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& Whydd mﬁnhhwuhw

2 since nothung la wrong witn me 0t & s waste of time 1 go early
ﬂifmhmmscda‘tuﬂwuuﬂyu

L it 1 not conversent for me UT kaow U druss beelth watkers will
Ve me () my husband connot Wfford the cont of dnugs

Ut 1s not inponant (o go matersity for AN(C early

1) avy bushend P ves money late 10 =m

(J othery (spocily)

d. (1fno) Wev not hock far ANCY?

16 (Hor 1huse wha sttended ANC somgnhars. Who sch tsed yous 10 g0 10 ANL &l
(3tate the plice) 10d what were YOur ivesoms (or golNg Of ROt going (10 That
place)” |

|| A. Faciliues L senot ]a Who Adhis ]C Reasons for use /ot not use
1-.GA Mutercsty hr_—T"__—'- !

Govt hosnital = J

Privete clinke
Traditlonasl

healers
Fiath healenrs

|
THA | |
Lf)then ] _l - |

*usc = Y, nOi use * 1

—i

r.. e — - —

e e — = = —_
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17. Among the following people, what do you think about your nitending the

governuncni's ‘free’ ANC? Also indicate among those people whose opinion you
value the most,

Person What they thought about your attending Who wvalue
very Good idcs | Notcerwais | Badida | Very bad | most
good Idea tdea
Own Mother -, v 4
Hushang =
[ iusband's -
Mother
Friends 1 |~ )
Nelghboure i -

18 Havc you ever been referred from the healih facilicy/place you went for ANC 1o
another place? O Yes ONo (f no, go 1o number 19)

If ccferved:
From To Monih of Preg. | Reasons
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19. lited below are tlic setvices recaved from diffarent faciht es. Pleace tell me fadlities where you dbtavied these sesvices
and bow much paid for any services you cecaved. Plezse mark (x) if no payment is made

[Fp— SERVICES

Amours  [Badkieg [ANC | Groum | Rowtoe | Card | €y | Check | Delivery | Coneoc- | Native | Black | Holy | Prayer
zation/ | Drug Con=ult | Blood/ cion Ring | Soap | Water
Injection Urtne
1. LGA N
Naorniry ‘
Amoure \
oo = -
11ospital

c. Privale
Chae
Amaoy

i
= i .
4 Tnditoca !

Amoun)
e Fath | Sl |i

- b |

Amount T “[ \F J

[
Aoxzos =F
]
|
f
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SECTION C: KNOWLEDGE ABO{JS'IS' FREE SERVICES

20 Have you ever heard about free health services in Oyn State
C Yes 0 N (if no, go to rumber 26)

21. If yes, how did you hear about it

Oonradio UonTV O from health workers 0 in mosque

Ginchurches OHusband OFriends O public address system in

conununily  Otown cricc O neighbours D others ......... (specify)
22. Which sesvices do you know is free within the fiee health programme? Which

have you yourself ever received?

“Services Yes ~ | Yes - | No | Uncertain | Ever

spontaneous | probe received

Ante Natal Care Setvices 5|

Normal delivery system

[ Drug use in primaty health caxe

 Curalive services provided

Consultation l

l.aboratory

Admission

X.ray

Booking

Routing drug

e ——
————

Immuaization
Card

Treatment

e ——

——

 Others specifiy ...« -0
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23 What items did you provide at the govesnment hospitat/clinic during ANC,
booking and deliveiy?

Maternal and Hezlth Serv. | Quantity

Spontancous | Probe
Deltol

Spirit

Adiagbon
Blade

Keroslne

Omo detergent

Needle and Synnge |

Lux, Premier toilet soap _I
Pad

Cotton wool

"Gloves

Match box (isans)
Injection/drug
Othera 3pecify

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

1L



190

24. Have you ever seen the list of free drugs displayed in pharmacy department
since the beginning of free health services in 19997 O Yes O No
8. (If yes) Please what drugs have you received free from the govemment hospital
for your personal use evcr and during your Jast pregnancy (inferviewers
shouid tick those mentioned sponianeously first and loter read ovt other

caltegories)

| A. List of drugs Ever received free ' During Last pregnancy

L Spontaneous | Probe Spontaneous | probe

Blood med.......conemviennan

Analgesics ..

Multivitamins |

Anti malanal ..
Others 1..... ‘
Others 2

25. (For those who uied free services last pregnancy) Which of these factors
influence your utllization of {ree healih services?

[J Neamess 1o home O influence of healih workers

0 cost of drugs 0 economic status of family

() awareneas on Radio ang TV (3 Others' influence...... ... . Who
3 others ..-- e R TR R e g B R s (spﬁfy)

26. ». What did you exper.ence on your visit 10 govermment heaith facillly (write ou
narTative in (il and iater tick as relatc below)

|
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b. What problem do you face whenever you go to govemnicnt hospita!?

0 inadequate supply of drugs 0 health workers not on duty
O non avaitability for prescriplion wiiling
() non availability of vaccine for immunization

27. (For those who did not use (see services last pregnancy) Why did you not use
the free sesvices during your last pregnancy?
G poor quality (0 not really free
O private gives better (1 private gives better service [ wastein time

Oattitude of health workers O others spesify .................

28. (For all respondents) How will you assess the free health services provided

(please wiite down the nasrative)

a. Based on what you just said, how would you rate the attending the
government’s (rce hezalih service?

0 very good idea dgoodidea DOdon’t know ({ bad ideca

D bad idea .
29. How can thefree health services be improved (plesse write down the S riiline)

—_—

—_—
——

0 gowt. should supply more drugs U 3top payment of any fee for all services
B provide immunization regularly D aiop falsc deelaration of ftee health services
0 use govt. 1esources vety well 0 recruit qualified health workers

0 pay workess well O Improve Mcilities [n govt hospital

a lmpmv._palicm-mﬂdd“lo" relationship Q othera (specify) .
Thanks for Biving us your tlme We pray that God will take eare of your child
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