(o * | ICDDR.B LIBR;

- ’ BRARY
QA 5@5-3 B9 . DHA

20 2alt | KA 1212
1992

. Date 18, November, 1992

1EET) " ETIIICAL REVIEW COMMITTCE, ICDDR,B. _ 273 Becovmdrs 99—
| Investigator _ M DESMET Trainee Investigator (if any) NO '

ion No. 9?_*026 Supporting Agency (if Non-ICDDR,B} BADC (partially)
Study HEALTH CARE USE PATTERNS Project status:

5 RESIDENTS IN DHAKA-CITY, (x) New Study

‘ { ) Continuation with change ‘
ESH ( ) No change (do not fill out rest of form)

he appropriate answer to each of the following (If Not Applicable write NA).
ce of Population:

5. Will,signed consent form be reguired:
I11 subjects ‘ ""No "7 (a) From subjects "7 ~QE_§> No
Non-ill subjects (Yesy No (b) . From parent or guardian
Minors or persons (if subjects are minors)No'
under guardianship No 6. Will precautions be taken to protect

the study involve: anonymity of subjects No
Physical risks to the , 7. Check documents being-submitted herewith to
subjects : Yes @ Comnittee: : .

‘Social Risks- - = .." Yes. @ T N[A Umbrella- proposal- = Initially submit am
Psychological risks e~ overview (all other requirements will
to subjects ) _ Yes (No) . ... , be submitted with individual studies).
Discomfort to subjects Yes (No ' Protocol (Required)

Invasion of privacy (ges\) [¢] ' Abstract Summary (Required)

Disclosure of informa- N/ Statement given or read to subjects on
tion damaging to sub- : nature of study, risks, types of quest-
ject or others Yes ions to be asked, and right to refuse

. the study involve: /\]/A ‘ to participate or withdraw {Required)
Use of records;(hosp-—. .. =i..=__= . \/ -Tnformed-consent-form-for—subjects” — - - -
ital, medical, death, ) Informed consent form for parent or
birth or other) Yes No . guardian ) : .

Use of fetal tissue or ' \/ Procedure for maintaining confidential-
abortus Yes No ity ?

tlse of organs or body. \/ Questionmaire or interview schedule *
fluids "\ Yes No * 1f the final instrument is not completed
subjects clearly informed about: prior to review, the following infermation

Nature and purposes of should be included in the abstract summary:

study No | 1. A description of the areas to be

Procedures to be N/A ) - covered in the questionnaire or
followed including/™/’, interview which could be considered
alternatives used ° Yes No~ ; either sensitive or which would
Physical risks - I\I/A Yes No constitute an invasion of privacy.
Sensitive questions- Yes (No 2. Examples of the type of specific
Benefits to be derived @ ] ' questions to be asked in the sensitive
Right to refuse to areas.

participate oy to with- 3. An indication as to when the question-
draw from study 'No naire will be presented to the Cttee.
Confidential handling for review.

of data Yes ) No
Compensation §/or treats

ment where there are risks

or privacy is involved in

any particular procedure Yes

e to obtain approval of the Ethical Review Committee for any changes
ng. the rig -X\i‘d welfare of subjects before making such change..

VY

¢ .
Tincipald lﬁm_égti'g‘ato; Trainee

A~ 631964

T ram——r"

~



1.

2.

PRINCIPAL INVESTIGATORS

(OTHER INVESTIGATORS

CONSULTANT

TITLE OF PROJECT

Ga.-02k
235 11—

M.DESMET
J.MYAUX
S.ZEITLYN

R.ROWSHAN
LBASHIR

R.BAIRAGI

'Mealth Care Use Palterns of Slum_

Residents in’ Dhaka-Bangladesh’

EXPECTED) STARTING DATE
EXPECTED DATE OF COMPLETION
TOTAL BUDGET REQUIESTED

FUNDING SOURCE

HEAD OF PROGRAMME

January 1993

December 1993

UsD 62,734

BADC (Belgian Administration
for Development Cooperation)
{partially)

DH.B.SACK

This protocol has been approved by the Community Health Division

Signnture of Lhe Divigion Head,

fg;ﬁtﬁwuuf L/\J
Y M T




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

tract

health care sceking behaviour of slum residents in Dhaka City ig complex and
ifactorial. There is a wide array of choices of health cave resources : puhblic
privale services, modern and traditional healers, helero-treatment, self-care
no-Lreal.menl.,

>ugh scatlered data are available, there is little comprehensive analysis of
issue. Most studies on the subject in urban Bangladesh are service-based
cross—-sectional.

present study is longitudinal and community-based, and limits its scope
Iy Lo Lhe demnnd side within the triangle of interactions between demand for,
supply of health care, and, needs of the people,

and objectives .

aim of the study is to provide - as a contribution to health policy
tlation and implementation - a comprehensive analysis of the health care
ing behaviour of the slum population of Dhaka city. '

specific objectives are firstly, to identify and test the compeonents of health
decision making processes in the study population, and secondly to identify
investigate the variables that contribute to health care choice making
idering characteristics of the subject, of the disorder and the service and
they are perceived by the slum residents. '

cted outcomes of the study are : firstiy, the frequency of perceived health
lems by socio-economic indicators of the study population, secondly, health
use  patterns by health problem or groups of health problems, by
nalory variables of the study population and by type of health care
treey, Lhirdly the detection of the most important varinbles contributing to
shoice of heallth care resource, and finally the validity degree of the
onents of decision making processes.
irch methods )

views of a female and a male group each of about 15 individuals will elicit
omponents of health care decision making. Tnterviews will also he conducted
allopathic and non-allopathic practitioners working in the slums.

months longitudinal survey in 1,050 households {or about 5,775 people) will
d all new illness episodes through fortnightly visits. In the course of this
'y data will be gathered on the co-variables conlributing to health care
2 making, on the components of health care decision making processes, and
ecific phenomena such as healer shopping. Dala collection in the longitudinal
'y will be done with self-coding questionnaires and in—-depth interview by
Jiewers trained for that purpose.

ted Leam of senjor and  junior anthropologists and physicians will be
nsible for the study.,

es of polential respondent and interviewer bias are discussed as well as
il considerations related to the methodology of the study.
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AIMS OF PROJECT

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

) Specific_aim

22}

1) to identify the components of decision making processes in health
care in the study population, and to subsequently test their relative
validity.

2) to determine the explanatory wvariables that contribute to health care
choice making, and investigate their relative importance.

3) to identify the geographical distribution of health care resources in
the study population.

) Significance

In the introduction of its document on the fourth Population and Health
oject of Bangladeshj, the World Bank states that :

"“...another significant factor in the social and economic development
of Bangladesh is the extremely poor health status of the general
propulation. Although a national framework for addressing these
issues exists in the form of a Ministry of Health and a network of
health care facilities, the structural and functional efficacy of this
infrastruciure leaves much to be desired.”

"Acknowledging the close linkages between health and Family
Planning/MCH ... an integrated and balanced apprcoach is being
favoured for these two sectors'.

For Bangladesh general health indicators (including life expectancy which
amongst the lowest in South Asia) indicate the poor health and nutrition status
its population. With one of the lowest per capita incomes of the warld (more
an half the population living below the poverty line), and low literacy rates,
rbidily and mortality are high and economic performance poor. The World Bank
ints out that three-quarters of the population {mainly women and children} are
ntinwously ill and severely malhourished and that the health and nutrition
atus of adult males is also very poor.

In order to escape this vicious circie of poverty and iill health,
terventions should be focused on socio-economic reiief of broad sections of the
pulation and on the availability of appropriate heaith care.




The 1990-1994 Strategic Plan of ICDDR,B?, states for one of the research
‘jorities of itg Community Health Division : :

"...specifically, baseline epidemiologic studies are needed, including
~havioural and anthropological studies, to understand the distribution, causes
1d the risk factors for maternal and child deaths."”

In Bangladesh, and more particularly in the city of Dhaka, a wide range
health care resources are available. They .range from modern to traditional,
om public to private services, from formal to informal care, and from hetero~
eatmenl to self-care.

The process leading to decisions about the types of care people seek for
given illness episode depend on the social, economic, cultural, geographical
cessibility of health facilities, severity of illness, and functionality of the
cilities.
her factors determining this process are patient’s satisfaction and the relative
edibility of each of the health facilities beth reflecting the degree of their
ceptance by the people.
| these factors are related to the characteristics of the individual or family
eking health care, to the features of the health delivery facilities and to those
~the illhess. ‘

The rationale behind health care decision-making processes is firstly that
:alth care should be organized so that it effectively meets the demand of the
ipulation — not only for curative care but also for preventive care and
‘omotive activities. .
:condly, that people should be aware of the responsibility they bear for their
vnn_health. The latter means that (through a permanent dialogue between the
:ople and the health system) the demand should cover the technically defined
eds of the population, and that available resources be used in a - technically
1d economically —rationally organised health system.
wople should thus be actively involved in the use of these resources and in the
‘ocess towards better health and well-being.
is the implementation of this rationale which makes health care "appropriate".

A comprehensive evaluation of health care utilisation should not only be
ised on data about use rates of different types of health facilities, but also on
e pattern of self-care.including the reasons why one specific type has been
wgen and not another. It should relate health care-seeking to the characteris-
s of Lhe users and their health problems and to those of the health facilities. -

Although data are available for urban Bangladesh on some aspects of these
sues, there ig actually little comprehensive insight in health care seeking
rhaviour and the factors that influence it.

. order to implement an appropriate health policy, this type of information is
eded by government decision-makers and non-governmental and private
ganisations involved in health care delivery in the city of Dhaka.

The contribution of the study, which will be community-based and follow
> illness episodes, lies in carrying out a comprehensive evaluation of the use
health care resources by the most underprivileged sections of the Dhaka city
spulation, namely the slum residents who represent an estimated 50% of the total
wpulation of Dhaka.



7. ETHICAL IMPLICATIONS.

This study proposal will be submitted to the attention of the Ethical Review
mmission of ICDDR,B for approval. Furthermore consent will be sought from the
ad of Lhe household after a brief explanation of the purpose of the study by
e interviewer at her/his first passage. Afterwards, consent will be sought from
ch interviewee to participate in the study and in the case of the children, from
e head of the household. Data gathered from the households under investigation
11 be kept confidential (see Annex 1, consent form and procedure for
Untaining confidentiality).

No invanive techniques or interventions will be used in the study. In casea
SO AUH HHeNE (puEGUeE JorgiValae Wit Qe mé?lt_ﬂﬂ Ly & P3xdital; 0N beguesl aR

propriate facilities of the patient’s choice,

. BACKGROUND, RESEARCH PLAN AND BIBLIOGRAPHY.

BACKGROUND INFORMATION

On _the conceplual basis of the study.
There exists a comcepl;3 for designing the rationale for health care set out

nve,

Needs assessment is based on an understanding of people’s suffering which
the opposite to a state of complete physical, social and psychological better-
»>ing. 1t is a dynamic concept in place and time taking a holistic view of human
seds in all possible development domains : education, housing, agriculture,
salth care, sociocultural, economic and political development.

The level of relief of these needs is locally bound and depends on people’s
reoccupations and the efforts they deploy to solve their problems, on the input
' resources, and on the availability and correct functioning of services or
cilities in the different development domains. .

In the field, needs are only partially covered by people’s expressed demand
v relief : this is the so-called rational demand (the rest of this demand being
rational). The remaining part of the needs not (yet) perceived by the people
re Ltermed 'implicit demand’,

in practice, action for relief, as eg health care, usually covers also only

artly the expressed demand as well as only part of the needs.

The ultimnle goal of action in the health domain is that health care delivery
eets the demand of the people and that in turn this demand meetls technically
efined needs. All demand becomes then thus rational.
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The proposed study limits its scope to the aspects in the interaction
.ween the expressed demand of people for and the availability of health care.
does not intend to assess needs or to investigate the relationship of the latter
h people's actnal demands or the availability of health care.

Research _methods for the purpose of the studvy.

In the liLoralure a variety of strategies are described for exploring the
riables influencing health care use and detecting the most important ones. They
v grossaly be subdivided into two groups, related to their methodelogical
tures:

v decision making approach : it focuses on the components of health care
lision processed, L.e. on what people take into account when they face an
ess Lreatmenl decision, how available alternatives are considered and what
evant constraints operate. It uses mainly qualitative research technigues based
inlerviews of a small group of informants.®:? The degree of validity of these
nponents of decision processes may then subsequently be tested.

correlational or statistical approach where one investigates how explanatory
iables contribute in the choice of health cave. These variables can be
asified into three groups according to the characteristice (1) of the demander
health care and of the household to which he belongs, (2) of the disorder
luding the perception of thoge by the demander, and (3) factors referring to
- health care syst.em(s).5

Bolh strategies should be utilised together because their findings arve
iplementary and both have specific methodological limitations.?

For these reasons, a comprehensive analyvsis of health care use requires

s combined approach because no single approach can illuminate the wide range
issues of potenlial relevance for understanding health seeking behaviour,

Background_ information on the subject for Bangladesh.

In spite of a considerable number of studies on health care use in rural
1gladesh, the urban populations have received less attention.

There are relatively few community based studies on aspects of the demand
health care in Dhaka or olher urban areas in Bangladesh, 6.7.8.

Major determinants in the decision process for health care in Bangladesh
- socio-economic such as income, education level of the parents and the gender
the sick subject.®1? Amongst others, the latter may contribute to the
luence of gender on mortality in children’s age groups.!! Non-utilisation of
tlbh cnre resources however is influenced by factors such as payment of a fee,
ing of services and behaviour of the healer.®'®

Rahman et al considered health care rescurce specilic use rates broken
vn by some indicateors of the users and by type of illness. They pointed that
wt one fifth of Lhe sick people did not have any treatment.” The literature
ther reveals the importance of the private modern health care sector and of



ditional healers, and the extensive use of large hospitals, 1213

o-thirds of urban pregnant women seek antenatal care, 30% of them after the
h month of pregnancy. About 60% of them have four or more check-up visits.
yut two-thirds of urban women {and less than 25% of rvural women) with
sgnancy related complications visit government health centres or non-
sernment clinics. But one out of ten of these women visits homeopaths, and a
re proportion spiritual healers. Half of the deliveries occur at the own house
the woman, and only one fourth at a clinic. Birth attendants are TBA's or
linary dais for 40%, MBBS doctors for about one third, and relations or
ghbours for about one fourth of the deliveries.® These data apply to the whole
the urban femate population and are thus not specific for the slum population.

Important. findings for urban settings on health. expenditure and finance
terns at the household level® are the positive association between household
senditure and expenditure on health care, and, the much higher overall
arage consullation fee in urban areas with treatment cost patierns reflecting
demiologic transition. Other economic aspects that have been sludied” are costs
travel and waiting time, of loss of working days, and of a one month prior to
ith treatment, for a deceased person. Sources of health financing are predo-
\antlv savings, but also loans and sale/mortgage of land, assels or crop.

RESEARCH PLAN

Choice of study_ population

The study population is composed of the slum residents identified by the
htre of Urban Studies of Dhaka University, which total about 750,000 people.

The slums are not a homogeneous part of Lhe population of Dhaka City in
sio-economic respect.“ They include floating people squattered on the
vement, settlements on private land, refugee camps, government areas, etc. The
uwple Lo be selected will have to be representative of all these types of slum
pulation, but will not include the floating population for operational reasons.

Choice of research strategy

No one research method exists to explore the complexity of health seeking
a community. Heasons have above been put forward why a combination of

Lthods should be used.
Therefore Lhe study strategy will be built up with the following elements:

Phase one will use a cognitively oriented approach to generate a body of
scriptive data on the components of health care decision processes and disease
wssification, Open ended in depth interviews of a limited number of informants
Il be conductled.

‘o groups of questions will be addressed on :
) the components of health care decision making : (a) the major health care
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ernatives Lhat the study population perceives Lo bhe available, {b) the griteria
nsidered in choices among these alternatives and operating constraints, and (¢)
e principles for making a choice using this information.

} Attempts will be made to refine these findings for different health problems
groups of health problems. Therefore {(and also for the design of the gquestion-
ire to be used in the longitudinal survey} a list of 'tracer conditions’ will be
nstructed requiring a sound knowledge of the local disease. palttern and of
‘mploms descriptions.

1t is expected that this part of the investigation will take three months,

A prospective longitudinal survey will be undertaken on the illness
sisodes occurring in the households under investigation. This design has been
osen to test the dynamics of health seeking behaviour li.e. testing the relative

portance of the criteria (including counstraints) in health care decision
WOEOHBOE AR dowelopad 1n the Plnet stage of Lthe diiveatlyabioi

wondly, this design is appropriate to investigale ‘healer shopping', more
secifically sequential healer use, and to follow up the influence on health care
oice of crisis situations (economic and social) occurring in the household,
pecinally during chronic illness episodes.

allows at the same time to collect data on a series of explanatory variables
hich may co-vary with specific health care choices (see Annex 4 for the list of
wiables : to be adapted according to the findings from the cognitive research}.
jeslionnaires and in depth interviews will be addressed.

wring the survey the geographical distribution of health care resources wiil be
entified by the investigators. :

he proposed duration of the longitudinal survey is six months and covers parts
" the major seasons because some household and illness characteristics tend to
ary in time {(eg irregular household income and availability of cash, major
;penses for cloLhing ete in the period before important. religious events, changes
. houschold composition, seasonal variation in the incidence of illnesses).

he 1ocnll period is fixed at two weeks ; interviews will be conducted on a
winighlly basis on all illness episodes.

scause the incidence of some illnesses is low, especially those related to
regnancy, a screening of part of the study population will be organised before
e start of the longitudinal survey in order to gather a sufficient number of
regnant women for inclusion in the longitudinal survey,

Asvects_of sampling

1. Cognitively-oriented study

Two groups (females and males) will be interviewed, each comprised of
bout. 15 informants from the study population. They will be selected by the
nt.hropologists of the investigation team on the basis of their communication
kille and assumed knowledge relevant to this study.
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|Lt?rviews _wii! also be conducted with allopathic and non-allopathic practitioners:
kirs, kobiraj, traditional birth attendants, homeopathic and allopathi¢c and NGO
:alth practitioners working in the slums. '

2. Longitudinal survey

The slum population of Dhaka City has been recorded by the Urban Health
vd Extension Project of ICDDR,B and the Centre for Urban Studies of Dhaka
niversity in ctlusters of minimally 10 households. The total number of recorded
ople is about 718,000 : there are grouped in about 2,156 clusters that have
ibreqguently been mapped.

A stratified two-stage sampling wiil be” carried out.
1e 2,156 clusters will be subdivided or merged in 'slum units' of 40 to 60 HH
rough mapping. They will then be stratified according to geographical location
id land ownership, '
e required number of slum units will be selected with probability-proportional-
~size sampling. All the households in the selected slum units will then be listed
/ interviewers in the field. Those with a pregnant woman will be selected into
e sample of the survey. A same number of households without a pregnant
yman will be added to the sample with simple random sampling.
ease see Annex 2,1 for all details on the sampling procedure.

2.2. Sample size_calculation

The determination of the required number of households is based on the
sumption thal the average number of household members is 5.0, It is further
Jated to one of the analysis methods used in the study, namely stalistical
mlysis of proportions for the different explanatory variables involved in health
Te choice. Assuming
proporiions of 0.4 (pl) and 0.6 (p2) {eg difference in proportions of males (pl)
id females (p2) using modern health care versus traditional health care
atistically significant when greater than 20%),
and P=(pl+p2)/2,

a power of 90%,

a confidence level of 956%,

en the sample size is, applying the formula n = 2P(1-P)x10.5/(pl-p2)? =

x 0.5 x 0.5 x 10.5/0.2° = 131.25 in each group.

lowing for 20% non-responders and drop-out in each group (about 10-15% of
e houscholds migrate : it is difficult to trace them), the total is 315 cases for
ch health probiem under investigation (2 x (131.25 + 131.25x0.21).

The least common health problems in the study population are pregnancy
lated. complications assuming that aboul 20% of currently pregnant women
perience complications.
we assume further that a pregnant woman with complications expeviences about
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hree illness episodes, the total sample of pregnant women to be followed up is:
315 x 5/3 = 525,

A minimal sample of 525 households, in each of which there is a
rregnant, woman, will thus be followed up in the longitudinal survey.

'!‘he remaining question is whether this sample size is sufficient for
nalvsis of all the other health problems (than those in pregnant women) that will
e detected during the longitudinal survey.

n order to formulate an answer to this question, we calculated some examples
e Annex 2.2 for detalls)., Community-based ineldence estimates per person per
~ar for less frequent illnesses are not available.

1 order to gel, acceptable numbers for these illnesses, we propose to double the
ample size, i.e. 1,050 households or 5,775 people. The remaining 525 households
ill then randomly be selected from the househeolds without pregnant women,

} The minimum number of households to:be screened in orvder to detect the
nmber of pregnant women mentioned above (i.e. 525} can then be calculated as
Nlows ¢
—we assume that women are aware of their pregnancy from the third month
of pregnancy, and
-we need for the purpose of the study of complications due to pregnancy
that women should be detected in the second trimester of pregnancy,
-and assuming further that the crude birth rate is 3.4%,
1en wilh the formula : P=1xD, where P = prevalence of pregnancy at time x
1 = incidence of pregnancy
D = duration of pregnancy under
investigation
we can calculate @ P=34/10° x 0.25 = 8.5/10°

he minimum sample of households for the screening is then :
525/8.5/10° = 61,7656 people, or divided by 5.5, 11,230 households.
llowing for 10% non-responders, this becomes 12,_353 households.

. Methods of data cellection

1. Cognitively-oriented study

The interviews with the informants will involve a range of methods and
schnigues such as the posing of hypothetical situations, ranking tasks, and
hformal open ended discussions on respondent’s own past health carve decisions
s well as Lheir more general observations on heaith and health s=eeking
ehnviour in Lheir communities. The interviews will gather information on decizion
nking processes and the constraints people face in artual health seeking
itualions as well as concepts of ideal behaviour and disease Laxonomy. Interviews
il be conducled with individuals and groups. Please see Annex 3 for the
nidelines for Lthese interviews.
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2. Longitudinal survey

_']‘helsquesi,ionnaire that will be addressed will contain pre-coded
Hestions,”” "T'racer conditions’ will be used for detecting the complaints of the
:ispondents.{see Annex 4 for an outline of the questionnaire) '
he questionnaire will be addressed every two weeks during six months to every
yusehold member who is (has been) ill. For illness episodes of children proxy-
porting by a close family member will be used.

Re-vigils will be necessary because of the difficulty of obtaining
wspondents al home during day time hours, or when the patient is hospitalised -
n Lhe latter case interviews will be conducted when the patient is back home.
n interview wilh questionnaire is expected to take about 30 minutes. .
or all these reasons 10 interviews with questionnaire have been planned per
1Y,

A sample of households with particular‘illneés experiences and health care
ieking behaviour will be interviewed into more depth.

Interviewers will be recruited and trained in the use of the questionnaire
1d techniques of in depth interviews. Outlined instructions will be available for
1is purpose.
he questionnaire will be tested in a pilot study.

Dnta on Lhe disease pattern in the study population, required for the
snstruction of the list of tracer condilions, will be collected from the existing
terature,

. Sources of bias. .

Although we may assume that the pregnancies detected during the
sreening are randomly distributed in the population, a polential selection bias
ay be that proportionally young women are more frequently pregnant than older
nes. In adding a random sample of households without pregnant women &s
nggested above, this problem may be overcome. :

An inappropriate recall period may have considerable respondent bias. The
ensons for the choice of two weeks as recall period are :

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

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

h‘idgns—Webhlﬁ points out that a two-week vecall for illness reporting has
iostly been adopted as 'a compromise belween obtaining enough information about
urrent illnesses and loss of accuracy due to the vagaries of memory’.

11




A potential bias may be induced by both interviewers and respondents in
'er emphasizing the more severe illness episodes and Lhus decreasing the
1ality and guantity of the data gathered for the trivial illness episodes. In
e literature there are .differ'ent views about the wvalidity of health interviews,
P ilowever, the use of a list of ’tracer conditions’ in the questionnaire
as been shown the most sensitive instrument for measuring perception of ill
ealth’zu, especially of minor and chronic conditions.

A similar type of interviewer bias may arise when taking medically trained
aople (either in modern or traditional practices) as interviewers. Young non-
cdical women will be selected as interviewers as women are considered the
iretakers in Lhe households and therefore better accepted in the slums as
Lerviewers.

sree, nonetheless, that this technique - particularly when parents report for
ildren - is appropriate for investigation on individual’s problem, especially
here group management of illness cases prevails in the ccunmumitj,f.21

Selective reporting related to the gender, especially of children, has been
rserved.?? Therefore, special attention will be given on the reporting of illness
sisodes of the female members of the households.

Proxy-reporting may introduce a potential respondent bins. Most authors

Arrvangements for data_handling and analysis.

Data from the interviews with the informants will be used qualitatively for
je idenlLification of the components of health care decision processes and the list
" tracer condilions,

dBase 1V will be used for the computerised design of the gquestionnaires
y be addressed in the longitudinal survey.
AS will be used for the (univariate and multivariate) analvsis of the data on the
y-variables monitored during the longitudinal survey.
ata related to the testing of the criteria used by the interviewees in health care
ecigion processes will be analysed quantitatively using the analytical method
uggested by JC Young". (see also Annex 5 : outline of data analysis and

spected outcome)

12
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1TEMIZED SPECIFIC TASKS FOR EACH LISTED INVESTIGATOR

rlinus DESMET

—-overall responsibility for the study

~develop and finalize protocol

—-finalize outline for key informant interviews

~develop and finalize questionnaires

-sclect and train interviewers (mainly use of gquegtionnaires)

~participate in quality control of their work in the field

-code responses and nnalyze data from guestionnaires, mLezplctatlon of
findings and reporting

~writing up of final report

‘ques MYAUX

—~finalize protocol

~finalire guestionnaires .

-select and train interviewers (mainly use of queslionnaires)

-participate in quality control of their work in the field

~code responses and analyze data from gquestionnaires, interpretation of
findings and reporting

~writing up of final report

shile ZIEITLYN

-finalize protocol

—develop and finalize outlines for key informant and in deplh interviews
~finnlize gqucationnaires

~select and train interviewers {mainly anihropological techniques and
communication skills)

~participate in key informant interviews, analyze data and reporting
-participate in in depth interviews and in their quality control, analyze
dala and reporting

-writing up of final report

reya IHOWSHAN

~finalize and (ranslate outline for key informant interviews

-training of interviewers (mainly communication skills)

—-pnriicipale in key informant interviews, analyze data and reporting
~participate in in depth interviews

—quality control of in depth interviews, participate in data analysis and
reporting
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kel M - Sdeed o i b e

tiag BASHIR

~finalize and translate gquestionnaires

~training of interviewers {(mainly communication skills)

—quality conitrol of their work in the field

~code responses from guestionnaires

-participate in interpretation of analysis findings and reporting from
questionnaires
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5. BUDGET
nel:
 Senior public health physicians *)
Senior anthropologist {12 montha x tk 66,500} = 798,000 tk (%)
Junior anthropologist (12 months x tk 12,000) = 144,000 tk
Junior physician (12 months x tk 17,000) = 204,000 tk
0 interviewers (9 months x 22 days) x tk 219 = 429,284 tk
' field supervisors{9 months x 22 days) x tk 386 = 152,856 tk
clerk for data entry (7 months x 11 days) x tk 200 = 15,400 tk
dala manager {2 months x tk 20,000) = 40,000 tk
TOTAL: 1,783,540 tk
ng costs:
orms, pens and other minor office supplies 40,000 tk
-eport and publication (including secretary support) 60,000 tk
TOTAL: 100,000 tk
—equipment:
} tape recorders x tk 5,000 = 10,000 tk
TOTAL: 10,000 tk
ort _costs: .
} interv.+ 2 supervisors (7 months x tk 2,000) = 154,000 tk
3 investigators (7 months x tk 2,000} = 84,000 tk
‘ TOTAL: 238,000 tk
ing:
software packages
SAS {1 year license) 945,000 tk
dBase 1V 25,000 tk
TOTAL: 120,000 tk
aneous & unforeseen: 10% (=%} 132,354 tk
GRAND TOTAL: 2,383,894 tk
or USD 62,734 ***

1CDDR,B senior staff assigned to the study

not finuled by BADGC
calculation bagsed on cost items !
1 USD = 38 tk.

personnel (junior, field and support staff), operating and transport costs

wetk )
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Annex 1. Detailed sampling procedure.

1. STUDY POPULATION!

Data gathered from
1, UHKEP-CUS slum survey, and
2. USs HH and individual level baseline survey.
The sludy poputation is the slum population of Dhaka Metropolitan Area
Definition of a slum :

718,000 pop x 126,392 HH (criterium 5.5 pop/HH)
2,156 stums = 58,6 HH/slum (min 10 HH/slim)

1.1, UHEP-CUS SLUM BURYEY @ slum-based daka

Thana 4 slums ¥ s8lum pop Average
{thou) (%) pop/slum  # HH/slum

UurT 71 9 1.3 127 23.1
[HUR 138 36 ) 261 47.5
CAN 65 17 2.4 262 47.6
MIR 354 126 17.5 356 G4.7
HOH 156 170 23.7 1,090 118.2
TAd 151 40 5.8 265 458.2
RAM 95 34 4.7 358 i5.1
MFL Gl 17 2.4 278 0.7
SAR 230 42 5.8 183 13.3
OrH 277 55 7.7 189 16.2
suT 211 54 7.5 256 46.5
KOT 57 15 2.1 263 17.8
LAL 193 82 11.4 425 7.3
1A 97 21 2.9 216 39.3
Totnl 2,156 718 160 133 58,0

'

4, Land ownership pattern

2.1, Prop slums Paop (#, prop)
Private 15% 355,000 53.6
Publicinongovt 25% 333,000 46.4 illexal,

"squatter settlements”

2.2, Land ownership per thana : UTT & TAJ » 50% govt

most dnta from the presentation by br AH Baqui, entitled A profile of the Urban Slums of
Dhaka®, Planning Workshop on the Urban Poor, National Institute of Locnl Government., 16 April 1992,
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3. _Distribution by size (HH)

y 50% of slums : 10 - 20 HH
22% of slums ! 21 - 40 HNI
5% of sluma : » 200 HH

4, Year of slum establishment and age of Lhe slums

few established before 1970
25% < b years old, another 25% between 6 and 10 vears
a higher % of slums in private lands established in '80s,

1

6, Access_to_electricity, gas, latrine and water (%)

Electricity
Slum type
Access Public Private Nongovt All
Avail.most 30 52 34 46
houses
Partinlly 14 18 20 13
aviril.
Absent 55 30 44 36
Gas
Slum type
Acconss Public Private Nengovt All
Avail most 2 23 2 18
honses
Partinlly 5 18 5 15
aviil.
Absent 93 59 i 67
Latyine
Slum type
Access Public Private Nongovt All
No 16 2 2 5
Shared 79 98 98 94
Privale 14 6 2 8

Waler

1) Drinking

Slwun 1ype

Avcess Public Private+Nongovt Al
’ [
No 40 15 20
River,pond, 4 3 3
olther
Well 5 2 3
T/well,lLap 51 . k1 74

21 Bathing

Slum type
Acoens Public PrivatetNongovt All
No 27 9 13
River, pond, 13 9 0
other
Well 10 ] G

T/well, tap 49 78 T




LR
"
i
6. Housing tvpe
' 5)ham tvpe
Public Private+Nongovt
Pormanent 4 [
Semi-perm, 44 67
Non-perm. 51 27
2, Availebility of health facilibies
Pispensaries EPI clinic HCare HWorker
& Medical Centres
hee 20 1/ward 1/ward
Hon 22 - -
F¥ directorate 66 FP workersz, home vigits

€on big Hospitals

see p. 26 for location of thanas and geographical distt"ibution of hospitals
and DCC Medical Centres. ;
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1. Institute of Cardiov¥ascular Diseases 9, Holy Family Hospital

2. Shishu Hospital 10. Institute for PostGraduate
3. ICDDR,B Medical Research
4, Chest diseases Hospital 11. Dhaka Medical College
1 5. Infectious Disease Hospital 12. Azimpur Maternity
f ) ) 6, Cancer Institute . 13. Railway Hospital
[ ) , ' 7. Dhaka Community Hospital 14, Sramajibi Hospital
K ! ‘ ! §. Childrens Nutritional Unit 15. National Hospital
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« SAMPLING PROCEDURE

L Inteaduetion
1. 11,230 HH have to be selected for the study,
2. UHEP-CUS slum survey 718,000 population, 126,392 HH

5 UHEP thanas : 376,000 population, 68,364 HH
Remaining 9 thanas t 342,000 population, 58,028 HH

3. localisation _of the 5 UHEP thanas :

- all of them on the southern border of Dhaka Metropolitan Area :
ho olher thanas with slums left on this border

- Lhey are the nearest to the main big health facilities (hospitals) of
the «ity, after the central thanas (Tajgaon, Ramna, Motijheel,
Sabuibagh)

- in n study on health care sccking behaviour the dislance is an
important factor to investigate — stratification might. amongst others
be done according to this faclor - 1 taking oul of the study
population the slum population of the 5 UHEPF thanas is weakening:
the applicability of the findings of the study,

1. level of dala of UHEP-CUS survey_:

- dala are aggregated al the level of slams, nol of HH
- dala available on ID of slum, rough demegraphic figures, some SES
{general living and hygienic conditions), and geosgraphical location

h, trends generated from the data presented under I, :

- slums on private land are smaller than on (szemilgovt land,

- the slum size is rather small : about 75% of the slums consist of
10 to 40 HH, only 5% of more than 200 HH

- electyicity, gas, latrine and water : slums on private land seem
belLter-off than on public land ( with slums on nongovt land in
between) @ stratification for land ownership might be useful as a
{rough) indicator of SE difference between slum people,
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1.2, Sugvented procedure : stratified two-stage sampling

definition of slum : see UHEP-CUS survey !
"sektlements of very high gross area density, poor
housing, inadequate water suplly, poor seweragre and
drainage facilities, little or no paved streets, irregular

clearance of garbage and absence of street lights’.

"40 to 60 HH per slum unit and separated as wach as
possible by non-slum objects or distance"

1. define "slum_unit" (primary sampling unil or psu) @ -

2. on a map with all 2,156 slums (minus those of UHE) @
- subdivide the big slums into slum units
- merge slums with less then 40-Hil into slum units
the slum units will be itdentified through mapping on the slums ; total
population per slum as well as estimates of surface will be used.

4. 2-step stratification of slum units :
1} geographically : 3 strata (northern, southern, central thanas) :
northern : MIR (thanas 1 to 6), UTT
gsouthern : DEM, SAB
central : MOH, TEJ, RAM, MOT, DHA, LAL, KOT, SUT
2) aggregate variable of SES : land ownership :
9 substrata for each stratum {(public and private+nongovt)
3) gives in total 6 strata each of which aboufl 366 slum units

1. the household is taken as sccondary stage units (ssu)
A total number of 12,353 HH are required as sample size,
corresponding to 248 slum units : selection of this number of slum
units out of the 6 strata with pps.

5. in the selected slum units :
in Lhe field @ listing (addvess, head ol HH and spouse(s)) of
ell the HH (ssu) :
- address the question if there is a pregnant woman in the
HH. IF YES, take that HH into the sample. {should be in about
525 HH according to sample size calculation)
- using this list of lil, add another 525 HH with srs.
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Annex 3 Guidclines for interviews with key informants

FUIDELINES -1- DISEASE CLASSIFICATION AND MANAGEMENT : Female and Male
iey_informants of the study population

NTRODUCTION

I} The purpose of this interview is to investigate the main health disorders in
he community, their perceived causes, the ideal sources of treatment for
lifferent, kinds of disorder and the problems people face in obtaining treatment.

11V The respondent has been selected because of his\her special knowledge,
xpertise of experience of health or community.

I11) The interviews will require some concentration and time and peace. Discuss
. ~

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

. LislL Lthe names of common illnesses in this community.

. List Lhe symptoms of each type of each of these illnesses?

. Who mostly suffers from each of these?

. Should each illness in be treated at home? I ves, which ones, how and why?

. Should outside treatment be sought for the illnesses mentioned in the answer
on question 1?7 If yes, what kind and why? :

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

. Women and female patients are admitted to treatment centres less often than
men, why do you think this is?
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iUIDELINES -2- DISEASE CLASSIFICATION AND MANAGEMENT : Health Practitioners

NTRODUCTION
1} The purpose of this interview is to invesligate the main health disorders in
he community, their perceived causes, the ideal sources of treatment for

lifferent, kinds of disorder and the problems people face in obtaining treatment.

1) The respondent has been selecled because of his\her special knowledge,
xpertise of experience of health or community.

I11) The interviews will require some concentration and time and peace. Discuss
vilth respondent where he or she would be most comfortable and make transport
urangements if necessary ; interviews could be conducted either in the
‘espondents’ home or in the office. .

. Lisl the names of the most common illnesses in this community.

. Lisl Lhe symploms of each type of each of these illnesses?

. Who mostly suffers from each of these?

. Shontd each illness be treated at home? 1f yves, how and why?

. Whal bLreatment do you prescribe for each.

w What nre the easiest cases to. treat?

. What are the most difficult?

v Do you vefer patients elsewhere. If so, where and for which indications?

. Women and female patients are admitted Lo treatment centres less often than
men, why do vou think this is?
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GUIDELINES -3-Hypothetical case scenarios

Informants will be presented with hypothetical cases of individuals suffering from
variouns disorders. The gender and family circumstances of each case will be
oullined. In ench case they will be askod Lo describe zn;|.-mp1'i:_ll,r—‘ responses and
management. of case including dietary managdement.

(1)
(2)

{3

(8)

{9)

An adull, male with acute watery diarrhoea.

A pregnanl. woman who has had a fil.

A new born baby boy with ARL sympltonms,

A 2 month old baby girl with same symirtoms as case no.(l)
A long or obstructed ]abom‘.

An adult male with'persistent cough and weakness.

A fifteen month old girl who is failing (o thrive,

An adult man having an injury on his leg.

~

An adult woman having a wound on her hand.

(1) An old man suffering from chronic headache.

Afler describing their responses each informant should rank the cases in
of priovity and give their reasons.

\
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nnex 4 Outline of questionnaire.
1

« HOUSEHOLD Questionnaire

ART A Identification of houschold

end of household @ Name {2 1Y V) YV b
Surname 11 L
Iate of birth } _1_1_ 1 ! 11 Sex (l=F,2=M) i
Code ;1)
DENTIFLCATION GODE HOUSEHOLD (IDHH)--—ccmmcmmecmme e e e e oo oo oo I S
"
Hlress Nnme thong —-~-=-=- e ————— :

tdentificntion of slum
Humber of house

ther Memberas of honsehold

Code
potien |
. Name } D b oo
Surname ) 102,
. Name !0
Surnpame HHH
Relation_to
hildeen: hend & spouse
. Name %
Surname ) T HIHE N
. Name | |
Sarmvone ) I 1015
- Name 0
Sorimwae ) H 1816
+ N |
Surname R I
« Name 1)
Surname ! I 018
« Name | |
Sutrnoame ) . (019
finshi
thers
. Nnme )1
Swrnnwe ) R Yo
. Name | | _
surname ! L R
. Nome ¢
Surnmme ) f it 1z
. Name |}
Surnmne ! I 1113
ART R Socio-economic data
+ Religion of HH @ (1=Hoslim, 2=H|ndu, 3=Christian, 43Phuddist, 3=0ther}-e-c-ocoveearan— H
., Ethnic aroup ! t1:=Nrngali, 23Tribeg)ececmcccm e e e e m o b
. Fduention ¢ (1-nn, 2:1-5 vears,!3=6<10 vears, J=more than 10)
lend of Hll---c---—- D L T e e L LT H
Sponan le-wem i maaa it A o e i = b e e .
Spone 2--~-c-m - ko o A A8 o 8 i 4R s e L P T T o e o o v e e e i '
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» Housging
a. house (l=zowned, 2:=rented, 3zother)-------------seamemroo—oo-—amomremmmomms s T 1l
1f other, specify ’
b. construction 1. jhupri

2. bamboo
3. wood
4, tin
5. pucca ROOf-~——=—mrmmmmmm 1
6, other ’ Wallommamer—rm e - i
c. floor {wood=1, mud=2, Cementz3d)eemmommcm oo wsmm———— oo —seromwwoo—sesoses r
. Aggcts
1. YES
2. NO
Fan T Radio Cycle Table Bed watech
i I I {et - HI I
If YES for "bed”, specify how many beds in the house-------mr--—se-mu-—caooooao— I

. Qooupntion
@gueationa to be addressed and coded answer
mnin occupntion -
-which one 7 (see list)
-regular ? {l=regular, 2-half regular, 3=irregular, 4=nc job)
supplementary jobs (1=YES, Z=NO)

oy Occupation of head of HH
main occupation -which one ?-~---- L -regular ?----- H
asupplementary jobs 7T-~~|_ | ~-which one(s)--=--1_\V 1_1 ..}

NP Occupation of spouse 1
main occupation -which one 7T=-==~~~ I -regular ?-----~ t
supplementary jobs 7--~{_| -which onets)----{_1 1_} 1.}

€ occupation of spouse 2
main occupation -which one ?=r---- o -regular T---=- -
supplementary jobs 7---,_} =which one(s)y-===1_1 1 1 1.

. Did anyone_in_the_houschold ever give medical treatment.
houne
If ves ¢ 11 Check the code In the houschold composition list
2} Kind of treatment (delivery=1, allopnthic=2, homeopathic=3,
herbal=4, jhara=5, panipora=6, others:7, to be identified in
cognitive study) If others, specify.
3) Ask if any specific training received (GOB=1, NGO=2, Other=3 and specify)

If other, specifv

Training ? (1=Yes, Z=No)-
1f Yes, by whom 7-

L]
L
L]
1

If other, specify

2. Who Teeem-mcememamac e I
What kind 7T-esme=-- -—————— !t ) 1f other, specify I
Training 7 {l=Yes, 2=No)-}_!
If Yes, by whom ?7-}_! 1f other, specify  ___
3, Who Pre-memmmmsmmem—— e |
What kind ?r==ere--c——=na= 1 If other, specify _ .
Tradning ? (1-Yes, 2=No)-]_!
If Yes, by whom 7-|_! If other, specify_ .. e




8. Ingcome

S.a. Income of head of UH .
main occupation @ Taka/month
supplementary jobs : e Takn fmonth

' Total

8.b, Income of spouse )
mnin occupation ! B o _Taka/fmonth
supplementary jobs i e _Taka fmonth

Total !

8.¢c, Income of spouse 2

maln occupation ! Takea fmonth

supplementary jobs !
Total

8.d, Other income generanting activities in HH

INCOME NOUSEHOLD = Total of 7.a.

+ T.bhe ¢ 7.

Taka/month

2. F T.d. =

9, If vom rent vour house, what is your monthly rent 7

Do vou pay for access to water (1=YES, 2:=NO)
If YFES, how much per month

Do vou have any expenses for santtation (1=YES, 2:=N))

1f YES, how much per month

How many kg of rice do you consume daily with the HH ?

ftow much do vou spend on food dailly ?

How much do vou spend monthly on education of children ?

What is your biggest 1tem of expenditure ?

(Food=1; Rent=2; Clothes=3; Medicine:4; Ed=5; Qther=6)

1f other, specify :

10. Water use
~gource ({op=1;
1} drinking

if other, specify

tubewell=2: well=3; pond/river/lake=1;

___Taka/month

firust HE
second | |

athera7)

2) cooking
1f other, specify

-shared hy (I'H members=1;, and community=2)
-# of HH= sharing

_Taka/month

Taka/month

Takafmonth

Taka/month

with ring=4; dughole=5; hanging

11, Latrine use
~type (aeworngie=1; septic tank=2; connected open area=3; pit
{open)} latrine=6; no fixed site=7; other=§}
1y »= § vyears
if other, specify
2) ¢ 5 venrs
if other, specify
-rhared by (HII members=1; and community=2)
-% of HHs sharing
- -# of latrines

12, Tvpe af fuel uaed for cooking (gas=1; kerosene=2; firewnod=3; cow-dung=4; garbage/miscelanecus

anrapg:5) other=7)
if other, specify

[
Ly |

,
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11. ILLNESS EPISODE Questionnaire

PART A List of Lracer conditions

NB To he overviewed with the head of the HH or with {one of) the spouses at everv fortnightly visit.
Helps toe identify the member(s) of the HH who are currently ill or were ill during the past
fortnight.

The list is obtained through the cognitive study.

PART B Questions on illnesa episodes

Date ! 0 4 10 Code interviewer |_,_|
Time {_j_%} J_i_1
Identification of NH to which sick subject belongs ! [T T

IF TUE HH MOVED TO ANOTHER PLACE : ask neighbours new address, and fill it

!.-
e

Code of the sick subject !

Date of onset of illnegs !_} ) 1 ' ¥ 1!

1. What type of illness (use list of tracer conditions to choose)---—=----mmcmcmcccccemacne—x -

2, Was (1s) the disense ! (1=YES, 2=N0, 3=Moderntely)
- gevere 7 [)sYES, 2=NO, 3=muderate ]y )= -—re e e e e '
- peute 7 (1=YES, 2:=N0, 3=moderately)---ce oo e !
= mentnl (=1) or physical (=22) Te=ewrmocccacmrcrc e m e

3, Whnt did you do to combat the disease !
{use list of trentment alternatives) (obtained in cognitive study)l-----comcmmmmesvmmmnemm—— HEH

I1f posgible @ Name and address of health care provider where treatment was given

4. Why did you choose this alternntive @ fill from most to less important
(use list of criteria) (obtained in cognitive study)-=---cccmccsmcmmc e e e e e Y

5. Who did decide to tnke this nlternmative 7----c-emcm e e e e e e e i
Choose 1. mynell
2. my mother
3. myv father
4. mv parents
5B, mv wife
6. my husband
7. my mother-in-lnw
8. my father-in~lnw
9. other family members
10, neighhours
11, others (apecify)
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6. Why did you NOT choose the other herlth care resources
(to be Tilled using list of constraints) feained in cognitive study)
1. healih care resource
2. health ¢are reuource
3. henlth care resource
1. health care rescurce

7. Herr you nntisfied with the treatment effects of Lhe chosen ﬂltr-rmn ive ? (1=YES, 2=NO)--e-reww H
Why 7 (uge list of service characteristics) £ill from most to les iMpPErtantes-ee e e

Did you hnve to travel to get the treatment? (12YRS, 2eN0)—mmmmeme e e rme e ——————
Howlong 7 (mintem e e e e e e e e e e e e | Y
lind vou to wnitl for getting the care 7 (1=YES, 2Z3NO)-—-momoeem e s cmmm e - !
Hewlong 2 (minuLes Yo e e e s o e e e e e et ————————— v
Pid the people in the service Jisten to what you had to say 7 (1=YES, 2:=NO)
Attherccept lon = e o e e e e e L
During the consultation-———c- e e e e m e N
Were you able to understand what the henler said te vou about vour complaints and the
treantment you haod to take 7 (12YFES, 2=N0 ) mm e ot e e e v e ———— Vo
Do you feel that vou have been well treated - - - - oo e '

8. Did you have to pay for gotting the care (1=YES, 2=NO)m=-rmecemmecmcccmccccccccmcsnemcme——— I
if NO go to @9
if YES continue:

how much for travel TH
how much for consultationrs) TR
how mueh for anv drugs TH
how much for any technical services TK
how much for other purposeg - TH
L0 - TX
9. How did you cover these expenses ? (proportion of expenscs covered)

~With AV INgR-— e e e e E AT e — - ———————— HI

-with granta from officefemployer-—---—--— s mmcm e e — i —— L

-with loansg from «friends-----ccmmmom e e e e

-money lender
-with sale/morigage of

R 8 LT ) R e e ettt
~poultry birds
-others {(gpecify)

19, Did vou (or the i1l person) uze mny other alternntive in the same time or after having- used the
first alternative 7 (13YES, 2oNO ) -omm oo m o e o oo e -

If NO : go to 012
If YES : CONTINUE

11. ¥hich alternative(s)

first | (see list adternativeg) s s e oo e p e '
docided by (see 1igt Q5 )--mccm e e e t !
used together (=1) or after (=2)-~~rresmrercna s s rrr e e = i
- 1
1

reason why this alternative has bheen used {(see list criteria)--}_
nddress the questions under points 7, 8 & 9 of the questionnaire
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decided by-=--cmemama e sk amma————— e I
used together (=1} or after (=2)-=——-ccerr—vmermc—me———m e H
reason why thig alternative has been usedr-~-—~—----c-——n—wsnmuan I
address the questions under points 7, 8 & 9 of the questionnairef
third (- e mra e e A M A m e — e ————— HE
decided bBy=emecmmer e e S e — e — HIH
used together (=1) or after (z2)-ceecmercrameroco ot e IR
reason why this alternative has been used-~==-mr----—swemmmnonoe R

address the guestions under points 7, 8 & 9 of the questionnaire

12, bate of end of illneas episode | T T

13. Working days lost due to 11IlneS8~-cemrmmmmmmc e s et s s e s e e m — e — e R

-
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nnex 5 Outline for data analysis and expected outcome.

EXPLANATORY AND RESPONSE {(OUTCOME) VARIABLES 1O BE INVESTIGATED

xplanalory variables (indicative)

- of the sick subject and the household to which he helongs
—-age, sex, marital status, household size, status in household (demographic)
—religion, ethnic group, {cultural)
-occupalion, assets, availability of cash (economic)
~formal education, interaction with family and neighbours {sociall

- of the diseorder (as perceived by subject)
-aculte or chronic
-severe or trivial
-mental or physical

- of Lhe service
-objective geographical accessibility and type of service ‘
-perceived accessibility : geographical, opening time, waiting time, type of
service, fees/fares charged
—-pntienl's satisfaction : expected benefits of treatment, healer-patient com—
municalion, technical level of service

lesponse (outcome) variables (indicative)

-madern healers {allopathic qualified and ungualified, homeopathic)
-traditional healers (fakir, koberaj, dai)

—drug scller

~gelf care

-no aclion,

COMPONENTS IN HEALTH CARE DECLISION PROCHESSES TO BE INVESTIGATED

‘o be identificd during the first stage of the study {cognitive study) and tested
hvrving the longitudinal survey

-criteria including constraints to cheoose health care amongst the health
care alternatives available Lo the study population

-principles for ranking of these criteria

~henllh care alternatives that the study population considers as
available
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I.

OUTLINES OF DATA ANALYSIS

i : -~ subjoct

‘ -~ HH
Choice of associated with variables related to - disorder (perceived)
HCare resoulce { . - servvice (perceivaod)
{OQUTCOME) e
: AN

1) descriptive part : 2xc or rxc¢ tables :

- ecategories of QUTCOME : see above and details on .39

- categories of explanatory variables .
-binary : eg sex; acuie vs chronic, severe vs Lrivial disorder
—categorical @ eg marital status; income; location health service

~analysis : frequencies

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

— in accordance to results of 1) : regrouping of variable categories
where appropriate into binary variables. '

- analysis : ‘-'ﬂxz and where appropriate xz for trend
-t

itivariate analysis of variables where association

Sample _size : based on calculation of proportions, choica per (group of)

Health Problem{s).

I1. Health Care decision processes :

1)_descriptive_part : Health care decision processes determined

by

- c¢riteria {incl constraints) to choose

- principles to prioritise criteria

— henlth care alternalives available to study population
- gunlitative analysis
Sample : key informants

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

- on different subsamples of 1. according to diffelrent; (groups of)

health problems . : .

- quantitative analysis : each illness episode wili he scornd on each
criterion relevant to it, anhd the actual Lreatment choicels) made
compared with the one predicted through the key informant inlervinweg,
With Lhe same method reasons for non-use (constraints) will be
analvsnd,
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EXPECTED OUTCOME

v

Study population {demanders of health care},

[
L

categorisation of the slum residents by different socioeconomic and cultural

indicators.

_Health problems gccurring in the studyv_population

calegorisation of the health problems as they are perceived by the study |

popuiation '
by socio—economic indicators of the study populalion

_Supply of health care.

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

_Development_of health care decision processes

using critervia, principles for their ranking, and the health care

tives available to the study population
by {groups of) health problems

_Choice_of _health care resource

by indicators reiated to the sick subject
by factors related to the household to which he belongs

alterna-

by factors related to the disorder (as perceived by study population)

by factors related to the service

.

_Deteclion _of the most important variables contributing to Lhe choice of health

care resource

_Degree of_validity_of the criteria and pringiples described in the health care

deocision processes
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Annex 6. Consent form and det;mls on procedure for maintaining confldentlahty.
. ¥ ‘ ‘ ¢

Consent form

I have come from the International Centre for Diarrhoeal Disease Research,
Bangladesh in Mohakhali, IYhaka.

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

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

We nlso would like to aks you some quebtxons about yomse}f vour family and
vour living conditions,

Each interview will take about 30 minutes. All the information collected will be
kept confidenlial. There are no_risks for vou in participating to this study.

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

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

Date ' Date

Delnils on procedure for maintaining confidentiality

-

1. During the training of the interviewers and field supervisors emphasis will
be given on the aspects of confidentiality in handling data of the survey.
Special attention will be addressed to the use and communication of any
personat data of the households under investigation or their members.

2. The data that will be collected will be kept in a locked place.
3. Computer files containing the data will also be maintained in a secure and

locked place,
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