Family Health Status Profile and Equity
to Access Health Services.

An Exploratory Study in:
Hadramout Governorate/Republic of
Yemen

Thesis Submitted for Fulfillment of Master Degree in Public
Health

By
Abdullah Mubarak Abdullah Kaity
Supervisors

Professor Dr. Madiha Said Mohamed Abdel-Razik

Public Health Department, Faculty of Medicine, Cairo University

Professor Dr. Abdullah Salim Bin-Ghauth

Public Health Department Faculty of Medicine, Hadhramout University- Yemen

Dr. Doaa Ahmad El-Esawey Slaeh

Lecturer of Public Health, Faculty of Medicine, Cairo University

Cairo University
2013




LIST OF CONTENTS

Content Page No.
Acknowledgements 1
Dedication 3
List of Abbreviations 4
List of Tables 5
List of Figures 6
Abstract 7
Introduction 8
Aim of the study 12
Literature review 13
Methods 52
Results 57
Discussion 95
Conclusion and Recommendation 106
Summary 111
References 116
Annex: Questionnaire form 132
Arabic Summary 139
Arabic Abstract 143

List of Content




ACKNOWLEDGEMENT

There are no proper words to convey my deep grateful and Infinity thanks to God,
the merciful and the passionate, for providing me the opportunity to step in the
excellent world of science. To be able to step strong and smooth in this way |

could never have accomplished this without the faith | have in the Almighty.

It gives me great pleasure in expressing my gratitude and my profound sense of
reverence to my supervisor, Prof. Dr. Madiha Said, Professor of Public health &

Community medicine, Cairo University. She has inspired me to become an
Independent researcher and helped me realize the power of critical reasoning.

She also demonstrated what a brilliant and hard-working scientist could

accomplish; she has spared no effort in her help & advice during the work.

My sincere thanks must also go to Prof. Dr. Abdullah Salim Bin Ghaouth, professor
in public health and community medicine in Hadhramout University —Yemen, for

lending me his expertise and intuition and support throughout this work.

In addition, | would like to express my appreciation to Dr. Doa’a Ahmad Essawi,
Saleh Lecturer of Public health & Community medicine, Cairo University, for her

support & help throughout this work.

As well, it is great for me to express gratitude to the exam committee, Prof Dr.
Osama Wasef and Prof. Dr.Shaima Baher. They generously gave their time to offer

me valuable comments toward improving my work.

Acknowledgement




Moreover, | would like to express my deep gratitude to Sheikh Abdullah Ahmed
Bugshan, the generous, gentle business man and patron of science and education

in Hadramout Governorate, for his support and encouragement.

| cannot forget friends and colleagues for their help and support during data

collection and processing.

The words have no meaning when | express my gratitude to my parents for their

unfailing emotional support and heart-warming kindness (god bless)

Moreover, | cannot forget my family for unconditional trust, continuous

encouragement, and endless patience.

Acknowledgement




DEDICATION

I DEDICATE THIS WORK PURELY TO THE SPIRIT OF

MY DEAR BROTHER, MY CHILDHOOD FRIEND,

COMPANION OF MY YOUTH AND MY COLLEAGUE

DR. AWNI MUBARAK KAITY GOD'S MERCY

I ASK ALLAH TO MAKE THE BENEFIT OF THIS WORK

MERITS DEDICATED TO HIS PURE SPIRIT... AMIN

Dedication




LIST OF ABBREVIATION

CSO: Civil Social Organization
DALYs: Disability Adjusted Life Years.
FDBI: Family Disease Burden Index.

FHSI: Family Health Status Index.

FSRI: Family Socioeconomic Risk Index.

GDP: Growth Development Product.

HDI: Human Development Index.

HDR: Human Development Report.

HSRP: Health Sector Reform Program.

I D: Infectious Disease

IAH: Intersectoral Action for Health

LMICS: Low and Middle Income Communities.
MOHP: Ministry of Health and Population.
NGO’s : Non-Governmental Organizations.
NCD: Non-Infectious Disease.

PAHO: Pan American Health Organization
PHC: Primary Health Care

SES: Socio-Economic Status.

UHC: Universal Health Coverage

UNICEF: United Nations Children Fund.
UNDP: United Nation Development Program
UNFPA: United Nations Fund for Population Program.
WHO: World Health Organization

List of Abbreviation




LIST OF TABLES

Content Page No.
Table (1.1) Percent distribution of the studied families according to socio-demographic 58
characteristics
Table (1.2) Percent distribution of Families according to Socio-Economic Risk (SER) Factors 61
Table (2.1) Percent distribution of families according to chronic disease burden 62
Table (2.2) Percent distribution of families according to chronic diseases burden 63
Table (2.3) Percent distribution of families according to history of premature mortality among any 64
of the family members
Table (2.4) Percent of families reported occurrence of acute and or Chronic Diseases during the last | 66
three months prior to the survey according to Life style of the Father
Table (2.5) Percent of families reported occurrence of acute and or Chronic Diseases during the last | 68
three months prior to the survey according to Disease Burden Profile
Table (3.1) Percent of families according to socioeconomic parameters and demand for health care | 71
during the last three months prior to the survey
Table (3.2) Percent of families according to socioeconomic parameters and Access to medical care 73
services during the last three months prior to the survey
Table (3.3) Percent of families according to family disease burden parameters and demand for 75
medical care services during the last three months prior to the survey
Table (3.4) Percent of families according to family disease burden parameters and access to 76
medical care services during the last three months prior to the survey
Table (4.1) Percent distribution of the studied families according to the usually preferred source of 79
medical care and the sources preferred and accessed during the three months prior to the survey
Table (4.2) Percent distribution of families expressed their demand and their actual accessibility for | 81
different medical care specialties
Table (5.1) Percent of families according to socioeconomic indices and accessibility to governmental | 91
and private sector health facilities
Table (5.2) Percent of families according to lifestyle of the father and accessibility to governmental | 92
and private sector health facilities
Table (5.3) Percent of families according to accessibility to governmental and private sector health | 94
facilities by disease burden

5

List of Tables




LIST OF FIGURES

Contents Page No.
Figure (1.1) Percent distribution of the studied families according to economic- 59
dependency ratio.
Figure (1.2) Percent the studied families whose fathers had unhealthy habits: 60
Smoking and or addition
Figure (3.1) Percent distribution of the studied families according to occurrence of 69

diseases during the last three months, and percent of families reported expressed
demand for medical services

Figure (4.1) percent distribution of families according to the preferred source for 77
medical services
Figure (4.2) Percent distribution of families according to preferred/demand for the 78

source of service and actual utilization of each source during the last three months
prior to the survey

Figure (4.3) Percent distribution of at-risk for morbidity families and the non-at risk 80
families according to case-mix for different medical specialties

Figure (4.4) Percent distribution of families expressed their demand and their actual 82
accessibility for different medical care specialties

Figure (4.2): Prese Figure (5.1) Rank ordering of the health organizations according 84
to quality score developed from nine quality items as looked at by interviewed
mothers

nts Quality Items of Governmental Health Sector.

Figure (5.2) Rank ordering of the perception of interviewed mothers to reasons for 85
accessibility of the governmental facilities

Figure (5.3) Rank ordering of the perception of interviewed mothers to reasons for 86
accessibility of the private facilities

87
Figure (5.4) Rank ordering of the perception of interviewed mothers to
reasons for accessibility of NGOs facilities
Figure (5.5) Rank ordering of the perception of interviewed mothers to reasons for 88

accessibility of medical camps

List of Figures



ABSTRACT:

Introduction: Family health, equity and accessibility to health care services are
important parameters in health system development. Each community has to provide
research-based information to health services planners to consider equity to access
to quality health care. The objectives of the study were to identify demands,
accessibility to quality of health services according to socioeconomic, and disease
burden at the family level. Methods: An exploratory study design had been
conducted in the four PHC units in urban areas in Hadhramout governorate,
Republic of Yemen. A convenient sample of 400 mothers attended PHC units for
vaccination, were included in the study. A pretested questionnaire form was used
during structured interview with mothers. Results: Families of the interviewed
mothers had been categorized into at-risk families and non-at-risk families.
According to socioeconomic parameters, at-risk-families formed 8% for education
index, 52% for economic-dependency ratio, 70% for family size index, 32% for
smoking father index and 42% for KAT addict father index. According to disease
burden indices, at-risk families formed 52% for morbidity index and 30% for
mortality index. Out of the total families, 96% reported occurrence of diseases
during the last three months prior to the survey. Those who expressed demand for
services formed 76% of the total families. Both at- risk, and non-at-risk families had
access to health care (45% in governmental and 51% in private facilities). Families
related to smoking father had high accessibility 83% to health services than their
counterparts of the non-at-risk families (73%) (p=0.04). Conclusion: the studied
community suffers from high incidence of diseases that need preventive services to
reduce demand for health care. Despite the high caseload, equity in access to health
care that was matched with families' demand is ensured by the health system.

Key words:

Equity, Family Health, Socio-economic indices, Disease burden Indices, at-risk
families, access to health care, demand for health care, health system
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INTRODUCTION:

The progress in economic development would lead to better health indicated by
levels of morbidity, mortality and life expectancy at birth. The increase in the
income, employment and access to health care will lead to overall health
improvement. Health is thereby seen both as consequence and determinant of
development. People's productivity depends on their level of nutrition and health
(UNDP, 1990).

Although increase in life expectancy and reduction in mortality have taken place
during the last three centuries plus improvements in health care services, inequalities
in health persist between and within countries, among different population groups,

and between the rich and the poor.

Based on this information, there are needs to go beyond the bio-medical aspects of
health so as to deal with factors that constrain the health of individuals and groups.
Among these constraints are socio-cultural, economic, and political and gender
factors. Yet though access to health care is crucial, even with equal access to health
care, socially disadvantaged groups and people with low incomes and limited
education would still have worse health and higher mortality than the privileged
members of the society (UNDP, 1990).

The Global Human Development Report issued each year shows inequalities
between countries by ranking them numerically according to their respective Human
Development Index (HDI) levels. This indicates that achievements in income growth
alone do not reflect inequalities in health (increasing life expectancy, infant and
maternal mortality) or education (UNDP, 1996).
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The indicators and indices have been used for quantitative measurements of health
status as well as to monitor and evaluate health programs. Abdel-Razik (2007) had
categorized indicators used for evaluation of maternal care programs into input,
process, output, outcome and impact indicators. Knowles et al, (1997) developed
the indicators for health system performance to include access, equity, quality,
efficiency and sustainability indicators. EI-Zanaty & Associates (2009) had used
the wealth index to reflect economic status of the families in the national
demographic and health survey. The Maternal and Neonatal Program Effort Index
(MVPI) is a tool that reproductive health care advocates, providers and program
planners can use to assess the current health care services, identify the program
strengths and weaknesses, encourage political and popular support and track

progress overtime (Futures Group International, 2002)

The importance of using indices to describe family health status is linked with
equity-oriented research. Those equity oriented research studies identify disparities
as major obstacles to access to health care and to have quality healthy life. Disparities
refer to differences in one or more health-related variables associated with
membership in some population group or subgroup. Disparities in health exist
between groups of people not individuals. Differentials in environment, health status
or access to health care are persuaded to be underlying causes of health disparity.
Health disparities do not refer to all differences in health but to those that are
potentially avoidable or that occur as the result of injustice. Group membership
based on such factors as gender, class inequalities may confer limits on one’s access
to adequate nutrition, safe living and working conditions, educational opportunities

and personal medical services, which in turn result in differential health outcome.

Health disparity studies are important to policy makers because resource allocation

and health care access would also be based on and distributed according to the
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greatest need. However, the current health care system often functions according to
the inverse care law in which regions with the highest disease burden receive the

fewest health resources (Peterson et al, 2008).

The studies conducted in Egypt showed that the utilization pattern and expenditure
on health vary according to the wealth index of the families (El-Zanaty and
Associates, 2002).

Despite of well-known association between socio-economic risks and disease
occurrence, there is no enough information about accessibility pattern to different
health services at the family level. Additionally there is no enough information that
shows the association between disease burden profile of families and accessibility
pattern to different medical services provided by the governmental sector and private
sectors, and across the different socioeconomic strata of families through equity-

oriented research.

Therefore, there are needs to conduct equity-oriented health research to guide policy
making towards achieving equal opportunity for health care that buffers the health-
damaging effects of poverty and marginalization. Additionally, such type of research
guides to reducing disparities between families in the underlying conditions such as:

education, living standards, behaviors and practices necessary to be healthy.

Background:

The study was conducted in four primary health care units in coastal region of

Hadhramout Governorate / Republic of Yemen.

Hadhramout Governorate is about 61,749 Km?which forms about 36% of Republic
of Yemen area. It is located in the south region Yemen on the Arab sea. For

administrative purposes it was divided to costal and valley regions. The coastal
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region subdivided into, 16 directorates in the coastal region and 14 in the valley

directorate.

The population size in the coastal region was 672,068 populations, according to the

Ministry of Health and Population/ Hadhramout (http://sahel.health-

hadhramaut.info/view/246.aspx ).

The involved four PHC units are located (the most distal one) within 250Km from

the capital Mukalla. The four PHC facilities are locates in urban cities.

11
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AIM OF THE STUDY

Goal:

The goal of the current study is improvement of family health by ensuring equity

in access to medical care services.

Objectives

Attendants of the governmental PHC facilities for immunization services represent
different socioeconomic strata of the community. The proposed exploratory study

has the following objectives:

1) Explore the profile of families according to demographic risk characteristics.
2) ldentify disease burden among families and Socioeconomic Risks

3) Examine the association between disease burden and access to health services.
4) Highlight demand versus access to health services by source of medical care

5) Recognize institutional accessibility to health services according to quality of

health care items.
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REVIEW OF LITERATURE

The literature review is organized in five sections:

1. Health system.

N

Family health.

|wo

Health equity.

Access to health care facilities.

|97 |

Disparities and health status.

1) Health System:

Health is a critical contributor to the success of social policies that enable the

attainment of national goals of social and economic development.

A health system is understood to comprise the set of institutions responsible for
interventions in society that are mainly responsible for health (World Health
Report 2000)

No health system in the world can provide everything for everyone: each
country faces tradeoffs with regard to what services will be provided, to whom,
and with what level of affordability. The prioritization across the three dimensions
of coverage — population, service, and cost — is perhaps the most difficult political
challenge on the path towards UHC, and it is ongoing as new health services and
technologies are developed. What is especially problematic, however, is when a
system does not keep its promises, i.e. when services that are meant to be

guaranteed for the population are not provided in practice.
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